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Executive Summary  

Introduction and context 

More than half of deaths around the world are not registered with a cause of death. Similarly, many 

governments do not have accurate records of births. Without better, more reliable data from 

sustainable local data sources, countries struggle to make data-driven decisions on funding priorities 

and programs. To help address the critical gap, Bloomberg Philanthropies and the Australian 

Department of Foreign Affairs and Trade (DFAT) launched the Data for Health (D4H) Initiative in 

March 2015, with a commitment to fund its implementation for four years. As part of the total USD 

100 million dollar initiative, DFAT provided AUD 24 million.  

Use of data for planning, resource allocation and monitoring is a critical component of health 

systems strengthening, which is one of the two strategic goals of DFAT’s Health for Development 

Strategy 2015-2020. 

D4H is country-driven, with governments and partners working in three focus areas: 

a. Data on Births and Deaths: Strengthen civil registration and vital statistics (CRVS) systems and 
improve information on cause of death  

b. Data Impact: Improve government capacity to use health data to inform policy development  

c. Data on NCD risk factors: Increase the availability of non-communicable disease (NCD) risk 
factor data  

D4H implementing partners include:  

 US Centers for Disease Control and Prevention (CDC) and CDC Foundation 

 Johns Hopkins Bloomberg School of Public Health 

 University of Melbourne 

 Vital Strategies 

 World Health Organization (WHO) 

 UN Economic Commission for Africa (UNECA) 

 UN Economic and Social Commission for Asia and the Pacific (UN ESCAP) 

The 20 target countries/cities for involvement in D4H are Bangladesh, Brazil, China (Shanghai), 

Colombia, Ecuador, Ghana, India (Mumbai), Indonesia, Malawi, Morocco, Myanmar, Papua New 

Guinea (PNG), Peru, Philippines, Rwanda, Sri Lanka, Solomon Islands, Tanzania, Turkey and Zambia. 

By the end of 2018, 19 of the target countries had been officially engaged in D4H, and 18 were 

implementing D4H activities. Of the D4H target country list, nine (Bangladesh, China (Shanghai), 

India (Mumbai), Indonesia, Myanmar, PNG, Philippines, Sri Lanka and Solomon Islands) are in the 

Indo-Pacific which is the focus for Australia’s international development assistance program. 

Joint Independent Review purpose, approach and methodology  

The Joint Independent Review (JIR) is an independent assessment of the extent to which D4H has 

reached its targets, outcomes and impacts. The terms of reference (Annex 1) for the JIR was 

developed collaboratively by Bloomberg Philanthropies and DFAT. 

The JIR was conducted by a team of three. The evaluation was primarily desk-based, with each team 

member spending a week in January 2019 visiting sites and interviewing personnel in one of three 
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selected case study countries (Philippines, Solomon Islands and Zambia). The team maintained 

contact via frequent emails and conference calls and accessed all documentation on-line. 

Evidence of the role and contribution of D4H partners and the achievements of participating 

countries was obtained from three main sources: 

1. Documentation associated with the D4H Initiative 

2. Interviews:  
i. with personnel in the three case study countries 

ii. with all D4H partners 
iii. with representatives of other country programs  

A total of 114 interviews were conducted: 81 during the country case study in-country visits, 
30 partner interviews and three other country interviews. 

3. Metrics produced by D4H  

The background materials used for the desk reviews were voluminous (e.g. more than 500 

documents were provided to the JIR Team), including monthly, quarterly and annual reports from all 

five regularly reporting partners and the semi-annual reports from Bloomberg to DFAT. With the 

country visits and the partner and country stakeholder interviews, these extensive data sources 

enabled the JIR Team to look at its findings from various perspectives to ensure the most robust 

conclusions possible.  

The major constraints on this evaluation relate to short time frames and the limited capacity of a 

three-person evaluation team. 

Key findings 

The JIR findings indicate that, as initially predicted by the mid-term review, D4H has made 

substantial progress in improving capacity and systems in the target countries across the three focus 

areas, including in the use of data to influence and drive policy making. D4H has shown remarkable 

progress, both against its concrete, quantitative goals, and in raising awareness of the importance of 

health data collection, analysis and use. Over the four years of D4H implementation, more than 

54,000 people, from 18 participating core countries, have received training in at least one area of 

program activities. Of these, the large majority (50,811) were in birth and death registration 

reflecting large human resources requirements in this area. Overall, 50.5% of those trained in any 

area of D4H were women (27,428 out of 54,271 as of end of 2018). 

D4H has substantial promise to continue to make impactful gains in health data capacities in its 

target countries, and in the countries reached through its regional partnerships. However, in 

addition to being a public health project, it is clear that the Initiative is also a development project, 

making four years a short time frame for reaching its full potential. 

RECOMMENDATION ONE: Based on the consistent, measured progress across the 18 

implementing countries, and concerns that these and possible future gains might be compromised 

without continued support, the JIR recommends that funding for the Initiative be extended for at 

least another four year period.  

D4H is a unique partnership, at the donor and partner level. The Initiative brings government and 

philanthropic funding together to support a set of world class but disparate partners, whose 

comparative strengths create a whole that is greater than the sum of its parts. At its core, D4H’s key 
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strengths are its commitment to the importance of improving health data and its use, to working in a 

sustained, country-driven manner to build health data capacity, and to bringing innovations in 

technology and in ways of thinking to its focus countries.  

While considerable progress was seen in all three of D4H’s technical areas, as with any project, D4H 

has also faced challenges. In its technical work, these largely centred on issues of competing 

government priorities, lack of available human resource in-country and scaling difficulties. However, 

the majority of challenges that D4H faced were in design and management of the Initiative, including 

a need for clarification of roles among partners, a more streamlined approach to developing country 

workplans and a more nuanced or flexible process for engaging governments, to avoid lack of 

initiation.  

Key findings in each of the three D4H focus areas 

The following results specific to the three pillars of D4H were derived from data presented in the 

large number of program reports completed by the implementing partners, as well as summary 

metrics documents compiled periodically.  

Data on births and deaths 

Birth and death registration and cause of death recordation are the cornerstones of the D4H 

Initiative. The areas targeted for improvement include: birth registration procedures; death 

registration procedures; cause of death assignment processes for facility deaths (including use of 

international standard medically certified cause of death (MCCoD) procedures); cause of death 

assignment processes for community deaths (usually using verbal autopsy); the use of ICD-10 coding 

to standardise classification of cause of death; and the production of vital statistics reports. Overall, 

18 countries instituted improvements in at least one CRVS area as a result of D4H instigated 

interventions, and 15 countries have shown improvement in more than one area. Over the four 

years D4H has been in place, 50,811 people were trained in aspects of CRVS. 

The most common improvement is in the use of verbal autopsy to ascertain causes of death for 

those deceased in the community. Verbal autopsies have now been implemented in sixteen of the 

focus countries, most of which had never implemented this intervention before, with nearly 89,000 

verbal autopsies having been conducted. Another area of improvement is in the use of the 10th 

revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-

10), with 14 countries showing improvements in this area. A further 11 countries have also begun to 

use death certificates revised to the international standard. Seven countries are now registering all 

deaths (in D4H intervention areas) with a medically certified cause of death accompanied by an ICD-

10 code.  

One consistently noted success in CRVS was the development of a systematic approach to reviewing 

and updating relevant health data legislation, which in many cases had not been revised since the 

colonial era of modern history. As this work gained traction, it led D4H partners to work with the 

United Nations system on draft Guidelines on the Legislative Framework for Civil Registration, Vital 

Statistics and Identity Management,1 the final version of which will be submitted to the United 

Nations Statistical Commission for adoption in 2019. 

                                                             

1 Draft available at https://unstats.un.org/unsd/demographic-social/meetings/2018/crvs-egm-ny/Draft-Guidelines.pdf 
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Another major component of the D4H Initiative has been the establishment of a Knowledge 

Gateway (https://crvsgateway.info/ ) to act as a focal point for information on improving collection, 

analysis and interpretation of vital statistics data. At the end of 2018, 75 such products were already 

available online, with more under development.  

Although birth registration is included as a core element of D4H, interviews reveal that it was 

intentionally de-prioritized from early on because there are already a number of prominent actors in 

this area. Death registration and improving the accuracy of cause of death was seen to have a 

greater potential to drive country uptake and integration of using data to drive public health policy.  

Across its CRVS component, D4H has targeted countries that span the spectrum of capacities in 

health data collection and use. In some cases, like Myanmar, Philippines and Solomon Islands, this 

has included training and fully utilising the network of community health workers. However, in other 

cases, the focus has been on medical professionals. 

JIR RECOMMENDATION TWO: The JIR recommends that, within appropriate country context and 

prioritisation, a broader range of community-based health workers (midwives, district health 

officers, etc.) be fully leveraged through increased training and incorporation into D4H’s CRVS 

areas of work.  

Data impact 

The data impact (DI) arm of the D4H Initiative aims to improve the analysis, interpretation and use of 

data for policymaking. Technical assistance in this area has been provided by D4H to 18 countries. 

Seven countries have been assessed as achieving improvements in at least one of the DI focus areas: 

Ministry of Health publications with recommendations; data being used in regularly published 

reports; and data being used to evaluate performance and set policies.  

A mentoring program has been established where health staff from target countries work with 

experts from D4H implementation partners to produce public health policy briefs. A total of 84 such 

mentored projects have been carried out in 11 countries over the last four years. One of these has 

resulted in legislative change, and a further 25 have resulted in changes to procedures, 

recommendations, or guidelines, new initiatives, or new funding from external partners. Training 

and mentoring in scientific communication has been provided for a further 150 projects, and these 

have led to 53 scientific communication outputs including articles, publications or presentations.   

D4H also supports the development of data reporting systems. In five countries this intervention has 

led to new or improved public health bulletins. In other settings, dashboards and other technological 

improvements have been integrated into routine health information systems allowing the more 

efficient aggregation and presentation of key data.  

One of the great strengths of D4H is its focus on building in-country capacity, in particular through 

the implementation of training of trainer programs. Many of the achievements in the in the data on 

births and deaths arm of the Initiative can be at least partially attributed to broad uptake of this 

approach. Given the successes seen in CRVS, the data impact arm could benefit from a more focused 

version of the TOT approach, particularly around developing in-country expertise in health 

economics. 

JIR RECOMMENDATION THREE: Based on the successes in CRVS, the JIR recommends that the 

training-of-trainers approach be consistently expanded across all arms of the Initiative.  

https://crvsgateway.info/
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Data on NCD risk factors 

This third arm of D4H aims to measure NCD risk factor prevalence by supporting the development 

and roll out of a new mobile phone survey platform. The data from this platform are compared to 

data collected via the WHO STEPwise approach to Surveillance (STEPS) surveys, which are also 

supported by D4H in the target countries. STEPS surveys are a standardised approach to collecting, 

analysing and disseminating data. As part of this work, D4H also supports research using micro trials 

to create an evidence base on best practice for mobile phone survey implementation. Over 270 (127 

or 47% women) have been trained in various aspects of the NCD risk surveillance component and six 

methodological studies have been carried out to test the validity, and effectiveness of various 

aspects of the mobile phone survey, resulting in 11 published articles. 

As of the end of 2018, 10 countries had participated in this portion of D4H: six countries had 

initiated field-level work, with the research component covering an additional four countries for a 

total of 10. One country, Zambia, had completed both the STEPS survey and the new mobile phone 

survey, while a further five countries have the STEPS survey underway. One country, Philippines, has 

carried out a standalone mobile phone survey. A total of 9,738 mobile phone surveys have been 

carried out across these countries.  

Data for Health progress in the Indo-Pacific region 

The Indo-Pacific region target area for the D4H program comprises seven countries and two cities, 

including Bangladesh, China (Shanghai), India (Mumbai), Indonesia, Myanmar, PNG, the Philippines, 

Sri Lanka and Solomon Islands. In this region, notable progress has been made in improving 

elements of the CRVS system in most settings. All of those focus countries and cities have introduced 

at least one CRS system change.  

Countries and cities in the region have been particularly active in introducing the use of verbal 

autopsy (VA) for community deaths, with seven out of the nine settings now active in VA. Myanmar, 

Sri Lanka and the Solomon Islands have achieved notable success in this area, carrying out large 

numbers of VAs. ICD coding for systematically recording cause of death has also been a common 

intervention with six of the nine settings having improved in this area over the last four years.  

In terms of data impact, there have also been some notable successes. Technical assistance and 

training in this area has been provided by D4H to all countries in the region. Three of the nine Indo-

Pacific countries or cities have been assessed as achieving improvements in at least one of the DI 

focus areas: Ministry of Health publications with recommendations; data being used in regularly 

published reports; and data being used to evaluate performance and set policies. Mentoring 

programs have been established where health staff from target countries work with data-to-policy 

experts from D4H implementation partners to produce policy briefs in an area of public health 

importance for their setting. Five Indo-Pacific countries have mentored data impact projects 

underway or complete, which have relied on D4H. One Indo-Pacific country has introduced a new or 

improved public health bulletin (a key feature of the program), and one city has introduced new 

legislation based on D4H technical assistance.  

The Philippines is the only country in the region that participated in the NCD risk factor arm of the 

project and is the only country in the project implementing stand-alone mobile phone surveys for 

NCD risk factor surveillance. Nearly 4,000 of these surveys had been carried out by the end of 2018.  
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Availability of D4H implementation data 

D4H partners and country stakeholders consistently recognised the importance of gathering baseline 

and midline metrics to measure progress against Initiative goals. However, to be genuinely useful 

such metrics must be easily accessible and their development transparent, to both participants and 

to external parties. The JIR team found that the data in the baseline and midline D4H files were 

difficult to interpret and not as useful in gauging progress as they could have been. Indicators such 

as “true”; assessments such as “poor” and “good” unsupported by greater definition; and missing 

data points made it challenging to determine process through use of the files. It will be particularly 

important to refine the presentation of the data and make it more user-friendly if funding is 

continued, as it is expected that progress will be measured against that made in the first cycle. 

JIR RECOMMENDATION FOUR: The JIR recommends that future iterations of D4H metrics should 

be presented in a universally standardised and approachable way.  

Cross-cutting themes 

The JIR team identified some themes that cut across the D4H Initiative. These include innovation, 

gender, sustainability and governance and management processes.  

Innovation 

The D4H Initiative is based on long-standing principles. Counting and recording births and deaths 

and monitoring population health statistics have been fundamental roles of government for 

centuries. However, the Initiative has brought new life to these areas through innovation, a core 

principle of the Initiative, both by introducing new technologies and approaches and by fostering 

culture change around health data. Additionally, the design and operationalisation of the Initiative 

itself include key innovations rarely seen in development assistance projects, including most notably 

the commitment to on-going customisation and adaptation of its interventions to suit the needs and 

situations of individual countries.  

Data on births and deaths 

 Although the technique of conducting a verbal autopsy was well developed, it had not 

previously been scaled for application and use at district or national level, particularly 

using tablet technology. D4H provided the funding and expertise to allow verbal autopsy 

to be field tested using tablets and transitioned from a more academic context to a 

proven part of a national vital statistics system.   

 D4H introduced IRIS, an automatic system for coding multiple causes of death and for 

the selection of the underlying cause of death, and implemented ANACONDA, an 

electronic tool that assesses the accuracy of cause of death data. While the introduction 

of software is not novel, D4H uniquely makes provision for modifying, interfacing and 

on-going training to ensure that methods and software packages meet exact country 

requirements and become fully institutionalised. Many of the methods and software 

introduced by D4H have been used previously or elsewhere, but the on-going D4H 

process of adaptation, evaluation, responding to feedback, further adaptation and so on 

has been highly innovative. 

  



 

RN 233 Data for Health Joint Independent Review    x 

Specialist Health Service 

Data impact 

 The D4H Data to Policy training package, an innovative training course that combines 

successful elements of existing training models, adapted for developing skills for policy-

relevant data analysis and presentation among ministry staff, has been refined, 

systematised and implemented in D4H countries at both ends of the policy capacity 

spectrum with equivalent success. The innovation is in adaptation: this approach to 

training has never been applied to policy development (in this case, health impact 

modelling, cost-effectiveness analysis, attributable fraction/burden-of-disease 

estimation, etc.) and presentation techniques most useful for communication and 

advocacy (mapping and other data visualization approaches). 

Data on NCD risk factors 

 The key innovation in this area was the development and introduction of a mobile 

phone-based platform for gathering a focused set of NCD risk factor data. Early work in 

finding the best synergies between the mobile phone approach and the WHO STEPS 

(that has to date been considered the gold standard in this area) show promise though 

need to be further developed.  

Changing ideas about the importance of data 

 After four years of D4H, the value of health data has been elevated in all D4H countries, 

now being seen as a valuable policy tool to be leveraged rather than filed, representing 

an innovation in thought and approach to health data. The increased demand from 

country leadership, which has changed the culture and ideas around health data, was 

carefully curated by D4H. This has innovated in having a specific focus on data-driven 

planning, prioritization, resource allocation, and communication, and ways in which the 

strategic leveraging of data can help advance organizational priorities. 

Commitment to sustained in-country presence and investment in on-going customisation  

• D4H’s success is driven by its commitment to sustained in-country presence and 

investment in on-going customisation and adaptation of new health data interventions 

to suit the needs and situations of individual countries. This is an innovation in the 

design of development assistance projects, which rarely dedicate such extensive and 

long-term financial and human resources.   

Business mapping/enterprise architecture 

 The D4H process of “business mapping” applies systems science and systems analysis 

(Enterprise Architecture Business Process Mapping) to CRVS, a unique and 

unprecedented use of this approach, the development of which required “outside the 

box” thinking. Across D4H countries, business mapping has had substantial impact, 

consistently revealing that key players were not linked or did not regularly collaborate, 

largely because it was not obvious where their work overlapped. 
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Partnership 

 D4H created a unique partnership between DFAT and Bloomberg Philanthropies, 

representing a new approach to aid. The two partners were able to leverage each 

other’s comparative advantages.  

Bringing together disparate partners, with complementary strengths and skills  

 D4H has brought together government, academia and civil society in partnership, a rare 

and, in this case, successful approach to effecting development assistance.  

Flexibility 

D4H has benefited greatly from its commitment to letting target country governments lead in setting 

the agenda. In this vein, the Initiative has shown substantial flexibility in allowing governments and 

country teams to prioritise interventions and request shifts in budget or approach when a particular 

intervention is considered important or is to be deprioritised. One such example is which approach 

to verbal autopsy – Smart VA or the WHO questionnaire – was used in a particular country. This 

flexibility has resulted in notable buy-in from all participating governments. 

JIR RECOMMENDATION FIVE: The JIR recommends that flexibility be continued and expanded in 

any future iterations of the Initiative, with partners and countries strongly encouraged to allow 

country context to drive decision making.  

Gender 

Historically, women and girls have often not received the full benefit of being identified, counted 

and included as part of national statistics. By improving data collection on birth, death and cause of 

death, women and girls will be better represented and, when those data are used to drive 

policymaking, will benefit from more tailored interventions. A robust and accurate civil registration 

and vital statistics system also provides women and marginalised populations equal access through 

basic documentation, increasing access to education, health services, familial property and other 

basic rights. 

D4H has not, however, had an intentional focus on gender. If the Initiative continues, it would be 

beneficial to include a more intentional focus on gender 

JIR RECOMMENDATION SIX: The JIR recommends that if D4H is continued, gender specialists 

should be consulted to more consciously include a gender focus in the Initiative’s design.  

Sustainability 

While the Initiative partners and governments have consistently considered sustainability as D4H is 

implemented, the JIR found that local capacity and staffing numbers are a common constraint on 

scaling up interventions. Should funding be continued, an increased focus on supporting 

governments to institutionalize functions that forward the goals of D4H will be critical for the 

Initiative to have long term success. This would include encouraging establishing new positions, in 

addition to training existing staff who have full terms of reference. The decision to invest in 

additional human resource capacities would go hand in hand with adjusting relevant legislation, 

creating budget lines that support the collection and use of health data and bringing the relevant 

ministerial representatives together to ensure collaboration. 
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Program governance and management processes 

Many partners noted that, while the reporting obligations could feel heavy, donors’ questions and 

conversations demonstrated that all reports were read and that progress and were being 

recognised, with support offered as appropriate.  

The work plan development process was often cited as being more complicated and elaborate than 

was necessary, with numerous actors involved, each with their own institutional approach and 

agenda.  

Countries that have not initiated implementation 

Of the 20 target countries, two – Indonesia and Turkey – have not initiated D4H implementation, 

though initial overtures and memoranda have been arranged.  

Indonesia 

Despite early positive signalling, D4H has gained little momentum in Indonesia. The JIR has 

determined that this was due to a combination of factors, including but not limited to human 

resources and Government of Indonesia priorities. However, there are promising new 

developments: the Government has a draft measure under consideration that prioritises many of 

the same goals as D4H, and Australian Government program KOMPAK has a draft proposal for CRVS 

work that contemplates cooperation with D4H. 

Turkey 

The predominant challenge in Turkey has been an unstable security situation, exacerbated by the 

conflict in Syria. While the conflict in Syria started before D4H, it was not possible to predict the 

extent of the regional instability that would result when the Initiative first approached the 

Government of Turkey. Additionally, Turkey’s prioritisation of NCDs meant that there was a lower 

prioritisation of the other D4H components, which posed difficulties as all engaged governments are 

required to be invested in the Initiative as a whole. 

Definition of roles and responsibilities 

D4H has innovated in bringing together global expertise in a set of diverse partners. By and large, 

interviewees reported that this collaboration has been successful, though there are also indicators 

that a lack of clarity in D4H partners’ roles and responsibilities at country level has caused tension 

and created challenges to the Initiative reaching its goals. Additionally, there have been challenges in 

ensuring full synergy between partners, in large part due to differences in institutional context and 

personality (e.g. academic, intergovernmental, nongovernmental). 

The Initiative would have a greater chance of reaching its full potential if all partners were clear on 

their roles and their relationships and would avoid the risk of appearing to be discordant to target 

governments. 

JIR RECOMMENDATION EIGHT: The JIR recommends that D4H leadership provide clear roles and 
responsibilities for all funded partners, with explicit reference to each partner’s position in the 
Initiative in a given country.  

RECOMMENDATION SEVEN: The JIR recommends that D4H heighten its emphasis on support 
to governments to institutionalize the gains already made and those anticipated going 
forward.  
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Country case studies 

The Philippines  

D4H support in the Philippines has achieved major successes and made substantial progress in CRVS, 

DI and NCD risk surveillance since 2015. Although around 90% of Philippine births and deaths were 

registered before D4H, cause of death recording was poor, and cause of death data were unreliable 

and underutilised. Cause of death accuracy has benefitted from an innovative program of MCCoD 

training and pilot testing of SmartVA, both designed to cascade throughout the country. This has 

been backed by legislation to improve death certificates and ensure they are checked and verified. 

Automated coding with IRIS and other customised software has reduced processing time and is 

improving the timeliness of COD data. 

The DI component of the Initiative has built capacity and increased use of data to make policy 

through a program of training and mentoring. Successful implementation of the first mobile phone-

based NCD Survey has demonstrated a lower cost approach to risk surveillance. In combination, the 

successes in all three arms of the Initiative have contributed to a growing appreciation of the value 

of health data and an increasing demand for health data at all levels of government and for research. 

These activities have received strong government support and institutionalisation has commenced, 

but without continuing D4H support momentum would inevitably slow. It is recommended that the 

program is extended for an additional four years to ensure all D4H innovations are sustainable fully 

embedded within the health system. 

Solomon Islands 

Before the D4H program interventions were carried out only 28% of births and 2% of deaths were 

registered, and there was very little data collected on levels of mortality or causes of death. When it 

decided to participate in D4H, the Government agreed that it would be appropriate for the first two 

arms of the project (i.e., data on births and deaths and data impact) to be implemented 

domestically. 

At the four-year mark, Solomon Islands has made some significant changes and improvements to 

health workforce capacity, the death notification system, and the assignment of causes of death for 

both health facility and community deaths. Between July 2017 and June 2018 nearly 2,000 deaths 

were recorded in the health information system and around 40% of these had a COD recorded. 

These 2,000 deaths are estimated to represent approximately 50% of the deaths which occurred in 

the country in this period. This is a significant improvement in just one year from the estimated 2% 

of deaths which were recorded previously. However, due to the highly dispersed nature of the 

Solomon Islands’ population as well as infrastructure constraints, further improvement will face 

significant challenges. The standard system for classifying causes of death, the ICD system, has also 

been introduced to Solomon Islands. A team of master coders has been trained in ICD, and they are 

now able to train others. 

Solomon Islands has also formed the National Mortality Technical Working Group comprises the 

Under-Secretary for Health Care, (Chair), the D4H country coordinator, WHO, Health Information 

System technical advisor, the Chief Medical Statistician, the Deputy Chief Medical Statistician, Head 

of Medical Records at the National Referral Hospital, and the department heads at the National 

Referral Hospital. 
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With D4H technical support, the Solomon Islands Ministry of Health now collates data in the DHIS 2 

system which has been modified to produce easy to read dashboards displaying all key data. The 

system also produces quarterly reports of all key indicators at the provincial and national level, 

which are reviewed by the Chief Medical Statistician and actions recommended. Three Ministry of 

Health staff have taken part in the data to policy training program, which produced one policy brief 

already, on indoor air pollution, which is being considered by the Ministry of Health executive. 

Zambia 

At the start of the D4H project, Zambia’s baseline across the three pillars of the Initiative was 

strikingly low. Only 5% of deaths were recorded and of those, very few, if any, had accurate cause of 

death information. There was a paucity of people with specific and focused training or skills in 

writing compelling, data-driven policy briefs. The data available on NCD risk factors was limited to a 

survey of the capital city, Lusaka, completed in 2008.  

During the project period, there has been a four-fold increase in death registration coverage from 

less than 5% in 2014 to an estimated 20% in 2017. This translates to over 40,000 deaths registered 

per year, for a total of over 100,000 having been registered during the D4H project. Additionally, of 

those now being recorded only 15% have ill-defined causes, down from an estimated 35% when D4H 

started in 2015. 

The DI arm of D4H has had remarkable success, though on a relatively small scale. It was consistently 

noted that the data impact arm of D4H did much to change the culture of data collection and 

reporting. Previously, reports on public health indicators were written and then shelved, while now 

there is a hunger for evidence to help drive policy decisions. Zambia is now also publishing a monthly 

journal on public health, disease surveillance, prevention and control, the Health Press 

(http://znphi.co.zm/thehealthpress/). 

Zambia was the first country to conduct both the WHO STEPS survey, a household risk factor survey, 

and the D4H-developed mobile phone NCD risk factor survey. 

Lessons learned regarding the effectiveness and efficiency of program governance and 

management processes 

The JIR has identified the following lessons learned, regarding the effectiveness and efficiency of 

program governance and management processes: 

• Partnerships: The combined comparative strengths of innovative donor partnerships can 

drive substantial successes. These can, in turn, be used to catalyse future, similar joint 

investments.   

• Reporting: Providing feedback to partners on their reports balances the sense of reporting 

as a burden and is a critical element of building and maintaining enthusiasm and 

commitment from partners.  

• Roles and responsibilities: There is genuine value added in partnerships that include a broad 

range of institutions, but it is critical that roles and responsibilities be clearly articulated and 

agreed to maximise the impact that this and other initiatives can have.  

• Country ownership: Country ownership is often cited as an essential component of 

successful public health and development projects, a fact that D4H was clearly mindful of in 

its design. The intense country engagement process and the investment in training national 

http://znphi.co.zm/thehealthpress/
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staff has resulted in deep levels of country buy-in, which interviews consistently cited as one 

of the primary reasons for the Initiative’s success.  

• Timeline: While the country engagement process has played a significant role in assuring 

country buy-in, it also requires a substantial investment in time by which the project is 

commensurately shortened. Many interviewees noted that this delay in initiation limited the 

chances for reaching Initiative milestones. Should D4H expand its target country list, it may 

be useful to consider excluding the country engagement process from the timelines for 

outcomes and investment. This would give partners and countries the full funding period to 

see successes and adjust approaches to address challenges.  

Conclusions and recommendations 

The JIR’s overarching conclusion is that D4H is a strong success, though it will need continued 

support to reach its full potential. Measurable progress has been made in each of the 18 countries 

that are implementing D4H interventions, with health data systems strengthening and increased 

prioritization on data-based health policy recommendations being the most notable advances.  

Notable strengths of the Initiative are its commitment to the importance of improving health data 

and its use, to working in a sustained, country-driven manner to build health data capacity, and to 

bringing innovations in technology and in ways of thinking to its focus countries. The flexibility that is 

built into the Initiative’s implementation at country-level is both innovative and effective. 

D4H has also faced challenges. In its technical work, these largely centred on issues of competing 

government priorities, lack of available human resource in-country and scaling difficulties. However, 

the majority of challenges that the Initiative faced were in design and management of the Initiative. 

The Review is encouraged by the majority of challenges being in design and management, as these 

are under the control of the donors and as such are more easily addressable than those that depend 

on multiple stakeholders.  

As the D4H donors consider the future of the Initiative, the JIR provides the following 

recommendations: 

• RECOMMENDATION ONE: Based on the consistent, measured progress across the 18 

implementing countries, and concerns that these and possible future gains might be 

compromised without continued support, the JIR recommends that funding for the Initiative 

be extended for at least another four year period. 

• RECOMMENDATION TWO: The JIR recommends that, within appropriate country context 

and prioritisation, a broader range of community-based health workers (midwives, district 

health officers, etc.) be fully leveraged through increased training and incorporation into 

D4H’s CRVS areas of work. 

• RECOMMENDATION THREE: Based on the successes in CRVS, the JIR recommends that the 

training-of-trainers approach be consistently expanded across all arms of the Initiative. 

• RECOMMENDATION FOUR: The JIR recommends that future iterations of D4H metrics 

should be presented in a universally standardised and approachable way. 

• RECOMMENDATION FIVE: The JIR recommends that flexibility be continued and expanded 

in any future iterations of the Initiative, with partners and countries strongly encouraged to 

allow country context to drive decision making.  
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• RECOMMENDATION SIX: The JIR recommends that if D4H is continued, gender specialists 

should be consulted to more consciously include a gender focus in the Initiative’s design. 

• RECOMMENDATION SEVEN: The JIR recommends that D4H heighten its emphasis on 

support to governments to institutionalize the gains already made and those anticipated 

going forward.  

• RECOMMENDATION EIGHT: The JIR recommends that D4H leadership provide clear roles 

and responsibilities for all funded partners, with explicit reference to each partner’s position 

in the Initiative in a given country. 
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1. Introduction and Context  

1.1. Background to the Data for Health Initiative 

More than half of deaths around the world are not registered with a cause of death, meaning that 

nearly 30 million deaths go unrecorded each year, according to the World Health Organization 

(WHO). Similarly, many governments do not have accurate records of births. Although global and 

country-level estimates on causes of death and risk factors based on statistical modelling exist, they 

have wide variation in quality and utility. Without better, more reliable data from sustainable local 

data sources, countries struggle to make data-driven decisions on funding priorities and programs.  

To help address the critical gap in health data, Bloomberg Philanthropies, in an innovative 

development partnership with the Australian Department of Foreign Affairs and Trade (DFAT), 

launched the Data for Health (D4H) Initiative in March 2015. As part of the total USD 100 million 

dollar initiative, DFAT provided AUD 24 million. The current commitment for funding ends on 30 

June 2019. 

D4H is country-driven, with its interventions designed to support governments to build capacity to 

better utilise health data for policy development and application, with particular attention to 

addressing and highlighting gender equity at all levels. D4H aims to bring expert technical assistance 

from some of the world’s leading public health organisations and academic institutions to support 

governments. Operating against these goals, D4H partners work with countries in three focus areas: 

a. Data on Births and Deaths: Strengthen civil registration and vital statistics (CRVS) 
systems and improve information on cause of death  

b. Data Impact (DI): Improve the capacity of country governments to use health data to 
inform policy development  

c. Data on NCD risk factors: Increase the availability of non-communicable disease (NCD) 
risk factor data through innovative development and implementation of a mobile phone 
survey method for low- and middle-income countries (LMIC) and support of WHO’s 
STEPwise approach to Surveillance (STEPS) surveys (NCD Surveillance)  

D4H implementing partners include:  

 US Centers for Disease Control and Prevention (CDC)  

 Johns Hopkins Bloomberg School of Public Health 

 University of Melbourne 

 Vital Strategies 

 World Health Organization (WHO) 

 UN Economic Commission for Africa (UNECA) 

 UN Economic and Social Commission for Asia and the Pacific (UN ESCAP) 

Target countries/cities for involvement in D4H are Bangladesh, Brazil, China (Shanghai), Colombia, 

Ecuador, Ghana, India (Mumbai), Indonesia, Malawi, Morocco, Myanmar, PNG, Peru, the Philippines, 

Rwanda, Sri Lanka, Solomon Islands, Tanzania, Turkey and Zambia.  

While the CRVS and data impact focus areas are being implemented in all officially registered and 

implementing countries, the NCD risk factor work is either taking place or planned in 12: Bangladesh, 
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China (Shanghai), Colombia, Ecuador, India (Mumbai), Malawi, Morocco, Philippines, Sri Lanka, 

Tanzania, Uganda and Zambia. 

By the end of 2015, D4H had 15 out of 20 target countries officially enrolled and beginning work 

planning and a variety of targeted interventions either being rolled out or in development. A 

detailed Initiative-wide baseline report template documenting the status and progress of country-

level project indicators for all three Initiative components had been developed. By January 2017, 18 

countries were enrolled and another in the process of finalising enrolment.  

An independent mid-term review of D4H review, looking at the Initiative’s performance in 2015 and 

2016, was finalised in March 2017. At the time of that review, D4H had not yet reached a full year of 

implementation of planned interventions in some countries. Like this Joint Independent Review, the 

mid-term review examined the Initiative itself, its design and implementation, with a view to 

generating an overview of progress against agreed milestones and goals. A key finding of the mid-

term review was that, while substantial and very promising progress was made in the three focus 

areas in many countries, much of the first two years was taken up with laying the foundations for 

implementation. 

Some key findings across the three focus areas reported in the mid-term review included: 

 Data on births and deaths: With D4H support, five countries had moved to the international 

standard death certificate. In a sign of longer-term sustainability, several countries had 

reallocated existing staff (midwives, home-based care practitioners and community health 

workers) to collect routine death data. D4H partners had developed an innovative legal and 

regulatory review tool to identify potential gaps and opportunities in existing CRVS laws and 

regulations. Based on the use of this tool, Tanzania abolished fees associated with birth and 

death registration for individuals less than 18 years of age, accelerating demand for these 

documents. 

 Data impact: Six of the enrolled countries had been supported in (a) efforts to integrate 

mortality modules in health information systems, (b) advanced data visualization capacity, 

(c) national health indicator harmonization and development, (d) geographic information 

system (GIS) mapping of health data, (e) improving online access to health data, (f) 

developing a library of data communication templates to utilize and adapt critical strategic 

planning. 

 Data on NCD risk factors: Two of the four data collection modes for the mobile phone survey 

for collecting NCD risk factor data had been completed, D4H experts had finalised the risk 

factor questionnaire and tested it across technologies, and a comprehensive set of user-

friendly manuals and implementation resources were in place. Two pilot countries, Morocco 

and Zambia, had been identified. In an unexpected but welcome innovation, D4H teams 

worked together to ensure that WHO’s STEPs survey data is better translated to provide 

governments with standardised resources to support better data utilisation. 

The mid-term review also identified a set of challenges that the Initiative faced. Governments have 

different time-frames to fully engage in a new Initiative, even if they agree with the principles and 

goals, and experience inevitable competing priorities and resource shortages. There was also the 

difficulty of trying to effect changes that require differing investment in infrastructure, training and 

awareness raising in a four-year timeframe. The executive summary of the mid-term review is 
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available here: http://dfat.gov.au/aid/topics/investment-priorities/education-

health/health/Pages/research-and-innovation-initiatives.aspx 

By the end of 2018, 19 of the target countries had been officially engaged in D4H, and 18 were 

implementing D4H activities.  

1.2. Policy context of the D4H Initiative 

Improved data is a high priority globally. Greater expectations for accountability and the reporting 

requirements for the Sustainable Development Goals have led to an increasing demand for better 

data, particularly in LMICs. The OECD’s Development Assistance Council’s 2017 Annual Report 

outlined the development challenges in this area, including that external resources for statistics, are 

declining. With so many pressing needs around the world, governments and non-profit organisations 

have a responsibility to use foreign aid dollars as efficiently and effectively as possible, to create the 

best outcomes for the greatest number of people and ensure that women and minorities have 

access to the same opportunities as others.  

During the past 15 years, registered deaths have increased only moderately, from 36% in 2000 to 

38% in 2017. The United Nations declared 2015-2024 the Asian and Pacific Civil Registration and 

Vital Statistics Decade, which presents a significant opportunity. The overarching intent of D4H is to 

boost these numbers by raising the profile and priority of health data in its target governments. To 

bring new life to this area of work, D4H has innovated in bringing public (DFAT) and private 

(Bloomberg Philanthropies) financing together to support a diverse set of partner implementers to 

lay the groundwork for improving health through better and more access to data.  

D4H emphasises innovation not only in its financing, but also its structure, which brings diverse 

partners and governments together, and in its focus on leveraging new technologies and developing 

novel approaches to proven data collection methods and targeted data usage. D4H used three, 

independent criteria to identify target countries: 

1. Countries with a large population in need of support in developing their CRVS, data impact 
and NCD risk factor capacities; 

2. Country political or influencing positioning and potential to be regional or global catalytic 
models for change; and); or 

3. Countries that have applied to be involved (though a targeted application process). 

Of the D4H target country list, nine are in the Indo-Pacific, which is the focus for Australia’s 

international development assistance program. The included Indo-Pacific countries are Bangladesh, 

China (Shanghai), India (Mumbai), Indonesia, Myanmar, PNG, the Philippines, Sri Lanka and Solomon 

Islands. 

D4H is a natural collaboration for DFAT and Bloomberg Philanthropies. Both partners share an 

emphasis on the use of data to identify opportunities, ensure accountability, and maximise the 

impact of limited resources. Use of data for planning, resource allocation and monitoring is a critical 

component of health systems strengthening, which is one of the two strategic goals of DFAT’s Health 

for Development Strategy 2015-2020. This requires finding innovative new approaches to stubborn 

challenges, one of the foundational ideas underpinning D4H. 

  

http://dfat.gov.au/aid/topics/investment-priorities/education-health/health/Pages/research-and-innovation-initiatives.aspx
http://dfat.gov.au/aid/topics/investment-priorities/education-health/health/Pages/research-and-innovation-initiatives.aspx
https://www.oecd-ilibrary.org/development/development-co-operation-report-2017_dcr-2017-en
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1.3. Purpose and role of the Joint Independent Review 

As D4H nears the end of its funding cycle in June 2019, it is timely to investigate the outcomes and 

pathways to sustained impact that have been achieved by the program and to identify lessons 

learned in developing capacity in the three focus areas. The Joint Independent Review (JIR) is an 

independent assessment of the extent to which D4H has reached its articulated targets, outcomes 

and impacts. The terms of reference (Annex 1) for the JIR was developed collaboratively by 

Bloomberg Philanthropies and DFAT. 

The anticipated outputs, outcomes and impact for Year 4 of the Initiative, as described in the D4H 

Monitoring and Evaluation framework (Annex 2), are key tools used to frame the JIR. Anticipated 

outcomes are strengthened birth and death data, risk factor surveillance data and improved data 

use for policymaking, which were expected to be demonstrated in the following ways:  

 Improved birth and death registration and certification systems 

 Increased number of recorded deaths 

 Improved coding of deaths 

 A fully implemented, sustainable NCD risk factor survey platform using innovative mobile-
phone methods for population-based sampling 

 Government officials and policymakers trained in and practising innovative use of data for 
decision making 

 Increased government capacity to analyse birth, death and risk factor data 

 Packaged health data presented to policymakers 

The overarching goals for the impact of D4H, as agreed by funders and partners in the original 

documents describing the Initiative (including reports between the donors), are: 

 At least 250 million additional people benefitting from a high-quality birth and death 
certificate system. 

 750 million people living in countries with substantially improved cause of death 
information. 

 650 million people living in countries where a rapid, efficient mobile phone-based survey to 
collect risk factor data has been undertaken. 

 1 billion people (representing the total popultion of the 20 draft focus countries) living in a 
city or country with policymakers that recognise the importance of data and demonstrate its 
use. 

The JIR was commissioned by DFAT and Bloomberg Philanthropies to generate shared understanding 

about progress made against the outcomes, and the potential for sustained improvement into the 

future. The JIR looks at D4H across all three program focus areas and 18 implementing countries, 

with a particular focus on the Indo-Pacific region.  

In addition to evaluating the Initiative’s progress and, where possible, its impact, the JIR also 

provides strategic, operational and practical insights regarding challenges and opportunities that 

have influenced Initiative performance. The JIR takes into account the conclusions of the mid-term 

review, and builds on the experiences, lessons learned, and the traction gained since then.  
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1.4. Joint Independent Review approach and methodology  

The JIR was conducted by a team of three. The evaluation was primarily desk-based, with each team 

member spending a week in January 2019 visiting sites and interviewing personnel in one of three 

selected case study countries (the Philippines, Solomon Islands and Zambia). The two Canberra-

based team members also spent 2.5 days observing and interviewing delegates to a CRVS workshop 

at the University of Melbourne in December 2018, where sixteen D4H participating countries and 

five D4H partners were represented. The team maintained contact via frequent emails and 

conference calls and accessed all documentation on-line. 

Evidence of the role and contribution of D4H partners and the achievements of participating 

countries was obtained from three main sources: 

1. Documentation associated with the D4H Initiative 

2. Interviews:  
iv. with personnel in the three case study countries 
v. with D4H partners  

vi. with representatives of other country programs  

A total of 114 interviews were conducted: 81 during the country case study in-country visits, 
30 partner interviews and 3 other country interviews 

3. Metrics produced by D4H  

1.4.1. Desk review of documentation  

Team members began reviewing the documentation and familiarising themselves with the Initiative 

as soon as contracts were finalised and continued to refer to the documentation throughout the 

evaluation. Each team member reviewed documentation relating to both the global level of the 

Initiative and specific to their allocated case study country. The key documents reviewed included 

the Bloomberg/DFAT agreement and progress reports; agreements with partners; country work 

plans, partners' annual, quarterly and monthly reports and the Midterm Review. 

1.4.2. Interviews  

The terms of reference (ToR) for the evaluation included 24 questions to be answered by the team. 

These questions were arranged in three groups, relating to capacity building, achievement of 

outcomes and use of inputs and program management. Some questions had several parts, and the 

team formulated several additional questions to be answered during the evaluation. All interviews 

were qualitative with informants free to comment as they wished. To ensure consistency, to 

emphasise the nuances of each question, and to ensure that relevant information was collected, all 

interviews were conducted in line with interview guidelines prepared by the JIR Team. There were 

also some pre-coded answers on the guidelines to facilitate note-taking. 

Six interview guide sheets setting out the ToR and additional questions were developed for partners 

and country personnel working in each of the three Initiative focus areas. Partners were asked to 

comment on global performance and outcomes in their respective focus area while in-country 

personnel were asked to comment on performance and outcomes in the respective focus area in 

their own country.  

The two Canberra-based team members pilot tested the guidelines at the CRVS workshop in 

Melbourne. As there was insufficient free time at the workshop to conduct structured face-to-face 
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interviews, several partner representatives and participants from case study countries wrote their 

comments on the guidelines. This demonstrated that the questions on the guidelines were 

appropriate and yielded good information. 

Interviews with personnel in case study countries 

Face-to-face interviews were conducted with informants in the three study countries as part of three 

one-week country visits in January. The team leader visited Zambia, and the two other team 

members visited the Philippines and Solomon Islands. The Director of DFAT's InformationXChange 

joined the visit to the Philippines and a representative of DFAT's Health Policy Branch joined the visit 

to Solomon Islands.  

When the guidelines were used in-country for face-to-face interviews it was found to be very time 

consuming to ask each question separately. The team therefore agreed that only the country 

coordinators would be asked each question on the relevant guidelines, while other informants 

would be asked to comment on seven general themes: 

1. Successes 

2. Challenges 

3. Innovations and flexibility 

4. Gender implications 

5. Sustainability, including legislation and permanent staff capacity  

6. Data collection, reporting and use 

7. Impressions of the D4H Initiative structure and approach, e.g. management, technical 
support, responsiveness 

Team members continued to refer to the guidelines to prompt during interviews, to ensure that all 

necessary information was collected and to facilitate note-taking. When informants gave permission, 

recordings of each interview were made to augment and verify interview notes.   

Interviews with D4H partners  

Interviews with partners and other stakeholders were conducted by the team leader in January and 

February, by Skype or by phone. Informants were asked to comment on the seven general topics 

while the interviewer used the relevant set of partner guidelines to prompt and facilitate note-

taking. When consent was obtained, recordings were made to augment the team leader’s notes. 

Analysis of interviews 

The global and country-level interviews with partners and in-country personnel generated large 

amounts of information in the form of handwritten or typed notes and recordings. At the end of 

each day team members typed up any hand-written notes and reviewed the material collected that 

day. Recordings were used then or later during the analysis to verify notes as necessary. The first 

stage of the analysis was for each team member to summarise each informant's responses to the 

key questions as set out on the interview guidelines. This was done on an Excel spreadsheet. The 

second stage was to write a commentary using the typed notes and the summary matrix to answer 

each key question. These summaries were combined with summaries of interviews with partners to 

facilitate cross-country comparisons and highlight common themes at the global level and for each 

focus area. 
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1.4.3. Metrics produced by the D4H Initiative 

The D4H donor management produces a global summary combining key metrics from all active 

participant countries. Metrics for individual countries are reported in the monthly and quarterly 

reports of D4H partners. To facilitate evaluation of outputs and outcomes, the team prepared a 

simplified list of key metrics, derived from metrics prepared by D4H. These key metrics highlight 

achievements in training, policy impact, CRVS, DI, NCD surveillance and sustainability, subdivided by 

gender and main centre/ outlying area where applicable and where data were available.  

The key metrics, plus quarterly, monthly and progress reports and interviews with partners are the 

main sources for evaluating the achievements in countries that were not visited during the JIR.  

1.4.4. Reporting 

This report is a distillation of the information collected from all sources. Each team member 

prepared the case study of their allocated country. The team leader prepared the global level report, 

with key contributions from the team members. Wherever possible, all information included in the 

report was verified from multiple sources or multiple interviews. Any statistics or other quantitative 

information mentioned by informants was checked against monthly reports. 

The draft report with case studies was submitted to DFAT for review and comment. The comments 

received were used to revise and finalise the report. 

1.5. Joint Independent Review key strengths and constraints 

1.5.1. Strengths 

The JIR Team comprises three highly experienced, well-trained professionals with diverse and 

complementary skill sets. The budget for the JIR accommodated assigning approximately 100 days of 

work across this Team.  

The background materials used for the desk reviews were voluminous (more than 500 documents 

have been provided to the JIR Team), including monthly, quarterly and annual reports from all five 

regularly reporting partners and the semi-annual reports from Bloomberg to DFAT. These extensive 

data sources enabled the JIR Team to look at its findings from various perspectives to ensure that 

the report contains the most robust conclusions possible.  

In combination with the country visits and the partner and country stakeholder interviews 

conducted by the team leader, the three available sources of data offered the JIR team opportunities 

to validate and explore more deeply issues which would not be possible if relying on only one of the 

sources. In particular, fieldwork visits to the case study countries gave the team insights into the day-

to-day implementation of the project and opportunities to meet in-country personnel who are using 

or applying products of the Initiative. Differences between the study countries also gave the team 

examples of how the Initiative operates in different national contexts. 

1.5.2. Constraints  

The major constraints on this evaluation relate to short time frames and the limited capacity of a 

three-person evaluation team. 
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Time  

D4H has been funded for only four years. From a development perspective, this is a relatively short 

period and has not been long enough to achieve major outcomes in some areas in some countries, 

particularly in demonstrating data impact. Additionally, as reported in the Midterm Evaluation, the 

first two years of D4H were largely devoted to negotiating terms and conditions and laying the 

foundations for implementation. In two countries, these initial steps have taken the entire four 

years.  

The JIR itself was also time constrained, as it was conducted over three months, one of which was 

December when many of the stakeholders were not available. There is a limited amount that can be 

achieved in the time available for this review; given the short review time, it was only possible to 

visit three of the 18 active countries. 

Scope and reliability 

The key questions for the review have been derived from the JIR ToR. That is, they were formulated 

before country visits and partner interviews. Because of time constraints, it was impractical to go 

back and ask other informants their views on new issues emerging at later stages of the review. 

Use of some phone/internet interviews increased the risk that some questions may not produce 

reliable information because they have not been fully understood. This was addressed by consistent 

use of the interview guidelines and method of interviewing described above. 

Access to field sites and informants 

The JIR team depended on the capacity and willingness of in-country staff to facilitate access to 

clinics, offices and other field sites in the time available. While this was largely successful, in some 

cases, key stakeholders were not available (e.g. not in the country or out of the office). While the 

team had been concerned that staff and clients would be reluctant to be observed or answer 

questions candidly, this was not the case in any of the three countries visited. 

Measurement of outcomes 

The principal measure of outcomes are the metrics obtained from background documents and 

tables. Care has been taken to ensure data are comparable as far as possible, and to use percentage 

increases against benchmarks to control for changes such as population growth and ageing.  

This Review was conducted before the Initiative’s four-year funding period ended; as such, none of 

the metrics should be regarded as final. 

2. Key findings: Effectiveness in achieving targets  

The JIR findings indicate that, as initially predicted by the mid-term review, D4H has made 

substantial progress in improving capacity and systems in the target countries across the three focus 

areas. In its support to focus countries, D4H has driven remarkable progress, both against its 

concrete, quantitative goals, and in raising awareness of the importance of health data collection, 

analysis and use. It also has substantial promise to continue to make impactful gains in its target 

countries, and in the countries reached through its regional partnerships. However, in addition to 

being a public health project, it is a development project and four years is a short timeframe for 

reaching its full potential. 
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This section presents a summary and global results on progress achieved across the three arms of 

the D4H Initiative. Also included is a special focus on the countries of the Indo-Pacific.  

These results were derived from data presented in the large number of program reports completed 

by the implementing partners, as well as summary metrics documents compiled periodically. Over 

the four years of D4H implementation, more than 54,000 people, from 18 participating core 

countries, have received training in at least one area of the program activities. Of these, the large 

majority were in birth and death registration, with 50,811 people trained in this area, reflecting large 

human resources requirements. Overall, 50.5% of those trained in any area of D4H were women 

(27,428 out of 54,271 as of end of 2018). 

Figure 1:  Total numbers trained, 2015- 2018: CRVS 

 
Source: Bloomberg DFAT Report Progress Report to July - December 2018, Appendix 2: List of Trainings  

2.1. Data on births and deaths 

Birth and death registration and cause of death recordation are the cornerstones of the D4H 

Initiative. Overall, 18 countries instituted improvements in at least one area of the CRVS system 

because of D4H instigated interventions, and 15 countries have shown improvement in more than 

one area.  

Figure 2: Progress in CRVS, 2015-2018: Countries, Cumulative 

 
Source: D4H Key Metrics December 2018 

0

2,000

4,000

6,000

8,000

10,000

12,000

14,000

16,000

18,000

2015 2016 2017 2018

No. 
Trained

Year

Male Female

0

2

4

6

8

10

12

14

16

18

Adopted
any

change

Legal
change

Improved
ICD-10
coding

Revised
death

certificate

CoD
coded to
ICD-10

All reg.
deaths
MCCOD

New VA
adopted

CRVS
articles

published

Any CRVS
training

No.
Countries

Key Metric

Mar '15-Mar'17 Apr'17-Mar'18 Apr '18-Dec '19



 

RN 233 Data for Health Joint Independent Review    10 

Specialist Health Service 

The areas targeted for improvement include: birth registration procedures, death registration 

procedures, cause of death assignment processes for facility deaths (including use of international 

standard medically certified cause of death (MCCoD) procedures), cause of death assignment 

processes for community deaths (usually using verbal autopsy), the use of ICD-10 coding to 

standardise classification of cause of death and the production of vital statistics reports. Table 1 

reflects these improvements, with progression of one focus area from red to orange, orange to 

yellow, or yellow to green denotes a significant enough shift to be called a system improvement. 

Should the Initiative be continued, it would be useful if measurements like these “traffic light” 

reflections were accompanied by a more robust description of the metrics used to determine status.  

 
Source: Bloomberg DFAT Report Progress Report to June 2018 

The most common improvement area is in the use of verbal autopsy to ascertain causes of death for 

those deceased in the community. Sixteen countries have now implemented verbal autopsy to some 

scale. This intervention, over the four years of the project, has led to nearly 89,000 verbal autopsies 

being conducted in the 16 countries.  
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Figure 3: Verbal autopsy (VA) milestones during the 2015-2018 D4H funding period 

 
Source: D4H VA Common Milestones Metrics Spreadsheet 

Notes on VA Common Milestones: Includes five countries with VA scale up planning scheduled for April 2019; seven 

countries with national scale-up planned for April 2019; five countries for which data from scale-up will be available in April 

2019. 

Another common area of improvement was seen in ICD-10 coding of causes of death with 14 

countries showing improvements in this area. A further 11 countries have also begun to use death 

certificates revised to the international standard. Seven countries are now registering all deaths (in 

D4H intervention areas) with a medically certified cause of death accompanied by an ICD-10 code.  

Figure 4: MCCoD milestones during the 2015-2018 D4H funding period 

 
Source: D4H MCCOD Common Milestones Metrics Spreadsheet 
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 death registration and improving the accuracy of cause of death was seen to have a greater 

potential to drive country uptake and integration of using data to drive public health policy.    

Another major component of the CRVS component of D4H has been the establishment of a 

Knowledge Gateway (https://crvsgateway.info/) to act as a focal point for information on improving 

collection, analysis and interpretation of vital statistics data. At the end of 2018, 75 such products 

were already available online, with more under development. Products developed cover materials 

such as: methods for measuring and improving vital statistics systems, building capacity in CRVS 

systems, methods for assessing vital statistics data quality, CRVS innovative research approaches, 

and scientific publications in the area of CRVS and mortality analysis. Finally, online country profiles 

provide insight into how these tools and new procedures are being used in different settings.  

A common system improvement in CRVS was the development of a systematic approach to 

reviewing and updating relevant health data legislation, which in many cases had not been revised 

since the colonial era of modern history. As this work gained traction, it led D4H partners to develop 

its legal framework, a capacity building package for countries. As this work matured, it led to 

collaboration with the United Nations system on draft Guidelines on the Legislative Framework for 

Civil Registration, Vital Statistics and Identity Management,2 the final version of which will be 

submitted to the United Nations Statistical Commission for adoption in 2019. 

2.2. Data impact 

The DI arm of the D4H Initiative aims to improve the analysis, interpretation and use of data for 

policymaking. Technical assistance in this area has been provided by D4H to 18 countries. Seven 

countries have been assessed as achieving improvements in at least one of the DI focus areas: 

Ministry of Health publications with recommendations; data being used in regularly published 

reports; and data being used to evaluate performance and set policies.  

Technical assistance for DI has been provided in a number of ways. Firstly, a mentoring program has 

been established where health staff from target countries work with data-to-policy experts from 

D4H implementation partners to produce policy briefs in an area of public health importance for 

their setting. These briefs are developed in a format that can be easily shared with policymakers. A 

total of 84 such mentored projects have been carried out in 11 countries over the last four years. 

One of these mentored projects has resulted in legislative change, and a further 25 have resulted in 

changes to health department procedures, recommendations, or guidelines, new health department 

initiatives, or new funding from external partners. Training and mentoring in scientific 

communication have been provided for a further 150 projects, and these have led to 53 scientific 

communication outputs including articles, publications or presentations.   

 

 

 

 

 

                                                             

2 Draft available at https://unstats.un.org/unsd/demographic-social/meetings/2018/crvs-egm-ny/Draft-Guidelines.pdf 

https://crvsgateway.info/
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Figure 5: Total numbers trained, 2015-2018: Data impact 

 
Source: Bloomberg DFAT Report Progress Report to July - December 2018, Appendix 2: List of Trainings  

The second area of intervention in the data impact arm is the development of data reporting 

systems allowing more effective interpretation and use of data for policymaking. In five countries 

this intervention has led to new or improved Public Health Bulletins, key tools in improving the use 

of evidence to guide health decision making. In other settings dashboards and other technological 

improvements have been integrated into routine health information systems such as the District 

Health Information System 2 (DHIS2), allowing the more efficient aggregation and presentation of 

key data.  

A number of interviewees cited building capacity to translate and display data as a remarkable and 

significant change in the approach to data use in D4H target countries. Specific anecdotal examples 

of D4H trainees presenting data and successfully communicating its importance to non-data savvy 

members of government were mentioned several times, with the stories coming from countries in 

all regions, including Papua New Guinea, Bangladesh and Sri Lanka. The use of dashboards to record 

and track data was also consistently referenced as a key part of this innovation. 

Figure 6: Progress in Data Impact, 2015-2018: Countries, Cumulative 

 
Source: D4H Key Metrics December 2018 
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2.3. Data on NCD risk factors 

This third arm of D4H involves the implementation of the new mobile phone survey platform 

developed as part of D4H for measuring NCD risk factor prevalence in the community. This arm 

aimed to compare the mobile phone results to those from the WHO STEPwise approach to 

Surveillance (STEPS), a standardised approach to collecting, analysing and disseminating data that 

has been considered the gold standard in this area and that D4H is supporting in target countries.  

As of the end of 2018, six countries had been selected to take part in the field-level part of the D4H 

program. Only one country, Zambia, had completed both the STEPS survey and the new mobile 

phone survey, while a further five countries have the STEPS survey underway. One more country, 

the Philippines, has carried out a standalone mobile phone survey. A total of 9,738 mobile phone 

surveys have been carried out across these countries.  

Figure 7: Total number trained, 2015-2018: NCD Surveillance 

 
Source: Bloomberg DFAT Report Progress Report to July – December 2018, Appendix 2: List of Trainings  

In parallel to the country-level activities, D4H has supported research using microtrials to create an 

evidence base on best practice for mobile phone survey implementation. Six methodological studies 

have been carried out to test the validity, and effectiveness of various aspects of the mobile phone 

survey, resulting in 11 published articles. Though this research, an additional four countries have 

been involved in the data for risks component of D4H, bringing the total to 10.  
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Table 1. NCD Risk Factor Surveillance Studies 

Study Name Countries Partner Institutions Progress to Date 

Study 
1 

Sub-national evaluation of strategies to 
improve the design and delivery of 
mobile phone IVR surveys on NCD risk 
factors 

Bangladesh Institute of Epidemiology, 
Disease Control and Research 

Study completed 

Uganda Makerere University School 
of Public Health  

Study 
2 

Effects of mobile phone survey delivery 
modalities on survey metrics, data 
quality and consistency 

Bangladesh Institute of Epidemiology, 
Disease Control and Research 

Study completed 

Tanzania Ifakara Health Institute  

Study 
3 

Ethical, Legal and Societal Issues (ELSI) 
in Mobile Phone Surveys 

Global N/A Study completed 

Study 
4 

Comparison of SMS and IVR survey 
metrics and performance characteristics 
in LMIC settings 

Columbia Pontificia Universidad 
Javeriana 

Study underway 
and data 
collection 
about to begin 

Tanzania Ifakara Health Institute  

Study 
5 

Continuous Mobile Phone Survey based 
Risk Factor Surveillance 

Bangladesh Institute of Epidemiology, 
Disease Control and Research 

Study underway 
and data 
collection 
about to begin 

Columbia Pontificia Universidad 
Javeriana 

Tanzania Makerere University School 
of Public Health 

Study 
6 

Ethics of Consent for Mobile Phone 
Surveys in LMICs 

Columbia Pontificia Universidad 
Javeriana 

Study underway 
and data 
collection 
about to begin 

Uganda Makerere University School 
of 
Public Health 

Source: Bloomberg DFAT Report Progress Report to July - December 2018  

2.4. Data for Health progress in the Indo-Pacific region 

The Indo-Pacific region focus area for the D4H program comprises seven countries and two cities. In 

this region, notable progress has been made in improving elements of the CRVS system in most 

settings. All of those focus countries and cities have introduced at least one system change in the 

CRVS area.  

Countries and cities in the region have been particularly active in introducing the use of verbal 

autopsy (VA) for community deaths, with seven out of the nine settings now active in VA. Myanmar, 

Sri Lanka and the Solomon Islands have achieved notable success in this area, carrying out large 

numbers of VAs. ICD coding for systematically recording cause of death has also been a common 

intervention with six of the nine settings having improved in this area over the last four years.  

In terms of data impact, there have also been some notable successes. All focus countries and cities 

in the region have received training in at least one area of data impact. Six countries have mentored 

data impact projects underway or complete, which have relied on D4H. However, only one Indo-

Pacific country has introduced a new or improved public health bulletin (a key feature of the 

program), and only one city has introduced new legislation based on D4H technical assistance, 

though this was the only setting globally to achieve this.  

The Philippines is the only country in the region which has participated in the NCD risk factor 

surveillance arm of the project and is the only country in the whole project implementing a stand-

alone mobile phone survey for NCD risk factor surveillance. Nearly 4,000 of these surveys had been 

carried out by the end of 2018.  



 

RN 233 Data for Health Joint Independent Review    16 

Specialist Health Service 

3. Cross-cutting themes 

The JIR team identified a number of matters that cut across the D4H Initiative. These include 

innovation, gender, and governance and management processes.  

3.1. Innovation 

The D4H Initiative is based on long-standing principles. Counting and recording births and deaths 

and monitoring population health statistics have been fundamental roles of government for 

centuries. However, the Initiative has brought new life to these areas through innovation, a core 

principle of the Initiative, both by introducing new technologies and approaches and by fostering 

culture change around health data. Additionally, the design and operationalisation of the Initiative 

itself include key innovations rarely seen in development assistance projects, including most notably 

the commitment to on-going customisation and adaptation of its interventions to suit the needs and 

situations of individual countries.  

3.1.1. Innovations in approach 

Throughout the partner and country stakeholder interviews, a number of key innovations in 

approach were consistently identified: 

Data on births and deaths 

 Although the technique of conducting a verbal autopsy was well developed, it had not 

previously been scaled for application and use at district or national level. D4H provided 

the funding and expertise to allow verbal autopsy to be field tested and transitioned 

from a more academic context to becoming a proven part of a national vital statistics 

system.  

 A further innovation was the introduction of IRIS, an automatic system for coding 

multiple causes of death and for the selection of the underlying cause of death, and 

ANACONDA, an electronic tool that assesses the accuracy and completeness of mortality 

and cause of death data by checking for potential errors and inconsistencies. Training 

courses on ANACONDA have built capacity and confidence in participants to assess data 

quality using basic epidemiological and demographic concepts, and how to interpret and 

apply the results. 

Data impact 

 As part of the D4H data impact work, partners developed the Data to Policy program, an 

innovative approach to training country-level participants in drafting evidence-based 

policy briefs and disseminating them to decision makers. The training includes working 

with an expert in health economics, which allows trainees to develop novel and 

compelling policy arguments. The training includes being assigned a mentor, a senior 

national public health expert who works with the trainees for months after the initial 

training session to help finalise and polish their briefs. This training package has been 

refined, systematised and implemented in D4H countries at both ends of the policy 

capacity spectrum with equivalent success.  
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Data on NCD risk factors 

 The key innovation in this area was the development and introduction of a mobile 

phone-based platform for gathering a focused set of NCD risk factor data. Early work in 

finding the best synergies between the mobile phone approach and the WHO STEPS 

survey show promise, although will need to be further developed. To further this 

harmonisation, D4H is in the process of conducting rigorous studies on the reliability of 

the mobile-phone approach. While there remain questions about how best to achieve 

appropriate sampling in a mobile phone survey, the deep investment, financially and in 

expertise, in the new approach may provide countries with a low-cost opportunity to 

collect non-communicable disease risk factor data in those years when they do not 

conduct a STEPS survey.  

3.1.2. Innovations in culture 

In addition to developing new techniques for improving country-level capacity to gather, analyse and 

use health data, D4H has also helped to change the way people and institutions in the target 

countries think about how to use health data.   

Changing ideas about the importance of data 

Throughout the interview with partners and country stakeholders, as well as in the country case 

studies, respondents regularly identified the change in country perception of the value of health 

data and its use in policy decisions as an innovation driven by D4H. In particular, descriptions of 

country practice before D4H focused on the tendency for collected health data to be an end in 

themselves, often shelved as a final stage of an investigation. After four years of D4H, the value of 

health data has been reassessed, with reports now seen as valuable policy tools to be leveraged 

rather than filed.  

One clear example of this is in Sri Lanka, where interviewees reported that the Director General of 

Health, Ministry of Health, has firmly embraced the health data dashboard developed through D4H 

DI interventions and has asked for regular updates of the dashboard, to be used for policy decision-

making. Another example is in Zambia, where the Ministry of Health has approved an 

unprecedented streamlined approach to publishing data on outbreaks in the D4H Zambia Health 

Press to ensure that the data is available to national policymakers. 

Business mapping/enterprise architecture 

Interviews and background materials reflect that another innovation on the part of D4H is bringing 

“business mapping” (referred to as “enterprise architecture” in the first years of the Initiative) to 

CRVS and data impact in countries. Specifically, The D4H process of business mapping applies 

systems science and systems analysis (Enterprise Architecture Business Process Mapping) to CRVS, a 

unique and unprecedented use of this approach, the development of which required “outside the 

box” thinking. When applied, business mapping often revealed that key players in these systems 

were not linked or did not regularly collaborate, largely because it was not traditionally obvious 

where their work overlapped. For example, in increasing death registration the mapping found 

additional areas where Ministries of Health and Home Affairs, Registration or Statistics could benefit 

from working more closely. Perhaps more importantly, the process also identified entities like the 
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agencies that issue burial permits as critical hubs for capturing non-health facility (“community”) 

deaths that had not previously been included in the CRVS data collection processes.   

3.1.3. Innovations in initiative design and operationalisation 

In addition to innovations in approach and culture, the D4H Initiative is also novel in its design and 

approach to implementation.  

Commitment to sustained in-country presence and investment in on-going customisation  

D4H’s success is driven by its commitment to sustained in-country presence and investment in on-

going customisation and adaptation of new health data interventions to suit the needs and 

situations of individual countries. This is an innovation in the design of development assistance 

projects, which rarely dedicate such extensive and long-term financial and human resources. For 

example, while many initiatives include the introduction of new methods and software packages, 

few make provision for modifying, interfacing and on-going training to ensure that methods and 

software packages meet exact country requirements and become fully institutionalised. Many of the 

methods and software introduced by D4H have been used previously or elsewhere, but the on-going 

D4H process of adaptation, evaluation, responding to feedback, further adaptation and so on has 

been highly innovative.   

The Melbourne workshop on ANACONDA, November 2018, is an example of the application of this 

innovative approach at the regional level. During the workshop, participants were able to suggest 

improvements to both the ANACONDA software and the draft training manual, while also receiving 

additional training in the application of ANACONDA and learning how it was being applied by other 

participating countries.  

Similarly, D4H has provided substantial on-going support to facilitate the adoption of IRIS Automated 

ICD-10 by participant countries, including translating and adapting inbuilt code books to include local 

terminologies, developing customised interfaces, adapting software to accept scanned death 

certificates instead of manual inputs of CoD, and developing new manuals and appropriate training 

protocols. Without this intensive support, uptake of IRIS would have certainly been much slower and 

may even have proved too challenging for some D4H countries. 

Partnership between government and philanthropic organisation 

Bringing together DFAT and Bloomberg Philanthropies, bringing a government and a philanthropic 

organisation together, the D4H Initiative created a unique partnership, representing a new approach 

to aid. The two partners were able to leverage each other’s comparative advantages. Specifically, 

the bilateral relationships between Australia and the D4H target countries provided an opening to 

diplomatic relations that would not have necessarily been available to Bloomberg Philanthropies 

alone. Similarly, the profile and sheer resources (financial, relationships and reputational) of 

Bloomberg Philanthropies allowed DFAT to multiply the impact of its investment, increasing the 

effectiveness of aid in its Indo-Pacific sphere of influence.  

Perhaps most importantly, by working together, the two donors were able to take advantage of the 

best of their respective approaches. In the interviews with donors, it was clear that Bloomberg’s 

ability to be nimble in responding to the successes and challenges experienced in implementing D4H 

was perceived to be valuable in maximising the impact of the Initiative for DFAT.  
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The opportunity to work in countries that might not have been selected had the donor partnership 

not been in place, was similarly acknowledged as adding to the knowledge base for future scaling of 

the interventions. The experiences and lessons learned in the first four years in the initial 18 

countries have provided valuable insights to how to effectively implement initiatives like this one in 

smaller and geographically challenging countries, such as those in the Pacific.  

Bringing together disparate partners, with complementary strengths and skills  

While developmental theory recognises the interdependent roles of government, academia and civil 

society to effect policy change, it is rare for a program to bring them together to work as close 

partners. D4H does exactly this. While there has been some tension due to a lack of clarity in roles 

and responsibilities and institutional personality differences, for the most part, the partnerships 

created as part of D4H has been a success.  

3.2 Flexibility 

As noted in the JIR recommendations, D4H was developed with countries at its centre, committed to 

government priorities setting the program of work, within the range of aims and objectives of the 

Initiative. This approach has required substantial flexibilities in how the Initiative is implemented. 

These flexibilities include both adjusting the technical direction and responding to requests to 

reprogram funding.  

The majority of interviewees, partners and country stakeholders, recognised the importance of such 

flexibility and agreed that D4H had provided them and their counterparts with adequate room to 

make changes as required. Senior leadership from all stakeholders noted that the level of flexibility 

that D4H has been able to show was remarkable in comparison to other development and public 

health initiatives. It was also suggested that the success in achieving country buy-in for D4H, even in 

the short period it has been implemented, was due in part to this willingness to adapt to country 

context.  

3.3 Regional leveraging 

The partners uniformly agreed that D4H’s work with regional partners, and in particular with the 

United Nations Economic Commission for Africa (UNECA), the United Nations Economic and Social 

Commission for Asia and the Pacific (ESCAP) and The Pacific Community (SPC), has cascaded the 

impact of the Initiative overall. These regional organisations provide access to countries beyond 

those targeted by D4H but in the same regional and cultural belts, which has amplified the impact of 

the Initiative without substantial additional investment. 

Specific examples of leveraging action beyond D4H include: 

 UNESCAP teams conducted scoping missions in Mongolia and Kyrgyzstan to focus on vital 

statistics production. Resulting analysis and recommendations will be incorporated into 

country roadmaps for improving vital statistics production. 

 UNECA has organised and facilitated a regional TOT eLearning workshop, building capacity to 

a total of 45 civil registrars and MoH experts representing 15 English speaking countries, 

including Ethiopia, Gambia, Ghana, Lesotho, Liberia, Malawi, Namibia, Nigeria, Malawi, 

Rwanda, Tanzania, Uganda, Zambia, and Zimbabwe. One of the outcomes of the regional 

workshop was a continuation request from Ethiopia for a national TOT workshop. ECA 

conducted a national TOT workshop to 40 civil registrars and MoH experts who will roll out 
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the eLearning course in their respective regions in Ethiopia. UNECA also provided technical 

support to Ethiopia and Senegal to prepare for their national CRVS comprehensive 

assessments. Both countries now have a full understanding of how to move forward on 

these important assessments. 

 The Pacific Community (SPC) and the Brisbane Accord Group (BAG) work with D4H partners 

to improve CRVS functions in Pacific nations. As a follow up to legal review work, SPC had 

developed their own guidelines (under the BAG) and is currently joining forces with D4H to 

see how their current priorities can capitalise on current work with the United Nations 

Statistics Division so that efforts are collaborative and not competitive. 

3.2. Gender 

In addition to the gender stratification in the number of people trained, as noted in the sections 

focused on the three pillars of the Initiative, the D4H Initiative has two overarching gender-specific 

impacts. These largely favour advancing the position of women and girls, though of course all 

members of a community benefit from robust data systems.  

3.2.1. Inclusion in country data 

By definition, when governments support and build capacity around data systems and best-practice 

data collection, the availability of accurate data makes it possible to identify and protect vulnerable 

groups. Historically, women and girls have often not received the full benefit of being identified, 

counted and included as part of national statistics. Simply by improving data collection on birth, 

death and cause of death, women and girls will be better represented in national data and, when 

those data are used to drive policymaking, will benefit from more tailored interventions. As one 

example, when accurate birth records are available in an accessible civil registration system across 

government agencies, it is easier to detect age fraud in the case of child marriage and could provide 

the foundation of functional policy mechanisms for enforcement against such human rights abuses. 

If the culture changes that D4H is working to achieve are institutionalised, the increase in data on 

women and girls, and their health, will result in more gender-sensitive policy-making across the 

board. The Initiative is starting to gain momentum in this area, particularly through the Data to 

Policy training, where a number of briefs that include a gender focus have been produced. It is worth 

noting that to date, the choice of topics for the policy briefs has been in the hands of the participants 

and, because these participants are largely from government, their respective Ministries of Health. 

The donors may consider encouraging participants to choose gender-related topics in this arm of the 

Initiative.  

The impact of these reports is already being felt. For example, the brief on “Increasing risk 

behaviours among students (both boys and girls) in Myanmar” resulted in introduction of targeted 

risk reduction education sessions in 2018 school year. The recommendations from another brief, 

“Prevention of Early Pregnancy: improving Access to Reproductive Health Services in Myanmar and 

Home to Hospital - a crucial link to avoid maternal death in Myanmar” has been adopted and has 

been submitted to the Office of the Minister of Health and other donors.  

A full list of policy briefs produced as part of the Data to Policy is included as Annex 5 of this report. 

Briefs that focus on vulnerable populations are highlighted.  
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3.2.2. Knock-on effects of registration 

In addition to the clear connection between collecting robust health data – birth, cause of death and 

risks – and the increasing awareness of the need for gender-specific policy, there are non-health 

knock-on effects of collecting this data. A robust and accurate civil registration and vital statistics 

system provides women and marginalised populations equal access through basic documentation, 

increasing access to education, health services, familial property and other basic rights.  

One example that came up in the partner and stakeholder interviews was the opportunity for 

women to use official registrations to inherit property and child and death benefits. Additionally, 

transparency within and across government agencies, as well as data transparency with the public, 

and by extension, civil society and other stakeholders are key components of good governance. 

3.5 Sustainability 

While the Initiative partners and governments have consistently considered sustainability as D4H is 

implemented, the JIR found that local capacity and staffing numbers are a common constraint on 

scaling up interventions. An increased focus on supporting governments to institutionalize functions 

that forward the goals of D4H will be critical for the Initiative to have long term success, should 

funding be continued. This would include encouraging establishing new positions, in addition to 

training existing staff who have full terms of reference. The decision to invest in additional human 

resource capacities should go hand in hand with adjusting relevant legislation, creating budget lines 

that support the collection and use of health data and bringing the relevant ministerial 

representatives together to ensure collaboration. 

3.3. Program governance and management processes 

In addition to reviewing evidence of Initiative successes and challenges in technical implementation, 

the JIR also investigated the effect of the Initiative’s governance and management processes. By and 

large, interviewees were remarkably positive, citing the ready availability of donors and partners 

when questions arose. Many partners noted that, while the reporting obligations could feel heavy 

(monthly quarterly, annually), the questions and conversations about report content received from 

the donors demonstrated that the reports were read and that progress and challenges were being 

recognised, with support offered as appropriate.  

There were, however, overarching governance and management challenges that may provide 

lessons learned, should D4H be renewed for an additional period of financing. These include 

developing work plans, countries that have not initiated implementation, and definition of roles and 

responsibilities. 

3.3.1. Developing work plans  

In the course of the interviews with partner and donor stakeholders, one of the challenges that 

emerged from the early stages of D4H implementation was developing the country work plans. In 

this process, the partners engaged deeply with target country governments, which was critical and 

resulted in country buy-in that has supported the success of D4H implementation. However, 

partners indicated that, because work plan development was a multi-partner (i.e., D4H partners and 

government) process, things tended to become more complicated and elaborate than was 

necessary. More specifically, with so many actors involved, each with their own institutional 

approach and agenda, there was a tendency for a “too many cooks in the kitchen” impact, which in 
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some cases resulted in overly long and involved drafting and agreement processes. Interviewees, 

both donor and stakeholders, indicated that they would prefer a simplified, more streamlined 

approach in the future, should the Initiative be continued.  

3.3.2. Countries that have not initiated implementation 

Of the 20 target countries, two – Indonesia and Turkey – had not initiated D4H implementation at 

the time of Review, though initial overtures and memoranda have been arranged.  

Indonesia 

When D4H approached the Indonesian Government to assess its interest in being one of the target 

countries, there was initial positive signalling. However, the Initiative has gained little momentum. 

The JIR has determined that there were several elements that contributed to this difficulty including 

human resources and the priorities of the Government of Indonesia. Some of those were beyond the 

control of the Initiative’s management and partners, while others may provide lessons for future 

engagements.  

There are, however, some recent, promising developments. KOMPAK is an Australian Indonesian 

Partnership supporting to reduce poverty and inequality in Indonesia, which includes improving the 

quality of and increasing access to health and legal identity services. Recognising the importance of 

CRVS, the Government of Indonesia has a draft measure under consideration in its parliament that 

prioritises many of the same goals as D4H, and KOMPAK has a draft proposal for work that 

contemplates cooperation with D4H to help the Government achieve the goals in that measure. D4H 

may wish to consider collaboration with KOMPAK, leveraging its existing relationship with the 

Australian Government to identify best opportunities. 

Turkey 

The circumstances leading to D4H not gaining traction in Turkey have little to do with the Initiative 

or its approach. The predominant challenge in Turkey has been an unstable security situation, which 

has been exacerbated by the conflict in Syria and the resulting influx of refugees. While the conflict 

in Syria started before D4H, it was not possible to predict the extent of the regional instability that 

would result when the Initiative first approached the Turkish Government. 

Additionally, for the past decade Turkey has squarely prioritised non-communicable disease 

prevention and control, and as a result of its forward-thinking approach, has become a global leader 

in this area. This strong Governmental focus meant that there was a lower prioritisation of the other 

D4H components, which posed difficulties as all engaged governments are required to be invested in 

the Initiative as a whole, rather than in particular components. This, in combination with the 

complications of scaling up a civil registration system when also managing a refugee population, 

made Turkey’s full engagement with D4H untenable. 

3.3.3. Definition of roles and responsibilities 

D4H has bravely innovated in bringing together global expertise in a set of diverse partners. By and 

large, interviewees reported that this collaboration has been successful, as reflected in the progress 

countries have made even over the relatively short period of D4H’s four-year funding cycle. 

However, there are also indications that a lack of clarity in D4H partners’ roles and responsibilities at 

the country level has caused tension and created challenges to the Initiative reaching its goals. For 

example, it has been difficult for partners to distinguish between “technical lead” and 
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“implementation lead” roles, and when there is a perception of “mission creep” between the two, 

partners expressed frustration. 

4. Country case studies 

4.1. The Philippines 

4.1.1. Background 

When D4H was rolled out in 2015, the Philippines, a nation of more than 100 million people, was 

poised to achieve substantial gains from its interventions. While more than 90% of annual births 

were being registered and the 2015 census showed that 90% of annual deaths also were registered, 

the Government – in particular, the Department of Health (DoH) and the Philippines Statistical 

Authority (PSA) – recognised that more accurate cause of death (COD) data and faster processing 

were needed to provide a sound basis for health policy. 

A sound foundation has been built, despite a change of national government in 2016 followed by a 

series of changes in the most senior personnel in DoH that slowed early momentum; the country has 

made substantial gains in the last two years, with major successes and considerable progress.  

4.1.2. Data on births and deaths  

In the Philippines, the CRVS arm of D4H focused on achieving four main outcomes: 

1. Improved accuracy of cause of death data  

2. Improved speed, accuracy, efficiency and consistency in International Classification of 
Diseases (ICD) coding 

3. Strengthened capacity to analyse the performance of CRVS system functions and the quality 
of outputs 

4. Improved policies and laws on CRVS-related health policies  

The Initiative is implemented through six main strategies, each of which has been adapted to the 

Philippines’ context, repeatedly tested and refined in response to lessons learned, and supported 

with training, manuals and technical expertise and assistance. A CRVS coordinator appointed in 2016 

manages national D4H implementation. 

Improving the quality of medical certification of cause of death (MCCoD)  

Of approximately 600,000 deaths in Philippines each year, about 40% occur in medical facilities. 

Before D4H, many doctors did not appreciate the importance and potential value of reliable COD 

data, and deaths could be registered without certification by a medical practitioner. As a 

consequence, cardio/respiratory arrest (CRA), with or without any underlying causes, was said to be 

the COD on up to 70% of all death certificates. 

D4H is improving the quality of COD data through training. Two doctors in each of 37 teaching 

hospitals were provided training-of-trainer (ToT) instruction in medical certification of cause of 

death (MCCoD) and supported to train other doctors and medical records staff. By the end of 2018, 

approximately 2,400 of more than 6,000 doctors working in DoH hospitals had received MCCoD 

training.  
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Before D4H, DoH's Knowledge and Information Technology Service (KMITS) provided MCCoD 

training but could reach only 1,000 doctors annually. Although D4H training also has reached only a 

small percentage of all doctors so far, the intervention has been designed to cascade rapidly, and 

DoH has taken ownership, including by meeting some of the costs. When all doctors at Level 3 

hospitals have been trained, DoH will commence ToT at Level 2 hospitals, and make training 

available to doctors in private hospitals. In 2018 DoH and the Association of Philippines Medical 

Colleges signed an agreement that MCCoD would be included in the syllabus for trainee doctors.  

Interviews indicate that doctors are receptive to MCCoD training and find their new knowledge 

makes the task of filling out death certificates easier. Further, MCCoD training counts towards the 

annual requirement for continuing medical education. Medical records staff said their professional 

status had been enhanced by MCCoD training since DoH has made it mandatory for Medical Records 

officers to check all death certificates and to refer back to doctors if errors and inconsistencies are 

found. 

Expanding MCCoD by implementing automated verbal autopsies for deaths not attended by a doctor 

Around 60% of annual deaths in the Philippines occur away from health facilities. Before D4H, verbal 

autopsy (VA) was carried out on a very limited scale, with no consistent protocol. D4H's SmartVA 

computer software package has been customised for the Philippines to facilitate and standardise VA. 

Interviewers ask next-of-kin a series of questions about the condition of the deceased before death 

and enter the information directly into a tablet or laptop. The SmartVA package includes Tariff 

software to analyse responses and suggest three ranked potential CODs for verification by the 

Medical Health Officer (MHO).  

D4H has adopted an innovative approach to introduce SmartVA in Philippines. In early 2017, 

SmartVA was pre-tested at 13 Tagalog speaking sites throughout the country. This showed good 

agreement of SmartVA and medical diagnoses, so the software was improved and translated into 

two more languages, and more training was provided. Pilot testing in six of the 17 Regions began in 

July 2017. A mid-term evaluation found that out of a total of 5,649 out-of-facility deaths in the pilot 

areas, 4,535 were analysed with SmartVA, 91% of MHOs used Smart VA when no medical records 

were available and 88% even when medical records were available. Recent improvements have 

included replacing tablets with laptops to minimise connection issues. By July 2018, 7,492 SmartVAs 

had been conducted. 

DoH plans a gradual roll-out of SmartVA throughout Philippines, with more ToT of Master VA 

trainers. The roll-out will require on-going technical support. As MHOs are responsible for verifying 

SmartVA results as well as mandatory checking of all death certificates, continuing advocacy to 

support the uptake of SmartVA will also be needed. 

Legal review, policy development and advocacy 

MCCoD is regulated by DoH Administrative Orders. In 2017, D4H implemented a legal and 

registration review recommending that the existing legislation and Administrative Order governing 

CRVS should be updated. It is now mandatory for all medical certificates to be signed by a doctor and 

for MHOs to verify all death certificates before they are registered by local government units (LGUs).  

The Civil Registration Service of PSA revises all certificates every ten years and is currently in the 

process of revising 11 certificates (including birth, marriage and death). D4H has worked with PSA to 
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improve the design of the death certificate. The most important changes are the adoption of the 

international form of the death certificate and the accommodation of all types of death on one 

certificate, whereas previously foetal deaths were recorded on a different certificate. As D4H's 

MCCoD training emphasises purpose, approach and the information required rather than the format 

of the death certificate, the skills learned are transferable and the transition to the new form in 2020 

is expected to be smooth.  

Introduction of automated coding with IRIS 

After registration at LGU civil registration offices, hard copies of all death certificates are sent to PSA 

for checking, processing and analysis. Most death certificates already include ICD-10 coding by 

doctors, medical records staff or MHOs, but all need to be checked and verified. Before D4H, all 

CODs were checked manually against hardcopies of ICD-10 codebooks, corrected and coded as 

necessary and typed into a database. D4H has addressed this laborious process by supporting the 

introduction of IRIS software. Although in the public domain, IRIS needed to be customised for the 

Philippines, by adding local terminology to its dictionaries and developing interfaces, training 

modules and user manuals.  

During the initial pilot phase, both IRIS and manual coding were used. Assessment of the data for 

January to May 2017 found good agreement, and IRIS has replaced manual coding since June 2018.  

Operators said IRIS codes around 50% of CODs automatically, while the remaining 50% have to be 

checked manually for errors and rerun. It was generally agreed that the percentage coded as 

'undiagnosed' is lower now, although this cannot be confirmed until the 2017 data are available. 

Processing COD data for 2017 was not expected to be completed before March 2019, but this was 

said to be a big improvement in timeliness, and annual data will now be available within 

approximately one year compared with more than two years in the past.  

IRIS will continue to be used in future, but on-going support will be needed. PSA still needs to build 

more capacity in COD. D4H funded six people to verify that the data on paper death certificates were 

the same as that entered into the database, but as of January 2019, not all of the nine PSA operators 

were ICD-10 trained. The introduction of the new death certificate will require adaptations to IRIS 

interfaces and manuals. Additionally, PSA is moving toward all death certificates being scanned 

straight into a database at the PSA sub-national level rather sent as hard copies. This is expected to 

begin in April 2019 and will require considerable technical support.  

Strengthening capacity to assess and monitor the quality of vital statistics data 

PSA prepares an analytical report on the death certificates for each year. ANACONDA is a user-

friendly application used to assess the quality of COD data. Early analysis of a sample of COD data 

yielded plausible results, and all 17 regions have now received ANACONDA training, funded by PSA. 

D4H has designed a template to help regional offices prepare reports, and has developed training 

protocols and manuals. D4H also funded a three-month fellowship at University of Melbourne for a 

PSA statistician to help PSA prepare UN Sustainable Development Goal indicators. 
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Figure 8: Total numbers trained in Philippines, 2015-2018: CRVS 

 
Source: Bloomberg DFAT Report Progress Report to July - December 2018, Appendix 2: List of Trainings  

Enterprise architecture analysis (EA) 

An EA workshop was conducted in January 2018, but the planned cascading to regional offices and 

use of EA maps in D4H institutionalisation workshops has not occurred. Until now CRVS has 

prioritised the five major strategies discussed above, but there is potential to achieve more from EA 

analysis as institutionalisation of these strategies progresses over the next few years. 

4.1.3. Data impact (DI) 

When D4H commenced, DI was situated within the Health Policy Development and Planning Bureau 

(HPDPB). Changes in senior DoH personnel and re-deployment of the DI focal point within HPDPB led 

to the relocation of DI to the Epidemiology Bureau (EB). A D4H DI country coordinator was 

appointed in 2016. The EB Director appointed in March 2018 supports DI and collaboration with 

other areas of DoH. The two main goals for DI are building institutional capacity and increasing use 

of data for policy development, priority setting, resource allocation and program evaluation.   

Capacity building 

Fifteen DOH central and regional staff (2 male, 13 female) received Advanced Data Analysis Training 

in 2017. An epidemiologist who attended the training said that before this training participants 

tended to have tunnel vision and work in silos, but the workshop taught them to work as a team to 

review literature, look for gaps in the data and understand data quality 

A joint CRVS and DI workshop in 2018 gave 31 health professionals and statisticians (five male, 26 

female) capacity in estimating completeness of CRVS data and adjusting vital statistics, including 

data visualisation and the preparation of regional vital statistics profiles. 

DI is guiding the development of an online data portal platform to give DoH and public audiences 

access to data collected by EB, to facilitate awareness, understanding and use. Informants said that 

before D4H the data collected by EB and many of the reports prepared by EB were rarely used by 

others.  
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Planned capacity building activities that have not yet commenced, mainly due to staff changes, 

include: 

 the development of a Health Information System Policies Guidebook setting out the roles 

and responsibilities of divisions within DoH and promoting collaboration and 

complementarity; 

 making EB’s Field Health Information System reports more user-friendly and providing 

training in how to use data collected in the field in strategic communication. 

Another planned activity DI has not yet been able to implement is developing GIS to increase data 

visualisation and support data-driven decision-making. GIS is a powerful tool in health 

communication. DoH already has GIS expertise within KMITS, so a cost-effective approach to 

increase use of GIS would be to build on KMITS capacity and conduct workshops for KMITS, EB and 

HPDPB staff to collaborate on projects. 

Increasing use of data to make health policy 

D4H has conducted two rounds of data-to-policy (D2P) training. This training, consisting of 

workshops plus mentoring over several months, builds competencies in literature review, analysis, 

data visualisation, stakeholder analysis and policy writing. 

In the first round in 2016 five participants (all female) from DoH and PhilHealth (the national health 

insurance scheme) analysed evidence and developed policies to improve on food safety in schools, 

safe drinking water, notifiable disease reporting, taxation of sugary drinks and health insurance 

benefit packages. The first three of these policy topics resulted in policy change. The second round in 

2018 trained 13 participants (two male, 11 female), who developed policy recommendations on 

senior citizen pneumonia vaccination, maternal mortality, stroke, dental caries and physical 

inactivity of adolescents. Four of the five policy recommendations developed were presented to the 

Undersecretary of Health and could potentially lead to further policy change. 

An epidemiologist told of a participant in a Vital Strategies D2P training workshop who insisted that 

after 20 years’ experience she knew the best way to reduce high maternal mortality was to improve 

ambulance services. After two days in the workshop, this participant began to appreciate that the 

available evidence indicated other interventions could be effective, while as yet there was no 

evidence available indicating that increased investment in ambulance services should be prioritised. 

In late 2018, nine DoH participants (five male, four female) received training in health 

communications in Sri Lanka. A participant said she had learned more effective communication 

methods and that she has already applied some of the things she learned, including how to prepare 

press releases and how to manage difficult questions from the press, but she said five days was not 

long enough and she needs more training. 

DI activities have fostered collaboration and synergy of EB and HPDPB, but informants said 

coordinating their schedules can be difficult when sometimes the importance of this collaboration is 

not appreciated by other staff.  It is widely recognised within EB and HPDPB that it can take years for 

legislation to be enacted and for the impact of evidence-based policies to become apparent. Even 

so, achievements in the DI area so far are rapidly winning the support of senior officials. 
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Figure 9: Total numbers trained in the Philippines, 2015-2018: Data Impact 

 
Source: Bloomberg DFAT Report Progress Report to July - December 2018, Appendix 2: List of Trainings  

4.1.4. Data on NCD risk factors 

With analysis of recent COD data showing that eight of the ten leading causes of death are non-

communicable, tackling NCDs has high priority in the Philippines. DoH has always collected 

substantial health data via traditional surveys, which are expensive financially and in human 

resources. However, D4H's innovative NCD survey (NCDS), which collects data mobile phone surveys, 

is much less expensive and so has the potential to be run at more frequent intervals to provide more 

current data for planning interventions. 

Twelve people were trained to implement the NCD phone survey (seven males and five females), all 

in 2017, before pre-testing and implementation. Pre-testing took place in October 2017. After 

improvements to methodology, the first round of the survey commenced in June 2018 with 3,674 

responses. Survey findings had not been released when this evaluation was carried out.  

As the NCD survey was the smallest component of D4H, it was appended to the EB Field Survey 

program, and no country coordinator was employed, but when the focal point found the additional 

workload too burdensome D4H appointed a temporary survey coordinator. D4H also provided funds 

at short notice when the telephone company levied a charge on DoH for access to telephone 

numbers.  

The D4H design document indicates potential for synergy between the NCD survey and the WHO 

STEPS Survey. Some STEPS questions were included in the Philippines NCD survey, but CDC rather 

than WHO supported survey implementation. DoH collaborates with the WHO Philippines’ Country 

Office (located within the DoH compound) on other data collection activities. The WHO officer 

contacted said he didn't know much about the NCD survey but that WHO would be willing to 

collaborate with DoH on NCD survey in the future. 

4.1.5. Cross-cutting matters 

Gender 

Participation of women in D4H in the Philippines has been at least equal to and generally more that 

of men, including among mid to senior administration at DoH and PSA, data management personnel 
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and health practitioners. In the period 2015 to June 2018, 67% of Philippines CRVS trainees, 78% of 

DI trainees and 42% of NCDS trainees were female. The Philippines CRVS country coordinator is 

female, and the DI country coordinator is male.   

The 2015 Philippines census showed that an average of 5% more female deaths are unregistered 

compared to male deaths, with up to 15% among Muslim populations. It was beyond the scope of 

D4H to address this discrepancy, but it may be reduced in the long-term by D4H supported activities. 

There did not appear to be any gender distinction in the conduct of SmartVAs. 

DI activities have included drafting policies and health campaigns to address maternal mortality and 

adolescent health. Health Informants said there are no obstacles preventing adoption of projects 

and policies to address health concerns among minority groups including lesbian, gay, bisexual, 

transgender, and intersex; it just depends on what is prioritised at the time. EB is mandated to spend 

5% of its project development budget on data disaggregation, but PhilHealth does not supply 

gender-disaggregated data. There is still widespread discrimination against people living with 

HIV/AIDS, and families tend to be unwilling to accept death certificates with HIV/AIDS as a COD. To 

help address this, DoH has been lobbying PhilHealth to end its practice of not paying insurance 

where the diagnosis is HIV/AIDS.   

Innovation 

One of the greatest strengths of D4H in the Philippines has been its innovative approach to problem-

solving and its responsiveness and flexibility in funding support. With its goal of facilitating 

stakeholder priorities, D4H has not been confined to planned activities, and has had opportunities to 

modify and augment as needed, including providing additional high-quality training, further 

development of software interfaces as necessary, and provision of additional manuals and templates 

on request.  It is notable that most informants said D4H training and assistance was the best they 

had ever received. 

In-country management 

Informants spoke positively about D4H management. They said the two country coordinators are 

accessible, flexible and responsive to needs, and are able to arrange assistance promptly. This has 

contributed to a widespread perception that D4H is a facilitator, a source of assistance when 

needed. D4H support has been critical to the substantial progress achieved in CRVS and DI in the 

period 2015 to 2018, which otherwise might have taken many years.  

D4H has not burdened DoH and PSA with reporting as most reporting is handled by the two country 

coordinators. This was widely appreciated by informants. DoH contributes office space, office 

support and co-payments such as travel expenses for trainees, and this, plus the collaboration with 

PSA, is helping to build local ownership and institutionalisation of D4H activities. 

Good communication between D4H country coordinators and between officials in PSA, EB, HPDPB 

has created a valuable synergy between the three D4H focus areas. This has facilitated widespread 

appreciation, including among senior bureaucrats, of the importance of good COD and other health 

data and how it can be used to great benefit. This might not have happened if the various parts of 

the Initiative had continued to work in silos, and certainly would have taken longer. 
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4.1.6. Next steps and recommendations 

In the Philippines, D4H has helped to put in place scalable strategies to improve COD, has raised 

awareness of the value and utility of reliable COD data and accelerated the adoption of new 

approaches to training, data management and data use. It has also facilitated ownership by DoH and 

other stakeholders so that innovations are sustainable. This has been achieved in a four-year period, 

of which not much more than two years remained for activities after initial set up. While most of the 

activities supported by D4H can be expected to continue, progress would be slower without D4H 

because of the complex administrative structures and long lead times to secure government funding. 

To ensure the successes and momentum are sustained and activities are fully institutionalised, the 

JIR has a set of six recommendations: 

1. D4H support to the Philippines should be extended for at least four years to allow for full 

institutionalisation of D4H activities. As well as support for the specific recommendations 

below, a flexible contingency funding should be available to sustain momentum by 

addressing unforeseen needs as they arise. 

2. D4H should help to support death certificate scanning into databases and eventual full 

computerisation of death certificates at LGU level, including providing IT and software 

support and developing interfaces and user manuals as required. 

3. D4H should continue to support the rollout of SmartVA, including with TOT, IT and software 

support and support for advocacy. 

4. D4H should support business mapping/enterprise architecture analysis and the analysis 

and improvement of systems to facilitate CRVS. 

5. D4H should continue to help EB and HPDPB build capacity in data analysis and utilisation, 

including conducting applied workshops on developing evidence-based policy, building 

capacity in health economics, and building capacity in health communication via training 

attachments and workshops. 

6. D4H should support increased use of GIS mapping for data analysis and health 

communications by building capacity in KMITS and facilitating collaboration between EB, 

HPDPB and KMITS.  
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4.2. Solomon Islands 

4.2.1. Background 

Solomon Islands was chosen as a target country for D4H due to the very low levels of health 

information available in the country in 2015. Before the D4H program interventions were carried 

out, only 28% of births and 2% of deaths were registered, and there was very little data collected on 

levels of mortality or causes of death. When it decided to participate in the Initiative, the Solomon 

Islands government agreed that it would be appropriate for the first two arms of the project (data 

on births and deaths, and data impact) to be implemented domestically. 

The key stakeholders in Solomon Islands involved in implementing D4H are the Ministry of Health 

and Medical Services; the Civil Registrar (Ministry of Home Affairs); the National Referral Hospital; 

and the main hospital in each province. WHO also plays a major role in health information system 

management, with input from UNICEF and the Secretariat of the Pacific Community. Technical 

support for the health data improvements discussed in this country case study has come from staff 

from the University of Melbourne in Australia, Vital Strategies and WHO.  

4.2.2. Data on births and deaths (CRVS) 

At the start of D4H in the Solomon Islands, a number of key goals were set out in a National Civil 

Registration and Vital Statistics Improvement Plan (2016-2020). This plan identified the following 

target areas for improvement in the countries CRVS system: 

1. Increasing death registration and removing disincentives to registration 

2. Facilitating data sharing and reducing duplications in the CRVS system 

3. Improving access to the civil registry in Honiara and to decentralise some registry services 

4. Improving cause of death data quality and to increase demand for CRVS data  

At the four-year mark, Solomon Islands has made some significant changes and improvements to 

health workforce capacity, the death notification system, and the assignment of causes of death for 

both health facility and community deaths. Between July 2017 and June 2018 nearly 2,000 deaths 

were recorded in the health information system and around 40% of these had a COD recorded. 

These 2,000 recorded deaths likely represent around 50% of all the deaths in Solomon Islands in one 

year.  
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Figure 10: Total numbers trained in Solomon Islands, 2015-2018: CRVS 

 
Source: Bloomberg DFAT Report Progress Report to July - December2018, Appendix 2: List of Trainings  

Formation of a national mortality technical working group 

The National Mortality Technical Working Group comprises the Under-Secretary for Health Care, 

(Chair), the D4H country coordinator, WHO, Health Information System technical advisor, the Chief 

Medical Statistician, the Deputy Chief Medical Statistician, Head of Medical Records at the National 

Referral Hospital, and the heads of all departments at the National Referral Hospital. This group has 

met quarterly over the last three years and has played an active and successful role in implementing 

the intervention. At each of their meetings, they have received reports on each of the aspects of the 

CRVS system improvement, reviewed progress, and created action points that need to be addressed 

before the next meeting. This working group reports to the Permanent Secretary of Health.   

Implementation of international standard death certification form and MCCoD training  

One of the major challenges for the CRVS system in Solomon Islands has been the lack of data on 

cause of death, even for deaths which occur at health facilities. Through the D4H program, the 

country has now adopted the use of the international standard death certification system in all 

hospitals. In addition, almost all doctors have now received training in the completion of these forms 

and the assignment of causes of death according to international standards. This means that for the 

first time in Solomon Islands, MCCoD data are available. In 2018, around 70% of hospital deaths had 

a medically certified COD form completed, though the quality of the data is inconsistent.  

Introduction of ICD-10 coding and training of master coders 

The standard system for classifying causes of death, the ICD system, has been introduced to 

Solomon Islands. A team of master coders has been trained in ICD, and they are now able to train 

others. The ICD coding is based in the Medical Records Department of the National Referral Hospital, 

as well as in two Provincial hospitals, with further decentralisation planned. This is another major 

step in the development of Solomon Islands CRVS system. The ICD system produces data on COD 

that are more detailed, standardised and systematised, making them more useful for public health 

planning than the various basic lists of causes of death that were used previously. 
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Use of tablet-based technology and VA to estimate COD for community mortality 

Before D4H was implemented in Solomon Islands, there was a system in place for local health centre 

staff to report deaths in the community. This reporting, however, was incomplete, including only a 

very basic cause of death, and the data were not analysed. One of the primary D4H interventions has 

been the introduction of VA, which has provided the means for the first time to measure deaths that 

take place in the community with a standard cause. A major innovation in this vein has been the 

introduction of tablet computers for conducting the VA interview. This process is more cost effective 

and efficient in both the recording of data and the transfer to other parts of the health system than 

previous paper-based systems. The tablets incorporate a specially designed algorithm that can 

estimate cause of death from the symptoms reported. This removes the need for physician review of 

VA interviews and assignment of cause of death, further streamlining the process and reducing the 

burden on the health system. Between July 2017 and June 2017, 386 VA interviews were carried out.  

First ever compilation of national leading causes of death 

Together the four interventions described above have allowed Solomon Islands for the first time to 

compile a list of leading causes of death in the country. These results have been presented at the 

National Health Planning Conference and have helped raise awareness of the value of mortality data 

and the CRVS system among the executive of the Ministry of Health and Medical Services. The large 

proportion of recorded deaths due to non-communicable disease has provided significant evidence 

for new health policies and interventions in this area. The newly available data has attracted media 

as well as Ministry of Health attention, with a number of local newspaper article written on the 

growing NCD burden in the country and the new processes for improving the CRVS system. 

Community death notification forms introduced for non-medical staff 

Due to the remoteness of many communities in Solomon Islands and lack of access to health 

facilities, many deaths are still not recorded by the health system. A strategy has been formulated by 

the National Mortality Technical Working Group to distribute non-medical death notification forms 

to Church leaders, who are usually aware of deaths in the community. The process for 

implementation is still being negotiated with the major churches, but this innovation shows great 

promise for increasing the proportion of deaths that are recorded. 

Improvements in data accessibility and utility 

Solomon Islands has been utilising DHIS2 system to collate health information collected from all 

levels of the country’s health system. As part of the D4H Program, this system has been updated in 

two ways. Firstly, DHIS2 has been modified to include information from medically certified death 

certificates and non-medical death notifications. This improves the ability of local health staff to 

understand health burdens in their areas and can help identify associations between morbidity and 

mortality patterns. Secondly, D4H staff have helped modify the DHIS2 output, creating easily 

accessible dashboard displays of key data. This assists health staff as well as policymakers to 

recognise the key patterns easily.   

Streamlining registration processes 

Another result of the D4H program in Solomon Islands has been the identification of the lack of 

standardisation in the process of notifying and registering deaths. An assessment and mapping of 

information flows in the CRVS system has led to significant administrative streamlining. Previously, 
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nine separate forms were in use across the country for death notification and registration. Now only 

two forms are used, one for medical certification and one for non-medical death notification. This 

intervention has significant impacts on the efficiency of the CRVS system and the utility of the data 

recorded. As well, fees for death certificates at registration offices have been waived, removing a 

major disincentive to register.   

Capacity building  

Over the four years of the D4H program around 150 people have received training in various parts of 

the CRVS system including medical certification of cause of death, ICD coding, VA techniques and 

vital statistics data analysis. This capacity building is essential to the goals of strengthening the 

health information system in Solomon Islands. This training has been carried out in various provinces 

of the country ensuring that health workers across the country can participate in the program. 

Challenges and sustainability  

Despite these impressive achievements, challenges remain to achieving sustainability and to 

progressing to a fully functioning CRVS system. Most system changes have only been fully in place 

for around two years, which is insufficient time for them to be fully embedded in routine processes. 

In particular, the VA initiative was only rolled out nationwide in early 2018. Specific challenges to 

program implementation and sustainability are described below. 

Collection of cause of death data in hospitals and the community 

Notifying and recording deaths in the DHIS2 system and the national mortality database has been 

well embedded in Solomon Islands health facility standard operating procedures and is likely to be 

sustained now. COD ascertainment is still facing challenges and relying significantly on support from 

D4H. Continued extensive training programs and capacity building need to be sustained over time to 

ensure that the MCCoD in hospitals, and the use of VA in the community continues. For hospital 

deaths, most doctors have been trained in certification, but some doctors are still not providing 

good quality certification, and some are not willing or able to participate.  

For VA, the main problem is the novelty of the procedure for local health staff. With further time 

and experience, the process of carrying out the interviews and using the software can become 

routine. A secondary challenge is the logistical challenge of reaching remote communities to carry 

out interviews. At present, death notification and registration and VA are not part of the key 

performance indicators (KPI) for health staff. However, integrating them as KPIs could have a 

substantial impact on making these processes routine, and sustainable.  

Legal review and memorandum of understanding for the definition of roles and responsibilities in the 

CRVS system and inter-ministerial data sharing 

As described in the sections above, efforts to strengthen and streamline the process of notifying 

deaths in the health system have made progress over the last two years. However, most deaths are 

still not being officially registered by the Registrar General’s office in the Ministry of Home Affairs. 

This is due to delays in the implementation of a planned legal review and new legislation that would 

clearly define roles and responsibilities in the CRVS system including data sharing between 

Ministries. A memorandum of understanding between the Ministries of Health and Home Affairs is 

also under consideration but has not yet been successfully negotiated. This delay means that deaths 

are only being officially registered where families actively seek out death certificates for their 
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relatives. In the last year, only around 200 deaths have been registered, out of the nearly 2,000 

which were recorded in the health system. This means that a fully functioning CRVS system is still 

not in place.  

Uncertainty over completeness of training of doctors in MCCoD  

The current aim for Solomon Islands is to have all doctors nationwide trained in medically certifying 

cause of death. However, most doctors in the country receive their medical training overseas. When 

they return, they are encouraged to start their work in provincial hospitals. This means that some 

doctors are missing out on MCCoD training with implications for the quality of cause of death data. 

At present an internship program is being run at the National Referral Hospital which aims to 

prepare doctors for working in the Solomon Islands health system. The incorporation of MCCoD 

training into the curriculum of this internship is being discussed. 

Geographical and infrastructure barriers 

Due to the highly dispersed nature of the Solomon Islands population and infrastructure constraints, 

the identification of deaths is severely challenged. Although a large number of deaths have been 

recorded in the last year, they are still likely only around 50% of the total deaths nationally. The 

ability of the country to improve notification beyond that level will require further planning and 

innovation. As well, even when deaths are notified, geographical constraints mean it is often hard to 

visit the families of those deceased to carry out verbal autopsy interviews. 

4.2.3. Data impact 

The aim of the DI arm of D4H has been to improve the use of data and evidence in policy 

formulation.  

Decision support tools 

With D4H technical support, the Solomon Islands Ministry of Health has improved the utility of many 

of the public health data that have been collected. Data are collated in the DHIS2 system which has 

been modified to produce easy to read dashboards displaying all key data. The system has now also 

been designed to produce quarterly reports of all key indicators at the provincial and national level, 

which are reviewed by the Chief Medical Statistician and actions recommended. This intervention 

has greatly improved the ability of the local health planners to access the information they need 

easily. 

Data to policy program  

To improve Solomon Islands capacity to use data and evidence to inform policy formulation three 

staff from the Ministry of Health and Medical Services were chosen to take part in a training and 

mentorship program. These staff members worked closely with D4H technical support staff to 

research one health problem in their area and to prepare a policy brief on how to address this issue. 

These trainees took part in a collaborative workshop in Sri Lanka offering experience and 

collaboration with other countries on how to improve data impact on policy. This data to policy 

program has been limited to only three staff but has produced one policy brief already, on indoor air 

pollution, and this proposal is being considered by the Ministry of Health executive. 
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Challenges and sustainability 

The main problem identified with the program to improve the use of data in policymaking is its small 

scope. Only three staff have received any training, all in 2018, and all males from one department of 

the Ministry of Health. Expansion into all departments would better embed the program and 

facilitate identification and analysis of complex health problems with solutions that lie across more 

than one department. Also, the staff who did participate in the training were not relieved of their 

normal duties which meant that they had very limited time to analyse data and write their policy 

proposals. The identification of dedicated staff for this area of data collation and data to policy 

proposals would make this area much more sustainable. 

4.2.4. Cross-cutting matters 

Gender 

The extent to which D4H has considered issues of gender and vulnerable populations can be 

considered in a number of ways. Firstly, in terms of participation, only around 40% of people trained 

were women, and this varied by the area of training. For example, in MMCoD training, the majority 

of participants were males, whereas for ICD coding and VA training more than half were women. 

This reflects differences in the employment of men and women in the Solomon Islands health 

system. The second area in which gender is relevant to D4H is the extent to which the interventions 

and new procedures are aimed at particularly addressing women’s health issues. This has not been 

an intentional focus of the work in Solomon Islands, but the emphasis on recording more deaths, 

and the causes of those deaths, has had the effect of also increasing the quality of maternal and 

child mortality records. The VA process also contains special modules and questions for maternal 

and infant including neonatal deaths. Data on the causes of death in these groups will improve 

knowledge and inform responses. Finally, the Data to Policy program, although involving male 

researchers, has chosen indoor air pollution as the topic for the development of policy briefs. Mainly 

driven from cooking with solid fuels, this pollution causes a major health burden in Solomon Islands, 

particularly for women and children. 

Innovation 

The D4H Initiative has introduced many innovative concepts and approaches in Solomon Islands, 

starting with the very process of systematically recording deaths, particularly community deaths. 

One of the perhaps unexpected aspects of the program in this setting has been how well the VA 

program has operated, with high numbers of interviews and good quality data being produced. The 

success of this intervention was identified early on, and the decision was made to expand VA to all 

provinces. This adaptation and flexibility were important for D4H’s successes to date. Another 

innovative aspect has been the mapping and assessment of the flows of information in the health 

system. In particular, the standardisation of death notification forms has meant that, instead of the 

nine forms which were previously used in different settings, one standard form is now used across 

the country in all health facilities. The Data to Policy program has also led to a further innovative 

outcome in which local empirical data are being used to develop policy briefs and produce cost-

benefit analyses of various approaches to addressing health problems. Finally, the program has 

innovated in terms of accessing a variety of sources of data on mortality. Early in D4H, it was 

apparent that relying on health facilities only would limit the number of deaths identified. As such, 
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other sources were investigated so that now, for example, police records and church leaders are 

both being considered as important sources of data. 

4.2.5. Next steps and recommendations 

To ensure the successes and momentum are sustained, and activities are fully institutionalised, the 

JIR has a set of six recommendations for Solomon Islands: 

1. D4H support to Solomon Islands should be extended for at least four years. The momentum 

built in improving health information availability and the capacity to use this information 

could easily be lost without continued support. Local government buy-in to the project has 

been achieved in many areas, but further support could help embed new procedures in local 

routine practice.  

2. D4H should include a focus on supporting governments to create staff positions that will 

institutionalise the sustainability of D4H activities in Solomon Islands. A further period of 

support with a continued or expanded emphasis on training staff, particularly in the new and 

innovative aspects of the program, would help the Initiative to have greater impact. This is 

perhaps most relevant to the VA component, and its use of Smart VA and tablet computers. 

Capacity is still limited for the implementation of this process.   

3. D4H should provide technical support for the legal review and new legislation to formalise 

roles and responsibilities for CRVS within both the Ministry of Health and Medical Services 

and the Ministry of Home Affairs. This would help ensure new processes are sustainable by 

making CRVS a routine and legislated role of both Ministries.  

4. D4H should extend its technical support for VA to lower levels of the health system, making 

tablets and training more widely available. This would spread the work burden from the 

provincial hospital and area health centre staff as well as making the recording of deaths in 

remote locations more likely. 

5. D4H should ensure that technical support continues for training doctors in MCCOD. 

Particular attention should be paid to the doctors newly returned from overseas training, to 

ensure their internships include training in this area.  

6. D4H should consider expanding the Data to Policy program in Solomon Islands.  To 

increase the potential impact, D4H should offer training and mentorship to staff from a 

variety of areas in the Ministry of Health. Ministries should also be encouraged to make data 

collation, analysis and interpretation a key responsibility for specific staff in their 

departments. 
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4.3. Zambia 

4.3.1. Background 

At the start of the D4H project, Zambia’s baseline across the three pillars of the Initiative was 

strikingly low. For example, only 5% of deaths were recorded and of those, very few, if any, had 

accurate cause of death information. There was a paucity of people with specific and focused 

training or skills in writing compelling, data-driven policy briefs. The data available on NCD risk 

factors was limited to a survey of the capital city, Lusaka, completed in 2008. As one of the countries 

that has implemented all three pillars of D4H, Zambia is in an excellent position to provide data on 

the successes and challenges of D4H implementation. 

The picture today is very different, with marked improvements in all three areas. Across all 

interviews, D4H was consistently identified as a primary cause of these positive changes. The 

primary agencies and organisations involved in D4H implementation in Zambia include:   

1. Department of Public Health, Ministry of Health (MoH) 

2. National Health Research Authority, MoH 

3. Zambia Health Press, Zambia National Public Health Institute, MoH 

4. Department of National Registration, Passport and Citizenship, Ministry of Home Affairs  

5. Central Statistics Office, Ministry of National Development Planning  

6. Verbal Autopsy Team, Zambia University Teaching Hospital 

7. Zambia Medical Association 

8. WHO, Country Office in Zambia 

9. Centre for Infectious Disease Research in Zambia (CIDRZ) 

4.3.2. Data on births and deaths 

The CRVS work in Zambia during the D4H project period has focused on six activities:  

1. Increasing death registration coverage 

2. Training doctors on MCCoD 

3. Improving coding of deaths via use of the International Classification of Diseases and Related 
Health Problems (ICD-10) and IRIS 

4. Implementing VA  

5. Production and publication of vital statistics 

6. Legal review 

Increasing death registration coverage 

During the project period, there has been a four-fold increase in death registration coverage from 

less than 5% in 2014 to an estimated 20% in 2017. This translates to over 40,000 deaths registered 

per year, for a total of over 100,000 having been registered during the D4H project. Additionally, of 

those now being recorded only 15% have ill-defined causes, down from an estimated 35% when D4H 

started in 2015.  

Training doctors on MCCoD 

MCCoD training has gained substantial traction in Zambia. More than half of the over 2,000 doctors 

registered in the Zambia Medical Association (ZMA) have received training on the accurate 

indication of cause of death and have better awareness of its importance. Critically, ZMA leadership 
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is entirely engaged and convinced of the importance of this work. One of the interviewees indicated 

that he would not have gone to the original TOT workshop if it had not taken place in a holiday 

venue because he believed that as a physician who had been completing death certificates for many 

years, he would not benefit. He left the training with a completely reversed perception of the 

importance of MCCoD and is now one of the primary advocates for all doctors in Zambia receiving 

training in this area. The ZMA is funded through D4H to conduct the MCCoD trainings and is now 

developing and trialling an MCCoD eLearning course of training doctors in hard to reach areas. 

The ZMA is working with the appropriate regulatory agencies to request that medical certification of 

cause of death training be a required part of medical school curricula across Zambia, and a 

mandatory element of continuing medical education. The ZMA is also on course to conduct an 

evaluation of its MCCoD training.  

The ZMA recommended that MCCoD trainings be expanded to include community health officers, 

who attend and report most deaths outside of urban areas in Zambia. 

Improving coding of deaths via use of ICD-10 and IRIS 

A central COD coding unit has been created for the first time in Zambia. There are six coders, 

embedded in the Ministry of Home Affairs’ Department of National Registration, Passport and 

Citizenship (DNRPC). The coders are all trained in and using IRIS, an automatic system for coding 

multiple causes of death and for the selection of the underlying cause of death.  

The coders are implementing international best practice, using ICD-10 to catalogue causes of death 

in a searchable, accessible database. One coder has completed the WHO Family of International 

Classifications curriculum. Where all coders were originally supported by D4H, four are now on MoH 

contracts, which speaks both to sustainability and reflects the value perceived by government.  

The Deputy Registrar General who oversees the division of the DNRPC that includes the COD coders 

was thoroughly knowledgeable about the work the coders were doing, and D4H’s role in establishing 

the team and working closely with government to achieve buy-in. He attributed substantial credit to 

the Initiative for the advancements being made in death registration and to the Ministry of Health’s 

willingness to underwrite permanent coder positions. 

Implementing VA  

In September 2017, two teams of VA officers, working in the mortuaries of two of the biggest 

hospitals in Lusaka to capture data on deaths that take place outside of medical facilities (i.e. deaths 

that take place in the community and deaths that take place on route to the hospital). This is the 

only mechanism for collecting data on these deaths. More than 4,000 VA interviews have so far been 

conducted, and the data the teams collect is shared with the DNRPC 

One team uses SmartVA, while the other uses the WHO VA questionnaire. Both teams use tablets 

and report strong acceptance of VA by the families who are interviewed. VA implementation is also 

being rolled out to other parts of the country. Future plans are to explore ways to integrate VA with 

the coroner system. 

The members of the VA team were uniformly enthusiastic about their work, seeing it as a valuable 

contribution to vital statistics and public health as well as a public service for the families of the 

deceased. They all felt confident that they could train others if the program were expanded.  
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Production of vital statistics 

Through the D4H initiative, the DNRPC is now, for the first time, sharing civil registration data with 

the Central Statistics Office (CSO). In the coming months, the CSO will publish the country’s first 

annual report (2017) on vital statistics; the Office attributes this achievement to the capacities built 

and data collected through D4H support.  

In another, similar milestone, in 2018 Zambia had adequate (quantity and quality) data to submit 

robust vital statistics to WHO for the first time. 

Legal review 

D4H has conducted two legal review workshops, the first of which included participants from 

Rwanda. During the second workshop, a full review of Zambian CRVS legislation was conducted with 

Ministry of Justice engagement. Three recommendations emerged:  

(1) birth and death registration should be decentralised, allowing for registration to take 

place in districts rather than having all certificates transported to the capital for recordation;  

(2) birth and death registrations should be standardised, and standard operating procedures 

developed and promulgated to all relevant people; and 

(3) fees for registering the events that comprise vital statistics should be eliminated, as they 

create a barrier to reaching more comprehensive birth and death records. 

As a result of the review, registration fees have been eliminated, which is one of the great successes 

of the CRVS work in Zambia. The Ministry of Justice has started to move on the first 

recommendation, and the MoH and DNRPC are working together on the second.  

Additionally, the review of legislation brought to light to the Zambian Government the need to 

reform the coroner’s system to improve the reporting and certification of non-facility deaths. 

Challenges and sustainability 

The primary challenge to the CRVS work in Zambia is that the vast majority of progress is in Lusaka, 

meaning that other urban centres and rural areas are likely still functioning closer to the baseline 

from 2015. For the work to be scaled would require additional investment from D4H or another 

external donor. 

A number of interviewees noted that the mechanisms for moving financing from the donors to 

recipients is overly bureaucratic and has resulted in a number of delays in payments to field-level 

implementers. A solution has been identified and trialled in the DI team. 

Government views the work of the initiative very positively, and in a number of cases has 

institutionalised (e.g. funded government positions) the capacities built through D4H support, which 

reflects positively on the potential for sustainability. However, although the VA process has proven 

to be particularly cost-effective (USD 18,000 to capture 4,000 deaths) and the legal review resulted 

in a strong recommendation to improve reporting of non-facility deaths, this part of the Initiative is 

particularly fragile. All of the people on the verbal autopsy teams are supported by D4H, so should 

the programme be discontinued, the capacity to capture data non-facility deaths would be lost.  
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Figure 11: Total numbers trained in Zambia, 2015-2018: CRVS 

 
Source: Bloomberg DFAT Report Progress Report to July - December 2018, Appendix 2: List of Trainings  

4.3.3. Data impact 

As in both of the other countries profiled in the JIR, it was consistently noted that the data impact 

arm of D4H has done much to change the culture of data collection and reporting in Zambia. 

Previously, reports on public health indicators were written and then shelved; now there is a hunger 

for evidence to help drive policy decisions. 

Data to policy training 

The D2P training is a three-week training course where participant work in teams to evaluate high 

priority health issues identified by the MoH. Participants learn how to use data to underpin policy 

recommendations, including methods for translating data to reader-friendly, accessible text and 

visually impactful, accurate graphics. An external expert in health economics provides expertise in 

crafting compelling arguments for health policy using financial analyses. Mentors, volunteers from 

the national professional communities, work with the teams during the trainings and then partner 

with teams to support them through the many-month process of developing a well-grounded, 

robust policy brief. This training package has been refined, systematised and implemented in D4H 

countries at both ends of the policy capacity spectrum with equivalent success. 

In Zambia, D2P trainings were universally lauded as being excellent. Three cohorts have been 

trained, the first with a mix of participants from government and other stakeholders, while the 

second and third were attended exclusively by Ministry of Health staff members.  

Zambia has already benefited from the D2P process, ranging from actual programs being 

implemented as a result of the policy briefs, to increasing awareness and improving dialogue among 

key-decision makers. Four of the briefs created in the first round of D2P were published in the 

Zambia Health Press. After publication of a policy brief focused on HIV testing and treatment for 

children, The President of Zambia allocated more resources to locate and ensure treatment for HIV-

positive children. Another policy brief lead to the introduction of mandatory testing and treatment 

of healthcare workers with tuberculosis by the Ministry of Health. 
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Due to a reorganisation in the Ministry of Health, the data to policy work has been rehoused in the 

MoH’s National Health Research Authority (NHRA) and lead the third round of D2P training in 

December 2018. At the moment, there is no funding to continue, so the trainings would not likely 

continue should D4H be discontinued in Zambia. This is despite is great interest in continuation, 

including the Head of the NHRA strongly believing in the value of the programme. 

The Director Public Health, MoH reported that the trainings result not only in an increase of capacity 

in policy briefing and development but also in better individual employees. He stated that the D2P 

trainings have led to the MoH accruing an overall institutional benefit.  

Zambia Health Press 

Zambia is now publishing a monthly journal on public health, disease surveillance, prevention and 

control, the Health Press (http://znphi.co.zm/thehealthpress/), with a format that includes elements 

of bulletins like the US Centers for Disease Control and Prevention’s (CDC) Morbidity and Mortality 

Weekly Report and of peer-reviewed journals. It is an online publication of the Zambia National 

Public Health Institute under the Directorate of Public Health in the MoH. It was established in 

November 2016, recognising the need for reliable health-related information to policymakers, public 

health practitioners, and the general public. 

Topics of focus in the Health Press include surveillance data, outbreak investigation reports, policy 

briefs and morbidity and mortality data and analysis. Health Press staff also enjoy ongoing 

mentorship and networking with the community of scientific journal editors globally through 

membership in the Council of Science Editors.  

Notable successes for the Health Press team were their negotiation with the MoH of Health to 

secure a streamlined review, clearance and publication process for all reports on outbreaks in 

Zambia. The team has also published vital statistics results from both the MCCoD and the VA data. 

Health policy forums 

Health policy forums gather key stakeholders, such as program managers and policymakers within 

the Ministry of Health, together with other Ministries outside the health sector (e.g., Education, 

Home Affairs and Finance) and related nongovernmental organisation. The forums allow for 

identification of potential barriers to policy success or implementation and offer opportunities to 

refine policy proposals before beginning a more formalised bureaucratic process.  

One significant outcome of the policy forum process in Zambia was a partnership between the 

National Tuberculosis Program and the Ministry of Home Affairs through the Zambia Correctional 

Services and their collective commitment to expand TB prevention and treatment programming to 

recently released prisoners. 

Challenges and sustainability  

There is no standardised approach to identifying the pool of people chosen to participate in the D2P 

training, which results in a lack of transparency about who is being selected and whether they are 

the appropriate people to participate. This has frustrated mentors, who invest substantial time and 

expertise with no remuneration, and some of the other stakeholders who, while included in the first 

cohort, have not been included since then.  

The Health Press team is embedded in the Zambian National Public Health Institute (ZNPHI), which 

can result in good synergies, but has also resulted in the dedicated Press team being deployed to 

http://znphi.co.zm/thehealthpress/


 

RN 233 Data for Health Joint Independent Review    43 

Specialist Health Service 

conduct non-Press work (e.g. participating in the cholera outbreak response in 2018). This operating 

model has been difficult for the Press staff, who end up having to perform two jobs, and can, if 

continued, have an impact on the quality and publication timeline of the Press itself.  

Figure 12: Total numbers trained in Zambia, 2015-2018: Data Impact 

 
Source: Bloomberg DFAT Report Progress Report to July – December 2018, Appendix 2: List of Trainings  

4.3.4. Data on NCD risk factors 

Zambia was the first country to conduct both the WHO STEPS survey, a household risk factor survey, 

and the D4H-developed mobile phone NCD risk factor survey.  

STEPS in Zambia 

The STEPS survey is a standardized approach to collecting, analysing and disseminating data, which is 

considered the gold standard in this area. The 2018 STEPS survey in Zambia was the first 

implementation of this methodology at a national level (the 2008 STEPS survey was limited to 

Lusaka), with a total of 4,302 surveys collected through face-to-face interviews. The survey includes 

a questionnaire, physical measurements, and biomarker measurements.  

Mobile-phone risk factor survey 

Zambia was the first country to conduct a national mobile phone survey on NCD risk factor data 

using the D4H SMS platform. In the first half of 2017 53 people (29 male, 24 female) were trained to 

implement the survey in 2017. A total of 6,064 mobile phone surveys were collected in July 2017. 

Participants were randomly selected from any of the three mobile network operators (Airtel, MTN, 

and Zamtel).  

The twenty-question survey was administered in English or any of the seven major local languages 

using short message service (SMS) and interactive voice response (IVR) modes. The lessons and best 

practices from Zambia’s experience implementing the mobile phone survey is intended to assist the 

MoH to make informed decisions on program development, provide better insight to the mobile 

phone survey experience and strengthen outcomes for future implementation at country level and 

worldwide. 
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The STEPS data will be used to verify the mobile phone data. Should the data prove robust, it is 

hoped that the mobile phone survey can complement STEPS as it is much less expensive and so 

could be implemented between STEPS. 

Challenges and sustainability 

While the two teams – STEPS at WHO and the mobile phone survey at MoH – are aware of each 

other, there is no mechanism in place at the moment to share or compare data.  

Although results from the comparison between mobile phone and household surveys cannot be 

generalised until more countries have completed both surveys, Zambia’s achievement in completing 

both surveys has served as a model for other partner countries and provides the initial ground-

breaking data to conduct this important comparison. 

4.3.5. Cross-cutting matters 

Gender 

Gender has not been a particular focus of the Initiative in Zambia, though there are significant 

numbers of women working on D4H projects and who have been trained through D4H programs.  

As noted earlier, women, girls and other vulnerable populations will benefit from more robust data 

collection and registration, including through more targeted public health policies and from legal 

protections that are afforded through official birth and death certification. 

Innovation 

The innovations seen in the other countries have largely been replicated in Zambia – in particular, 

the systemization of recording cause of death and the culture change around recognising the utility 

of health data to drive policy were consistently reported as positive changes that in-country 

stakeholders have seen.  

However, one of the most remarkable successes and innovations of D4H in Zambia has been the 

creation of networks and communication channels between and among health data stakeholders. 

This has in part been driven by the business mapping/enterprise architecture approach to identifying 

all the relevant players that need to be involved in improving death registration. For example, until 

D4H was implemented in Zambia, the authority that issued burial permits was not included in the 

system identifying deaths that took place in the community. Now, the process is clearly mapped, and 

all participants share data. 

In another aspect of innovation, in all three D4H focus areas, there are examples of sharing 

experiences and learning lessons from other countries, both in the region and more globally. The 

teams have been flexible and innovative in finding solutions that work in the Zambian context and 

credit the initiative with providing adequate space for that innovation.  

In-country management  

The technical support received from D4H partners, in particular, the CRVS and DI country 

coordinators, was uniformly reported to be excellent. Government views the work of the initiative 

very positively, and in a number of cases have institutionalised (e.g. funded government positions) 

the capacities built through D4H support, which reflects positively on the potential for sustainability. 
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However, D4H has largely limited its support to implementation in Lusaka, which limits the progress 

that is possible. Financing, and specifically the mechanism for moving funds from the donors to the 

appropriate people in-country, was consistently identified as one of the biggest challenges. While 

there are promising indicators of sustainability in certain areas, there is still significant reliance on 

D4H funds so a great deal of the momentum and capacity that has been built would be lost if D4H 

were to end this year or if Zambia were no longer a focus country. 

The D4H teams seem to operate in silos, with very little interaction, which limits opportunities for 

synergies, sharing experiences and exchanging lessons learned (e.g. it was only very recently that the 

data impact teams looked to the CRVS teams for data to underpin policy briefs). 

4.3.6. Next steps and recommendations 

With regard to next steps for D4H work in Zambia, the teams are very focused on accomplishing as 

much as possible in the time remaining in this funding cycle (ending in March). Should the funding 

be extended, all of the teams (excepting the STEPS team, which recently implemented a national 

survey for the first time) requested that the geographic scope of the projects be expanded to cover 

more of the country. All teams also had ideas for refining, improving or expanding the scope of each 

of their technical areas, should there be an opportunity to do so.  

The JIR has five recommendations for D4H in Zambia: 

1. D4H support to Zambia should be extended for at least four years. Based on the 

consistently enthusiastic reports regarding the positive impact of the Initiative coupled with 

the tenuous sustainability, further funding and support is needed to institutionalise the 

momentum built in improving health information availability and the capacity to use this 

information  

2. D4H should include a focus on supporting governments to create staff positions that will 

institutionalise the sustainability of D4H activities.  

3. D4H should extend its reach beyond Lusaka. D4H has demonstrated proof of concept in 

Zambia and should be rolled out nationally, as funding and human resources allow. 

4. D4H should ensure that support continues for ICD-10 coding, D2P and MCCoD training. 

There are committed in-country partners, and the work is considered valuable by all 

stakeholders. 

5. D4H partners should resolve the issues around transferring funds. This has been a source of 

frustration for all Zambian participants, including those employed by the Initiative.  
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5. Lessons learned, conclusions and recommendations 
Lessons learned regarding the effectiveness and efficiency of program governance and 

management processes 

The JIR has identified the following lessons learned, regarding the effectiveness and efficiency of 

program governance and management processes: 

• Partnerships: D4H represents a new approach to investment in overseas development, 

bringing a philanthropy and a national government together. D4H has successfully utilize 

DFAT’s bilateral relationships and Bloomberg Philanthropies recognized investment 

successes in other initiatives. The lesson here is that the combined comparative strengths of 

innovative donor partnerships can drive substantial successes. These can, in turn, be used to 

catalyse future, similar joint investments.   

• Reporting: Partner interviews indicate that D4H reporting requirements (monthly, quarterly 

and annually) can feel onerous. However, the fact that partners regularly received questions 

about their activities based on their reports meant people felt listened to, which often 

balanced the reporting burden. The lesson learned is that feedback to partners on their 

reports is a critical element of building and maintaining enthusiasm and commitment from 

partners.  

• Roles and responsibilities: The expertise and different perspectives that bringing diverse 

partners together provides the opportunity for synergies, innovations and effective 

leveraging of comparative strengths. However, the differences in institutional personalities 

can also cause friction. The lesson learned in this area is that there is genuine value added in 

partnerships that include a broad range of institutions, but it is critical that roles and 

responsibilities be clearly articulated and agreed to maximise the impact that this and other 

initiatives can have.  

• Country ownership: Country ownership is often cited as an essential component of 

successful public health and development projects, a fact that D4H was clearly mindful of in 

its design. The intense country engagement process and the investment in training national 

staff has resulted in deep levels of country buy-in, which interviews consistently sited as one 

of the primary reasons for the Initiative’s success.  

• Timeline: While the country engagement process has played a significant role in assuring 

country buy-in, it also requires a substantial investment in time by which the project is 

commensurately shortened. Many interviewees noted that this delay in initiation limited the 

chances for reaching Initiative milestones. Should D4H expand its target country list, it may 

be useful to consider excluding the country engagement process from the timelines for 

outcomes and investment. This would give partners and countries the full funding period to 

see successes and adjust approaches to address challenges.  

Conclusions and recommendations 

Following its review of the documentation and extensive interviews with country-level and partner 

stakeholders, the JIR’s overarching conclusion is that D4H is a strong success, though it will need 

continued support to reach its full potential. Measurable progress has been made in each of the 18 

countries that are implementing D4H interventions, with health data systems strengthening and 

increased prioritization on data-based health policy recommendations being the most notable 
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advances because of the opportunities they present to leverage D4H successes in focus countries 

and the potential they represent to scale the Initiative’s approach to other countries.  

Notable strengths of the Initiative are its commitment to the importance of improving health data 

and its use, to working in a sustained, country-driven manner to build health data capacity, and to 

bringing innovations in technology and in ways of thinking to its focus countries. The flexibility that is 

built into the Initiative’s implementation at country-level is both innovative and effective. 

D4H has also faced challenges. In its technical work, these largely centred on issues of competing 

government priorities, lack of available human resource in-country and scaling difficulties. However, 

the majority of challenges that the Initiative faced were in design and management of the Initiative, 

including a need for clarification of roles among partners, a more streamlined approach to 

developing country workplans and a more nuanced or flexible process for engaging governments, to 

avoid lack of initiation. The Review is encouraged by the majority of challenges being in design and 

management, as these are under the control of the donors and as such are more easily addressable 

than those that depend on multiple stakeholders.  

As the D4H donors consider the future of the Initiative, the JIR provides the following eight 

recommendations developed based on the interviews, country visits and careful consideration of the 

voluminous materials provided: 

1. Continued funding: D4H has shown remarkable progress, both against its concrete, 

quantitative goals and in raising awareness of the importance of health data collection, 

analysis and use. It also has substantial promise to continue to make similarly impactful 

gains in its target countries, and in the countries that are reached through its regional 

partnerships. However, it is clear that, in addition to being a public health project, it is a 

development project and four years is an unusually short time frame for development work 

to reach its full potential. The JIR recommends that funding for the Initiative continue for at 

least another four-year period.  

2. Inclusion of a broader range of health workers in the CRVS areas of work: D4H has targeted 

countries that span the spectrum of capacities in health data collection and use. In some 

cases, like Myanmar, the Philippines and Solomon Islands, this has included training and fully 

utilising the network of community health workers. However, in other cases, the focus has 

been on medical professionals. The JIR recommends that, within appropriate country 

context and prioritisation, a broader range of community-based health workers (midwives, 

district health officers, etc.) be fully leveraged though increased training and incorporation 

into D4H’s CRVS areas of work. 

3. Training-of-trainers: One of the great strengths of D4H is its focus on building in-country 

capacity, in particular through implementation of training of trainer programs. However, the 

focus for this has been in the data on births and deaths arm of the Initiative. The data impact 

arm could benefit from a more focused version of the TOT approach, particularly around 

developing in-country expertise in health economics. The JIR recommends that the training-

of-trainers approach be more consistently expanded across all arms of the Initiative. 

4. Clear metrics: D4H partners and country stakeholders consistently recognised the 

importance of gathering baseline and midline metrics to measure progress against Initiative 

goals. However, to be genuinely useful such metrics must be easily accessible and their 
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development transparent, not only to participants but also to external parties. The JIR team 

found the data in the baseline and midline files were difficult to interpret and not as useful 

in gauging progress as they could have been. Indicators such as “true”; assessments such as 

“poor” and “good” unsupported by greater definition; and missing data points made it 

challenging to determine process through use of the files. This will be particularly important 

if funding is continued with the expectation that progress in the Initiative will be measured 

against that made in the first cycle. The JIR recommends that future iterations of D4H 

metrics should be presented in a universally standardised and approachable way. 

5. Flexibility: D4H has benefited greatly from its commitment to letting target country 

governments lead in setting the agenda. In this vein, the Initiative has shown substantial 

flexibility in allowing governments and country teams to prioritise interventions and request 

shifts in budget or approach when a particular intervention is considered important or is to 

be deprioritised. One such example is which approach to verbal autopsy – Smart VA or the 

WHO questionnaire – was used in a particular country. This flexibility has resulted in notable 

buy-in from all participating governments. The JIR recommends that this flexibility be 

institutionalised in any future iterations of the Initiative, with partners and countries 

strongly encouraged to allow country context to drive decision making.  

6. Gender: The collection of health data has a number of positive impacts for women and girls, 

but D4H has not had an intentional focus on gender. If the Initiative continues, it would be 

beneficial to include a more intentional focus on gender. The JIR recommends that if D4H is 

continued, gender specialists should be consulted to more consciously include a gender 

focus in the Initiative’s design.    

7. Sustainability: While the Initiative partners and governments have consistently considered 

sustainability as D4H is implemented, the JIR found that local capacity and staffing numbers 

are a common constraint on scaling up interventions. Should funding be continued, an 

increased focus on supporting governments to institutionalise functions that forward the 

goals of D4H will be critical for the Initiative to have long term success. This would include 

encouraging establishing new positions, in addition to training existing staff who have full 

terms of reference. The decision to invest in additional human resource capacities would go 

hand in hand with adjusting relevant legislation, creating budget lines that support the 

collection and use of health data and bringing the relevant ministerial representatives 

together to ensure collaboration. The JIR recommends that D4H include as one of its focus 

areas support to governments to institutionalise the gains already made and those 

anticipated going forward.  

8. Roles and responsibilities: D4H has ambitiously brought together a diverse set of partners 

and targeted a significant number of countries. There have been challenges in ensuring full 

synergy between partners, in large part due to differences in institutional context (e.g. 

academic, intergovernmental, nongovernmental). The Initiative would have a greater chance 

of reaching its full potential if all partners were clear on their roles and their relationships 

and would avoid the risk of appearing to be discordant to target governments. The JIR 

recommends that D4H leadership provide clear roles and responsibilities for all funded 

partners, with explicit reference to each partner’s position in the Initiative in a given 

country.    
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Annex 1: Terms of Reference 
 

I. INTRODUCTION AND CONTEXT 

1. This document serves as an overview of the terms of reference for commissioning a joint 

independent review of the Bloomberg Philanthropies Data for Health Initiative. 

2. Data for Health (D4H) Initiative is a US$100 million, four-year program supporting 20 low 

and middle-income countries in Africa, Asia, the Pacific and Latin America to strengthen 

country-level capacity and systems to collect and use data on births, deaths and risk factors 

associated with poor health and non-communicable diseases. Support from D4H will assist 

partner governments in strengthening their public health data and improve the way they use 

this information to make policy decisions and public health investments. The Initiative is a 

partnership between Bloomberg Philanthropies and the Australian Department of Foreign 

Affairs and Trade (DFAT). DFAT, through the innovationXchange (iXc), has contributed AU$24 

million (2015-2019). 

3. Improved data is a high priority globally. 2015-2025 is the Decade of Civil and Vital 

Registration. The OECD’s Development Assistance Council’s 2017 Annual Report outlined the 

development challenges. Demand for better data is increasing in low- and middle-income 

countries (LMIC) as a result of greater expectations for accountability and the reporting 

requirements for the Sustainable Development Goals. At the same time, external resources 

for statistics are declining. Reducing the costs through taking advantage of new technologies 

and methods is essential for meeting demand through government revenues.  

4. D4H aims to close the global gap in health data by improving the quality of partner 

governments’ health data, including data on births, deaths and risk factors. By improving the 

accuracy, availability and use of population health information, the Initiative will promote 

better-informed health policy and system responses. The Initiative has three main focus 

areas: 

a. Data on Births and Deaths: Strengthen civil registration and vital statistics (CRVS) 

systems and improve information on cause of death  

b. Data on NCD risk factors: Increase the availability of non-communicable disease (NCD) 

data through innovative development and implementation of a mobile phone survey 

method for LMICs and support of World Health Organization’s (WHO) STEPwise 

approach to Surveillance (STEPS) surveys (NCD Surveillance)  

c. Data Impact: Improve the capacity of country governments to use health data to inform 

policy development  

5. D4H targets 20 focus countries for improving birth and death registration and data impact 

and 10 countries for advances in survey conduct and analysis.  

6. D4H commenced in May 2015. The current commitment for funding to implementing 

partners ends on 30 June 2019. The Initiative is currently in its final year of its 

implementation. An independent midterm review was conducted and finalised in March 

2017. (Copy of the executive summary available via link below) 

https://www.oecd-ilibrary.org/development/development-co-operation-report-2017_dcr-2017-en
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http://dfat.gov.au/aid/topics/investment-priorities/education-health/health/Pages/research-and-

innovation-initiatives.aspx 

7. The midterm review focused on country-level progress and lessons learned from the first 

two years of initiative. As the program nears completion, it is timely to investigate the 

outcomes and pathways to sustained impact that have been achieved globally, regionally 

and within participating countries and to identify lessons learned in developing capacity in 

the three focus areas. 

 

II. DESCRIPTION OF THE PROGRAM 

With the goal of improving targeted public health responses and increased lives saved, D4H Initiative 

partners with countries to: 

 Strengthen death and birth data, improving country-level ownership of health data. 

 Strengthen risk factor surveillance data, including conduct of public health surveys using 

gold-standard methods while testing new innovations to monitor major risk factors for early 

death. 

 Improve use public health data to inform policy priorities, especially by improving the 

ability to track trends and plan interventions at the national level. 

The overarching impacts of the D4H Initiative can be described as:  

 At least 500 million additional people benefitting from improvements in at least one core 

function of a well-functioning civil registration and vital statistics system.3  

 500 million people living in countries where a rapid, efficient mobile phone-based survey to 

collect risk factor data has been undertaken.4 

 At least 500 million additional people benefitting from improvements in at least one core 

function of a well-functioning health data use system.5 

 One billion people living in a city or country with policymakers that recognize the 

importance of data and demonstrate its use.6 

                                                             

3 Core CRVS function areas assessed are: birth registration, death registration, facility causes of death (deaths in hospitals), 

community causes of deaths (deaths outside of hospitals), vital statistics production. Function areas were assessed on a 4-

level scale from poor to excellent.  Improvement will be counted if at least one function area improved by at least one 

level. 

4 12 countries/cities are planned to either have a population-level survey (Ecuador, Malawi, Morocco, Mumbai, Philippines, 

Shanghai, Sri Lanka, and Zambia) or participate in subnational methods development (Bangladesh, Colombia, Tanzania, 

Uganda). 

5 Eleven Core Data Impact function areas were assessed (available as an appendix).  These function areas were 
assessed on a 4-level scale from poor to excellent.  Improvement will be counted if at least one function area 
improved by at least one level. 
6 Total population of D4H countries/cities. 

http://dfat.gov.au/aid/topics/investment-priorities/education-health/health/Pages/research-and-innovation-initiatives.aspx
http://dfat.gov.au/aid/topics/investment-priorities/education-health/health/Pages/research-and-innovation-initiatives.aspx
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Outcomes after four years of implementing the initiative, as described in the D4H Monitoring and 

Evaluation Framework, will bring strengthened birth and death data, risk factor surveillance data and 

improved data use for policymaking. These outcomes will be demonstrated in the following ways:  

 Improved birth and death registration and certification systems 

 Increased number of recorded deaths 

 Improved coding of deaths 

 A fully implemented, sustainable NCD risk factor survey platform using innovative mobile-

phone methods for population-based sampling 

 Government officials and policymakers trained in and practicing innovative use of data for 

decision making 

 Increased government capacity to analyse birth, death and risk factor data 

 Packaged health data presented to policymakers 

Implementation teams are focused on creating products such as global best practices, state-of-art 

training manuals, global curricula and global standard protocols and software to enable countries to 

improve health systems in CRVS, risk surveillance and policymaking. These outputs, as described in 

the D4H Monitoring and Evaluation Framework, will include: 

 Global curricula covering CRVS interventions 

 Support for design and implementation of electronic birth and death registration systems 

 Gold-standard protocols, manuals 

 New, faster mobile phone surveys 

 Essential evidence comparing old and new methods 

 Timely and accurate data 

 Data-driven policy briefs 

 Trainings for multiple levels of government staff 

Initiative Governance  

A steering committee has been established to guide its implementation.  The committee comprises 

of two Bloomberg Philanthropies staff and two DFAT representatives.  The committee meets on a 

six-monthly basis and more frequently in the early stages of implementation.  Meetings are held in 

person or by teleconference, as determined by the committee.  

Implementing partners and participating countries 

The Initiative implementing partners are: 

1. CDC Foundation 

2. Johns Hopkins Bloomberg School of Public Health 

3. University of Melbourne 

4. Vital Strategies 

5. World Health Organization 
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6. UN ECA (Economic Commission on Africa) 

7. United Nations ESCAP (Economic and Social Commission for Asia and the Pacific) 

Countries/cities involved in D4H are Bangladesh, Brazil, China (Shanghai), Colombia, Ecuador, Ghana, 

India (Mumbai), Indonesia, Malawi, Morocco, Myanmar, PNG, Peru, Philippines, Rwanda, Sri Lanka, 

Solomon Islands, Tanzania, Turkey and Zambia. 

Progress to date 

8. The midterm review, December 2017 progress report and June 2018 update indicate that 

there has been significant progress against planned activities across most of the participating 

countries. There have also been substantial contributions to global efforts. 

 

III. PURPOSES AND SCOPE OF THE REVIEW 

9. Rationale and Audience: Activities being implemented in the Initiative are due to be 

completed in the first half of 2019. This joint independent review provides a tool to measure 

progress and achievements to date as well as highlight challenges and lessons learned.  The 

report will be written for the use of the funders, Bloomberg Philanthropies and The 

Australian Department of Foreign Affairs and Trade. 

10. The purpose of this review is to generate shared understanding about progress made 

against the outcomes, noting that it is still early to assess it against the overarching impacts 

and for those impacts to be measurable through publicly available data (due to lag between 

system improvements and public release of data). Using a strengths-based approach, the 

review will look at the Initiative globally, with a particular focus on the Indo-Pacific region. 

The review will assist donors, implementing partners and the broader range of actors 

working towards improved statistical capacity for health to understand the factors that 

contribute to success and highlight lessons learned. It will also assist to identify most 

effective ways to continue and expand the benefits of the work. 

11. The activities, outputs, outcomes and impact for Year 4 as described in the D4H Monitoring 

and Evaluation framework is a key tool in framing the Independent Review. Progress on 

these indicators were the subject of the midterm review and program reports. In addition to 

these indicators, the review will have three additional areas of interest: 

a. the extent that countries’ statistical capacity has been enhanced through D4H, and 

identify the program activities and processes which were most conducive to success 

in different country contexts; 

b. D4H’s contribution to strengthening the global and regional enabling environment 

for progress across the three focus areas, including the contribution to global public 

goods such as increasing the evidence base and developing standards and tools; and  

c. Lessons learned regarding the effectiveness and efficiency of program governance 

and management processes, including the activities of implementing partners in 

countries, taking into account the lessons identified in the first two phases of the 

program by the midterm review. 
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IV. KEY REVIEW QUESTIONS 

12. The review will focus on the following key questions:  

a. Was the program effective in achieving its targets and supporting countries to sustainably 

improve their capacity? 

 What did the program add to global efforts to introduce and improve technologies and 

methods across the three focus areas? What progress would have been made in the 

period if the program not existed? 

 To what extent have participating countries achieved the expected outcomes in the 

strengthening CRVS? What specific improvements have been made in their data 

capacity? Do countries have a feasible plan to continue to improve CRVS beyond D4H?  

 How has the support provided through D4H for health risk behaviour surveys and 

surveillance benefited countries’ ability to make policies and increase their capacity to 

implement programs more effectively and efficiently? 

 How has the program increased the access and use of data for health-related policy 

making and review? Have these led to sustainable increases in capacity for data 

informed policy?  

o Has available data on women’s health increased the attention of policy makers on 

women’s health issues and solutions for those issues? 

o What, if any, initiatives have been done to increase the availability and use of data 

on vulnerable populations to improve health policies and services?  

b. Did the program use appropriate, effective and efficient strategies and activities to achieve 

outcomes? 

 What mechanisms were most effective at producing sustained capacity to collect, 

report, and use data? What are the implications for future support to data users and 

policy makers (e.g. integration with country plans, support of leaders in ministries of 

health and finance/treasure and politicians, training methodologies, targeting of health 

policy for women and vulnerable populations, support for organisational and 

institutional change, range of target groups such as technical officers, policy advisers, 

policy makers and journalists)? 

o Are there identifiable examples relating to women and girls or vulnerable 

populations?   

 What were the strengths and weaknesses of the country plans, baseline assessments 

and other tools used by D4H implementing partners to increase country ownership and 

the likelihood of improvements and monitor progress?  

 Which tools or processes developed or employed by D4H were innovative, both globally 

and within the context of the participating countries? 

 Did the program have in place effective mechanisms to trial and test new solutions, and 

adapt and scale the program in response to the lessons learned?  
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c. Did the program make efficient use of inputs and program governance and management 

processes?  

 Was the level of funding to each partner and its allocation between focus areas 

commensurate with outcomes? 

 Was the technical support provided to countries of high quality, relevant and responsive 

to local needs? Was it an effective and efficient model?  

 Were program governance processes appropriate for overseeing the program and 

managing risks? 

 Were the management processes, including the monitoring and evaluation framework 

and reporting, by the implementing partners appropriate and efficient? How could they 

have been improved, while maintaining accountability?  

 

V. METHODOLOGY 

13. Following contracting and an inception briefing by the Review Management Committee 

(RMC) (see page 9 for membership and role of RMC), the team will develop a review plan, 

including the methods and analytical techniques to be used to answer the evaluation 

questions and rationale for the selection of case study countries. This may involve modifying 

the questions and methodology described in the TOR, while retaining a focus on the purpose 

of the review. 

14. The independent review will be highly consultative. The team will involve, through the RMC, 

in finalizing the terms of reference, evaluation questions and methodologies, check the 

accuracy of findings and validating conclusions.  

15. Review questions will be addressed at both the global and country level through a 

combination of program documentation review, key informant interviews, and case studies 

of D4H activities and impact in a selected number of participating countries.  

a. Desk review 

A desk review will analyse the following documentation, supplemented by key informant interviews. 

This will enable a program-wide assessment of country contexts, progress against planned activities 

and outcomes and impact. The review team will use D4H’s tools for assessing capacity as well as 

other capacity development frameworks.  

Data Source Partners 

6-month Progress Reports to Australian 

Government (up to 4) 

 Bloomberg Philanthropies 

Mid-Term Review by Deland Associate  Bloomberg Philanthropies 

Quarterly Narrative Reports since March 

2015 (up to 7 per partner) and monthly 

 CDC Foundation 

 Johns Hopkins Bloomberg School of Public 

Health 
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Data Source Partners 

narrative reports since April 2015 (up to 20 

per partner) 
 University of Melbourne 

 Vital Strategies 

 World Health Organization 

 UN ECA (Economic Commission on Africa) 

 United Nations ESCAP (Economic and Social 

Commission for Asia and the Pacific) 

Key Metric Indicators since April 2015 Same as above 

Country workplans, baseline reports, 

midline reports, and project team reports  

 For all participating countries 

Partnership agreements between:  Australian DFAT and Bloomberg Philanthropies 

including monitoring and evaluation 

framework 

 Bloomberg Philanthropies and implementing 

partners with particular focus on program 

descriptions, deliverables, and responsibilities. 

b. Interviews with key stakeholders 

Face-to-face, phone/Skype interviews with the following stakeholders, depending on location of 

review team members. No travel is envisaged.  

 Partners and other global and Indo-Pacific actors (ESCAP, DFAT etc). 

 Global and Country-based staff from partner organizations listed above 

 Senior-level government officials from 2-4 pre-selected countries 

 External partners of interest (World Bank, Health Data Collaborative, Canada DFAT, Gates 

Foundation, etc.) 

 Regional organisations in Indo-Pacific with involvement in statistical capacity development 

(SPC, etc.) 

The review team may consider the use of an online survey for training participants and other who 

worked directly with technical experts, if contact details were retained by project teams. This could 

potential include all focus countries and non-focus countries receiving significant support. 

c. Country case studies  

Selection of case studies should consider the mix of country capabilities and engagement across the 

three focus areas. At least two countries should be ones in the Indo-Pacific where DFAT has 

significant bilateral development assistance engagement and at least one in Africa or Latin America 

to enable lessons to be learned from diverse contexts. Countries such as the Philippines that have 
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more advanced statistical capacity could be included to explore how D4H have supported them to 

become a regional resource of technical expertise. 

In-country stakeholders will include but not be limited to representatives from ministries of health 

and finance/treasury (both technical and policy making units), departments of statistics, other 

ministries and units; politicians; collaborators; D4H country team members (may not be in country); 

local participants in D4H activities and their managers, CDC country office; WHO country office; 

DFAT post; others as identified through country documentation and discussion in country. 

 

VI. REVIEW PROCESS AND MAIN DELIVERABLES  

16. The review will include a preparatory desk phase (home-based) of document reviews and 

key stakeholder interviews, a field phase of country case studies and a synthesis and 

reporting phase (home-based). The methodology and deliverables will be guided by DFAT’s 

Monitoring and Evaluations Standards for Independent Evaluation Plans (Standard 5) and 

Independent Evaluation Reports (Standard 6) (https://dfat.gov.au/about-

us/publications/Pages/dfat-monitoring-and-evaluation-standards.aspx).  Specific tasks and 

responsibilities of the review team include, but are not limited to  

1) Preparatory phases (approximately two weeks) 

 Inception briefing with RMC  

• Review information and documents  

• Prepare an initial scoping paper for the review including refined 

evaluation questions, list of stakeholders and proposed case study 

countries based on an initial review of documents and selected key 

informant interviews, as well as an outline of ethical considerations in 

undertaking the study and how they will be addressed. 

• Based on RMC feedback, prepare and submit to RMC a review plan 

including evaluation questions, methods and analysis, assessment biases 

and risks and their mitigation, preliminary final report outline, 

instruments to be used for document review, stake holder interviews 

and case studies.  

• Finalize review plan based on RMC feedback 

• The review plan and evaluation report will be  

2) Document review and global and regional stakeholder interviews (approximately 

four weeks) 

• Conduct as per agree review plan 

3) Country case studies (at least 5 days plus travel time per country) 

• Conduct the review as per agreed review plan  

4) Reporting Phase (approximately 6 weeks for drafting, review and finalizing) 

https://dfat.gov.au/about-us/publications/Pages/dfat-monitoring-and-evaluation-standards.aspx
https://dfat.gov.au/about-us/publications/Pages/dfat-monitoring-and-evaluation-standards.aspx
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 Consolidate and analyse/synthesize all the information during the desk 

phase and the field phase 

 Provide a draft report of 30 pages (excluding annexes) to the RMC 

 Based on the feedback received from DFAT and Bloomberg 

Philanthropies, submit the revised report to RMC for quality check. If 

quality has been met, and responses from DFAT and Bloomberg have 

been addressed adequately, the RMC will consider it to be a final version 

(subject to approval of Bloomberg Philanthropies and DFAT) 

17. The main deliverables of this review are 1) a review plan 2) draft review report with 

executive summary 3) a final review report with executive summary and annexes. 

Bloomberg Philanthropies may assist with graphics and formatting for the final report. The 

contents of the report include:   

 Title page  

 Table of contents 

 Executive summary 

 Acronyms  

 Background and project description 

 Purpose of review and questions 

 Methodology  

 Findings (structure of this section to be described in review plan) 

 Lessons learnt and potential good practices  

 Conclusions and recommendations 

 Annexes (list of interviews, overview of meetings, proceedings of stakeholder 

meetings, other relevant information) 

18. The main review report should be concise and not exceed 30 pages excluding annexes 

(supporting data and details can be included in annexes).  

19. All draft and final outputs, including supporting documents, analytical reports and raw data 

should be provided in electronic version compatible with WORD for Windows. Ownership of 

the Intellectual Property Rights is outlined in the Grant Agreement 71546 signed between 

Bloomberg Philanthropies and DFAT.  

 

VII. MANAGEMENT ARRANGEMENTS AND WORK PLAN 

20. Review Management Committee (RMC):  For better coordination in managing this joint 

independent review, representatives of Bloomberg Philanthropies and DFAT will be assigned 

to manage the review jointly.  The RMC will act as ‘review manager’ of the review and will 

have the responsibility to plan, select the review consultants, manage the review 

consultants, finalising and approving the review, and dissemination of the report.  A 

consultative approach will be used in sharing of relevant information throughout the review 

process and if needed decisions will be made jointly on a case by case basis. The RMC will 

comprise of the followings: - 
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1) Betsy Fuller and Jennifer Ellis of Bloomberg Philanthropies 

2) Chris Sturrock and Raha Roggero of DFAT  

Specific tasks of the RMC are as follows: 

 Planning for review and draft Terms of Reference (TOR) 

o Briefing with initiative staff including staff of implementing partners and 

staff based at the DFAT’s Australian missions.   

o Define the contents of the review Terms of Reference (TOR), define the 

review criteria and questions, define methodology to be followed 

o Preparing for starting review – this includes scheduling and budgeting for 

review and facilitate with cooperation of Managers at Bloomberg 

Philanthropies and DFAT the supply of documentation to the review team. 

 Selecting and contracting review consultants 

o Advertising and searching for reviewers 

o Justifying the selection of a reviewer 

o Review contracts 

o Review consultant briefing 

 Managing the consultant 

o Briefing the review team 

o Approving the review plan 

o Managing the review process 

o Managing problems  

o Participating in case study visits 

 Approving the review report 

o Circulating a draft report for comments  

o Circulating the final draft 

o Ensuring the final report is approved by Bloomberg and DFAT  

 Dissemination of the review  

 

VIII. REVIEW TEAM 

21. Specific Terms of Reference for the consultants’ roles and inputs will be drawn up in 

consultation with Bloomberg Philanthropies, and both DFAT and Bloomberg Philanthropies 

would be responsible for selecting and approving consultants. Bloomberg Philanthropies will 

put forward list of consultants for selection and approval. Consultants funded by DFAT will 

be sourced and contracted through DFAT’s technical health advice facility (the Specialist 

Health Service).   

22. The review team will be comprised of a team leader and other members with combined 

expertise and skills in the following areas: 

1) health information collection and use in low- and middle-income countries, ideally 

across all three focus areas; 

2)  practical experience in designing, implementing and assessing capacity 

development programs in low- and middle-income countries, bring a perspective of 
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the non-technical aspects of effectively supporting sustained individual, 

organizational and institutional change in diverse contexts; 

3)  content expertise in health planning and health system strengthening and/or 

statistics capacity development.  

23. The Team leader will have strong background in M&E expertise, design and program 

management). He/She will have the overall responsibility of the task and outputs set out in 

this TOR. He/she is responsible for liaising with the RMC, preparing the review plan, ensuring 

the quality of data collection and analysis, coordinating inputs of team members, and 

drafting and finalizing all the report. In addition to a track record of leading global reviews 

and country case studies, it is desirable that the team leader have expertise in one or more 

of the focus areas in the context of low- and middle-income countries.   

Recruitment and contracting  

24. Specific Terms of Reference for the consultants’ roles and inputs would be drawn up in 

consultation with Bloomberg Philanthropies. SHS will source potential advisers through their 

existing panels and professional networks and through recommendations by D4H partners 

and provide DFAT with a short list. DFAT and Bloomberg Philanthropies would be 

responsible for selecting/approving consultants. SHS will conduct due diligence and contract 

the selected advisers and organize travel. 

 

IX. PROPOSED IMPLEMENTATION SCHEDULE   

To be discussed 

Phase Task Responsibility Indicative timeline 

Planning  Draft TOR for consultants Bloomberg 

Philanthropies & DFAT 

 

Source and contract consultants Bloomberg 

Philanthropies & DFAT 

 

Phase I 

 

 

Phase II 

 

 

Literature review, liaison with 

partners and stakeholders  

Bloomberg 

Philanthropies & DFAT 

 

Field visits to selected countries 

(To be decided) 

Consultant/s. 

(Bloomberg 

Philanthropies and 

DFAT managers as 

desired) 

 

Phase III Prepare draft report   Consultants   
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Phase Task Responsibility Indicative timeline 

DFAT/Bloomberg to provide 

comment/input/approval on draft 

report and prepare management 

response 

Bloomberg 

Philanthropies & DFAT 

RMC 

 

Finalisation and approval of report 

and public executive summary 

Consultants/ 

Bloomberg 

Philanthropies & DFAT 

RMC 
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Annex 2:  Data for Health Monitoring and Evaluation Framework (2016) 
 

  

Deliverables 

 

Measurement7 

 

 

Goal 

 

Better and more targeted public 

health responses and increased 

lives saved. 

 

 

Beyond the scope of the Activity to measure this change 

 

End of Activity 

Impact – end of 

year 4 

 

1) At least 250 million8 additional 

people benefitting from a high-

quality birth and death certificate 

system.  

 

2) 750 million people living in 

countries9 with substantially 

improved cause of death 

information. 

 

3) 650 million people living in 

countries10 where a rapid, 

efficient mobile phone-based 

survey to collect risk factor data 

has been undertaken. 

 

4) 1 billion people living in a city 

or country11 with policymakers 

that recognize the importance of 

data and demonstrate its use. 

 

All estimates below are based on draft countries, used for 

proposal purposes only. Final confirmation of all countries 

along with baseline status of data systems is expected by 

April 30, 2016. 

 

An existing assessment to inventory country birth and death 

registration systems will be used to systematically assess 

baseline status in all 20 countries.  The assessment results in 

a country categorization (4 possible levels – referenced in 

this framework as red / orange / yellow / green, equating to 

Dysfunctional / Barely Functional / Functional but 

inadequate / Functional) of their CRVS system. 12 The 

assessment will be conducted at follow-up intervals to assess 

progress. 

1)   All countries assessed as Yellow at baseline progress to 

Green, with the total population of baseline Yellow countries 

thereby benefitting from the improved systems by the end of 

the Activity.  

2) All countries assessed as Red and Orange at baseline, 

progress to Orange or Yellow by the end of the Activity.  

                                                             

7 Some measurements will use a composite evaluation scale where noted.  

8 This is the number of people currently living in proposed countries that are in the “Yellow” [Functional but inadequate] category. Final 
population figures TBD upon completion of in-country baseline assessments. 

9 This is the number of people currently living in proposed countries that are in the “Orange” [Barely functional] and “Red” [Dysfunctional] 

categories.  It could reasonably be argued that these are the most likely to have improvements in their systems, particular around causes 

of death where sentinel surveillance sites with verbal autopsy are an interim step. Final population figures TBD upon completion of in-

country baseline assessments. 

10 10 countries are being selected from the proposed 20 that are interested and have feasible context to do a mobile phone-based survey, 

largely with successful Global Adult Tobacco Survey experiences or because they are known to be strong in surveillance generally. Based 

on our January 2016 meeting, these countries may be: Bangladesh, China, Indonesia, Morocco, Papua New Guinea, Peru, Philippines, 

Tanzania, Turkey, and Zambia 

11 This is the population of the 20 draft focus countries. 

12 Actual population numbers according to the red/orange/yellow/green CRVS ranking will be determined upon final receipt of all baseline 
assessments. Currently, populations in this document represent our best approximations, which will be refined and improved by our 
baseline data. 
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Deliverables 

 

Measurement7 

 

  

3) Measured by surveys that have been completed and their 

data analysed and released. Total population tracked is the 

population represented by the surveys.  

 

4. a) Assessment of effective use of data to evaluate 

performance and to inform health policy development.  

  

b) Assessment of the demand for timely, high quality health 

data by Ministry of Health policy-makers and program 

managers. 

  

c. # Ministry of Health publications in the past year that 

contain policy or programmatic recommendations based on 

data. 

 

Outcomes by end of year 4 

 

Data on births and 

deaths 

 

 

Strengthened birth and death 

data: 

 

1) Measurably improved birth 

and death registration and 

certification systems at the 

national level 

 

2) Increased number of recorded 

deaths 

 

3) Improved coding of deaths 

 

 

Measured by composite system function scores on the 

following: 

 

 Notification and registration of births 
 Notification and registration of deaths 

 Determination and Reporting of Cause of Death in 
Health Institutions 

 Determination and Reporting of Cause of Death 
outside of Health Institutions 

 

Data on NCD risk 

factors 

 

 

 

Strengthened risk factor 

surveillance data: 

 

A fully implemented, sustainable 

NCD risk factor survey platform 

using innovative mobile-phone 

 

Measured by review of partner reports of country progress, 

including population estimates of NCD risk behaviours in 10 

countries and comparisons of mobile phone and household 

survey comparisons in a subset of 6 countries. 
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Deliverables 

 

Measurement7 

 

methods for population-based 

sampling 

 

 

Data use 

 

Improved data use for 

policymaking: 

 

1) Government officials and 

policymakers trained in and 

practising innovative use of data 

for decision making 

 

2) Increased government 

capacity to analyse birth, death 

and risk factor data 

 

3) Packaged health data 

presented to policymakers 

 

 

Will be assessed using: 

 Extent to which health information was used in 
documents in the previous year to support 
strategic health recommendations 

 # health policies changed as a result of Data for 
Health Data Impact training or technical assistance 

 Extent to which systems provide decision-makers 
with timely data for resource allocation and 
operational planning 

 Extent to which data used in regularly-published 
Ministry of Health reports 

 Quality of high-level public health bulletins 

 Impact rating of public health bulletins with a 
satisfactory or excellent quality rating 

 

Outputs by end of Year 4 

 

Data on births and 

deaths 

 

State-of-the-art training manuals 

 

1) Global curricula covering CRVS 

interventions 

 

2) Electronic birth and death 

registration software 

 

 

Impact of these outputs will be measured through country 

assessments of:  

 # of manuals drafted / released / publicly available 

 Global curricula drafted / finalized / available 
 # of countries have received global curricula 

 # of individuals trained using global curricula 

 # of countries trained in electronic registration 
software 

 # of individuals trained in electronic registration 
software 

 

 

Data on NCD risk 

factors 

 

Gold-standard protocols and 

manuals 

 

1) New, faster mobile phone 

surveys 

 

 

Will be assessed through process tracking: 

 Global standard protocol 
drafted/finalized/available 

 # of countries (and population) with engagement 
mission complete 

 # of countries (and population) with pre-test 
complete 

 # of countries (and population) with fieldwork 
complete 

 # of countries (and population) with data released 
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Deliverables 

 

Measurement7 

 

2) Essential evidence comparing 

old and new methods 

 

3) Timely and accurate data 

generated 

 

 # of countries (and population) with comparable 
household survey completed 

 # of countries (and population) with analysis of 
mobile and household survey differences analysed  

 

Data use 

 

Data-driven policy briefs and 

videos 

 

Trainings for multiple levels of 

government staff 

 

 

Will be assessed by: 

 # Field Epidemiology Training Program (FETP) data-
for-policy presentations given at quarterly 
seminars during the preceding year 

 # of articles published in the past two weeks on 
health that use country health data in the two 
highest circulation newspapers 

 # of MOH press releases that include country 
health data 

 # of issues of high-level public health bulletins 
published on a quarterly basis 

 

Activities Overall By end of year 2 

 

Data on births and 

deaths 

 

(Supported by 

University of 

Melbourne, CDC 

and Vital 

Strategies) 

 

 

Provide expertise to 

governments to improve birth 

and death data in 20 countries 

 

1) First 3 months: 

 

 Secure country 
commitment through 
in-country meetings 
and subsequently build 
consensus amongst 
stakeholders.  

 Establish champion and 
committee. 

 Conduct CRVS 
assessment 

 Identify prioritized 
workplan for country 
CRVS activities. 

 

2) Followed by:  

 

 Begin country activities 
to review and 
strengthen birth and 

 

In 20 countries (and potentially a further 5 back-up 

countries): 

 Complete preparatory work, including convening a 
stakeholder group and hiring a focal point. 

 Conduct broad CRVS assessment 

 Conduct detailed CR assessment 

 Identify detailed workplan for CRVS activities 
 

Begin country activities in 15-20 countries: 

 Provide consistent technical expertise from 
country focal point to begin executing workplan in 
20 countries (UM, UNA, in coordination with CDC) 

 Begin training of civil registration staff in 10-20 
countries (UM, CDC) 

 Begin training physicians on certification of causes 
of death in 10-20 countries (CDC) 

 Begin manual ICD coder training in 10-20 countries 
(CDC) 
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Deliverables 

 

Measurement7 

 

death data, through 
analysis and training. 

 Engage data use 
experts 

 

Data on NCD risk 

factors 

 

(Supported by CDC 

and Hopkins) 

 

Roll out innovative mobile phone 

surveys on risk factors (tobacco, 

nutrition etc.) in 10 countries 

  

Process includes: 

 Foundational work out 
of country 

 Collect survey data 

 Analyse survey data 

 Analyse mobile phone 
and STEPS survey data 
comparison 

 Report/disseminate 
 

 

Assessed through the presence of: 

 Standard protocols for the surveys 

 Country selection criteria and select 10 countries – 
2 pilot countries and 8 long-term countries 

 Conduct country-driven mobile phone-based 
survey in 2 pilot countries, one running 
concurrently with the implementation of a WHO 
STEPS survey 

 Analyse country survey data in the 2 pilot countries 

 Begin planning for engagement with the 8 
additional countries 

 Facilitate data impact partners using the data and 
results in the 2 pilot countries for policymaking. 

 

 

Data use 

 

(Supported by 

Vital Strategies 

and CDC) 

 

 

Improve use of data by 

policymakers and health agencies 

in 20 countries 

 

1) Identify key stakeholders 
and task force for data 
impact improvement 

2) Analyse current status 
3) Build sustainable capacity – 

seminars and training 

 

Complete assessment of current data use capability in 20 

countries 

 Create detailed workplan in 10-20 countries 

 Implement workplan to build sustainable data 
impact capacity in 10 – 20 countries 
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Annex 3: Donor, partner and country stakeholders interviewed for the JIR 

CDC Foundation 

Michelle Panneton 

Reema  Bhakta 

US Centers for Disease Control and 

Prevention (CDC) 

Shelly Bratton 

Sam Notzon 

Erin Nichols 

Veronica Lea  

University of Melbourne  

Alan Lopez 

Deirdre McGlaughlin 

Sonja Firth 

Vital Strategies 

Philip Setel 

Martin Bratschi  

Adam Karpati 

Ashley Frederes 

Romain Santon  

Richard Delaney 

Cecilia Fabrizio 

Andres Montes 

Johns Hopkins Bloomberg School of Public 

Health  

George Pariyo 

World Health Organization (WHO) 

Leanne  Riley  

UNESCAP  

Hong Pum Chung 

UNECA  

Oliver Chinganya 

 

 

 

 

 

 

 

 

 

 

 

 

Omair Azam 

Maggie Paczkowski 

 

 

Australia Department of Foreign Affairs and 

Trade  

Chris Sturrock 

Raha Roggero 

Elizabeth St George 

Bloomberg Philanthropies 

Jennifer  Ellis 

Betsy Fuller  

Kelly Henning 

Kate Smith (Indonesia) 

 

Papua New Guinea 

Mrs Manah Dindi, Head of Performance, 

Monitoring and Research Branch, Department 

of Health 

 

 

 

Sri Lanka 

Dr Kusal Wijayaweera, Medical Officer in 

Health Informatics, Department of Health 

Dr Mohamed Haniffa Haniffa Abusayeed, 

Medical Officer in Health Informatics, 

Department of Health  
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Annex 4: Stakeholders interviewed for the country case studies 

Philippines 

1. Dr Ric Mateo, Data Impact Program County Coordinator 

2. Ms Carmina Sarmiento, CRVS Country Coordinator 

3. Dr Alethea De Guzman, Epidemiologist, Epidemiology Bureau, Department of Health (DoH) 

4. Ms Andrea Ora, Economist, Health Policy and Planning Bureau (HPPB) 

5. Mr L.J. Villarante, Legislation specialist, HPPB 

6. Ms Lizelle Jusayan, Health Education and Health Promotion Officer, HPPB 

7. Ms Aurora Reolalas, Chief Statistical Specialist, Philippine Statistical Authority (PSA) 

8. Ms Marjorie Villalez, Supervising Statistical Specialist, PSA 

9. Ms Nerissa Palangyos, Senior Statistical Specialist, PSA 

10. Mr Roland Tanghap, Assistant National Statistician, PSA 

11. IRIS coders at PSA 

12. Dr Ferchito Avelino, Director, Epidemiology Bureau, DoH 

13. Dr Agnes Segarra, Epidemiology Bureau, DoH 

14. Mr June Elle Tanedo, Statistician, DoH, Mandaluyong office, National Capital Region 

15. Dr Ma Josephine L. Glean, Medical Doctor, Rizal Medical Centre, Pasig City 

16. Dr Primo B. Valenzuela, Supervisor, Medical Records and Medical Doctor, Rizal Medical 

Centre, Pasig City 

17. Ms Marilou Egnalig, Medical Records Officer, Rizal Medical Centre, Pasig City 

18. Ms Ma Mae S. Oriola, Senior Medical Records Officer, Rizal Medical Centre, Pasig City 

19. Ms Tabitha Xena S. de Leon, Medical Records officer, Rizal Medical Centre, Pasig City 

20. Ms Charity Tan, Chief, Knowledge Management Division, Knowledge Management and 

Information Technology Service, Department of Health 

21. Ms Jomilynn Robanal, officer, Knowledge, Management, Information Division, DoH 

22. Ms Chris Abigail, officer, Knowledge, Management, Information Division, DoH 

23. Ms Madeliene Gabrielle Doromal, Officer in charge, Facility Assessment and Technical 

Assistance Division, DoH 

24. Mr Roderick Napulan, Officer in Charge, Facility Planning and Program Development 

Division, DoH 

25. Dr Jojo Go, WHO Country Officer Philippines,  

26. Dr Irma Asuncion, former Director, Epidemiology Bureau, DoH 

27. Dr Wilbert Eleria, Municipal Health Officer, Pulilan, Bulacan, Region III 

28. Ms Lyka Morales, Pulilan, Bulacan, Region III 

29. Ms Mel [Last name not provided], Midwife, Pulilan, Bulacan, Region III  

Solomon Islands 

1. Dr Gregory Jilini, Undersecretary for health care, and Chairman of the National Mortality 

Technical Working Group, Ministry of Health and Medical Services (MHMS) 

2. Ms Ba’akai Kamoriki, Medical Chief Statistician and Health Information System Coordinator, 

MHMS  

3. Mr Rodley Ruskin, Data for Health country coordinator, MHMS / Vital Strategies 

4. Ms Shaddie Taragwanu, Medical Record Manager, National Referral Hospital 
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5. Dr Roderick Kidoe, Registrar General, Ministry of Home Affairs 

6. Mr Jimmy Hilly, Environmental Health Officer, Environmental Health Department, MHMS 

7. Dr Ivan Ghemu, Data impact focal point for Data for Health program and Policy and Planning 

Director, Policy and Planning Department, MHMS 

8. Dr Dilip Hensman, Health Information System technical advisor, WHO 

9. Dr Rooney Jagilli, former Medical Superintendent National Referral Hospital, Honiara 

10. Ms Freda Havea, Health Information System Coordinator Western Province, Gizo Hospital, 

MHMS 

11. Mr Lawrence Tonawane, Community Nurse and health consultant, Western Province, MHMS 

12. Mr Roderick Brazier, High Commissioner, Australian Mission, Honiara 

13. Ms Melissa Stutsel, Counsellor, Human Development, Australian High Commission, Honiara 

14. Ms Fiona Mulhearn, First Secretary, Health, Australian High Commission, Honiara 

15. Mr David Futai, Health Officer, Australian High Commission, Honiara. 

16. Mr Michael Langley, Curriculum Consultant, MHMS 

Zambia 

1. Dr Brian Munkombwe, CRVS Program Officer, CDC 

2. Dr Jeremiah Banda, CRVS Country Coordinator, Data for Health 

3. Dr Chomba Mwango, CRVS Project Manager, Data for Health 

4. Ms Melanie Mchinzi-D2P Country Coordinator, Data for Health 

5. Dr Andrew Silumesi, Director Public Health (representing the Permanent Secretary Dr 

Mulwanda), Ministry of Health (MoH) 

6. Dr Godfrey Biemba, Head, National Health Research Authority (NHRA), MoH 

7. Mrs Sandra Chilengi-Sakala, Deputy Director, NHRA, MoH 

8. Ms Kutha Banda, Knowledge Translation Officer, NHRA, MoH 

9. Dr Nathan Bakyaita, WHO Representative to Zambia 

10. Dr Chipo Mwela, Technical Officer, Noncommunicable Diseases, WHO Country Office, 

Zambia 

11. Mr Martin Nyahoda, Deputy Registrar General, Department of National Registration, 

Passport and Citizenship (DNRPC), Ministry of Home Affairs (MoHA) 

12. Mr Kinton Mudenda, Cause of death coding officer, DNRPC, MoHA 

13. Ms Janet Mwanda Pinami, Cause of death coding officer, DNRPC, MoHA 

14. Mr Frank Mwale, Cause of death coding officer, DNRPC, MoHA 

15. Ms Valerie Moyo, Cause of death coding officer, DNRPC, MoHA 

16. Ms Monde Banda, Cause of death coding officer, DNRPC, MoHA 

17. Mr Victor Sikombe, Cause of death coding officer, DNRPC, MoHA 

18. Dr Samson Chisele, Vice President, Zambia Medical Association (ZMA) 

19. Dr Kevin Zimba, Treasurer, ZMA 

20. Dr Jean Baptist Nzayisenga, Chair, Publications, ZMA 

21. Ms Fatumata Diallo, Medical Education & Research Manager, ZMA 

22. Senior Demographer, Central Statistics Office 

23. Dr Mazyanga Mazaba, Editor in Chief, Zambia Health Press 

24. Dr Raymond Hamoonga, Managing Editor, Zambia Health Press 

25. Dr Francis Dien Mwansa, Data to Policy (D2P) Trainer/mentor 

26. Dr Geoffrey Kwenda, Data to Policy (D2P) Scientific Communications Trainer/Mentor 
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27. Dr Izukanji Sikazwe, Executive Director, Centre for Infectious Disease Research in Zambia 

(CIDRZ) 

28. Dr Theodora Savory, Director, Monitoring and Evaluation, CIDRZ 

29. Mr Lloyd Kazhumbula, Verbal Autopsy Officer, Zambia University Teaching Hospital 

30. Ms Alice Zimba, Verbal Autopsy Officer, Zambia University Teaching Hospital 

31. Mr Abel Shinjabale, Verbal Autopsy Officer, Zambia University Teaching Hospital 

32. Mr Ernest Matafwali, Verbal Autopsy Officer, Zambia University Teaching Hospital 

33. Ms Charity Nyonnda, Verbal Autopsy Officer, Zambia University Teaching Hospital 

34. Mr Kaunda Ison, Verbal Autopsy Officer, Zambia University Teaching Hospital 

35. Dr Kennedy Lishimpi, PI, NCD Mobile Phone Survey, MOH (interview scheduled via phone 

during the week of 21 January as Dr Lishimpi was ill during the country visit) 

36. Dr Brivine Sikapande, Principal Monitoring and Evaluation Officer (interview scheduled via 

phone during the week of 21 January as Dr Sikapande was not able to schedule an interview 

during the country visit). 
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Annex 5: List of all policy projects initiated as part of the D4H Data to Policy training 
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