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Accompanying documentation is available at 

https://www.dropbox.com/sh/m72vumzzvcm8nff/AABgqdnPbQyApRoZVelp5UfDa?dl=0&s=so 

 

1. Background  

Launched by the U.N. Secretary-General in September 2015, the Global Strategy for Women’s, 

Children’s and Adolescents’ Health (available at everywomaneverychild.org) lays out an ambitious vision 

for a world “in which every woman, child and adolescent in every setting realizes their rights to physical 

and mental health and well-being, has social and economic opportunities, and is able to participate fully 

in shaping prosperous and sustainable societies,” focusing on nine key areas for action. This strategy is 

intended to serve as the platform for achieving the health-related post-2015 Sustainable Development 

Goals to end all preventable deaths of women, children and adolescents by 2030 and improve their 

health.  

Over the last five years, many initiatives paved the road to this engagement. Among them, the 

application of the RMNCH Scorecards, which promotes greater accountability and action across the 

continuum of care; and additional financial support through the RMNCH Fund, which supported catalytic 

programming towards national RMNCH-related plans, including the implementation of the 

recommendations from the UN Commission on Life Saving Commodities. As a result, taking stock of 

progress and lessons learned is critical to inform the implementation of the new strategies beyond 2015. 

2. Objectives of the workshop  

The workshop brought together over one hundred and fifty participants, representing ministries of 

health, development partners, H4+ agencies, and civil society representatives from twenty eight 

countries as well as regional and global stakeholders with three objectives: 

1. To review country experience and best-practices in monitoring and accountability with a 

focus on the RMNCH Scorecards  

2. To profile learning that has taken place through coordinated approaches to RMNCH 

programing through the RMNCH Fund  

3. To conduct a consultation on the updated Global Strategy and draft Operational Framework 

Workshop Report on Operationalizing the updated Global Strategy for Women’s, 

Children’s and Adolescents’ Health: Best practices and lessons learnt from the 

RMNCH Scorecard and the RMNCH Fund 

Kampala, Uganda 

26th to 30th October 2015 

https://www.dropbox.com/sh/m72vumzzvcm8nff/AABgqdnPbQyApRoZVelp5UfDa?dl=0&s=so
http://www.everywomaneverychild.org/
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3. Workshop Report  

The tone of the workshop was set by the Rt. Hon Dr. 

Ruhakana Rugunda, the Prime Minister (PM) of Uganda. In 

his key note, the PM appreciated the timing of the 

workshop as an excellent opportunity for representatives 

of African governments and key partners to reflect on the 

experiences and lessons of the MDG era and plan for the 

future, as countries move towards the post-2015 era.  The 

PM highlighted the importance of strong political and 

national leadership, effective global partnerships, 

accountability for RMNCH and financing for health as 

critical for achieving the SDGs.  

The workshop was further informed by an overview of 

progress against the MDGs and the new Sustainable Development Goals agenda; the updated Global 

Strategy and Operational Framework; the Global Financing Facility; and the role of the H4+ in support of 

the SDGs, the Global Strategy and the GFF. An overview of the RMNCH Fund and integrated RMNCH 

programming, and the RMNCH scorecards for accountability and action was provided.  

The discussions of the workshop were organized in two parallel tracks: 1) Accountability and the RMNCH 

Scorecards; 2) Integrated RMNCH Programming. Additional information was provided during joint 

plenary sessions on issues related to the work of the UN Commission on Life-Saving Commodities’ 

Technical Resource Teams and application of the scorecards at the country level. The last day of the 

workshop was dedicated to consultations on the Global Strategy and its draft Operational Framework.  

3.1 Accountability and RMNCH Scorecards   

Following the success of the ALMA Malaria Scorecard for Action and Accountability, ALMA was 

requested by countries to support the development of country owned country led accountability and 

action management scorecards for 

Reproductive, Maternal, Newborn and Child 

Health. RMNCH country scorecards and action 

tracking tools were developed as a 

management tool for Ministries of Health to 

facilitate accountability by tracking and 

reporting on intervention implementation, 

identifying bottlenecks around national 

priorities and taking action to address these 

bottlenecks. RMNCH scorecard and action 

tracking has been introduced in 24 countries. 

The workshop provided an opportunity for 

country exchange of best practices in use of 

Uganda PM: Rt. Hon Dr. Ruhakana 

Rugunda 
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RMNCH scorecards and action tracking and identification of areas for further strengthening and 

integrating these systems in the post-2015 era as well as developing country action plans to ensure long-

term sustainability. Countries presented and discussed best practices associated with their RMNCH 

scorecard and action tracking implementation. 

Country best practices were highlighted: 

 Malawi shared how their RMNCH scorecard reflects national priorities, in particular, maternal 

and newborn health interventions.  

 Zimbabwe showed how they have maintained the scorecard as a dynamic tool, with a 

systematic transition to second wave indicators.  

 Ethiopia shared their plans for ensuring the long term sustainability of the RMNCH scorecard  

 Madagascar demonstrated how their RMNCH scorecard is integrated into existing management 

processes.  

 Ghana demonstrated their extensive use of the action tracker at all levels.  

 Tanzania showed how the scorecard has enhanced high-level technical and political engagement 

in health 

 Uganda showed how a bottom up participatory process has been used to tailor the scorecards 

subnationally 

Country group work discussed key topics including: 

Indicator Category Selection and identifying actions 

National priorities, as reflected in national plans and strategies, are the determining factors in the choice 

of indicator categories and selection of individual indicators for inclusion in the Scorecard. The RMNCH 

Scorecards include indicators that cover the full continuum of care and service delivery. Revisions to the 

categories and individual indicators in the Scorecards will depend on revisions to national priorities; 

improvements in the ability of the country HMIS to capture the most appropriate data; and the review 

cycle for national development plans. Consideration of a broader, multi-sectoral approach should be 

included in the sustainable and integrated development of the Scorecard to take into account emerging 

priority areas, such as nutrition and food security and adolescent health, and countries shared examples 

of how this has been done to date.   

Sierra Leone and Zambia use a District Monitoring/DIVA (Diagnose, Intervene, Verify and Act) activity 

approach, with bottleneck analysis, utilizing many indicators for each programme area. The RMNCH 

Scorecard alerts the district that it has a problem and calls for the deeper bottleneck analysis that helps 

identify solutions. The Action Tracker ensures accountability by monitoring actions. Including specific 

health-facility and community level data into Scorecards is seen as desirable, as it can facilitate 

comparison across facilities and can encourage engagement of local/traditional leaders. It is important 

to ensure a two-way exchange of information, so that communities and individual health facilities 

receive constructive feedback.  
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In several countries, IT challenges can prevent synchronization across different existing databases. The 

DHIS2 platform can help solve this issue, as it has the provision to migrate data from other systems.  

Action tracking 

A number of country examples were provided showing how the RMNCH scorecard tool has facilitated 

action including allocation of additional resources, training, task-shifting, mentoring and policy change. 

Countries shared how they tracked actions including through the scorecard action tracker and through 

existing mechanisms such as meeting minutes and district action plans. 

Integration with existing systems 

The Scorecard and action tracking tool are easily integrated into existing systems in order to maximize 

usefulness. The scorecard allows consolidation of key data and analysis of performance and disparities 

among districts within a province and health facilities within a district, as well as between interventions. 

Feedback to peripheral levels and follow-up of corrective actions by decision-makers reinforces and 

sustains the process. 

Several examples of the use of the Scorecard to support global and regional initiatives were shared, 

including: A Promise Renewed; Sharpened One Plan, the Global Vaccine Action Plan; and Results Based 

Financing tracking 

Summary of Lessons Learned in RMNCH Scorecard and Action Tracking Implementation 

 The launch of the Scorecard for accountability and action by the President or other senior 

political leader, in the presence of a wide range of stakeholders, is highly effective at securing 

political support at all levels. Launching or explicitly linking RMNCH Scorecard and action 

tracking with key national policies or strategies generates political buy-in and ownership 

 The RMNCH scorecard and action tracking approach has been well integrated into the existing 

management systems at country level, enhancing country-ownership and reducing transaction 

costs. Inclusion of Scorecard review as a standing agenda item in key pre-existing decision-

making fora and meetings at all levels stimulates action 

 Regular, wide dissemination of the Scorecard, including posting on publicly-accessible websites, 

strengthens commitment, ownership, transparency and accountability 

 Country priorities have been emphasized through the ‘pressure testing’ exercise conducted 

during initial scorecard indicator selection. This supports the underlying principle that RMNCH 

scorecards should primarily reflect national priorities. These indicators are to a large extent 

aligned with internationally agreed priorities, but respond to country specific needs and priority 

setting  

 Sub-national roll-out of the Scorecard and action tracking enhances ability to identify 

bottlenecks, make recommendations and track actions. In addition, bottleneck analysis at all 

levels supports the identification of constraints and the design of solutions 

 Development of costed action plans for Scorecard and action tracking  roll-out and launch, 

including specific deadlines and identification of responsible programmes within the Ministry 
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facilitates effective implementation 

 Use of the scorecard and action tracker as a management tool has encouraged routine data 

validation exercises; and data audits ensure data quality  

 Regular review of indicators and transition to new indicator 'waves' keeps the Scorecard 

relevant and avoids complacency and maintains the scorecard and action tracking as a dynamic 

management tool 

 Ministries of Health are working to ensure the long term sustainability of the scorecard 

approach by creating scorecard budget lines, inclusion of RMNCH scorecard and action tracking 

training as part of the pre-service and in-service training of health staff, and including 

responsibilities for the scorecard functioning within staff job descriptions 

 Use of the action tracker module facilitates improved quality and efficiency of management 

meeting discussions and serves as an accessible system to track implementation of agreed 

actions linked to indicator performance 

 The Scorecard and action tracker model  can be used in other management processes, beyond 

RMNCH, e.g.: Results Based Financing for Health, selection of topics and regions for situation 

analyses to inform development of national health strategies and plans 

 There are a number of positive examples of the RMNCH scorecards & action tracking tool being 

used by political and technical leaders, and key development partners to address bottlenecks 

identified. Examples include targeted support missions from governments and their partners, 

enhanced resource commitments to underperforming districts or indicators, enhanced technical 

support, supervision and mentoring and support to in-depth bottleneck analysis and 

development and implementation of action plans 

 

3.2 Session on Integrated RMNCH programming and the RMNCH Fund   

The RMNCH Fund was established as a catalytic financing 

mechanism to support integrated RMNCH programming and to 

implement the recommendations of the UN Commission on Life 

Saving Commodities (UNCoLSC). It has provided US$202.5 million in 

direct technical and financial support to 19 countries, 16 of which 

are in Africa. During the workshop, country teams discussed lessons 

learned and experiences around the following 3 themes: 1) Country 

team and coordination mechanisms 2) RMNCH prioritization and 3) 

RMNCH Fund implementation.  Participants were encouraged to 

share their experiences and lessons as well as thoughts to improve 

similar processes in the future.   

All documents related to the UNCoLSC and RMNCH Programming sessions can be found on: 

www.lifesavingcommodities.org  

RMNCH Fund Countries in Africa 

http://www.lifesavingcommodities.org/
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RMNCH country team and coordination mechanisms 

The aim of this theme was to bring together lessons learned around the development, use and 

sustainability of country platforms for harmonization and alignment of stakeholders engaged in RMNCH 

programmatic areas. Some key takeaways were:   

• Multi-sectorality.  Very few multi-sectoral platforms for health (or RMNCH) exist; where they 

do, they are often new. One challenge is that the non-health sectors tend to be even less well 

resourced, coordinated, and data-driven than the health sector.  

• Sub-national platforms. At sub-national level, platforms tend to be more multi-sectoral, 

especially with decentralization/devolution - but this often creates additional stress on 

prioritizations for limited resources. Engaging with sub-national platforms can in some cases 

alleviate vertical and programmatic biases coming from the national level. 

• Single vs multiple platforms. It is difficult to have one platform that caters to all needs. 

Typically, RMNCH platform is a sub-set of a larger health platform. Despite guidance to use 

existing platforms, most countries tend to set-up a specific coordination platform for each 

financing source or initiative – while not ideal, this can work if the linkages across and between 

various platforms are clear. Countries felt it important to have the flexibility to convene sub-

platforms for specific task, or to manage/oversee particular processes 

• Government stewardship. Government leadership is essential for a functioning platform; where 

this is weak (i.e. lack of leadership, or divided leadership), parallel platforms tend to emerge, 

driven by development partners. This should be avoided and partners need to invest more in 

strengthening national stewardship function.   

• Enablers. External initiatives, financing or support can help strengthen country platforms, as has 

been demonstrated by the Muskoka Initiative and the RMNCH Fund country engagement 

process. The GFF was also cited as an enabler to expand country platforms to constituencies 

under-represented.   

• Uses of country platforms. To date, platforms have been mainly used for national level planning 

and policy dialogue. This must be expanded to cover program implementation follow-up, 

monitoring as well as accountability.   

 

Prioritizing of national RMNCH plans 

Given limited resources, countries are constantly having to make difficult choices around what to 

prioritize. The aim of this theme was to summarize lessons around the prioritization process taking place 

in countries in the context of RMNCH programming. Some key takeaways were: 

 Needs-based vs resource-based planning. Countries expressed a preference for needs-based 

planning as it was more comprehensive, could be used for more than one financing source and 

created a process that federates in-country stakeholders. However, a resource-based approach 

was seen as an approach that ensures realistic planning based on a robust gap analysis. 

Prioritization is an iterative process involving both perspectives. 
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 Government leadership. Where this is strong, prioritization is relatively straight-forward. Where 

it is weak, the agenda risks being driven by a dominant development partner. The government 

must be the ultimate decision-makers and all partners should respect this. 

 Civil society. Civil society is key to maintain pressure on key sensitive issues, transparency in the 

process and accountability for decisions. 

 Data-driven. The more the prioritization process is evidence-based and data-driven, the more 

one can minimize bias towards ‘those with the loudest voice’.  

 Approaches to prioritization. In addition to evidence and data, prioritization should also 

consider:  implementation feasibility; absolute vs relative needs (e.g. of geographical regions); 

local cultural and political context; geographical equity; and remain pragmatic by taking into 

account what already exists and build on that. 

 Facilitating the process. Transparency is key – in particular around resources; a legal framework 

to formalize this can be established. External facilitation has proved helpful to broker difficult 

discussions and bring in experience from other countries.  Involving key stakeholders and 

decision-makers (e.g., political level, sub-national level) early on will increase effective 

prioritization. Aligning the prioritization process with national planning cycles is important.  

 Tools. There are enough tools; sometimes too many in fact and a streamlining at global and 

regional level would be welcome – though countries must retain choice in which tools to use. 

The key issue is that data to make effective use of the tools is often lacking and more needs to 

be invested for this.   

RMNCH Fund Implementation 

Sixteen country teams present in the workshop have rolled out the RMNCH Country Engagement 

approach and are implementing activities funded by the RMNCH Fund. During this session countries 

were invited to reflect on the operational arrangements related to this funding mechanism (e.g., 

planning, financial flows, implementation, reporting, etc.). Some key takeaways from a country 

perspective are highlighted below.     

 Using existing systems. The RMNCH Fund was credited for using existing structures and systems 

for planning and implementation. This was said to promote existing national plans, joint 

planning and co-financing in some cases, as well as strengthening the existing coordination 

structures. Government has taken full ownership & leadership.  

 Flexibility. Despite the short-term nature of the financing, the Fund was commended for being 

very flexible particularly in reprogramming based on new information, unforeseen bottlenecks, 

etc. This is a critical factor in any financing mechanism.   

 Challenge of short-term view. While the catalytic nature of the financing was well understood, 

it was felt to represent a challenge in terms of effective programming and sustainability. 12-18 

month grants are too short, especially given some of the complexities of implementation. 

 Flow of funds. At country level there have been challenges in disbursing funds to NGOs and to 

the government. Standard administrative procedures of the UN system did not match the 

expectations to move with ‘urgency’. Some challenges included: different procedures across 

WHO, UNICEF and UNFPA; budget ceilings and fiscal cycles misaligned; blocked transfers to 
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government partners due to unrelated qualified audits; months-long process to establish 

contracts with NGOs; etc. 

 Implementing Partners. Need to balance between having enough implementing partners for 

broad buy-in and increased absorptive capacity, with having too many partners, which increases 

fragmentation and administrative burden.   

 Technical Assistance. Most countries requested technical assistance to prepare financing 

request and many recruited a dedicated person to oversee implementation. However, the global 

Technical Resource Teams (TRTs) linked to the UNCOSLC were under-utilized, possibly due to 

lack of information by country teams. 

 Sustainability. Countries underlined that the funding was geared principally for one-time 

catalytic investments or to increase/scale existing programs. The GFF was seen as a potential 

source of continued financing though many questions remained in terms of practical 

implications. Given the World Bank’s ways of operating, concerns were expressed in terms of 

the likely speed of funding flows and the ability to work through different types of partners. 

Global support for RMNCH programs – experience and outputs from the UNCoLSC’s Technical Resource Teams 

 

This session aimed to share the experience and outputs from the UNCoLSC Technical Resource Teams (TRTs). TRTs are a 

consortium of global experts – ~85 affiliated organizations including H4+, academics and implementing partners – who 

support countries to implement the UNCoLSC agenda. In the session, members from some of these groups showcased the 

various toolkits developed on the 13 life-saving commodities:  

 The Advocacy TRT, illustrated a tool kit which provides information about the UNCoLSC, and examples of how its 

ten recommendations to improve access and availability are being applied globally and within countries. It also 

provides advocacy resources for utilizing the Commodities Commission platform to raise awareness and engage 

stakeholders in addressing commodity-related gaps in global and national plans, policies, and initiatives, as well 

as providing strategic input to advance implementation of the recommendations.  

 The Demand Generation TRT showcased their tool kit for underutilized lifesaving commodities, which guides users 

along a strategic approach to social and behavior change communication (SBCC) design.  

 The Health Worker Performance TRT shared their toolkit, which compiles all service delivery related information 

in one document for reference by health workers in a bid to improve their service. The same tool kit maybe used 

for managers for resource planning and to supervise service delivery.   

 A Global Regulation, Markets, and Policy TRT was created to support upstream challenges with global 

manufacturing, commodity availability and price, import and regulatory hurdles, post-market surveillance and 

pharmacovigilance. During the workshop, a presentation on the status of RH commodities in the 22 EWEC 

countries revealed that overall, 15 RH products have been registered through WHO-PQT collaborative procedure 

as of 8th October 2015 and the total failure rate of the lifesaving commodities is 24%. More deliverables from 

this TRT can be accessed via this link.  

Overall, the TRTs have developed more than 400 knowledge products related to the UNCoLSC recommendations, ranging 

from quantification algorithms to policy briefs, advocacy materials, clinical guidelines and evidence frameworks. For more 

of these resources, please explore this link. Countries have already adapted and implemented some the above materials. 

For example, in Nigeria, the zinc/ORS video, The Strength to Fight, which was developed by the Child Health TRT has been 

translated into several local languages and is being used by SHOPS, CHAI and ICARE projects during trainings for 

proprietary patent medicine vendors (‘PPMVs’ or drug shop operators). In Uganda, the Ministry of Health adapted the 

tools to train more than 10,000 frontline healthcare workers, 12,000 rural and urban retail drug shop owners, and 6,000 

clinicians from faith-based clinics. 

http://www.path.org/publications/files/APP_advocacy_toolkit.pdf
http://sbccimplementationkits.org/demandrmnch/
https://drive.google.com/folderview?id=0BxajLIcWD1kKV2ZoTGp3TFBoWGs&usp=sharing
file:///C:/Users/dsera/Desktop/The%20TRTs%20had%20developed%20more%20than%20400%20knowledge%20products%20related%20to%20the%20UNCoLSC%20recommendations,%20ranging%20from%20quantification%20algorithms%20to%20policy%20briefs,%20advocacy%20materials,%20clinical%20guidelines%20and%20evidence%20frameworks
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3.3 Tools Clinics 

Resource Tracking 

This session covered the 

increasing relevance of 

resource mapping, 

given the increased 

attention on value for 

money, transparency 

and efficiency and 

effectiveness from all 

stakeholders. The clinic 

conveyed some lessons 

on resource mapping as 

a practical operationally 

oriented process to 

meet country needs. 

Several country examples were used to illustrate the use of such tools. A detailed mapping from Malawi 

was shared. Some lessons from implementation include:  

 Use of dynamic and simple software such as excel spreadsheet and Pivot Table functionality is 

more than sufficient to meet needs, especially during initial iterations; web based platforms 

tend to be more difficult to use and less flexible 

 Very strong political commitment is critical to get partners to provide the necessary data  

 Initial focus should be about forward-looking budget data (as opposed to expenditures, which is 

already captured through other tools like National Health Accounts or Public Expenditure 

Reviews)   

 Financial information can be linked to health outcome information/data as long as the 

categorizations are the same or similar     

 The level of detail is important to allow for a proper gap analysis against a costed health plan; 

but again important to ensure similar classifications (otherwise risk of comparing unrelated 

information) 

 Visibility on overheads and administrative budgets is important as it can sometime represent as 

much as 30-40% of budgets; if not tagged, it may results in serious under-estimated of resource 

gaps   

 The type of information to capture is context specific. The more that is capture the more 

complex it is to complete. At a minimum, it should capture budget for the coming 1-3 years by 

project/activity area broken down by financing agent, implementing agent, cost category, 

programme area (as per plans), and geography.   

3

Financing 
agents

Ordering & 
Shipping

Storage Distribution
Value of 

commodities

CMST
Essential med’s, FP 
commodities, TB 
drugs, malaria drugs

MoH
UNFPA
Stop TB
(GDF)

SDV
All Global Fund HIV
and TB commodities

Global Fund
CHAI-

UNITAID

JSI/UNICEF
Malaria drugs, tests 
& other commodities, 
essential med’s, FP 
commodities

MoH
USAID

Global Fund
DFID

Norway
GDC (KfW)

PSI – nets**
PSI also manages FP 
commodities, 
malaria drugs for 
village clinics***

USAID
* Storage of malaria commodities will soon be transitioned to RTT
** The $4 M mass community distribution of nets funded this year by Global Fund is managed by Mulli Brothers
*** Detailed information on the PSI supply chain for FP commodities was not available 3

Malawi has many parallel supply chains, with various players involved

MoH

CMST CMST

UNFPA

UNICEF

SDV SDV

PSI

Global Fund CML*
(JSI oversight) CML

(JSI oversight)

JSI

RTT
(JSI oversight)

UNICEF

$32 M

$4 M

Overview of Malawi’s four largest parallel supply chains, FY 2012-13 

Malaria, family planning

PSI

Essential med’s

JSI

Global Fund

CHAI

$12 M

$77 M

1
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Salima
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Blantyre
Mulanje
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Karonga
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Chitipa
Thyolo

Mwanza
Nkhata Bay
Nkhotakota
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District
30%

Other
70%

Looking at on- and off-budget resources together provided a complete 
picture of what was happening in each district
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$21-30 
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FY 2012-13 
Funding 
per capita

Per capita funding, FY 2012-13
Of total $163 M allocated directly to districts

Map of per capita funding, FY 2012-13 
Of total $163 M allocated directly to districts

Sources: 2008 Population and Housing Census, 2010 Demographic and Health Survey, and  Resource Mapping

Allocation of funding

Supported 
by MSF

Mulanje and Salima had highest 
rates of maternal & child 

mortality in 2010 DHS. Mulanje
also has high HIV prevalence

Per capita funding is highest in Neno, 
supported by Partners in Health. Levels of 
maternal & child mortality are lower than 

in neighboring districts

Mzuzu

Lilongwe

Blantyre

Total Per Capita Expected Resources for Health by County     FY 2012-13

Only $106M of the total $196M  is allocated to 
specific counties.  Per capita information here only 
incorporates resources identifiable by county.
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$18
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County Per Capita

Lofa $47.73 
Sinoe $38.08 
Nimba $37.10 

Grand Cape Mount $36.13 

Grand Kru $34.94 
Bong $34.57 

Gbarpolu $29.19 

Grand Gedeh $29.14 

Montserrado $22.50 

Grand Bassa $21.38 
Margibi $18.50 

River Gee $17.94 

Maryland $17.09 

River Cess $17.00 
Bomi $16.89 

National Average $27.88 

Source: MOHSW Resource Mapping Liberia

Malawi
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RMNCH Landscape Synthesis Discussions 
The RMNCH Landscape Synthesis is a monitoring tool that identifies commodity-specific and systems-

related bottlenecks by leveraging existing data sources, such as RMNCH strategic and programmatic 

documents, health and logistics information systems (e.g. HMIS, LMIS), population-based surveys and 

complemented with expert interviews.  During the workshop, participants at all levels – country, 

regional and global – had an opportunity to review and discuss the RMNCH Landscape Synthesis 

monitoring tool, processes for stakeholder review in-country, integration into management practices, 

areas for modification/improvement and overall lessons learned.   

Some lessons from implementation include:  

• Improve Data Review and Use: The RMNCH Landscape Synthesis is a useful monitoring tool, 

but improvements are needed for an inclusive stakeholder review process, integration into 

MOH and partner planning cycles, and recommendation and tracking of subsequent remedial 

actions. 

• Timely Annual Results: The RMNCH Landscape Synthesis should be conducted annually with 

data processing completed and results available one month prior to the MOH annual review 

process. 

• Sustainability: In collaboration with global / regional stakeholders, a post-2016 sustainability 

plan for the monitoring tool must be defined with an emphasis on country ownership including 

data entry, processing, quality assurance and analysis. 

• Tool Modifications: Modification and/or adaptation of the monitoring tool was requested by 

countries including the addition of sub-national / district level indicator (where available) to 

improve the overall managerial value of the tool. 

Key lessons learned and ingredients for a success data cycle (monitor-review-act): 

• High-level Advocacy: High-level political and technical engagement and advocacy is a key 

component for successful buy-in, ownership and use of the results.  Identify the right level for 

engagement – ‘the higher, the better’ 

• Set Expectations: Identify stakeholders at all phases of the process (monitoring, review, action) 

and outline expectations with each stakeholder as early as possible. 

• Review Forums: Identify forums or meetings for sharing results and prepare 

participants/stakeholders where possible by distributing results beforehand to ensure  

• Track Actions: Develop a process for documenting remedial actions and tracking progress for 

review during subsequent years. 

• Data Quality: Data quality is often a defence for unfavorable results, so ensure data quality 

issues are left to the underlying data systems – not the Landscape review process.  

• Dynamic Communications: ‘Data is political by nature’, so review facilitators need to be 

adaptable and prepared for a dynamic communications and discussion processes 
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3.4 Session on Overview of the Global Strategy & Operational Framework  

The Government of India, Partners in Population and Development 

and UNICEF are co-chairing the process of developing an 

Operational Framework for the Global Strategy for Women’s 

Children’s and Adolescents’ Health. The Operational Framework 

aims to be a resource to support governments, the private sector, 

and civil society to implement the Global Strategy within countries, 

integrating its action areas into national and sub-national plans and 

programming, with a focus on the first five years of implementation 

of the Sustainable Development Goals, from 2016-2020. 

At this consultation, the content of the current draft of the 

Operational Framework was presented, focusing on its constituent 

nine ingredients for action (corresponding to the nine action areas of the Global Strategy): 

1. Fostering country leadership 

2. Aligning and mobilizing financing 

3. Supporting community engagement, participation & advocacy 

4. Reinforcing global and national accountability mechanisms 

5. Strengthening health systems 

6. Enhancing mechanisms for multisectoral action  

7. Establishing priorities for adolescent health programmes and early child development 

8. Strengthening capacity for action in humanitarian settings 

9. Fostering research and innovation 

Participants in the consultation split into groups to consider the following questions: 

1. Do the content areas cover key areas for implementation on this theme in your country?  

2. What areas are missing? 

3. What sort of tools would be useful to link to in these sections? 

4. Is the flow of the document (guidance, country case studies, links to tools) useful, or would 

another format be preferable? 

Each group discussed two ingredients for action. 

Overall, participants welcomed the Operational Framework and found its format useful. There was 

agreement that a relatively short document with links to resources with more detailed guidance was 

appropriate.  

Key points raised for each ingredient for action included: 

1. Fostering country leadership 

 Greater emphasis should be paid to subnational levels of leadership 
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 Advocacy is required for linking other stakeholders for resource management and accountability 

 

2. Aligning and mobilizing financing 

 Financing and flows of funds needs more attention in accountability activities 

 

3. Supporting community engagement, participation & advocacy 

 It is important to define levels and strategy for community engagement 

 Community gatekeepers should be identified and engaged 

 

4. Reinforcing global and national accountability mechanisms 

 It is important to link monitoring activities and tools, including at subnational level 

 Accountability should be elevated above the health sector or Minister of Health – to the Prime 

Minister or President 

 There is a need for much more regional involvement (AU, ECOWAS, EAC, SADC, etc.) with peer 

review every 2-3 years at presidential level; possible establishing regional targets 

 

5. Strengthening health systems 

 Tools for data collection on health system performance (such as bottleneck analysis) should be 

harmonized 

 

6. Enhancing mechanisms for multisectoral action  

 Further attention should be paid to assembling a coalition of NGOs for multisectoral action 

 

7. Establishing priorities for adolescent health programmes and early child development 

 Given that work on these issues is often in early stages in many countries, guidance on how to 

establish programmes should be given 

 

8. Strengthening capacity for action in humanitarian settings 

 More attention should be paid to the specific vulnerabilities of women and children in 

humanitarian settings, including issues of gender in both risk and response 

 Consideration should be given to broad themes of preparedness, response, and how to access 

global resources 

 Accountability mechanisms also need to include humanitarian settings 

 Regional or global funding mechanisms are required for action in humanitarian settings 

 

9. Fostering research and innovation 

 In enhancing management capacity, emphasis should be on  research capacity in  local 

institutions; translating research to policy; a rights based approach; and research collaboration 

with other regions/countries 

 A national research agenda is key based on local needs 

 There is a need for greater dissemination of research findings beyond institutions 
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4.0 Workshop Summary   

The workshop closing remarks suggested that for countries to move forward the following will need to 

be addressed: 

 Country leadership: National governments will need to coordinate, own, prioritize, allocate 

domestic resources and ensure accountability for sustainability. 

 Community Engagement: Also highlighted is the need to ensure that communities participate 

and own all the programmes introduced to them to maximize the utilization of services.  

 Human Resources: The need to train, retain, remunerate and motivate health workers who are 

the backbone of the health system.  

 Learning: The need to support each other- by learning best practices from neighboring 

countries.  

For this to happen, the workshop highlighted the following key lessons by workshop thematic focus:  

Monitoring and accountability focusing on the RMNCH scorecard 

 A solid foundation for RMNCAH has been established with the use of the RMNCAH Scorecard & 

Action Tracker for accountability and results.  

 Integrating effective RMNCAH monitoring, accountability and action tracking mechanisms into 

existing country mechanisms will be vital to ensure sustainable action in the post 2015 era 

 Wide dissemination of the Scorecard to a broad range of stakeholders and high-level political 

engagement enhances ownership, facilitates action and will ensure sustainability 

 Scorecards are essentially management tools that reflect national priorities and facilitate action. 

They are not designed to replace existing regional or global monitoring tools 

 Scorecards and Action Trackers can be used to support national, global and regional initiatives, 

for example: A Promise Renewed; Sharpened One Plan (Tanzania), the Global Vaccine Action 

Plan; Results Based Financing tracking  

 The Scorecard and Action Tracking approach can be expanded to support other areas, for 

example nutrition, the broader health landscape and other national development priorities 

 Ministries of Health are working to ensure the long term sustainability of the scorecard 

approach by creating scorecard budget lines, inclusion of RMNCH scorecard and action tracking 

training as part of the pre-service and in-service training of health staff, and including 

responsibilities for the scorecard functioning within staff job descriptions 

 Countries are ready to engage in enhanced South / South collaboration in the area of RMNCAH 

monitoring and action 

Integrated RMNCH Programming 

 Country platforms will continue to play a critical role the SDG era. However, there will be a need 

for linkages for the multi sectoral platforms, along with governments being more accountable 

and in the driving seat. 
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 Prioritization means tradeoffs and pragmatism. With this, there is need for data, having the right 

tools and the right people during the prioritization process, for joint ownership. 

 Any financing mechanism needs to be simple and flexible to the country needs is critical 

 It is critical to better linking all the different levels- community level, regional, national and 

global level. In the same vein, H4 plus should utilize a single integrated support delivery system 

at country level to minimize transaction costs and maximize efficiency 

 The importance of development being seen as about people- every single child, adolescent, 

woman- about human rights was also highlighted, including the role we each have to play to 

serve our beneficiaries- to be more efficient, results oriented and accountable 

Global Strategy & Operational Framework  

 The inputs from the consultation were very useful and are now being used to finalize the 

Operational Framework (along with inputs from a number of other consultations). The process 

should be completed by early 2016 and the Operational Framework will then be available on the 

everywomaneverychild.org website as part of an online resource center. 

 

 

http://www.everywomaneverychild.org/
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APPENDIX 

List of workshop attendees  

Country Name Organization Tel: Contact Email 

Benin Soliou Badara UNICEF 22997449751 sbadarou@unicef.org 

Benin Mabou Ahokpossi Ministry of Health 22995402282 ahmabou@yahoo.fr 

Benin 
Raymond Aime Kuassi 
AMOUSSU Ministry of Health 22995861550 raykuam@yahoo.fr 

Benin Thierry J. Tossou Boco Ministry of Health 22995647164 tosboc_thierry@tahoo.fr 

Botswana Sinah Kgomotso Phiri Ministry of Health 26772471294 phirisinah@gmail.com 

Botswana Boitumelo Thipe Ministry of Health 26771675553 boituth@gmail.com 

Burkina Faso Arzouma Ouedraogo  Ministry of Health 22770252125 lioneldas@yahoo.fr 

Burkina Faso Muhoza Denis UNICEF 22664930596 dmuhoza@unicef.org 

Burkina Faso Augustin Zongo Ministry of Health   zongoaugustin@yahoo.fr 

Burkina Faso Isabelle Sanou Bicaba Ministry of Health   bicabaisabelle@yahoo.fr 

Burundi Lambert Nkurunziza Ministry of Health 25779575935 nkurulambert@gmail.com 

Burundi Theophille Bigayi Ministry of Health 25777739724 bigayit@yahoo.fr 

Cameroon Kipanya Gregoire Kananda UNICEF 237677267183 gkananda@unicef.org 

Cameroon James Lucien Inongo Ministry of Health 237699893352 jamesinongo@yahoo.fr 

Cameroon 
Nicole Tamba Biloa ep 
Mouelle Eteki UNFPA 237696298163 eteki@unfp.org 

Cameroon Dr. Amani Adidja Ministry of Health 237662603740 amaniadidja@gmail.com 

Congo  Mbemba Michel  WHO 242066663589   

DRC Issa Kone UNICEF 243970009866 iskone@unicef.org 

DRC Didier Kabing Kashal Ministry of Health 243997021121 dkkashal@gmail.com 

Ethiopia Hailemariam Legesse UNICEF   hlegess@unicef.org 

Ethiopia Ekram Mohammed Ministry of Health 251913207037 ekrammoh.em@gmail.com 

Ethiopia Etenesh Gebreyohannes Ministry of Health 251910825125 mhexpart31mh@gmail.com 

Ethiopia Mohammed Ormango Ministry of Health 251936672524 
ormangomohammed@yahoo.co
m 

Ethiopia Solomie Deribessa CHAI 251911407063 solomejebessa@gmail.com 

Ethiopia Tawanda Chisango AU 251934167052 chisangot@africa-union.org 

Ethiopia Haimarot Ambelu WHO 251917800339 haimoi4@gmail.com 

Gambia Bafoday Jawara Ministry of Health 2209906661 mawbafoday@gmail.com 

Gambia Lamin B.S Jarju 
National Malaria Control 
Programme 2209988410 lbsjarju@yahoo.co.uk 

Ghana Patrick Larbi-Debrah Ministry of Health 233709074136 paapalarbi@gmail.com 

Ghana Kennedy Tetteh Nartey Ghana Health Service 233244777418 kttnartey@yahoo.co.uk 

Kenya Jane Kimbwarata AMREF 254722319367 janemwena@gmail.com 

Kenya Peter Okoth UNICEF 254721310170 pokoth@unicef.org  

Kenya David Soti Ministry of Health 254724830143 dosoti2002@yahoo.com  
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mailto:phirisinah@gmail.com
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mailto:dmuhoza@unicef.org
mailto:zongoaugustin@yahoo.fr
mailto:bicabaisabelle@yahoo.fr
mailto:nkurulambert@gmail.com
mailto:bigayit@yahoo.fr
mailto:gkananda@unicef.org
mailto:jamesinongo@yahoo.fr
mailto:eteki@unfp.org
mailto:amaniadidja@gmail.com
mailto:iskone@unicef.org
mailto:dkkashal@gmail.com
mailto:hlegess@unicef.org
mailto:ekrammoh.em@gmail.com
mailto:mhexpart31mh@gmail.com
mailto:ormangomohammed@yahoo.com
mailto:ormangomohammed@yahoo.com
mailto:solomejebessa@gmail.com
mailto:chisangot@africa-union.org
mailto:haimoi4@gmail.com
mailto:mawbafoday@gmail.com
mailto:lbsjarju@yahoo.co.uk
mailto:paapalarbi@gmail.com
mailto:kttnartey@yahoo.co.uk
mailto:janemwena@gmail.com
mailto:pokoth@unicef.org
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Kenya Jean Patrick Ministry of Health 254720365528 nitahjp@yahoo.com  

Kenya Jeremiah Muno  Ministry of Health 254710370820 jeremwendwa@yahoo.co.uk 

Kenya Omar Ahmed Ministry of Health 254722607485 humphomar@gmail.com 

Madagascar Fidelis Odilon Ralaiariparany Ministry of Health 261322843994 odonopiro@live.fr  

Madagascar Julie Norovoahangy Harisoa Ministry of Health 261330922040 harisoajulie@yahoo.fr  

Madagascar Randrianapiera Lie Bertin Ministry of Health 261341956675 randrianapieralie@yahoo.com  

Malawi Atnafu Getachew Asfaw UNICEF 265993061260 agasfaw@unicef.org  

Malawi Mwayi Kachapila  Ministry of Health 265999392227 mwayikac@gmail.com 

Malawi Abiodun Chris Oyeyipo UNFPA 265994073988 oyeyipo@unfpa.org  

Mali Bintou Kone Ministry of Health 22366783674 bimette@gmail.com 

Mali Keita Fadima Tall Ministry of Health 22366784493 fadimati1@hotmail.fr  

Mali Tessougue Fatoumata WHO 22379020515 tessouguef@who.org  

Mozambique Alexandre Boon UNICEF 258825688157 aboon@unicef.org  

Mozambique Dra. Leopoldina Massingue Ministry of Health 258824601810 dilla05mz@gmail.com 

Mozambique Stelio Dimande Ministry of Health 258820772200 steliokkdimande@gmail.com 

Mozambique 
Sra. Regina Heloisa Couto 
Nassaica Ministry of Health 258822456200 reginanassica@hotmail.com  

Mozambique Pilar de la corte Molina UNFPA 258824176250 pmolina@unfpa.org  

Namibia Erwin Nakafingo Ministry of Health 264811499288 his@healthnet.org.na 

Namibia 
Benjamin Musamane 
Tjivambi Ministry of Health 264813415558 btjivambi@mhss.org.na 

Niger Aminata Konate Tinni Ministry of Health 22799607608 aminatinni@gmail.com 

Niger Hinsa M. Solange Diori Ministry of Health 22796182020 solangediori@yahoo.fr  

Niger Issaiakou Seidi Ministry of Health 22790412831 issiakouseidi@yahoo.fr  

Niger Mohammed Dicko UNFPA 22798638503 mdicko@unfpa.org  

Nigeria Adeniyi Ekisola Ministry of Health 
234802338623

1 niyieki@yahoo.com  

Nigeria Francisca Njoku Ministry of Health 
234816730077

2 njokufc@yahoo.co.uk  

Nigeria Greg Onyejiaka Izuwa Ministry of Health 
234806555676

0 gizuwa@yahoo.com 

Nigeria Olayiwola Olaniyi Olatawura Ministry of Health 
234817359251

2 layi.olatawura@hsdf.org.ng  

Nigeria Oluwafemi Isaac James  Ministry of Health 
234806613714

6 femi.james.fj@gmail.com 

Nigeria Olanike Adedeji UNFPA 
234803306941

2 oadedeji@unfpa.org  

Nigeria Rhoda J. Kuje Ministry of Health 
234802946577

8 kujerhoda@yahoo.com  

Nigeria Solomon Ferede WHO   feredes@who.int 

Senegal  Omar Sarr  MOH/District Director   oumarsarr@gmail.com 

Senegal  Eldhadji Yankhoba Dial UNICEF 221776468476 ehydial@unicef.org  

Senegal  Aida Gadiaga Ministry of Health 221775326779 gadiagaaida@yahoo.fr 

Senegal  Khady Seck Ministry of Health 221776353821 drkhadyaseck@gmail.com  

Senegal  Remy Mwamba UNICEF/WCARO 221774609523 rmwamba@unicef.org  

Sierra Leone Alhassan Fouard Kanu Ministry of Health 23276209546 allantain2009@yahoo.co.uk  

Sierra Leone Sulaiman G. Conteh Ministry of Health 22727878960 contel4722@gmail.com 
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mailto:his@healthnet.org.na
mailto:btjivambi@mhss.org.na
mailto:aminatinni@gmail.com
mailto:solangediori@yahoo.fr
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mailto:mdicko@unfpa.org
mailto:niyieki@yahoo.com
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mailto:oadedeji@unfpa.org
mailto:kujerhoda@yahoo.com
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mailto:oumarsarr@gmail.com
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mailto:gadiagaaida@yahoo.fr
mailto:drkhadyaseck@gmail.com
mailto:rmwamba@unicef.org
mailto:allantain2009@yahoo.co.uk
mailto:contel4722@gmail.com
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Sierra Leone Wogba Edwin Peter Kamara Ministry of Health 23276734513 wogbaepkamara@gmail.com 

Sierra Leone Ngozi Kennedy UNICEF 23276273990 nkennedy@unicef.org  

Sierra Leone Yaqub N WHO 23278070521 yaqubn@who.int 

Sierra Leone Dr. Elhassein UNFPA 23278044969 elhassein@unfpa.org  

Swaziland Bonisile Nhlabatsi Ministry of Health 26876076783   

Swaziland Simangele Mthethwa Ministry of Health 26876076783 sbhleta@gmail.com 

Tanzania Clement Kihinga Ministry of Health 255754250388 kihinga@yahoo.com  

Tanzania Victor Bakengesa Ministry of Health 255718117135 vkrbaken@yahoo.com  

Tanzania Zuhura Mohammed Nassor Ministry of Health 255659677854 zuhtz@yahoo.com  

Tanzania Rudashi Dadi UNFPA 255689782198 dadi@unfpa.org  

Uganda  Dr. Collins Tusingwire Ministry of Health 256774644929 tusingwirecollins@gmail.com 

Uganda 
Dr. David Livingstone 
Makanga Ministry of Health 256754692999 drmakanga@hotmail.com 

Uganda Dr. Jane Aceng Ministry of Health 256772664690 janeacenge@gmail.com 

Uganda Dr. Jesca Nsungwa Sabitti Ministry of Health 256772509063 jnsabiiti@gmail.com 

Uganda Dr. Placid Mihayo Ministry of Health 256772658916 mihayo1963@yahoo.co.uk 

Uganda  Dr. Winyi Kaboyo Ministry of Health 256772595792 winyikaboyo@yahoo.com  

Uganda Ms. Juliet Tumuhairwe Ministry of Health 256782654257 tumuhairwejuliet@gmail.com 

Uganda Dr. Moses Arinaitwe MOH-Global Fund 256772515906 arinaitwem@yahoo.com 

Uganda Dr. Kidane G. Abraha UNFPA 256771313166 kabraha@unfpa.org  

Uganda Dr. Asuman Lukwago PS – MOH 256414340872 ps.lukwago@gmail.com 

Uganda Dr. Yvonne Mugerwa UNFPA 256772611840 mugerwa@unfpa.org 

Uganda Dr. Olive Sentumbwe WHO 256772473600 sentumbweo@who.int 

Uganda Ronald Sentumwa Ministry of Health 256774217830 setuuwa@gmail.com 

Uganda Dr. Janex Kabarangira Ministry of Health 256772449485 janexkabarangira@gmail.com 

Uganda John Ssengendo Ministry of Health 256782757727 sengendoj@yahoo.co.uk 

Uganda Muwonge Moses Samasha 256772537723 mmuwonge@samasha.org 

Uganda Okumu Robert OPM 256752487875 okumurobert79@gmail.com 

Uganda Aziz Agaba UNHCO 256753425516 aagaba@unhco.org 

Uganda Mwebaza Enid Jhpiego 256702413962 enid.mwebaza@jhpiego.org 

Uganda  Luba Julius OPM 256752362676   

Uganda Sean B UNICEF 256785424271   

Uganda Nakati Lillian JHU/CCF 256772490725 balekebogere@gmail.com 

Uganda Dr. Martin Ruhweza AMREF 256704616322 martin.ruhweza@amref.org  

Uganda Dr Ruhankana Rugunda OPM     

Uganda Ajoket P OPM 256704919295   

Uganda Aggrey Dhazuzulu OPM     

Uganda Cornelia Asiimwe Samasha 256754082919 casiimwe@samasha.org 

Uganda Enoch Sebuyungo Makerere University 256772424428 esebuyungo@gmail.com 
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mailto:ps.lukwago@gmail.com
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mailto:setuuwa@gmail.com
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Uganda John Geoffrey Mbabazi 
Education Service 
Commission 256782482780 jgmbabazi@yahoo.co.uk 

Uganda Dr. Grace Kabaniha WHO 313335500 kabanihag@who.int 

Uganda Denis Kibira HEPS  256701580120 dkibira@heps.or.ug  

Uganda Albert Lule Ministry of Health 256753302776 lulealbert@yahoo.com  

Zambia Mary Nambao Ministry of Health 26096680178 marynambao@gmail.com 

Zambia Mwanza Rosemary Ministry of Health 26072080806 romakaleme@yahoo.co.uk 

Zambia Patrick Banda Ministry of Health 260977758968 patrickbnd@yahoo.co.uk  

Zambia Ruth Nkhata Bweupe Ministry of Health 260977800378 bweupern@gmail.com 

Zambia Dr. Stephen Mupeta UNFPA 260977809134 mupeta@unfpa.org 

Zambia Mary K Bwalya WHO 260955743999 bwalyam@who.int 

Zambia Dr. Sarai Buulani Maluma WHO 260977879590 malumos@who.int 

Zimbabwe Bernard Madzima Ministry of Health 263772481478 madzimabernard@gmail.com 

Zimbabwe Brian Abel Maponga Ministry of Health 263774368241 abmaponga@gmail.com 

Zimbabwe Winston Chirombe Ministry of Health 263772647090 wchirombe@gmail.com 

Zimbabwe Margaret Matongo Ministry of Health 263772325918 nyandorom@gmail.com 

Regional 
Partners  Muna Addullah UNFPA 27715727244 munaasmh@gmailcom 

Regional 
Partners Janet Kayita UNICEF ESARO 254700871181 jkayita@unicef.org  

Regional 
Partners Assumpta Muriithi WHO AFRO 242066806774 muriithia@who.int  

Regional 
Partners Geoffrey Bisoborwa WHO AFRO 256772453375 bisoborwag@who.int 

Regional 
Partners Teshome Desta WHO/IST 26377304551 destanold@who.int  

Regional 
Partners Tunda Adegboyega WHO/IST 263782951214 adedboyegaa@who.int 

Regional 
Partners Conombo S. Ghislaine WHO /IST 24104784927 conombogh@who.int 

Regional 
Partners Degbey Herbert WHO/IST   degbeyh@who.int 

Global Partners Monet Jean Pierre UNFPA New York 32499567507 monet@unfpa.org  

Global Partners Kumanan Rasanathan UNICEF New York   krasanathan@unicef.org  

Global Partners John Quinley UNICEF-AFR 19179695425 jquinley@unicef.org  

Global Partners 
Dilip Thandassery 
Ramachandran WHO Geneva  41774022978 thandasseryd@who.int  

Global Partners Robinah Najjemba 
WHO Geneva/Quality & 
Regulation TRT 41793006052 robinahnajjemba@yahoo.co.uk 

Global Partners Peter Okwero World Bank 414230094 pokwero@worldbank.org  

Global partners Geir Lie PMNCH   lieg@who.int 

Global Partners Joachim Osur 
AMREF/Performance 
TRT 254733753458 joachim.osur@amref.org 

Global Partners Nancy Bolan 
World Vision/Advocacy 
TRT 33670385363 nancy.e.bolan@gmail.com 

Global Partners Tamara Pironnet Dalberg 41768192385 tamara.pironnet@dalberg.com  

Global Partners Agnes Dzokoto Global Fund 41793956548 

agnes.dzokoto@theglobalfund.or
g 

Global Partners Robinah Lukwago DFID 256772700094 r.lukwago@dfid.govuk 

Global Partners Anne Palaia USAID   apalaia@usaid.gov 

mailto:jgmbabazi@yahoo.co.uk
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mailto:marynambao@gmail.com
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mailto:agnes.dzokoto@theglobalfund.org
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19 
 

Global Partners Anne Lindeberg 
Embassy of Sweden, 
Kampala 256772707102 anne.lindeberg@gov.se 

ALMA Diego Duque ALMA   DDuque@alma2030.org 

ALMA Anne Gasasira ALMA   AGasasira@alma2030.org 

ALMA Elizabeth Juma ALMA 254722796494 ejuma@alma2030.org 

ALMA Joyce Kafanabo ALMA 255765590982 jkafanabo@alma2030.org 

ALMA Samson Katikiti ALMA 41799564311 skatikiti@alma2030.org 

ALMA Elizabeth Katwan ALMA 13477022757 ekatwan@alma2030.org 

ALMA Jasmine Nelson ALMA   JNelson@alma2030.org 

ALMA Foluke Olusegun ALMA 447500865224 folusegun@alma2030.org 

ALMA Charles Paluku ALMA 263776746013 palukuc@alma2030.org 

ALMA Joy Phumaphi ALMA 26772333383 jphumaphi@alma2030.org 

ALMA Melanie Renshaw ALMA   rmelanie@alma2030.org 

RMNCH SCT Pascal Bijleveld RMNCH SCT   pbijleveld@unicef.org 

RMNCH SCT Blerta Maliqi RMNCH SCT 41227715037 maliqib@who.int 

RMNCH SCT Bennett Nemser RMNCH SCT   bnemser@unicef.org 

RMNCH SCT Paul Pronyk RMNCH SCT 19172429774 pproynk@unicef.org 

RMNCH SCT Diana Sera RMNCH SCT   dsera@unicef.org 

RMNCH SCT Nora Springstubb RMNCH SCT   nspringstubb@unicef.org 

RMNCH SCT Martin Steinmeyer 
Consultant for 
Evaluation    m.steinmeyer@gmt.net 
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