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1. [bookmark: _Toc159902420]INTRODUCTION

1.1. The Monitoring and Evaluation Plan of the “Improving Efficiency, Quality, and Access in Belize’s Health System” Program (BL-L1048; BL-J0008) describes the main elements of the operation's monitoring and evaluation arrangements, including monitoring tools, evaluation strategies, and responsibilities. This project’s executing agency (EA) will be the MOHW, through its Policy, Planning and Project Management Unit (PPPMU).
1.2. The Bank will monitor the progress of the activities through the Executing Agency’s Semi-Annual Reports, Pluriannual Execution Plan (PEP), the Annual Operating Plans (AOP), the Procurement Plan (PP), the Results Matrix (RM), the Progress Monitoring Report (PMR), and the Audited Financial Statements (AFS), without prejudice to the additional mechanisms that are agreed upon with the EA. The Bank will accompany the MOHW with technical assistance when required. The monitoring arrangements will be reviewed, and if necessary, updated, both at the start-up and in the mid-term of the operation. Additionally, progress in compliance with these arrangements will be monitored during country-level portfolio review meetings twice a year.
1.3. The evaluation will assess the contribution of the program to the achievement of the specific objectives, as measured by the main indicators. To this end, a comprehensive results evaluation will be conducted, including: (i) a measurement of the impact and outcome indicators of the RM to conduct a “before and after” analysis; (ii) a review of the project´s theory of change; (iii) an analysis on the degree of physical and financial progress of the outputs defined in the Project (i.e., compliance with planned activities); and (iv) an analysis of the project outcomes in the context of existing evidence of the effectiveness of similar interventions in comparable contexts. This evaluation will be complemented by an impact evaluation of primary health care (PHC) interventions deployed in rural areas (i.e., strengthened community health workers (CHWs) platform, integrated mobile clinic, and behavior-change communication campaign) to be implemented in target rural villages of Stann Creek district. This evaluation will focus on the causal effect (attribution) of these interventions on the outcomes of interest. Additionally, a mid-term evaluation consisting of a process evaluation will assess the progress of the digital health and infrastructure outcomes and outputs, as these are the primary activities to be implemented in the first half of the project.
1.4. The main evaluation questions will be to determine whether the interventions have contributed to the program objectives. The analysis will identify lessons for future Bank operations in the health sector. 
2. [bookmark: _Toc159902421]SUMMARY OF THE PROJECT

2.1. The project’s general development objective is to improve the health of the population in Belize. The specific objectives are to: (i) improve the efficiency and quality of healthcare delivery; and (ii) improve access to key health services: 
2.2.	Component 1. Increasing the efficiency and quality of healthcare delivery. This component has three sub-components: 1.1. Quality and efficiency improvement strategy and Human Resource (HR) capabilities; 1.2. System’s governance; and 1.3 Digital Health. Subcomponent 1.1 will finance interventions to increase the efficiency and quality of services, including: (i) updating and deploying the QEIS; (ii) designing and implementing a patient satisfaction assessment mechanism; (iii) establishing MRCs; (iv) financing scholarships to train additional doctors and nurses; (v) strengthening the NCD and Epidemiology units with (temporary) consultants; (vi) training health workers, managers, and senior MOHW officials; (vii) updating the HH strategic plan; and (viii) developing and implementing a PMES. Sub-component 1.2 will finance interventions to optimize key aspects of the system, including: (i) updating the National Health Strategic Plan; (ii) improving the supply chain of medicines and supplies, including procurement; and (iii) developing a centralized hospital costing system. Sub-component 1.3 will finance interventions aimed at improving the BHIS and the overall digital ecosystem, including (i) improving the BHIS with new functionalities; (ii) improving data quality, including updated SOPs and automated reports and dashboards; (iii) designing and implementing a change management strategy; (iv) assessing the digital health governance and developing key strategic plans and policies; and (ii) upgrading hardware and data servers.
2.3.	Component 2. Improving access to healthcare. This component will finance interventions aimed at improving access to outpatient, inpatient, and long-term care , including: (i) revising and updating the healthcare delivery model healthcare delivery model; (ii) strengthening the CHW platform; (iii) piloting a comprehensive mobile clinic; (iv) piloting a telehealth program for patients with mental health conditions; (v) designing and implementing a behavior change communication campaign; (vi) expanding, retrofitting, and equipping four HFs; and (vii) adapting four HFs to climate change and public health emergencies.

3. [bookmark: _Toc159902422]MONITORING

3.1. [bookmark: _Toc159902423]Description and responsibilities 
3.1.1. Monitoring refers to the processes required to measure and analyze the progress and achievement of project objectives, the appropriate use of resources to achieve that progress, and the timely identification of deficiencies, challenges, or needed adjustments. To this end, monitoring seeks to bring together data from all relevant sources to analyze what is happening, where, and to whom.[footnoteRef:2] [2:  	World Health Organization (WHO). Monitoring, evaluation and review of national health strategies: a country-led platform for information and accountability. 2011. [Internet]. [cited 2022 June 11]. Available from: https://apps.who.int/iris/handle/10665/85877.] 

3.1.2. Monitoring and reporting activities will be coordinated by the IDB Project Team in conjunction with the EA; both will monitor the indicators proposed in this project. Regular monitoring meetings are planned to assess progress against the agreed output and outcome indicators. Table 1 details the allocation of responsibilities for this operation.[footnoteRef:3] [3:  	The Responsible entity has the role of carrying out the task. The Informed entity is the one that must be informed about the progress and results of the execution of the task.] 

[bookmark: _Ref156250846]Table 1. Responsibilities Assignment Matrix
	Activities
	Responsible
	Informed

	1. Collect information about the progress of the project 
	EA
	IDB

	2. Calculation of performance indicators
	EA 
	IDB

	3. Planning corrective or preventive actions, including allocation of physical, technical, and financial resources
	EA
	IDB

	4. Updating risks and performance indicators
	EA 
	IDB

	5. Preparing the semi-annual reports
	EA
	IDB

	6. Analyzing the semiannual report for decision-making
	EA / IDB
	IDB

	7. Review of the Supervision Plan
	IDB
	EA



3.2. [bookmark: _Toc159902424]Instruments & Methodology 
3.2.1. The EA will prepare semi-annual narrative reports of compliance with physical and financial goals, describing the following information:
· Executive summary containing general data of the project.
· Target population and costs.
· Milestones and developed activities.
· Financial execution.
· Physical execution.
· Progress on indicators and targets set by the project.
· Problems encountered and measures taken.

3.2.2. Other activities coordinated by the IDB are the PMR, the annual supervision plan, the mid-term results monitoring meeting (based on the results of the mid-term evaluation review), and the project’s closing meeting (to discuss the draft Project Completion Report (PCR)). Additionally, during the kick-off workshop, the procedures, responsible parties, and any additional monitoring tools for the operation will be agreed upon.
3.2.3. The main mechanism for reporting project results is the Progress Monitoring Report (PMR). The main sources of information for the PMR will include the following instruments and tools:
· Results Matrix (RM). The RM establishes the objectives of the project and presents the key impact and outcome indicators (with information on indicators’ baseline and targets) that will measure the achievement of the general and specific objective developments of the project, as well as the output indicators to monitor the implementation of the program. The RM reflects the theory of change of the project to achieve the expected results and is a fundamental tool to guide the planning, monitoring, and evaluation of the project (see Indicators Dictionary in the Project’s Operations Manual). 
· Pluriannual Execution Plan (PEP). It is a dynamic planning tool that lists the actions that will be carried out during the entire period of execution of the operation. The PEP specifies the available resources and time frame for the implementation of each project’s activities and associated outputs and identifies critical milestones to be monitored for the achievement of outputs. The PEP will be updated as needed by the EA and submitted for the Bank’s non-objection. 
· Annual Operating Plan (AOP). It constitutes the planning instrument for project activities for each year. The AOP includes the physical and financial progress of the previous period and annual disbursement projections, among others. The updated POA will be part of each semiannual progress report.
· Semi-annual progress reports. The EA is responsible for submitting to the Bank semi-annual progress reports within sixty [60] days of the end of each semester. These reports must be submitted to the IDB in February and August. These reports detail advances in project’s implementation and include: (i) outputs physical and financial progress; (ii) progress of the activities included in the AOP; (iii) status of the procurement and contracting processes; (iv) compliance with environmental and social safeguards; and (v) updated risk assessment, among others. 
· Other sources of information for the PMR and the monitoring of the program will be: 
· PP.
· Financial Plan.
· Annual disbursement projections. 
· AFS. 

Figure 1 summarizes the main monitoring instruments and the purpose of each one of them. 

3.2.4. Operational monitoring will be carried out through periodic meetings that will be held with the EA. 

Figure 1. Main monitoring instruments[image: A diagram of progress monitoring report

Description automatically generated]


4. [bookmark: _Toc159902425]EVALUATION

4.1. [bookmark: _Toc159902426]Description and responsibilities 

4.1.1. The evaluation of a project is a systematic and iterative process that involves the analysis, measurement, and assessment of a project's results. This process seeks to determine how effectively and efficiently a project functions, aiming to draw evidence‑based conclusions and results. The primary objective of an evaluation is to assess the extent to which the program met its intended objectives, as well as to understand the program's potential broader impacts. It aims to provide a nuanced analysis of the reasons behind the achieved or unachieved results, and to evaluate the program's value and impact relative to its costs and benefits. Additionally, an evaluation seeks to identify lessons learned and opportunities for improvement, which can inform future Bank operations. Through this reflective process, an evaluation not only assesses past and present performance but also informs future planning and decision-making.[footnoteRef:4] [4:  	Sanderson, I. (2002), Evaluation, Policy Learning and Evidence-Based Policy Making. Public Administration, 80: 1‑22. https://doi.org/10.1111/1467-9299.00292.] 

4.1.2. The evaluation plan will first include a comprehensive results evaluation to provide a holistic analysis of the project's planning, execution, and operational efficacy. This results evaluation aims to offer a detailed understanding of how the project has been implemented in practice, its effectiveness, and its alignment with intended objectives. In addition, an impact evaluation will be conducted, aiming at assessing the impact of the primary healthcare (PHC) interventions (i.e., strengthened community health workers (CHWs) platform, integrated mobile clinic, and behavior-change communication campaign) to be deployed in target rural villages of Stann Creek district. This evaluation will focus on the causal effect (attribution) of this intervention on the outcomes of interest. Likewise, a mid-term evaluation will be conducted to assess on the process of the implementation of the digital health and infrastructure activities. 
4.1.3. The evaluations to be carried out will be guided by the RM (see section 5) and the vertical logic of the project, summarized in Figure 2. The evaluation will be carried out by a group of consultants or a company with proven experience in evaluating health projects, using mixed methods (qualitative and quantitative approaches).
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Figure 2. Vertical logic of the projectInsufficient quality of care:
-Lack of adherence to evidence-based clinical & managerial protocols. 
-Lack of standardized & optimized processes that are continuously improved. 
-Limited information on patient satisfaction. 

Suboptimal availability, distribution, and quality of the health workforce:
-Shortages of health human resources (HR), including senior Ministry of Health and Wellness (MOHW) officials. 
-Lack of essential skills & competencies (in health workers & managers) due to insufficient on-the-job training & poor human resources management.
-High turnover rate of health workers in rural areas.
-Low productivity. 

Governance level inefficiencies: 
-Fragmentation & insufficient accountability in the health system.
-Lack of cost information from hospitals. 
-Stock-outs of key medicines and supplies.

Digital health inefficiencies:
-Outdated BHIS functionalities & inefficient data capture. 
-Data duplication & outdated standard operating procedures (SOPs).
-Gaps in the digital legal, regulatory, and policy environments.  
-Outdated IT infrastructure. 

Solutions
Determinants
Causes
Problem

COMPONENT 1. IMPROVING THE EFFICIENCY & QUALITY OF HEALTHCARE DELIVERY.
Sub-component 1.1. Quality and efficiency improvement strategy (QEIS) & HR capabilities. 
-Deploying the QEIS, including revising & updating clinical & managerial protocols and standardizing & optimizing care processes.
-Establishing Mortality Review Committees to promote continuous improvements in care delivery.
-Implementing a patient satisfaction assessment mechanism.
-Financing scholarships to train additional doctors and nurses.
-Strengthening the MOHW’s NCD and Epidemiology units with consultants.
-Training health workers, managers, and senior MOHW officials. 
-Updating the national HR strategic plan, including cost-effective strategies to increase the availability of health workers in Belize’s rural areas.
-Implementing a Performance Monitoring and Evaluation system to oversee health workers, which, along with improved processes & training, will boost their performance and productivity.

Sub-component 1.2. System’s governance.
-Updating the National Health Strategic Plan to address system challenges and propose solutions, including measures to reduce fragmentation and increase accountability. 
-Developing a centralized hospital costing system. 
-Improving the supply chain of medicines and supplies.

Sub-component 1.3. Digital health.
-Improving the BHIS with new functionalities to reduce inefficiencies in data capture.
-Updating SOPs, reducing data duplication, and generating automated reports.
-Implementing a change management strategy to train end-users on new BHIS features and SOPs. 
-Assessing the digital health governance & developing key policies & strategies.
-Upgrading hardware & data servers. 
Cause 1: Inefficient & low-quality healthcare delivery.
Specific objective 1: To improve the efficiency & quality of healthcare delivery.

 Indicators:
-% of hospital readmissions within 30 days, due to a diagnosis associated with diabetes and/or cardiovascular diseases. 
-% of neonatal complications managed according to norms. 
-Control of blood pressure among people with hypertension (at least once in the past six months). 
-% of inpatient encounters in the BHIS with the ICD-10 diagnosis code. 
-% of stock-outs of essential medicines in public. pharmacies. 



COMPONENT 2: IMPROVING ACCESS TO HEALTHCARE.
-Revising & updating the healthcare delivery model.
-Piloting a comprehensive mobile clinic to provide outreach in rural areas.
-Strengthening the CHW platform.
-Piloting a telehealth program to provide specialized consultations for patients with mental health conditions.
-Designing & implementing a behavior change communication campaign to promote the uptake of health services (tacking demand-side barriers).
-Expanding, retrofitting, and equipping three health facilities, with a focus on A&E and obstetrics/gynecology. 
-Expanding, retrofitting, and equipping the Palm-Center for Long-Term Care.
-Adapting four health facilities to climate change & public health emergencies.
Ineffective PHC model:
-Ineffective outreach healthcare delivery model in rural areas.
-Insufficient number of community health workers (CHWs) & lack of training and essential tools and medicines for them to operate.
-Demand-side barriers to healthcare access and utilization.

Limited specialized services:
-Limited availability of specialized consultations in rural areas. 
-Insufficient number of beds for patients with mental health conditions that require long-term care. 

Capacity strain in regional hospitals 
-High bed occupancy rates in A&E & obstetrics/gynecology.
-Insufficient room for appropriate triage & patient observation & monitoring during labor and post-partum care.
-Vulnerability of health facilities to the impacts of climate change & public health emergencies.


High burden of disease due to NCDs (diabetes, cardiovascular diseases, and mental health) & maternal and neonatal disorders.
General objective: To improve the health of the population in Belize.

Indicators:
-Premature mortality from diabetes and cardiovascular diseases.
-Neonatal mortality rate.
Cause 2: Inadequate access to health facilities.
Specific objective 2: To improve access to key health services.

Indicators:
-% of pregnant women triaged at A&E before admission. 
-% of targeted rural villages that are visited at least once every two months by comprehensive mobile clinics.  
-Number of outpatient visits at the PHC level.
-% of patients diagnosed with a mental health condition that receive at least one remote counseling session per month. 
-Number of new admissions at the Palm Center for Long-Term care. 


4.2. [bookmark: _Toc159902427]Evaluation Questions

4.2.1. The mid-term evaluation will seek to answer the following questions:
· How effectively have the digital health and infrastructure activities been planned and executed during the project's early stages?
· What progress has been made towards achieving the predetermined outcomes and outputs outlined in the RM (digital health and infrastructure activities)?
· Have there been any challenges encountered during the execution of digital health and infrastructure activities? If so, how were they addressed?
· What lessons have been learned during the project's execution on the digital health and infrastructure activities, and how can they inform future activities and decision-making?
· Are the resources allocated to the project sufficient to ensure successful completion of digital health and infrastructure activities, or are adjustments needed?

4.2.2. The comprehensive results evaluation will seek to answer the following questions:

a. How has the program affected the efficiency and quality of healthcare delivery in Belize districts where the program was implemented? 

· What is the percentage reduction in hospital readmissions within 30 days among intervened hospitals compared to baseline data? 
· Over the course of the project, was there an increase in the number of neonatal complications treated according to established norms?
· What percentage of people treated for hypertension had their blood pressure checked every six months? 
· What percentage of encounters were documented with accurate ICD-10 diagnosis codes in the BHIS?
· How does the percentage of stock-outs of essential pharmaceuticals compare to baseline data? 

b. To what extent has access to key health services improved, particularly in rural communities? 

· How has management of pregnant women improved in Northern Regional Hospitals? 
· What percentage of targeted villages (that do not have a health facility) have received regular visits from outreach PHC services? How has this evolved over the course of the project, particularly in villages with high concentrations of migrants and Mayas?
· How has the number of PHC outpatient visits to health facilities in Stann Creek and Cayo evolved? Has PHC access increased for migrants and Mayas?
· Over the course of the project, what percentage of patients diagnosed with a mental health condition have received routine remote counseling?
· How have admissions to the Palm Center for long-term mental health services improved?

c. How was the implementation of the mental health telehealth pilot? Did it contribute to improve access/use of mental health consultations? Was the uptake better at remote consultations from home, or remote consultations from health facilities? What type of challenges/difficulties did patients and health providers face? What was considered a success by patients and health providers? Could the telehealth model be considered for other types of specialist consultations? What aspects of the model could be improved, if it is scaled-up to other types of specialist consultations?
d. To what extent do the health facilities retrofitted/upgraded by the program meet the safety, sustainability and green standards of PAHO´s Smarts Hospital PAHO initiative (See OEL#1 Sustainable Infrastructure Analysis)? 
e. What are the patients and health providers’ perceptions and acceptability of hospital health services, services provided by PHC facilities, and services provided by mobile clinics (in districts targeted by the program)? 
f. What were the main weaknesses and challenges in the implementation of the activities according to the Belizean authorities? 
g. What were the main weaknesses and challenges in the implementation of the activities according to the technical teams?
h. What are the perceptions of policymakers, program executors, and beneficiaries of the effectiveness of project activities?
i. Which lessons emerged from the project based on the perspectives from the different stakeholders?

While there will be a focus on outcome indicators of the program (see RM in Section 6), the evaluation will try to expand to other relevant outcomes, when possible. 

4.2.3. The impact evaluation will seek to answer questions such as: 
a. How has the strengthening of the CHW platform and the introduction of integrated mobile clinics influenced access/use of primary healthcare in target rural villages (Stann Creek district)? Are there significant differences between population groups (i.e., Maya population, male/females, Belizeans/non-Belizeans). 

b. What impact have the PHC interventions had on the management and control of non-communicable diseases (NCDs) among the population in target rural villages (Stann Creek district)? Are there significant differences between population groups (i.e., Maya population, male/females, Belizeans/non-Belizeans). 

c. What impact have the PHC interventions[footnoteRef:5] had on neonatal health reported in target rural villages (Stann Creek district)?  [5:  	By improving access/use of healthcare by pregnant women, postpartum women, and women seeking pre-conceptional care.] 


d. How has the behavior-change communication campaign strategy affected awareness and contributed to access/use of healthcare in target rural villages (Stann Creek district)? Are there significant differences between population groups (i.e., Maya population, male/females, Belizeans/non-Belizeans). 
4.3. [bookmark: _Toc159902428][bookmark: _Toc159902429]Evaluation methodology
4.3.1. Mid-term evaluation.
4.3.1.1. The mid-term evaluation will thoroughly review the project's digital health and infrastructure initiatives (as they are the first to be implemented in the project, according to the disbursement calendar), examining both progress towards the targeted outputs and outcomes (as outlined in the project's results matrix) and the efficiency of processes. Primary and secondary data will be collected, and reviews of audit reports and field visits will be conducted to assess how well activities are aligned with expected outputs and outcomes. A process evaluation will seek to identify operational strengths and weaknesses, determine the effectiveness of strategies employed, and identify bottlenecks or inefficiencies. This will be done through semi-structured interviews, field visits, and review of monitoring reports. Lessons learned will inform necessary adjustments to optimize project impact, ensuring that early-stage implementations pave the way for achieving the project's overarching goals.
4.3.2. Comprehensive Results Evaluation 
4.3.2.1. The comprehensive results evaluation, scheduled to start in year five of the project, will be designed to provide a holistic analysis of the project's planning, execution, and operational efficacy. This evaluation aims to offer a detailed understanding of how the project has been implemented in practice, its effectiveness, and its alignment with intended objectives[footnoteRef:6].  [6:  	Vedung, Evert. Public Policy and Program Evaluation. New Bruswick, N.J. ; London: Transaction, 1997. Print.] 


4.3.2.2. To achieve this, the evaluation will employ a mixed-methods approach, incorporating both quantitative and qualitative analyses. The key components of this evaluation will include:

· Measurement of impact and outcome indicators: Conducting a 'before and after' analysis based on the indicators outlined in the RM (see Section 6). This will provide quantitative data on the project's potential effect on health outcomes and service delivery, facilitating a clear comparison of conditions before and after the project's implementation.
· Review of the project’s theory of change: Examining the underlying assumptions and logic model of the project to assess whether the theoretical pathways to achieving the project's objectives were valid and effective. This review will help in understanding the project's strategic framework and its alignment with the selected indicators.
· Analysis of physical and financial progress: Assessing the degree of compliance with the planned outputs, both physically (with a focus on the outputs from the Result Matrix) and financially. This will involve an examination of how activities were executed and how resources were allocated and utilized, and how this contributed to the project's achievements.
· Contextual analysis of project results: Evaluating the project's outcomes in light of existing evidence of similar interventions in comparable contexts. This will help in benchmarking the project against other initiatives, drawing on lessons learned and best practices from the broader field of health interventions.

4.3.2.3. The evaluation will include an in-depth look at the direct or indirect effects (attributable or not) of the project's interventions, using semi-structured interviews, a comprehensive literature review, review of reports and policy documents and analysis of secondary data. 
· A comprehensive review of literature, policy documents, and project monitoring reports will be conducted to understand the context in which the project is operating, to test the project's theory of change (including the relevance of the intervention), to establish a clear "before" picture, and to inform the expected pathways of change for the current project. The collection of relevant literature and policy documents will begin in Q1 - Year 5 of the project. 
· For secondary data analysis (quantitative analysis), several sources will be considered. Patient registers, mortality rates, outpatient visits and admission/discharge data will be obtained primarily from the Belize Health Information System (BHIS) and the National Health Insurance (NHI) information system known as RAWA. Access to this information will be possible through the MOHW's Epidemiology Unit and NHI. Other epidemiological data, such as incidence and prevalence rates (especially related to noncommunicable diseases), will be obtained from the Belize Global Burden of Disease (published by the Institute for Health Metrics and Evaluation) and annual reports from health facilities. These data will be used to conduct a confirmatory analysis to understand whether hypotheses derived from the project's theory of change and literature can be confirmed by data analysis. To this end, tables and graphs will be used to describe the behavior of the variables, and an interrupted series design will be considered to assess the potential attribution of the project to the impact and outcome indicators. Data collection will start in Q1 of year 5 of the project. 
· Semi-structured interviews will be conducted with at least 10 key stakeholders, including members of the Ministry of Health and Wellness (MOHW), hospital managers (from Southern Regional Hospital, Northern Regional Hospital, Matron Roberts Polyclinic and Palm Center), health workers (nurses and doctors) and direct beneficiaries. Interviews will be conducted between Q2 and Q3 of Year 5 of the project. The results will help to interpret the quantitative analysis, better understand the mechanisms behind observed changes, identify changes in attitudes, behaviors or practices resulting from the project, and identify outcomes not initially considered in the project design or quantitative indicators, providing a more comprehensive assessment of impact.
These methods will enable a rich understanding of the project's effect, capturing both the quantitative outcomes and the qualitative experiences of stakeholders involved. 

4.3.2.4. The evaluation will also incorporate elements of a process evaluation as it will scrutinize the implementation of the project’s components, functionality of the program, and address whether challenges identified during monitoring (as documented in the PMRs) have been effectively resolved. This evaluation will be based on the semi-structured interviews (mentioned in the previous paragraph) and review of policy documents and project’ monitoring reports.   Collection and review of key documents will start in Q1 of year 5 of the project, and the interviews will be conducted between Q2 and Q3 of Year 5 of the project. 

4.3.2.5. By integrating these components, the results evaluation will not only assess the project's achievements and areas for improvement, but also aim to provide valuable insights for future health initiatives and policymaking in Belize and similar settings.[footnoteRef:7]  [7:  	Sanderson, I. (2002), Evaluation, Policy Learning and Evidence-Based Policy Making. Public Administration, 80: 1‑22. https://doi.org/10.1111/1467-9299.00292.] 


4.3.3. [bookmark: _Toc159902430]Impact evaluation 

4.3.3.1. The impact evaluation is structured to precisely assess the causal effects (attribution) of the PHC interventions, including strengthened CHWs platform, integrated mobile clinic, and behavior-change communication campaign, within the target rural villages of Stann Creek district. The primary aim is to meticulously isolate the interventions' causal impact on specific health outcomes (see questions listed in 4.2.2.). 

4.3.3.2. To achieve this, a quasi-experimental approach will be used - a differences-in-differences (DiD) method[footnoteRef:8]. The DiD methodology is a quantitative technique used for evaluating the impact of interventions or policies by comparing changes in outcomes of interest between a group that has been exposed to the intervention (treatment group) and a group that has not (comparison group), before and after the intervention's implementation. This method aims to estimate the causal effect of the intervention by controlling for time trends that could affect both the treatment and comparison groups, assuming that these trends would be identical in the absence of the intervention. By comparing the difference in outcome changes between the two groups, the DiD methodology seeks to isolate the effect of the intervention from other external factors that could influence the outcomes. It is widely used in health economics, public policy evaluation, and program effectiveness studies because it provides a robust approach to inferring causality when randomized experiments are not feasible. The basic assumption is that DiD compare the changes in outcomes over time between a population enrolled or covered by a program (the treatment group) and a population that is not (the comparison group) to estimate the impact of the program. DiD takes the before-after difference in the treatment group’s outcomes. The first difference compares the same group to itself and, by doing so, controls for factors that are constant over time in that group. Then, to capture time-varying factors DiD takes the before-after difference against the comparison group, which was exposed to the same conditions as the treatment group. This is the second difference. Finally, DiD cleans all time-varying factors from the first difference by subtracting the second difference from it. This result is the impact estimation. Figure 3 shows a graphic example of what DiD estimates in the case of this project. The horizontal axis in the graph represents time and the vertical axis represents levels of the outcome variable of interest. [8:  	Cunningham, S. (2021). Causal inference: The mixtape. Yale university press. // Angrist, J. D., & Pischke, J. S. (2009). Mostly harmless econometrics: An empiricist's companion. Princeton university press. ] 


Figure 3. DID model
	[image: ]


4.3.3.3. Data sources: To conduct the impact evaluation of the PHC interventions in Stann Creek target rural villages, and address the evaluation questions outlined in 4.2.2, the evaluation will be conducted at village level and will leverage microdata from patient records, including data from: Belize Health Information System (BHIS) & the National Health Insurance (NHI)’ information system (RAWA), death records (identifying causes amenable to healthcare), and patients registries/administrative health reports from both the intervention areas and adjacent regions. This data collection will include impact indicators, such s: (i) number of neonatal deaths; (ii) premature mortality from diabetes and cardiovascular diseases (see Indicators dictionary). In addition, the impact evaluation will consider indicators that measure access/use of PHC services, ensuring a holistic view of the program's impact.

4.3.3.4. Comparison groups will be carefully selected from villages within the Toledo, Orange Walk, and Corozal districts, that report similar socio-demographic and health outcome indicators over the last 10 years, to ensure comparability. In case the parallel trends assumption does not hold, alternative methodologies such as Propensity Score Matching (PSM) or simulation techniques will be employed to reinforce the evaluation's robustness[footnoteRef:9]. [9:  	Stuart EA, Huskamp HA, Duckworth K, Simmons J, Song Z, Chernew M, Barry CL. Using propensity scores in difference-in-differences models to estimate the effects of a policy change. Health Serv Outcomes Res Methodol. 2014 Dec 1;14(4):166-182. doi: 10.1007/s10742-014-0123-z. PMID: 25530705; PMCID: PMC4267761.] 



4.3.3.5. In the first year of the project, the impact evaluation will begin with the development of a baseline report that sets out the overall methodological approach and framework for the evaluation process. This report will detail the selection criteria for comparison groups (and the villages that would be used as comparison groups, based on the criteria), provide a clear definition of the sample along with power calculations to ensure statistical validity, and include a test of the parallel trend assumption using historical data to confirm the appropriateness of the chosen methodology. In addition, it will specify the data sources for each indicator, outline a precise timeline for conducting the evaluation, and present a detailed evaluation plan that includes considerations for ethical review and approval, if required. Crucially, this first report will also include an analysis of baseline data, establishing a critical benchmark against which the impact of the program will be measured. 

4.4. [bookmark: _Toc159902431]Evaluation Reporting

4.4.1. Evaluation reports. The culmination of the mid-term, results and impact evaluation efforts will be documented in detailed reports. These reports will be prepared 2-3 years after the start of the project (mid-term evaluation), and at the end of the program (results and impact evaluation) and submitted as an integral part of the PCR. However, an initial impact evaluation report will be prepared during the first year of the project. This preliminary report will outline the impact evaluation methodology and present an analysis of baseline data.
4.4.2. PCR. The PCR will examine the results achieved by the program, as measured by the attainment of targets and performance indicators set forth in the RM. Once the operation is complete, the IDB project team will prepare a PCR within the established timeframe. It includes a comprehensive evaluation of program performance based on the core criteria (relevance, effectiveness, efficiency, and sustainability), the two non-core criteria (borrower performance and Bank performance), and findings and recommendations.

5. [bookmark: _Toc159902432]EVALUATION & MONITORING BUDGET AND WORKING PLAN

5.1.1. The MoHW, through the EA, and the IDB will be responsible for carrying out monitoring activities and presenting timely information about program implementation and progress of indicators. The project team and the EA will coordinate the production of timely monitoring reports to ensure the adequate implementation of the monitoring plan. The EA will be responsible for providing all information required for the implementation of the plans in a timely and efficient manner. Table 2 presents the monitoring work plan, including the schedule, budget allocated for each main activity or monitoring product, and funding source.
5.1.2. The EA and the IDB will be responsible for implementing the project’s evaluation plan. For the before and after evaluation, data collection will be carried out by the EA, while data analysis and preparation of final report will be under the responsibility of the EA and IDB. Table 3 presents the evaluation work plan, including key evaluation activities, entities responsible for carrying out evaluation activities, costs, and sources of funding. 

[bookmark: _Ref159866737]Table 2. Monitoring workplan and budget
	Activities/ key monitoring products by activity
	2024
	2025
	2026
	2027
	2028
	2029
	Responsible
	Cost (US$) 
	Source of financing

	
	1 
	2 
	3 
	4 
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	
	
	

	Initial report
	
	
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	IDB/MOHW
	0 
	

	Initial workshop
	
	
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	IDB/MOHW
	3,000 
	Supervision budget

	Meetings to update management tools and portfolio reviews (virtual)
	 
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	
	IDB/MOHW
	0
	

	PEP/POA update
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	
	
	IDB/MOHW
	0
	

	Progress Monitoring Report (PMR) 
	
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	
	
	IDB/MOHW
	0 
	

	Risk Matrix update
	
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	
	
	IDB/MOHW
	0
	

	Missions or monitoring visits
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	
	
	IDB/MOHW
	63,000 
	Supervision budget

	Financial Audit
	
	
	
	
	
	x
	
	
	
	x
	
	
	
	x
	
	
	
	x
	
	
	
	x
	
	
	MOHW
	50,000 
	Loan resources

	Project Closing Workshop
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	x
	
	
	
	
	IDB/MOHW
	3,000 
	Supervision budget

	Annual reports
	
	
	
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	x
	
	
	
	IDB/MOHW
	0 
	

	TOTAL COST
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	119,000 
	



Table 3. Evaluation workplan and budget
	Key Evaluation Activities/Products per Activity
	2024
	2025
	2026
	2027
	2028
	2029
	Responsible
	Cost (US$)
	Source of financing

	
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4
	 
	 
	 

	I. Mid-term evaluation
	
	
	
	
	
	
	
	
	
	
	
	
	x
	
	
	
	
	
	
	
	
	
	
	
	IDB/MOHW
	30,000
	Loan resources

	II. Comprehensive results evaluation
	 
	 
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	IDB/MOHW
	 60,000 
	Loan resources

	Before and after analysis
	 
	 
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	
	
	

	Review of the theory of change
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	
	
	

	Analysis of Physical and Financial Progress
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	 
	 
	
	
	

	Contextual analysis of projects results
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	
	
	

	Data collection
	 
	 
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	 
	 
	
	
	

	III. Impact evaluation
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	IDB/MOHW
	110,000 
	Loan resources

	Data collection
	 
	 
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	 
	 
	
	
	

	Baseline report and methodological approach
	 
	 
	 
	 
	 
	 
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	
	

	Impact evaluation report
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	
	
	

	IV. Project Completion Report
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	0
	

	 
	TOTAL
	200,000 
	 



6. [bookmark: _Toc159902433]RESULTS MATRIX

[bookmark: _Ref156372589]Table 4. Expected Impact
	
	Indicators
	Unit of measure
	Baseline 
value
	Baseline year
	Expected year for achievement
	Target
	Means of verification
	Comments

	General development objective: To improve the health of the population in Belize.

	1
	Premature mortality from diabetes and cardiovascular diseases

(in Cayo and Stann Creek districts)

	Crude mortality rate

(per 100,000 population aged 30-69 years old)
	188.7


	Average 2019-2023
	2029
	170.0 

(average over 2025-2029)
	Belize Health Information System (BHIS)
	

	2
	Neonatal mortality rate

(in Cayo and Stann Creek districts)
	Rate
(per 1,000 live births)
	8.03
	Average 2019-2023
	2029
	6.50 

(average over 2025-2029)
	BHIS
	



[bookmark: _Ref158064625]Table 5. Expected Outcomes
	[bookmark: _Ref158064637]
	Indicators
	Unit of measure
	Baseline value
	Baseline year
	End of Project
	Means of verification
	Comments

	Specific development objective: to improve the efficiency and quality of healthcare delivery

	1.1
	Percentage of hospital readmissions within 30 days, due to a diagnosis associated with diabetes and/or cardiovascular diseases.

(in Southern and Western Regional hospitals)
	Percentage 
	6%
	2023
	4%
	BHIS/Hospital records
	

	1.2
	Percentage of neonatal complications managed according to norms. 

(in Southern and Western Regional Hospitals)
	Percentage 
	68%
	2023
	81%
	Patient Medical Records and BHIS
	Neonatal complications include sepsis, asphyxia, low birth weight, and prematurity. 

	1.3
	Control of blood pressure among people with hypertension at least once in the past six months (*) 

(in Stann Creek and Cayo districts) 
	Percentage 
	26.9
	2023
	45%
(2029)
	 BHIS
	

	1.4
	Percentage of inpatient encounters in the BHIS with the ICD-10 diagnosis code 

(people > 4 years old, in Stann Creek and Cayo districts)
	Percentage 
	66%
(average 2021-2023)
	2023
	80% 
(average 2027-2029) 
	 BHIS
	This indicator assesses the quality of data in the BHIS. Population > 4 so wellness visits are not counted. 

	1.5
	Percentage of stock-outs of essential medicines in public pharmacies (annual average) (*)

(in Cayo and Stann Creek districts)
	Percentage 
	TBC
	2023
	TBC
	Pharmacy department yearly reports, Ministry of Health and Wellness (MOHW) 
	Annual average based on monthly reports.

	Specific development objective: to improve access to key health services. 

	2.1
	Percentage of pregnant women triaged at A&E before admission.

(in Northern and Southern Regional Hospital)
	Percentage 
	50%
	2023
	75%
	Hospitals logbooks and BHIS
	The A&E department has insufficient space to conduct appropriate triage of pregnant women. 

	2.2
	Percentage of rural villages with the highest concentration of migrant population that is visited at least once every two months by comprehensive mobile clinics. 

(in Stann Creek and Cayo districts) 
	Percentage 
	0%
	2023
	50%
(2029)
	BHIS
	The information on the number of villages and the population distribution is from the 2022 Census. “High concentration” indicates that over 10% of the population in a village is either non-Belizean or Maya.

	2.3
	Percentage of rural villages with the highest concentration of Maya population that is visited at least once every two months by comprehensive mobile clinics 

(in Stann Creek and Cayo districts) 
	Percentage 
	0%
	2023
	50%
(2029)
	BHIS
	

	2.3
	Number of outpatient visits at the PHC level (*) 

(in Stann Creek and Cayo districts) 

Disaggregated by: 
-Belizean/non-Belizean
-Maya population     
-Gender
	Number
	Total: 41,203 

Migrant population: 2,927

Maya population: 4,302

Male patients: TBC

Female patients: TBC
	2023
	Total: 43,300

Migrant population: 3,100

Maya population: 4,500

Male patients: TBC

Female patients: TBC
	BHIS
	

	2.4
	Percentage of patients diagnosed with a mental health condition that received at least one remote counseling session per month (*) 

Disaggregated by: 
-Belizean/non-Belizean
-Gender 
	Percentage
	0%
	TBC
	35%
(2029, in all groups)
	BHIS
	

	2.5
	Number of new admissions at the Palm Center for Long-Term Care (*)
	Number
	0
	Average 2021-2023
	20
	BHIS
	



Table 6. Outputs
	
	Indicators
	Unit of measure
	Baseline value
	Baseline year
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	End of Project
	Means of verification
	Comments

	Component 1: Increasing the efficiency of healthcare delivery

	1.1
	Sub-component 1.1. Quality and efficiency improvement strategy and Human Resource (HR) capabilities

	1.1.1
	Quality and Efficiency Improvement Strategy deployed
	Strategy
	0
	2024
	0
	0
	0
	0
	1
	1
	Project audit reports
	

	1.1.2
	Patient satisfaction assessment tool instituted implemented
	Tool
	0
	2024
	0
	0
	1
	0
	0
	1
	
	

	1.1.3
	Mortality Review Committees established 
	Committee
	0
	2024
	0
	0
	0
	0
	4
	4
	
	

	1.1.4
	Health providers and managers with competencies and skills developed 
	Individuals
	200
	2024
	0
	0
	100
	100
	0
	200
	
	

	1.1.5
	Professionals with a scholarship awarded
	Individuals
	0
	2024
	0
	15
	9
	15
	4
	43
	
	

	1.1.6
	MOHW’s epidemiology and NCD unit strengthened 
	Individuals
	0
	2024
	0
	0
	2
	2
	0
	2
	
	Not cumulative

	1.1.7
	Recruitment and retention plan for human resources updated
	Plan
	0
	2024
	0
	0
	1
	0
	0
	1
	
	

	1.1.8
	MOHW performance monitoring and evaluation system instituted
	System
	0
	2024
	0
	0
	0
	1
	0
	1
	
	

	1.2
	Sub-component 1.2. System’s governance

	1.2.1
	Supply chain management system updated
	System
	0
	2024
	0
	0
	0
	1
	0
	1
	Project audit reports
	

	1.2.2
	National Health Strategic Plan approved
	Plan
	0
	2024
	0
	1
	0
	0
	0
	1
	
	

	1.2.3
	Hospital costing system completed
	Tool
	0
	2024
	0
	0
	1
	0
	0
	1
	
	

	1.3
	Sub-component 1.3. Digital health

	1.3.1
	BHIS improved with new functionalities
	System
	0
	2024
	0
	0
	1
	0
	0
	1
	Project audit reports
	

	1.3.2
	Health facilities with digital network improved
	Health facility
	17
	2024
	0
	0
	12
	5
	0
	17
	
	

	1.3.3
	Data quality improved
	System
	0
	2024
	0
	0
	0
	1
	0
	1
	
	

	1.3.4
	Change management strategy deployed
	Strategy
	0
	2024
	0
	0
	0
	1
	0
	1
	
	

	1.1.5
	Digital health governance model and policies developed
	Plan
	0
	2024
	0
	0
	4
	0
	0
	4
	
	

	Component 2: Improving access to healthcare
	

	2.1
	Community Health Platform strengthened
	Platform
	0
	2024
	0
	0
	0
	1
	0
	1
	Project audit reports
	

	2.2
	Behavior Change Communication Strategy deployed
	Strategy
	0
	2024
	0
	0
	0
	1
	0
	1
	
	

	2.3
	Integrated Mobile Clinic deployed
	Mobile Clinic
	0
	2024
	0
	0
	0
	1
	0
	1
	
	

	2.4
	Telehealth Mental Pilot activated
	Pilot
	0
	2024
	0
	0
	1
	0
	0
	1
	
	

	2.5
	Health facilities expanded/retrofitted that achieve a score of 70% on the green checklist
	Health Facility
	0
	2024
	0
	0
	2
	2
	0
	4
	Assessment tool (Smart Hospitals Initiative)
	

	2.6
	Health service delivery model updated
	Model
	0
	2024
	0
	1
	0
	0
	0
	1
	Project audit reports
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