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50,000 Happy Birthdays Project 
Endline evaluation, April 2020: Summary of results in Rwanda 

Introduction 

The 50,000 Happy Birthdays programme was implemented across 246 sites in Rwanda (31 hospitals, 

209 health centres and 6 educational institutions) between 2018 and 2020. The programme was 

managed by the Rwanda Association of Midwives (RAM) with support from the International 

Confederation of Midwives (ICM) and funding from Laerdal Global Health (LGH) and the Latter Day 

Saints Charities (LDSC). The programme involved training midwives, nurses and other health workers 

to apply the Helping Mothers Survive (HMS) and Helping Babies Survive (HBS) techniques to address 

the leading causes of maternal and neonatal mortality, then to participate in low-dose, high-

frequency (LDHF) practice sessions to maintain their skills. 

The monitoring, evaluation and learning (MEL) data were collected using a range of methods, 

including: a training register, an LDHF practice register and a supportive supervision tool. The 

training and practice registers were maintained by RAM. The supportive supervision tool was 

maintained by Novametrics Ltd, an international MEL consultancy based in the UK. Ethical approval 

for MEL activities was obtained from the Rwanda National Ethics Committee (ref 0030/RNEC/2019). 

Out of the 246 implementation sites, 52 were selected as supportive supervision sites (21 hospitals, 

25 health centres and 6 education institutions), with a view to receiving quarterly supportive 

supervision visits from a RAM representative. During the visits, the supervisors completed a data 

collection tool on their mobile phones using the Survey Monkey platform, and transmitted the data 

to Novametrics. Prior to the launch of the supportive supervision system, RAM led a training session 

for supervisors, to orient them to the tool. Supervisors visited the selected sites in person, and 

collected data on impact and outcome indicators by reviewing labour ward reports. They did this for 

the 3-month period immediately preceding each visit, and 27 of them were also able to collect 

baseline data retrospectively by examining historical reports from 2018. 

The quantitative monitoring data were supplemented by qualitative evaluation data, collected in 

January 2020. This involved key informant interviews and focus groups with national level 

stakeholders (RBC, RAM, UNFPA), health facility in-charges and practice coordinators at 8 

implementation sites (2 universities, 2 hospitals and 4 health centres), and beneficiaries of the 

training (midwives, nurses, medical doctors and students). In total, 62 people were interviewed. 

Monitoring data: impact and outcome indicators 

The results shown below are based on returns from 27 of the 52 supportive supervision sites: 13 

hospitals and 14 health centres1. The baseline results are from a 3-month period between June 2018 

and January 2019 and the endline results from a 3-month period between September 2019 and 

March 2020. The supervision visits took place at different times, hence the variation in the timing of 

the 3-month observation periods. 

 
1 CHUK, Gahini DH, Kibagabaga DH, Gisenyi DH, Kacyiru hospital, Masaka DH, Butaro DH, Kirehe DH, Muhororo hospital, 
Kibuye referral hospital, Nyamata DH, Muhima DH, King Faisal hospital, Kabusunzu HC, Masaka HC, Butamwa HC, Kicukiro 
HC, Remera HC, Nyange B HC, Gikondo HC, Nyabirasi HC, Kinyinya HC, Cyanika HC, Rwampala HC, Cor-unum HC, Mashesha 
HC, Mukarange HC. 
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All of the impact indicators (Table 1) show an improvement between baseline and endline, with 

reduced fatality rates and increased referral rates. Of particular note are the reductions in the case 

fatality rates for postpartum haemorrhage (PPH) and eclampsia2. Furthermore, the number of 

eclampsia cases declined from 192 to 169, which may reflect better detection and management of 

pre-eclampsia, or perhaps there was a change in the way this condition was diagnosed. The number 

of PPH cases increased, which again may reflect inconsistencies in diagnosis methods. 

Table 1: Impact indicators 

Indicators Baseline Endline 

Case fatality rate: postpartum haemorrhage 
11 deaths / 152 

cases = 7.2% 
7 deaths / 205 cases 

= 3.4% 

Case fatality rate: eclampsia 
7 deaths / 192 cases 

= 3.6% 
0 deaths / 169 cases 

= 0.0% 

Facility-based maternal deaths as a % of deliveries 
15 deaths / 13252 
deliveries = 0.11% 

11 deaths / 15004 
deliveries = 0.07% 

Case fatality rate: neonatal asphyxia 
63 deaths / 314 
cases = 20.1% 

61 deaths / 351 
cases = 17.4% 

Facility-based neonatal deaths within 24 hours of 
delivery (excluding stillbirths) as a % of deliveries 

92 deaths / 13252 
deliveries = 0.7% 

50 deaths / 15004 
deliveries = 0.3% 

Facility-based fresh stillbirths as a % of deliveries 
185 deaths / 13252 

deliveries = 1.4% 
183 deaths / 15004 

deliveries = 1.2% 

% of facility-based deliveries for which the newborn 
was referred or admitted to NICU 

867 / 13252 
deliveries = 6.5% 

1371 / 15004 
deliveries = 9.1% 

Data source: supportive supervision tool devised specifically for the programme 

The baseline results for outcome indicators were generally high (Table 2), but all showed 

improvement over the life of the programme. The improvements are greatest for the administration 

of uterotonics and for pharmacological pain relief prior to manual removal of placenta (MROP). It is 

also notable that incidence of MROP decreased between baseline and endline, perhaps due to the 

increased use of uterotonics and better management of the third stage of labour. The evaluation 

interviews highlighted that, as a result of the training, health facilities are much better prepared to 

manage emergencies: the staff have the skills and the equipment is to hand. Rather than simply 

referring emergency cases to secondary care, staff at primary level facilities reported that they now 

know how to stabilise the patient before transfer, thus improving her chances of survival. 

Table 2: Outcome indicators 

Indicator Baseline Endline 

% of cases of eclampsia treated with MgSO4 189 / 192 = 98.4% 168/169 = 99.4% 

% of women giving birth who received a uterotonic 
immediately after delivery 

11559 / 13252 = 
87.2% 

14997 / 15004 = 
99.9% 

% of newborns not crying immediately after birth 
who received bag and mask ventilation  

452 / 672 = 67.3% 524 / 703 = 74.5% 

% of women whose placenta was manually removed 
who received pharmacological pain relief or sedation 
in advance of the procedure 

99 / 118 = 83.9% 73 / 76 = 96.1% 

Data source: supportive supervision tool devised specifically for the programme  

 
2 When the endline HMIS data are available, we can triangulate these figures. Midline HMIS data from the 
50,000 Happy Birthdays intervention sites also indicated that the case fatality rate for eclampsia was low. 
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Monitoring data: process indicators 

Rwanda had an exceptionally demanding target for the number of health workers to be trained 

under the programme: the target was 8,000, and the actual number trained was 6,626 (83% of the 

target). Two innovative elements of the programme which contributed to this high figure were that 

both public and private sector workers were trained, and that nurses and other health workers were 

trained in addition to midwives. This was important because there are relatively few midwives in 

Rwanda, and therefore other occupation groups are regularly involved in maternal and newborn 

health (MNH) care and therefore need these lifesaving skills. Evaluation respondents reported much 

improved teamwork at health facilities because all health workers involved in MNH had received the 

same training. They also reported that ‘shouting for help’ in an emergency is now perceived as a 

positive action rather than an admission of weakness, and staff are confident that if they do ask 

colleagues for help, their colleagues will be willing and able to provide it. 

On average, each trainee received training in 1.8 of the 5 HMS and HBS modules, which means the 

number of training episodes was 11,638. The evaluation interviews found that beneficiaries were 

impressed with the quality of the training provided by RAM and this motivated them to attend 

additional training when it was offered. The emphasis on practical skills differentiated this training 

from other education and training programmes. Any initial resistance to participation in the 

programme soon dissipated when beneficiaries told their colleagues about the quality and relevance 

of the training. The opportunity to gain ‘free’ CPD points was also very motivating. 

The process indicators show several successes (Table 3). RAM appointed a practice coordinator at all 

of the 246 implementation sites, but on a few occasions the coordinator left and had to be replaced: 

the 95% score in Table 3 is due to two sites receiving a supportive supervision visit before a 

replacement was appointed. RAM was able to supply nearly all of the supportive supervision sites 

with HMS and HBS service equipment (e.g. blood pressure cuffs, stethoscopes, newborn suction 

penguins). Nearly all (84%) of the supportive supervision sites received at least one supportive 

supervision visit, and most of these received more than one visit.  

However, the process indicators also highlight some implementation challenges. One target which 

was missed by a long way was the equipping of implementation sites with all of the HMS and HBS 

training equipment (e.g. mannequins, action plans, booklets): just 7% of supportive supervision visits 

found that every item of training equipment was on site. This was due to insufficient equipment 

being provided under the programme, which meant that RAM had to make difficult decisions about 

how to share it fairly across the sites. The evaluation visits confirmed that this had limited the impact 

of the programme because sites without all the training equipment could not carry out sufficient 

practical sessions to ensure that the staff kept all their skills up to date: they compensated by 

focusing on the theory, but are conscious that this is not ideal. 

Another challenge was the number of training and LDHF practice sessions which were cancelled (the 

final 4 rows in Table 3). A few were cancelled due to the training resources being inaccessible (e.g. 

locked away and the keyholder not on site), and several for other reasons. The evaluation interviews 

indicated that the main reason for cancellation of these sessions was that health workers cannot 

always spare the time to attend: their clinical duties take precedence. 
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Table 3: Process indicators 

Indicator Target Actual 

Total individuals trained in at least one HMS and/or HBS module 8,000 6,626 

% of supportive supervision visits which found at least one practice 
coordinator based on site 

100% 95% 

% of supportive supervision visits which found all 50KHB training equipment 
available in the training/ practice area 

100% 7% 

% of supportive supervision visits which found all 50KHB service equipment 
available in the labour ward 

100% 94% 

% of supportive supervision sites which received at least one supervision visit 100% 84% 

% of supportive supervision visits with a supervision report submitted within 1 
week of the visit 

100% 100% 

Number of supportive supervision sites where a scheduled training session was 
cancelled because the training resources were not accessible 

0 8 

Number of supportive supervision sites where a scheduled training session was 
cancelled for another reason 

0 28 

Number of supportive supervision sites where an LDHF practice session was 
cancelled because the training resources were not accessible 

0 10 

Number of supportive supervision sites where an LDHF practice session was 
cancelled for another reason 

0 21 

 
Data strengths and limitations 

The monitoring data come from both primary and secondary level health facilities with a good 

geographical spread. The 27 sites with both baseline and endline data provided information for over 

13,000 deliveries at baseline and 15,000 deliveries at endline. Although not representative of 

Rwanda as a whole, this is a large and diverse sample which indicates that significant improvements 

took place at these sites over the life of the programme.  

Whether the same level of improvement occurred at the non-supervision sites is unknown: HMIS 

data for these sites could be used to investigate this, and when the endline HMIS data is made 

available to Novametrics we will conduct some additional analysis. Oliva Bazirete (RAM member and 

Novametrics national consultant) is in touch with the HMIS Officer regarding the availability of 

endline HMIS data. 

The supervisors were all trained by RAM in how to use the labour ward records to obtain the 

required data. It is therefore likely that they all followed the same methods and there is unlikely to 

be significant intra-supervisor variation in the methods used. Additionally, Novametrics and RAM 

went through a painstaking process of cleaning the data and referring queries back to the 

supervisors for resolution. However, some data quality issues remain unresolved (e.g. the baseline 

number of maternal deaths is recorded as 15, which is fewer than the sum of deaths due to PPH and 

eclampsia (Table 1)).  

 

Implications for future programming 

Insufficient financial and human resources were made available under the programme for 

supportive supervision visits, which is why only 52 of the 246 sites were selected for these visits. The 

evaluation interviews made it clear that post-training follow-up and supportive supervision is vitally 

important, both for maintaining the skills and knowledge gained from the training and for 
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motivation to sustain the training and practice sessions at health facilities. Investment in supportive 

supervision for all implementation sites will be important for future programming. 

Additional training equipment will be required if all implementation sites are to sustain and extend 

the impact of the programme. Practice coordinators have found imaginative ways to compensate for 

the lack of equipment, but are conscious that this has limited the impact of the programme. 

All the training materials under the programme were supplied in English, and this was appropriate 

for students and younger health workers. The master trainers worked hard to deliver the training in 

a mix of English, French and Kinyarwanda as appropriate to the audience. However, the booklets and 

action plans designed for use by the trainees after the training were of little use to the many health 

workers with limited English language skills. To maximise impact, future programming might 

consider supplying French language versions in addition to English. 

The evaluation interviews highlighted some untapped potential for partnership working with other 

programmes with similar aims. Although a stakeholder mapping process occurred at the start of the 

programme, it appears that new programmes began after this was done and opportunities for 

partnership working were missed. A regular review of the stakeholder mapping would help to avoid 

similar missed opportunities in future. 

The provision of pre-service education within the programme as well as in-service training is 

important for future sustainability of the impact of the programme. Students reported that the 

training was very useful for application during their clinical placements: they were more confident, 

and their preceptors reported that their colleagues were impressed with the students’ skills. This 

indicates that the inclusion of students in the training should continue in future. However, the LDHF 

practice model does not fit well with university timetables. Furthermore, some universities are 

already well-equipped with training equipment such as mannequins, so perhaps future programming 

could focus more on equipping health facilities, and supporting facilities to develop systems for 

sharing equipment if there is not sufficient to go round.  

The LDHF practice model fits better with health facility schedules, but even here there are challenges 

due to staffing levels being insufficient for staff to be released for long periods to attend training. 

Future programming could perhaps consider delivering the training in shorter sessions to facilitate 

attendance, i.e. take an LDHF approach to the training as well as to the practice sessions. Several 

practice coordinators are already taking this approach at a health facility level, and perhaps they 

could be supported to find ways to do this without detracting from the quality of the training. 

Also on the topic of staffing levels, some evaluation respondents expressed concern that the success 

and sustainability of the programme is over-reliant on a single practice coordinator at each site: if 

that person is not available (e.g. due to illness) or moves to a new job, the site will struggle to 

continue with the training and practice. Future programming could consider appointing additional 

practice coordinators, especially at large sites, to ensure that the impact can be sustained and 

improved. This would also help with the goodwill and motivation of the practice coordinators, on 

which the programme depends: some of them felt overwhelmed by this extra responsibility in 

addition to an already heavy workload, and would surely appreciate additional support from their 

peers. 

The evaluation interviews indicated that implementation of this programme has raised the profile of 

RAM and the esteem in which it is held by key stakeholders. The capacity of RAM staff and 

executives has been developed by their experience of implementing this programme, making RAM 

well placed to continue to lead on this type of work. 


