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Summary

This report presents the consolidated ex-post cost-efficiency analysis results of the Saving Lives in Sierra
Leone (SLiSL) programme over the period of 2019–2021. The SLiSL programme supported the
Government of Sierra Leone to protect women and children’s lives by improving the quality, availability
and accessibility of reproductive, maternal, new-born, child and adolescent health (RMNCAH) services.

EmONC Mentorship
Overall efficiency (£11,289/mentee over 3 years, or
£3,763/mentee/year) was higher than the
2018–2021 ex-ante benchmark (£20,392/mentee),
because more mentees enrolled than was initially
planned. 86% of all active mentees in 2021
improved their clinical competency by at least 20
percentage points from baseline. Lessons learned
include prioritising engagement with MoHS district
and national leadership, investing upfront in
recruiting and training mentors, providing
supervision to mentors to maintain high quality and
high efficiency mentorship, and ensuring the use of
high-quality data for decision making.

ETAT Mentorship
Overall efficiency (£499/mentee) was higher than
the 2018–2021 ex-ante benchmark (£591/mentee),
because more mentees enrolled than was initially
planned. Shifting the emphasis from international
mentors to national mentors can pave the way
towards sustainability.

Family Planning Services Provided Through
Outreach
Overall efficiency (£6.07/CYP) was higher than the
2018–2021 ex-ante benchmark (£7.76/CYP),
because more CYPs were generated than was
initially planned. Lessons learned include planning
for programme continuity, planning outreach visits
to remote locations by season, and conducting
remote clinical audits.

Family Planning Services Provided Through
Public Sector Strengthening (PSS)
Overall efficiency (£9.30/CYP) was higher than the
2018–2021 ex-ante benchmark (£17.11/CYP),
because more CYPs were generated than was
initially planned. Lessons learned include investing
in training and supervision, providing non-monetary
incentives for service providers, and collaborating
with district FP Coordinators.

Drug Distribution
Overall efficiency (£0.01/unit of drug distributed)
was higher than the 2018–2021 ex-ante benchmark
(£0.02/unit of drug distributed). Lessons learned
include outsourcing first mile delivery and
insourcing last mile delivery.
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Introduction

The Unite fo Sev Lyfe na Salone (UNITE)
Consortium, which consists of the International
Rescue Committee (IRC), Concern Worldwide,
Doctors with Africa (CUAMM), GOAL, Crown
Agents, Marie Stopes Sierra Leone (MSSL), Restless
Development Sierra Leone (RDSL), and the Royal
College of Paediatrics and Child Health (RCPCH),
has been funded by the United Kingdom’s Foreign,
Commonwealth and Development Office (FCDO)
for a flagship health programme in Sierra Leone:
Saving Lives in Sierra Leone (SLiSL) Phase II. The
SLiSL programme supported the Government of
Sierra Leone (GoSL) to protect women and
children’s lives by improving the quality, availability
and accessibility of reproductive, maternal,
new-born, child and adolescent health (RMNCAH)
services. This was achieved through a multifaceted
approach to strengthen quality, expand access, and
build demand for RMNCAH services in Sierra
Leone.

This report presents the consolidated ex-post
cost-efficiency analysis results for the period of
January 2019–December 2021 using achieved
logframe results and actual expenditures (including
direct project, support, indirect, and CCU1 costs).
For the results of previous analyses, please refer to
the ex-post analysis reports for the period of
January–December 2019, January–December
2020, and January–December 2021, and the
ex-ante analysis report for the period of 2018–2021.

1 CCU is the Consortium Coordination Unit housed at the
IRC which oversees the Consortium programme and
leads coordination, quality assurance, technical
oversight, grants management, etc.

Analysis Approach and Methodology

In assessing the Value for Money (VfM) of the SLiSL
programme, the analysis focused on quantifying
the cost-efficiency of programme activities to
monitor how resources are spent on achieving
quality output results throughout the programme
cycle, and use the data to identify lessons to
maximise our reach and impact per pound spent.

This cost-efficiency analysis was supported by the
Dioptra tool—a web-based cost analysis software
that enables programme staff at humanitarian and
development organisations to rapidly estimate the
cost-efficiency of their programme activities, using
existing financial and monitoring data. It guides
users through a standardised costing methodology,
ensuring that all analysis results are
methodologically consistent and can be
meaningfully compared across different contexts
and organisations.

By avoiding manual data assembly in spreadsheets
that can be inconsistent, error prone, and
time-consuming, Dioptra allows programme staff
who are most familiar with day-to-day programme
implementation to focus on providing crucial
estimates of how different resources were used
across activities within a programme, which are not
captured in any current data system.

Dioptra is the second-generation version of the tool
previously named SCAN (funded by FCDO) that
was used in the ex-ante and ex-post analyses. For
more information, see
https://www.dioptratool.org/how-does-dioptra-work
and
https://www.rescue.org/report/cost-analysis-method
ology-irc.

For any questions about this analysis and report,
please contact Lucian.Lee@rescue.org.
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Results

EmONC Mentorship

Org. # of
Health
Workers
Mentored

Total
Direct
Costs

Total
Direct +
Support +
Indirect
Costs

Total
Direct +
Support +
Indirect +
CCU Costs

Unit
Cost
per
Year
(Direct)

Unit Cost
per Year
(Direct +
Support +
Indirect)

Unit Cost
per Year
(Direct +
Support
+ Indirect
+ CCU)

CWW,
CUAMM,
GOAL,
IRC

360 £2,436,181 £3,482,605 £4,064,061 £6,767 £9,674 £11,289

Activity description: Mentorship of health workers in
Emergency Obstetric and New-born Care (EmONC) at
Community Health Centres (CHC). District Clinical
Mentors recruited by 4 regional leads (CWW, CUAMM,
GOAL, and IRC) visit these mentees at CHCs and
hospitals during work hours to provide one-on-one
teaching, simulations, case discussions, register
reviews, case observations, and/or data discussions to
improve the clinical competencies of these mentees.

Cost per health worker mentored in EmONC: This is
the average cost per mentee across all 4 regional
leads, calculated by dividing the total cost of EmONC
mentorship over the total number of health workers
mentored in EmONC during the period of January
2019–December 2021.

Total cost of EmONC mentorship: This includes direct
project costs such as mentors’ salaries, transportation,
materials for mentorship sessions, pre-deployment
trainings, support costs such as management costs,
office expenses, and indirect costs incurred by all
regional leads and CCU that contributed to EmONC
mentorship.

Health workers mentored in EmONC: Mentees
enrolled in the programme between 2019–2021 were
included in the analysis. The following Sierra Leone
healthcare worker cadres were enrolled as mentees in
the programme: Community Health Officers (CHO),
State Enrolled Community Health Nurses (SECHN),
State Certified Midwives (SCM), State Registered
Nurses (SRN), and Maternal Child Health Aides (MCHA).

The overall efficiency of EmONC mentorship
(£11,289 per mentee over 3 years, or £3,763 per
mentee per year) was higher than the 2018–2021
ex-ante benchmark (£20,392 per mentee). This
was because more mentees enrolled (360) than
was initially planned (190). Over the programme
period, many mentees defaulted because they
were transferred to other non-participating health
facilities by MoHS, or because they took up a new
job at another health facility, or because they left to
pursue higher studies. New health workers
replacing the defaulted mentees were then
enrolled, resulting in more health workers who

benefitted from mentorship. However, if mentees
are constantly changing then the mentorship
dosage per mentee will be low even if the number
of enrolled mentees is high, therefore the
effectiveness may not necessarily correlate with
efficiency. To account for the important issue of
dosage, future mentorship programmes could
assess efficiency using cost per mentee receiving
at least a certain number of mentorship sessions or
cost per mentee assessed at least twice, with the
understanding that some sunk costs are required to
fully mentor a health worker due to unavoidable
drop-outs.
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The largest cost category was National Staff (24%),
most of which were staffing costs for District
Clinical Mentors and other programme staff, and
this was consistent every year. This was followed
by International Staff (18%), which included staffing
costs for EmONC Advisor, Regional Public Health
Specialists, and programme coordinators who
supervised and supported the mentors to ensure
high quality mentorship. EmONC mentorship is a
human-resource-intensive programme, relying
heavily on national and international staff costs to
facilitate effective teaching and coaching.

The efficiency of mentorship was slightly higher
in urban areas compared to rural areas (using the
average distance from district centre to health
facility as a proxy for rurality). More costs would
be required to improve equitable access and
quality of care in rural areas with a lower density
of health facilities.

In 2020, a small but positive correlation between
travel distance and cost per mentee (district costs
only) was found: on average, for every extra
kilometre travelled by the mentor from the district
centre to a health facility (CHC), the cost per
mentee increased by an additional £14 that year
(Figure 1). In other words, efficiency is slightly
higher in (urban) areas where mentors travelled
shorter distances, because less travel costs were
incurred to visit more easily accessible urban areas
compared to rural areas.2 This means that more
costs were required to provide more equitable
access and quality of care for geographically
marginalised women who live in rural areas with
high need for clinically competent health workers.

In addition, mentors serving rural areas spent more
working hours travelling compared to those serving
urban areas, constraining the number and duration

2 The correlation does not take Bonthe and Pujehun
districts into account. Distance only explains a small
portion of the cost-efficiency: district costs only account
for about 25% of total costs, and distance is only
associated with about 20% of the variation in district
costs.

of mentorship sessions per mentee in rural areas.
CHCs in rural areas are also typically understaffed,
so mentees in those CHCs had less availability to
be mentored because they were taking up more
duties at their CHCs.

Figure 1: Relationship between travel distances and cost per
mentee (district costs only) in 2020.

The effectiveness of mentorship is expected to be
higher when mentees receive the full dosage of
mentorship sessions within a fixed period of time
than if they received partial dosage or if the
sessions were spread across a longer period.

Mentee competency would improve more
consistently if they complete the programme and
do not default. Moreover, if the number of
mentorship sessions and topics covered for each
mentee were reduced due to a reduction in the
number of available mentors, the overall rate of
competency improvement could be delayed. Due
to funding cuts in 2021 that reduced the number of
mentors, the remaining mentors adapted by
refocusing mentorship topics and redistributing
their time across mentees more strategically, in
order to avoid potential compromises in dosage. It
is also worth noting that more time was needed for
mentees to achieve a high competency level than
was initially planned at the start of the programme.
Without the necessary adaptations, short-term cost
reduction strategies may undermine long-term VfM
since more time and costs would be needed for
mentees to achieve high competency.
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By the third year of the programme, the average
clinical competency scores of all active mentees
improved by 41 percentage points, from 33% at
baseline to 74% in 2021. In addition, 86% of all
active mentees in 2021 improved their assessment
scores by 20 percentage points or more from
baseline, with the most improvement shown among
lower-level cadre mentees (e.g., SECHN, MCHA)
who have lower baseline scores and who also
make up the largest proportion of enrolled mentees
(about 70%). Since SECHN and MCHA represent a
large proportion of first line health staff who directly
serve expectant mothers at health facilities, these
improvements illustrate the effectiveness of the
mentorship programme in improving clinical
competencies among lower-level cadre workers
who have the most opportunities to save maternal
lives.

Although the indirect benefits of mentorship were
not measured, the programme is expected to
increase the knowledge of other health workers
who were not enrolled mentees but who observed
the mentorship and supervision sessions.
Competent mentees are also expected to transfer
knowledge to other health workers at their
facilities, leading to an overall cascading effect of
skills and capacity strengthening.

Growing ownership of the mentorship
programme at the district and national levels,
including a national mentorship framework under
development, is paving the way towards
programme sustainability.

By the third year of the programme, there has been
sufficient engagement with DHMT in some districts
that resulted in buy-in to use operational support
funds to cover some mentorship activities (such as
mentor-mentee review meetings, supportive
supervision, and peer support). The acting Chief
Medical Officer of MoHS has also expressed
interest in the mentorship programme and its
continuation.

As a key stakeholder, the UNITE Consortium is
actively involved in the development of a national
mentorship framework on SRMNCAH that was
spearheaded by the Reproductive and Child Health
(RCH) directorate under MoHS in late 2020.
Elements and lessons from the existing UNITE
mentorship framework and competency checklists
are being proposed to be incorporated into this
new national framework that will guide future
mentorship programmes in the national health
system. Donor support and strong MoHS oversight
would be required to formally integrate mentorship
into existing health workers’ responsibilities and
coordinate this national mentorship structure
across all districts.

Lessons learned to ensure VfM include:

Prioritise engagement with MoHS district and
national leadership early and consistently
(including but not limited to establishing
Memorandums of Understanding (MoU)) to nurture
ownership within MoHS, request for potential
secondment of MoHS staff as initial mentors, and
obtain commitment to minimising mentee transfers
to other non-participating health facilities until after
mentorship is completed.

Make use of MoHS seconded mentors, if possible.
Otherwise, invest upfront in recruiting and
training mentors. MoHS seconded mentors would
require less training and would ensure programme
sustainability since they are already employed by
MoHS. If this is not possible, mentors would need
to be recruited and trained early in the programme,
so mentees are not expected to immediately reap
the benefits of mentorship in the first year.
Mainstream IPC measures in anticipation of
potential disease outbreaks.

Provide consistent supervision to mentors to
maintain high quality and high efficiency
mentorship. Mentors should be supported to
ensure that:
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(1) They can cover the most number of mentees
possible in order to spread the benefits of
mentorship to as many health workers as possible;

(2) They can quickly enrol new mentees to replace
defaulted mentees without delay;

(3) They can observe mentees if their mentees are
busy working and provide feedback as part of case
discussions when the mentees become available;
and

(4) They can identify and target the most critical
areas for mentee improvement during each visit
and after each mentee competency assessment.

Ensure the availability and use of high-quality
data for decision making. Improvements in the
ownership, quality, and use of mentorship data by
District Clinical Mentors, District Delivery Managers,
EmONC Advisor, and other staff members to guide
programme decisions led to greater cohesion and
programme ownership at all levels, as well as
improvements in mentorship sessions and mentee
competency. Robust monitoring systems should be
established early and key monitoring data should
be reviewed frequently for decision making and
continuous improvement.
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ETAT Mentorship

Org. # of
Health
Workers
Mentored

Total
Direct
Costs

Total
Direct +
Support +
Indirect
Costs

Total
Direct +
Support +
Indirect +
CCU Costs

Unit
Cost
(Direct)

Unit Cost
(Direct +
Support +
Indirect)

Unit Cost
(Direct +
Support
+ Indirect
+ CCU)

RCPCH 1,715 £602,001 £688,535 £854,956 £351 £401 £499

Activity description: Mentorship of health workers in
Emergency Triage, Assessment and Treatment (Plus)
(ETAT+) at hospitals. ETAT instructors (MoHS healthcare
workers) conduct long and short training courses to
mentees working in paediatric wards, and clinician
mentors (international and national volunteers) follow
up with on-the-job mentorship for them to put
classroom knowledge and skills into practice.

Cost per health worker mentored in ETAT: This is
calculated by dividing the total cost of ETAT mentorship
over the number of health workers mentored in ETAT
during the period of January 2019–December 2020.

Total cost of ETAT mentorship: This includes direct
project costs such as mentors’ stipends, transportation,
materials for ETAT teaching sessions, support costs
such as management costs, office expenses, and
indirect costs incurred by the Royal College of
Paediatrics and Child Health (RCPCH) and CCU that
contribute to ETAT mentorship.

Health workers mentored in ETAT: Healthcare worker
cadres such as doctors, CHOs, SCMs, SRNs, SECHNs,
MCHAs, and Nursing Aides (NA) were targeted in the
programme. Both the ETAT long course and short
course trainees are counted as ETAT mentees.

The overall efficiency of ETAT mentorship (£499
per mentee) was higher than the 2018–2021
ex-ante benchmark (£591 per mentee). This was
because more mentees enrolled (1,715) than was
initially planned (1,520), despite a pause in the long
courses in 2020 due to the pandemic. The ETAT
mentorship model has a limited clinical scope
compared to the EmONC mentorship model,
therefore a high number of health workers are
available at the hospitals for mentorship and for the
classroom-style short and long courses.

The largest cost category was Materials & Activities
(49%), most of which were costs for national and
international mentors who receive a stipend
instead of a salary (these costs include allowance,
induction, accommodation, permits, and insurance),
short courses, and training materials. These
mentors trained national ETAT instructors, who are
existing MoHS hospital health workers and
therefore receive no stipends, to assist in delivering
the long-course training and on-the-job mentorship.

Shifting the emphasis from international mentors
to national and MoHS mentors to lead the
mentorship model is paving the way towards
sustainability. Mentees could eventually become
national mentors themselves after going through
the generic instructor’s course and being trained
on leadership, management, and teaching skills by
the Clinical Advisor.

To ensure programme quality and sustainability,
international mentors and the Clinical Advisor could
continue to develop the capacity of national
mentors and respond to their professional
development needs. Moving forward, MoHS is also
aiming to employ a National ETAT Coordinator who
will manage the ETAT programme and work closely
with the mentors.
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Family Planning Services Provided Through Outreach

Org. # of CYPs
generated
through
outreach

Total
Direct
Costs

Total
Direct +
Support +
Indirect
Costs

Total
Direct +
Support +
Indirect +
CCU Costs

Unit
Cost
(Direct)

Unit Cost
(Direct +
Support +
Indirect)

Unit Cost
(Direct +
Support
+ Indirect
+ CCU)

MSSL 193,129 £481,944 £1,097,782 £1,171,374 £2.50 £5.68 £6.07

Activity description: Family planning services provided
through mobile outreach channel where a team of
Marie Stopes service providers (3 staff/team) travel to
support different Peripheral Health Units (PHU) in
Bombali, Kailahun, and Port Loko districts.

Cost per CYP generated through Outreach: This is
calculated by dividing the total cost of outreach over
the total number of CYPs generated through outreach
during the period of January 2019–December 2021.

Total cost of Outreach: This includes direct project
costs such as programme staff time and transportation,
family planning commodities, community mobilisers for
demand generation, support costs such as
management costs, office expenses, and indirect costs
incurred by Marie Stopes Sierra Leone (MSSL) and CCU
that contribute to mobile outreach.

CYPs generated through Outreach: Couple-Years of
Protection (CYP) is a measure that estimates the
protection from pregnancy provided by contraceptive
methods to clients during a one-year period.

The overall efficiency of Outreach (£6.07 per
CYP) was higher than the 2018–2021 ex-ante
benchmark (£7.76 per CYP). This is because more
CYPs were generated (193,129) than was initially
planned (141,000), despite a slight dip in 2020 due
to the pandemic. Some outreach sites in Bombali
and Port Loko were also remapped in 2021 to
target more productive areas.

The largest cost category was Materials & Activities
(19%), most of which were costs for medical
supplies such as family planning commodities.

Lessons learned to ensure VfM include:

Establish and implement contingency plans to
ensure programme continuity and availability of
family planning services. Establish a crisis
management team, mainstream IPC protocols, and
plan for potential changes in outreach sites in order
to flexibly pivot to PHUs in chiefdoms that have
lower incidence in case of disease outbreaks.

Strategically plan outreach visits to remote
locations by season. During the dry season,
prioritise locations that would typically be difficult to
access in the rainy season, so that during the rainy
season outreach visits can pivot to areas that are
more accessible.

Conduct remote clinical audits, or clinical
audiovisual assessments (CAVA), to keep costs
low while maintaining clinical quality. Use simple
video streaming tools such as Teams for clinical
auditors to conduct several assessments within a
fixed period of time. This enables outreach teams
to continuously receive feedback on clinical quality
for clients and identify improvement areas, while
reducing travel costs for on-site audits.
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Family Planning Services Provided Through Public Sector Strengthening (PSS)

Org. # of CYPs
generated
through
PSS

Total
Direct
Costs

Total Direct
+ Support +
Indirect
Costs

Total Direct
+ Support +
Indirect +
CCU Costs

Unit
Cost
(Direct)

Unit Cost
(Direct +
Support +
Indirect)

Unit Cost
(Direct +
Support
+ Indirect
+ CCU)

MSSL 284,823 £1,251,637 £2,449,625 £2,650,228 £4.39 £8.60 £9.30

Activity description: Family planning services provided
through public sector strengthening (PSS) where Marie
Stopes mentors and MoHS master trainers provide
family planning (FP) mentorship to 180 MoHS health
workers at 90 community health centres (CHC) in 14
districts. The scope of mentorship includes implant
insertion & removal, IUD insertion & removal, and
manual vacuum aspiration (MVA). The mentorship
package includes group classroom training and model
simulations, followed by one-on-one routine
competency-based assessments, on-the-job
mentorship, and supportive supervision.

Cost per CYP generated through PSS: This is
calculated by dividing the total cost of PSS over the
total number of CYPs generated through PSS during
the period of January 2019–December 2021.

Total cost of PSS: This includes direct project costs
such as programme staff time and transportation,
materials for training and mentorship, support costs
such as management costs, office expenses, and
indirect costs incurred by Marie Stopes Sierra Leone
(MSSL) and CCU that contribute to public sector
strengthening. The cost does not include demand
generation activities (provided by Restless
Development), family planning commodities (provided
by MoHS at PSS sites), or service provider salaries
(employed by MoHS at PSS sites).

CYPs generated through PSS: Couple-Years of
Protection (CYP) is a measure that estimates the
protection from pregnancy provided by contraceptive
methods to clients during a one-year period.

The overall efficiency of Public Sector
Strengthening (£9.30 per CYP) was higher than
the 2018–2021 ex-ante benchmark (£17.11 per
CYP). This is because more CYPs were generated
(284,823) than was initially planned (157,500),
despite a slight dip in 2020 due to the pandemic.

Family planning through PSS incurred higher cost
per CYP than through Outreach, because there are
more direct PSS staff with higher salaries who
provide mentorship (14 District Family Planning
Managers) than there are direct Outreach staff (3
service providers per district team). During active
mentorship, the competence levels of the MoHS
FP/PAC mentees under PSS are also lower than the
MSSL providers under Outreach, reducing the
potential of PSS to generate CYPs and thus

increasing the cost per CYP of PSS compared to
Outreach.

Although the cost per CYP for PSS was higher than
for Outreach, PSS is a more sustainable model to
ensure that high quality and widely accessible FP
services are available through MoHS service
providers at lower-level community health centres
(CHC). The Outreach model is less feasible for
MoHS to take over due to logistical coordination
and financial requirements; MSSL will continue to
conduct outreach to fill gaps in service availability
while public sector services are being
strengthened across the country.
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The largest cost category was Materials & Activities
(16%), most of which were costs for training
materials, job aids, mentorship visits, supportive
supervision, and quality technical assessments
(QTA). The second largest cost category was
National Staff (13%), most of which were staffing
costs for District Family Planning Managers and
Clinical Training Officers who provided supportive
supervision and on-the-job training for MoHS
master trainers.

In 2021, 45 of 90 participating CHCs were no
longer funded under the SLiSL programme and
phased out since they are better equipped, have
higher capacity service providers, and have
generated higher numbers of CYPs than other
CHCs. MSSL tapped into internal funds to provide
them with light touch support. The remaining 45
CHCs under SLiSL will be assessed at the end of
2022 with the plan of phasing out in 2023.

Overall, about 30% of implants and 60% of
intrauterine devices taken up by clients in Sierra
Leone to date were distributed through the 90
participating CHCs, indicating that PSS mentorship
was effective in improving service provider
confidence in providing long acting reversible
contraceptives (LARC).

Future budgets permitting, PSS could be scaled up
to other CHCs in the country to address the high
unmet need for modern contraceptive methods. To
enhance the effectiveness of overall health service
provision, the PSS support could also be diversified
to deliver more integrated SRH services including
sexual and gender-based violence (SGBV)
response, human papillomavirus (HPV) vaccine
provision, and stronger referral systems.

Lessons learned to ensure VfM include:

Invest in upfront training and supervision of
master trainers. This is not expected to
immediately generate CYPs, but can enable high
quality mentorship and help improve service
provider confidence in providing LARC in the
second and third year of the programme.

Coordinate service providers to conduct
“inreach” every quarter. Master trainers can
coordinate with service providers based at a
particular CHC in a particular district to visit other
health facilities within the same district, and
coordinate with community mobilisers to inform the
communities which facilities will receive “inreach”.

Provide non-monetary incentives to keep service
providers motivated. Involve service providers in
the QTAs to instil a sense of programme quality
ownership, then award model PSS sites with
plaques and certificates of recognition so that the
service providers feel appreciated and continue to
look forward to improving their clinical skills
through mentorship.

Collaborate closely with Family Planning (FP)
Coordinators in each district who are employed
by MoHS. Establish Memorandums of
Understanding (MoU) with the FP Coordinators,
highlighting their expectations and responsibilities
including participating in quarterly workshops to
share and implement programme strategy. FP
Coordinators can manage the service providers in
their districts, monitor their performance, conduct
supervision visits, and instil a sense of career
growth among the service providers.
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Drug Distribution

Org. # of units of
drugs
distributed

Total
Direct
Costs

Total
Direct +
Support +
Indirect
Costs

Total
Direct +
Support +
Indirect +
CCU Costs

Unit
Cost
(Direct)

Unit Cost
(Direct +
Support
+
Indirect)

Unit Cost
(Direct +
Support
+ Indirect
+ CCU)

Crown
Agents

432,985,438 £3,131,886 £3,900,581 £4,120,090 £0.01 £0.01 £0.01

Activity description: Distribution of Free Health Care
(FHC), reproductive health (RH), and nutrition
commodities from the capital to health facilities,
including the associated supply chain technical support.

Cost per unit of drug distributed: This is calculated by
dividing the total cost of drug distribution over the
number of units of drugs distributed during the period
of January 2019–December 2021.

Total cost of drug distribution: This includes direct
project costs such as programme staff time and
transportation, picking and packing, quality assurance,
etc., support costs such as management costs, office
expenses, and indirect costs incurred by Crown Agents
and CCU that contribute to drug distribution. The cost
does not include drug procurement as that was not in
scope for Crown Agents.

Unit of drugs distributed: Unit is defined to be specific
to each drug and can be packs of tablets, bottle, box, or
piece. The number of units of drug items distributed
include FHC, RH, and nutrition commodities.

The overall efficiency of drug distribution (£0.01
per unit of drug distributed) was higher than the
2018–2021 ex-ante benchmark (£0.02 per unit of
drug distributed). More units of drugs were
distributed (432,985,438) than was initially planned
(251,684,166). Due to the very large number of units
of drugs distributed, it was not meaningful to
analyse the cost per unit of drug distributed, which
was calculated to be £0.01 every year. Future drug
distribution programmes could assess efficiency
using cost per volume (m3) of drugs distributed,
because volume (m3) is a more meaningful output
metric that represents the number of vehicles and
trips that are planned and incurred for drug
distribution.

The largest cost category was Materials & Activities
(40%), which included Distribution Support and
Warehouse Rental costs. Temperature controlled
warehouses are important for sensitive FHC
commodities to be preserved for a longer period of
time without compromising drug quality and
efficacy.

The second largest cost category was International
Staff (28%), which included the heavy technical
support required to set up the National Medical
Supplies Agency (NMSA), recruit and train staff,
establish and implement policies and standard
operating procedures, and set up internal finance
systems. As NMSA staff improve capacity to
implement quality assured drug distribution,
short-term technical support should continue to be
budgeted for whenever gap coverage is needed.
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Lessons learned to ensure VfM include:

Outsource first mile delivery of drugs by NMSA
from the capital to the district medical stores to
third-party contractors with larger vehicles. Small
inhouse vehicles are not suitable for bulk deliveries
because more trips and mileage are needed,
therefore incurring more costs for fuel,
maintenance, and drivers. Outsourcing first mile
delivery to third-party transport contractors who
have larger vehicles could be cheaper because
less trips would be required.

Insource last mile delivery of drugs from district
medical stores to health facilities by utilising
already donated delivery vehicles and MoHS
personnel at the district level. The current
third-party transport contractors use low quality
vehicles for last mile delivery and provide low
assurance of complete delivery. Early pilots showed
that using existing inhouse vehicles and GoSL
drivers could achieve the same supply chain
performance as third-party transport contractors in
terms of the quantity delivered, the condition of the
commodities delivered, and delivery coverage, at a
faster rate and at 25% of the cost.3 Further scenario
modelling showed that insourcing all last mile
transporters could potentially save more than
£40,000.

3 Report: Results of the pilot inhouse last mile distribution
of drugs and medical supplies in Sierra Leone (March
2020).
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Acronyms
CCU Consortium Coordination Unit
CBM Community Based Mobiliser
CH Child Health
CHC Community Health Centre
CHO Community Health Officer
CHW Community Health Worker
CUAMM Doctors with Africa
CWW Concern Worldwide
CYP Couple Years of Protection
DCM District Clinical Mentor
DFPM District Family Planning Manager
DHMT District Health Management Team
DHS Demographic and Health Survey
DMS District Medical Stores
EPI Expanded Programme on Immunisations
EmONC Emergency Obstetric and New-born Care
ETAT Emergency Triage, Assessment and Treatment (Plus)
FCDO Foreign, Commonwealth and Development Office
FHC Free Health Care
FMC Facility Management Committee
FP Family Planning
GoSL Government of Sierra Leone
HCW Healthcare Worker
IMNCI Integrated Management of Neonatal and Childhood Illnesses
IPC Infection, Prevention and Control
IRC International Rescue Committee
IUD Intrauterine Device
LARC Long Acting Reversible Contraception
MCHA Maternal Child Health Aide
MoHS Ministry of Health and Sanitation
MSI Marie Stopes International
MSSL Marie Stopes Sierra Leone
MVA Manual Vacuum Aspiration
NA Nursing Aide
NMSA National Medical Supplies Agency
PAC Post Abortion Care
PHU Peripheral Health Units
PPE Personal Protective Equipment
PSS Public Sector Strengthening
QTA Quality Technical Assessment
RCPCH Royal College of Paediatrics & Child Health
RDSL Restless Development Sierra Leone
RMNCAH Reproductive Maternal Newborn Child and Adolescent Health
RPHS Regional Public Health Specialist
SCAN Systematic Cost Analysis tool
SCM State Certified Midwife
SECHN State Enrolled Community Health Nurse
SLiSL Saving Lives in Sierra Leone
SRH Sexual Reproductive Health
SRN State Registered Nurse
VDC Village Development Committee
VfM Value for Money
UNITE Unite fo Sev Lyfe na Salone
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