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PROJECT AUTHORIZATION

Name of Country/Entity:
Interregiona® Project Title: Program for Voluntary
Sterilization

Project No. : 932-0968

Grantee : Association for
Yoluntary
Sterilization

1. Pursuant to Section 104 of the Foreign Assistance Act of 1961, as amended,
I hereby authorize an increase not to exceed $78,500,000 in the level of
funding of the centrally funded Progsam for Yoluntary Sterilization to a new
11fe-of-project total of $133,006,000 1n grant funds for the period FY 1972 -
FY 1986. Funding during the five-year perind FY 1982 - FY 1986 will be 1n
annual increments, subject to the availability of funds in accordance with the
A.1.D. OYB/allotment process, to help in financing foreign exchange and Tocal
currency costs for the project.

2. The project consists of activities to increase the number of developing
countries 1n which high-quality voluntary sterilization services are
institutionalized and routinely accessible to the majority of the populition.

3. The cooperative agreement or other agreement(s) which may be negotiated
with the Association for Voluntary Sterilization and executed by the
officer(s) to whom such authority is delegated in accordance with A.1.D.
regulations and Delegations of Authority shall be subject to the following
terms and conditions together with such other terms and conditions as A.1.D,
way deem appropriate.

4. Source and Origin of Goods and Services

a. Each developing country where training or other assistance takes -
place under this project shall be deemed to be a cooperating country
for the purpose of permitting local cost financing.
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b. Goods and services, except for ocean shipping, financed by A.l.D.
under the praoject shall have their source and origin in the cooperating
country or in the United States except as A.ID. may otherwise agree in
writing. Ocean shipping financed by A.I.D. under the project shall,
except as A.1.D. may otherwise agree in writing, be financed only on flag
vessels of the United States.

Y /
|

Administrator

2 DEC 1981
Date 220

Clearances:
SAT/POP:JJSpeidel V5
S&T/PO:BChapnick

AFR/DR :LHe{ Iman

ASIA/TR:TArndt
LAC/DR :ACauterucc
NE,/TECH:LPReade
(:\GC :JRBo1ton
AA/PPC:LSmucker
Drafted by:S&T/

ran:cs:10/16-19/81:X59677:00c #0151A
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ACTION MEMORANDUM FOR TAE ADMINISTRATOR
THRU : ES

THRU : AA/PPC, L. Swucker (Abt )‘iy

FROM : SAA/S&T, N.C. Bra

Problem: Your approval of a Project Authorization is required for a five-year
extensTon of the Program for Voluntary Steril{zation, Project No. 932-0968,

under a Cooperative Agreement with the Association for Voluntary Steril{zation
(AVS) at an estimated cost of $78,500,000.

Discussion: A.l1.D. has funded this project since 1972 through two successive
znnfs to AVS. Cumulative obligations through FY 1981 have totalled
49,906,000, The project {s designed to advance the acceptability and
availability of voluntary surgical contraception as a basic component of
health and family planning service programs in developing countries.

Since the mid-1970s, awareness in developing countries of the positive {mpact
of sterilization on maternal and child health and demand for services have
grown rapidly. Just as in the United Statas, where sterilization is estimated
to be the most popular means of contraception, more couples throughout the
world have chosen steril{zation as their method of fertility control than any
other contraceptive method. AVS has been a major factor in this {ncreasing
demend and availability through 1ts development of {ndigenous leadership
organizations; support of service, training and educational programs;
dissemination of technological {mprovements; and sponsorship of international
conferences. Previously available only to the well-to-do from private
physicians, voluntary steril{zation is becoming 1ncreasingly accessible to the
general public in more and more countries at an acceptable que'ity level and
on terms the poocle can afford. Attachment C is a Fact Sheet which gives more
details of the AYS program.

AYS fully subscribes to the A.1.D. policy on voluntary sterilization as set
forth in Policy Detarwination No. 70, June 14, 1977, and the Addendum tq
PD-70, February 9, 1981. These guidelines, as well as A.I.D.'s proscription
of abortion~-related activities, will continue to be formally incorporated in
all AVS subgrant agreements. :

Periodic intensive external evaluations of this project, the most recent in
Tate 1979, have resuitad {n favorable assessments of the pertinence and
effectiveness of the activities AYS has rted and of AVS's managerial
‘performance. The geographic bureaus rate AVS as one of the top five highest
priority projects smong centrally funded population activities.



The funding authorization requested is for continuation of this project for
the five-year period FY 1982 through FY 1986 at a evel of $78,500,000. AVS's
request for the next five years totalled $93,000,000. The Office of Popula-
tion regards that amount as a reazonable estimate of demand for assistance.
However, to accommodate to the expected realities of fund availability in FY
1982 and FY 1983 and projecting program growth at a manageable rate over the
five year period, we propose to support this program at the reduced level of
$78,500,000. The Project Paper describing the project for the next five years
(Attachment A) was reviewed by the Population Technical Review Committee on
July 22, 1981. A1l five bureaus indicated their strong support for the
project and recommended that it be forwarded to you for approval. The
Memorandum reporting the outcome of this review 1s forwarded for your
reference as Attachment B.

AVS plans to continue subgrant support to dcveloping countries for service,
training and information projects, provision of medical equipment, a.d
development of an indigenous capability to repair and maintain endoscopic
equipment. As in the past, A.1.D. and AVS policies will continue to require
that projects will be funded only with the knowledge and approval of the host
goverrmunt and 1n consonance with country and USAID priorities. AVS will
continue to be responsive to natiomal leaders who request assistance {n the
development of professional organizations t» provide leadership in expanding
the availability of high-quality surgical contraception services. As mandated
under previous A.I1.D. grants, these national associations ure affiliated in an
international network called the World Federation of Health Agencies for the
Advancement of Yoluntary Surgical Contraception. An expanding role is
anticipated for the World Federation in the areas of service standards,
scientific information exchange, and technical assistance to national agencies
in program policy and orgenizational development. AVS expects to be alert to
opportunities to assist in starting or expanding services in the largely
unserved nations of Africa and the Near East during the next five years and to
continue its long-range efforts to raise the standards of medical care.

A related centrally funded project, also schediled for renewal this year, 1is
the project for Physicians' Postgraduate Training in Reproductive Health
(Project No. 932-0604) administered by The Johns Hopkins Program for
International Education in Gymecology and Obstetrics (JHPIEGO). The Office of
Population has designed these projects to be complementary, with JHPIEGO
concentrating o training of physicians in advanced surgical techniques of
steril{zation, as one part of its training program in ngroductive health, and
AYS supporting the services provided by medical personnel aftar they are
trained. Additioma) details om tha relationship of these projects and the
::ot:::-nl::os between the two agencies are presented in the Fact Sheet, .
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An Advice of Program Change will be required under new procedures to increase
the Data Base 11 e-oT-pr%e‘ct authorization level from $54,506,000 to
$133,006,000 (ref. page 114). This Project is cited on pages 49 and 55 of
Annex Y - Centrally Funied Programs, of the Congressional Presentation for FY
1982.

Clearances Obtained: SA&T/Program Office, Regiona) Bureau Technical Offices,
General CounseY, and PPC have concurred in this Authorization recommendation.

Recommendation: That you sign the attached Project Authorization.

Attachments:

A. Project Paper (No. 932-0968)

B. SA&T/PO Memorandum, dated July 31, 1981
C. Fact Sheet on AVS Program

gl?%&'fsjépeim Lo GC: TR en KK !“‘ ofR /4‘/

S&T/PC:BChapnic pb-*../
S&T:JC{nton PPC/PDPR:JEtihlonM#
‘-2 3. oy

Drafted by S&T/POP/FPS/GM:DVoran:cs:10/16/81:X59677 :Doc #0152A
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PROJECT PAPER
PROGRAM FOR™VICUNTARY STERILIZATION

PART I. SUMMARY AND RECOMMENDATIONS

A. Face Sheet (attached)

B. Recormendation: That grant funds be contributed to the
Associatinn for Voluntary Sterilization (AVS) to carrv out the program
activities of the International Project of AVS (IPAVS) ard of the World
Federation of Health Agencies for the Advancement of Voluntary Surgical
Contraception (1FHA-AVSC), as follous:

Fiscal Year 1082 1083 1984 1085 1986
Grant Ohligation ($000) W, F00 Y2000 75,000 7YO,000 73,000

C. Surmarv Project Nescription

1. Program Goal: Improved maternal and child health and
decreased ferti'ity Yn Tess developed countries.

2. Project Purpnse: To increase the mmber of developing
countries in which high-quality voluntary sterilization services are
institutionalized and routinely accessible to the majority of the population.

Intermediate Purpose: To increase the number of developing
cnuntries in which voluntarv steriVization 1s acceptahle as a fenilv planning
and bhealth neasure.

3. Project Activities: To achieve the Project Purpose, the
following activities yi 1! he undertaken:

a. The International Project wi') adninister AVS assistance
for the folloydina:

. voluntary sterilization service delivery;

. training of medical and paraprofessional progran
personne?;

. equipment: nedical, hospital, audio-visual;
. repair and naintenance of endoscopic equipment;

. renovation nf hospital space dedicated to fertility
managerncnt services, including permanenrt methods;

. pubhlic information and education on voluntary
sterilization;

. adninistrative and organizational costs of natfonal
leadership organizations; and

. technical assistance: medical, cormunication,
nanagenent, evalpation,



b. The World Feceration, with subgrants from AVS, will be
responsible for the following activities:

. development of guidelines and standards on all aspects
of services, laws and regulations, professional and
public education, and organizational development;

. technical leadership assistance to governments and
other agencies in their development of voluntary
surgica]l contraception programs and policies, including
provision of technical assistance from a roster of
international consultants;

. dissemination of technical and scientific information
and guidance on service delivery sytems;

. awarding of administrative subgrants to national VS
associations whare there are program advantages over
IPAVS's being donor, in AVS's judgment;

. development of a consortium through the establishment
of collaborative relationships with related inter-
national agencies; and

. support or conduct of international, regional anc
national conferences.

c. During the period of the project, AVS, its International
Project, and the World Federation will collaborate to address major unmet
needs. These include:

. study of and model development for extending services
to underserved peripheral rural and remote areas,

. {ntroduction of voluntary sterilization services into
countries in which services are not available or are
restricted;

. improvement of the aquality of services; and

improved approaches to public education and counselling
of couples.

0. Summary Findings: AVS's nine years of well-documented experience
in assisting developing country agencies, institutions, and governments to
{nitiate and expand high-quality voluntary sterilization services as a normal
part of health and family planning programs have demonstrated the efficacy of
the approaches planned in this project. In the pyst five years, there has
been a dramatic increase in the acceptability o’ contraceptive sterilization
and in requests for assistance. AVS has demonstrated its capacity for
differentiated response to widely varying social environments among developing
countries. Based on this record, it is A.1.D.'s judgment that AV can attain
the desired end-of-project conditions by 1986,




PART II., DETVAILED PROJECT DESCRIPTION

A. Background
1. Funding History

In response to a growing demand for assistance in developing
programs of voluntary steriifzation in less developed countries, A.1.D. made a
grant in 1972 (AID/csd-3611) to the Association for Voluntary Sterilization, a
U.S. nonprofit, private-sector agency incorporated under the laws of New
Jersey. The purpose of this project was to advance the acceptability and
availability of voluntary sterilization as a basic component of family
planning and health services programs throughout the developing world. AVS
set up the International Project (IPAVS) as the mechanism for designing and
carrying out a program to achieve this purpose.

A favorable evaluation of the first three years' program, under
which $3,526,000 of grant funds was obligated, led to a new A.1.D. grant
(AID/pha-G-1128) in 1975, extended in 1977 for & three-year period and in 1980
for one year, ending in FY 1981, Total A,I.D. obligations under the second
grant have totalled $46,380,000, as follows:

FY 1975 - $ 1.5 million
1976 - 1.0
1977 - 5.45
1978 - 9.5
1979 - 8.2
1980 - 11,33
1981 - 9.4
Total - ¥46.38 million

2. Accomplishments

a. In a joint end-of -project evaluation in June, 1980,
A.1.0. (DS/POP/FPSD) and IPAVS compared accomplishments with the 1977 Logical
Framework projections of the previous Project Paper, The results are attached
as Annex A, In summary, data avallavle through the end of 1980 tndicate that
AVS has cssentially achieved or exceeded Qutpul tarcets fur number of projects
currently supported (154 vi, B85 projected by A, 1.0, for the end of 1980):
numbers of personnel trgtned (1,425 vs, 1,550, 1978 - 1960); number of
countriecs recelving cauipment grants (89 vi, 47 plus 28 recetving smal)
equipment grants in 1378 - 1980 pertfod); number of national and regtong)
leadership groups exfsting (30 vs, 31 targeted); and number of conferences
conducted each year, The principal shortfall was In the number of countries
in which activities were bLeing supported, AU the end of 1980, there were
active subgrants 1n 39 countrics and proposals from an addittonal 10 countrieg
were under review or development; the Logical Framewors projection wasy 65
countries, AVS classified 14 countrics 3% having "Major service projects
leading to nattonal V.5, programs,” as compared to A,],D,'s projected 26
countries,



At the level of Purpose (“To make high-quality voluntary sterilization
services well known and readily available ,..."), the indicator of achievement
of purpose was arbitrarily defined as one service clinic for every
approximately 200,000 population in each developin? country where AVS *has
provided major program support for three years or longer." Based on end-1979
statistics reported by the USAID Missions, eight of the twelve countries
concerned meet the condition described. Two countries are in the
1/300,000-400,000 range. Indonesia {s about 1/700,000; no clinic data are
available from Eqypt.

The overall, long-range Goal of the project is improved maternal and child
health and reduced fertility rates. An examination of several indicators for
1970, 1975, and 1980 in the countries looked at in the Purpose-level
evaluation shows generally favorable trends. [t is assumed that increasing
availability of voluntary sterilization during the past decade has contributed
positively to these trends.

b. The other part of this evaluation, not addressed in the
previous Project Paper and Logical Framework, was an attempt to identify
indicators of attitudinal and public policy chenges resulting in or favorable
to greater acceptability and availability of voluntary sterilization., Some of
these indicators are unguantifiable and Iimpressionistic. Since many
interacting forces are at worx influencing these social changes, it is
difficult to attribute a quantified share of the cause of such changes to
program activities of IPAVS and its subgrantees. It does seem reasonable to
assume, however, that the advent of an agency focused on surgical
contraception, at that particular time in history, and operating in 'he manner
it has, has interacted in a mutually reinforcing way with the other forces for
change and that it has indeed been influential in bringing about the
conditions described in this part of the evaluation, The results of the
analysis are attached as Annex B.

In summary, changes in laws and their interpretatfon and aspplication reflect
the reversal in public attitudes which has occurred, At the beginning of the
19705, the only laws thought to apply to sterilization were the criminal
codes. The first two non-eugenic, nonrestrictive laws on voluntary
sterflization were enacted in 1969 by Virginia and Singapore. Today,
contraceptive sterflization fs broadly seen primarily as a medical matter --
as an tndividual right, mainly in Europe and Korth America, or to legalize the
most ef fictent method of family planning, in countries endangered by
overpopulation, There are, of course, a number of countries in which
sterflization 15 {1leqgal, specifically or by interpretation, or permissible
for only euqenic or medical reasons,

AYS has tdentified over 30 countries tn which there have been explicit
favorable policy changes, tacit chsnges, or movement in the direction of
acceptance of contraceptive sterilization, They cite an ancouraging
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difference in the reccption accorded IPAVS staff visitors in some countries as
a further indicator of progress.

With Pakistani policy reversals which accompanied changes of government, India
was left as the only country in which sterilization was a part of the
goverrment's national family planning program in 1972. 1In 1980, there are at
least 19 countries with govarnmental sterilization programs. The IPAVS
aralysis cites snccific examples of countries in which its activities were
nivotal in this movement,

The analysis of the international conferences on voluntary sterilization
reveals an increasing number of countries participating in each successive
conference and gives examples of concrete effects: the beginning of projects
in countries in which there had been no services; the inspiration of
fndividuals who formed leadership groups; the implementation of ideas picaad
up from other countries' experiences.

IPAVS traces the direct influence of their activities on changes in the
knowledge and understanding of sterilization among the medica profession and
the general public during the past decade. These include the general use of
the terms "voluntary sterilization* and "minilap,* the widespread adcntion of
simpler and safer technigues, the use of local anesthesia and treating tubal
1igations as out-patient procedures, and the broadening acceptance of the
concepts of voluntarism and contraceptive sterilizatior as a basic health
measure.

c. In September and October 1979, A.I.D. arranged for an
evaluation of IPAVS's performance (as distinguished from an eva'uation of
subgrant projects) by a team of external evaluators. Their conclusions were:

. The IPAVS program is well designed to achieve
project objectives.

. IPAVS activities are relevant to A.I.D. goals and
adhere to A.I.D. policies and guidelines.

. A.I.D. should continue to increase support to 1PAVS
because, in spite of tremendous progress, the bulk
of the work of providing generally available
voluntary sterilization services lies ahead.

TDAUC har +tha tarhniral und mananarial cnmnatenca tn
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B. The 1980s

The great gains of the 1970s in voluntary sterilization have oc-
curred mainly in Asia and Latin America. Virtually untouched are some South
American countries and, with only a few exceptions, nearly all of the African
and Middle Eastern nations.

Much remains to be done in many of the countries in which
servicaes are now available: expansion from limited to national coverage;
upgrading of training and medical standards and the quality of services; and
continued financial support where governments, private agencies, or the
consumers of services themselves cannot yet assume the full cost of the
programs.

In the rest of the world, generally the initial tasks are to
educate t! 2 decision makers and opinion leaders in the nature and consequences
of rapid population growth, the public health benefits of sterilization and,
indeed, the importance of preventive health care; and to stimulate discussion
of rational responses to these modern challenges to traditional values.

Under the previous grants, AVS has created resources with
special advantages in overcoming cultural and political obstacles to the
establishment of sterilization services. National leadership organizations,
created and developed with AVS support and guidance, are ideally suited to
design actions appropriate to the unique environmental realities of their
respective countries. The international leadership network which is the World
Federation -- an affiliation of the national associations -- carries authority
and credibility and has access because of its international character, its
professional credentials, and the prominence among its top leadership of
developing country individuals.

C. Project Description

1. Program Goal: Improved maternal and child health and
decreased fertility in Tess developed countries.

A wide range of interacting social, economic, and
physiological factors affect observed measures of fartility and maternal and
child health, to be sure. However, sterilizatior, as the mest effective
method of fertility control, is a potent tool for prevention of the mortality,
morbidity, and dysfunctions associated with maternal age and parity and birth
order of children. It is expected that, as the proportion of couples in a
population choosing permanent contraception increases, the beneficial effects
will be increasingly reflected in measures of maternal and child health and in
fertility rates.

2. Project Purpose: To increase the number of developing
countries in which high-quality voluntary sterilization services are
institutionalized and routinely accessible to the majority of the population,
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Intermediate Purpose: To increase the number of developing
countries in which voluitary sterilization is acceptable as a family planning
and health measure.

Acceptability and availability of sterilization for
contraceptive purposes throughout the world range from countries with strong
government support and involvement (India, Korea, Bangladesh, Mexico and
Tunisia are examples), to countries in which governments permit or rely on
private-sector agencies to take the leading role (as in Indonesia, Colombia
and Brazil), to countries which do not permit services or, in some cases, even
discussion of sterilization (as in much of Africa and the Middle East).

In countries in which the Purpose has been achieved, the
majority of couples will have the choice of a permanent method of fertility
control as a realistic option. However, given the wide range of evolutionary
stages among nations, gaining initial acceptability for surgical contraception
is a more realistic aspiration in much of the world in the five-year time
frame of this project; hence, the Intermediate Purpose.

3. Project Inputs and Qutputs: On the evidence of the
increasingly widespread accepta y of sterilization (with a 1979 estimate
of 90 million couples throughout the world having chosen it as their method of
controlling their fertility) and the judgments of successive teams of external
evaluators, the basic approaches selected by AVS to increase the acceptability
and availability of voluntary sterilization services are sound. They will be
continued and built upon in this new project. Throughout the project period,
AVS and A.I.D. will maintain continuous surveillance of the relative budgetary
allocat‘ons among the service-related action projects; the political,
strategic, and leadership development components of the program; and the costs
of administering the program. The object will be to achieve a balance which
is judged most 1ikely to achieve the Project Purpose with the most efficient
expenditure of time and funds.

a. The following mechanisms are to be employed in making
inputs and monitoring program activities.

(1) The primary mechanism for financing activities
which have potential for advancing aims of the project is the subgrant, with a
formal agreement between AVS and the subgrantee. Action program subgrants are
awarded to requesting private- and public-sector agencies and institutions for
a variety of purposes:

. Establishment and expansion of service programs.
. Renovation and upgrading of dedicated space.

Supply of surgical, operating room, and emergency
1ife saving equipment.

. Information and education campaigns.

. Training of physicians and paraprofessionals.
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. Repair and maintenance of endoscopic equipment.

. Incorporation of fertility management education and
training into medical school curricula.

Subgrants are also used for the administrative support,
organizational development, and leadership development activities of national
associations. Subgrants require prior A.I.D. approval.

(2) A useful adjunct to the subgrant is the *Small
Grant.* Small Grants, with a ceiling of $7,500 (up from $5,000 in the
previous project to accommodate price increases and inflation), are awarded,
without prior A.I.D. approval, for short-term specialized training or
participation in international meetings of developing country individuals and
for small quantities of medical and audio-visual equipment and educational
materials to developing country institutions and agencies.

(3) AVS will make use of professional and technical
consultants for occasional or short-term needs which do not justify employment
of full-time grantee or subgrantee staff. These may be consultants to
headquarters or ra2gional office staffs or to subgrantee organizations.

(4) World Federation activities will be funded through
subgrants from AVS. Some of the World Federation's work plan for the next
several years, as approved at the its General Assembly in May, 1980, will be
carried out by the executive, standing and ad hoc committees, composed of
volunteer professionals who are members of their respective national
associations. The committees rely on correspondence and occasional meetings
to conduct their wo~k., Staff support is given by specially assigned
professional and clerical personnel located at AVS's New York Headquarters.
The committees' work plans include development of guidelines, standards, and
informational materials for the guidance of governments, member associations,
and international and national health and family planning agencies. Subjects
of these planned pubiications include the following:

. Standards/quidelines: medical care/management of corplications
training content/physician qualifications
clinical facilities and equipment
client counselling/informed consent

Role of paramedics

Incentives and disincentives, as related to voluntary participation

Legal status of sterilization

Standardization of nomenclature and definitions

Standardization of statistical recording and reporting

Leadership group formation, management, and programming

Information/education

Technological and scientific developments in sterilization

and reconstructive surgery

(5) The World Federation will plan, sponsor and conduct
international conferences on voluntary sterilization, These conferences have
been instrumental in making the subject of sterilization mere familiar and
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better understood around the world. Participation in past conferences was as
follows: about 50 persons, principally from developed countries, at New York
in 1966; 374 from 64 countries at Geneva, 1973; 261 from 66 countries, Tunis,
1976; and 402 representatives from 73 countries at Seoul in 1979, It is
expected that two internatiinal conferences will be held during this project
period, in 1983 and 1986. In addition, the Federation will support and/or
sponsor national and regional conference on an occasional basis.

(6) WFHA-AVSC will seek to establish relationships with
and participation in a variety of international agencies and meetings.
Examples: NGO status with U.N. specialized agencies; U.N.-sponsored
conferences and forums; and international professional meetings in the
medical, population, health, education, communication, legal, legislative, and
economic and social development fields.

(7) Management of .:c Cooperative Agreement and its
activities will be carried out by the professioncl and support staff at
headquarters and in regional offices. The regiona: office for Asia was
established in May, 1979, in Dacca, Bangladesh, The second regional office,
located in Tunis, Tunisia, for Africa and the Middle Last, became operational
in the latter half of CY 1980. The establishment of a regional office for
Latin America is planned for 1982,
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h. Quantified projections of Inputs and the resulting
Outputs fo'low:

INPUTS 1982 1983 1984 1985 1986

1. Suhgrants:
a. Services, training

IEC 5,554 6,396 8,136 10,552 12,564
b. Equipment, RAM

centers 844 1,115 1,521 1,990 2,392
c. Nat'l leadership

groups 773 1,053 1,558 1,972 2,389

2. Conferences:

a. International - 464 -- -- 79

b. Other 176 77 250 2N 184
3. Printed materials --

production, distribution 70 121 148 165 179
4., Technical Assistance

to LDCs (consulting) 12 135 1NA! 208 235

5. International leadership
netvork development 77 135 1N 208 239
(select study groups,
standing committees,
international neetings)

6. Management:

a. Headouaters 1,464 1,954 2,283 2,683 2,923
h. Regional offices 421 550 762 950 1,104
Totals : 9,500 12,000 15,000 19,000 23,000

Note: AVS's application for grant funding was for a total of $93 million for
the five-year program. A.I.D. proposes to support the progran at a level of
$78,500,000. The reduced amount appears to be more realistic from the
standpoint of the expected availability of funds; it is projected over the FY
1982-1986 period 1n a reasonahle and manageahle program growth progression.
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OUTPUTS 1982
1. Service facilities No. 153
in operation Countries 32
2, Training facilities No. 81
in operation Countries r3)
3. Persons trained:
Medical No. 360
Countries 30
Paraprofessiona? No. 256
Countries 12
4, Dedicated clinical No. n
space equipped Countries 9
5. RAM centers Countries 10
functioning
6. National leadership
roups functioning No. of Nat'l/
WFHA-AVSC Members) Pegional
7. Professional publica-
tions produced:
a. gquidelines, Titles -
standards, policies
b. study reports Titles 2
c. conference
monographs Titles -
d. promotional
mater{als Titles 4
8. Conferences conducted:
a. {nternational Number -
h. nat'l, regional Number 7
9. VS subjects included

in International
Meeting programs

No. of Mtgs. 7

1983

193
36

102
24
457
34

352
14

13
10

12

35/3

1984

239
42

127
28
566
39

403
16

17
n

15

38/3

12

10

1985 1086
302 265
49 58
148 193
33 39
ni7 867
45 54
570 617
18 21
2] 25
13 15
19 23
40/4 42/4
4 3
5 5
8 8
- 1
14 17
13 14
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10. Changes reported:

a. National policy laws,
requlations,
"climate" Countries - 5 7 9 N

b. Program Improvements:
e.g. <tandards,
staff competence,
administration Programs/ - 6 8 N 13
projects

It should be noted that numbers of sterilizations performed is not a suitable
measure of performance in this project. AVS reports procedures performed under 1ts
service and surgica) training subgrants. However, many more cases, not reported to
AVS, are handled by doctors trained in AVS-funded projects or in institutions
equipped by AVS with which AVS has no continuing relationship. Similarly, there is
no way to measure differences in caseload or in demand for serviccs resulting from
AVS-funded information and education efforts directed towards policy makers and the
general public.

PART ITI. IMPLEMENTATION

A. General Responsibilities

AVS {s primarily a funding agency; 1t is not operational except in
1ts dissemination of information and provision of technical assistance. It rather
attempts to develop indigenous institutional capability to formulate policies and
to plan and administer services. AVS will be responsihle for developing
strategies, allocating resources, and admir ;tering assistance toc activities aimed
at achieving the objectives of the project described in Part Il above and in full
comp'iance with A.I.D. policies and guidelines. (Policy Determinetion No. 70,
“A.1.D. Policy Guidelines on Yoluntary Sterilization,” 6/14/77; and Addendum to
PN-70, 2/9/81, are attached as Annex H.)

A.1.D. will monitor the inplementation of the program funded under
1ts Cooperative Agreement with AVS, give prior approval to proposals for specific
project activities, ensure conformity with U.S. Govermment policies and priorities,
rnd make periodic evaluations of the effectiveness of the selected approaches and
of progress towards attainment of project objectives.

B. Management

The AVS Board of Directors; the International Committee, which
reviews and approves subgrant proposals; and the Biomedical Cormmittee will continue
to contribute significantly in their volunteer capacities to the general policy
direction of AVS's international assistance programs.

2/
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Program planning and execution will be done by: (1) the
International Project staff at headquarters and the regional offices under the
overall direction of AVS-appointed Executives; and (2) the committees and the
Secretariat of the World Federation under the overall direction of the WFHA-AVSC
Exezutive Committee,

C. Implementation Plan

Over the past nine years, the kinds of activities AVS has selected
to support and the manner in which that support has been given have been found by
A.1.D. and external evaluators to be suitable and effective. Based on analysis of
this experience and of changing international and individual country needs, AVS
will continue to refine and evolve approaches responsive to the varying
environments encountered.

A relatively new factor in the rield of voluntary sterilization is
the emergence of an international nongovernmental organization with a categorical
focus. As mandated by the previous A.I.D. grants, the World Federation of Health
Agencies for the Advancement of Voluntary Surgical Contraception was established in
1975 as the World Federation of Associations for Voluntary Sterilization, It is a
lega) entity registered under the laws of Pennsylvania and has a membership of 30
national and regional associations from developing and developed countries. In
1980, the World Federation was granted nongovernmental organization (NGO)
consultative status by the U.N. Economic and Social Council in the latter's
biennial meeting to consider applications. Similar status had previously been
granted to the World Federation by the U.N. Fund for Population Activities. With
increasing stature and credibility, the World Federation {is expected to play a role
of growing importance in the years ahead.

AVS has completed its study of available options concerning the
respective roles of the International Project and the World Federation in
implementation of this project and has proposed the following. AVS wishes to
continue its strong international involvement for the foreseeable future. Having
built up considerable experience and competence in its International Project staff,
AVS proposes to continue to develop and implement operational projects through the
International Project. These include subgrants in support or service delivery,
training, renovation and equipping of clinical facilities, information and
education, administration of national leadership organizations, repair and
maintenance of eauipment, and technical assistance to subgrantees.

Complementing the operational side of the program is the crucial set
of activities which may be characterized as theoretical, political and strategic.
This is the role projected for the World Federation for the period of this
project. Specifically, it includes development of standards and guidelines,
technical assistance to governments and other agencies, dissemination of technical
and scientific information, development of a consortium relationship with related
{nternational organizations, and support or conduct of conferences. In extra-
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ordinary cases, where International Project, as a U.S. agency, may not be permitted
to develop or fund operational projects, the World Federation may become the
implementing/funding agency.

AVS funding of the activities implemented by the World Federation
will be through the subgrant mechanism, with World Federation proposals processed
through International Committees and A.I1.D. approvals in the usual manner, The
World Federation, as a separate entity, will be encouraged to seek additional
funding from other sources as it sees fit.

The two major elements of the program -- service delivery systems
and their supporting activities, on the one hand, and influencing national policies
and improving standards, on the other -- are interdependent and mutually
reinforcing. Since perceptions of surgical contraception vary widely among and
within countries, approaches to gaining for sterilization its rightful place among
established social services must be tailored to each situation. In some cases, it
may be a legitimate use of funds under this project to support maternal and child
health services, infertility diagnosis and treatment, and health and medical
education when they are linked with voluntary surgical contraception. However, the
primary objective remains the advancement of the acceptability and availability of
voluntary sterilization services.

AVS will continue to support the renovation and equipping of
operating and patient recovery rooms dedicated to surgical contraception, because
in many countries existing surgical facilities are overtaxed by demand for curative
care. Subgrants of equipment and for endoscopic equipment repair and maintenance
capability will continue to expand service availability and ensure maximum benefit
from investment in costly equipment.

From time to time, A.I.D. may suggest to AVS technical and/or
advisory services or other activities it may wish AVS to undertake. (However, AVS
has the option to decline such suggested activities.) AVS will then develop and
submit to A.I.D. a proposal in accordance with established procedures.

D. Implementation Procedures

1. Proposal Requirements

In general, AVS subgrant funding proposals are to be submit-
ted in four copies to the Project Manager in the Office of Population, A.I.D.,
at least 60 days before the desired effective date. AVS will make suitable
adjustments for subgrant proposals in those countries in which the government
and/or USAID lead-time requirements for approval exceed 60 days. Normally, on-
going projects are funded for one year at a time., For each subsequent year's
funding, the proposal approval and subgrant agreement processes are repeated.

The subgrant proposal format in use under the previous pro-
ject has proven functional and will continue to be used. The following is an
outline of a representative proposal:

23



15«

Summary Section

Project Title

Grantee

Project Director
Budget Duration
Budget Amount

Summary of Objectives

Narrative

Program Goal

Program Need and Background

Previous Years' Accomplishments (for ongoing projects)
Program Objectives and Description

Project Implementation

Budget

In-Country costs
U.S. costs

In proposals for continuation funding of on-going projects, AVS will include in
summary format the effective dates and funding levels of prior-year subgrants as a
part of the discussion of accomplishments to date. Country and subgrantee
backgrognd information need be only briefly summarized and updated in refunding
proposals.

Funding for travel, per diem and other costs of World Federation committee meetings
and annual General Assemblies will be budgeted in the World Federation subgrant,
Travel in conjunction with these meetings will be subject to A.I.D.'s established
international travel approval requirements.

2. Approval Criteria

AVS will make judgments on the relevance and feasibility of
proposals from developing countries in 1ight of the objectives of this project;
AVS's standing policies, guidelines, and priorities; and availability of
resources. A.I.D.'s approval will be based on its determination that the proposed
activity is consistent with the objectives of this project and with A.I.D.'s
voluntary sterilization policies and guidelines; that the country of implementation
is eligible for U. S. assistance and ?s one in which the activity is important; and
that the project appears to be feasible and at an acceptable level of
cost-effectiveness.

A.l.D. requires assurance that the government of the country
concerned approves of the proposed activity. This may be formal, written approval
or implicit in the evidence of subgrantee's prolonged voluntary sterilization
activities or the government's use or support of subgrantee's services, In
countries where the government permits private-sector voluntary sterilization
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services to exist but -- for whatever reasons -- is not willing to go on record as
formally sanctioning sterilization, communication to AID/W of the U. S. Mission's
determination that such is the case will satisfy this requirement,

3. Approval Procedure

a. Upon AVS's submission of a subgrant proposal to the A.I.D.
Project Manager (the Cognizant Technical Officer), as described in II1.D.1. above,
the latter will circulate copies for review and concurrence to the concerned Office
of Population and regional bureau technical officers and to the U, S. Mission
population officer. These concurrences, based on the criteria cited in III.D.2.,
will form the basis of A.I.D.'s written approval to AVS.

b. Upon receipt of A.I.D. approval, AVS will execute a formal
agreement with the subgrantee. This agreement sets forth the project objectives
and work plan, mutual responsibilities, voluntarism and informed consent
requirements, accounting and audit requirements, proscription of abortion,
covenants and conditions precedent, and budget. Any change in the standard
contractual provisions for subgrants requires prior approval of the A.I.D.
Contracts Management Office.

c. The existing waiver under which AVS may allow subgrantees to
purchase commodities available in their respective countries under a specified
limit has greatly facilitated rapid and economical implementation and will be
continued. The present $5,000 limitation will be increased to $7,500 per
subgrantee per year because of inflationary trends. In addition, AVS will be
authorized to allow forty (40) subgrantees in years 1 and 2 of this project,
forty-five (45) in year 3 and 4, and fifty (50) in year 5 to procure up to an
additional $7,500 worth of locally available commodities, that is, to a total of
$15,000 per subgrantee per year.

With A.I.D. encouragement, in several countries AVS has begun to
consolidate numerous single-location subgrants to the same subgrantee under a
single combined subgrant where practicable. For such consolidated subgrants, the
local commodity purchase limitation will be calculated at $4,000 per unit, with the
consolidated project administrative office constituting one unit and each static
project site one unit. A network of eight clinics, with an administrative office
and a repair and maintenance center, for example, would comprise ten units and
could be allowed up to $40,000 in local purchases in one year, Pharmaceuticals,
contraceptives, and motor vehicles are not eligible for local purchase, nor are
imported articles specially ordered by or for the subgrantee,

From time to time, the A.l1.D. Grant Manager may review thest
authorizations and propose individual waivers or general revision of the ceilings
where this may be in the interests of A.1.D. or AVS. AVS will report in its Annual
Report the subgrants given authority to purchase more than $7,' )0 and the amounts
and types of commodities purchased.

d. Small Grants under $7,500 may be awarded by AVS without
prior A.1.D. approval for training in the U. S. or third countries, for
participation in international meetings, and to provide small amounts of
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equipment. For surgical equipment, AVS will keep on file qualifications of the
surgeon(s) who will use the equipment, data on the physical facility and its
equipment in which surgical procedures will be performed, and the recipient's
certification that services will be provided only to persons requesting them on an
entirely voluntary basis,

4, Accountability

AVS will maintain books, records, documents and other evidence
and accounting procedures and practices sufficient to reflect properly that any
funds provided by A.1.D. were expended exclusively for the purposes of the
subgrant, Such records shall be maintained for a period of three years following
the expiration of the subgrant,

AVS shall assurr that upon termination of each subgrant (except
for: (1) subygrants of less than $7,500, (2) solely ejuipment or training subgrants,
ur (3) if the cognizant audit agency of A.1.D. will do the audit) an audit is
conducted on the subgrantee's records by an independent public accountant with a
national certification, similar or equivalent to a certified public accountant, If
AVS determines that an audit is not possible or feasible, it will submit to the
Contracts Management Office of A.I.D. alternatives which will achieve the same
objective, AVS will include in cach oi its subgrants a clause by which AVS assures
A.1.0.'s right to audit., AVS shall also require that the subgrantee make available
any further information that is requested by AVS with respect to questions
concerning the audit. Tho report of independent audit shall be submitted to AVS
and will be retained by AVS as par. of the subgrant records. The purpose of the
audit shall be to determine the propricty a4 necessity of the subgrantee's
expenditures in terms of the purposes for whirt the funds were made available, and
the adequacy of the subgrantee's financial management.

For all subgrant institutions using A.l.D. funds to provide
voluntary surgical contraccptive scrvices, AVS will ascertain that the {nstitution
providing voluntary sterilization services maintains patient records for three
years and will make them available, as necessary, for inspection and verification
by AVS. These records should include the following identifying data:

Name of patient

Residence of patient

Age and sex of patient

Number of pregnancies anc number of living children
Date procedure performed and location

Name of procedure

Notes on physical findings

Cignature of physician performing procedure
Documented evidence of informed consent,

OO~NO SNy —
- L L] - - - - -

5. Quality of Services

Personnel who perform sterilization procedures must be

we!\-train$? and highly aqualified accordin? to local medical standards, Equipment
provided will be the best avatlable and sultable to the field situation in which {t

Je
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will be used. Sterilization services should be considered as an integral component
of total health care services, and should be performed with respect for the overall
health and well-being of clients.

6. Country Policies

Voluntary sterilization program activities must be carried out
within the framework of host country policy and practices. In ironitoring the
consistency of voluntary sterilization programs with local policy and practices,
AVS and A.1.D. will take particular note of program activity among cultural,
ethnic, religious or political minorities to ensure that the principle of informed
consent is being observed and that the rights of minorities are protected.

7. Site Visits and Travel

Beyond their necessity for project identification and
developnent, project mon‘toring, and medical and technical assistance, site visits
by staff members are valuable for keeping program personnel in touch with reality,
developing relationships, transferring project planning and management skills, and
enhancing interest in and understanding of permanent contraception., Newly
appointed personnel accompany experienced staff members as part of a planned staff
development program. Similarly, observation tours by AVS International Committee
and Biomeaical Comnittee members prepare them to make informed judgments {n their
tasks of proposal approval and policy and standards formulation, Standing A.l.D.
travel requlations apply, including prior concurrences of U.S. Missions in the
countries to be visited and prior approval of grant-funded travel by the A.1.D.
Project Manager. Regional [PAVS representatives will obtain prior U.S. Mission
concurrences directly for travel within their respective regions without
AlD/Washington approval. However, AlD/Washington approval will be required for
travel to the U.S. or to other regfons,

8. Institutionalization

AVS and A.l... shas o objeclive of instiitutionalizing
voluntary contraceptive sterilization services as a normal part of preventive
health services and supported fully by dumestic resources. AVS's encouragement of
subgrantees with onyoing programs to become self-supporting occurs in widely
differing environments, Some of the suberantees are qovernments or
quasigovernmental fnstitutfons, Others are private-sector arqganizations and
fnstitutions -- some established, mature, and with broad mandates of which surgical
contraceptions 1s only one component; others are newly formed with a narrow focu$
on voluntary sterilization. Host qovernments are on Jifferent long-range courses,
come leading eventually to basically private-sector health < stems, others in which
social services will always be primarily in the public secter, Similarly, there
are vast differences among developing countries in the Jevel of qovernment
commitment to soctal services and cquity; in the economic ability to make adequate
socfal fnvestments; in the private <ector’s ability ang 111 to support <ervice
programs; in the buying power of the majority of people, cupectally for what are
essentfally preventive services; and in the relative priority <tatus of curalive
and preventive health services. Therefore, both the capability and the direction
and pattern of {nstitutionalization and self-reltance vary greatly,
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A key factor in institutionalization is tle development of
strong national leadership groups which have the authority sr professional
expertise and conmitment to social service and the legitimacy and stature
associated with their linkage to an international network. This indigenous
resource will remain and be influential beyond any termination of external
support. A measure of finstitutionalization will be the ability and willingness of
countries to assume an increasing share of the support costs of these leadership
associations; and when voluntar: sterilization is fully accepted and available, to
scale down their structures and programs or phase out. AVS and the World
Federation will encourage such transitions where analysis suggests they are
warranted without endangering service quality and availability.

While AVS will encourage the mobilization of domestic resources,
permitting a planned withdrawal of its funding, decisions to terminate support will
be made on a case-by-case basis. To avoid depriving couples of services, a rigid
application of an arbitrary cut-off scheuule will not be required.

9, Coordination

AVS will continue to use the formal and informal communica-
tion links with other agencies assisting family planning efforts in developing
countries to ensure that their respective activities complement each other. A
common pattern of collaboration with the Johns Hopkins Program for International
Education in Gynecology and Obstetrics (JHPIEGO), for example, is for the latter to
fund physician training costs and AVS to support service costs, including costs of
procedures performed during training. These two agencies agree mutually which will
assume responsibility for supporting the equipment repair and maintenance center in
any given country. Coordination {. »dvanced by periodic joint meetings with A.I.D.
as well as by direct interagency communication. When possible, joint planning of
future overseas activities is recommended where this will recult in mutual
reinforcement or significant program or conference cost reductions. Similarly, AVS
frequently supports the voluntary sterilization component of a comprehensive family
planning/family health project, the other parts of which are assisted by the
International Planned Parenthood Federation, Family Planning International
Assistance, or The Pathfinder Fund.

On another level, the respective A.I1.D. project managers of
centrally funded grants and contracts and the mission population officers have
monitoring responsibility to ensure that centrally funded activities are mutually
reinforcing and congruent with host country and A.I.D. program objectives.

E. Professional and Consultant Personnel

Curricula vitae of senior staff members (chiefs of the major
organizational units or divisions and above at headquarters; expatriate staff at
regional offices) and of consultants will be sent to the A.I1.D. Project Manager for
record purposes. The Project Manager will be provided the opportunity of prior
review and comment on the selection nf top-level executive staff (currently the
positions of Executive Director, the Director of International Programs and the
chief medical officer). The posting of expatriate staff to regional offices in
developing countries requires the prior concurrence of the respective U.S. Missions,

2
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F. Regorting

Not later than three months after the completion of the grant
year, and annually thereafter, AVS will submit to the A,I.D. cognizant technical
office a report in twenty (20) copies covering Internaticnal Project- and World
Federation-managed activities during the completed grant period. The report should
describe activities, accomplishments, and problems in the areas of program
development and execution, It should include a critical analysis of the progress
being made in achieving the aims of the grant and should indicate in what ways the
original plan was followed or should be modified.

A1l financial reports and vouchers for payment and reporting of
expenditures will conform to standard A.I.D. regulations and procedures.

AVS will continue to require subgrantees providing services to
report promptly to AVS the fact and the circumstances of deaths associated with
voluntary sterilization procedures and will, in turn, relay such reports to the
A.1.D. project manager,

G. Evaluation

A.1.D. will arrange two comprehensive external evaluations
during the project period -- on or about June 1983 and February 1986 -- by a highly
qualified team of experts or qualified organizations acceptable to AVS and A.I.D.
While the specific scopes of work will reflect A.I1.D.'s p-rceptions of its project
management needs at the time of the evaluations, it is expected that they will
focus on AVS's program management performance and on progress towards objectives.

From time to time, A.I.D. may request special evaluations of
AVS's management of the grant or of selected subgrant projects according to grant
management requirements. At the end of the project period, AVS and A.I.D. will
conduct an in-house comparison of actual accomplishments and expected results as
set forth in the Logical Framework Summary of the Project Design.

AVS plans its own continuous evaluation of the planned
respective roles of the International Project and the World Federation. The AVS
Executive Committee has acted as follows: “at the end of the five-year period, AVS
will review again whether they should bring together both the theoretical and
operational components under a unified international agency." To get the
information needed for such a determination,"... it was decided that AVS should
develop and appoint an evaluation committee to evaluate and to develop criteria for
evaluating WFHA-AVSC and the International Project."

These evaluation plans may be altered during the course of the
project period to conforn to A.I.D. directives unrelated to this specific project.
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PART IV. PROJECT ANALYSES

A. Social Soundness Analysis

sterilizations performed to save 1ives or by private physicians for
well-to-do clients have long been available in most countries, but on a limited
scale. Contraceptive sterilizations, available -- and affordable -- to the
majority of people, are a recent phenomenon.

when AVS entered the international field in 1972, sterilization was a
part of national government health and family planning services only in India. As
the decade closed, at least 19 countries had national voluntary sterilization
programs, and surgical cortraception had become the world's most commonly used
method of birth control. A social change of considerable magnitude is in progress
and is moving with unanticipated speed.

The following countries and sterilization prevalence rates are
evidence that voluntary sterilization is compatible with a wide range of social,
economic, and religious environments:

Colombia 8% Malaysia ax
Costa Rica 19 Panama 22
Dominican Republic 12 Philippines 4
E1 Salvador 18 Sri Lanka 10
India 5 Taiwan 13
Jamaica 8 Thailand 17
Korea, Republic of 18 Tunisia 6

(Source: Population Reference Bureau, from late-1970s surveys.)

There are still a number of countries in which sterilization is not
available, for a variety of reasons: legal prohibition, religious opposition,
official pronatalist policy which prohibits all family planning, suspicion of U.S,
motives in promoting family planning and/or voluntary sterilization, and political
timidity in the face of uncertainty about popular support. These policies are
subject t. modification and reversal, however, as the experience of the 1970s
shows. It is relatively common that the manifest acceptability and demand for
voluntary sterilization among the public and its support by the medical profession,
as demonstrated in small private-sector service projects, give political leaders
sufficient confidence to adopt policies making sterilization widely available.
Reinforcing this piocess are the U.N. member states' Bucharest declaration of 1974
that all couples and individuals have the basic human right to the information,
education and means to act on their fertility decisions effectively; the greater
understanding national leaders gain in international conferences and information
exchanges; and the observed actions and experience of other nations.

There is a safeguard in this project against activities' being
carried out in countries without the knowledge and approval of the respective
governments. As a part of the approval process, Missions are requested to assure
A.1.D./Washington that the host government has indicated their nonobjection --
explicitly or implicitly -- to proposed subgrants.
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Family planning is one of the most important public health measures
potentially available in developing countries to improve maternal and child
health, For those developing country couples who already have all the children
they want, voluntary sterilization is unquestionably the single most effective
method of family planning.

The primary and immediate beneficiaries of AVS-supported projects are
women and children., Reducing developing country women's burden of excessive and
unwanted fertility improves health by lowering the risks that too frequent births
and births of high parity inflict on both mothers and children. The observed trend
towards expansion of services to nationwide coverage is increasingly benefiting the
rural people who comprise about 80 percent of the developing world's population.
When a husband or a wife chooses voluntary sterilization, the economic and health
effects of this decision have beneficial implications in terms of outside
emp. yment possibilities for the woman, improved care and nutrition for children
already born, more possibility of educating children, reduced need for the
government to provide future jobs for a constantly expanding work force and, in
general, more possibility of the developing country government's being able to meet
the human needs of its citizens,

B. Technical Analysis

Female sterilizations performed under local anesthesia as outpatient
procedures have been made practicable in developing countries by the relatively
recent techniques of laparoscopy, culdoscopy, and minilaparotomy., Vasectomy, of
course, has always been an outpatient procedure.

The development of outpatient procedures under local anesthesia has
removed two major obstacles to the availability of female voluntary sterilization
in the developing countries. These are: (1) the scarcity of anesthetists; and (2)
the great difficulty most developing country women have in being away from home
overnight.

The development and acceptance of a ring or band for tubal occlusion,
and the adaptation of the laparoscope for application of the ring (replacing
occlusion by electrocautery) have reduced the risks of the procedure and, some
believe, increased the chances of successful reversal should that become
necessary. A simplication of the laparoscope, the laprocator, has reduced the cost
of the equipment and its maintenance. The use of endoscopic techniques is
restricted to obstetricians/gynecologists or, at a minimum, experienced physicians
with special skills in abdominal surgery. This is a limiting factor in those
developing countries with a shortage and maldistribution of
obstetricians/gynecologists.

The application of minilaparotomy as an outpatient technique of
interval female sterilization has been rapidly accepted in many countries. It is a
relatively low-risk, simple technique which can be used by trained nonspecialists,
making it especially suitable in largely rural developing countries with few
medical doctors. In a few countries, there has been satisfactory experience in the
use of trained paramedics, under medical supervision, to perform vasectomies and

3!
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minilaparotomies. 1hese have been experimental or limited-coverage projects, but
the feasibility of wider application of this approach for countries with severe
shortages of medical personnel continues to be examined in various parts of the
developing world.

The development of outpatient techniques has lowered the risks and
the costs of procedures and sharply reduced hospital bed occupancy time. These
characteristics have also increased the acceptability of surgical sterilization to
clients.

The skills and knowledge necessary for the delivery of high-quality
services can be taught and, with the assistance of AVS and JHPIEGO, in-country
training programs are operating successfully in many countries. Similarly, the
technical expertise and management capability have been developed in the developing
countries where they arc needed to maintain and repair endoscopic equipment.

Research is continuing in nonsurgical methods of achieving fertility
termination, but no such techniques are expected to become available for general
use in the near future. Attempts at reversing male and female sterilizations have
had only limited success, although microsurgical techniques have increased the
success rate in highly selected cases. Studies and experimentation in techniques
of reconstructive surgery as well as sterilization to enhance the probability of
successful reversal are continuing. In the meantime, A.1.D. and AVS agree that
sterilization must be labeled permanent and irreversible.

In brief, there is a range of technology now available which can
ensure the availability of effective, low-risk services in settings ranging from
major medical centers to rural clinics and camps.

C. Economic Analysis

Sterilization is a fertility termination method chosen typically by
older, multiparous parents who have completed their desired family size,
Termination of subsequent childbearing by women who are sterilized or married to
sterilized husbands has a positive economic impact on their family and their larger
community.

Firstly, risks to a mother's and child's health and life increase
dramatically as the number of births passes three or four. These risks are
heightened once a mother passes the age of 30, and are further exacerbated by
conditions of poverty prevalent in the developing countries. A large number of
pregnancies, in rapid succession, can bring i1lness and death to a woman poorly
prepared nutritionally for pregnancy. Undernourished, often anemic, and generally
weakened by the biological burdens of excessive reproduction, these women become
1ncreasi?gly vulnerable to death during childbirth or to simple infectious diseases
at any time.

The psychological/emotional costs of maternal illness and death and
the death of a new child are inestimable; but these conditions have economic costs
as well. In many developing countries the primary income-producing unit is the
family, with the wife-mother often engaged in fimily-centered activity crucial to
maintenance of the family's earnings. The lost income or lost in-kind income
consequent to her sickness or death is a real cost attributable to excessive

32
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childbearing. Further, the costs of medical care for pregnancy-induced morbidity;
costs for hospital/clinic or medicines for child delivery; costs of neonatal care;
and costs related to mortality represent savings realizable by termination of
excess fertility.

These savings are also realized within developing country health
service infrastructures. In many countries up to 50 percent of hospital beds are
occupied by pregnancy-related cases. In medical facilities with limited space,
supplies and staff, this can result in a serious form of "competition" for medical
attention between those people and persons seeking care for other diseases or
injuries.

Many countries, particularly those implementing national family
planning programs through their national MCH/health programs, have identified
anticipated savings in the health sector as an important argument for government
support of family planning efforts. Trailand, for example, compared the costs of
its family planning program through 1990, and estimated that program costs would be
less than the savings which would result in the health sector alone as a result of
the reduced demands on health services resulting from decreased maternal/infant
morbidity and mortality and fewer births,

Economic effects attributable to declines in excess or unwanted
fertility have been discussed extensively in recent years. These effects include
changes in the youth-age dependency ratio (fewer consumers to producers), resulting
in higher per capita income and declining rate of increase in demand for government
services, permitting a shift toward greater public outlays for productive
investment; increase in female labor force participation rates; improved labor
productivity via better nut.ition, hea'th, housing, etc., (by feedback effect of
increased per capita income); and acceleration of absorption of idle manpower in
the labor force.

A sterilization program, therefore, has economic advantages as both a
public health and a fertility reduction activity. Compared to these economic
benefits, however, are economic costs. These include, primarily, the cost of the
sterilization program itself (personnel, equipment, administrative costs, operating
expenses, etc.), plus the income or "product" which would not be produced by
children who will not be born, The first cost item -- program cost -- can be
identified with some certainty. The other cost -- lost income and product -- is
difficult to estimate; but some considerations suggest that it would be a "minus"
cost. Recalling that sterilization is typically chosen by older persons who have
completed their desired family size, it is 1ikely that many of these women -- if
denied access to sterilization -- would seek to terminate subsequent pregnancies by
abortion (legal or illegal). In these instances, there would be no "lost"
product. There would, in fact, be an additional cost to the individual and the
country in maternal morbidity, or possibly death, lost maternal income, and health
service costs associated with the abortion or its aftermath. If, on the other hand,
the pregnancy is carried to term and the child survives the greater mortality risks
associated with multiparity; and if the child survives to the point at which he/she
can become productive (e.g., early teens), he/she commences to return the costs of
child-rearing. However, further recalling that these births represent "excess"
fertility, it should be noted that excess family fertility results collectively in
rates of population growth in excess of a country's capacity to adequately prepare
or train for productive employment. One consequence of this excess fertility is
unemployment and/or underemployment, which can reduce the value of the product
generated by persons "excess" to a family's and a nation's optimum economic
objectives, to nearly zero, or even minus.
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It is hoped that other social and economic development measures
undertaken by the developing countries will help to provide greater opportunities
for the productive employment and greater human fulfiliment of their citizers. The
fact remains, however, that present patterns of employment and productivity
prevailing 1n most developing countries present most unfavorable prospects for (and
are in large part a consequence of) the excess or unwanted children being born in
these developing ccuntries today.

D. Financial Plan

Budget projections for the five years of this project are shown in
the following tahles. Host country financial and in-kind contributions vary from
country to country and are undeterminable.

{1n thousands of dollars)

1982 1983 1984 1985 1986
INTERNATIONAL PROJECT:
1. Management:
Personnel $ 854 $1,142 $ 1,339 $ 1,566 $1,708
Fringe Benefits 204 273 322 376 429
Trave! 77 84 96 110 120
Consultants 65 97 114 152 163
Rent & Utilities 127 N 198 229 252
Services & Supplies 70 104 121 140 152
Equipment 17 19 17 20 21
Communications 50 64 75 90 98

2. Regional Offices:

Asia 183 233 32 389 45)
Africa/Mear East 189 240 325 407 469
Latin America 49 77 125 154 184

Y4 L1:0) 762 k1) 1,704

3. Projects:

a. Subgrants for
services,
training, I&E,
other; and

b ﬁma]1 Grants 5,555 6,396 8,136 10,552 12,564

. HNat"l
Associations 773 1,053 1,558 1,973 2,389
¢c. Equipment and
Repair/
Maintenance
Centers 844 1,115
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5.

1982 1983 1984 1985 1986
Communication Materials:
(Hq. publications,
reprints, A-V
facilities) 14 24 13 14 17
Subtotals $ 9,067 $11,086 $14,273 $18,1€0 $21,388
WORLD FEDERATION (Subqrant):
Conferences:
International 0 464 0 0 N
Other 176 77 250 272 184
Printed Materials:
Consultants 20 30 35 40 4
Production,
printing, and
distribution 39 65 100 1o 122
Leadership Activities:
(1.e. Consultant
Network, Committee
Activities, Special
Study Group
Activities,
Participation in
International
Conferences
and Specfal Projects) 77 134 n 208 239
Technical Assistance: 121 134 mn 208 235
Subtotals 433 914 727 038 1,612
IP Subtotals 9,067 11,086 14,273 18,166 21,388
GRAND TOTALS $9,500 $12,000 $15,000 $19,000 $23,000

35
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E. Environmental Impact

As the world population grows, the potential for disrupting
the earth's ecosystem grows with it. Aiready, (1) desertification due to
excessive grazing; (2) deforestation and resultant flooding caused by
excessive demand for wood as cooking fuel and for additiona? land; and (3)
pollution of water supplies due to heavily concentrated human habitation
and industrial activity are just three of the devastating environmental
effects of our current excessive rate of world population growth, Any
modality which safely and significantly roduces this rate of population
growth will have a favorable impact on the environment. Voluntary
sterilization is an example of such a modality.

wang 0012A-0310A;  25.VI.81
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Intermatienal Projgc! ANNZX

PART {-A: OBJECTIVELY VERIFIABLE_INDICATORS *

This part of the evaluation compares actual performance/results wich the
quancicacive projeccions made in 1977, when Crant No. AID/pha-G-1128 was
devselopad. Thus the document was subdivided into objectives chat could

be maasured according to the logical framework cthat was presented by AID/
Washington, i.e. inputs, outputs, purpose status and assumpctions. The ob-
jectives extracted from the grant document, AID/pha-G-1128, are summarized
and numbered in this inctroduction. The numbers on each maceix correspond
to the numbers used in the summary of objectives. Each goal or objective
from the grant documeut i3 restated at the tup of each page, where it {is

analyzed in a matrix format according to the "objectively verifiable indi-
cators"., *

1. IPAVS will rafund and enlarge existing successful projects and award
subgrants to promising new and innovative prujeces.

[ ]

Mujor iPAVS iniciated service programs in 25 c¢nuntries will lead
te national programs of supporc for V.S.

e High quality oucpacienc VS sarvices known and avallable for a
significant proporcion (1 clinic/200,000 pop.) of che popula-
tion of each LDC where IFAVS has over a J-year period helped
to provide such services:

e Providing such services as an integral parc of the healch and
f mily planning program of che L.C.

® AC least 100 potencially self-sustaining IPAVS subgrants pro-

viding services in countries around the world.

3. IPAVS will concinue cto provide increasing amounts of major surgical
ejuipment including:

e Provisicon of over $2 million worch of IPAVS ¢quipmenc ine cawm=
modicies annually.

<. IPAVS will also arrange facilities and persunnel for {n-countcy maln=-
Cenancy and repdair of such equipment {n 35 councries by 1980:

o With 40 repalr technlcians n place.

e And aaincenance fac!iities ascablished In 22 councries.

-

w {ote: This lisn cf ccjectivas L3 from tne 1577 Frojecst lapdr, nos tae
Jrant agreanans, sance L3 nos soricely auizazly Scr avaluasicen
of acalevament. '75's comparisen of accempzlisnments Wwith thase
Sojeciives cortalng nucn ze%alled snisrmaticn, acwever, and is
- f ™. e [ .

:nerefore annexad az a -l A% of tne avaluatisn T8CI%.

~u3/PC2/ 7232
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11.

Training for Physicland and paramedicals (heuleh support puersonnel) in
V.S. to be extanded to 50 countrias in responsa to hosc country requests:

o Training r.)grams iniciaced in approximacaly 40 countries.
¢ Training up to 1500 physicians and paramedicals (health support
paersonnel)

Further support for information and aeducation.

At laascone international conferanze on V.S. will be held in 1980 and
will emphasize vasectomy and che male role in F.P. programs and the im=

portance of outpatlent procedureas.
e Up to 20 regional and national confer:nces in supporct of V.3,
will have bean held duriug the 3-year period.

Furcher deveiopment and supporc of NAVS's is envisioned from the pregant
level of 17 such associations to 30 by 1980.

Existence of a strong WFAVS.
® Increased members

e Role definition
o Dafined activities

TPAVS will expand ics New York - based staff and will add an OB-GYN
speclalisc,

IPAYS will open two to chree small regional oifficas: the first in \sia,
the second in Lacin America, and a third possibly i(a Afcrica. Zach will
have an oducstanding person as program director and cha scaff will als0
include an admintiscracor and a secracary.

Scressed during cthis J-year grant will be:

Provision on-sice of a wide variecy of F.P. modalicies {n all [PAYVS=supporced
facicicles o make full choice of all methods -vroutinaly availaole:

e Othar F.P. modalicies available i{n all IPAVS supported cilnles

o With health benefics of V,.5. well known tn che countries concsrnid.


http:conc,irr.jd

13.

Increasad emphasia during chis 3-year perind will be placed on coopera-

tive arranygewments wich othar AlD-funded F.P. organizations forc:

Cealivary of servicas.

Arranging of training.

Supplyiny and repairzing equipmenc,
Providing information and education.

For purpose of understanding the matrices, che following definitions are

applicable:

Inputs:

Qutputs:

Purpose Stacus:

Assuapcions:

Inputs toward the achlevement of the nbjectives as scacad
for the yaars 1978, 1979, and 1980.

Rasulcs obtained f{rom the {npucs. (These include, in socme
instances, mid-1980 figures.)

The axtent to which che "End-of-pcoject stacus" scacemenc
originally projected in the grant docum:nt !s accurate as
of m1d-1980 for each objective staced.

The degree of validity o! che staced assumpcion from whizh
each objective was derivued. In some cases, "Assumptilons”

tncludes ctha basic 1PAVS phitlosophy used in makiny che 1977
predictions, racher than the validicy of chosa projactions,
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Ezlstence of a Strong WAVS.

ouTruTS

PURPOSE STATUS

NHealth Agenclies for the Advanceseat
of Voluatary Surgical Contraception
to Letter reflect the broad purpose
and goals of the Federatloa.







10. Iravs will capend lie New Torh - hased stafll and will add aa 08-CYM speclalist.

tetbmical sdvice o8 aseded.

A bey respuasibiliny of the (1eld
phgsician’s pesition ls sdvislag
ea and dealting stasdards for
IraYS asdical services, tralalag,
end oibar stess vieie andical la-
et I sogulied, l.a. guldelinss
los fetwae IFAYS lesslvenss: Is
lalestillny.
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1). lacivased enphanis Juriag this J-year xrant period will be placed ou couprrative asrangesents with other AlD-funded F.P. orgaalzatiaas for

o Pelliwesy ol survices;
o Artanging vl tralning;

.o Supplylag and rupalring and equipsent; and
e Providing luloiwmatlion and cducat lioa
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ASSUNPTIONS
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TABLE A,

Subgrant No.

§ Country

erative Arran

fenin
341-187-1
1980-81

Brazil
394=070-5
1980-81

Colombia
337-171-1
1979-80

Colombia
IN7=-155=2
1979-80

Ecuador

362-170
1979-80

Guacamala

J17-173-1

1980-81

Honduras
150-178-1
1980

1978-80

Subgrantcee
enc

Conite

National de Benin
pour la Promotion
de la famille

‘CPAIMC

Profamilia

Profamilia

APROFE

APROFAM

HFPA

Other Donor
Agencies Involved

With Othar AlID-Funded Organizations

BRIEF Program Descripel

International
Planned Parenthood
Federacion

IPAVS is funding
sarvices in conjun-
tion with a JHPIEGO
funded National
training program

JHPIEGO
(IPPF affiliace)

JHPIEGO
(IPPF Affiliace)

IPPF

IPPF

IPPF

Information & Education
Camps in Benin

Female Services (laparo
copy & minilap) program
1500 procedures

I & E Program

(Colombia MOH, JHPIEGO
Profamilia are craining
M.D.'s & paramedics in
M/L, providing equipmen
establishing a RAM. Ua
IP307-155-1, we are pro-
viding inscitucional re:
bursment for the practi
training.) This s.g. pr
vides I & E about the ¢t
lng (service) program.

See bracketed {nformaci
under 337-171-1

Trailaing Program ac APR(
VS Center (Enrigue
Sotomayer Macternicy
Hospical.) Services in
conjunceticn with crainis
are supportad jolncly by
IPPF & che hospical.

Dicto, Multisice service
training + RAM Cencer

Consolidacad program, v
provides camp. P and on
administraciva suppore.



Subgrant No.
& Country

~ored
145-035-4EM
1980

Mexico
Prop. 363

Mexico
Prop. 388

Morocco
344-172-1
1379-80

Nizeria
272-169-1
1979-80

Pakiscan
052-043-4
1979-80

Panama
J4+~128-2
1980

sci Lanka
136-152-2
1979-80

Sc. Lucia
164-106-13
1980-81

Sudan
155-123-3N
1979-30

Tunigia

360-180~1
1980

Indonasia
Prop. 367

Philispines

101-086-(1=-4)

Subgrantaee
Agency

KAVS

FPA of Tijuana

FPA of Munterrey

MOH

Medicare Family
Health Program

Lady Dufferin
Hospital

Miniscry
of
Health

FPA of SL

Sc. Lucia
Family Planniag
Associacion

Sudan Ferrcilicy

Control Assoc.

ONPFP

Pathfinder

FPOP

Other Donor
Agencias Iavolvad

Gov't of Korea
UNFPA

FPIA

FPIA

USAID/Rabat
PIEGO

Lutheran World
Relief

UNICEF
WHO

I -
Trained
Technician

IPPF

1) IPPF

Intermational
tertilicy Research
Program

JHPIEGO
USAID/TUNIS
(for training only)

Preavicusly funded
by Pathfinder.

funded for 4 years

TSPT

BRIEF Program Dascription

UNTPA has provided 95 scope
and dollars to the gov'c. f
rep..iring scopes. This in
turn was given to KAVS.

Service delivery program. §
provide temp FP and promot

Mational Training Center
w/RAM capabilicy

Information & Zducacion
Program

V.S. sarvice program with
other donors providing S fo
immunizacioas & nutricion
activities

RAM Cencer

Minilap program at Maternit
Home

Female VS; information &
educacion

Administraciva of SFCA

Involvas fundinz Jlor che

£l Ariana and Barlo Clinics
(services), Jational Trains
Centar, & RAM Cancer. In L
Lt will include funding of
ONPFP projecz3 (Thirzaen ra
serrica ceantcsrs)

Training progran

[tineranc team and training
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Part I-B. OBJECTIVELY VERIFIABLE INDICATORS FROM THE PROJECT

DESIGN SUMMARY zSugporcing Documentation to Matrices
1-14)

This section takes parts 3 and 4 of the Project Design Summary sheet
and compares data that was presenced by AID/Washington with the most
current IPAVS data. This information is presented in the following

tablaes:
Table 1: Comparison of AID Projections - Countries
Served and Subgrants Awarded, With IPAVS
Date, by Category, 1978, 1979, 1980. (Cutpuss)

Table 2: Comparison of IPAVS Actual Expenses and _ - ‘
AID Supplied Budget Projections, 1978-80. .rnputs,



1. Comparison of AlD Trojections, Countries served and subgrants awarded, with IPAVS data, by category, 1978,
1979, 1980. (Following outline recommended i{n Project Design Summary Loplcal Framework)

1978 1979 ) 1980
Varisble AID Projected 1978-19 AID Projected 1979-R0 AID Projected | Mid-1980 (or proje
V.S. service agd
ot I&E project:
Countries 45 23 60 34 65 34
Subgrants Avarded 50 50 60 81 85 95
s’rotal Awards 52,869.835 " 56'638'509 (1)
jor service
projects leading ‘V
to National V.S, 15 4 20 9 25 14
progra-nﬁ%/
V.S. training
for M.D.'s and
health support
personne]:
Countrles 20 16 k1) 25 40 30
Tralnees 300 475 450 923 800 448 M.D.'s +
(7) h.s.p.
Prursision of
Major V.S.
equipment in-
cluding repair
capability:
Countrie=s via 10 22 15 ” 22 36
Subgrants -
tries via 22 16 4
Small Grants
15 (7) 25 (7) 40 i+
Techniclans 9 projecte:
Aralined
=
W
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1978

Variasble

AID Projected

1978-79

1979

AlD Projected

1979-80

edicated Space
‘or V.S.:

ountries
edicated Space

10

0~

15

AID Projected

Hid-1980 (or project

12
23

25

15
31

xintence of
ational Associ-
tes for V.S.
countries)

22

22

26

28

31

33
+1 Regional

nternational,
egional and

st ional confer-
nces for V.S.
Mumbers sn-

nually during
grant perfod)

11

12

8 completer
1 contem:

v total, IPAVS fas been involved

»st IPAVS estl-ttes for Natfonal

A( these are

V.5. programs ing

national training programs lcadin#

in 50 countries qince 1972.

lude:

1978 Banglade
1979 The abov
1980 All of

bh; Guatamala, K
p plus Barbados,

Brazil
hensive

he above plus lio

to conptehenslvi nat lonal programs.

‘ea and Thailand;
lombia, Maurit

uras, Nepal and [Tunisia.
Ve national tralphing programs th
ational programs.

us, Mexico and Morocco
lndonesin an
t will lead to compre-



1y/0-8V_ (ALlD Funding; Monitcring; Evaluation)

: 1978 . 1979 e 1980
' AID Budget Actual AID Budget Actual AID Budget Estimated
i — ]
rsonnel and
aagement 845,000(40) 576,000 916,000(50) 652,000 1,160,000(55) 1,035,000
inges 483,000 124,000 228,000
0. +58,000 163,000* __370,0004#*
717,000 N.Y. 939,000 N.Y. 1,633,000 N
(43) (55) (6
rticipants and 50 Grants 79 Grants (?7) Grants
rining 700, 000 1,201,641 900,000 2,522,817 1,200,000 37 already 3,423,015
awarded
tional
sociatfion 600,000 394,000 850,000 522,000 1,070,000 909,000
iipment and
Intenance 1,200,000 1,207,508 1,500,000 904,876 2,000,000 1,850,130
‘vices & Support
Institutions 1,300,000 866,787 1,500,000 2,666,710 2,200,000 3,612,950
‘ormation &
cation 248,000 156,317 394,000 306,597 592,000 459,330
ference 350,000 147,000 500,000 594,000 400,000 300,000
dget figures ard from the AID Project Design Summary Logical Framework.

. represents costs only, not carry-over obligations to sub-grantees.
in carry-over obligations at the end of the IPAVS [iscal year IQBO.

}

€l for 1980 derived from computer based data.
The following IPAVS budget categories are not included in these projections: Consultants, Rent and utilities, Equipment and

miture, Supplies and Services, Communications, & Travel and subsistence.
It is projected that in 1980 these will amount to $655,000.

budgeting for 10 Dacca Staff.

amounted to $420,000.

ESlnclu

In 1978 these amounted to $429,000.

It is anticipated that there will be approximately

In 1979



Part [-C. PROGRESS TOWARDS PURPOSE ACHIEVEMENT

Purpose Statement: To make high-quality voluntary sterilization services
well known and read?ly available to couples in LOCs as an integral element
of health and family planning programs wherever suc~ services are desired.
(Logical Framework)

End of Project Status: One high-quality intagrated outpatient voluntary
steril1zation clinic readily available for approx. every 200,000 of
population in each developing country where AVS has provided major orogram
support for three years or longer. (Logical Framework)

Country No. of Fuili-Service Clinics M1d-1979 Popula- Population
(i.e., VS Services Included) Population per Clinic
1975 12731779 (est. millions)
Bangladesh 33 255 87.1 341,569
Eqypt n/a n/a 40.6 n/a
E1 Salvador 23 32 4.5 140,625
Guatemala n/a 17 6.8 400,000
Honduras 2 16 (12/78) 3.1 193,750
Indonesia n/a 200 140.9 704,500
Korea 843 2,267 37.6 16,586
Mexico 40 750 67.7 90,267
Philippines 184 854 46.2 54,289
Sri Lanka 50 70 14.5 207,143
Thailand 350 512 46.2 90,234
Tunisia 60 60 6.4 106,667

Popuiation gata are mid-19/9 estimates rrom the "19/9 World Popuiation Uata
Sheet" of the Population Refarence Bureau. Clinic data are from USAIDs’
annual family planning statistical reports.

RIO/W, OS/POP/FPRD
§/19/80
(Sri Lanka data updated L/27/81)



Part [-0. PROGRESS TOWARDS GOAL ACHIEVEMENT

Goal Statement: To improve maternal health, reduce infant mortality, and
decrease unwanted fertility by the integration of voluntary sterilization
services into LOC health care systems. (Logical Framework)

Measures of Goal Achievement: Decreases in maternal and infant mortality
rates, improvements in iife expectancy, and decreases in birth rates and
total fertility rates. (Logical Framework)

Countries selected for assassment of movement towards
aoal achievement are those in which AVS has contributed
major resources for three years or more.

Data were supplied by 0S/POP/Research. I[nsufficient
data are available for maternal mortality rates or other
measures of maternal heaitnh.
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END-OF~PROJECT ZVALUATION

Program for Voluntary Starilizatzlon (932-0964)
grant Ho. AID/paa-g-112%
(Association for Voluntasy Starilizatioan)

PART II

I2AVS AS AN /GENT OF SOCIAL CHANGE
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IMPACT ON LEGAL STATUS



Worldwide Laws and Policies on Contraception,
Abortion and Sterilization Atffect Service Provision

Twu recent reviews of thr worldwide stutus
of Liws und policies governing the practice of
omtraception,  stenlization  and  dwrton
dimuuent staking chanees that have tken
p‘.u eover the paat dewude:

o \t st 30 cuuntries aow pennit nondictur
pronasion of the pill und the (UD.

e The cunditions for cuntraceprive stenlizi-
gon husve bewn relused in 17 countrivs, bue
the opreration has heen hunied 1n own,

o (11 42 countres, the grounis for lezal dbor-
o huve been extended.

Hirseser, w the revicws by the Intema.
o Plumed  Parenthod  Federation
dPYE und the United Notiwns Fund sue
Pombstion Acuvittes (UNFPAA muke cler,
“Loas .uid policies continue 1o trustraty of-
0ty b1 apread Lumuly plunning infunnusmn
10 services,

Sterflization Laws

Voluntary stenliztun, acandiog 1o thae
UNFPA survey, Y creuted 4 “newly artving
iasue of inedical law 7 Otten, lewaalation puere
zining 0 voluneas stenlizunon 1 wnes.
istent or nompetiic, and o frequeatly re.
ired w rections o nutund snmunad cudes
dealing wath indiczion of hodily hurm ruther
than with me-dical praciice To Friuwe, te
survey pounts out, “there ane no speatic pene
vigions on voluntury swnlizition e 4 un=um
of birth contml . Huswever, anttl (uter
recendly, Frenchr lezd weting tanent that

P 4 desiripie e 4 ‘he uveagasiu sqat 4 Uue
lowpeutmet, wv lLunuue e~ ity Uswrmar Huth il oo
wd Aawne AN lime  (niprasduimed Pamad i Tune
aang Previav i e M n o

by |

Vrdossng: A Nolins §, Juste (W)

such an vperation win unkiwtul wd, despice
wment of the  paticnt, comtituted o
crime, . . In Beloum, where stenliction
for Eamily planming piumenes was held o be
nubwdil despite the comsent ol fie patient,
ity practice was not prosectted | operitions
were prdonned by phyvicians nader reenlar
medical conditivng.”

Many countrtes define the e and panty
womnen must attzin bhetore thes can olitun
I stedlization: some countries repure
spossd consent: and  stenlization fue the
mentallv ncompetent is niten restricted. [n
the Unitedd Seates, for exunple. reubaonns
of the Department of Hewth and Human
Services  (ormerdy  the Degartinenat: of
Hemdth. Eddiczathon and WelEire: prohibie thae
e ol fenderd funds foe thee seenlizzonn of
minoey, persuns legally incinpetent e rea-
sous other than their agr, and institudonul-
ired perns.

The |PPF hundbok notes that in 19 conne
trics. the legul stutus of wolunear: stenlic.
tim chunad betwern 1970 und 1978, 1oyl
hut twwr, sctes e stertliziion was bosal-
vl L Chiile, howeser, where stenliztion
had presimnly been avaluble for medicd
andd ssctoeenonie resons npon devton in
cmmnttee, 4 1973 Mo of Hewdth asaoin.
son stpubited e e proceture Conche
w0t 2 bwe consudered 1 method o feenlin
renilaton” and that ic condd ol he e
foaned on medicd gmunds. And in Pem,
nnder o 1978 Supreme Devrve ppawing the
ctncdelinaes of thee comntry's i gk
poicy, stenlizuum win prstulitsd o o
s of feetiliey coneml

(ZxCzRoT)

h Honeusia, acoeding t the UNFRA,
stertlizition ia not practicet bevause it o in-
compgratiblee with the cumtey’s string come
mattnent to popekicion g th, Uniderr 4 V9K
revision o the Spunish crnunal code. stenl-
imtion is « camingd oifenae, and in Torkes B
the procvdinre i snineet W crimin poseens
tion unless perinad e headth o )
resons, I Venernele, the anlde v A

Iy .

vthity I stenlizdmn anliss fu,
naivies wind pose a threat e the woasa's
hedth o there iy substintial evidenee that
die would bear children with serions ud
rnations.

In ity section on stenlizzton, the [PY
haundlbonok inclndes 4 propesal foe a1 ausded
voluntany sterdization statnte which inoors
porates the cuncent of Frasdom frvun cuercum
wnd thee meiit of omeples t cleet stenlicitios
o 4 toan of Sertility cuntrol, The hadinnk
abr comcaing sunples of the vinous tyre ¢
crmsent s rvnienbad b the TP
aoned thee Larteermit o Urongeann o the Aaswra
tion fhe Voluntary Steallzaton, mcinding
et tormm cecmmrendsd for vse wagh dlie
crle mveprtuns,

tnterrnsiumud Famiby 1Manming Prrsguating o


http:tilml~~.id
http:pilli.nd

\epnational Praject

CITE SPECIFIC EXAMPLES OF COUNTRIES WHERE THERE HAS BEEN A CHANGE IN LEGAL
STATUS OF VOLUNTARY STERILIZATION OVER THE PAST 10 YEARS.

Changes in the laws on sterilization can have widespread impact on the avail-
ability of voluntary sterilization services and programs. The World Plan of
action adopted at the United Nations World Population Conference in Bucharest
in 1974 affirmed "the fundamental right of couples and individuals to decide
freely and responsibly the number and spacing of their children' and ''the
obligation of Statas to provide guidance and means to allow the exercise of
this right." TIPAVS philosophy has been that this fundamental right covers
all mechods of family planning including voluntary surgical contraception

for both males and females.

Since issues pertaining to tha legality of voluntary sterilization are of
basic imporzance to program implementacion and acceptance, IPAVS naturally
supports the notable libaralization in the legal status of voluntary sterili-
zation in many countries in recent years. In many countries where there is
no specific law prohibicing surgical contraception, the proc.dure is con-
sidered permissable. EHowever, scerilizacions, where otherwise illegal, can
alvays be performed for medical reasous. Physicians in many areas of the
world a-e iacreasingly performing scerilizations for socio-medical as well
as scriccly medical reasons, thus encouraging a mora liberal interprectation
of laws. Also, many countries have passed legislacion either specifically
authorizing voluntary scerilization or nodifying past restrictive statutas.

The following tables summarize exiscing legal scacus and changes ia laws
doveraing voluncary surgical contraception. Table A does noc include all
countries of the world, however it !s meant to be reprasencacive of prevail-
ing atzicudes on voluntary scerilization worldwide. Informacion included in
Table A was drawn from che followiag sources:

1) Survey of Laws on Fertilicy Control, UNFPA, 1979.

2) Lav & Planned Parenchood, IPY¥F, 1980, by John M. Paxman.
3) Jan Stepan & Edmund Xallogg, changes i{n che World's laws
on Voluncary Starilizacion in the 1970's. An updace 3

raview, 1979. ?Prepared for 4th Internacional Conferencs
on Voluntary Sterilizacion, Seoul, Korsa, May, 1979.

4) Ira Lubell, M.D., International Scacus of VSC § ics
Implicacions for National Healch Programs prepared for
conference, Seoul, Korea, May, 1979.

3) Population Reporcs, Law & Policy, Series E, No. 4, March 1976.

Table B is dravn from Law and Planned Parenchood, an IPPF jublicacion and surmacizes
changes which have occurred in the lav 1n che past 10 years.
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TABLE A
WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION
Legal (by Restrictions Illegal (by | No Specific
Country specific (legal or specific or Unclear
statuce or| wmedical pro- statute or Legal Pro- Practice
interpre- fession autho-| interprata- vision Info
tation) rized) tion)

Afghaniscan *(I) * Practice allowed.

Albania *

Algeria Only for :he:ape*- *

tic and eugenic
grounds. Spousal
consent required

Angola *

Argentina * Unclear provisions?

ot enforced but
difficulc to ob-
tain,

Australia *(I) Over 25 required "

Auscri * Over 25. Must

be performed by
physician

3ahraia * by in-

terpratation "

Bangladesh " Promotad by stace
% widely orac- ;
ticad. !

Barbados *(2) "

Selgt *(I) Spousal consent

required "

enin "
olivia " ;
csvana *(1) Spousal consant nly female sceri-
required " izaclon s prac-
ticed . |
vazil bd Only on medical ;
1

grounds

forced -~ usuall:
;2vcn on request, |
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TABLE A
WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION (CONT'D.)
Legal (by Restrictions Illegal (by | No Specific
Country specific (legal or specific or Unclear
statute or| medical pro- stacute or Legal Pro- Practice
~ntarpre- fes:ion autho-| interpreca- vision Info
tation ) rized) tion )
Bulgaria " Practice allowed.
Burma *
Burundi *
Canada *(1)
Central Af. :
Republic *(I) *
Chad *(I) *
Chile * Spousal consent
required Sonly on
med. grounds wich
womdn over 30
afcer 4ch child
& danger in fu-
ture pregnancies
China (?eo0. *(I) " Gov't promoced &
Rep.) widely pracciced.
Colombia (1) Over 35, more ®
than 2 children
1 of each sex.
Spousal consant
required
Congo *
Cuba " Must be over 12 Mostly Female
Sterilizacion
Cyprus w
Czech, " Only for medical
or zenetic rea-
sons or over 31§
wich J children
or under }5 wich
4 children
&. Korea *(I)
i 1 N

7




Internaliodal Project

TABLE A

WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION. (COXT'D)

Country

Legal (by
specific
statute or
interpre-
tation )

Restrictions
(Legal or
medical pro-
fa3slan autho-
rized)

Iliegal (by
specific
statute or
interpreta-
cion)

No Specific

or Unclear

Legal Pro-
vision

Practice
Info

Yemen
Democratic.

Pcnma:k

Dom. Republic

fcuador

Egypc

El Salvador

Echiopia

giji

Finland

france

*(1)

*(1)

*(I)

*(I)

*(D)

*(I)

*(1)

'

Must be over 25

Therapeut'c or

eugenic reasohs
or over 40 with
1 chil.;over 35-

2 chil;over 20-
. chil;over 25-
'b chil. -

Qver 25 wich 3

chil. ot med, or
eugenic reasons

Health & eugenic
ressons or ovar
35 wich 3 child-
ren, 1 a boy

spousalconsent.
Healzh reasons
or 5 children &
eco. condicicns
Spousal consean:z,

linited to mnrriné
people

For eugenic,
Medical or over
18, socto-eco,
reasons-Medical
board approval
raquired

Widespread, lini-
ted to females.

Linited to fa-
males.
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TABLE A
WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION (CONT'D)
Legal (by Restrictions Il'legal (by | No Specific
Country spacific (legal or specific or Unclear
statute or{ medical pro- statute or Legal Pro- Practice
incerpre- fession autho-| interprata- vision Info
tation rized) tion )
Gabon *
Gampia *
Ger. Dem.
Republic * Led., to females.
Ger. Fed. o
Republic * (1) above 25 (or if *
under 25, matura)
Ghana " Med. reasons g
Greece Except for med. *(I) R
reasons
Guinea »
Guyana »
Haicd »
Honduras * If decided by ]
physicians
Heng Kong *(3Z) Minors need par-
ental consent "
Hungary Med. reasons only
Iceland L Over 25 or Med.
or socio-eco, or
eugenic rsasons
India *(1) Husband over 25 * Widely praczicad,
Wife over 20 gov't. supported.
Indonesia "
Iran " Spousal consant Uncerzain lagal

wich 2 ch.ldran
& parents over

18 uiinmarriad

stacus after
Islamic ravolu-

rian 14ava
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TABLE A
WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION. (CONT'D)
Legal (by Restrictions Iliegal (by | No Specific
Country specific (l1egal or specific or Unclear
statute or| maedical pro- stactuce or Legal Pro- Practice
interpre- fession autho- inccrpretir vision Info
tacion ) rized) tion
Iraq *
Ireland *(I) Spousal consent * Only male steril-
zation.
Israel *(I) Med. rsasons or * Mnstly female
over 10 sterilizacion-
Icaly * Inspecific guide-
lines-only
recent.y dacrimi-
nalized
Ivory Coast *(1) " Not practiced-
Jamaica *(I) * Widely practiced:
Japan bd Eugenic or mad. Widely practicaed.
reasons, spousal
consent
Jordan w(I) ‘Over 30 except " Only female
for med. reasons starilizacion.
Spousal consent
Xenva *(I) " Not encouraged by
gov'c.
Kuwaic (1) Health & eugenic " Mostly ‘emala
reasons only starilization.
Lao Peoplae's
Dem. Raep. "
Lebanon *(T) Over 10, spousal "
consent, J chilld~
ren
Lasocho (1) Several childran " Female only
or Mad. grounds
Libaeria L]
Libya *(I) No {nfo.




Inkrnaliemal Projac! -1-
TABLE A
WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION (CONT'D)
Legal (by Restrictions Illegal (by | No Specific
Country specific (legal or specific or Unclear
stactute or| medical pro- stature or Legal Pro- Practice
interpre- fession autho-| interpreca- vision Info
tation ) rized) tion
Luxembourg *
Madagascar *(I) "
Malawi *(I) *
Malaysia Spousal consent *
Mall Spousal consent, x Female only.
Med. reasons
Malza *(I) "
Mauricania *
Mauricius *(I) *
Mexico *(I) Spousal consent *
Monaco *(I) *
Mongolia * VS not practiced,
Morocco * Gov't. program ina
family planning .
Mozambique Except Thera- *
peuctic VS
Napal *(I) *
Necherlands * (1) *
Vew Zaaland " Only for adults
Nicaragua "
Niger "
Niger< *(1) "
Norway » Over25 or Med.,
sugenic, or
socio-aco rea-
sons
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TABLE A
WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION' (CONT.D)
Legal (by Res:rictions Illegal (by | No Specific
Country specific (Legal or spacific or Unclear
statute or| medical pro- stacute or Legal Pro- Practice
interpre- fession aucho-| interpreta- vision Info
tation ) rized) tion )
Oman *(1) *
Pakistan *(I) Spousal consenﬁ, *
3 children (1l a
boy)
Panama * 5 children & Only females.
soclio-eco rea-
sons or Med.
eugenic raasons
Spousal consent,
over 26
Papua New
Guinea *(I) *
Paraguay " Practice allowed.
Pezu *(I) *
?hilippines *(I) Spousal consent "
Poland * "
Porctugal *
Puerzo Rico *(1) Spousal consent *
Qacar *(I) "
Rep. of Korea] *(I) * Gov't. suppore.
Romania *(I) "
Awanda ~(1) " [
S. Arabia #(T) " Occasional’ thera-!
peutic Scaril, ]
|
Senegal "
Sierra Leone .
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TABLE A
WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION (CONT'D)
Legal (by Restrictions Lllegal (by | No Specific
Country specific (legal or specific or Unclear
stature or{ medical pro- statute or Legal Pro- Practice
interpre-~ fession autho-| interpraca- vision Info
tation ) rized) tion )
Singapore * Parental consent Widespread
for chose under
21 § unmarried,
none for over 21
Somalia *
S. Africa w Only adulcs
Spain *
Sri Lanka *(1) * Widespread .
Sudan *
Swaziland , *
Sweden * Over 25 or be-~
tween 18 § 25 for
eugenic or Med.
reasons
Switzerland *(I) |Spousal consent * Widespread.
Syrian~Arab
Republic *
Thailand *(1) socio-eco §& au- " Widespread .
genic reasons -
Spousal consent,
at leastc 2 chil.
Togo " No: practiced.
Trinidad §
Tcbago *(I) |Spousal consant " Only famalas .
Tunisia *(T) Spousal consanc, " Only famalaes .

Turkey

4 ¢hildren rTe-~
quired




International Projec!

-10-
TABLE A
WORLDWIDE LEGAL STATUS OF VOLUNTARY SURGICAL CONTRACEPTION (CONT'D)
Lagal (by Restricctions Illegal (by | No Specific
Counctry specific (Legal ov specific or Unclear
statuts or| medical pro- statute or Legal Pro- Practice
interpre- fession autho~| interprata- vision Info
zation) rizaed) tion )
| Uganda *(1) Over 4C, after * Only females.
multiplea Caesa-
rians or 9 or 10
children, or by
spousal consent
USSR Except for Med. *(I) *
reasons
UK * Spousal consent
Uniced Rap.
of Cameroon *(1) *
Uniced Rep.
of Tanzania *(I) Spousal consent bl
USA * Scata regulated-
varying age req's
Upper Volca *
Uruguay *(1) .
Venezuaela " Only for Mad. .
reasons
Jiacnam *(I) ' " Racent gov':,
program-
Yamen *(1) " Not practiced.
Yugo slavia * Over 13 or for
Med. or sugenic
rsasons or thaera=
pautic
Zaire L
cambia "(1) "
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EXPLANATION OF CHART:

1)

2)

J)

3

6)

An ascerisk only in the column marked "Legal danoced chat tha praccice
of voluntary starilizacion is specifically approved by stacuce, alc hough
thare may be restrictions governing its avaflabilicy. e.3., {3 available
only to persons over 35 for eugenic medical or thearapaytic reasons.

An asterisk accompanied with an "(I)" {n ctne column marked 'wagal' indlzaczes
that no specific sctacute parmits voluntary scarilizacion, Sut chac legalizy
can be reasonably infecred from official conduct allowing voluncary sterili-
zation or from judicial or scholarly interpratacion of aexisting laws.

The column marked "Rascriccions' applies o known rescrictions on rhe avail-
abilizy of voluntary sterilizacton. In many cases, guidelines are so vague
or 1nforﬂacion {3 30 scarce that no rescriccicns are lisced. The Zace thac
no rescriccions ars lisced s-ould noct lead one to conclude that nona axis:c,
In the same way, the lisced rescricctions ira noc necessarily exhausci.e,
The rescriccions may either be laegal requirements or established procedures
of the medical profaessions.

An ascerisk only in the column marked "Illegal"” denotas thasz zha practice
of voluntary scterili:zacion {3 apecifically prohibired by sturuce.

An ascerisk accompanied by an "(I)" in the column marked "Illegal” icatas
that no speciiic statuce prohibiszs volurtary sterilizacilon, it :ha:
llegalicy can be easily {nfarred from official conaucs opposing volunctary
scerilizacieon, or from jJudiclal or acholarly in:erpreca:i:ns of the axisc-.
ing laws. Such ar inzerprecacion !{s ofcen applied zo Moslem councries

which don'c speri:ically treac the issue of voluncary sterilizac:on, but
vhere Islanfc religidus law would forbid voluntary scardilizacion except in
axTtreme 4izuactions.

in the vagst aajority of cases, there are no 3apecific stacutes dealing with
voluncary scertli:zaczion {nstead, cthe nearesc applicabla scatuces deal wich
“the {ntenticnal  1nfliccion of 3'ave carporal {njurv by causing ampuca-
tion or loas of usage of li= b. blindness, ‘osr of an eve Or other parmanent
affirafciaes.” or octher such !mpreciss statucory language. Jhe above phras-
ing, taken fram the ldapoleont:s Code of 1317 and widely adonred arzong soun-

Tiles of che world, (3 2fzen qualified wizh language %2 =ha effact shu-
Jedical or 5ura-;al :rean:cn: given L good faiih 13 nof sriasnal. o
Terpracation, thede xinds of 4cacuces aTae uwiduall viawed 19 =oC fazyisin
voluntary sctertlizacion,

-y
-t

.

Tha principle {3 common in virzually all ¢ 1 lav svscems ¢(a chat un-
lesa an activicy i3 specificallv grohibitae ha criminal code, {t L3
deened permisatble. Therafore, !n countries where no specific =ention of
voluntary atartlizacicr i3 -ada and whera off¢:tal conducz has Seen such
a3 to allov or promote volunctary acertlizacisd, Lo i3 ragarded aa Lagal v
incerpratacion in thoda ccuntries,

Qn the above cazes and whare an unclear 3CACuUCITY provisicn ax=3zd <Jhich
avaita interpracacion b 3ff1:fal sonduct or Judicial feciston, an 14Cariax
haa Sear placed in the coluzn =arkad “No jpecifi: or Unclaar Lagal ro-
viaton."
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7) The "Practice Infcrmation" column is used primarily to denote the extent
and types of voluntary sterilization practiced in a given country: In
many casas, no information is available as to the extent voluncary sterili-
zation is practiced. In others, voluntary sterilizacion may be practiced
but there is not enough gove. zent involvement in the programs to regard
the practice as legal by interpretation.

RM/jav
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TABLE B

SUMMARY OF CHART ON CHANGES IN THE
LAW OF VOLUNTARY STERILIZATION

Following the exrerlences of World War II, oany countries

took an understandably negative attitude toward the concept

of sterilization. Other countries feared limiciag their popu=
lation growth. The trend in the last 1) years, with only a
few exceptions, has been to liseralize the laws affecting
voluntary scerilizacion. These liberalizations are effected
by statutory changes as well as by new interpretatione of
existing laws. Non-legal changes, such as a government's
decision to officially promote and regulate voluntary sterili~
zacion without an accompanying legal change, are not included
here. Such non-legal changes should also be regarded as

furthering the praccice and availabilicy of voluntary sterili-
zation.

R/ jav



Couatry

Austria

Chile

oeecnoticechia

Denmark

Finland

Giermany,
~eral
Republic

lerland

Iren

laly

A 'W"o
Ropuoliz of

Previtus legal
status

SRERANRAS
Ilegal

Comments
m‘_

Sterilization with coment
before age 24 legal if
“*aut contrary to good
morals',!

Source
m

Criminal Code ni 2/
January 1974, section
2).

Available, since 1974,
for medical and soein.
economic reasons, upon
d -cision of 3 comnittee.

Sterilizatinn "not tn he
comsidered a method of
fertilicy reculation®
hence can be “performed
only on medical
grounds™,?

Ministry of Healtl:
Resnlution No.ooy
of 8 Septeinber 1478,

Voluntary sterilization
permitted under
tndications laid down by
Ministrv of Health,

Indications essentially
the same as under
previous law, only
slightly extended.

Crech and Slovak
Ministries of Health
Instructions of 1974
and 1972,

Available for eugenic and
medical reasons.

Under 295 may Le
sterilized if they meet
conditions and Bnard
approver. Stenlization of
under 18s forbidden
unless *'very special
reasons'’ exist.

Law No.318 of 11
June 1979, sections
3-4, implemented by
Order No.o8 of 12
March 1931,

Avuilable for eugenic
and mediral reasons.

Medical Brurd approval
NECcMAry in most cases.

Law Na,albg o' 2,
April ta70, section 1.

Since the (Supreme)
Federsl Court decisinn ju
Dohrn case (1964}
voluntary stenilization
held legal.

In 1976 the (Supreme)
Federal Court reailirmed
that stenlization of
mature consenting
person, even if done with
nn medical, eugenic, or
social reasors, 1 legal,

Supreme Court
(Bundesgerichtshot’)
decisinn nf 29 June
1970,

Availalile for eugenic or
medical reusons,

If under 19 indications
necetsary: ~adangerer
by prenancy, inabnlies
to plivmeually nr
econnmizally care for
child, or cugenic reasons.

Law No.:g of 33 May
1078, seclion 19,

No specific legul
provision, !

Up 10 ake 29 two
children required plus
cnsent ol apawse. I
unmarried nuat be
ovre J'..

Civil Pennl Cade,
aruc'e |7, section §
(1970},

Hlleysl

Penal Code sectine 434
foeindding sterlis i
repealed.*

e Noving uf 32
Mav tas® rctinng 33,

Nou wpecine iryal
pruvisinn,

i
v " 2 b
- - B
B
3 388 &
m
X x x Alter
s
x
X x x
X x x Alter
13
X x x
X x x It
mature
X X x Alter
33
X x x '
N

1973 law applies aulv (o
mandatory cugenic
sesilieations, \vailable
nn requeet fue family
planning rensnny,

Marernas Cluid
Healite 1.avw
M1y, e
NUYE D



Norwey

Peru

Milippines

‘ingepord

wnth Afrees

‘weden

enezuela

s1=apinria
Cinatia

Slnenia

In good ah.

dnne "lor lawlul
purpuse’ il consent
given, No “person’’ can
cunsent to sierilization
of under-aged
individuals (minors).

Crimes Act 146111038);
Countraception,
Stenilization and
Abortion Act /Act
No.112), sectinn 7

(1977).

Sterilization permitted
under 1 ?4 law il (or
“reputable motives''.
Unless for medical
reasons, approval of
Dircector-General of
Health required.

X

Alter
23

Il under 25 or
incompetent tn give
consent, Board must
authonrize decision, If
application denied, may
be appealed tn
Sterilization Council.

Law Nn.g7 of 3 June
197, sections 2-3.

Section 164(2) of Penal
Codc prohibits
mutilation which impairs
function of organs.
Question whether applies
to sterilization.

" Sterilication as 3 means

of fertility enntrol
forbidden.

Supreme Decree
Nn.00625-76-5A,
approving the
Guidelines of the
Prpulation Policy in
Peru (1976).

Question witether
cruninal {aw applied.

Criminal law on
mutilation nnt «4pplicd to
voluntary stzrilization,

Secretary of Justice
Opirion Nn.131 of
17 September :973.

On request if one or two
children otherwise
approval of Eugenic
Board needed. Consent
of spouse required,

Sterilixation now
available on request for
all married pertons.
Those under 2t nced
consent of spouse, parent
or guardian,

Voluntary
Sterilization Act
(Act No.2s;) 19734,
section 3(2).

Permitted if consent of
person given,

Section of new law deals
with zircumstances under
which incompetents can
be sterilized. For others
sterilization permitted il
consent obtained.

Abortion and
Sterifizatinn Act ‘et
Nu.3; 1978, scctinn
4.

Availahle for eugenic,
medical, socio-economic
reasons. Approval of
Nauonal &nrd of Health
and Wellare required.

After
13

Persons aged 1d-29 may
be sterilized, after
approval hv National
Board of Health and
Wellare, for eugenic ar
medical rcasons.*

Law No.§8n nf 13
June 1973, sections
t=3.

Penal Code article 410
ruu'uhed injuries causing
ots ol reproductive
abnlity,

Sterilization to prevent
conceptinn autharized
where preynancy would
vee threat (A waman'y
L’cnllh oe wheree cluld
would he Lorn wit'y
wcrious mallfuemaniong,

Code of Medical
Lthics, 29 January
1971, rectivn 81,

Mier
15

Applicanons sererned
by A camunissinn,

Law Nao,vage ol 3y
Apnil 10970, sectiom 3,
.

Mier
)

Prine (n 33 steedizanion
Ay b sarfrmied e
medical reavane of
necrnany. Apphicationg
seenenied by coonmeagiat,
Wanting perind o1 o
moniha Aller
authonizane o,

Law ot 30 \Apeil
PATT KClng t, Iy,


http:No.o6,25.76.5A

~NOTES TO TADLL 8

TABLE B (QONT'D.) * This table only covers changes in law which conld be
properly documented. No douht others have occurred. It
was prepared Ly John M. Paxman, Consultant to the
Law & Planned Parenthood Programme of IPPF, with
the assisrance of Dr Jan Stepan, Foreiyn Law Librarian,
Harvard Law School.

t Eugenic, medical, and sociv-econumic reasons fit
within this category,

2 Previous regulations were much more liberal. Present
regulations do permit sterilization of women over 10
following the birth of their fourth child where future
preguancies woulcl involve an ‘obstetrie risk’. The
regulations apply unly to sterilizavio: programmes
within and subject to the National Health Service.

3 Present legal situadon, due to 1979 revolution and the
impact of Moslem law, cannot Le assured.

4 When and if new legistation is developed the position
may change. Presently there are no le qal restrictions
on sterilization save those which apply generally to the
provision of surgical senvices.

§ Singapore first reformed its law on sterilization in 169
then again in 1972 and 1974.

8 One of the specific innovations in this regard is 1o
p
permut sterilization where the perton has undergune a
sex change operatit.n,

SOURCES TO TIOLE U

IPPF (1976-1038), Luw File.

International Advisory Comnnnttee nu Population and
Law (1077). Annual Revvew of Populution Law, 1976, Law
and Population Book No.20.

= (1979). dnnual Recree of Populanion Law, 1975, Law
and Population Monagmph No.jo.

= 11973). Annual Review of Population Law, 1974, Law
and Populauon Monograph No.jo.

Law and Poapulaton Pragranime 195, Lagal Handbask
on Contracrpuion, Stuniizsion and [dariiia, \V.ashington DC.
Agency for Internauunal Develapment.

Stepan, J. & Kellogy, F.H. (10230, T8 Hoeld's Lats on
Voiuntary Stanlization far Famly Planming PMarpetes, Law and
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and edited for che IPPF Panel on Lav and Planned Parenchood.
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IDMPACT ON POLICY CHANGE
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WHAT EFFECT ON POLICY HAVE IPAVS ACTIVITIES HAD IN VARIOUS COUNTRIES? HOW MANY
COUNTRIES MAINTAIN ORGANIZED OPPOSITION TO VOLUNTARY STERILIZATION? WHAT COUN-
TRIES HAVE SHOWN A CHANGE IN THE RECEPTION ACCORDED IPAVS VISITORS TO THEIR
COUNTRIES?

To answer these questions, levels of policy changes vere defined as follows:

1) Direct influence that has lead to a change in policy
and toward the acceptance of voluntary surgical contra-
ception;

%) Tacit changes, or defacto, acceptanca achieved without
there baing a changa in policy;

J) Some movement toward a change in policy and/or attitude; and
4) No change or opposition to voluntary sterilization.

1) Direct changas in policy have occurred in at least 12 countries, including
Australia, 3angladesh, Chila, El Salvador, Koraa, Nepal, Philippines, Indonesia
Thailand, Tunisia, South Africa, and Sri Lanka. While IPAVS canrot ba con-
sidered che sole contridbutor to these policy changes, examplas can be ciced
as to IPAVS {nfluence on thesa changas:

e In Bangladesh, at present, che Governmant provides volun-
tary scerilizacion through zmore than JO0O service scations,
including 186 Thana hospiczals, 93 Macernal Child Health
centers, § medical college hospitals and soce others.
Approxinazely one-half the Thana heaith complexes do not
7et provide sterilizacion services -- nor do many diatricet
or subdivisional hospitals. In addicion, the Government
has 19 mobile units, of which only S are currently function-
ing., If all the Covernment factliitlfes provided voluntary
surgical contraception services, (t (s escimarted chat the
total capacity would be about 2C0,000 proceduras par vaar.

[PAYS has had a dfrect impact cn thae Juaiizy of sersizes
provided at Soverrment c¢linfcsa. They hava adopted tha
tdea of cthe necesaity for madical service standards ‘or
the government programs from IPAVS's atctempe ¢o {niure
high quality services fn the 34aV5 clintecs. In addicton,
IPAVS (s supporcing B8DG (n 7roviding emergency squipment
Co insure high quality services !{n cheir govermmant
clinics.

e In 1974, the Chief Justice of the Phtlinpines ruled that
scerilizacion was a legal procedurs baszed on an arcicle
vrictan {n the Encyclopadia Britannica by the Prasident
of the Human Bettaerment jociecy and predecessor £o AVS.
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In addiction, the Population Commissioner adopted
almost verbatim the IPAVS Informed Consent Guidelinas
in late 1977 as part of their policy of accepting
voluntary sterilization services. Nepal has followed
suite {n that these same IPAVS Informed Consent Guide-
linesare currently before the Ministry of Health for
development into a policy for that country's voluntary
sterilization program.

e In Tunisia, tha country had a policy favoring volun-
tary sterilization before the IPAVS involvement.
However, it was IPAVS's financilal support for programs
that helped escablish =he practice of voluntary scerili-
zation in Tunisia. Wichout the financial assistance
of TPAVS, Tunisia would not have been able to progress
to the extent chey have achieved at present.

2) In some countrias, tacit changes in policy or defacto acceptance has bean achieved
wichou: there being a specific change in policy. Such countries include Benin,
Egypc, El Salvador, Guatemala, Honduras, Jamaica, Jordan, Morocco, Nigeria, Sierras
Laone, Sudan, Syria, Yemen, and Zaire. Jrimarily changes of this nature have
occurred vhere IPAVS has iniciated programs that raquired acceptance by che govern=-
ment. Generally, IPAVS feels cthat tacit changes in policy can be considered in
all countries where programs .re funded without thare being a policy in favor of
sterilizazion.

e In Egvpt, training pragrams will take place {n 8 uni-
versity hospictals. Alcthough this program will be
coordinated bv the Egyptian Yerzllity Care Sccilety (EF7S),
the very fact that the training will take place {n govern-
ment educational tnscitucions, shous tacit approval for
voluntary sterilizacion. Additionally, the governcent of
Egypt endorsed che scatement by EFCS on zhae dangers of
high partcy.

e In Morocco, at the tnitlacive of the goverwent, a joint
project between cthe Moroccan Ministry of Health, IPAVS,
AID, and ?IEGO a national training and service center for
Africa and the Middla Fast vas establi{shed. Even though
Morocco doas not have a policy tn faver 3¢ voluntary
surgical contracepcion, tha essenca of policy shows !(a
that rthe government accepts the natlonal training progran
being :i:plenmanted by the Minfstry of Healcth. In order
to arrive at thia scage with voluntary surgical contra-
ception programming, much work wvas done with indi{viduals
in Moroccn (L.s., sending them to various conferancaes,
on trips £o othar party of the wrld and to ocher Arab
countries, acc.;.

s In Braztl., the planned programs thers will probably

make That country the najor reciptent of IPAVS funds
in South Amarica.
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Five major programs are already being funded and an
acdicional four proposals are being developed that

will bring IPAVS total commitment in funds to Brazil

to over one million dollars. Implied in this level

of commitment and acceptance by Brazil, is ica cacit
approval of voluntary surgical contraception for the
councry. Brazil {s a country wh:re off!cial oppositicn
to all types of family planning had been strcag and whare
a definite pro-natalist accitude prevailad ! rthe past.
Because of che influence of Brazil in Souch ._.erica, it
{s expacted that other Latin American countries will
follow suite.

3) Where thare has not been direct or tacit change in policy, some other countries
hava moved in thae dirsction of acceprance of volunctary sterilizacion. These
countries include Gambia, Hafci, Kenya, Peru, and Senegal. What s encouraging
-3 thac in these countries project coordinators are beconing receptivae to
praspacts for programming and are engaging i{n initial dialogue. The prospec:s
for future prograrming in these councrles saems promising.

4) In some other countries cthere has been no change or continued opposition or
resiscence to voluntary surgical contraception. Voluntary scterilizacion remains
illegal {n many countrias, {ncluding as examplaes Burma, Greece, Paraguay, Portu-
gal, Socalfa, Spain and Turkey. Bas‘cally, al=ost the encire continent of
South /nerfca still shous off{clal opposition whera the Church {3 strong.

Most of South Amert{ca remains offi{cially opposed to voluntary scertlization.
Hovev(:, {n Brazi] for eiample, the new Mintstry of Health {3 rowv permicting
AID dollars, specifiically having requested the American Ambassador to fund {t
to voluntary organizations and to univariicies to start programs.

Soma of tha Orthodox Islamic countriaes {n the Mi{ddle East and sub-Saharan
African regions continus to shov officfal opposizion. Notable are abour 18
African nations that are of?’clally oppoced to voluntary sterilizaclon; and
7 Middle Eastern councriles. Sorme changes hava cccurred (a Africa and thae
Middla Cast notably {n Senegal and Yemen.

In Senegal, IPAYS :ould nether tilk %o AID/Senegul nor <o anv of?¢
governaent. [n only the past 6 to 3 moncha, IPAVS has bSeen recelv nyg o!
invitacicns o discuss programming n the country wirh healzh offictals. In
North Yemen, (Yezan Arab Rapublic) aince about 1 year ago the AID =tssion and
the Fanily Planning Assoclacion {nviced IPAVS to Jdiscuas prograno,

Hovever, evan vhare chere have been policy changes in the posticive direction, some
of thene positive polictes have beean revarsed vith changes in governaant within
countries. Thus, in dilscussing changes in policy, especially (n the davaeloping
countries vhere IFAVS has had an influence, {2 seess !mporzant to consider che
flutdicy of changes in polic, with changes in the sometines fragile government
structurs. Tor example, in Chile, IPAVI tnvolvement for a time increased che
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acceptance and availability of voluntary surgical contraception; however, with
the change in governments in Chile, the movement in a favorable direction for
voluntary surgical contraception was reversed.

One country is notable for the efforts that have beea made to make family
planning and voluntary scerilization as parc of the family planning efforc,
separate from the government actions of that nation. In Sri Lanka, the Ministry
of Plan Inplementation developed a position paper "FTamily Planning Above Poli-
tics" that favored keeping family planning and voluntary surgical contraception
saparnte from political changes. The paper was presentad to the different
policical parties in Sri Lanka and approval was obtiined thar familv plarning
efforts 3hould conzinue regardless of the party in favor in the government.
Without such a mandate from all the parcies, Sri Lanka's family planning efforts
would be on the upswing while one party favored it, and then wiped out when an
Jppostion party assumed contTol, atc.

Changes tn policy and acceptancae towards ideas about voluntary sterilization
have lead to an encouraging change in the receptions accorded IPAVS visitors
Co countries where voluntary surgical contraception had been opposed in the
past. .ctually IPAVS medical personnel have been aczorded a fairly friendly
receprion Iin about any country thev visized, because their technical expartise
was 3¢ . a3 a welcome addition. However, IPAVS visitors representing voluntary
sterilizacion in general have not been so well received i{n tha past. liotable
{s che ?hilippines. 1In 1974, an IPAVS visitor was accorded a rather cool
receprion (L.e., "It was clearly undarstood that we were thare as guests hut
noc to talz abcu:z voluntaz steriiizacisn. The approach was quietly through
the back dcor...ve met wizh AID Sut nobody ia the country was very xean on
dealing wizh or zalking about voluntary sterilization.'). Over che years,
nowaver, a5 many as 29 subyrancs have funded programs {n the Philippines,
showing the gradual change that 13 caking placa.

A large par: of the problea in discussing voluntary scerilizacion, frzn the
viewpoint of IPAVS, has been that AID rapresentatives themsalves have not
been recapcive. For exazple, {n Africa and Lacin America, a large measure of
che problem has Seen that AID perionnel are not necassarily educated o the
pocancial benefits that could bHa derived from I2.AV5 involvement.

JG/av
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WHERE HAS IPAVS INVOLVEMENT LEAD TO THE INTRODUCTION OF VOLUNTARY STERILIZATION
SERVICES IN A GOVERNMENT'S PROGRAM? WHICH COUNTRIES HAVE SHOWN A MORE PERMISSIVE
GOVERNMENT POSTURE TOWARDS PRIVATE SECTOR PROGRAMS IN VOLUNTARY STERILIZATION
OVER THE PAST 10 YEARS?

The truest indicator of progress in the acceptance of voluntary sterilizacion is
the public supporc and advancement of voluncary sterilization by natlonal govera-
ments. In 1972, when the Intermational Project entered cthe family planning move-
ment, there was only ona country, India, where voluntary sterilizacion was parc
of che national 3joverrmext healch servicas. By 1980, there were no less than 17
Counctries wich naticnal voluntary sterilization programs:

dartados Malaysia Pama L
3angladesh Mexico . W !
Colembia Morocco & Saleadion
China (Peopla's Raepublic) Nepal
China (Republic of) Pakistan
India Philippines
Korea Sri Lanka
Mauricius Thailand

Tunisia

The Incternacional Project poincs with pride to the pivotal role its projects have
played {n paving cthe way for national accepcance of surgical contraception, Ex=-
anplas of IPAVS concriducyon to these afforcs {nclude the folloving:

e In Thatland, the national cralning program conducted at
Ramathibod{ Hsopital with IPAYS support which ended {n
1977, succeaded in training hundreds of physiclans frem
all provinces of thae country and at all levels of healch
facilities, ¢(ncluding the rural health centaers which
servicaes the bulk of zhe Tha!l population. Thesa sanme
IPAVS trained physicilans have gone on to traln othar
physiclans making the tralining in volunctary scarilizacion
4 generational efforz and thareby ass.7:n3 the prcgrass,
success and concinuacion of the Thai nazional progran
Yithout IPAYS suppore.

® In Mexico, the spaedy assisctance of the Internacional
Project during 1977, alloved the healt! (naticutlons
of the Government of Mexico to take advintags of the
"m00d of the times' ard to mova boldly tn gearing che
nacional health services 20 provide scertlizacion to
advance the avatlabtlizy of surgical zontraception wizh
the Maxican 1ealzh service progran., The drasenc progran
of zhe Alntavzy of Health of Mexico sponmors ~ore 2han
Il voluncary qcertlizazicn clinics and has reached 1.
Areas of the country axcept those Yith populations of
less chan 1300,



In octher countriaes, national governments are supporting the provision of voluncary
sterilizacion for ctheir citizens, but due to local sensitivities, have delegated
public responsibilicies for conducting or coordinating the programs to non-govern=
mencal, national voluntary organizations. Included among these countries are:

Bangladesh
Egypt
Guatemala
Honduras
Indonesia

Examples of IPAVS involvement in the privace sector include the following:

e In Bangladesh, the government was prompted to initiate a
nationvide drive in early 1977 to train physicians and
activate health centers to provide voluntary steriliza-
tion services because of the persistent and successful
demonstration work of cthe Bangladash Association for
Voluntary Sterilizatisn. In 1980, there i{s a nacvork of
40 BAVS branch groups throughout the country.

BAVS has also made headway in developm~nt of ISE materials
and counseling stracegies thac have had an impact on pro-
fessional and public know ‘dge regarding voluntary surgical
contraception. The {nnovacive efforts of 3AVS have demon-
stracted to the government tha need for and feasibility of
including voiuntary surgical coantraception i{n the national
health program and che govertment has now accepted primary
responsibilicy for ;rovision of services {n 3angladaesh.
Hovever, the government still relies on BAVS for special-
ized profesasilonal craining and the development of medical
standards for voluntary scerilization. Largely owing to
IPAVS requiremencs for medical services scandards, BAVS
vorked in the past year 2 Aevelop their own medical
service standards and suparvision system which will zer-
tainly have an {zpact cn govarnment clinics.

e In Egvpe, the Egyptian Fertility Care Soclecy (EFCS) has
been wvorking behind the scenes to encourage acceptance
of voluntary scerilizacion (n IZgypt. The Soclaty, wich
Governzent endorsemant, adopted a resolution endorsing
voluntary surgical contraception as one maeuns co reduce
high paricy.

AC the Soclety's 3{xth Annual Meating, a plan vas adopcted
escablishing an EFCS~coordinaced nacional training and
service program {n twvalve =nedical universtcy facilicies.
The primary atm of che training program 's co {ncorporata
{n all medical schools a spectal scertlizazion zraining
component for tncluasfon (n the Obatetrics/Gynacology
cur~tculum, For physiclans recelving special certifica-
Cica as a4 result of the scerilizacion =ralning componanc,
equipmanc vill be provided to the inscitucion whore thay
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are posted and assistance provided by EFCS so that
scerilization sarvicas can be established.

Most importantly, EFCS has oeen able to gain supporet

and cooperation from all levels of the medical comnunicy,
obtaining cthe assistance of Egyptian professionals to
help design the nacional training program and other EFCS
activities.

In Indonesia, voluntary sterilization 1is a sensitive sub-
ject and is not an official parc of the

national family planning program. However, the govearnment
has designatad the Indonesian Scciety for Voluncary Srerili-
zation (PUSSI) as the national coordinator of surgical con-
traceptive actlvitiss in Indonesia. Because of its relation-
ship with the national family planning government organiza-
tion, the Indonesian Society has received cooperacion from
various government agencies in its efforts to popularize

and integrate voluntary scarilizacion.

The Society has developed and organized a national ranpowaer
training program ‘n conjunctfon with six ~ajor Indonesian
medical teaching :enters. The program includes standardized
trainee selection and cerctification critaria, medical guide-~
lines, fnformed consent materials ard . scandard curriculum.

Thae Soclety i3 also responsibla for the disseminacion of
voluntary starilizazion {nformatior ¢o the Indonesian medical
professicn. Once the manpower development project {3 completed,
{t is hoped that the govermment will assume a greacer responsi-
billcy for its 1l branches throughout Indonesia and the recruit-
fnent of new members.
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CITE SPECIFIC EXAMPLES WHEREIN ATTENDANCE AT AN INTERNATIONAL IPAVS CONFER-
ENCE HAS DESENSITIZED THE SUBJECT OF VOLUNTARY STERILIZATION 'FOR A COUNTRY,
OR FOR AN OFFICIAL OF A COUNTRY, WHICH HAS LEAD TO A WORLDWIDE CHANGE -QOF
ATTITUDE ON VOLUNTARY STERILIZATION.

[2AVS considers its involvement with conferences, both funding the conferences
themselves as well as the confarees, to be of primary importance. Conferences
contribute to the dissemination of ideas and approaches about voluntary steri-
lizacion in a number of ways: ‘

1) Conferences serve as an initial stepping scone for identifying key
individuals in che voluntary sterilization movement who can take
a leadership role in promoting voluntary surgical contracaption in

their country, thereby stimulating the development of new programs.

Example: At the 3rd Interamational Conference on Voluntary
Sterilization held in Seoul, Korea, 17 African countries

were represented, 5 for the first time at « major conference
on voluntary sterilizatcion. As well, 9 South American coun-
tries were represented, 3 for the first time at a major con-
ference on voluntary sterilization. Both of these world
regions have been slow in developing voluntary surgical
contraception programs. Immediately following the conference,
seed projects became firmly established in 2 African countries
which had not ?reviously had programs: Benin and Sierre Leone.

2) Conferences serve as a stimulus for leadership persons and organizations
to initiate broad programs with a wide spectrum of approachas.

Example: The success of the Korea Conference was borne out

by an evaluation designed to assess conference preparations,
planning and implementatioa. Of the respondents to a question-
naire, 98.35% rated the entire conference axcellant or satis-
factory.

Eighty-three percent of the confarees also requested IPAVS
assistance in response to a questionnaire. The largesc

number of requests were for establishment or expansion of
voluntary sterili:ation information and education programs.

0f almost equal concern was the expressed need for training

of physicians and health personnel in sterilization techniques.
Addicionally, 88 participants requastaed assistance in the form
of equipment, 81 requested assisctance in starting or expanding
4 voluntary steril?fzation setvice program, and 69 requested
personal trainin-, in voluntary sterilizacion techniques. The
responses are ...sed on 218 participants who filled out quastion-
naires afte. the Korea Confarencs.
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k)

4)

5)

6)

Conferences foster the incorporation of voluntary surgical contra-
ception as an integral part of national health programs by stimulat-
ing the initiatives that increasa availabilicy, accessibility, and
utilization of high-quality voluntary sterilization sarvices.

Exampla: C.M. Wang from the Republic of China (Taiwan)

attended an IPAVS conference in 1973 at a time when voluatary
sterilizacion was not included in the health budget for that
country. During that time period, small seed funds from IPAVS

to the AVS-ROC were.beginning the program in.Taiwan. In the
spring of 1975, Dr. Wang became Director General of the National
Health Administration in Taiwan and today 40% of the national
family budget is dedicated to voluntary surgical contraception
services and programs. The national program continues in Taiwan,
but is no longer funded by IPAVS.

Confarences provide a forum for the interaction of a multidisciplinary

group through which specific issuves relating to voluntary sterilization
can be discussed.

Example: The plenary sessions - task force groups and round
table discussions - at the major IPAVS conferences allow
group interactions whereby ideas are shared and experiences
are related. It is through such sharing of information that
Egypt decided to replicate the highly successful Indonesian
program for training.

Conferences foster and maximize information exchange so as to allow a
cross fertilization of ideas, experience, and knowledge which will pto-
vide a sound foundation for discussion.

Example: The results of the French physicilans survey, which im-
pacted on legal change 1in France, was shared at the Korean
Conference. As a result of the conference, Turkey and Syria

now have plans to complete physician surveys in chose coun-
tries to set the ground work for legal change.

Conferences generate recommendations and guideliaes which will be used

to pave the way for future programs, rasearch and exchange of informa-
tion.

Example: At the recommen. ation of the WFAVS information and
Education Committee, "Provisions for a Model Law on Volun-
tary Sterilization" was drafted, based on the recommendations
generated from the 2nd, 3rd and 4th International Conferences
on Voluntary Sterilization. IPAVS sponsored a WFAVS repre-
sentative-observer to the Intarnational Parliamentarian Con-
ference in Sri Lanka, August 28 - September 1, 1979, in order
to seek support for the Model Law. This Model Law i3 also
featured in "Law and Planned Parenthood,” a publication of

the International Planned Parentchood Fedaration, which was
published in 1980.



Intsrnational Frojact

~26-

The focus of IPAVS conferences has changed over the years. In 1973, when surgical
contraception was a ralatively new phenomenon, tha conferenca focused on techniques.
In 1976, the conference emphasized broad programming that would encompass both male
and female surgical contraception as part of national programs. And in 1979, the
focus was again broadened to include the variety of components that midke up compre-
hensive programming -- that is socio-cultural, religious, legal, political, and
educational factors — as well as reversibility of voluntary sterilizacions.

As can be seen in the fcllowing table, conferees at IPAVS conferences come from
all regions of the world. Consistently, conferees are funding themselves or ind-
ing alternative sources for funding themsalves to attend IPAVS conferences. An
increasing percentaje of confaerees are from developing countries; notable was the
large delegation from Africa that attended the Xorean Conference in 1979. Confar-
ees also come from the full spectrum of professionals invelved in policy making
and health sarvice delivery; conferees at the Xorea Conference in 1979 included
four Ministers of Health, one Secretary of State and Public Health, five Vice-
Ministers or Under-Secretaries of Health and top-level family planning officials,
program planners, administrators, physicians, lawyers, educators, researchers,

and national policy makers.

IABLE A COMPARATIVE ANALYSIS
OF
IPAVS MAJOR CONFEREMCES

Registerad. Confearees. 347 261 ~00

(Percent from developing countries) 685 63.6% rah
Countries represented 64 66 73

(Percenc developing) 68.8% 19.4% 78.1%
AVS-funded conferees 141 143 261
Confarees funded by othar agancias 91 65 74
Supporting agencias 5 9 14
Exhibitors 8 13 22
Scaft 6 9 16
Cost (Approxinata) $175,000 $270,000 | $600,000
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Countries Raprasenced at Korea Confarence, bv Ragion

AFRICA (17)

Benin
*Camcroon
Egype
Ethiopla
Ghana
Kenya
*Mali
Mauricius
Morocco
Nigaria
Senegal

*Seychelles
#Siarra Leone

Sudan
*Swaziland
Tanzania

Tunisia

AMERICAS (25)

Morch America (2)

Canada
U.s IA.

Caribbean

*Barbados
%Dominica

Domiaican Republic

*Grenada
Haicl
Jazaica

*Sc. Lucia

Cantral Amaerica (7

Costa Rica
El Salvador
Guatemala
Honduras
Mexico
Nicaragua
Papama

South America (9)

Solivia
Brazil
Chile
Colombia
Ecuador
*Paraguay
Paru
*Jruguay
*Venezuela

ASIA (20)
East Asia (9)

*Hong Kong
Indonesia

Japan

Korea

Malaysia
2hilippines
Republic of Chiza
Singapore
Thailand

South Asia (9)

Bangladesh
India
Nepal
Pakiscan
Sri Lanka

Middle East (6)

Irmm

Jordan

Laebanon

*Syria

Turkay

*Yemen Arab
Republ.c (Nored) -

EUROPE (3)

*Belgium
England
France
Germany

*Icaly
lecherlands

*Portugal
Switzarland
Yugoslavia

OCEANTA (2)

Auscralia
New Guinea

*Countries reapresenzud for czha firsc cime at a aajlor I2AY3

conferanca (13).



Intgenatonal Praject

28=
TABLE C
ANALYSIS BY REGION
OF CONFEREES ATTENDING PRIOR
MAJOR IPAVS CONFERENCES
(TOTALS)
GENEVA (1973) TUNIS (1976)
REGION | ToTAL REGION
AFRICA 21 AFRICA
AMERICAS 111 AMERICAS
MIDDLE AMERICA 7 MIDDLE AMERICA
CENTRAL AMERICA 12 CENTRAL AMERICA
SOUTH AMERICA 30 SOUTH AMERICA
EUROPE 52 EUROPE
OCEANTA 10 OCEAMTIA
EAST ASIA 51 EAST ASIA
MID-EAST 17 MID-EAST
SOUTH ASIA 28 SOUTH ASTA

TOTAL
64
53

7
21
21
20

3
30
15
22



IMPACT ON THE KNOWLEDGE AND UNDERSTANDING OF THE HEALTH

COMMUNITY



FIC EXAMPLES OF THE CH.NGE IN KNOWLEDGE AND U.. ERSTANDING OF VOLUNTARY
ION AMONG MEDICAL/PARAMEDICAL PROFE.SIONALS. CERTAINLY THEY ARE MORE
BLE, BUT HOW? DO THEY SUPPORT VOLUNTARY STERILIZATION EFFORTS ONLY IN
LLING TO GIVE PATIENT CAPE? OR HAVE THEY SHOWN SIGNIFICANT SUPPORT FOR
PLANN ING MOVEMENT OR SPECIFICALLY THE VOLUNTARY STERILIZATION MOVEMENT
IR COUNTRIES?

of the IPAVS programs and policies on the promotion of voluntary st
a a large part of the vorld can hardly be measured {n definite and
le terms alone. There are changes of the quancitacive and conceptua:
no lesser significance chat can easily be traced to IPAVS; such as:

¢ "Voluntary Scerilization’ and Minilap' are now part of
medical vocabulary used throughout the medical community
and included in medical school curriculums.

e Use of local anasthesia and ouct-patient voluncary steri-
lizacion procedures are receiving widar acceptance,
world-wide.

® Simplified and safer voluncary sterilizacion techniquaes
are be.oning more popular (a.3., minilap, yoon-ring,
clips, ecc.) chan colpotomy and cautery. For example,
{in che IPAVS funded service programs, ainilap procedures
{ncreased frcm 6% of all voluncary sterilization pro-
cedures in 1972-73 co 44% in 1979.

® Categories of medical acd health support staff being
trained for voluatary ster’lization undar IPAVS auspices
are gradually broadening health support teanms, which now
{nclude besides medical doctors, aurses, equipment tech-
aicians, social workers/counselors, motivators/promotars
and even satisfied clients.

I24AVS, for example, fundad training of only 9 health
support staff in 1974, but this number increased tO

249 Yy 1979 and is expectel to grow furcther as emphasis
on comprehensive orogracming 13 encouraged by I[PAVS.

® The IPAVS scope and approach tu training has broadened
too. Not only specific courses ara being developed
and used for training, but also demonstration projects
and rapid expansion of national training programs have
also been conducted.

The exazple of che former are the traiaing courses for
counselors in Sangladesh, promocers craining (o Guate-
mala, nurses training in Thailand, and training o!f
para professionals in Tunisia.
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IFIC EXAMPLES OF THE CHANGE IN KNOWLEDGE AND UNDERSTANDING OF VOLUNTARY
TION AMONG MEDICAL/PARAMEDICAL PROFESSTONALS. CERTAINLY THEY ARE MORE
ABLE, BUT HOW? DO THEY SUPPORT VOLUNTARY STERILIZATION EFFORTS ONLY IN
TLLING TO GIVE PATIENT CARE? OR HAVE THEY SHOWN SIGNIFICANT SUPPORT FOR
¥ PLANNING MOVEMENT OR SPECIFICALLY THE VOLUNTARY STERILIZATION MOVEMENT
[EIR COUNTRIES?

't of che [PAVS programs and policies on the promotion of voluntary steri-
in a large part of the world can hardly be measured in definice and

ible tarms alone. Thers are changes of the quanticative and conceptual

! no lesser significance that can easily be traced to TPAVS; such as:

® "/oluntary Sterilizacion” and Minilap" are now part of
zad .cal vocabulary used throughout the medical communliy
and included in medical school curriculuns.

e Use of local aneschesia and ouc-patient voluntary steri-
lizacion procedures are raceliving wider acceptancs,
world-wide.

® Sinmplified and safer vcluntary sterilizacion tachniques
ara becoming more popular (e.g., minilap, yoon-ring,
clips, acc.) than colpotomy and cautery. For exanmple,
ia the IPAVS funded service progrcms, ninilap procedures
{ncreased fzcm 6% of all voluntary scerilization pro-
cedures {n 1972-73 to 44% tn 1979.

® Categories of medical and health support scaff being
tvained for voluntary sterilization under IPAVS auspices
are gradually broadening health support teams, which now
{ncluda besides medical doccors, nursas, aquipment tech-
nicians, soctal workars/counselors, mocivatory/promoters
and even sacisfled cliencs.

IPAVS, ‘or example, funded training of only 9 health
support staff in 1974, Lut thi{s number {ncreased €O

249 by 1979 and i3 expected to grov further as eaphasis
on cocprehensive prograzming {3 encouraged by IPAVS.

® The IPAVS scope and approach to training has broadened
too. MNot only aspecific courses are being daveioped
and used for cratining, but also demonscration projects
and rapid axpansion of aational training programs have
also been conducted.

The exacple of the former are the tralning coursas fov
courselors in Sangladesh, promotars training {n Guate-
mals, nurses training tn "hailand, and craining of
para professionals (n Tun.sia.




DPACT ON THE RNOWLEDGE AND UNDERSTANDING OF
THE GENERAL PUBLIC
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CITE SPECIFIC EXAMPLES OF CHANGES IN THE KNOWLEDGE AND ATTITUDES OF THE GENERAL
PUBLIC TOWARDS VOLUNTARY STERILIZATION. CITE SPECIFIC COUNTRIES WHERE A CHANGE

OF PUBLIC OPINION HAS OCCURRED. HOW HAS IPAVS INVOLVEMENT ADDED TO THE CHANGE
OF OPINION?

The complexity and the challenge that {is posad Inr tha diffusion of an innova-
tive idea such as voluntary scerilization in socieciesthat value high paricy
have myriad communicacion barriers, and almost no tradition of permanent termi-
nacion of fertilicy, need hardly be elaboraced. The very firsc scep that needs
to be taken for changing the need awarenass of only the innovators and early
adoptors {s a formidable cask {cself. It requirasg a careful and concerted
approach and a sctrategy cthac zakas lacy accounc existing demands and sensicivi-
ties of the society. Sonme of the hizhlights of che IPAVS approach that have been
tesced in the Zield and in am03c cases found to be satisfactory, are listed balow:

e IPAVS, for obvious but very effective reasons, prefars to
vork with medical leadership of a country, at least {ni-
tially. The advantages includa not only the facr that
they are the ulctimate searvice deliverers for, voluntary sur-
gical contraception, but {t is also true that the qenaral
public trusts and respects cheir opinion, parcicularly
1o nacters of surgery. They are also easily tdencifiadle,
and {nvariably, tafluencial in their cormunicies.

The iaterest an! participation of the medical cormunity
that sometimes begin at fnternational conferances, is
further buastad through site visits, training programs
and the activities of HAVSs. In some cases, to elicic
support of the entirs medical profession in a country,
KAP surveys are conaidered a good scrategy. :ior exampla:

- The French NAVS conduccaed a KAP survey of
physicians {n France that also served to
educate them on voluntary surgical contra-
cencion,

= IPAVS has recencly approved a request for a
sinilar survey 5y the Turkish AYS, chat {1
designed to aeducata the Lihysicians and garner
their supporc for changing the legal barriers
againsc voluntary surgical contraception {(n
that cauntry,

e IPAVS tnaisca on providing pre— and post-operative patient coun=
seling at all service delivery sices by all subgrantees. Such
counseliny {3 aimed at providing all che relevanc informacion to
& requescor for him or her to maka an (nformed Jdecision. Obvious-~
1y, abouc 100,000 acceptors who have bean starilized undar IPAVS
funded programs throughout che world, form a sizable pool of chose
vho are knovledgzeablas abouc voluntary scerilizacion procedures,
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e IPAVS demands chat all its subgrantres include information
and education programs as an essentiil component of their
service program. Although not in all cases, most subgrantees
seek funds from IPAVS for this purpose. The emphasis in I&E
programs varies according to the si:uation of each country..
Some countries, for example, hava more problems in using mass
media than others., Howaver, all subgranteas are encouraged
to use the group approach in reaching their {ntended audience.
A typicel ISE program consists of production of patiant infor-
mational materials, monitoring personnel, use of audio-visuals,
radio, t.v. and newspapars, where feasibla, 3Toup meetings and
home visics.

Although the reach and affacrzive
sclentifically avaluated for lac
the type 0f exposuce cne Feneral
the progress reports sent bv subyrancees. Ixamples:

- Guatemalz: From March 1979 - March 1980 - 6,282 home
visits -- 11,096 motivational interviews -- 1,525 group
meetings attanded by 17,711 persons -- 20,071 brochures
distributed.

- Honduras: From July - December 1977 - 2,381 home visitge—
9,854 {nterviews held -- 2,306 group meetings attanded
by 30,385 persons -- 6,413 brochures distributed.

- Bangladesh: In 1979 - 4 seminars and 68 group neatings
country-wide -- discribuced 8,500 coples of materials --
mailed personally addressed leccers to thousands of
specilal interest professionals — radio, newspapers and
f1ilns veres used extensively.

® The genaral impact of IPAVS's world-wide activities has been posi-
tive. For example:

- In Thailand, when IPAVS scarted programs, the starili-
zZation requestors had to have four living children Se-
fora baing considered for voluntary scerilizacion. 3uc
after a few years of successful work, this requirement
by the government dropped o chree and now to only two
children. Moreover, as cited {n che AID/APYA aevaluaction
reporc, attitudes have changed in Thailand, whare the
national racio of 9:1 female Zo male sterilizacions
has now changed to 3:1.

= In Colombia and 3angladesh, IPAVS hes demonstrated

that when good comprehensive servicaes are availible,
the demand grows fastaer than facilicies.



| Intgrnatianal Frofoct

-33-

= In Melbourne, Australia, when a newvspaper inaccuracely
reported a 25% failure race for sterilization, the AVS
immediately corrected Lt by saying chat it was closer
to 1Z. The story receivad international actention and
recognition for AVS technical axpertisa. Thus, AVS
also plays the role of an expert spokasperson on volun-
tary surglal contraception.

JSA/jav
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[II. CONCLUSION

[t is the opinion of the evaluation taam that IPAVS has successfully
developed the objectives set by AID of expanding the acceptance of vaoluntary
sterilization as a basic component of family planning and health service
prograns in the developing warld. This achievement {is measured through
the avaluative criteria of relevance, management, institutionalization and
golicy development. IPAVS input <f money, equipment and technical assistanca
is reflected in mez2surable program oulput, such as number of personnel trained,
inftiation of national programs, numbe' of staerilization facilities provided
and number of procadures zerturmad.

[PAVS praograms are relevant to AID goals and adhere to AID policies and
quidelines, aspecially as regards abortion, voluntarism, informed consent,
knowledge aud availability of alternatives, quality of care and integration
into general health services. The less-developed countrias' saense of sovereignty
and their variable levels of medical and administrative standards requiras the
Tlexibility and cansitivity which [PAVS has demonstrated..

In spite of tremendous progress, the bulk of the work in providing generally
available V.S. sarvicas lies ahead. Therefore, AID should continue %o iacreasa
support to IPAVS. They dre the best available organization for this work and
should continue indefinitely until V.S. services are universally available.

The World Federation of Associations for Voluntary Sterilization is
an important proressional organization that deserves continued support. [ts
responsibilities should include formulaczion of quidelines “or Y.S. service,
but st 1dards should be detarminad nationally.

Although their pioneering role will be required in many new countries,
their program emphasis must shift from demonstration type projects to pro-
visions of V.S. services for all, especially the hard-to-reach rural poor.
Tnis objective will require (1) more emphasis on low technalogies such as
minilaparotomy and vasactomy as contrasted with high technology laparoscopic
procadures; and (2) utilization of auxiliary and paramedical health workers
in a team approach; and (3) increased integration into government health
programs.

[PAVS {s a responsible organization with the technical and manacerial
capacity <0 axpand. I should aradually assume new rasponsicilicias, as
new starr acquire experience. tffective expansion will require, in addition
to new staff, increased delegation of authority as well as derfined job
rasponsibilties. The team's judgment {s that with these cnangas in direction
and management [PAYS could, in time, double its granting program with a modest
increase in star?,

18
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e. matju:al leadorsalp grueps e. mn 1,05) 1,558 1,97) 2-’": asslotance role with 85U fending. |
2. Smizrencos: :: :::::mlu 2';: ;16 l'?.; ;So ;71 ;?‘ Botes Evalwalions projected for No sdverss chaage in V.5, law and
3. Printed materials-——prosnction, dlstribution 3. 70 2 148 165 119 nid-1903 and aarly 1706. avallabllity of apprmpristet monies.
k. Tachmicil asclrtames bte LICe (vonmiltants) h. 121 13 1m 200 F3 3
S latermalionil lcwbership melscrk dJevalopment {eclnct] S. n 1y | ¥7 % 208 2)9

| lady qgreupe, styding cremilile=s, InL'l meelings)
1 6. Prargeeent: a. heabmartars
| ) h. regica offices

6.. Lheh 1,5  2,28) 2,603 2,92)

v. h2L 550 762 0 1, Ul
9500 oo TISLow TIv.eoo TZ3,.00
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ANNEX E

ENVIRONMENTAL THRESHOLD DETERMINATION

To ! AA/DS (Acting), Mr. Bernard Chapnick
FROM : DS/POP, Joseph Speidsl
SUBJECT: Envirormental Threshold Determination

Project Title :_ Program for Voluntary Sterilization
Project Number: &8
Specific Activity (if applicable)
REFERENCE: Impact Identification & ivaluation (LI8) contained
in attached paper Date_ May 21, 1581

I recommend that you make the following determination:

X 1. The proposed agency action is a major-Fedsral.action
wnich will not have a significant effect on the
buman enviromment.

2. The proposed agency action is a major Federal action
which will have a significant effect on the human
enviromnent, ands

a. An Environmental Assessment is required;.or.

b. An Envirormental Impact Statement is —
required.

The cost of and schedule for tnis requirement is fully described
in the referenced document.

3. Our envirormental examination is not complete. We will
submit the analysis no later than with our
recamendation for an envirormental threshold decision.

APPROVAED:

DATE:




DOACT IDENTIPICATION & EVALZATION FORM (Praj. Neo. 932-0944 )

Izpact Areas ¢ Suh-u-‘ui/ fmpact ATeas ¢ Suh-unuy I:.aaeel/
A. LAND QSk E. CULTURAL N
1. Qianging the characser 1. Altering physical symbols......

of the land Ehrus
2. Dilution of cultuzal ==aditicns N
a. lacTeasing the poyulatioBe.csss. R

B. Extrsacting natuzal Tasocuszcas... 7. SOCICECTNOMIC M
l. Cranges in ecsnomic/Eaployment.
c- md cl.‘:i;q'.......l‘..'..... p‘gum
d. Changiag soil character........ 1. Clanges i3 papulation.......... M (decmase;

N

2. Altaring natural CeZenseS.c..... J. CQianges ia culsural pattaras...

3., PYorsclesiag impor=ant uses......
G. IEALTX

4. Jecpacdizing nan or his worxks... 1. Cangiag a natural anvizoamernt. N

2., Eliminating an eccaystam alazans N
8. WATER QUALITY

l. Physical state 0f vatel....c..
2. CQiemical and biological statas

.TJQ tcaldqic&l bilmg.....b...--.

B. GXIERAL
l. Intarmaticnal i-pacss N

2. Centrovessial IopacSSeeccecscces u

3. Larger program LSpactS.......... N

C. ATINSPHERGC

1. Alr addisiveS..ccecrcrcccannes
I. QTIER POSSI3LT IMPACTS(not listad abaove)
2. Alz pollutiofecscecccccaccones

= = L |I=Z2|l= L |_| ;[ ==
z F

_—‘l..-_ ﬂliq‘!,“‘g?lluti_d_n_-_:: evevenqose -.'

D. NATURAL RESQUACTS N
TTTL " Olversion, altared use of watar

1. IsTeversible, Ll-eflicient cone- N
e e i ients L —

£0TNQTIS: 1/ See Expvlanatory Notes far this fora. 2/ Use the following for envireamencal
iapact: ¥ - Nane; L - liccle; M - moderate; H - high; U - unknawn.

ADDITIONAL COMMEXTS:

0s5/21/81



Program for Veluntary Starilization (932-0963) ANNET F

5C(2) - PROJECT CHECKLIST

A. GENERAL CRITERIA FOR PRQJECT.

1. App. Unnumbered; FAA Sec. §53(b); See. 477

(a) Oescribe how Committees on Anpropria- (a) Congressional Presentat:ons
tions of Senats and Housa have been or

will be notified concerning the projecs; (b) Yes

(9) 1is assiszance within (Operaticnal

Year dudget) country or intarrational

organization allocaticn reported to

Cangress (ar not more than S! millien

aver that figure

2. FAA Sec. 51!(1?(1). Pricr t3 obligatian
n excass o ,000, will there be (a)
engineering, financial, and othar plans Rede
necessary to carry out the assistince and
(b) a reasonadly firm eszimats of the

cost to tha U.S. of the assistance?

3. FAA Sec. 611(a)(2). If furcher legis-
lative action 13 required within recipiant Delke
country, what fg hasis for reasonable
expactation that such action will te
completed in time o permic orderiy
accomplishment of purpose of the assis-
tance?

4. FAA Sec. 611(Y): Aoo. Sez. 1Q1. [f for
waler or watar-reidied [and resour=e
canstruction, has ;-oject met the gtan- .8,
dards and critaria as per the Prineiples
end Stendands 4or Planming Watar and
Rz.g:..;:zd land Rusourezs dalid Ueloer 25,
1973

an

. FAA Sec. 51i{a). !f sroject ts capical
assisctanca (e.3., canstruction), and all
U.S. assistance for it w!ll exceed Nede
$1 million, has Mission Oirectaor cartified
the country's capability affectively €3
zaincain and utilize the project?

6. FAA Sec. 209, 519. I[s =raject susceotible Yo
of exacution 1s cars of regional or multi-
lataral project? [f sa wny {3 projecs not
$0 executad? Information and canc.usgion
whether assistance will encauriqe
regional cevelopment programs, [?
assistance {s for newly incapendent
country, !s it furnished througn multi-
lateral organizations cr slang 20 2ne
maximum exceant appropriace?




7. EMA Sec. 80'(a); (and Sec. 201(f) far
develooment ioans). [nformacion and
canciusians whether project will encourage
effarts of the country to: (a) increase
the flow of Internacianal trade: (b) fos-
ter private initiative and competition;
(c) encourage davelopment and use of
cooperatives, credit unions, and savings
and loan associations; (d) discourage
monopalistic practicas; (e) Improve
tecnnical efficiency of fnduscry, agri-
cultyre and commerce; and (f) strangthen
frea labor unions,

3. FAA Sec. Sul(b). Infarmation and con-
cluston on now projecs will encourage
U.S. private tride and fnvestnent abrzad
dnd encourage private U.S. participation
in foreign assistance programs (including
usd of privats tride channels and the
services of U.5. grivate entarprisa).

9. FAA Sec. 512(5); Sec. 636(h). Qascride
steos Caken o assure thac, to the
maximum extant gossible, the country s
cantributing local currencies to meet
the cast of cantractual and gther
services, and foreign currencies cwned
Jy the U.S. are utilized to meet the case
af contractual and other servicas.

10, FAA Sec. §12/d). Qoes the U.S. own excess
foreign currancy and, {f sg, what arrange-
ments have been made fur its releasae?

. ISA 14, Me cny FAA funda jor 7Y 78 being
wed &t Jwu PROfRCL L3 CImSLWLL, 07ec2ll,
mintain, or supply jued for, any nuclest
roweralont undet an agaeement {0/ coopetwt-
Laon betuzen the Unifed S£ales and any
olien country!

AUlollG CRITERIX FOR 29QJECT

Cevelooment Assiscynce Prniect Critaria

4. FAA Sec. 102(:): Sec. !11: Sec. 231a.
£ATANT I3 wnicn 1CIiviCy wiil (4; effece
tfiely {nvelve ne poor 'n develooment,
Sy exiending iccess 9 ecgnomy 4t laca!
level, ‘ncreasing ladbor-intens{ve pro-
ductfon, spreading !investment out from
cities to wmall towns and rural areas;
and (b) helo develoo cooreratives,
especially b5y tecnnical assiscanca, %o
assist rural and urdan ocor to nelp
themselves tcward bet2er l{fe, and ocher-
wise encsurage democratic orivate and
local jovertmental {nstitutions?

Rl

N.&.

Crantee will be commiitad undar the
Agreement to use all reascnabls neans
to maximize in-country supcort. Use
of U.S.-ownecd local currency will
cenferm with A.I.D. and U.S5.G.
requirerents.

Cnder this worlcwids grant, remittances
to countries requiring use of U.S.-
cwned currency will be send to USDO

for exchange.

R.d.

Dede



-t 8y ’ '
source of funds ysed. [f more than one

tance deing made availaale:
a00licable paragraoh --
cgrrespona

L0

fund source is used for project, include
relavant paragragh for each fund sourcs.]

(1)

(2)

(3)

()

(103] for sericulture, rural! davelop-
ment or nutrition; {f so, extent 3
which activity 1s specifically
designed to increase productivity
and tncome of rural poor; [103A]

{f for agriculeyral resesrca, is

full account taken of needs of small
farmers;

(104] far population planning or
health; if so, extenc t3 which
sctivity extends low-cast, intagrated
delivery systems to provide healsh
and family planning sarvices,
especially to rural areas and poor;

[105] for educ:ition, pudlic admin-
fstration, or human rescurces
development; 1f 3o, extent to which
dctivity strengthens nonformal
education, makes formal education
more relevant, esjecially for rursl
fantlies and urvan poor, or
strengthens management cacability

af {nstitutions enadnling the suor to
participate in devealcpment;

(106] for technical assistance,
enerjy, ressarch, reconstruction,
1nd selected Jevalooment probiems;
1f g0, extent activicy is:

(a) technical coaperation and develap-
mant, especfaliy with U.S. privats
and voluntary, or rejtanal and inter-
natianal develocment, organizationg;

(d) t3 halo alleviata energy arob!en;

(c) researcn inta, and evaluation af,
tconomic develocment procasses and
techniques;

(d) recanstruction after natural ar
mcude disaster;

(e) for spectal develocment gradlem,
and to enadle praper uttlization of
sarlier U.S. infrastructure, e%C.,
asgi1stance;

(f) for orograzs of irtan develoomant,
esoecially tmali iador-fncenstive
41Cerorisds, Tarveting 1y1ams, ind
financtal ar ather ingtitutions °3
helg urzan poar participate n
economic and sacial ceveloomen:.

Project aims to ircrsase availasility
zopulation,

of serrices to majority cf
including rural arsas and poor,

subject to nost government tolicias.
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(8) 0107] dy grants for coordinaced
privata effort to davelap and
disseminaca intarmediace tachnologies
sppropriate for develooing cauntries.

€. FAA Sec. 119(a): Sez. 273(e¢). (s the
reciplent ccuntry wiiiing t3 cantribute
funds to the project, and in wna: manner
hagy or will it provide assurances that 1%
will provide at least 25% of che =3sts of
the program, projecs, or activity with
resoect Lo which the s1ssissance s ¢ de
furnisned (or has the latzar cas~-snar1no
ceGuirement bdeen waived far 3 rcla:ivcly
Teast-developec” ccuntry)?

d. FAA Sec. '10(%). 41! arant caazfsal
assislance Se ITscurses far aralect sver
more than 3 years? (f ga, has jussift.
catton sactisfaccary 23 Congress Deen nacde,
and effores for other ftnancan. oR L
Lhe tweelplant cunly "letively Ll
developes™?

. FAA Sec, 207; Sec. 111, Zx:tant e3
which asstisiance rerlecsy acoropriace
empnasis on; (1) encouriging development
of democratic, ecanomic, poifttcal, and
sccial ingtizytions; {2) self-nelo fn
meeting the csuntry's fied needs; 1))
‘mgrsving avatladtlicty of trafred ~orver-
cower tn the country; (4) programs
desi,ned %3 meet the country's healzh
needs; (S) ather !mporczant areas of
ecanoric, colttical, and soctal develap-
ment, including 1ndus.r/. free labor
untons, cooperat!ves, and Yoluntary
Agencies; transporiation and communica-
tion; slanntng and puolic agnintsiracion;
urdan cevelooment, ane nodernizatian of
wisting laws, or (5) 'nteqrating wamen
{nta the recipient cauntry's nattonai
tcanomy .

f. FAR Sez. 131751, lescrthe exiant %3
antC IrIceem o cycIiociey he ~artteuiar
eeds, Je3ires, 1nd Jag4aciiies Y Ine
seopie 3f Ine Ssuntry; JtYitzee 2ne
cauntry's tntellectual resources 22
encourage instisutional develooment;

and suopor:t civic educalion and ratning
in skills required for effeciive odrsict-
pation 1n governmental and palicical
procassas essential o telf-government,

Varies gosatly. lMajority of subgrant
assistarce i3 to indigenous PVOs.

Most o toe assistance is complementary
%o national and bilaterally or aulti-
latsrally assisted prog-ams.

D.de.

Ject is entirely devotad to premoticn
of matarnal and caild healts. Iz scme
ccuntries, it facilitates and ‘mprovaes
the quality of veluntary agency partici-
pation in delivery of social services.
70 scre extent, Lt removes e otstacle
of unWantac Jertility to wcmen's fullar
Farticipatica in e naticnal econecy.

37 thelis nature, activities supporzec
"-ca- :r:‘ec‘ sac Ta larried cus
Srly %O the ax:tant tat tiey are
consonant w“iia e neescs, desairss, and
capacities of the jecple 37 ne cou

..J’

oo

P eme
UQJ []
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FAA Sec. 291(5)(2)-(3) and -(83): Saec.

anc -!g!. Joes
the activily give redsonadle oramise Of

contributing ta the develooment: of
economic reiources, or %0 Che increase of
productive cipacities and self-sustatning
&Konomic yrowth; or 3f educstional gr
other instttuticny directed toward gacta’
orogress? [s 1t related t3 and consis-
tent with gtter cavelocment activiciaesg,
ang will 12 contridute 23 realizadie
long-range adblectivas? And does 3roject
paper cravide nforration and canciusion
on an activiiy's econemic and tachntey’
fauncness!

-

N, FAA Tec. TV.zil5L, fen.

e ’
;3"!'3,"3!, ‘55,

nfarnaticn ang zarc.us'of on :538°279
effects of ine asitstance cn U.5. ecancay,
a1th scectal refearence 23 4reas 3f suh-
s2ancial laoar suralus, ind exzent 3
which U.S. comrodizies and assistance

are furnisped in 4 mannar consistent «1th

improving ar safequar<ing the U.S. talance.

of-payments pastiion.

The activity gives reascnavle
promise of contrituting to
development through improved
uealth and through reduction
c¢f the economic busden of
excessive populaticn growth.
The activity's econcmic and
techinical soundness are
discussed in the project paper.

Nede
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Inigrrational Project

ASSOCIATION FOR VOLUNTARY TION, INC.
108 THIRD AVENUE, NEW YORK, NEW YORK 12017, 0.5.A.
Telephone: 212-573-8350 Cable: IAFORYS NEW YORK

May 29, 1981

Mr. Dallas Voran,

Project Manager

PHA/POP/FPSD

Room 316, RPE

U.S. Int'l Dev. Cooperation Agency
Agency for International Development
Department of State

Washington, D.C. 20523

Dear Mr. Voran:

By this letter, the Association for Voluntary Sterilization would like to
make application to the Agency for International Development for program
funding for fiscal years 1982-86. . AVS proposes to build on its previous
nine years of successful experience in providing resources and support for
development of operational Voluntary Surgical Contraception programs aad
an international leadership network. The latter would provide for the
advancement of national capability for implementing VSC programs in
developing countries. Specifically, in the 1982-86 period AVS proposes to:

a) Foster accessibility and availability of voluntary
surgical contraception in developing countries; and

b) Integrate and incorporate comprehensive voluntary
surgical contraception programs in developing countries
where services and institutions have been started or
initiated in the past; and

c) Work with international leadership in the advancement and
strengthening of national capability to formulate policies
and to plan for implementing quality VSC programs.

As in the past, AVS will work through the International Project to obtain
operational goals and the World Federat‘on as the instrument for unified
world leadership in the field of sterilization. These functions will be
interdependent and mutually reinforcing, with the International Project
and the World Federation working together closely as partners in growth.
Operational activities will furnish the necessary experience

04 Jun 1881



Mr. Dallas Voran
May 29, 1981
Page Two

on which to base recommendations for policies, standards, guidelines and
technical publications. Policy, standards and guidelines, in turn, will
influence the quality of the service, training, and information and educa-
tion programs.

Projected budgetary allocations that have been determined as necessary to
achieve project objectives follows:

1982 1983 1984 1985 1986
13.5 mil. 15.5 mil. 18 mil. 21 mil, 25 mil.

Thus, the total allocation requested for 1982-86 is $93 million. Of course,
the allocation requested from AID does not meet the entire costs of our
program. AVS is very much dependent on various counterpart contributions
from its rrojects in terms of i{n-kind and cash contributions (i{.e., space,
salaries, operational expenditures). The exact dollar value of these in-
kind contributions are difficult to determine except as can be calculated
on a project by project basis by pational AID and host project officials.

As well, over the past ] years, AVS has contributed an average of $70,000
in private funds for international programming.

AVS requests thac the World Federation of Health Agencies for the Advancement
of Voluntary Surgical Contraception (WFHA-AVSC) be funded divectly by AVS

and assume a greater role in meeting the project goals. The AVS Executive
Committee has concluded that there are decidedly different roles for the
International Project and the World Federation. The International Project
has the experience to continue developing service proposals and programs
(work on the opcrational level); the World Federation has a decisive role

on the theoretical level. They recommend that the World Federation be

given power and scope to deal with its decisive political and strategical
roles in its work related to the development of standards, guidelines, an
information clearinghouse, education, rural delivery, etc. The World
Federation is a separate, legally incorporated organization, recognized by
the U.N. Economic & Social Council, and canno~ appropriately be treated as

a subdivision of the International Project or of the Association for Voluntary
Sterilization. It is proposed that AVS, for funding purposes, deal with the
World Federation (WFHA-AVSC) as it deals with other agencies: i.e., the World
Federation should present a formal request for a subgrant. This request
would be processed through the International Committee of AVS.

AVS will be the sole grantee of USAID. The greater autonomy of the World
Federation might actually allow it to obtain other donors from the inter-
national community. It is uoted that AVS "controls" Wecrld Federation
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Mr. Dallas Voran
May 29, 1981
Page Three

activicies only insofar as those activities are funded through the sub-
grant mechanism.

Esasential to this plan 18 continuous evaluation of whether it is workable
and working. As part of the cooperative agreement with USAID, AVS proposes
to develop and appoint an evaluation committee to measure and to Jevelop
criteria for judging performance of WFHA-AVSC and the International Project.

It has been our expe.‘ence in the past, the Association for Voluntary Staril-
ization looks forward to a productive working ~elationship with the Agency
for Internat. )nal Development for the duration of the cooperative agreement
for fiscal years 1982-86.

Sincerely,
Clone Ao
AAa ~Udaty
Joseph E. Davis, M.D. Mrs. Anne H. Howat
Chariman of the Executive Committee, AVS Secretary, AVS
JD/AH/JG/DL/ps

Encl. 2



INTERNATIONAL

PROJECT/AVS PROJECT OUTPUTS, 1982-86

OUTPUTS

*» International Projaect:

1.

3.

4,

3.

Service facilities
in operation

. Training facilicies

in operation
Persons truined:
Medical
Paraprofessional
Dedicated clinical
space equipped

RAM centers
functioning

WFHA-AVSC:

6.

9.

National leadership
groups functioning
UTIIA-AVSC members)

Prcfeasfonal publica-

tions produced:

a. guidelines, astan-
darda, policien

b. atudy reporcs

¢. conference mono-
graphsa

d. promot{onal
materials

Conferencen conducted:

a. international
b. nat'l, ragtonal
VS subjects included

in internattonal
masting programs

No.
Countriea

No.
Countries
No.

Countries

No.
Countries

No.
Countries

Countries

Countriea/
Regiona

Titlas

Titlesn

Ticlea

Titlen

Number

Rumber

No., of
mestinge

1982 1983
218 248
32 36
115 131
21 24
514 586
30 34
366 417
12 14
15 17
9 10
14 16
32/3 35/3
S 6
h | &
3 10
—— 1
10 12
10 10

1984

287
42

152
28
679
39

484
16

20
11

18

38/3

14

12

1983

334
49

177
kK]
792
45

564
18

23
13

21

40/4

16

14

1986

397
58

210
39
942
34

671
21

27
15

42/4

18

13



OUTPUTS
WFHA-AVSC (Cont'd): 1982 1983 1984 1985 1986

10. Changes reported:

a. National policy
laws, regulations,
"climate" Countries === 6 8 10 12

b. Program improve-
ments: e.g.,
standards, staff
competence, ad-
ministration Programs/
Projects ————— 8 10 12 14

* NOTE: Outputs for the International Project portion of this table are based
on percent increments in total budget. Thus, 1983 outputs are 14%
above those of 1982, 1984 outputs are 16X above those of 1983, 1985

outputs are 16.6Z above those of 1984 and 1986 outputs are 192 above
those of 1985,

JG/jav
5/19/81



INTERNATIONAL PROJECT AVS

PROJECTED BUDGET

1982-1086
(CCO Omittad)

INTERNATIONAL  OJECT:

1. Managomont 1982
Paorsonnul 1,150
Fringos 275
Traval 103
Consultants 87
Rent & Utilities 170
Services & Supplies 94
Equipment 23
Communications 67

Subtotals 2,083

2. Regional Offices

Asia 251
Africa/Near East 260
Latin America 70

3. Projects:

a) Subgrants for
services, training, I&E,
othear; and Small Grants 7,900

b) Hational Leadership Ass'ns. 1,100

¢) Equipment and Repair and
Maintenance Centars 1,200

4. Communication Materials:

Publications (at Hqtrs. &
A=V equipment) 2

Subtotals 17,884

o

WORLD FEDERATION:

5., Conferences:

International 0
Other 250
6. Printed Materials:
a) Consultants 28
b) [Droduction, printing &
distribution 56
7. Lendership Activities:
(..,
Committea Activities, Spccin
Study Croup Activities, Parti-
cipation in Int'l, Conferences
& Special Projects) 110°
8, Tachnical Asuistance: n
Subtotals 616

GRAND TOTALS $13,500

300
310
100

8,092
1,360

1,440

14,325

100

40

,_
-3
AV

o
<
|

=
A
=]
(=]

May 14, 1981

373
390
150

9,580
1,870

1,825

300

42

120

430
450
170

11,028
2,620

2,200

45

j22

i}
2
o

|‘
[
~3

-
s
P
2
1o ]
(S )

490
310
200

12,796
3,250

2,600

860°
200

45

132



DEPARTMENT OF STAT=
AGENCY FOR INTERNATIONAL CEVELOPMENT

AlD HANDBOOK 1 , Sup A TRANS. MEMONO. 1:1] EFFECTIVEZ DATE rPaQZ o.
June 14, 1977

P0D-70

A.I.D. POLICY GUIDELINES ON VOLUNTARY STERILIZATION

The attached Policy Determination 70 was approved by the Administrator
on June 14, 1977,

Attachment

7 Lo
< e ,csa'//:t:'.'.:w. vy

Dar 2/o 71
Adress questions about iy policy [Jetermination to: AA/BHR™ C’/"’ / :lj’[ Jf
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June 14, 1977 (T™ 1:12)
(a8 corrected]

A.I.D. POLICY GUIDELINES ON VOLUNTARY STERILIZATION

I. Overviaw

The World Population Plan of Action of the World Popula-
tion Conference of 1374 observed that: "All couples and
individuals have the basic right to decide freely and responsi-
bly the number and spacing of thair children, and to have the
information, education and means to do so. . ."

The Foreign Assistance Act (FAA) of 1961 (as amended)
raflects v ditional considerations:

(1) the process of economic and social development affects
and is in turn affected by the pace, magnitude and
direction of population growth; and,

(2) in many LDCs high rates of population growth
limit attainment of broader development goals,
contribute to economic hardship and hazardous health
conditions, and deny opportunities for improved
quality of life for many parents and their children.

In carrying out a comprehensive population assistance
program authorized by the FAA, A.I.D. has responded
to the growing number of LDC requests for assistance
and has helped to make the various methods of family
planning permitted by our legislation available on

a broader scale to the rural and urban population

for use on a strictly voluntary basis.

More recently, LDC governments and non-government organi-
zations have requested assistance to extend the availability
of voluntary sterilization services.* Such requests are
partially in response to the preparatory work conducted by

®VS service programs include those activities which are pri-
marily intended to provide voluntary male and femala
sterilizations to persons requesting this type of contra-
ceptive procedure. For purposes of this discussion, however,
VS training programs are included, since training generally
requires that trainees conduct supervised procedureas on
patients who have voluntarily presented themselves at a
service/training facility for sterilization.
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various organizations which have received A.I.D. support,
including the Association for Voluntary Sterilization (AVS),
the Pathfinder Fund, the International Fertility Research
Progzam (IPRP), and the Johns Hopkins University Program for
International Education in Gynecology and Obstotrics (PIEGO)

as part of its broad program of advance training in obstetrics
and gynecology. These organizations have contributed to
significant advances in the development of new surgical techni-
ques which make sterilization safer, simpler and less expensive
as an outpatient procedura. They have developed specialized
equipment and given LDC medical personnel specialized training
in the practice of obstetrics and gynecology, including endo-
crinology, identification of cancerous conditions, maternal
care, and the management of infertility ,and fertility, including
sterilization procedures.

In providing support for sterilization services, A.I.D.
must reaffirm its long-standing and complete commitment to the
basic principle of voluntary acceptance of family planning
methods and determine basic conditions and safeguards within
which A.I.D. support for sterilization activities can be pro-
vided. These conditions and safeguards are needed because of
the special nature of sterilization as a highly personal,
permanent surgical procedurs and to ensure that the needs
and rights of individuals are scrupulously protected.

The official positions of aational governments are mixed.
While voluntary sterilization has become a ‘basic part of
comprehensive family planning services in many countries, in
some thers is only unofficial approval for action by non-
government agenciss whils in other countries there is opposition
to the method. A.I.D. staff and A.I.D.-funded grantees and
contractors must be fully aware of national sensitivities and
must receivce AID/W and mission approval before making any
commitments on commencing support for sterilization activities
in any context.

II. General Guidelines

A.1.D. acknowledges that each host country is free to
determine its own policiss and practices concerning the provision
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of sterilization services. However, A.I.D. support for VS pro-
gram activities can be provided only if they comply with these
gquidelinesz in every respect.

A. Informed Consent: A.I.D. assistance to VS service
programs shall ba contingent on satisfactory determination
by the USAID (bilateral programs) and/or A.I.D.-funded
grantees or contractors that surgical sterilization pro-
ceduras, supported in whole or in part by A.I.D. funds,
are performed only after the individual has voluntarily
presented himself or herself at the treatment facility and
given his or her informed consent to the sterilization
procedures.

Informed consent means the voluntary, knowing assent from
the individual after he or she has been advised of the
surgical procedures to be followed, the attendant dis-
comforts and possible risks, the banefits to be expected,
the availability of alternative methods of family planning,
the purpose of the operation and its irreversibility, and
his or her option to withdraw consent anytime prior to the
operation. An individual's consent is considered voluntary
if it is based upcn the exaercise of free choice and is not
obtained by any special inducement or any element of force,
fraud, deceit, duress or other forms of coercion or
misrepresentation.

Further, the recipient of A.I.D. funds used all or in

part for performance of VS procedures must be required

to document the patient's informed consent by (a) a
written consent document in a lanquage the patient
understands and speaks, which explains the basic elements
of informed consent, as set out above, and which is

signed by the individual and by the attending physician

or by the authorized assistant of the attending ohysician:
or (b) when a patient is urable to rzad adequatelv a
written certification by the attending physician or by

the authorized assistant of the attending physician that
the basic elaements of informed consent atove wera orally
praesented to the patient, and that the patient thereafter
consented to the performance of the operation. The receipt
of the oral explanation shall be acknowledged by the
patient's mark on the certification and by the signature
or mark of a witness who shall be of the same sex and speak
the same language as the patient.
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Copies of these informed consent forms and certification
documents for each VS procedura must be retained by the
operating medical facility, or by the host government,
for a periocd of three years after performance of the
sterilization procedure.

USAID Missions should note their responsibility to monitor
A.I.D.-assisted VS programs -- whether such programs are
funded bilaterally or by A.I.D.-funded grantees or con-
tractors -- to ensure continuing adherence to the principle
of informed consent. In order to carry out this monitoring
function effectively, all proposed programs -- either
bilaterally funded or funded by A.I.D.-supported inter-
mediaries -- shall be approved by the nission and AID/W
prior to any commitment of funds or promise to commit funds
for VS activitiaes. 1In carrying out this responsibility,
USAID staff should be thoroughly familiar with local
circumstances and government administrative patterns and

be able to communicate effectively with host country
representatives.

B. Readvy Access to Other Maeathods: Where Vi services are
made available, other means or family planning should also
be readily available at a common location, thus enabling a
choice on the part of the acceptor.

C. Incentive Payments: No A.I.D. funds can be used to
pay potential acceptors of sterilization to induce their
acceptance of VS. Further, the fee or patient cost
structure applied to VS and other contraceptive services
shall be established in such a way that no £financial
incentive is created for starilization over another mathod.

D. Quality of VS Services: Medical personnel who operata
on sterilization patients must be well-trained and qualified
in accordance with local medical standards. Zquipment
provided will be the best available and suitable to the
field situations in which it will be used.

E. Sterilization and Health Services: To the fullest.
possible extent, V5 programs -- whather bilaterally funded

or conductad by A.I.D.-funded private organizations =--

shall be conducted as an intagral part of the total health
care services of the recipient country and shall be perZormed
with respect to the ovaerall healtn and well-being of pro-
spective acceptors. In addition, opportunities for

extending health care to participants in VS programs should
be exploitud to the fullest. Consideration mus: also be
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given to the impact that expanded VS services might have
on existing general health services of the recipient
country with regard to the employment of physicians and
related medical personnel and the use of buildings or
facilities,

F. Coun%sx Policies: In the absunce of a stated affirma-~
tive policy or explicit acceptance of A.I.D. support for
VS activities, USAIDs should take appropriate precautions
through consultation with host country officials in order
to minimize the prosvect of misunderstandings concerning
potential VS activitias. 1In monitoring the consistency
of A.I.D.-supported VS programs with local policy and
practicn, USAIDs and A.I.D.-funded donor agencies shall
also take particular notc of program activities among
cultural, ethnic, religious or political minorities to
ensurc that the principles of informed consent discussed
under "A" above are being observed and that undue emphasis
18 not given to such minority groups.

Addendum:
Additional A.I1.0. Program Guidance for Voluntary
Sterillization (VS) Aetivities, approved February 9, 1981


http:Act.i.vt.e4

Addendum to PD-70
February 9, 1981 (T 1:22)

Additional A.l.D. Program Guidance for Volunctary Sterilization (VS) Activities

1. INTRODUCTION: The preaviously provided Policy Determinaticrn No. 70
(PD~70), remains in effect. However, in light of several years experiences,
addicional clarification of a number of points relaring to the application of
PD-70 and specific intarpretation of its provisions appears to be needed.

2. APPLICABILITY OF PD=70: PD-70 scates (page 1) "A.I.D. support for VS
program activities can be provided only if they comply with these guiacelines
in every respect'. This means that the provisions of PD-70 must be applied if
A.I.D. funds are used for whole or partial direct support of the perforaanca
of VS activicties. However, as also noted in PD-70 (page 2), "A.I.D.
acknowledges that each host country is free to determine ifs own policies and
practices zoncerning the provision of scerilization services'". The provisions
of PD-70 do not apply if A.I.D. provides support for population and family
planning programs within a country and provision of VS services is zot called
for in the support agrecment, i.e., VS activities may be a part of tne nost
country's program, but A.I.D. funds are not used to support such sarvices.

For example, if A.I.D. support for VS program activities is geographically
confined ta particular parts of a country, PD-70 applies only to those areas
with VS program activities supportac by A.I.D. PD-70 does not apply if
activities and projects are only peripherally related to provision of VS
services, for example, A.I.D. supporc for construction of multipurpose
buildings or broad-based training ‘n reproductive health which includes VS
techniques. Finally, in A.I.D.-supported population and family planning
programs in host countries which use A.I.D. funds for activities othar than VS
and support VS activities with their own or other non-A.l.D. funds, PD-70 dosas
not apply.

3. INFORMED CONSENT: The recipieant of A.I.D. support used fully or in part
for performance of VS procedures must obtain and document voluntary intoramed
consent as part of the conduct of any VS procedure. A.IL.D. does not require
any specific format for this procedure. However, the elements of the
procedures dsscribed in PD-70 (i.e., an explanation of the nature of the
procadure, the attendant risks and benerits, availability ol alternative
methods of family planning, thac the procedure is irreversible, and that the
patient may withdraws consent) all must be part of the process of obtaining
informed consent.

4. HETHODS OF PAYMENT: All acceptor and/or provider payments in cash or kind
beynnd VS service costs as vwell as faes charged for VS and other contraceptive
services shall be eatablished in such a way that no financial incencive is
created for sterilizaction over anocther contraceptive method.

(A) Paymant of Acceptors: It should be noted that guidance differs for
payments which may ba made to acceptors of VS as contrasted Co payments Co
providers of VS (guidance applicaole to providers of V3 services is described
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in para 4.8. below). As stated in PD-70, para C, page 4, "no A.I.D. funds can
be used to pay potential accaptors of sterilization to induce their acceptance
of VS". Further, A.L.D. support generally cannocC be provided to VS services
wvhich include incentive payments paid to potential acceptors. For example, a
VS program supported by A.I.D. cannot be supplemenced with acceptor incentives
to induce acceptance of sterilizacion services. Decermination of what
constitutes an incentive must be made locally based on thorough knowledge of
social and economic circumstances of potential acceptors. In general,
recompense to acceptors for legitimacte, extra expenses related to VS program
services such as Cransportation, food during confinemeat, medicines,
surgicdlly relatea garments and dressings and the value of lost wecrk are aot
considered incentive payments and are eligible for A.I.D. supportc. It should
ba emphasized thac these paymants must be of reasonable nature and aimed at
making VS services aqually available at the same cost as other conCraceptive
gservices. For example, paymeant far losC work must correspond to a reasonable
estimate of the value of lost labor over a reasonable duration of
convalescence.

(B) Payment of Providers of Services: In light of experienca, it seems
desirable to modify the previous A.I.D. program guidance relating to
reimbursement for VS servicus as defined in AIDTO Circular 393 (10/27/77),
page 6, section 3, “operating service costs", para. 4. The suggested
prohibicion of reimbursement to providers of VS services on a par-case basis
has not proven practical in that payuent per case Ot procedure is the Cime=-
honored method of paying for surgical procedures both in daveloped and lass
developed countrias. Reimbursement of physicians, paramedical and other
service personnel on a per-case basis can be an acceptable procedure.
Compensation to providers for items such as anesthesia, personnel costs, pre
and post-operative.care, transportationm, surgical and administrative supplies,
etc., on a per—case basis is also generally acceptable. These paymants to
providers must be reasonable relative to other medical and contraceptive
services provided so that no financial incentive is created for the providers
to carry out VS procedures compared to provision of other methods of family
planning. As in the case of payments Zo acceptors, this is a judgaent which
will have to be made on a country and program specific basis. However, in
botn cases, AID/Washington will provide assiscance and guidance in makiag such
decerminations, and decisions relating to application o PD-70 should de
submitted to AID/Washington for review. Even though payment on a par-case
hasis is ofran customary, A.I.D. Missions are advised to ancourage patierns of
service delivery and methods of payment which do not unduly emphasize VS
procedures compared to other mathods of fartility comtrol. For example, if
physiciaus who carry out the surgery are paid on a per-case asis and they
have no role in the salection or couaseling of patienZs, these service
providers cannot induce addictional patiants to accept sterilizations over
other contraceptive methods. Payments of physicians on & per-session racher
than a per-case basis may also serve the same function. Since payments on a
per-case basis do raise questions, often of a complex nature, bevond thosa
raised by other types of compensacion, where a mission can psrsuade a
goverament to use such other frameworks tor payment, whether immediacely or
phased-in, it should do so.
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(C) Payment of Referra! Agents: 1In some countries fieldworkers are
employed to inform and refer potential acceptors of contraceptive methods
including VS. When extra expenses are incurred in informing and rafarring VS
acceptors, a per-case payment of these costs is accepcable. Again, as is the
case vith payments to providers and/or acceptors, a country or program
specific determination that the payment is for legitimate extra expenses or
activities associated with VS referral must be made. The aim is to make all
available contraceptive methods available at the same cost to the acceptor.



