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EXECUTIVE SUMMARY
 

1. Project Background
 

The Association for Voluntary Sterilization (AVS), 
estab­lished in 1943, was 
founded by volunteers dedicated to the
proposition that surgical contraception is a safe and acceptable
method of family planning for high-risk, multiparous women. AVS
operated solely in the United States until the early 1970s, 
when
it expanded to 
developing countries. For the past decade, AVS
has received 
Agency for International Development(AID) financial
support. Currently, AID support is through 
a cooperative
agreement, authorized December
in 1981 and running through
1986, with a maximum authorized budget of $78.5 million.
 

2. Evaluation
 

AID asked the International Science and Technology Insti­tute, Inc., 
 to arrange an evaluation of AVS. 
 The evaluation
 covers 1982 to 
1985, except in certain instances when activities

dating back to 1979, 
the time of an earlier AVS evaluation, also
were studied. This evpluation was conducted during June 1985 by
Scott Edmonds (team leader), Barbara Pillsbury, Donald Minkler,

and Michael Bernhart. The evaluators first spent several days at
AVS headquarters interviewing top-level 
staff and reviewing
program documentation. The team members then split up and
visited AVS projects in seven countries over the next 20 days,
finally reassembling at AVS headquarters in 
New York City to
 
draft the report.
 

Evaluated were the management capability of 
AVS; the
quality of medical services rendered; the clear-cut existenca
of voluntarism; 
and the scope of counseling offered to prospec­tive acceptors--for example, Are 
family planning alternatives
discussed? 
 Are acceptors completely aware of sterilization's
 
irreversibility?
 

3. Project Accomplishments
 

3.1 Management. 
 The high quality of AVS staff was apparent at
all levels. Program direction is consistent, well-understood, and
accepted by the employees. 
 The high staff morale, combined with
sound financial and administrative practices, Is the necessary

foundatior upon which an international assistance organization
can rely when managing many overseas projcts. AVS has proved
its management mettle, although 
some fine-tuning remains. For
 



example, subgrantees need to be taught the division between
 
financial control and project development so they can refer
 
questions to the proper entity within AVS for prompt and correct
 
responses.
 

3.2 Medical service. 
 AID should encourage AVS's initiative to
 
post a medical advisor in each region to support project staff

with technical assistance, a step already approved by USAID/Dha­
ka. This would both promote local implementation of services and

bridge the communication gap that has caused some medical 
incidents to go unreported.
 

3.3 Voluntarism. AVS takes great precautions to 
ensure strict
 
voluntarlsm in all projects it supports. 
No evidence of coercion
 
was found in any AVS-supported services of the countries visited,
 
no reports of coercion were made s'irrounding AVS-supported
 
activities in any other countries either.
 

3.4 Counseling. Counseling is crucial rn 
 voluntary steriliza­
tion contraception choices 
becaise the procedure is permanent.

Programs must make prospective acceptors understand the nature
 
and consequences of their informed, voluntary decisions to
 
accept sterilization. To gather pertinert data, AVS has 
funded
 
follow-up surveys in five countries to rate acceptor vatisfac­
tion. Early results are positive.
 

In a tangential area, the World Federation of Health
 
Agencies for the Advancement of Voluntary Surgical Contraception

has played a positive role in advancing professional education,

medical quality assurance, leadership, and policy development as

well as information dissemination. However, AID and the World
 
Federation need to work more closely to coordinate AID-funded
 
federation activities with other AID population objectives.
 

Clearly, the evaluation shows that AVS has used AID support

effectively over the period evaluated. 
 AVS has wcn worldwide
 
recognition as a leader in assisting both private and public

institutions in developing countries 
to provide safe and afford­
able voluntary sterilization contraceptive services. AID should
 
continue funding AVS for the next 
five years.
 

4. Recommendations
 

Specific recomm.endations are summarized below.
 

4.1 Directions
 

1) 
 AVS qhnud USj n clnAval lejgJ twin ob12tiy2 2t0e8pondinae~i~nose@Lr~jjvice 4nd LO±(L IA In

regardn to planned expannion, AVS should 9ncournq@ Ito qub­
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grantees to be more cost-effective and 
to become financially

self-L.fficient. 
 This will probably require more technical
 
assistance to subgrantees. 
 In regards to provision of new

services, AVS should place increased emphasis 
on overcoming

barriers to the rapid expansion of services in countries where
 
VSC has already; been demonstrated as politically viable. This

could be accomplished by working with 
the World Federation to

develop specific policies for each of 
these countrirs.
 

2) AVS should help private physicians establish centers

for surgical contraception by providing dedicated 
space or

institutional reimbursement 
until these practitioners develop a
 
client base.
 

3) AVS should establish 
a regional office for sub-Saharan
 
Africa as soon as possible.
 

4) If a new cooperative agreement is s n[d,_bllate 'al
fundInq to complement 
central funds should be provlded to
missions vo 
fund AVS projects in their respective countries.
 

5) ReQional offices of AVS 
should develo _r!.jqonal strate­
g1es to supplement the country strategies now 
in force,.
 

6) AVS should continue to emphasize safe V3C expansion and
 
not divert its energles and resources into research on new VSC
 
techniques.
 

4.2 Voluntaritim
 

should
7) AVS con 0 I a oRWv
eniure voluntaris., AVS and 
AID shoild continue to support

Ioctl monitoring inltativej, follow-up atudlo, 
 and experimon­
tation with mpproache, that givo quit:k and rellable rsnulta, 

8) AVS shou ld1 conttllue, I hi ',orrt o mj.rovet,.3ufl___ 
for Infortned contsi.nt so that 444 r .,os ro_ full of 

hprrnm n~nr2~4~nf~n~IPr n A,-tIvitlea tO 1mprov. (oun­
eling uhould b.o tindurt.ik.n '/ o cot-ntr,/-
o hn-f t or r-ijion=
nporit i b-inlii In -)reor to p.ppro4vhos Th.v it" Tr'he moot;fsei 

rw It iu I,
 

r . . OT1 4f. -_ _ I1 . . . .
 

+ _ _*_ 
_ r 

http:contsi.nt
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4.3 AVS's Medical Services
 

11) AVS should encourage national coordination of VSC
 
training, and should limit traininy levels to 
VSC caseloads to
 
assure sufficient training cases to acquire proficiency.
 

12) The provision of dedicated space and equipment for safe
 
ambulatory VSC service delivery is an appropriate AVS concept

and should be encouraged in planning institutional service and
 
training project.
 

13) AVS should complete the transfer of financial responsi­
bility for RAMs to alternative sources of support as soon as
 
possible.
 

14) Project directors should convey the details of report-

Ing requirements of complications and fatalities in writing to

each surgqeon providing VSC services through an AVS subagreement.
 

15) If comprehension of English is in question, project

directors should be required to translate AVS medical service 
standards and reporting requirements into the local language.
 

16) The med'cal division should promote conformity to the
 
medical service guidelines, require compliance with the reporting

of deviations from the standards, and support In-service training

and retralnjn whenever necessary.
 

17) If further reooaircen are to be given to Tunisia for 
training out-of-country physicians, Tunisian trainers must te 
s.jled in minilaparotammy and oriented toward presenting its une
 
positively and accurately.
 

4.4 wErld fr1erattn' Role 

10) 4. qhpt_" t gn0 u suspsortIng this component of AVS.,
J jt ..r.... cs fogr th secretarit. AID and AVS should 
49ril 9J i_" I c_I wr I t ton guAdel ines out I ining the 
ty .e... 4a. ,A t olveis most imi2ortant tor the World 

......r i .... JLr These guidelInes
shotldI)- reviewed and rovined periodically an necessary. 

1 )Ti it ~ eWedswn ,!rAI .hou d aki 9 n 10?4 mror qL~tkkd X _promintrlr, 
~Ii1~as~J2li..AiTmb.r e~r__~nauntr_1q4_in__whieh VSC In %n irrnj1d 

(1 p) j~i4 Itj t fr hi2h - riA.iia "_,aq
W qfly-,-lt, .utntr'/ lst4dern, 4rnd their oriein­

t~taon 4nd out-of=country training r-naurcom, nhI ld be Iden­
tittd In countrio where 4t.-coq ft0 V1C projrami 4ro operating. 
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Technical assistance should be 
given to leaders in countries
 
where VSC is not yet institutionalized to develop plans 
of

action. The World Federation should 
inform AVS international
 
and regional offices of impending activities so follow-ups can
 
be done quickly before interest subsides.
 

20) 	 The World Federation's information dissemination system

should be continued and a 
feedback system encouraged so that

subjects included in the materials are pertinent to the situa­
tioni in the various countries.
 

21) 	 To ensure that AID/Washington is cognizant of sup­
portive of 
AID-funded World Federation activities, the same
 
approval process used in other AVS-supported proposals should be
utilized (as stated in C.2, 
Approval Criteria, p. 7 of the
 
current cooperative agreement).
 

4.5 	 AVS's Relationship with Other Private Voluntary Organ­
izations
 

22) 	 AID should ensure no duplication of effort or wasted
 
resources 
among AVS, JHPIEGO, and other private organizations,

preferably through joint implementation meetings and subagreement

reviews.
 

23) 	 USAID missions should hold periodic meetings 
with 	all

private voluntary rrganizations in their regions to review
 
progress and attempt to eliminate duplication.
 

4.6 	 Meeting Existin Demand for VSC
 

24) Service statistics from locations where acceptors 
can

conveniently obtain the contraceptive method of their choice
 
qhcnuld be used as crude indicators of VSC demand. AVS should
 
collaborate with 
USAID missions by providing service statistics
 
from 	clinics thaz could serve as sample points to 
compute demand
 
on a 	country-by-:ountry basis.
 

25) In larger facilities, trials should be carried out

where designated space and designated 
staff - with no other 
priorlty responsibilities - can be assigned to 
family pilnning.
 

4.7 	 Strct__ air Planning 

26) AVS shouldI nuport the formation of national leadershp12Zr 2!p. , epecially in countries where sterilization renmainn a 
culturailly sensitive Issue. 
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4.8 Evaluation and Monitoring
 

27) AVS should continue its recent efforts to develop a
 
comprehensive monitoring and evaluation system.
 

28) All monitoring and evaluative activities presently

under way and the purpose of each analyzed.
 

29) Determination should be made w;hether the 
present

activities are adequate 
for meetina AVS's information needs at
 
various levels.
 

30) AVS should follow through on the present intent to
 
improve the guidelines that AVS/New York has developed 
for
 
including evaluation plans in the cooperative agreements with
 
its grantees.
 

31) Appropriate evaluation methodologies should be worked
 
out.
 

32) AVS grantees should participate in the evaluation
 
process.
 

33) Determination should be made whether training, 
IEC,

and other similar activities are being evaluated adequately.

This will be increasingly important in countries where steril­
ization services are well established and AVS is trying 
to move
 
into new approaches.
 

34) Evaluation should not become Just bureaucratic paper­
work. It is crucial to seek that delicate balance between a
 
good evaluation system that provides only needed information and
 
one perceived in the field as paperwork foisted on the field by
 
headquarters.
 

35) AVS must hire a professional experienced in evaluation
 
to fill the empty evaluation position, ideally supplemented by
 
an assistant. With regard to the organizational location of the
 
evaluation function, it should be understood that the objective

is lor the New York office to provide technical assistance to
 
field personnel in carrying out utilization-focused evaluation.
 

36) AVS should modify 
the quarterly reporting forms it
 
uses for prolect monitorin. These 
should provide for built-in
 
linkage from one 
quarter to the next to show current progress

toward 'end-of-project objectives. Self-assessment by grantees

should be required n subagreements and subgrant financial
 
inputs should be related to outputs, perhaps by eliciting
 
cost-per-procedure data.
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37) Site visits should be used for reviewing Implementation
 
progress.
 

38) Acceptor satisfaction with VSC should be carefully

monitored during post-operative clinic visits.
 

39) AVS should work with AID to build into 
the next
 
AID-AVS cooperative agreement a good evaluation plan for AID's
 
evaluation of AVS.
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I. INTRODUCTION AND BACKGROUND
 

The Association for Voluntary Sterilization (AVS) is a
 
nonprofit organization dedicated to making surgical contraception

available on demand. The goal of AVS is not 
to promote

sterilization over other methods, but rather to promote the

inclusion of quality sterilization services in family planning

and health programs as one method among many. AVS operates both
 
national and international projects and is funded by private
 
sources 
In addition to the Agency for International Development

(AID).
 

AID funds AVS activities in developing countries 
as an
integral part of 
health and family planning programs. This
 
support commenced in 1972 and in aggregate 
now totals approxi­
mately $90 
million. AVS programs in 60 countries account for
 
over 1.1 million voluntary surgical contraception (VSC) proce­
dures performed between 1976 and 1984 (all funding sources). 1/
 

The current AID support is through a cooperative agreement

(AID/DPE-0968-A-00-2001-O0), authorized 
on December 22, 1981,

that supersedes an AID grant (AID/pha-G-1129), authorized on

August 25, 
 1977. The last external evaluation of AVS was
 
conducted by an American Public Health Association (APHA) team

In December 1979. AID audited the cooperative agreement and
 
grant in September 1984. The AID Project and Contracting

Offices conducted a management review in May 1984.
 

1.1 Purposes of the Evaluation/Scope of Work
 

The evaluation was designed to provide information for

decisions concerning the proposed extension of the AID/AVS

cooperative agreement from January 1, 1987 to December 31, 
1992.
 

The scope of work called for an analysis of AVS's program­
matic achievements as compared to established project objectives,

taking Into account funding levels; AVS strategleg at central and
 
country levels; voluntarism and medical quality; and the overall
 
program management, with particular emphasis 
on subagreements

(further details in Appendix H).
 

The project officer and other AID/W staff 
were interested
 
in determining AVS's compliance with AID's strict 
guidelines on

counoeling and informed consent; presentation of other contra­

1 1984 AVS Annual Report of International Programs,
 
Table 3.1, p. 3.3.
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ceptive methods to clients; medical quality control; the time
 
lapse between counseling and the operation; the running of repair

and maintenance (RAM) centers for equipment and who would best
 
administer them 
-- either governments or private enterprises; and
 
the effectiveness and future role 
of the World Federation of
 
Health Agencies for the Advancement of Voluntary Surgical

Contraception 2/ in the expansion of VSC in developing countries.
 

1.2 Evaluation Team
 

The four-member evaluation team was comprised of a team
 
leader with background and experience in family planning service
 
delivery in developing countries and the evaluaticn of these
 
services; a physician with obstetrics/gynecology (ob/gyn)

expertise and experience in providing family planning services in
 
developing countries; a social scientist with interest in the
 
user perspective and experience in assessing family planning

acceptance through information, education, and communication
 
(IEC), and indigenous demand for services; and a management

analyst with experience in assessing private voluntary organ­
izations' (PVO) family planning programs.
 

1.3 Evaluation Methodology
 

Documentation and reports relating to AVS's activities
 
under AID funding were reviewed and discussions were held with
 
AVS personnel at central and regional levels, USAID mission
 
population and health officers, selected subgrantees, and
 
AID/Washington (AID/W) staff. Team members made site visits 
In
 
Brazil, the Dominican Republic, Colombia, Nigeria, Nepal,

Bangladesh, Tunisia, and Indonesia. These 
countries were
 
selected because they either had regional AVS offices or major

In-country VSC activities. These included the major elements of
 
AVS's projects such as service delivery, training, leadership

activities, IEC, and human resources/rapid response subgrants.
 

The team also met with AVS officials in New York prior to

site visits; returned to AVS central offices In New York to
 
consolidate findings; and 
then attended a debriefing session
 
with AID/W officials in Rosslyn, Virginia.
 

The evaluation concentrated on the period from 1982 to the
 
present but also Included events occurring after December 1979
 
when a previous evaluation had been conducted. 
 The 1979 evalua­
tion team had concentrated on four general areas: management,

national associations, World Federation policy, and institution­

2 Hereafter referred to as World Federation
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alIzation/integration. The team 
also conducted site visits to

Indonesia, Thailand, Bangladesh, Honduras, Mexico, and Tunisia,

the findings from which constitute the bulk of this report.

Overall, 
AVS is meeting project objectives efficiently, based on
 
in-country observations.
 

1.4 Evaluation Constraints
 

Everyone--the evaluation team, 
AID missions, AVS/New York,

AVS regional offices, and host-country collaborating organiza­
tions--regretted that more was not
time allotted to the evalu­
ation to permit in-depth analysis of the subgrant achieve­
ments and to verify reports. Nevertheless, numerous interviews
 
were conducted based on structured interview forms developed by

the team (see Appendix A). Although the findings were la-gely

descriptive, they did permit 
the team to come to general con­
clusions regarding the general effectiveness of the AVS project.
 

1.5 Description of AVS
 

AVS is a nonprofit organization, founded in 1943, that
 
promotes safe, effective, and affordable VSC for men 
and women.
 
As of May 30, 1985, the organization had 108 programs In1 41

countries with a combined population of over 1 billion. The
 
organization is governed by 
a volunteer board of directors, and
 
its international programs, to which this evaluation is directed,
 
come under the scrutiny of a board-appointed international
 
committee that 
actively participate in AVS's international
 
project development process. The organization has an executive
 
director, appointed by the board, who oversees day-to-day

operations. The organization has a central staff of 72, divided
 
into both technical and office support persons, and 
regional

staff numbering an additional 21. The organization's central
 
headquarters is 
in New York City. Its three regional offices are
 
in Tunisia, Colombia, and Bangladesh; they monitor AVS projects

in Africa, South America, and Asia respectively.
 

1.6 AVS Organizational and Functional Components
 

AVS has grown tremendously since its founding, and particu­
larly since the organization became active in developing coun­
tries. 
In January 1975 there were 41 active subgrants; by 1978
 
the number had increased to 94. This growth, coupled with needs
 
for additional technical assistance, monitoring and follow-up,

and the changing complexity of program development resulted in a
 
corresponding increase of professional staff from 10 to 28. In

1984, the number of a'tive subgrants reached 108, e:cludng 37
 
small grants ($7,500 or less) awardud in 1984.
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At AVS headquarters there is an executive director with six
 
divisions under his jurisdiction (see AVS Organizational Chart,

Appendix B). The divisions are: Development, World Federation,

Finance and Administration, International Programs, National
 
Programs, and Medical. (The director of the Finance and Admini­
stration Division acts as executive director in the director's
 
absence.)
 

The three regional offices are staffed by regional
a 

director and support staff. The number of 
staff depends in part
 
on the size and number of subgrants being monitored by each
 
region, and in part to technical assistance, changing complexity

of program development, the changing needs for monitoring and
 
follow-up, and changing geographic priorities. The v'egional

offices are backstopped by program managers located in the
 
International Programs Division. This division plans 
and
 
directs AVS's international assistance, including proposal

development, subgrant management, procedures 
-- medical equipment

procurement and distribution -- and grant implementation with the
 
help of the regional offices. This division coordinates donors
 
and sister and 
counterpart agencies concerned with international
 
programs. It also technically assists institutions in developing
 
countries.
 

The Development Division 
raises funds while the Finance
 
and Administration Division provides support services such as
 
accounting and audit; facility management; personnel administra­
tion; travel; office equipment and supply procurement; and
 
operative and administrative support to the regional offices.
 
The Medical Division medical
ensures quality, evaluates and
 
documents AVS-supported subgrants, arranges for training of

professionals in voluntary surgical contraception, and introduces
 
appropriate technology to 
improve availability, effectiveness,
 
and safety of services.
 

The World Federation Secretariat is autonomous but closely

allied with AVS in its commitment to VSC. The main functional
 
areas are professional education, leadership, policy development,

and quality assurance, performed through 44 leadership groups in
 
36 countries.
 

1.6.1 Focus and Policy
 

In 1982 AVS had almost 10 years of experience with Interna­
tional programs. Before 1982 the main objective was expand
to 

VSC, and this Is still the case. The early programs were based
 
in Asia and Central America where receptivity and expertise were
 
higher than, for example, West Africa and South America.
 

The focus of procedures before 1982 was on females because
 
vasectomy was seen as unacceptable to males. However, it was not
 



- 5 ­

so much male reluctance that prevented growth of vasectomy as an
 
acceptable method as bias 
of service providers toward female
 
programs, because, with proper counseling vasectomy acceptance
 
grew.
 

The need to institutionalize in order to conserve funds was
 
recognized in the various countries where pilot projects had
 
grown into larger projects. These larger projects required

larger inputs, draining available resources, because VSC projects

require a phase-out as well as a phase-in period, on the part of
 
the grantor. However, 
during 1982 to 1985 the organization's

focus extended beyond service provision to improved quality

control, informed consent, and counsel.ng in ongoing projects, a
 
process reflected in the subjects of World Federation conferences
 
and publications (see Appendices C and D). 
 This shift in focus

required considerable technical assistance in these subject

areas. For example, 
as awareness grew that minilaparotomy is a
 
safe and cost-effective noninstitutional procedure when performed

under local anesthesia, AVS began to concentrate 
on safety and

quality of services, informed decision-making of couples,

cost-effective programs, and 
interagency coordination. The
 
geographical coverage of AVS projects also was 
examined. One of
 
the indicators of geographical emphasis is resource 
allocation,
 
as measured by regional funding levels 
and AVS regional staff

members, number of 
subgrants, number of participating countries,
 

methods. but rather 

and travel from headquarters. These indicators are illustrated 
in Table 1.6-1 

The goal of AVS is not to promote sterilization over other 
to promote the inclusion of quality sterili­

zation service.3 in family planning and health programs as one
 
method among many. 
 AVS, in fact, urges couples just beginning

families to choose a temporary method of contraception, but

believes that high-quality sterilization services should be
 
available as a safe, effective, and suitable method for older,
 
higher-parity couples.
 

AVS's stated policy is to introduce VSC to new and under­
served countries. The Scuth American and African regions have
 
funding priority for subgrants, and less is allocated for Asia
 
and Central America. However, two factors affect the 
transfer of

emphasis: the ability to locate 
support for projects in the

regions ieing de-emphasized; and the receptivity and absorptive

capacity of 
the Latin American and African countries to implement

grants. Therefore a certain 
lag-time is anticipated between
 
policy determination and implementation, and site visits to
 
regional AVS offices verified this lag.
 

http:counsel.ng
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TABLE 1.6-1.
 
INFORMATION ON RELATIVE EMPHASIS OF AVS ACTIVITIES
 

(1982 


# Countries
 

Program East South Sub-Sah 

Year Asia Asia Africa 


82 4 3 3 

83 4 1 8 

84 3 2 9 


# Subgrants
 

82 19 16 5 

83 11 3 15 

84 26 8 20 


$ Obligated (xl,000)
 

82 1947 2235 164 

83 734 1717 720 

84 1559 2153 950 


International Travel ($) 

Asia
 

83 53,750 -0-

84 55,750 21,800 

85 60,000 25,800 


Regional Office Staff
 

Dacca 


82 17 (6)0 

83 23 (8)* 

84 26 (10)" 


NOTE: * Professional staff
 

Source: AVS Annual Reports
 

- 1984)
 

N.Afr./ South 

Mid.East Amer. 


5 4 

4 3 

4 5 


16 14 

16 8 

12 10 


1037 1319 

1136 1457 

769 1298 


63,000 19,500 

53,500 22,000 

46,000 29,000 


Tunis 


13 (6)* 

16 (7)* 

16 (7)" 


Central Carib.
 
America
 

4 2
 
7 4
 
4 2
 

12 4
 
19 8
 
16 3
 

1841 631
 
2207 790
 
1182 364
 

18,200
 
25,800
 
18,000
 

Colombia
 

1 (1)0
 
4 (2)* 



--------------------------------------------------------
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TABLE 1.6-2
 

PERCENTAGE OF AID COOPERATIVE AGREEMENT-FUNDED
 
BUDGET EXPENDED FOR SUBGRANTS AND OTHER COSTS
 

(1982 - 1984)
 

1982 1983 1984
 

Subgrants 
 71.2 65.8 65.8
 

Personnel-related costs 
 15.2 15.3 17.0
 

Travel 
 1.2 1.4 2.0
 

Administrative conts 
 12.4 17.5 15.2
 

100.0 100.0 100.0
 

TABLE 1.6-3
 

PERCENTAGE OF AID COOPERATIVE AGREEMENT
 

SUB-AGREEMENT DOLLARS BY AREA OF PRIMARY EMPHASIS
 

1982 1983 1984
 

Sterilization Services 
 63.8 73.1 72.5
 

Training and Professional 16.2 
 6.2 4.9
 

Education
 

Leadership and Policy 8.7 
 14.5 16.4
 

Development
 

5.0 1.9 4.9
Information 


Other 
 6.3 4.3 1.2
 

100.0 100.0 100.0
 

AVS is a service-oriented organization with a reputation for
 
Identifying and 
funding subgrants expeditiou17. Tables 1.6-2
 
and 1.6-3 show the proportions of the total cooperative agreement

budget expenditure for subgranto and for oervice delivery.
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However, striking the balance between VSC 
expansion and
 
ensuring safe services, well-informed clients, and institution­
alization of maturing programs, to allow transfer of funding,

will not be easy and will require constant and careful monitoring
 
over the next funding period.
 

1.6.2 Operational Guidelines
 

AVS, by the very nature of its operational style -- that is 
the subgrant mechanism -- must give strict and detailed guide­
lines to its grantees to ensure basic compliance. For AVS,

compliance means that VSC must be 
completely voluntary; that
 
patients be completely informed when choose
they this permanent

method over other, more temporary means; and that the procedure

be performed safely by well-trained, skilled service providers

using the proper equipment and in the proper settings. To this
 
end AVS has developed and distributes, worldwide, written
 
guidelines, policy documents, standards, 
and training materials
 
in several languages for its grantees. (See Appendix E for list

of publications.) Presentations at 
the various AVS-sponsored

meetings and expert committee gatherings reinforce the guidelines
 
as well as provide a forum for discussion of their applicability
 
in field settings.
 

1.6.3 Relationship with AID and AID Inputs
 

Several factors contributed to AID's interest in supporting

AVS in the early 1970s. One was the realization that temporary

methods, such as pills and condoms, had a limited impact on
 
reducing population growth because of problems of 
acceptability,

resupply, and low continuation rates. Specifically, IUDs
 
require trained personnel, mostly doctors, insert
to them;

expulsion rates are significant; and removals or reinsertions
 
are often necessary. Another factor was that inter­recent 

national advances in female VSC 
techniques -- endoscoptomy and 
minilaparotomy -- had proved to be safe and effective means of
 
limiting family size. Vasectomy also had been proved to be 
a
 
simple VSC procedure. These findings, combined with AVS's

extensive 
professional contacts with international medical
 
institutions and its policy of voluntarism, made AVS an 
institu­
tion well-sulted to 
lead the VSC field.
 

AID's support in the 1970s came mostly through the Central
 
Population Office in Washington, D.C., and, in fact, central
 
grants 
and agreements are still the majrr funding mechanIsms,

although more bilateral funds are being used. AID's position as
 
the major donor to AVS has, or course, Influenced AVS'n Interna­
tional programs to some degree, as evidenced by AVS's emphasis
 
on service delivery. The onlectlon of countrin also 
rnflecto
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AID's need assessments based on population pressures 
and other
 
considerations.
 

The restrictions imposed by U.S. gcvernmental and foreign

aid regulations apply to programs 
funded by AID (Appendix I),

and, although there are sometimes constraints, they have not
 
inhibited VSC expansion significantly because of 1) the heavy

demand by couples to limit family size and 2) the availability of
 
service providers to meet this demand. 
 AVS and the Johns Hopkins

Program for International Education in Gynecology and Obstetrics
 
(JHPIEGO) have been the major trainers of 
and suppliers to
 
doctors and other professional and paraprofessional personnel

Involved in service delivery. Whether AID regulations, which
 
are growing in number and complexity, cause constraints in the
 
future depends on AVS's ability effectively to program its
 
activities within AID's imposed limitations. Currently the AID
 
grant and subgrant approval process 
has not impeded AVS's
 
international programs, thanks to the close and 
cordial working

relationship of the two agencies. Relationships between the AVS
 
regional offices 
and the USAID missions in the respective

regions appear to be good. In Bangladesh, Nepal, and Tunisia,

for example, USAID population staff were quick to praise the
 
accomplishments and g-od working style and 
relationships of
 
the AVS regional staff with whom they Interact. In Indonesia
 
and Bangladesh, mission funding complements the AVS central
 
grant through a "buy in" arrangement which allows VSC actlvitles
 
to be tailored better to mission priorities.
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I. OBSERVATIONS AND FINDINGS
 

I.1 Program Accomplishments (1979-19f,51
 

rr.1.1 General Accomplishments
 

AVS has surpassed AID's projections met forth in the
Project Paper. In particular, AVS has achieved much in the areas

of volUntarlsm, medical surveillance, and project management,

elements which were omitted from the list of anticipated accom­
plishments. No serious problems In 
implementation have affected

project programs either at the central level locally.or In
general, AVS staff and resources provide effective VSC services 
according to the stated objectives in each specific grant. 

I. I I.1.1 AVS-Suoorted Clinics. As of 1905. AVS weasupporting 645 mobili andclinics, clinlis. tettporary slten
operating in 33 countries. Although 7:C sirvlcds w-ro "ntrodticed
in Asi4 well be fore any other rejion. the larudzit numkhf,
AVS-supported service facillt."ti in 4ny one region in th
1984 period were in the Central Amer.can And Car.ftL-t.-n restat.followed (:10el by Ania and !south ArnetrIc.. V'Wl has only
recently boon made avilable 
In lhe A.rc:n an,' M.'41e Eastern

regions, and Increasaes in these areas are dramatic. Somesub-S!haran African countries. however. showing in- or twoV Cf4cilitle In :91# - 1903. but rower or no f4cll!'.s in 1904. may merely be realizing the award or dirgica4 eqtlpment or 
assis0tance via 5M41l tjrinrs In easrlIir yeatrs.-

Increoei In the number ot .1c f a 11 1er.:-ervi:e 
 the

three-year sttudy period were most not Icebl- In iypi. Morocco.
 
Nigeria. '*4ire, N1epal. the Phihipplnets. the Dominicin Repblic.

and Brazil. In aome Inatsncea, The Incre4.ie :: expleinod

entirely by a one-time 
 14rge ahipment of equtlpme.t to exiting
health 4nd famlly planning atrcmtires, (e.g.. Kgypt. Morocco,Zaire. and Mexico). In other ,asea. the Increarse represent 
program expanslon to Include government f*cIli tIt (e.g.. in
Nepal) or adoption o}f the mobi 1 tem approc4h . in the 
PhilIppineo), 

.lmlarly. harp fa*lls tit the nut&. er o f -iervi~%e 4tes could 
retsult from diacontinijtion or a mar sut)4jd*ramend (t.j,.. in 
roo a r reduction in i major proguram, 4o lin whero
44-v ice wtot tempora*r.*ly 'r al In I'eop~tined To 11t i-witlQ
rel ig1otan oppooi tion rt ljlt: 

IL.~ I Taiiii41 lnwj lo~ antihcr Jra AVSOutput. Bly tho end of t.calondar /t*,r 1 1l4, A79J hi~ud J10 !raining
f~cilitloo In :1) cotwrlaes. 

http:Incre4.ie
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i.1.1.2.1 Comprehensive Training. Almost two-thirds
 
of all AVS training facilities are in Asia. Of the remaining

one-third, most are in Africa and 
the Middle Eastern region,

followed by Central America and the Caribbean, and South American
 
regions.
 

The number of training facilities in Asia, however, Is
 
somewhat inflated because of the definition of training facili­
tius used for data gathering. For example, 18 facilities in
 
Thailand in 1983 and 25 in Sri Lanka 
are merely sites at which
 
volunteers and fieldworkers were trained, not the formal,

ongoing, comprerensive training Institutions 
that might be
 
expected. Howev:ir, these figures also include facilities for
 
ongoing physician or paraprofessional training. AVS supports

major training programs in Egypt, Tunisia, Bangladesh, Nepal,

Indonesia, the Philippines, Guatemala, the Dominican Republic,
 
Brazil, and Colombia.
 

11.1.1.2.2 Physician Training. Overall, AVS funds

trained 2,709 physicians and 5,377 paraprofessionals in 36
 
countries during the 1982 - 1584 period.
 

An increase in physicians trained in Asia and sub-Sa­
haran Africa over the 1982-1984 period Is set against a decrease
 
in medical staff training in North Africa, the Middle East, and
 
Souva America, although this latter could well be a temporary

phenomenon. No changes in paraprofessional training are apparent

ixcept In Anglophone Africa, where it Is on 
the rise.
 

Bangladesh accounts for the largest number of 
medical and
 
par4protes Ional staff trained in any country during the three­
year period, primarily because of a large efforZ to train
 
gove'n-@nt physncians and field agents by the Bangladesh Assocla­
tion for Voluntary Sterilization (BAVS). Egypt, Indonesia,
 
Colombia, and Brazil are 
the other countries training physicians

In large numbers, particularly in 1982 and 1984.
 

11.1.1.3 AVS Dedicated_ Clnical Spaces - Equipped. A 
dedicated clinical space is a small whgch has bebn specifi­room 
cally nett aside in a hospital for sterilizations. It is con­
sidered equipped when a mingle piece of vital equipment (for
example, lnprocitor or a mInilap kit) plus the necessary emer­
gency qqtipment qnablvn a clinic 
to begin VSC services,
 

M4rn clinis ! f.cllitint hrvoi oIthnr AVS/New York-provided
or loc4lly purf.rased equipment, i:titrumenta, appliances, or
furnlhInga and/or wore renovated, with AVS opprt, in order to 
at4rt up or expand V3C via a subagreement, small 4rant, or other
m@4n@ during the 190 ­ 1984 period. The number of equipped 
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dedicated clinical spaces 
funded by AVS per year has declined

rapidly in the three-year period from 196 in 
1982 to 71 in 1984.
 

Asia accounts for the majority of the dedicated clinical
 
spaces equipped during 
the three years studied. The largest

number of spaces equipped, after 
Asia, were in sub-Saharan
 
Africa, where equipped clinics numbered 26 in seven countries.
 

Mexico, Egypt, Bangladesh, Indonesia, and Thailand received

the most assistance for dedicated space creation in 1982;

Indonesia, Jamaica, and Zaire, In 1983; 
and Morocco, in 1984. In
 
most of these instances, the country had received a single large
award of 
surgical and/or clinical equipment for a nationwide VSC
 
program.
 

11.1.1.4 Repair and Maintenance. AVS has been instru­mental in establishing repair and maintenance 
centers (RAM) to
 ensure proper care of sterilization equipment, primarily laparo­
scopes and laprocators. Currently, centers
14 are functioning.

(AVS's goal is 
to help a VSC equip.nent RAM become self-sufficient
 
and institutionalized, or 
to find alternative funding sources

after succesuive years of AVS support. Hence, included in 
this
figure are 
those RAMs funded in the past by AVS but now operating

under a different funding agreement.) AVS tries to institu­
tionalize these centers as soon 
as possible. So far, the
RAMs in Korea, Thailand, Nepal, Jamaica, 
Panama, Indonesia,

Morocco, Tunisia, and Egypt have been institutionalized, or had

funding responsibility transferred to 
another donor.
 

II . 1 . 1 .5 Leadership Groups. AVS forms regional and

national leadership groups, 
which are the forerunner of country

and regional subgrants and help to attract dedicated profes­
sionals interested in starting national 
VSC services in their

home countries. The World Federation is vehicle
one for organ­
izing these groups. Currently, three regional groups and 39
 
n3tional groups exist.
 

Most national leadership groups are in Asia, North Africa,

ana the Middle East, followed by Central America and the Carib­
bean, and the European region. The number of such 
groups

affillated with the World Federation 
is small in sub-Saharan

Africa 
and South America, which generally corresponds to the
 
state of VSC in these regions.
 

The majority of the n.Ational and r-iglon,,l leaderrhlp groupu(excluding those In Europe) received stpport from AVS for VSC-re­
lated programs during the study period. However, membershlp Inthe World Federation in not i preroqulilte for rcrivlng AVS 
assistance.
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11.1.1.6 Professional Publications. AVS also develops and
 
distributes publications to increase the effectiveness of VSC in
 
developing countries. Reports, monographs, brochures, journals,

and other forms of publications meant for special or general

audiences within and/or 
outside the AVS system, produced by

either AVS or the World Federation during the period 1982 - 1985,
 
are outlined below.
 

o Guidelires 
(10) 3/ include printed and photocopied

materials targeted 
to improve the skills, knowledge, or perfor­
mance of the staff, volunteers, or subreciplents to enhance the
 
quality of program outputs 
(for example, AVS's policy statement
 
and the World Federation's counseling guidelines).
 

o Study Reports (11) include reports of the working

committees, seminars, workshops, and task forces.
 

o 
 Conference Monoaraphs (5) are proceedings of the
 
regional or international meetings sponsored by AVS/World

Federation and published during the study period.
 

o Promotional Materials (23) includes publications aimed
 
at special or general audiences describing programs or activities

of AVS or the World Federation, produced during the period of
 
this report (for example, vasectomy announcement brochure and
 
the grant application form). For a complete list of AVS publica­
tions, see Appendix E.
 

11.1.1.7 Counseling. In 1982, AVS gave major impetus 
to
 
developing a 
counseling program to replace those of unacceptable

quality in certain service programs. To develop this program,

policy and guidelines were formed, counselors selected and
 
trained, and informational materials disseminated. The program's

relative success is discussed in 11.4.1 and 11.4.2. Counseling

is defined as 
providing the necessary information to ensure that

each client can make a reasoned, informed decision to accept the
 
contraceptive method in an atmosphere free of deceit, constraint,

coercion, or personal bias on 
the part of the service provider.
 

11.1.1.8 Conferences and Workshops. 
 AVS and its subrecipl­
enta sponsor international and national/reglonal meetings 
on 
subjects related to VSC programs. During 1982 - 1984, four 
international and 29 national/regional meetings were held. 
Several of the national meetings were convened by national 

3/ This and the following numbers in parentheses indicate
 
the number of publications.
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leadership groups. The international and regional conferences
 
were 
organized exclusively by the World Federation, largely

through AVS support. A more detailed discussion is found in
 
11.7.
 

11.1.2 	 Program Accomplishments in Countries Visited by Team
 
Members
 

11.1.2.1 Indonesia. In Indonesia, VSC is not an official

method of family planning because of religious leaders' opposi­
tion. 
However, the government of Indonesia permits nongovernmen­
tal sterilization and 
is allowing the AVS-supported grantee,

Indonesian Association for Secure Contraception (PKMI), to lay

the groundwork for 
a national program. PKMI, with AVS financial
 
support and technical assistance, is the major VSC catalyst in
 
Indonesia.
 

AVS, through PKMI, 
locates and trains VSC specialists in

ob/gyn departments in major medical schools, encouraging 
the
 
recruits 
to establish services in their respective areas to

demonstrate to the government that 
VSC is safe and effective.
 
Service has expanded from 241 VSC facilities in 1975 to 1,375 in

1984. The number of procedures performed annually has risen 10
 
times over the decade, from 10,000 in 1975 100,000 in 1984,
to 

thanks to AVS-supported training of 747 doctors and 806 para­
medics. The PKMI works with the government of Indonesia, which,

recognizing PKMI's professional competence, has contracted the
organization to conduct a need assessment in 13 provinc2s. The
 
assessment's results will be used by the mission 
to upgrade 173

hospitals 	and 346 
health clinics and to institute reimbursement
 
for VSC services. 
 The Indonesian government and USAID/Indonesia

funds the RAMs PKMI operates.
 

Despite the progress, constraints remain. The government

of Indonesia charges an operation fee for all procedures per­
formed in hospitals and health centers, including VSCs. The fee
 
is deducted from the Rp 15,000 service fee for 
female procedures

and the Rp. 10,000 for male, paid by the National Family Planning

Co-ordinating Board (BKKBN) and PKMI. 
 BKKBN, because VSC is not
 
an 
officially recognized method, has to divest limited funds
 
from other sources to pay service costs. According to members of

B'KBN's staff, the inclusion of VSC costs as a budget line item
 
may not be possible until 1989 when the 
current fourth five-year

plan expires. Also, 
the number of male VSCs being performed is
 
very low -- about one-ninth of the total procedureu.
 

11.1.2.2 Nepal. Aided by AVS expertise, voluntary steril-

Ization is the leading contraceptive method in thi'.i country,
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where demand for temporary methods is scant and the health 
care
 
system is not able to provide the follow-up required to maintain
 
continuation levels for temporary methods. 
 Most Nepali couples

marry very early and promptly begin, and then continue to bear
 
children without much understanding of or desire for child

spacing. I.n 
addition, the distances and natural topographical

obstacles (i.e., mountains and climate), and the shortage of

trained manpower are so inhibiting that the infrastructure for
 
reliably extending any sort of services beyond the capital is
 
virtually nonexistent.
 

For these reasons, the government of Nepal, since 1982, has
 
placed a high priority on extending sterilization services as a
short-term strategy 
for halting the country's destructive
 
population growth (a natural growth rate of 2.3 
percent per year

augmented by population overflow from India to about 2.7 per­
cent). Both male and female sterilization have become popular

among Nepali couples who have produced their desired number of

surviving children. The number of persons requesting steriliza­
tion has recently grown 
at 50 to 60 percent per year. Nepal's

contraceptive prevalence rate is still 
only about 7 percent of
 
married couples of reproductive age, but about 76 percent of
 
these couples are now protected by sterilization.
 

AVS support plays a principal role. Most voluntary steril­
izations are provided by three organizations: the Family

Planning Association of Nepal (FPAN), a nongovernmental organ­
ization that receives a major part of its support 
from AVS; and
two 
governmental agencies, Family Planning/Maternal and Child
 
Health (FP/MCH) and "the Integrated Project" (ICHSDP), semi­
autonomous organizations located in the Ministry of Health 
(MOH)

that receive a major portion of their support from AID bi­
laterally. 
 FPAN, however, actually performs the majority of the
operations carried out 
under ICHSDP auspices as well as those

carried out under its own auspices. Among the three providers,

FPAN was the first to establish a formal set of standards
 
("minimum standards") for maintaining quality in male and female

VSC; these have now been provisionally adopted by the Nepal

government for countrywide use.
 

The AVS program in Nepal has developed much as in other
 
countrIes -- that is, leadership development followed by training

of physicians, increased availability of services, and, cur­
rently, emphasis on quality control and counseling.
 

Most voluntary sterilization in Nepal is provided by mobile
 
teams during an October-to-March period when people 
are not

preoccupied with the agricultural season. The teams qet up

temporary operating rooms in district hospitals an6 other

community facilities such as schools or local 
governments'

meeting rooms; although temporary, these operating facilities are
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said to offer higher-quality service than the poorly equipped and

understaffed permanent facilities. For historical 
reasons,

female voluntary sterilization provided by FPAN is by mini­
laparotomy, while a corps of
small FP/MCH physicians performs

laparoscopy. With AVS encouragement, FPAN and others hope to

establish an expanded program to 
train physicians in mini­
laparotomy.
 

USAID/Nepal 
and other donors have some concern that there

is not more use of temporary methods. 
 A few pilot projects of
 
temporary methods carried out 
by FPAN demonstrated good levels

of continuing use but with higher level staff
a of involve­
ment and follow-up than is possible on a national scale.
 

11.1.2.3 Tunisia. AVS is largely responsible for the high

level of medical safety and quality in VSC services in Tunisia,

where female voluntary sterilization now accounts for 
35 to 40
 
percent of all modern contraceptive use (1983 prevalence survey).

With AVS support, VSC 
(female) became widely available after 1978
 
as a program method in Tunisia's national family planning program

directed by 
the National Family Planning and Population Office
(Office National du Planning Fa~milial et de la Population or

ONPFP). Since then, AVS has fiiiancially supported the Tunis

Training Center and of 23
17 the family planning clinics and
 
centers of the ONPFP. In Tunisia, in contrast to other coun­
tries, distinctions between AVS-supported and non AVS-supported

VSC are impossible to draw. Rather, AVS and the ONPFP have been
 
partners in maintaining high medical standards.
 

Throughout the Middle 
East and the continent of Africa, the

Tunisian program is known as leader,
the or model, in delivering

effective, high-quality family planning services and in training

clinicians from all over the African continent. In the realm of
 
VSC, AVS has helped Tunisia achieve this leadership. Over

100,000 tubectomies have been performed through. the 
program,

with only two deaths. Complication levels are also low. A
 
thorough program evaluation in 1984 verified the 
high level of

medical quality and concluded that no further evaluation of
 
medical quality and safety is currently needed. 4/
 

11.1.2.4 Ban ladesh. In Bangladesh, AVS has introduced

and promoted high medical safety standards, mostly through 
the

Bangladesh Association for Voluntary Sterilization (BAVS), which

administers a nationwide program that 
is among the most suc­
cessful of all AVS-gupported activities as well as one of the
 

4 "GOT/USAID Evaluation of the Tunisian 
Family PlannIng

Program," June 1984, pp. 26-28, 77-79.
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most successful of all family planning service delivery programs
 
in Bangladesh. BAVS was established In 1975 and subsequently
 
expanded from a central clinic and headquarters in Dhaka to 34
 
BAVS clinics throughout Bangladesh. These clinics perform a
 
significant portion of all tubectomies and vasectomies in the
 
country (about 20 percent, for example, in 1984), offer temporary
 
methods for "rejected clients" (persons judged through the BAVS
 
counseling and screening process as not suitable for steril­
ization) and, since early 1985, to the general public as well.
 
From its inception in 1975 through March 1985, BAVS has performed
 
400,309 VSC procedures (248,668 tubectomies and 151,641 vasecto­
mies).
 

11.1.2.5 Brazil. Brazil, the largest and most populous

Latin American nation, has embraced VSC on the popular level
 
while refusing to embrace it officially. Eighteen percent of
 
married women of reproductive age have adopted voluntary steril­
ization in Brazil, making VSC the most popular contraceptive
 
method.
 

While population, demography, and family planning are
 
frequently debated Ig all the major media, the subjects are
 
usually favorably and objectively presented. Initiatives toward
 
a national population policy (which would allow family planning

services in public institutions) were taken during the last year

of military rule. There are some signs suggesting that President
 
Jose Sarney may be personally in favor of family planning, but,
 
with the many pressing national needs demanding immediate
 
attention, these questions are not expected to be addressed early
 
by the new civilian government.
 

The Brazilian Federal Council of Medicine approved a new
 
Code of Medical Deontology in March 1984, according to which
 
physicians are held responsible for observing specific legisla­
tion related to, inter alia, sterilization procedures, equally,
 
the physician is responsible for adequately informing his or her
 
patients about the consequences of any intervention contemplated.
 
It is, therefore, understood from the new code that surgical
 
contraception, although not explicitly approved, is henceforth
 
an accepted procedure. The state councils of medical ethics are
 
obliged to adapt their local codes to t;onform with the federal
 
one.
 

Unrelated to the legal and ethical maneuverings, however,
 
is the demand for family planning and VSC services, which keeps

growing. The latter Is the most use.d method among women of
 
fertile age in all the northeastern states except Bahia (1980),

and in Sao Paulo the vasectomy program Is increasing its services
 
rapidly (curiously, this success has not been replicated in Rio
 
de Janeiro). Demand Is expected to continue to grow rapidly.
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Services are increasingly available and the territorial distribu­
tion is more equitable--although there are still many underserved
 
areas in this vast country.
 

AVS channels money through four 
private agencies -- the 
Maternal Education Society (Sociedade de Assistencia a Materni­
dade Escola Assis Chateaubriand or SAMEAC) and the Brazilian 
Civil Society for Family Welfare (Sociedade Civil de Bem-Estar 
Familiar no Brazil or BENFAM) for training, and the Brazilian 
Family Planning Association (Associacao Brasileira de Entidades 
de Planejamento Familiar or ABEPF) and the Responsible Paternity

Promotion Program (Promocao de Paternidade Responsavel 
or

PROPATER) for services; currently, BENFAM is reviewing its role
 
in family planning and is expected to present a new proposal to
 
AVS that emphasizes service delivery.
 

ABEPF is an umbrella organization for 150 service institu­
tions in Brazil. Of them, 30 are receiving AVS funding

($450,000) through ABEPF, and this 
number is expected to grow.

Total procedures expected are 25,000 to 30,000 under sub­the 

grant.
 

PROPATER is an interesting experiment in providing vasec­
tomies. The clinic is oriented exclusively to men and offers
 
only vasectomies. Its existence has 
been publicized through

social workers in Sao Paulo factories, and the response has been
 
gratifying. The $225,000 subgrant subsidizes 
3,000 procedures

In the main clinic, 
and another 600 in three private clinics.
 
Program extension to Rio has been unsuccessful, because the
 
social workers' professional organization has refused to coop­
erate. Despite this, PROPATER is viewed as 
a model of a succes­
sful program for men; the disbelieving from other countries have
 
been brought to Sao Paulo and this has 
spawned imitations
 
elsewhere.
 

Despite AVS's strong presence in Brazil, it does not
 
provide the bulk of VSC. Brazil's Social Security Adminls­
tration (INAMPS), is the principal provider. As explained later,

INAMPS doctors operate without 
formal sanctioning and the
 
service is provided in a way and at 
a cost that speaks eloquently

to the desperation Brazilian women 
must feel about obtaining
 
permanent contraception.
 

11.1.2.6 Colombia. 
 Family planning services in Colombia
 
were 
fir-t offered by the International Planned Parenthood
 
Federation (IPPF) atfIliate, the Colombian Family Planning

Associatlon (Asoclacion Pro-Bienestar do la Famllia Colomblana or
 
PROFAMILIA), in 1965. In 1971, VSC 
was introduced, and by 1985
 
350,000 men and women adopted voluntary sterilIzation. VSC Is
 
the second most po;pular contraciptive method in the country,
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protecting 31 percent of couples conceiving.
 

The government position, 
like that of so many in Latin
 
America, has vacillated between benign neglect and passive

acceptance. The Colombian MOH does offer the 
full range of

family planning services, VSC among them, but the active partici­
paton in VSC fell off markedly at the end of 1983, when, partly

motivated by 
concerns over the wording of the informed consent
 
form and perceived lack of government commitment, U.S. inter­
mediaries reduced support to the ministry.
 

AVS supports PROFAMILIA on a procedure-reimbursement basis.

It is expected that 50,000 VSCs will be performed this year,

each one reimbursed at US$6.25. A separate, small grant to
 
PROFAMILIA is to underwrite the follow-up study on 
voluntarism,

which was underway at 
the time of the site visit. The Society

of Medical FaL lties (SOMEFA) received $35,000 
to train 30
 
physicians in minilaparotomy.
 

IA.2 Expansion of VSC Services
 

From the beginning, AVS effort assure
makes every to 

high-quality medical services by identifying and enlisting

recognized leaders among physicians in each country. These
 
leaders are 
often university professors of international reputa­
tion; in many instances, prominent physicians, JHPIEGO trained
 
and equipped, become 
the nucleus around which AVS projects are

built. Others worked in earlier, pioneer efforts, as in the
 
Dominican Republic, where a 1976 International Committee for
 
Applied Research in Population (ICARP) project, sponsored by
the Population Council, sent the first group of Dominican physic­
lans for minilaparotomy training at 
Bogota. From this beginning
 
grew the currently AVS-supported National Council for Population

and Family in the Dominican Republic (Consejo Nacional de
 
Poblacion y Familla or CONAPOFA) and Colombian PROFAMILIA
 
programs, the combined government plus private service outlets
 
which accounted for 21,653 VSC procedures in 1984.
 

In most countries with AVS-supported projects, the relation­
ship of service site selection to existing demand can only be
 
intuited, with the help of local experts, because 
formal needs
 
assessments for VSC are seldom available and data from sources
 
such as the World Fertility Survey or contraceptive prevalence
 
surveys are a sketch of local
only rough true readiness for
 
services. However, sub-Saharan Africa, where fertility remains
 
high and contraceptive prevalence low, 
offers an opportunity to
 
examine AVS's overall strategy for either introduction or
 
expansion of VSC services. In brief, the strategy involves:
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1) Education of policymakers, health professionals, and
 
opinion leaders via a regional conference with topics

including population dynamics and development, family

planning as a basic human right, 
the role of family

planning in primary health care, 
and the place of VSC
 
among family planning alternatives.
 
Example: The World Federation-sponsored Ccnference 
on
 
Reproductive Health Management In sub-Saharan Africa,
 
held in Sierra Leone, November 1984.
 

2) Stimulation of 
In-country leadership groups to provide

information and education 
to local leaders and to
 
encourage government and private support of VSC services.
 
Example: The formation of the Fertility Asscclation of
 
Nigeria, which has applied for membership in the World
 
Federation.
 

3) Provision of pilot projects to demonstrate the accepta­
bility and feasibility of VSC.
 
Examples: a) Small grants to individuals and institu­
tions in Botswana, Cameroon, Ethiopia, Rwanda, 
and
 
Somalia; b) Subagreements in Burkina Faso, Madagascar,
 
Uganda, and the Comoros Islands.
 

4) Provision of grants and technical assistance, in collab­
oration with the donor agencies, in the development of
 
national programs.
 

Examples: Kenya, Zaire, and Nigeria.
 

This expansion strategy recognizes implicitly the 
cultural
 
sensitivity toward 
family planning, including VSC, throughout

sub-Saharan Africa. Accordingly, AVS has pursued a wisely

cautious course, with the initial emphasis on high-risk pregnancy
 
as a public health rationale for voluntary permanent contracep­

political acceptability and the contraceptive prevalence 


tion, and with careful attention to rEC aa the demand for VSC 
gradually expands. 

In Nigeria, where VSC is still In the earliest stages of 
rate is
 

only 6 percent, an opportunity exists for a carefully planned,

rational approach to concomitant demand stimulation and service

expansion. The 1984 World Federatlon-sponsored conference in
 
Sierra Leone heightened interest In VSC in countries where a
 
political climate of readiness existed. 
 The Nigerian government

has publicly endorsed 
family planning (without reference to VSC
 
in particular), and, aided by the stimulus of the Sierra Leone
 
conference, a leadership group 
(Fertility Association of Nigeria
 
or FAN) has been formed. With USAID coordinating the efforts of
 
a number of AID-supported agencies. -Including AVS, JHPIEGO,
 



- 21 -


Family Planning International Assistance (FPIA), Pathfinder,
Family Health International (FHI), and Columbia University -- a
 
number of projects have emerged that together can provide for an
 
orderly, simultaneous expansion of and medical and
IEC surgical

services.
 

Insofar as VSC 
remains a little known and culturally

sensitive subject, AVS chooses to emphasize quality, compre­
hensiveness, and acceptability of VSC over rapid expansion per
 
se. Accordingly, as its contribution to the USAID-assisted
 
development, 
AVS will launch at least one pilot project in each
 
of Nigeria's 19 states, to 
serve as models as VSC expands. AVS's
 
three-year demonstration project in Oyo State, which provides

VSC as part of a statiwide high-risk prdgnancy program, and 
its
 
forthcoming workshop at Ibadan University's Training Hospital 
on
 
IEC for VSC, are integral parts of this strategy. The AVS
 
strategy for expanding services, and the 
organization's role in
 
the coordinated USAID family plarning assistance to Nigeria,

should be looked at as a possible model for other sub-Saharan
 
African ccuntries to emulate as they evolve national family

planning programs.
 

The two current subagreements and a small grant for IEC
 
support in Benin City show how AVS coordinates its activities
 
with those of other donor agencies in Nigeria. Both the state­
administered Specialist Hospital, which has had a family planning

clinic since 1983, and the University of Benin Teaching Hospital

(UBTH) have large maternity units and JHPIEGO-trained ob/gyn

specialists on staff. 
 Since 1978, the UBTH has operated a
 
family planning clinic, which has grown into the Fertility

Counseling Research and Training Centre with support from The
 
Pathfinder Fund. Its family planning clinic now has six outreach
 
clinics staffed by nurse practitioners trained in family plan­
ning, and the Research and 
Training Centre uses fieldwork
 
motivators to promote family planning. In addition, 
the Planned
 
Parenthood Federation of Nigeria operates clinics 
throughout the
 
state, and private and missionary hospitals also provide family

planning services.
 

Against 
this background, and with the cooperation of
 
JHPIEGO, AVS developed subgrants to expand VSC 
services at the
 
Specialist Hospital that supplied necessary medical equipment,

and funds for a service subsidy and IEC 
for both medical person­
nel and VSC patients. Likewise, AVS funds are enabling the UBTH
 
to renovate and equip a dedicated space to serve as both a
 
service fac'iity and a training site for houpital residents and
 
other physicians in VSC techniques. Concurrently, F1I Is
 
conducting an ongoing VSC counseling project at UBT11, providing a
 
built-in evaluation of the IEC materials developed by the UBTH
 
ob/gyn staff with the help of an AVS small grant.
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The lines of communication 
among the various arencies
 
involved in this cooperative effort appear be effective, both
to 

at informal and 
formal levels, and the overall coordination by
the USAID population officer in Lagos is highly valued by the

participants. 
 The AVS component of this constellation of
efforts has heretofore been orchestrated from AVS/New York, but

will soon be delegated to a sub-Saharan regional office, to be
 
established by the end of 
1985. Thereafter, Nigeria will have 
a
 
full-time AVS staff member.
 

11.2.1 Pilot Projects
 

AVS often uses short-term pilot projects on an experimental

basis, in either new geographical programmatic areas, as
or part

of Its long-term strategy. 
 AVS's pilot projects in Nigeria

exemplify the usefulness of short-term commitments in stimulating

both professional and popular awareness of, and demand for,

institutionalized VSC services.
 

The January 1984 change in government shifted the Nigerian

government's attitude toward 
family planning promotion. Accord­
ingly, USAID is coordinating the stepped-up efforts of 
the

various donor agencies working with indigenous public and

private institutions to develop a national family planning

program. AVS, given the responsibility to assist with the VSC
 
component, expanded its involvement in Nigeria from the few

training programs in place before 1984 (with a total 
commitment
 
of $218,000) to six pilot service 
projects in addition to two

training grants (with a total commitment of $290,000) In 1984.
 

As mentioned, over the next 
five years AVS plans at least
 
one pilot project for each of Nigeria's 19 states. Because the

pilot projects are 
models, they will cover various Ingredients
in comprehensive VSC services including IEC; medical VSC ser­
vices; and physician, nurse, midwife, and other health personnel
 
training.
 

The effect of 
one such pilot project on indigenous awareness

and demand for services is instructive. The project director,

together with the nurse/midwife of the pilot project 
at the

Specialist Hospital, Benin City, conducted a one-day workshop on

population, family planning, and 
VSC for physicians, nurses,

and health personnel from throughout Bendel State on 18 April
1985. Originally planned for 100 participants, tho workshop
drew 150, many of whom expressed Interest in riferring patients
for VIC. Pirttl Lf the workshop program have 1,,n -ubsequentIl
broadcast on the local television news, and the project director 
has been interviewed on both television and radio. 
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11.3 	Demand for VSC Services
 

It is impossible to project worldwide and country-by­
country demand for VSC; no accurate figures exist beyond the
 
rough estimates based on analyses of the World Fertility Survey

and selected contraceptive prevalence surveys and on assumptions
 
derived from census data.
 

AVS's assumptions about VSC demand are based on years 
of
 
experience in many countries. These empirically derived hypo­
theses state that
 

o 
 Demand for VSC services is a function of several variables
 
including age, marital status, culturally derived family

size preferences, anti- or pro-natalist political 
 policies,

religion, socioeconomic status, education bdckground, health
 
status, and infant and child mortality rates;
 

o 	 Demand for VSC in countries in which there are no legal

barriers increases as a function of IEC about 
family
 
planning and maternal and child health;
 

o 	 Demand for VSC increases in proportion to the accessibility
 
of VSC services;
 

o 	 Demand for VSC increases with high quality of services;
 

o 	 Demand for VSC will continue increasing for the foreseeable
 
future, given the prevailing age structure of developing

country populations and the prevailing age-specific fer­
tility rates;
 

O 	 Demand in 
any given country is of two types: expressed or
 
latent. nxprcs.ud lomand Is manifested In explicit service
 
requests. In the late 1970s, waiting lists for VSC existed,

for example, in Tunisia. Today, waiting 
lists continue to
 
exist. 
 For example, Kenya has waiting lists estimated up

to two years i:i many locations. Waiting lists have been
 
documented for other countries as diverse as Brazil­
(11.4.6.3), the Philippines, and Nigeria. Long waiting
 

common areas
lists are In which are only nerved by mobile
 
clinics. Latent or potential demand, based on studies of
 
the high proportion of all contracoptors who have chosen
 
sterilization in selected countriem, is qaf*1y assumed to be
 
greater than expressed demand. Keno.e and Mumford, in a
 
1982 review of potential demand in the 19130m, concluded
 
that, "Bocuns, of the fraqile cndltIon of hoalth care
 
delivery systeml in the developing world and the rural
 
resldence of the population, it io unlikely that nurqIcal
 

http:nxprcs.ud
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sterIlization can meet the projected need." 5/ 

i1.3.1 Tunisia: An Example of Relationship of Demand to Funding 
Levels 

Before 1978 there was 
a waiting list for female surgical

contraception in Tubal
Tunisia. ligation wa3 available in
 
hospitals but was typically given low priority bcause of 
heavy

nonelective surgery demands with which 
tubectomy requestors had
 
to compete. Tubectomy was 
performed only by laparotomy; women
 
had to spend many days in the hospital; and, because of pressures

on hospital staff and facilities, they did not always get

quality care. After AVS's entry 
into the program, along with
 
JHPIEGO, the ONPFP was able to take VSC out of 
the hospitals and
offer higher-quality VSC services 
at dedicated family planning

centers and clinics, service points closer to the homes the
of 
requesters.
 

Since 
that time, the ONPFP, with AVS aosistance, has been

able to meet 
the demand for VSC, although a recent plateaulng

has become 
a matter of concern. According to a phase-down plan

for AVS (and USAID) assistance established by USAID in 1978-79,

AVS financial support of VSC decreased from 71 perc, nt in 1982 to
50 percent in 1983 to 36 percent in 
1904; assistanc:e is expected

to terminate in 1986. The ONPFP 
has been assuming respon­
slbilltles accordingly, per the plan. In 1984, however, 
a joint

GOT/USAID evaluation te&a recommended that "if the phasedown of
 
financial asistance were 
,o prejudice the quality and number of
 
voluntary sterilizations achieved," a readjustment should be made
 
"to 
maintain existing levels of performance." 6/ S i n c e t h a t
 
recommendation was made, plateaulng
a or fluctuation in use of
all methods has developed, due, apparently, to the phase-out of

foreign 
assistance during a time of unanticipated domestic
 
economic recession. 
 The number of new VSC acceptors (or oper­
ations performed) has held constant but, because of the 
age
structure In Tunisia, 
new acceptors are decreasing in proportion

to married women of reproductive age. Until recently, the
 
program has demand urban
met in 
 and other more accessible
 
areas. Now the program is having dlficulty meeting demand in
 
the less accesnible rural areau thal 
 are more expensive to

reach. At present, quality Is being maintained, but a drop in
 
quantity in 1ike1y.
 

E. Kessel . and S. Mumford, "Potential d',mand forvoluntary fomslo terilixation In thit 1900a: 
The compelling .ieed

for a nonsurgical method." 
 YrjLUty -and sterUl/ty, Vol. 37. p.

725, June 1982.
 

op.cit., p. 71)
 4 
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AVS has entered into a new program (and financial) relation­
ship with ONPFP and will be funding three specific activities-­
activities to strengthen VSC counseling; IEC for postpartum VSC;

and standardization of anesthesir regimes. The ONPFP, however,

has asked AVS to continue its past practice of financing on a
 
per-case basib through 1986.
 

AID should monitor VSC demand through 1985, and then
 
consider the 1984 evaluation team's recommendation and the
 
request of ONPFP for 1986 funding. Furthermore, AID should
 
consider providing central funding from the Office of Population

Bureau of Science and Technology (S&T/POP) for AVS to launch a
 
project to provide voluntary sterilization to postpartum women,

which would be complementary to the new bilateral project

presently under review, to assure that existing demand in
 
Tunisia Is fully met.
 

rr.3.2 Nepal: Outreach Needed To Meet Rural Demand
 

Nepal illustrates a situation in 
 which the use of modern
 
contraceptive methods began as a response to demand for permanent

contraception to end child-bearing, rather than for temporary

methods to space children.
 

The government of Nepal and the Family Planning Association
 
of Nepal began, In 1982, a mobile-team voluntary sterilization
 
outreach program during the slack agricultural season. Field­
workers first visit villages, meet with couples interested in

voluntary sterilization, and compile hInts of those who decide to
 
request the procedure. When a waiting list has built up, a visit
 
by a mobile team is scheduled. That many couples are eager to
 
end child-bearing is apparent in the demand for sterilization,
 
which has grown at about 50 to 60 percent per year.
 

About 76 percent of the 7 percent of Nepali couples using a

modern method of contraception are now protected by voluntary

sterilization. The mobile-team approach is a short-term strategy,

to be used so long as a backlog of demand exists and until static
 
facilities can begin to provide services (temporary and perma­
nent) year-round. This will take time. High levels of demand
 
for sterilization are projected for several more years before
 
the backlog o' relatively older, higher-parity couples wanting
 
to end child-bearing can be satisfied. This situation 
-- active
 
demand plus mobile-team service delivery to rural areas with
 
primitive sanitation -- led AVS's Asia regional office to
 
conclude, In 1983, that, "More so 
than any other country in Asia,

Nepal needs our technical assistance almost more than our
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financial support". 7 Since then, an increased need for firLan­
cial support 
to keep pace with the demand has been recognizee.
 

AVS has been FPAN's second major foreign donor, after IPPF.
 
FPAN has essentially lost its IPPF funding (which was 43 percent

of its total funding in 1984) because of the general U.S.
 
defunding of IPPF. Consequently, FPAN has appealed to AVS for
 
more funds to maintain the same quality and quantity of services.
 
The AVS Asia regional office now wants short-term (for example,

six months) technical assistance from an ex-patriot physician

able to deal with 
the complex issues the program faces at this
 
critical juncture. This seems highly prudent.
 

11.3.3 Guatemala: Unmet Potential Demand
 

Voluntary sterilization is the leading contraceptive method
 
in Guatemala. Nationwide, 25 percent of married of
women 

reproductive age using means
are some of contraception; 40
 
percent of these women report adopting VSC, and another 4 percent
 
report their husbands (partners) have had a vasectomy.
 

The AVS-supported Programa Consolidado meets 
the current
 
expressed demand for sterilization at service locations through­
out 
the country. Men and women who request the operation usually
 
are scheduled for the next operation date 
(within one to two
 
weeks for fixed clinics, 
or a month for mobile units), provided

the requestors meet the Family Planning Association of Guate­
mala's (Asoclaclon Pro-Bienestar de la Familla de Guatemala or
 
APROFAM) requirements for sterilization. The doctors try to
 
operate on the scheduled day, rather than turning clients 
away,
 
even If overcrowding of recuperation facilities results.
 

Nonetheless, a unmet for
substantial demand 
 sterilization 
exists, as shown by the 1983 contraceptive prevalence survey: 61 
prAcent of married, fecund women in Guatemala who have all I e 
children they want expressed interest in having the operation.
(There are no nationwide data available on the demand for 
male
 
sterilization.) Some women apparently want the operation, but
 
not enough to actually seek it out. However, a major part of the
 
unmet demand comes from people without ready access to a fa­
cility.
 

To satisfy this unmet demand:
 

0 Mass media efforts to inform the? public of 'ISC as -n option 
and of specific service lorations should be ntrenqthane,: 

7 "Nepal Country StrateyV for 1904," IPAVS 3"Vional 
Office, p. 4. 
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o 	 The interpersonal communication program (currently con­
sisting of 14 female educators) should be expanded; and
 

o 
 The number of service facilities should be increased.
 

IEC and availability of VSC services, especially quality

services, are the keys to translating latent or potential demand
 
into expressed demand. 8/
 

11.3.4 Dominican Republic
 

VSC is the leading method of contraception in the Dominican
 
Republic. The most recent contraceptive prevalence survey

showed that 45 percent of married women of 
reproductive age were

using family planning methods, with roughly one-third of them
 
protected by VSC. 
 Both CONOPOFA and PROFAMILIA report that
 
demand exceeds supply, particularly in the rural 
areas.
 

11.3.5 Nigeria
 

Despite the recent declaration of governmental support for

family planning, pronatalist traditions persist and knowledge of

VSC is scant. Nevertheless, the several pilot projects visited
 
in this evaluation 
reported growing interest, especially when

availability of VSC in conjunction with maternity services 
is

strengthened by IEC. 
 That 	VSC has increased at an unanticipated

rate 	in Kenya, 
a country with an equally pronatalist tradition,
 
suggests that the potential exists in Nigeria and elsewhere in

sub-Saharan Africa 
for rapid change in demand. Some analysts

have gone so far as to predict that VSC will become th- most
 
common method of contraception Africa within next
in the 10
 
years.
 

11.3.6 Bangladesh: Unexpected Vasectomy Demand
 

Demand for sterilization has been great in Bangladesh for
 
several years, but chiefl' for tubectomy. In 1980, for example,

vatiectomAes accounted for 
only 9.8 percent of all sterilizations
 
performed in the country. Bangladeshi men equated vasectomy

wi'A castration, and rejected it. Health and 
family planning
 

Jane Bertrand and Mark McBride, "Evaluation of the
 
APROFAM Program for Voluntary Sterilization in Guatemala,"

Tulane University and USAID/Guatemala, February 1985, pp. 3,
 
108-9.
 

8 
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personnel argued that persuading men otherwise was not worth
 
the effort: Bangladesh was too Muslim 
and conservative a
 
country for vasectomy ever to become popular. family
Most 

planning personnel showed little 
optimism when external evalua­
tors 
and others advised them to turn their attention to vasec­
tomy. 2/
 

They said it could not 
be done, but, despite pessimistic

predictions, in 1981 de.mand for vasectomies began 
to increase.

It did 
so steadily and, In BAVS clinics since mid-1984, vasecto­
mies actually have surpassed tubectomies in popularity. In the

BAVS clinics in 1960, vasectomies accounted for only 8.2 percent

of all VSC procedures; in 1984, vasectomies had 
increased to

59.4 percent. 
 In the nation as a whole, vasectomies in 1984 had

climbed to 47.7 percent of all VSC procedur's, in contrast to
 
only 9.8 percent in 1980. (See Table 11.3.6)
 

The lesson should be apparent. Even in conservative

countries, even in Muslim countries, it 
may be quite possible -­and not all 
that difficult -- to overcome the initial opposition

to vasectomy as well as the 
equation of vasectomy with castra­
tion. The case of Bangladesh merits study by other countries in
 
which similar opposition is heard.
 

11.4 Voluntarism
 

No evidence of coercion in any AVS-supported programs has
been uncovered. There is no evidence or report of coercion in

AVS-supported services in of
any the countries visited, nor any

evidence 
that people have undergone forced sterilization in any

AVS-supported activities 
elsewhere. 
 AVS works hard to ensure

voluntarism 
-- that women and men who undergo sterilization are
fully informed about the procedure and that it is done onlyafter requestors have given carefully considered consent. In
 
many countries, AVS-supported programs 
take the lead -- and are
generally recognized as the leader -- in surveillance and suppor­
tive actions to ensure voluntarism. BAVS is a good example.
AVS uses the same prevention approach as It takes with medical

quality: 
close monitoring to detect any questionable occurrences
 
or patterns, while at the same 
time initiating activities (such

as training, workshops, guideline writing, and special personnel

recruitment) to raise standards throughout the system and prevent
 
infringements.
 

9 Barbara Pillabury, Lenni Kangas and Alan Margolis,

"U.S. Assistance to the Family Planning and Population Program

in Bangladesh, 1972,-1980," April 1981, pp.13, 101.
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TABLE 11.3.6
 

INCREASE OF VASECTOMY VS. TUBECTOMY IN BANGLADESH
 

BAVS Clinics 
 All Facilities
 

No. of % age of No. of 
 % age of
 
Procedures Procedures 
 Procedures Procedures
 

1980
 

Vasectomy 2,821 8.2 
 20,104 9.8
 
Tubectomy 31,440 91.8 185,421 
 90.8
 
Total 34,261 100.0 205,525 100.0
 

Vasectomy 60,764 
 59.4 306,207 47.7
 
Tubectomy 41,552 
 40.6 336,108 52.3

Total 102,316 100.0 642,315 100.0
 

Specifically, AVS has upheld voluntarism 
through or because
 
of the following factors:
 

1) Global policies and guidelines that AVS has developed
 
and enforces;
 

2) Counseling to ensure informed consent and the reques­
tor's understanding of the procedure's irreversibility;
 

3) Programmatic safeguards, or policies, established in
 
each country to prevent later regret (for example, required

waiting periods, spousal agreement, and minimum age and parity

requirements);
 

4) Natural safeguards, factors existing outside the
 
program 
that make coercion unlikely (for example, obstacles a 
person must overcome to get the procedure -- such as having to
 
travel a great distance to reach a clinic, or religious opposi­
tion groups and a press that would quickly seize upon and
 
publicize any transgression);
 

5) Good monitoring and surveillance to detect potential

problems and permit 
AVS and its grantees to take preventive
 
action; and
 

6) Systematic follow-up surveys of sterIlIzation accept­
ors to ascertain their satisfaction with, or complaints about,
 
the procedure.
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Finally, in addition to 
 the deep humanitarian concern AVS
shares with AID, AVS 
 realizes from a purely pragmatic point of
view that the only way to run a successful program Is to provide

fully voluntary services. Because sterilization is the sole
activity around AVS
which exists, AVS focuses on ensuring

voluntarism 
in sterilization with a single-mindedness that
clearly exceeds the attention given to 
the issue by organizations

and governmental bodies resionsible for a 
broad range of family

planning services.
 

11.4.1 AVS Policies on Voluntarism and Informed Consent
 

11.4.1.1 AVS Policy on Voluntarism. AVS has developed at
least six policy statements on voluntarism and means to ensure
voluntarism. 
Policy 1.1, titled "Voluntarism," states:
 

Conscious of profound that
the effects voluntary

sterilization may have on 
 the psychological, physical,

and economic well-being of 
 the clients, AVS considers
 
respect for voluntarism of primary Importance. Thus,

in all AVS-funded programs 
which involve the delivery

of voluntary sterilization services, 
 AVS insists that
 
utmost 
 care be taken to ensure that each client

receives all information necessary to make 
a reasoned,

informed decision, and that this decision Is made in an

atmosphere free of deceit, 
 constraint, coercion, or
 
personal bias of provider personnel.
 

AVS has also formulated 
several related policy statements: on
informed consent, counseling, availability of temporary family

planning methods, nonmedical criteria for voluntary sterilization

clients, compensation of personnel, 
 and payments to requestors.

Together, 
these are the policy base for VSC services that
 
conform to AID regulations.
 

11.4.1.2 AVS on Consent.
Policy Informed 
 AVS policy
statement 1.3, titled "Informed Request and Consent," 
is:
 

Voluntary, informed 
request and consent, which is the
 
logical consequence and practical application of AVS's

policy on voluntarium, must be obtained and documented
 
for every individual who undergoes 
a sterilization
 
procedure supported by AVS.
 

Voluntary, informed request and consent are achieved
 
when the client fully understands the nature and

effects of the sterilization procedure and, of his/her

own free will, chooses to undergo the procedure In

preference to temporary family planning methods. 
To
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achieve informed request and consent, programs must
 
provide counseling services to the client in a non­
coercive environment; no undue Inducements may be
 
brought to bear on his/her decision, and accurate
 
information on alternative family planning methods must
 
be discussed in an unbiased fashion.
 
Finally, before undergoing the procedure, the client
 
must signify his/her understanding of the sterilization
 
procedure, and voluntary choice of the by
same,

affixing his/her signature or thumbprint to a form
 
delineating the elements of informed request and
 
consent, which are as follows:
 

1. 	Temporary contraceptive methods are available to the
 

individual and his/her partner.
 

2. 	Sterilization is a surgical procedure.
 

3. 	Certain discomforts and risks, which have been explained

to the individual, attend the procedures; these include
 
the fact that sterilization is not guaranteed, what
 
complications may result, and 
what side effects may
 
occur.
 

4. 	If successful, the operation will prevent tho client
 
from having any more children.
 

5. 	The operation must be considered irreversible.
 

6. The individual may decide against the procedure at any

time, and no services or benefits will be withheld from
 
him/her as a result.
 

Part of AVS's strategy for implementing Its policies In to
 
Involve leaders in interpreting and further developing the
 
policies on a regional or country-specific basis. A recent
 
concrete example was the "Leaders 	 on
Symposium Voluntarism in
 
Surgical Contraception Programs," convened by the World Feder­
ation and the Ministry of Plan Implementation of the Sri Lankan
 
government in Sri Lanka in May 1965.
 

11.4.2 Counseling
 

Counseling has always been part of the process leading up

to VSC requests In an AVS-supported facility. Since 1962,

however, AVS has increased efforts to improve counseling to
 
ensure voluntary acceptance with full cognizance of the pro­
cedrels permanency. Of all organizations working in family

planning in developing countries, AVS is clearly a step ahead in
 
the attention it devotes to improving counseling and in the
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high-quality guidelines it implements 
in thn programs it sup­
ports.
 

Good counseling always has been 
a part of all family

planning programs, regardless of method, but a part 
 more easily

talked about than done --
especially in developing countries.
 
AVS's new emphasis on counseling thus resulted in 
 part from the

observation that counseling in family planning projects and
 
programs around the world is of uneven quality and sometimes even
 
absent. Nor was there clear 
consensus on what comprised coun­
seling or on how best to counsel. And, as governments around the

world become increasingly involved in support to VSC, concern
 
surfaced about 
 the impact of government-sanctioned VSC 
on
 
voluntarism.
 

To improve counseling, therefore, since has
AVS, 1982,

acted at several levels: policy and 
 guidelines formulation,

staff development, 
 training of counselors, development of
 
resource materials, and on-site 
 technical assistance. Specific
 
steps Include:
 

1) Formulation of Policies and Guidelines. In April 1983, AVS
 
developed and adopted a 
 policy on counseling. The AVSpolicy
 
statement 1.2, titled "Counseling," reads:
 

AVS is unalterably committed to safeguarding the
 
client's right 
to know and right to choose. Counseling

is an indispensable component of any program which
 
delivers voluntary sterilization services funded by
 
AVS.
 

The client must be given every assistance and
 
opportunity to decide 
whether voluntary sterilization
 
is the most appropriate family planning method for
 
him/her. Because this decision can only 
be made

based on knowledge of both the temporary and permanent

methods that are available, counseling must 
include the
 
provision of this information. The various methods
 
should be accurately and honestly discussed and the
 
client's misconception regarding any of them corrected.
 
The counselor must be sensitive to 
 the client's mental
 
state and emotional fitness 
to undergo the procedure,

and to his/her feelings, fears, and expectations in
 
order to document the client's understanding of the
 
procedure and its results. 
 The requestor must give

his/her informed consent after the counseling process.
 

Finally, counseling services must be provided in 
a
 
noncoercive manner and atmosphere.
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The World Federation also developed and issued, in 1983, a
 
document titled "Ensuring Informed Choice for Voluntary Surgical

Contraception: Guidelines for Counseling 
 and 	 for Informed
 
Consent." 
 This document, developed with the assistance of
 
professionals from 10 countries, is 
 the World Federation's
 
official policy on counseling. A "Manual on Counseling for
 
Voluntary Surgical Contraception" will be published by the World
 
Federation later in 1985. This manual incorporates the exper­
iences of professionals involved in counseling programs who met
 
in July 1983 in 
 Dhaka to develop principles for counseling. It
 
will draw additional guidelines for developing and implementing
 
counseling programs.
 

2) Development of AVS Staff "Counseling Experts." Several
 
AVS/New York and World Federation staff are designated "counsel­
ing experts" to serve as resources to other AVS staff and
 
counterparts. The "experts" actively 	 in
are entraged all the
 
counseling-improvement activities described here.
 

3) Provision of Training on Counselina. AVS financially
 
supports counselor training in VSC programs throughout the world.
 
An illustrative listing of AVS-supported training includes:
 

o 	 Bangladesh: Since 1980, the BAVS has conducted periodic

training and refresher training for Its counseling staff.
 

o 
 Brazil: ABEPI' conducted two workshops in 1984 for coun­
seling staff 
of its member clinics and plans to continue in
 
the future.
 

o 	 Indonesia: PKMI is conducting a pilot program 
 to train
 
144 VSC counselors.
 

o 	 Konya: The Family Planning Association of Kenya (FPAK)

will conduct a seven-day workshop in June 1985 
 to train
 
20 personnel from AVS-supported projects in Kenya.
 

o 	 Niageria: The Family Research Unit of University College

Hospital In Ibadan will conduct a five-day course in July

1985 for 20 nurse-midwives from AVS-supported projects in
 
Nigeria.
 

4) 	 Staff Training. AVS conducted training in counaeling for
 
Its own International Programs Division staff In 1984 and 1985.
 
In addition, selected international staff from AVS's regional

offices will attend 
a five-day counseling and voluntarism
 
workshop In New York in August 1985 to help 
 them better to
 
assess needs and to develop and evaluate counseling programs.
 

5) 	 Development of Resource Materials Counselinu.
on 	 AVS
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and the World Federation have 
produced resource materials for

developing countries 
 to improve their counseling for steriliza­
tion. These Include:
 

o 	 "Ensuring Informed Consent 
 for Voluntary Surgical Contra­
ception: Guidelines Counseling
for and Informed Consent
 
(see above);
 

o 	 Manual on Counseling 
 for Voluntary Surglcal Contraception
 
(see above);
 

o 	 Flip charts 
 for use by African health personnel who counsel
 
requestors (currently being pretested In several African
 
countries);
 

o 	 Model training curricula for counselors (being developed by

grantees with AVS staff assistance in Kenya and Nigeria);
 
and
 

o 	 Support in 
 1983 for reprinting "A Resourcebook on Guidance
 
and Counseling for Voluntary 
Surgical Sterilization," a

self-instructional manual developed by the Population Center
 
Foundation of the Philippines.
 

6) On-Site Technical Assistance. Since 1984, AVS staff "coun­seling experts" 
have reviewed or assisted on-site counseling

programs in Sri Lanka, Bangladesh, Nepal, Indonesia, the Philip­
pines, Mexico, and Costa Rica.
 

7) 	 Recional Initiatives in Counselin. 
 In 1983, AVS conducted
 
a counseling workshop in Manila. 
 Since then, and with AVS
support, activities to Improve counseling have begun In almost

all Asian countries served by AVS programs (Set Appendix F)
 

11.4.3 Monitoring and Surveillance
 

AVS staff, both in New York and the 
 thrt-e regional offices,

carefully monitor activities in the field. 
The measures AVS
 
takes to detect any questionable events or 
 trends are compre­
hensive.
 

11.4.3.1 Monitoring of Governmental Policies. Nepal and

Sri Lanka illustrate AVS'm vigilance In monitoring sterilization­
related policies of governments.
 

On a routine site visit in 
 May 1983, AVS staff learned of
compensation policies recently 
 adopted by the government of

Nepal as part of a stepped-up effort to curb -opulation growth.

The policies, however, would have provided 
 compensation payments
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to sterilization acceptors and providers that would have favored
 
sterilization over other family planning methods. 
Thus, the new
 
Nepalese policies conflicted with AVS-- and AID--policies on
 
voluntarism.
 

The AVS staff visiting Nepal recognized Immediately that
 
if the government were to implement its newly adopted policies,

AVS would be forced to terminate Its support in Nepal 
 -- as
 
would USAID itself. Nepali officials were initially reluctant
 
but eventually agreed to make policy changes proposed by AVS.
 
AVS and USAID are thus still able to continue supporting family
 
planning activities in Nepal.
 

In Sri Lanka, AVS went a step further and actually suspended

Its assistance, when it learned of 
 a similar questionable

situation, and called for a thorough review. Only after veri­
fying that people were choosing sterilization on a strictly

voluntary basis did AVS reinstate assistance (see paragraph

11.4.6.5).
 

11.4.3.2 Monitoring of Service Delivery. AVS monitors
 
voluntarism in actual service delivery 
by analyzing required

service statistics and related reports submitted by grantees; by

visiting service sites periodically; and by supporting grantee

participation in surveys and special studies.
 

By analyzing service statistics to determine the numbers and
 
characteristics of sterilization acceptors in 
a given locale in a
 
given period of time, AVS is able to verify that they are the
 
kind of people who are likely to be voluntarily requesting

sterilization -- that is, that they are relatively older and
 
higher parity married couples. For example, when service
 
statistics In Bangladesh (where women marry and begin bearing

children at about age 15) reveal that the 
median age of male
 
sterilization acceptors 
 is 41.4, that the median age of female
 
acceptors is 29 with a husband aged 38.5, and thi the mean number
 
of livina children for male acceptors is 4.2 and for female
 
acceptors 4.1. This in a clear Indication of people not likely
 
to regret or to have been coerced into the procedure. I/ In
 
contrast, if service statistics place acceptors In their early
 

1 "BAVS Sterilization Acceptors Characteristics," Report

No. 5, Evaluation Unit, Bangladesh Association for Voluntary

Sterilization, May 1985, pp. 4-6. Another example of this type

of survey Is "Recent Changes in the Demographic Profile of
 
Sterilization Acceptors In Nepal," by Z. Noe McIntosh, Binny van
 
Bergen, Dev Ratha Dhakhwa, Tika Man Vaidya, and Tara Bahadur
 
Khatrl, Kathmandu, (John Snow Public Health Group, Family

Planning Association of Nepal, and Nepal FP and MCH Project), 
1985.
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20s with only one or two children, then the program would be
 
Investigated immediately. 
 Surveys of acceptors can verify

voluntarism too. In Bangladesh, for example, statistical samples

of sterilization acceptors (along with service providers and
 
fieldworkers) are interviewed every three 
 months as part of a

routine evaluation 
system to monitor voluntarism. 2/ Since
 
January 1985, 
 this system also monitors the AVS-supported BAVS
 
program, as well as all other 
nongovernmental organizations

performing sterilizations.
 

Clinic-based follow-up activities also are important for
monitoring. The "Long-Term Follow-Up" being conducted by the

AVS-supported FPAN uses a special FPAN 
mobile team. Dispatched

from Kathmandu, the team is available 
 to anyone who had a
sterilizption operation 
in the past (as distinct from the
standard one-week postoperative follow-up). In one district,

Naralparasl, FPAN held six such follow-up sessions this year.

Although only 900 people have been sterilized in Naralparasi

thus far In 1985, about 
 1,400 people have come for long-term
follow-up, complaining of various problems. 
 None, however,

complained of not wanting the operation 
 in the first place.

Only two 
 presented problems related to sterilization (and these,

Incisional hernias, were promptly treated at 
the local hospital).

The remaining complaints are 
 endemic among this malnourished,

disease- and work-burdened peasant population: worms, backache,
 
even sore toes.
 

Studying requests for sterilization reversal is another way
of monitoring voluntarism. If people 
are being pushed or
 
somehow improperly Influenced Into being sterilized, significant

numbers of people seeking sterilization reversals would be a

warn:ig signal. This Is not happening. AVS grantees In the
 
developing countries do occasionally receive requests for

reversals, but these have all been 
 from couples who have lost
 
their children through some unusual 
 fatality or who have been
 
divorced or widowed. When AVS grantees receive such requests,

they have, at least 
 in some countries (e.g., Bangladesh and

Nepal), referred them to reversal experts and funded the reversal
 
procedure.
 

11.4.3.3 Monitoring the Local Press. 
 Finally, the local
 
press is an important and automatic monitoring tool. In all

countries where AVS has programs, the press is as quick as the
 

2 M.A. 
 Quasem & Co., "Report on the Evaluation of the
Voluntary Sterilization Program for January-March Quarter 1985."
 
M.A. Quasem Is
& Co. an external audit company contracted by

USAID/Dhaka for monitoring voluntarism in the USAID-supported
 
governmental program.
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media in the United States to seize upon potential scandals and
 
other newsworthy stories that sell papers. Charges of coerced
 
sterilization certainly qualify, but such charges have been rare
 
and even more rarely have concerned an AVS-supported facility.

The few charges leveled against an AVS-supported program have
 
been investigated promptly and proved to be unfounded.
 

11.4.4 Cross-National Follow-up Surveys of Fenale VSC Acceptors
 

As VSC programs have expanded, managers have learned how to

design and extend services more cost effectively, and surgeons

have learned how to make services safer. In 1984, AVS staff
 
felt, however, that there was still relatively little systematic

understanding of acceptors' motivations 
for, acceptance of, and
 
satisfaction with 
VSC. AVS has thus funded follow-up surveys of
 
women sterilized in AVS-sponsored services in five developing

countries: El Salvador, Bangladesh, Indonesia, Colombia, and
 
Tunisia. When complete, these will constitute the first inter­
nationally comparable set of surleys of VSC acceptors.
 

11.4.4.1 Specific Research Questions. The survey in each
 
participating country has addressed, 
at a minimum, the research
 
questions listed below (as well 
as additional questions directly
 
relevant to the VSC program in each country).
 

1) 	 What are the sociodemographic characteristics of VSC
 
acceptors?
 

2) 	 What are the acceptors' experiences with and knowledge of
 
other contraceptive methods?
 

3) 	 How did the acceptors learn about and come to the clinic for
 
VSC?
 

4) 	 Why did the acceptors decide to have VSC?
 

5) 	 How well did acceptors understand the nature and conse­
quences of the VSC procedure?
 

6) 	 Are acceptors satisfied with the treatment 
 they received at
 
the clinic and with the operation itself?
 

11.4.4.2 Data Collection. Data collection Is now complete;

data came from interviews of a sample of acceptors soon after
 
their operation (for example, at their one-week return visit to
 
the clinic). A common format was followed in the survey&,

including a core questionnaire that AVS developed after extensive
 
literature reviews and consultation with investigators In each of
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the four participating countries. The questionnaire was trans­
lated Into local languages and pretested and adapted in each
 
country. Interviewers were not clinic staff. Sample sizes
 
ranged between about 500 and 1,500 female VSC acceptors per

country Sampling aimed for (1) sufficient cases from each

clinic to enable meaningful analysis and (2) clinics repre­
sentative of the country's VSC program.
 

11.4.4.3 Anticipated Use of Survey Results. Practical
 
benefits expected from the surveys include:
 

1) Better understanding of the reasons women choose VSC, so
 
that program managers can more effectively identify poten­
tial clientele;
 

2) Improvements, if needed, in client counseling procedures and
 
content;
 

3) 	 Improvements, if indicated, in informed consent procedures;
 

4) 	 Modifications, if indicated, in the personal treatment of
 
clients by clinic personnel; and
 

5) 	 Development of better outreach programs 
and 	 referral
 
channels.
 

11.4.5 Follow-Up Survey Results
 

Preliminary results are available 
 from Tunisia and Bangla­
desh. In both cases, the results are very positive (see 11.4.5.1
 
and 11.4.5.2). In addition, similar surveys have been undertaken
 
in El Salvador and Guatemala after this series had been launched.
 
The surveys are well designed and have, generally, been Imple­
mented well. When the final reports are available, the findings

should be very reliable.
 

11.4.5.1 Tunisia. Sterilization Is totally voluntary In

Tunisia. No charges to the contrary have been made, and there Is
 
nothing in the Tunisian family planning program likely to lead to
 
infringements. This Is confirmed 
by results of the follow-up

survey. A total of 605 sterilized women, aged 20 to 54 years,

were interviewed from April to June 1984 at 
nine governorates of
 
Tunisia. Most of these women were Interviewed seven days after
 
the operation (mainly laparoscopy under general anesthesia),

Selected findings are summarized below.
 

1)TIhaea ghic chracterisics of womne tejbL
 
119§. The average age and parity of women sterilized are both
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high. The majority of women had married at age 16 
or 17, were 35
 
to 39 years old at the time of sterilization, and already had an
 
average of 6.1 living children.
 

2) Prior use of 
 other family planning methods. Nearly

all sterilized women knew of 
 other methods of family planning

prior to sterilization. Nearly two-thirds had used a temporary

method before becoming sterilized. The main reasons cited for
 
choosing sterilization were (1) side 
effects of temporary

methods, (2) recent contraceptive failure, and (3) decision not
 
to have any more children.
 

3) The women's decision for sterilization. The main
 
sources of Information and influence on women deciding for
 
sterilization were family members, friends, and neighbors. 
Sixty

percent of the women cited these 
 people as the main Information
 
source. In contrast, only about 30 percent of the women cited
 
family planning workers. Ninety-five percent of the women
 
discussed sterilization with their husbands; 
fewer than 3 percent

of husbands opposed the decision.
 

4) Postoperative views on sterilization. The satisfaction
 
level Is very high. Ninety-eight percent of the women are
 
satisfied with the operation; 75 percent said they experienced no
 
postoperative problems, and 60 percent have advised friends to be
 
sterilized. Many of 
 the women who complained of postoperative

problems already 
suffered from recurrent gynecological disorders
 
and, according to the preliminary report, hoped that the oper­
ation would improve these disorders. This unmet hope may expla1n

why 1.8 percent of women expressed some regret over the pro­
cedure; "lack of psychological preparedness" was also cited in
 
the preliminary report. 3/ 
 This figure, 1.8 percent, is never­
theless very low. Even In North AmerJca, regret levels of
 
10 purcent have been considered normal and even low. 
13/
 

In addition to the survey findings and to the usual safe­

3 "Tunisian Female Sterilization Follow-Up Survey"

preliminary results, May 1985. 
 Note: A similar study by a
 
Tunisian researcher supports the conclusions of the AVS-supported
 
survey and provides additional information on why so many

Tunisian women choose sterilization. Adly Ladjimi, M.D., "Etude
 
our la Conception Actuelle de la Planification Familiale dans un
 
Pays Arabe st Musulman: La Tunisie" ("Study of Current Percep­
tions about Family Planning in 
an Arab Muslim Country: Tunisia"),

Tunis: Center for Research on Human Reproduction, 1985.
 

13 Susan Philliber and William Philllber, "Social and
 
Psychological Perspectives on Voluntary Sterilization: A Review."
 
Studies In Family Planning, vol. 16, no. 1, January 1975, p. 14.
 



- 40 ­

guards in all AVS-supported 
VSC services, these additional
 
factors are evidence of a continuing atmosphere of voluntarism.
 

1) In Tunisia, as elsewhere in the Middle East, any

indication of coercion would immediately be seized upon and

exploited through the mass media 
by religious fundamentalists
 
critical 
 of Western influence and of the government's friend­
liness with the United States. For Americans familiar with the

Middle East, it is useful to 
 bear in mind the anti-Western and

anti-American fundamentalist 
 movement that overturned the
 
government in Iran. The determination among family planning

professionals in Tunisia ensuring voluntarism goes much further
 
back, however, and definitely predates the growing concern among

religious conservatives in the United States over 
 U.S. inter­
national population assistance.
 

2) The reluctance of Tunisia's national family planning
 
program (to which AVS provides support) to openly promote

vasectomy, which 
the Tunisian public views with great suspJcion,

is evidence of the program managers' unwillingness to do anything

that might provoke provoke public criticism.
 

3) The Tunisian press is relatively open and would immedi­
ately publicize any transgressions.
 

4) The distances many women have to travel and 
 the disrup­
tion of their lives 
 by the procedure and postoperative recovery

prove strong personal desire. (Postpartum sterilization is very

uncommon in Tunisia; many women still give birth at home and
 
those who give birth in a hospital are eager to return home
 
promptly.)
 

11.4.5.2 Bangladesh. AVS's key effort in Asia is its
 
support of BAVS. 
 BAVS provides tubectomy and vasectomy services,

based on high standards for counseling, voluntarism, informed
 
consent, and medical quality. 
 It also provides temporary methods

and some maternal and child health care. 
 BAVS operates 6 percent

of the country's estimated 600 facilities in which VSC is

available. In 1984, however, 3AVS performed 16 percent (102,316)

of the total procedures 
 in the country. The remainder were

through the government's approximately 400 rural health com­
plexes. The generally higher quality of BAVS's services largely

explains the greater demand for them.
 

Since 1984, charges have appeared in the U.S. and the

Western press that people in Bangladesh were being coerced to

become sterilized against 
their will. These were general charges

against the government's program and AID support to 
 it rather
 
than against the AVS-supported BAVS program.
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The basis for these charges is largely the policy adopted

by the government of Bangladesh, and implemented beginning in
 
February 1980, of compensating sterilization acceptors for the
 
wage lose and the direct costs incurred in the process of and
 
postoperative recovery from the procedure. 
 The compensation

payment given by the government of Bangladesh to both men and
 
women is 175 takas, an amount equivalent to about US$6. Although
 
a very small sum, its purpose is to remove the financial obsta­
cles that might prevent impoverished Bangladeshis from seeking

sterilization or cause them 
 to defer it until after additional
 
(unwanted) pregnancies.
 

The government also provides a compensation payment of 45
 
takas (equivalent to 
 about US$1.50) to family planning field
 
workers and other registered referral agents who refer and
 
accompany an acceptor to a VSC facility. For most women, being

accompanied by a female fieldworker or other woman or family

member is essential because of the conservative cultural rules
 
of purdah that prevent women from leaving their villages un­
escorted. The compensation provided to fieldworkers and refer­
ral agents is calculated to cover transportation and related
 
travel expenses for accompanying the sterilization requestor.
 

No specific charges have been made against BAVS. Nor has
 
coercion in the BAVS program ever been reported. BAVS, however,

does follow the government's policy of compensating acceptors and
 
family planning fieldworkers. The AVS Asia regional office in
 
Dhaka monitors this arrangement closely -- a kind of "preventive

monitoring" -- to verify that compensation is not misused. AVS
 
and BAVS, therefore, decided in 1984 Include
to BAVS sterili­
zation clients in the cross-national follow-up surveys. In
 
total, 922 women were interviewed who had been sterilized 1i: 
one

of the BAVS clinics. Interviews were conducted by trained
 
female Interviewers at the time of follow-up visits to the BAVS
 
clinic seven to 21 days after the operation. Preliminary (only

manually tabulateL, results are positive and indicate 
a high

level of satisfaction 4ith the procedure.
 

1) Longth of time between the decision to have the opera­
tion and the operation itself. Most of the women 
 (95.6 percent)

said they had been seriously thinking about the operating for at
 
least one month and many much longer. Only 4.1 percent mentioned
 
an Interval of Jess than one month.
 

2) Reason for having the operation. This was a multiple­
response precoded question. Precoded reasons were: (a) own
 
health, (b) spouse's health, (c) medical advice, (d) soclo­
economic reasons, (e) side effects of or dissatisfaction with
 
other contraceptives, (f) contraceptive failure, (g) adverse
 
impact of recent pregnancy or delivery, (h) wanted no more
 
children, (1) cash or In-kind compensation, and (k) other
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(specify). 
Not a single woman mentioned only the compensation as
her reason for having The
the operation. proportion of women

mentioning the compensation as one of the reasons 
was negligible

-- only 3.8 percent. A total of 96.2 percent of the women did
 
not mention the compensation at all.
 

3) Postoperative satisfaction. 
Nearly all the women (98.4
percent) reported satisfaction with the operation. 
Only 1.6
 
percent said they were not satisfied.
 

4) Understanding of the permanence of the 
operation. Over
99 percent of the women knew they could not have any more

children. Only 0.7 percent stated 
that they did not understand
 
the permanence of the operation.
 

These results also indicate that the BAVS clinics are
well-managed. 14/ Final results should be ready by autumn.
 

In preparing the questionnaire for this follow-up survey,

AVS contracted for a focus-group survey of who were
women

sterilized at a BAVS clinic 
 in Dhaka. The findings of this
focus-group survey 
are firm evidence of voluntarism. They show

clearly that concern for the well-being of the family's already­
born children, pangs of recent delivery, poor economic conditions
 
preventing the parents from 
providing a proper upbringing and.
education for 
 the children, and crowding and congestion in the

household were some of the critical 
 factors that made the women
and their husbands decide on sterilization. 15/ Specific

findings include the following:
 

.) Sociodemographic characteristics. 
 The respondents had
becn married at the age of 10 to 16, and ranged In age from 25
 
to 34 and had two to six living children at the time of the
 
operation.
 

2) 
 Experience with and use of other contraceptive methods.
 
All but one woman knew of other methods before having the
operation; most where
knew they could obtain supplies. Only

five had used another 
method in the past, however; all discon­tinued use or were dissatisfied because of side affects, lack of
 
supply, or unintended pregnancies.
 

3) 
Sources of information and motivation for sterilization.
 

14 "Sterilization follow-up 
 Survey: Key Observations"
 
(Preliminary], by S. Alam, Mitra and Associates, May 1985.
 

15 Mohammed Alaudin and Nihar Ranjan Sorcar, 
 "Focus Group
Discussions with Sterilized Women in Bangladesh," Dhaka, November
 
8, 1984, p.14.
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Close relatives were the most important source of both infor­
mation and motivation. Dais (midwives) were also information
 
sources, but most women indicated they did not make the final
 
decision until 
 reassured by relatives -- usually sisters-in-law
 
or sisters -- who had already had the operation.
 

4) The decision-making process. The women said they had
 
been seriously thinking about having the operation for periods

ranging from two months to three years. 
 The decision was
 
usually triggered by a recent pregnancy. Most of the women
 
thought they had enough children to maintain and were too poor to
 
have more. This feeling intensified during the pregnancy and
 
after delivery. Deterioration of health was another 
reason they

cited. All the women had discussed the operation with their
 
husbands and had their husbands' support.
 

5) Prior knowledge of sterilization. All the women
 
knew, prior to sterilization, that it was a permanent method and
 
involved abdominal surgery. All knew that it was 
not very

painful or troublesome and that they could return to hard
 
household work within a month.
 

6) Reason for preferring tubectomy over vasectomy. All
 
the women expressed concern that their whole family would face
 
economic hardship, even starvation, if a vasectomy were, by any

chance, to Incapacitate their husbands, the family bread-winners.
 

7) Pre- and postoDerative counselina. All the women had
 
received individual counseling at the BAVS clinic and said that
 
the counseling was generally good. Only one woman said it was
 
not effective (she had come to the clinic hoping that the
 
operation would cure her gastric ulcer).
 

8) The influence of compensation. All the women had
 
received from BAVS the standard taka compensation, a sterile
 
garment (saree) 
to wear during and following the operation, and
 
some medicine for postoperativo recovery. In no case 
had a
 
woman subjected herself to the operation for the purpose of
 
receiving this compensation. (Bangladeshi women to whom this Is
 
suggested tend to find the question ridiculous or illogical and
 
are either confused, incredulous, or insulted by such a sugges­
tion.) Over half the women said they would not have been able
 
to afford the procedure at that time had It not been for the
 
compensation provided. One had borrowed money to pay for the
 
travel expenses in anticipation of reimbursement at the clinic
 
after the operation.
 

The surveyed women did not have any suggestions for improv­
ing the quality of services, but their comments did suggest ways

In which the counseling can be improved. These have been
 
incorporated in a new AVS project, "Strengthening of BOD (Bangle­
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desh Government) Counseling Program" (AVS Proposal No. BGD-35-TR-

1-B/A dated June 13, 1985).
 

Other surveys, evaluations, special studies, and analyses

also conficm the voluntary nature 
of the BAVS program and of

sterilization services in Bangladesh 
in general. These include
 
the following:
 

1) "BAVS Sterilization Acceptors Characteristics," Evalu­
ation Unit, Bangladesh Association for Voluntary Sterilization
 
(reports no. 1 to 5). This is 
 a periodic analysis of service
 
statistics that BAVS carries out 
to help in program planning and

monitoring. Data the analysis is 
 based on come from admission
 
forms that BAVS counselors fill in an they counsel each steril­
ization requestor. The 
 forms contain a range of socioeconomic,

parity, and family size information. Data from 
 all the clinics
 
are received at BAVS headquarters monthly and quarterly. This

analysis of service statistics shows that 
 the people receiving

the operation in BAVS clinics are 
relatively older and higher­parity married couples 
-- not people likely to regret the proce­
dure or to have been influenced somehow to undergo it against
 
their will.
 

2) "Sterilization Campaign of 1977: A National Long-Term

Follow-Up Survey," by M. Nawab All, Douglas H. Huber (now medical

director of AVS in New York), Atiqur Rahman Khan, and Syed

Waliullah, Bangladesh Research
Fertility Programme Technical
 
Report No. 25, 1979. 
 This survey was conducted to find out

whether any 
excesses had occurred during the 1977 campaign. Its
 
findings were positive and revealed a satisfaction level of 95 to
 
98 percent among women who had the operation (p. 21).
 

3) "Report (s) on the Evaluation of the Voluntary Steril­
ization Proaram," by M.A. Quasem & Co. 
 This Is a series of six

quarterly external audit-evaluations designed by USAID/Dhaka to
 
monitor voluntarism in the government's program. 
 Since January

1985, these external evaluations also monitor the AVS-supported

BAVS program, as well as all other nongovernmental organizations

performing sterilizations. Methodology for these audits consists
 
of interviews with sterilized men and women and with service
 
providers and fieldworkers, review 
of office records, and

collection of sterilization performance data. 
 Findings do not
 
show any instances of involuntary sterilization.
 

4) AVS International Memorandum entitled: 
 "AVS Reglonal

Office's PD3 Recommendation Regarding the increase 
 in Provid@r

and Acceptor Payments In 5angladehs," January 8, 1984. Yn

September 1983, the Bangladesh government decided to 
increase the

VSC compensation payments 
 from the slightly lower level
 
established in 
1961. AVS's regional staff in Dhaka conducted
 
this analysis to determine whether the increased compensation was
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leading to violations of AID'. Policy Determination 3 (PD3) on
 
voluntarism (Appendix I). 
 Staff made field visits, conducted
 
Interviews, and examined 
service statistics, project documen­
tation, and the local press. The 
staff concluded that the
 
Increased compensation does conform 
 to the requirements of PD3.

The report concluded that the Increase "has not resulted in any

reports of alleged or documented cases of coercion 
In the BAVS
 
program. Indeed, there has never been a report of such a case in

the BAVS program" (p. 2). This continues to be true.
 

All evidence, direct and indirect, is 
 that the compensation

payments do not induce people to become sterilized who would

otherwise prefer to have more 
children or to use a temporary

method of contraception.
 

Where abuse does occasionally creep in Is through people

who try to take advantage of the system -- namely its compen­
sation payments 
 (in the same way that the existence of welfare
 
payments In the United States 
occasionally results In welfare

abuse). The most typical example of such "system abuse" involves
 
men who request a vasectomy when they have already had one (or

their wife 
has already been aterilized or is post-menopausal),

their motivation being another 175-taka compensation.
 

Well aware of this phenomenon, BAVS has trained Its coun­
selors and physicians to 
screen out people not genuinely seeking

the operation for its permanent contraceptive effects. Most

such 
people are discovered by the counselors during the pre­
operative Interviews and are turned away. Some become nervous

during the counseling interview and simply 
 leave, tearful that
 
they will be found out. All BAVS counselors screen carefully for

such would-be abusers and, 
 when they reject a requestor on this

ground, enter his name In a record book. 
 Statistics are col­
lected by BAVS headquarters and analyzed in a quarterly report

entitled "BAYS Clinic-Wide Vasectomy and Tubectomy Rejection

Statistics." 
 Some men manage to deceive the counselor but are

found out by the physicJan In his preoperative screening that
 
follows the counseling session. They, likewise, are rejected.

The number of men who ultimately manege to slip through is very

small. For example, one quarterly audit found that, In a sample

of 624 vasectomy clients, only three men 
(less than one-half of 1
 
percent) had been sterilized twice. 2.A/
 

This kind of system abuse Is clearly different from and

much los serious than If -he system were 
abusing an Individual.
 
Nevertheless, AVS and BAVS, and USAID/Dhaka, also closely monitor
 

16 N.A. Quasem & Co., "Report on the Evaluation of the

Voluntary Sterilization Program for October-December Quarter
 
1904,", p. 64.
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this situ,.tion and seek to 
eliminate deceivers. Ongoing efforts
 
Include improving counseling and screening, compiling 
and
 
analyzing rejector statistics, and sponsoring special studies
 
when questionable patterns emerge.
 

For example, in 1984 audits revealed that a large number
 
of sen and women had gone for VSC 
 to a clinic outside of their
 
home district (upazila). This raised the suspicion that they

(or their spouses) had already 
had a procedure in the home
 
district and that they were going second clinic
to a to get a

second compensation payment. 
 USAID/Dhaka therefore commissioned
 
a study of this phenomenon. Fears were allayed. Interviews

showed that, In most cases, 
 people went to an outside clinic
 
simply because It was more accessible (closer or with better
 
transportation), because 
 its services were believed to be

better, or it been
because had recommended by someone. 17/
 

11.4.5.3 El Salvador. In January and February 1984

articles by a single journalist were published in the National

Catholic Reporter and Christian Science Monitor, and subsequently

picked up by the 
Washington Post and elsewhere. 
The journalist

asserted that the Salvaddran family planning program was 
inducing

and coercing 
women to become sterilized without their full
 
knowledge or consent -- most specifically through food incentives

and by forced postpartum sterilization. Alleged cases were cited
 
from a displaced persons camp and a hospital maternity ward. 
 AVS
 
promptly launched several investigations of these charges.
 

1) Dr. Gonzalo Echeverry, an eminent Colombian obste­
trician-gynecologist, conducted an overall 
 program evaluation of
 
the El Salvador family planning program in February 1984./18

After site visits, extensive Interviewing, and careful review of
 
project documents, he concluded that
 

a) There is no evidence of pressure or coercive practices to
 
adopt sterilization as a method of 
family planning;
 

b) There are no material Incentives, neither for sterilization
 
requestors nor 
for the personnel involved in IEC activities;
 

17 "A Special 
 Survey Report on the *Outside Cases' of the

Three Selected Upazilas for the 1984 April-June Quarter," Dhaka,

April 25, 1985, pp. 21-33.
 

18/ Dr. Gonzalo Echeverry, "Evaluation of the Voluntary

Sterilization Programs In 
the Republic of 91 Salvador," Report

to the Association for Voluntar7 Stqrilization, February 17 
to
 
March 3. 1984.
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c) 	 No quotas have been established for IEC personnel for the
 
recruitment of acceptors. (The programmatic objectives
 
adopted for a determined working period for budgetary and
 
administrative purposes have erroneously been interpreted as
 
quotas.) Consequently, there are no disciplinary measures
 
for unmet objectives;
 

d) 	 There is 
 a time gap between the request for sterilization
 
and the proceduro. Also, more than one 
person is involved
 
in the counseling sessions and informed consent procedures;
 

e) 	 Requestors receive respectful and humane treatment in
 
all programs; and
 

f) 	 All VSC clinics offer (free] temporary contraceptive methods
 

2) AVS's Director of International Programs also visited El
 
Salvador promptly after the appearance of the articles alleging

abuse in the El Salvador program. He purposely went to the sites
 
of the alleged abuses and interviewed clients and staff at those
 
sites. He concluded in his trip report that
 

a) 	 The VSC programs in El Salvador are fundamentally and
 
Intrinsically noncoercive at all levels 
and in all
 
sectors in both their implementation and policies.
 
Furthermore, the national family planning program is
 
well-managed and balanced 
and does not give dispro­
portionate attention to VSC. And, 
the newspaper
 
allegations regarding quotas, incentives, and other
 
coercive practices were not substantiated. The program

is being implemented on the whole in an entirely
 
ethical manner. Indeed, it 
 is in design organized
 
to prevent abuses and Inappropriate sterilizations.
 

b) 	 The family planning program in El Salvador is not
 
designed or oriented to promote sterilization over
 
other methods and, furthermore, there are safeguards
 
present in the family planning program to ensure that
 
all sterilization requests are well-informed and
 
voluntary. There is complete availability and offering
 
of other contraceptive methods. All methods can be
 
obtained free of charge. 
 All clients receive coun­
seling by field and clinical staff prior to surgery
 
to ensure they understand the consequences of their
 
decision and are unlikely to regret it later. It is
 
mandatory In all sectors that all clients provide their
 
prior, 
informed consent and that this is documented and
 
signed by the requesting client. Because facilities,
 
staff, and resources are insufficient, moat clients
 
must wait for some period of time from when they choose
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sterilization and when they are scheduled 
 for surgery;

they therefore have an opportunity to consider their
 
request.
 

c) 	 The reason why the services are popular is that they
 
are long-established in Salvadoran society. 
Voluntary

sterilization services have 
been widely available in
 
the country since the early 1970s...and...are of very

high medical quality. The physicians in E1 Salvador
 
are very well trained. Prior to the current civil

strife, El Salvador was famous as a surgical ster4 l­
ization training site for physicians from throughout

Latin America. In addition, the program is well­
managed and supervised ....Staff in the program treat
 
clients with dignity and respect. Finally, voluntary

sterilization performance succeeds 
 because in El
 
Salvador family 
planning and voluntary sterilization
 
are essentially nonpolitical. The two largest poli­
tical parties support family planning services. Even

the guerrillas allow the field staff of the AVS family

planning program to conduct their work without problems

in contested areas.
 

3) 	 To investigate further the allegations, AVS contracted
with 	the Center for Latin American Studies of Tulane University

for a survey. A sample of 648 women, at different sites through­
out 	 El Salvador were interviewed according to a carefully

planned methodology similar to that of AVS's four-country follow­
up survey. The El Salvador survey concluded that:
 

a) 	 Women in El Salvador are voluntarily Choosing steril­
ization because it Is widely known, culturally accep­
table, and a highly reliable means of terminating child
 
bearing. It appears 
 that 	the decision is made after
 
covsiderable interpersonal communication with other
 
sterilized women, (where applicable) the partner, and
 
occasionally, health personnel. 
 The length of time
 
that women have known about sterilization and the
 
interval they report between 	 the
making decision and
 
having the operation further suggests that this is a

well-contemplated action. 
In sum, there Is no evidence
 
from this study to suggest that these women were
 
pressured or coerced into having the operation.
 

b) 	 Only one of the 648 women felt that she had been
 
pressured into having the operation. This was not done
 
by a health provider, but rather by cte mother of the
 
woman, who reportedly refused to take care of any more
 
children.
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c) 	 The majority of the 648 women interviewed:
 

o 	 had known about female sterilization for over three
 
years,
 

o 
 had been exposed to messages about sterilization on at
 
least three mass media,
 

o 	 had discussed the operation with a doctor, nurse, or
 
social worker,
 

o 	 had talked to an 
average of four other sterilized women
 
about the operation, and
 

o 	 had discussed the procedure with their partner.
 

d) 	 Overall, these women had positive impressions of the health
 
personnel who served them: 95 percent or higher rated the
 
care as "good" in all the facilities under study. 19/
 

4) USAID/EI Salvador itself also extensively investigated

the alleged abuses. Among other conclusions are the following:
 

a) 	 After conducting a random check of over 300 sterilization
 
acceptor records In different locations In the country,

USAID staff found that, in all cases, the informed consent
 
form 	was properly executed and signed.
 

b) 	 The specific case of 
 alleged abuse at the San Francisco
 
Gotero Hospital cannot be traced. 20/
 

These investigations support the overall conclusion that
 
surgical contraception in El Salvador is conducted in an entirely

voluntary manner In an atmosphere -- contrary to the early 1984
 
press allegations -- free of coercion, misinformation, or in­
centives.
 

11.4.6 Findings from Other Countries
 

Other findings testifying to the voluntary nature of VSC in
 
other countries Include the following:
 

19 J. Bertrand et &l., "Female Sterilization in El
 
Salvador: Factors Influencing the Decision," Tulane University,
 
November 15, 1984, pp. 22-23.
 

20/ Torrance W. Jezowski, "Trip Report, 91 Salvador, 29
 
February - 3 March 1984," AVS, New York, pp. 4-8.
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11.4.6.1 Indonesia. As VSC currently accounts for only

about 3 percent of total contraceptive use in Indonesia, it would
 
be hard to make 
 a case that users are coerced. There certainly

was no coercion observed 
and in none of the facilities visited
 
were sterilizations performed without 
a correctly filled-out
 
informed consent form. 
 Service providers must submit this form
 
to be reimbursed. Some facilities did not have full-time trained
 
counselors present. 
 This is being remedied, however, by PKMI,

which is currently training counselors. The University of
 
Indonesia has just finished data-gathering for the AVS-supported

follow-up study of 
a sample of approximately 1,000 women.
 

11.4.6.2 Guatemala. 
APROFAM offers voluntary sterilization
 
to men and women in Guatemala 
as part of its larger family

planning program. Since 1977, over 55,000 
male and female

sterilizations have been 
performed 
as part of the voluntary

sterilization program, 
 known locally as the Programa Consolidado
 
(Consolidated Program), 
which provides services in 35 locations

throughout the 
 country. This program began in 1973 in Guatemala
 
City with financing from The Pathfinder Fund. Two years later,
AVS began its support of APROFAM. Since 1975, AVS has been the

sole funding source for this program.
 

Sterilization is the leading contraceptive method in
Guatemala. 
 According to the 1983 contraceptive prevalence

survey, nationwide 25 percent of married 
women of reproductive

age are using contraception; 40 percent of these women reported

that they had been sterilized and an additional 4 percent

reported 
 that their husbands (partners) had had a vasectomy.

Regardi:,; potential demand, 61 percent of the women who wanted no
 more children claimed to be interested in sterilization.
 

USAID/Guatemala recently evaluated this program, 
among
other purposes, to obtain qualitative attitudinal data from both
 
recent acceptors (sterilized) and potential acceptors 
 (not

siterlllzed) on three key issues: 
(a) the cost of the operation

and how this affects public perceptions of it; (b) sources of
 
information about and 
 motivation for sterilization; and (c)

sources 
of influence in having the operation and whether the
 
decision was truly voluntary. A total of 199 sterilized men and
 
399 sterilized women were interviewed about their experiences,

impressions of the service facility, cost, 
 and satisfaction with
 
the operation.
 

The findings suggest an overal 
 high level of satisfaction
with th' operation and a favorable impression of the quality of

the services. Findings on the three main Issues (a-c above) are
 
outlined below.
 

a) Cost. Participants spontaneously expressed satile­
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faction and gratitude for the low cost of the operation available
 
through APROFAM. Low cost was not equated with inferior quality.
 

b) Communication. Many respondents first learned of the
 
operation from the mass media (especially radio). However,
 
interpersonal communication was important in the decision. Two
 
barriers among those who are not sterilized Include fu-r of
 
physical/sexual changes and doubts about the 
 reliability (perma­
nence) of the operation.
 

c) Source of influence in the decision. None of the
 
interviewees felt they had been forced 
 to undergo sterilization.
 
Ther prime motive for sterilization was economic, followed by

prob .ems with previous pregnancies. 21/
 

11.4.6.3 Brazil. In Brazil, no evidence of lack of
 
voluntarism was found. Requestors must pay for VSC, there are
 
often considerable waiting periods, and many requestors are
 
rejected. Four AVS-supported projects were visited.
 

1) PROPATER. This single-method organization performs
 
only vasectomies. Male factory workers are recruited 
at work by

social workers. A PROPATER social worker screens requestors, who
 
must wait one week for the vasectomy and pay a price equivalent
 
to US$28.
 

2) UPFSD (Sao Paulo Family Planning Unit). This organ­
ization has active screening by a psychologist and a high

rejection rate. The clinic uses minimum age and parity require­
ments 
(for example, age 24 and four children) and the Perkins
 
risk scale to screen for high risk of regret. UPFSD states that
 
90 percent of men and women who come to the clinic ask for VSC,
 
but that only 30 percent receive it. Requestors must wait two
 
to five weeks for the procedure. The indigent pay nothing;

others pay up to an equivalent of US$30. Other contraceptive
 
methods are free of charge.
 

3) CPAIMC (Maternal Child Research Center). CPAIMC
 
centers serve the indigent favela population who pay on a
 
sliding scale of zero to US$10 per procedure. They must wait
 
one week for VSC. A study by this organization revealed that
 
the acceptors have a good understanding of the permanence of the
 
procedure.
 

4) PIMFM. This is a training program; it offers VSC only
 
in the context of Its training activities.
 

21 Bertrand and McBrlde, "Evaluation of the APROYAM
 
Program for Voluntary Sterilization in Guatemala," Tulane
 
University and USAID/Uuatesala, February 1985, pp. 2-9.
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11.4.6.4 Colombia. 
AVS supports VSC through Profamllia, an

organization that was the 
 center of public debate between the

Catholic clergy and supporters of family planning in 1984. At
 
that time, "hundreds" of Indians 
were alleged to have been

castrated against their will. 
 When the church was asked for

evidence of these charges, 
 three persons were brought forward.
 
One was a severely retarded and schizophrenic woman who already

had one child by an unknown man. The other two women were
multiparous and in their early 40s who claimed 
 they were unaware
 
of the operation's irreversibility. But records showed appro­
priate procedures anJ documentation.
 

Still, doubt lingered that recruitment had been too aggres­
sive. This concern may have been a holdover from an earlier
 
program with the MOH, in which a per-procedure payment to

medical practitioners was paid. The current program with

PROFAMILIA does allow for some per-procedure payments, but these
 are fairly closely controlled. In larger clinics, the physician

is paid a base salary and then receives a payment of US$6 for
 
every procedure if over four are performed in a single hour.

The social worker screens the patients and is instructed by the

director of social work 
 to schedule no more 
 than four clients
 
per hour per physician. The existence of low-level antagonism

between physicians and social 
 workers probably testifies to the
 
effectiveness of this arrangement. 
 Only In very small clinics

and In mobile units Is the medical team reimbursed on a per­
procedure basis. As a consequence of the debate with the

Catholic church In 1984, the activities of both small clinics and

mobile teams have been severely curtailed, leading to reduced
 
numbers of sterilizations in the past 12 months. Evidence Is,

however, that the demand continues to be as strong as before the
 
debate.
 

Minor discrepancies were turned 
up In one clinic: an old
 
consent form -- more an authorization than an informed consent
 
form -- was still in use and the signatures on some consent

forms appeared forged. However, none 
of the acceptors has, on

his or 
 her own Initiative, challenged the appropriateness of the

counseling. Thus, there appears to be no 
 conclusive evIdence of

Involuntary sterilization of either men or women In Colombia.
 

11.4.6.5 srI Lanka. Since the beginning of the family

planning program in Sri Lanka, the 
 government of Sri Lanka has

offered, or provided, compensation to VSC acceptors, service
 
providers, and "diffusers" In various amounts. 
 In June 1983, the
government Increased the amount of compensation to acceptors from
 
300 rupees to 500 rupees. AVS Immediately worried that this
 
amount might exceed what ruslonably could be equated with
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compensation for wage loss and 
expenses and, therefore, might

motivate Sri Lankans to request a sterilization for monetary gain

rather than for health and fertility-limitation purposes.
 

AVS, 	therefore, suspended support 
 to Its Sri Lankan affil­
iate until It could ascertain that the Increased compensation was
 
not verging on involuntarism --
 that it was still consistent with
 
AID's PD3 guidelines on voluntarism. Following AVS's decision,

AID also suspended its assistance to the Sri Lankan program.

AVS then contracted for 
 an independent external examination of
 
the issue. Conclusions are excerpted below. 22/
 

1) 	 The environment surrounding the decision to seek a tubectomy
 
or a 
 vasectomy in Sri Lanka is distinctly noncoercive. The
 
level of education is high. The newspapers are still
 
remarkably free, but no instance could be found of 
the press

having uncovered a single instance of less-than-voluntary

sterilization over 
 the past few years. The atmosphere is
 
not one of pressure.
 

2) 	 The procedure for becoming eligible 
 for sterilization is
 
quite complex 
and allows for personal review and rethinking

all along the way. The village head must first certify that
 
the man 
or woman meets the government eligibility criteria:
 
men must be under 50 and women under 45; they must be
 
married and have at least two children; If they have only
 
two, the youngest must be at least a year old. This
 
certificate must then be taken 
to the hospital or clinic and
 
reviewed by the medical officer or nurse In charge. The
 
requestor is then asked 
to sign an informed consent state­
ment (a strengthened form Introduced by the AVS affiliate,

the Sri Lankan Association for Voluntary Sterilization).
 

3) 	 There are real; and feared, out-of-pocket costs associated
 
with sterilization in Sri Lanka, and these costs have
 
inhibited acceptance relative to other methods. 
 There is no
 
one figure for such out-of-pocket costs, which range wddely

depending on rural or urban residence, work status, and such
 
considerations. The compensation provided by 
the government

does meet most if not all of these costs for most acceptors.
 

4) 	 In conclusion, the current sterilization a.-ptor payment

does not constitute undue influence. Thw climate is
 
informed and open. Clearly, government policy supports

voluntary choice, but the government does not want any

economic impediment to acceptance of VSC.
 

22 Nicholas Wright, M.D., "Report on the Sri Lankan
 
Incentive Program for Voluntary Sterilization," 26 October 1963.
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A study of post-sterilization acceptors (350 males and

females) conducted by Sri Lanka's MARGA 
research institute

reached similar conclusions on 
 the hiqh level of "voluntariness
 
and motivation". 23/
 

After careful analysis, AVS did resume support to Sri Lanka.
AVS continues surveillance by monitoring acceptor numbers and
characteristics to detect any changes 
 in patterns that might

suggest questionable effects af the compensation policy. It has
not identified any instance of coercion. FHI, together with two

Sri Lankan PVOs, conducted two acceptor follow-up surveys, one

male and one 
 female, modeled after the AVS follow-up survey.

Both reports are expected to be completed in summer 1985.
 

11.5 Medical Services
 

11.5.1 Training
 

AVS training policies and practices have evolved from an
eclectic, informal approach to 
a mature, systematic program with

clear training goals and standards and mechanisms for monitoring

and evaluating trainees' performance. AVS encourages in-country

training, with coordination at the national level by a voluntary

coordinating body of representatives of governmental and non­
governmental VSC training institutions.
 

AVS benefits from its close 
working relationship with

JHPIEGO, particularly in regard to training. JHPIEGO-trained and
-equipped physicians often subsequently train in their home

countries. However, JHPIEGO-trained physicians generally

represent teaching hospitals In 
 large urban centers and under­
standably are biased In favor of laparoscopy. The result Is a
dramatic delineation of services, based on 
trainers' preferences:

some institutions 
perform female VSC exclusively by laparoscopy,

others by minilaparotomy only. As VSC acceptance diffuses to
 
more rural and remote areas, AVS has attempted to balance its
 
training for female VSC realistically between laparoscopy and

both interval and postpartum minilaparotomy. The effort appears
 
to be succeeding.
 

Currently accepted AVS training standards call 
 for special

se)iction criteria for different categories of personnel,

including specialists (obstetrlclans/gynecologlst, 
and urolo­
gists), 
 general surgeons, general practitioners, and, in 
some

instances, paramedical personnel, For laparoscopy, eligible

trainees are expected to 
 be fully competent in abdominopelvic
 

23 Wright, "Report..." p.6.
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surgery, with training limited to ob/gyn specialists, general
 
surgeons, and physicians with a minimum of three years' experi­
ence in abdominosurgery. For minilaparotomy, at least minimum
 
knowledge and experience In abdominal surgery and adequate

surgical ability are required. General practitioners receive
 
vasectomy training. Under certain conditions, paramedics may be

trained in minilaparotomy or vasectomy procedures 
under the
 
supervision of physicians.
 

That trainers' preferences prevail over training protocols,

however, implies a lack of standardization. The World Federa­
tion, in an expert committee meeting on training held In Brazil

in September 1984, 
addressed the issue of standardizing training

goals and methodology. Participants Included 22 experts repre­
senting 17 countries, with observers from 
USAID and other donor
 
organizations. The report 
of the committee's three task forces
 
recommend* setting standard requirements for training Instit­
utions; defining objective qualifications of trainers; codifying

selection criteria for trainees; standardizing training content;

certifying trainees; following up trainees; 
and specific training

for paramedics and the VSC delivery team.
 

The 1984 expert committee's report recognizes the need to

balance training with existing VSC caseloads at the training

Institutions so trainees may observe and 
perform the requisite

number of operations to assure proficiency. Moreover, as a
 
matter 
2 policy, AVS advocates concurrent physician training In
 
laparoscopy and In minilaparotomy to accommodate the client's

choice and the medical evaluation. Site visits, however,

demonstrated the difficulty of achieving this goal before a
 
critical mass of cases suitable for training purposes is reached.
 
For example, In Nigeria, Benin City Specialist Hospital performed

only 59 VSC procedures in 
 the past year and Benin University

Teaching Hospital, only 250. 
 These levels hardly suffice to
 
expose trainees to an appropriate mix of procedures. Often
 
training is temporarily curtailed 
 in favor of ob/gyn residents.
 
In somw instances, compromise In the number of 
 cases required to
 
certify proficiency, or substitution of cases of diagnostic

laparoscopy for VSC experience, is tolerated.
 

Such compromises are Inevitable as viable
a national
 
training and service program evolves. 
They highlight, however,

the importance of a follow-up evaluation of each trainee, the
 
detail@ of which are carefully spelled out In the report of the

1984 expert committee on training. Implementation of this

follow-up 
protocol -- which Includes quarterly reports from
 
trainee, to the training Institution, follow-up visits by the

training staff, and eventual national tralnee surveys -- has
 
just begun in 1985, and cannot yet be evaluated.
 

Finally, the balance between 
Initial training of ob/gyn or
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general surgery residents and the in-service or refresher

training 
of government and private physicians Is gradually

shifting. The surgical and anesthetic habits of older practi­
tioners are more rigid than those 
of young resident physicians.

Hence, AVS is increasing training support in teaching hospitals

where young trainees can be exposed all
to VSC modalities in

conjunction with related family and
planning mater-il/child
 
health practices.
 

11.5.2 Supply, Dedicated Space, and RAMs
 

In subprojects offering both laparoscopy and minilaparotomy,

donor agencies often have 
 to provide the equipment, supplies,

and physical environment that those
make procedures medically

safe. AVS frequently shares this responsibility with JHPIEGO,
with the latter supplying the surgical instruments, including

laparoscopes, and attending to their 
 repair and maintenance.

AVS supplies emergency equipment, drugs, linens, surgical kits,
and sterilizing equipment. 
 In addition, in institutions with
regular surgical operating theaters 
that are either overtaxed,

unsuitably located, or poorly designed, or that create a psycho­
logical barrier, AVS renovates or constructs a dedicated space,

usually contiguous with an outpatient family planning clinic or

maternity service, in which ambulatory VSC with local anesthesia
 
can be performed safely and expeditiously.
 

Several such dedicated VSC spaces in various stages of
construction and operation were visited, particu.arly 
In Nigeria

and the Dominican Republic. The site visits confirmed that

these are important and often necessary adjuncts to VSC delivery,

that they contribute to expansion of VSC caseloads, and that

they enhance both 
 the safety and ut1l1ty of VSC subgrantee

training sites. The host institution's contribution of building

space, medical support 
 personnel, building maintenance, and

medical supplies is essential in these arrangements as part of

the progressive assumption of recurring costs leading to self­
sufficiency. To this end, 
 partial payment for supplies by

acceptors also has been instituted In some locations.
 

AVS, tanrough its subgrantees, has supported RAMs in 14
countries. In 1984, three 
RAMs were in North Africa (Egypt,

Tunisia, and Morocco); 
 four were in Asia (Indonesia, Korea,

Nepal, and Thailand); and the remaining seven were In Central

America and the Caribbean (the Dominican Republic, El Salvador,

Guatemala, Honduras, Jamaica, Mexico, and Panama).
 

In general, RAMs were well-staffed with trained technicians

and had sufficient tools and spars parts. 
 In Nepal, where there
 
are 30 laparoscopes and 71 laprocators, three technicians

maintain the instruments, which are tested at twice
last 
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annually. The equipment is Issued at time 
of use, and enough
 
spares are kept to exchange laparoscopes and laprocators quickly

when necessary. The RAM technician may accompany the VSC team
 
to ensure proper une and maintenance. The Nepal center is
 
nominally part of tee MOH infrastructure, but it Is financed by

USAID/Nepal, is 
located in the AVS grantee's compound, and comes
 
under the grantee's supervision.
 

In Indonesia 
the same pattern of support is evidenced, with
 
USAID/Indonesia support channeled 
through BKKBN, the Indonesia
 
family planning government agency, which, in turn, asks PKMI,
 
the AVS grantee, to operate the seven centers 
that maintain and
 
repair the 500 instruments 
of both U.S. and German manufacture.
 
(The German laparoscopes were provided by The World Bank.) 
 This
 
seems a rather convoluted manner 
to funnel finances and does
 
little to relieve AVS's fiscal responsibility to the RAM, either
 
directly or indirectly.
 

In Nigeria, repair and maititenance are contracted (no AVS
 
funding involved) to a medical supplier in Lagos, who was trained
 
in the United States. He visits all AVS-supported programs
 
regularly and 
whenever problems arise. The subgrantees are
 
completely satisfied with the arrangement.
 

AVS no longer supplies RAM@ with laparoscopes and lapro­
cators. 
At some sites, both American- and foreign-manufactured
 
equipment is in use, so spare 
parts must be purchased from
 
non-U.S. sources, a procedure which requires waivers. For these
 
reasons, and in keeping with the current emphasis on simpler and
 
less costly technology (postpartum and Interval minllaparotomy),

AVS encourages RAMs to become self-sufficient, to align with an
 
institution, or to find alternative funding sources. So far,

the RAMs In Korea, Thailand, Nepal, Jamaica, Panama, Indonesia,
 
Morocco, Tunisia, and Egypt have transferred funding respon­
sibility to another donor.
 

11.5.3 Medical Service Standards and Guidelines
 

The medical division was created in 1982, when AVS hired
 
its first full-time medical director. 
 The science committee, a
 
multidisciplinary body, made up of experts in ob/gyn, urology,
 
anesthesiology, and epidemiology, meets at 
least once a year to
 
guide the medical division's policy. The committee's work is
 
supplemented by ad hoc expert committees on specific topics,
 
task forces, and conferences.
 

A set of medical service standards for both female and male
 
VSC procedures was prepared and circulated as "ianiux Medical
 
Service Standards." In January 1983, 
the AVS science committee
 
and other experts declared the standards were no longer minimal,
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charging AVS projects 
to make "every reasonable attempt to
conduct service activities in accordance 
with the Medical
Standards." Directors 
of AVS-funded programs were 
 told to
inform AVS of deviations from the practices 
described in the
medical standards. The published report of the expert committee
(see 11.5.1), which met in Mnila May 9 to 12, 
 1983 ("Safety of
Voluntary Surgical Contraception"), 
 is a set of supvlemental

guidelines, geared to specific surgical and anesthetic practices.
 

Strict compliance with published standards cannot 
 always be
achieved or enforced, particularly in areas in which some VSC
activity (usually in the private sector) exists, patterns of
surgical and anesthetic practice are established, or logistics
hamper supply lines and communication. 
 In such instances, the
medical division encourages country "norms," flexible standards
 
on service provision and training goals 
 tailored to local
circumstances by locally 
 respected medical personnel. Country

norms currently are being promulgated In the Dominican Republic,

as an outcome of an April 1985 seminar on medical safety. 
The
norms, jointly developed by PROFAMILIA and CONOPOFA, are heavily

influenced by the AVS standards.
 

In sum, AVS's current medical supervision strategy is
generally appropriate and in line its
with current policy of
enhancing service quality 
 through professional education and
 
supervision.
 

11.5.4 Medical Supervision of Subprojects
 

As AVS's VSC programs increase, the medical division 
in New
York loses direct subproject supervision. Medical supervision

becomes indirect, and tasks 
 are delegated. AVS disseminates

published 
medical service standards and guidelines; develops
forms for required reports of program performance, complications,

and untoward events; recruits
and regional medical staff and

regional medical consultants to visit in-country medical sites.
 

11.5.4.1 Site Visits. the
At beginning of the current
cooperative agreement medical site were
visits sporadic and
infrequent. A concerted effort has begun to visit sites regu­larly, with an attempt 
to visit the larger projects at least once
each year. However, regularly scheduled visits to sites are
difficult, given the number 
 of projects, limited staff, and the
visits requested by local project staffs 
 to sort out special

problems or untoward occurrences,
 

Although 
 the medical division 
staff does, and intends to
continue to, make site visits, 
these are increasingly focused on
proposed new projects or special problem areas. 
 Now site visits
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are delegated to newly recruited medical personnel in the
 
regional 
 offices, and to regionally recognized consultants,
 
enhancing AVS's medical supervision. The new recruits personnel
 
in the Latin American and Asian regional offices are experienced

and respected senior professionals; AVS plans to bring them to
 
New York Jn 1985 for orientation.
 

11.5.4.2 Medical Records and Required Reports. AVS
 
constantly refines its records and report requiremonts to
 
standardize, simplify, and improve the process. 
The require­
ments for medical records, for reports of complications and
 
deaths, and for site visitor compliance reports are clearly set
 
forth in the published standards. In addition, improved versions
 
of informed consent forms and "Physicians Training Reports" are
 
currently being field-tested.
 

Despite concise and straightforward reporting forms and
 
reasonable reporting expectations, the accuracy of field reports

is questionable. The chronic problem of apparent underreportlng

of complications and late or insufficient reporting of fatalities
 
arises both from a natural disinclination to acknowledge unsatls­
factory outcomes and from a lack of clear understanding of AVS
 
expectations and of the importance of the data by individual
 
physicians.
 

Many physicians fall to report minor complications they

considered inconsequential, despite AVS instructions. or
 
example, purulent discharge from a small laparoscopy or minllapa­
rotomy incision seems akin to a superficial surgical wound
 
infection until probing questions are asked in a site visit.
 
Likewise, some physicians do not feel required to report compli­
cations that responded to treatment (for example, successfully

controlled bleeding). In general, subgrantees who report "no
 
complications" in a large series of cases are probably underre­
porting. This, however, is difficult to prove, especially in
 
projects that screen for the lowest risk candidates and use only

conservative surgical and anesthetic techniques. Verbal and
 
written reinforcement during supervisory and medical site visits
 
is gradually improving the quality of reporting. A new model
 
monitoring system (in Kenya, Indonesia, and the Dominican
 
Republic), which reports complications in the simplified case
 
record, will be field-tested shortly.
 

unse wource of confusion in reporting is wovth mentioning.
 
Anesthesia complications, or others arising before the tubal
 
occlusion, are sometimew 
not considered sterilization-related,
 
because the sterilization did not actually take place. As
 
irrational as 
 this may seem, such cases occur. Neither the
 
standard nor the complications reporting forms specifically
 
mention discontinuing a VSC procedure when complications arise
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or when unsuspected pathology, 
much as dense adhesions, is

encountered that would make the procedure dangerous. 
A reporting

category of "Surgery discontinued without VSC completion" is

called for to further physician education and fuller docu­
mentation of untoward events.
 

11.5.4.3 Investigation 
and Follow-up of Fatalities.
 
Fatalities associated with VSC are rare, averaging an estimated
 
one per 10,000 cases worldwide. Nevertheless, AVS investigates

all suspicious deaths to ease fears that might 
 affect the

acceptability and diffusion of 
 VSC as a public health measure.
 
Although a surgical mortality rate lower than a country's

expected pregnancy-related 
mortality may be rationalized, AVS

does not do so. The organization's commitment to medical
 
excellence shows in its handling of five apparently VSC-related
 
fatalities in one country. 
 In none of these five cases was the

AVS 24-hour post-occurrence report requirement met. 
 The atten­
ding 	surgeon was apparently unaware of the reporting requirement

In one case. (A Ministry of Health Investigation brought it to
 
the attontlon of the government-sponsored AVS program director.)

The second death (reportedly anesthesia related) was unreported

because the patient was never sterilized. In both instances, the

administrative level of the subgrantee (which is aware of the
 
reporting requirement and supplied with the necessary forms)

failed to communicate with the level 
 of service delivery. Once
 
AVS was notified, the project director dispatched a senior
 
physician from the regional office for 
 an on-site investigation

and 	 detailed 
 report to the medical division. An in-country

medical safety seminar was arranged as well.
 

In the course of the medical Investigation and seminar

preparation, the AVS representative learned of the three addi­
tional fatalities, in one 
case by word of mouth and in the
 
others by alert probing into a newspaper account of two surgical

fatalities. 
 These, too, were probed. Each case was reviewed by

the AVS medical director; the reports were analyzed by the

associate director; and the relevant literature was searched by
 
a special program officer.
 

In response, AVS
 

1) 	 suspended VSC services pending completion of the investl­
gation;
 

2) 	 notified the attending physician as well as the program
 
director of the findings of the investigation;
 

3) retrained the physicians in safety measures, for both
 
anesthesia and surgery: atnd
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4) held an in-country seminar on medical safety for AVS project
 
physicians.
 

The measures 
 taken by AVS to investigate VSC-related
fatalities, to establish their 
cause and prevent reoccurrence,
to institute corrective measures, and to use the lessons learned

for educational purposes are both appropriate 
and laudable. In
particular, the medical division recognized the exigencies of
medical practice In developing countries that often make the
strict application of the 
published "Medical Service Standards"

impossible. And the medical division's emphasis on 
education -­learning from mistakes -- rather 
than punitive actions is
 
commendable.
 

However, a serious communication gap, apparently between
project administrators and the surgeons who actually perform VSC
procedures, 
must be bridged. The subagreement's reporting
requirements 
were well understood 
by the project director but
not conveyed 
 to each service sito or participating surgeon.
None of the cases involved a conscious attempt to hide the facts.

Rather, the long reporting delay reflected 
either the operating

surgeon's knowledge, or a project administrator misinterpretation

of the need to report all fatalities In AVS-sponsored programs,

regardless of 
 the assumed cause of death. (AVS subagreements are
written in English; therefore, both language 
 and cultural

barriers to full understanding of all of the details of subagree­
ments may occur.)
 

11.5.5 Medical Services: Country Examples
 

1i.5.5.1 Banaladesh. In Bangladesh, 
AVS has has a major
impact In introducing and promoting high medical safety stan­dards. This has been achieved through BAVS, one of 
 the most
successful of all AVS-supported activities, as well as one of
the most suc:essful of all family planning service delivery

programs In Bangladesh. BAVS was established In 1975 in Dhaka

and now runs 34 clinics throughout Banglad.h which perform 15 
to
23 percent of all sterilizatlons (male and ,,nale) in the country
and offer temporary methods to "rejected clients" 
and, since
early 1985, to the 
 general public. In its first decade, BAVS

performed 400,309 VSC procedures (248,668 tubectomies and 151,641
 
vasectomies).
 

BAVS is a standardsetter in this appalllngly poor country
where the government lacks the and
manpower administrative
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capability to deliver high-quality services reliably. 24/ BAVS
 
maintains medical 
 standards of care considerably higher than

those found in most gove-nment clinics. 
Within the SAVS program

there was only one VSC-attributable 
 death (female) in 1984,

despite the performance 
of over 100,000 procedures. This
 
Is extraordinary.
 

The disparity between the high-quality services of BAVS and
the poorer quality services of government clinics has provoked

both resentment from the government and 
concern on the part of
USAID (which supports both the government and BAVS programs

through its 
 present bilateral project). Recently, however, BAVS
 
has helped government facilities Improve VSC service quality by
 

1) 	 Providing technical 
 assistance for developing a govern­
ment of Bangladesh Sterilization Manual, basically an
adaptation 
of the BAVS Manual for Sterilization and VSC
 
Service Delivery Guidelines developed in 1975;
 

2) 	 Providing technical assistance on government VSC policy

issues through BAVS' membership on the National VSC Tech­
nical Committee, the highest body for 
 recommending VSC­related policy to 
 the 	 Ministry of Health and Population

Control;
 

3) 	 Organizing two training workshops, on January 
2-3 	 and

August 21, 1981, 
 at BAVS training headquarters, to train
top-level government physicians (Including 
professors of
ob/gyn and surgery of 
 the medical college hospitals, the

physician-administrators of the Ministry of 
 Health and
Population Control, and 
 the 	 district Civil Surgeons) in

cardiopulmonary resuscitation and improved 
anesthesia
 
techniques;
 

4) 	 Developing training for government physicians on overcoming

obstacles and dilemmas in maintaining medical standards in
VSC service delivery (at the BAVS Third Annual Medical
 
Workshop January 1, 1982);
 

5) 	 Holding four regional medical workshops In May 1982 to

train governpent rural health center physicians to implement

minimal medical standards and manage emergencies In VSC
 
operating theaters;
 

6) 	 Providing technical 
 assistance to the Directorate of
 
Population Control and 
 the Voluntary Health Services
 

24 	 M. Koblinsky, R. Simmons, 
 J. Phillips, and Md. Yunus,

"Barriers to Implementing an Effective National 
 MCH-VP Program,"
 
XCDDR, B, 1984.
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Society (a national-level nongovernmental organization)

to organize a VSC conference on December 21-22, 1982,

for all nongovernmental organizations providing VSC services
 
in Bangladesh;
 

7) 	 Training government physicians, program managers, and

other staff members on the principles of client recruitment,

counseling, and follow-up at the BAVS 
Fourth Annual Medical
 
Workshop, March 1983;
 

8) 	 Training government physicians in quality clinic management

(medical and nonmedcal issues), including preoperative

client preparation and emergency preparedness (BAVS Regional

Medical Workshops July-October 1983 and BAVS Fifth Annual
 
Medical Workshop, January 1984);
 

9) 	 Regularly offering both initial 
 and refresher training

for several hundred government physicians;
 

10) 	 Technically assisting in the development of training

curriculum for the initial (comprehensive) training of
 
government physicians, which takes place at the government's

eight model clinics; and
 

11) 	 Supplying technical assistance to the government's Steril­
ization Surveillance Team to develop a mortality 
and

morbidity investigation and reporting system for the country

(as required by AID in a condition precedent of the present

bilateral population project).
 

In addition, AVS has directly funded 
 the government's VSC
 
program through:
 

1) 	 A consultancy by Dr. John Fishburne, Jr., in July 1980,

for review of anesthesia-related sterilization 
deaths
 
in the government program;
 

2) 	 Twelve CPR training models (mannequins) for 12 govern­
ment VSC training centers (eight model clinics, the Moham­
madpur Fertility Research Model Clinic, district 
 clinics in
 
Khulna and Comilla, and the BAVS Dhaka clinic);
 

3) 	 Emergency supplies, 
 following a request from the government

of Bangladesh and USAID's concurrence, to meet emergency

situations -- sutures In 1980, ambubags in 1961, asepsis

maintenance material (autoclave indicator tapes) in 1982,

and local aneithesia medicine (Lidocaine) in 1983 -- for
 
keeping the government's VSC services operating without
 
interruption;
 

4) 	 Occasional support for top-level government policy- makers
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to participate in international seminars and conferences;
 

5) 	 Support for the first phase of the Refrr.her Training

Program for 600 government physicians (the second phase

is being reviewed for approval); and
 

6) 	 Plans to support Government physicians' initial (compre­
hensive) training program as well as government efforts to

Institutionalize counseling 
at all family planning service
 
centers.
 

11.5.5.2 Tunisia. 
 Since 1978, with AVS support, female
 
sterilization has become widely available as a program 
method in

Tunisia's ONPFP-directed national 
 family planning program. It
 
now accounts for 35 to 40 
 percent of all use of modern contra­
ceptive methods (1983 prevalence survey). Since then, AVS has

financially supported the Tunis training center and 17 
 of the 23
family planning clinics and centers of 
the ONPFP. Over 100,000
tubectomies have now been performed through the program; only two

deaths have occurred. Complication levels are low. 
 A thorough

program evaluation in 1984 verified 
 the 	 high level of medical

quality and concluded 
that there is no need for any further

evaluation at 
this 	time of medical quality and safety. 25/
 

Counseling. VSC counseling, 	 field and
in the 	 in the

clinics, is part of 
 general method counseling. A planned 1986

ONPFP counseling workshop will receive AVS funds.
 

ZEC. AVS does not 
 have a separate IEC program In
Tunisia but contributes materials 
 to the ONPFP and other donors
 
in this area. 
V.C is not promoted apart from other methods. The

AVS regional office is now translating materials on female VSC

into Arabic and may soon do the same 
with materials on the male
 
VSC.
 

11.6 Strateagc PlannIng
 

An organization's strategy is defined as 
It. objectives and
policies -- the objectives, of course, 
being the general direc­
tion In which the organization Intends to move, the policy being

the constraints It Imposes on 
Its own actions In pursuit of those

objectives. In the current critical atmosphere both In the
United States and Third World, considerable attention Is being

paid to policy development and enforcement, raising the danger

that the policies (constraints) may become 
ends in themselves
 

25 	 "GOT/USAID Evaluation 
of the Tunisian Filly Planning

Proqram," June 1964, pp. 26-28, 77-79.
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while the objectives of the organization are lost along the way.
 

The stated objectives of AVS are 1) to expand VSC in ex­
isting programs to serve larger populations, and 2) to introduce
 
VSC in societies without programs. These general objectives

could justify a broad range of activities. Perhaps the very

generality of the objectives 
 focuses attention on policies as
 
guides to action.
 

11.6.1 Resource Allocation
 

How to spend money -- on VSC services or policy promotion,
and in 
 which regions -- is an AVS policy decision. There has 
been a marked shift of resources in sub-Saharan Africa and away

from Asia and the Far East, a shift consistent with current AID
 
policies (Table 1.6-1). If this 
 resource shift continues,
 
additional money 
will have to be invested in project development

In sub-Saharan Africa: specifically, creation of a regional

office and allocation of more travel money to find promising
 
funding opportunities.
 

11.6.2 Services
 

Whether to fund new or continuing services is a difficult
 
issue. It brings into direct opposition the two stated objec­
tives of 
the organization. AVS agonizes, appropriately, over
 
the issue and attempts to encourage established programs to
 
become self-sufficient 
 In order to free resources for new
 
subgrants. Technical assistance 
programs to promote improved

cost effectiveness and financial self-sufficiency might make this
 
a less painful choice.
 

At present, AVS fosters financial independence by gradually
 
reducing the Institutional reimbursement per procedure. But for
 
organizations that bill 
on a variable cost basis, problems arise.
 
If the AVS subsidy is less than the cost of the service, finan­
cial logic dictates that the recipient organization simply

eliminate the service. Variable costs are most evident when
 
practitioners are paid per procedure or 
contracted part-time;

therefore AVS 
 encourages recipients to hire practitioners or
 
lease facilities long-term, making It difficult for the recipient
 
agency to abandon sterilization when It Is no longer a paying

proposition. Although the 
 strategy is Machiavellian -- It ties
 
the hands of the recipient organization -- such maneuvering does
 
Increase the 
 likelihood that surgical contraception will outlive
 
AVS's subsidization.
 

A corollary to this Issue is the choice of 
 target popu­
lation. High subsIJy levels 
 give poor people access to VSC,
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obviously a desirable emphasis. 
 If, however, a private sector
organization is toward
forced self-sufficiency by subvention

reduction, then that organization has to 
find paying customers.

Installment payments are an 
option but are not 
 always workable
because of additional administrative overhead. Instead AVS might

help these organizations to develop additional 
 sources of income
in two ways: 1) contact with other intermediaries and 2) develop­
ment of revenue-generatlng products 
and services, such as
training courses. AVS should discourage recipient programs from
blindly entering activities that operate at 
 a net loss. Unfor­tunately, many of the most necessary family health programs -­
nutrition, vaccination, and prenatal care 
-- fall into this
category. Private sector recipients need to 
face the stark truth:

If they are going to provide some services at a loss, they will

need compensating revenue-generating services.
 

11.6.3 Policy Promotion
 

Policy can be promoted two ways. 
 The first is to plant a
seed by providing services to unserved 
areas; the manifest
objective of 
 this tactic is to demonstrate the legitimacy of
the service as well as 
 the political viability of offering
sterilization within 
a given political context. The second type
of policy advocacy 
 is directly to meet obstacles impeding
the expansion of an existing service. 
Brazil Is a case In point.
The Social Security provides the bulk of the sterilizations in
Brazil, a country in which 18 
 percent of the married women of
reproductive age have been sterilized. 
 Due to peculiarities of
Social Security reimbursement policies, caesarean deliveries are
paid for but tubal ligations are not. 
 As a consequence, a
Brazilian woman understands that, 
 to get a tubal ligation, she
must first get pregnant and then bribe the 
 attending physician

to deliver the child by caesarean and ligate her tubes In the
 process. Either AV3 or 
the World Federation should question the
Social Security reimbursement policies, but neither has. 
 If AVS
could successfully change the policies, then 
 service expansion,

paid for by Brazilian monies, would quickly reach areas 
that have
 
no AVS subgrantees.
 

AVS has 
steadily increased monies going to leadership and
policy development (Table 1.6-3), 
 a significant amount of which
has been dedicated to developing medical and counseling guide­lines. Now that 
 guidelines have been articulated, the World

Federation should turn attention away from the internal operating
problems of sterilization programs 
and direct more energies to
changing policy to permit expansion of VSC services 
 Into coun­
tries where AVS already has a small operation.
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AVS has written country strategies for those countries in

which It is or would like to be operating. These strategies are
 
well done and represent a good start. Probably no more need to

be committed to paper. However, the strategies, when they refer
 
to operating avenues, usually focus 
 on organizations, not on
 
individuals. Many countries, however, still do not havt a viable
 
family planning organization. For those countries, the associ­
ation needs to return to the 1970s modus 
overandi of identifying

entrepreneurial Individuals to support. This would be parti­
cularly useful in expanding services through private medical
 
practitioners.
 

11.6.5 Factors in Strategic Planning
 

The role of policymaklng normally falls to the board of

directors. However, most of those policymaking options have

been preempted by AID. 
 A word of warning: the net result of
 
multiple sources of policy is that an organization can easily

lose sight of its objectives.
 

11.6.6 National Leadership Groups
 

As pilot projects are launched to esvnblish the political
viability of VSC, national leadership groups are formed to
 
create an organized force for liberalization of relevant legisla­
tion and policies. The experiences in the following regions are
 
instructive.
 

11.6.6.1 Africa (Francophone). Most countries in this
 
region do not have national leadership groups. If groups could

be formed, their specific functions might include, first, to

influence pollcymakers and professional groups; second, to
 
reinforce information and education 
 for VSC; and, finally, to
 
Initiate technical activities (training and services).
 

11.6.6.2 Middle last. 
 In this region, where cultural and

religious conservatism continues to 
 pose serious obstacles to
 
VSC (in all countries but Tunisia), the Regional Arab Federation
 
for Voluntary fertility Care provides a unique forum for physi­
clans of 10 Arab countries to share information and inspiration

concerning possible new approaches. In l )82, this group's

conference in Khattoum led the
to publication, by the 14orld
 
Federation In 1984, of 
the first Arabic language medical textbook
 
on famlly planning, Including VSC. The World Federation, with
 
the Regional Arab Federation and other organizations, plans to
 
hold a workshop In 1986 for medical 
 school dans and ob/gyn
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professors on how to 
introduce sterilization into their training
 
programs. 
 The AVS regional director in North Africa and the
Middle East believes this regional group 
will increasingly play

a crucial lead role in establishing, legitimizing, and eventually

popularizing VSC throughout the Arab world.
 

11.6.6.3 Tunisia. 
 Tunisia's national VSC leadership

group, the Tunisian 
Association for Voluntary Sterilizatlon
 
(Association Tunisienne de Sterilisation Volontaire or ATVS),

differs from the norm. 
 This group of about 200 physicians, led

by some of Tunisia's most eminent gynecologists, formed several
 
years after the national family planning VSC program had already

started. (Tubal ligation became 
a standard program method in

1974. ATVS came into being only in the late 
1970s and, legally,

only In 1981 when It ilso became an affiliate of the World

Federation.) Thus, tho2re was no 
 role for the ATVS influencing

pollcymakers to support Introduction of VSC as a 
family planning
method. Rather, in earching for 
a niche In the ongoing program,
without duplicating existinq efforts, It 
 was decided the ATVS

should have 
 as its mission the promotion of vasectomy. Vasec­
tomy, because of traditional Arab-Muslim 
cultural beliefs that

still prevail in Tunisia, is commonly 
equated with castration,

has remained virtually a taboo subject, 
 and Is not a national
 
program method, although some 
 men discretely seek vasectomies

from some private physicians. The ONPFP, 
which directs the

national family 
planning program, supports vasectomy in princi­ple, but thinks ONPFP promotion of vasectomy at this time would

be too risky and potentially damaging.
 

For this reason, AVS made a $21,000 grant to ATVS in 1983

for IEC to demystify vasectomy. To the extent possible, ATVS
 
was also to stimulate 
or develop interest In minilaparot3my and

local anesthesia. Under this grant 
 (first-year subagreement),

ATVS carried out six well-received vasectomy "information days"

in key cities throughout the country and successfully introduced
 
vasectomy into the curricula of medical, nursing, and midwifery

students. Other activities identified in 
 the first-year suba­
greement were not carried out because ATVS members were all busy

In private practice, teaching, and hospital 
 work and a salaried
 
program coordinator was not included In the first year budget.

A second year project has not 
 yet been approved for submission
 
to AID.
 

The 
 AVS regional office in Tunisia remains optimistic,

however, and hao developedi a $65,000 follow-on grant for ATVS.

Its objective* are to conduct an
1) IEC program directed toward

political leaders, medical and other 
 professionals, and the
 
general 
 public; 2) to entablish an Information and service
center In Tunis; and 3) to 
 provide vasectomy counseling and
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services on a demonstration basis in one provincial clinic. 
Key
to the success of this project will be 
 finding the program

coordinator (which 
may be possible by secondment of an exper­
ienced ONPFP staff member) and getting technical assistance in
 
program 
matters from the ONPFP so no mistakes that provoke

public outcry are made. The AVS regional office believes that,

through slow but carefully planned steps 
with this national

leadership group, public opinion can be turned around.
 

11.6.6.4 Egyt. Egyptian
The Fertility Care Society

(EFCS) has been 
criticized by some AID and AID-affiliated
 
personnel for not having mobilized forces in the Egyptian

government to adopt a law supporting sterilization. The training
work done by the EFCS in the early 1980s, however, is beginning

to show results. Evidence strongly suggests that the earlier

negative judgment may have been premature and should be re­
considered.
 

11.6.6.5 Sub-Saharan Africa. 
In Nigeria, the emergence of
 a leadership group, FAN, was greatly energized by 
the 1984 World

Federation-sponsored Sierra Leone Conference, and is currently In

the process of applying for World 
Federation membership. FAN,
with support and technical 
 fsstanceAVS, draws upon
trom 

nationally recognized and experienced leaders in the family

planning field 
 to provide information to policymakers and to
 
encourage implementation of government policy to 
 reduce the raLe
of population growth. FAN's first president explained that the

association, in collaboration with che Population 
Association of
Nigeria and the scientific committee of the Society of Obste­
trlcians and Gynecologists 
 (SOGH), plans to function an a 
"pressure group" to encourage the government to transform its
current recognition of the impact of 
 rapid population growth on

Nigeria's development into tangible action. 
 Its modus operandi

is to provide essential data for policy formation, and to educate
and disseminate information on family planning. 
FAN aims tobecome self-sufficiant 
 by Attracting Nigerian philanthropic

support. In the meantime, AVS supports FAN's atteApts to get VSC

accepted as a part of all 
family planning programs.
 

11.6.7 Summary Observations of Strategic Planning
 

To summarize, the following observations can be made as to
 
how AVS charts its course.
 

1) AVS has 
clear, albeit general, objectives and the main
thrust of the association'j activities contribute to those
 
objectives.
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2) The policies thar have been developed have been well
suited to perceived changes In the environment as well as to the

long-term interests of 
 the organization. Notably, voluntarism

has been the hallmark of AVS from its Inception. As a conse­
quence of recent closer official and public scrutiny of family

planning efforts, AVS has 
 taken pains to document extensively

the patent voluntary nature of its program. AVS has provided
conclusive evidence that It 
 has enforced the policy zealously

and effectively.
 

3) Systems have been put 
 Into place that preserve the
basic AVS policies on voluntarism and 
quality. Attention that

had been diverteed from other strategic activities to attend to
the external threat to voluntary sterilization may now, in large

measure, be redirected to 
more energetic planning. That Is notto say that AVS can now ignor- its policies -- the systems inplace will have to be monitored and maintained -- but rather thatrelatively increased emphasis can be placed 
on planning to meet

the basic service objectives of the organization.
 

11.7 World Federation of Health Acencies for the Advancement of
 

Voluntary Suraical Contraception (World Federation)
 

r1.7.1 Background and Current Status
 

This International voluntary health 
and family planning
organization was formed in 
 1975 and now has a membership of 44
health and planning organizations from 37 countries 
 an, three
regions. The organization has an executive board and standing and
 
program committees of volunteer International experts, and a

small secretariat 
 (of paid staff) in AVS headquarters in New
 
York.
 

The World Federation's mandate is develop a
to network of
national leaders to promote 
VSC services, to establish appro­
priate VSC standards, to provide a forum for 
 developing service

policies and guidelines, 
and to share current information on

surgical contraception techniques 
 and programmatic issues

(legal, IEC, informed consent, training, and safety).
 

To fulfill Its Information dissemination goals, the organ­ization publishes a newsletter (Communique) three times a year

(distribution of 2,000) and qpRdate, 
a periodic report of members'
activities and committee projects 
 related to service delivery.

The secretariat serves as an international clearinghouse for

information on all aspects 
of VSC, The World Federation also

has published eight comprehensive documents on various aspects

of VSC in several languages, including Arabic, French, and
Spaninh; a series of reports: 
a number of policy otatements and
guidelines; and In addition resolutlonu, declarations, and plans
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of action emanating from regional, national, and international
 
meetings (see Appendix C). During 1982 to 1984, meetings

arranged and funded by the World Federation included two inter­
national meetings, five international expert groups, and three
 
regional programmatic meetings. The secretariat staff is cur­
rently comprised of four professionals and two secretaries. (A

reduction in staff occurred 
 in 1984 due to an AID funding

ceiling. One program and one secretary position remain vacant.)

Currently, the international membership network consists of 44
 
national organizations in 36 countries representing thousands of
 
service delivery providers and family planning policymakers.
 

11.7.2 Funding History
 

The organization's main source of funding is a subgrant

from AVS which, in turn, submits the proposal to AID/W for
 
approval under the cooperative agreement. The total expenditures

for 1982 were $545,726; for 1983, $805,068: and for 1984,

$763,602. Funds allocated for fiscal year 1985 are $580,100. (A

financial summary by year and project activity is in Table
 
11.7.2.)
 

11.7.3 Professional Education, Policy, and Program Development
 

The World Federation disseminates VSC information worldwide
 
and provides a forum for discussion and development of inter­
national guidelines, VSC service policies, and plans of action
 
developed by world authorities in surgical contraception. This
 
has stimulated many AVS service projects and has encouraged

several governments to initiate and strengthen VSC. VSC initia­
tives, policy statements, and standards are more acceptable to
 
developing countries when designed by multinational leadership

(the actual VSC service managers) in the family planning field
 
(as opposed to the United States or other developed countries).
 

The World Federation has a unique claim to being the
 
authoritative International body on VSC because of the service
 
delivery program experts In 
Its volunteer network, In Indonesia,
 
the World Federation policy statements helped the local 
non­
governmental organization -- PKMI -- to influence the government
 
to provide VSC services,
 

The dynamics of VSC acceptance and situational focus must be
 
considered in viewing the World Federation's impact, Perhaps the
 
focus of the World Federation', activitios ,nder the AID funding

timbrella should be narrowed 
 to those more directly relating to
 
AID'. own objectives of expanding safe VSC sorvicen. AID should 
not dictate the World Federation's course, but 1#lctt'ely fund 
priority activities related to AV!Vo enrvicq Uooto, allowlng the 
World Federation to find outside financial oupport "or other 
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TABLE 11.7.2 
WORLD FEDERATION FOR VOLUNTARY SURGICAL CONTRACEPTION BUDGET
 

PROGRAM PROJECTS 
 1982 1983 
 1984 1985
 

PROFESSIONAL EDUCATION
 
Intl. Vasectomy Cont. $130,989
 
Regional Arab Cont. 
 40,631
 
Fifth Intl. Cont. 
 $272,203

Sub-Sahara Cont. 
 12,000 $247,026
 
Special pubs.
 

$24,000
 
Staff work on background
 
materials, research,

and program development 70,470 
 83,421 84,312 36,735
Rent 
 9,900 9,900 8,850
 

QUALITY ASSURANCE
 
Expert Committee on Safety 10,000 
 68,827 4,172 0

Legal & IEC Committee 8,000

Counseling Manual Cmte. 
 14,873

Expert Committee on Training 
 50,781
Statistics Committee 
 10,000
Voluntarlsm and monitoring 
 102,000
 

seminars
 
Staff work on background
 
materials, research, and
 
program c..velopment 46,981 
 55,614 56,208 85,715
Rent 6,600 6,600 20,650
 

LEADERSHIP AND POLICY DEVELOPMENT
 
Leaders speak for VSC &
 
regional activities 19,235 21,313 
 13,000 33,000


Staff work & background

research 
 46,981 55,614 56,208 48,980
Rent 
 6,600 6,600 11,800
 

INFORMATION DISSEMINATION
 
Techncal/Professional

publications & printing 
 16,525 16,000 
 13,850 10,500


Communications, dissemination
 
of into. & pubs & postage 9,000 5,000 
 7,000 10,000

Staff work to implement

information dissemination 46,981 
 55,614 56,208 48,980
Rent 6,600 6,600 11,800
 

PROGRAM MANAGEMENT RELATED TO ABOVE PROJECTS
 
W Board meeting 30,000 29,000 
 21,700 26,000
Program management costs 46,443 34,782 
 35,722 25,200
 

------------- -
rOTAL PROGRAM COSTS $522,236 3753,961 $686,435 $504,210 
kdminletrative costs 23,490 51,107 77.167 
rOTALS 0545,726 $805,068 0763,602 $580,100 
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activities it feels are important. 
 AID should assist the World
 
Federation in this.
 

One indicator of the effectiveness and impact of the World
 
Federation's subgrant with educstion
dealing professional 

activities, such as International and regional conferences (see

Appendix C), is the number of 
 new AVS service projects that
 
evolve as a result of contacts made at conferences. The AVS
 
vasectomy initiative and growing male service programs are direct
 
outcomes of the World 
Federaction's Vasectomy Conference 
(1982)

and Fifth International Conference (1983). Vasectomy projects

have been developed in Pakistan, the Sudan, and Tunisia, coun­
tries in which services were almost nonexistent. (AVS sub­
agreements with a male service component have increased by 20
 
percent since 1982.) The strong statement of VSC support from
 
the 100 health leaders who attended the 1984 sub-Sahara Confer­
ence stimulated a virtual avalanche of new AVS projects in
 
sub-Saharan Africa. 
Total attendees at World Federation meetings

during the years 1982 to 
1984 numbered 680 leaders representing

92 countries --
 many 	of which are priority AID countries.
 

Some examples of the many AVS projects developed as a direct
 
consequence of the Fifth International Conference include:
 

o 	 a VSC program In Bolivia;
 

o 	 a VSC service program at the Provincial General Hosplttl in
 
Nyeri, Kenya;
 

o 	 a survey on "Demand for VSC in Rural Kenya";
 

o 	 a one-week workshop in Sierra Leone 
for increasing awareness
 
about VSC and developing 
a national VSC data collection
 
system;
 

o 	 minilaparotomy training for nationals of many coun­
tries; and
 

o 	 the printing and use of new informed consent 
forms for all
 
VSC services in Sri Lan~a (private and public).
 

The World Federation works to ensure quality in the areas of
 
counseling, safety, 
and training. The World Federation Policy

Document "Ensuring Informed Choice" is the key program develop­
ment and counselor training resource in AVS-sponsored national
 
and regional projects in Nepal, the Philippines, Sri Lanka,

Thailand, Brazil, 
Mexico, Kenya, and Nigeria. Secretariat staff
 
tuchnically assist AVS in counseling, training, and service
 
projects on an ongoing basis. 
The World Federation safety guide­
lines have been translated into local lanquages in Thailand,

Indonesia, and Sri Lanka, whose national program has adopted

them. The 1984 training guidelines have been adopted by the
 



- 74 -


Honduran government in Its expanded VSC program through the MOH.
 
The World Federation published 29 documents 
from 1981 to 1984,
excluding periodicals 
 (Appendix D). The materials, parti­
cularly those dealing with voluntarism and safety procedures,

meet program 
needs, and World Federation publications on tech­
nical procedures are used worldwide.
 

11.8 Subarant Development, Avproval, and Implementation
 

AVS operates through subgrant recipients, which use grant
monies for sterilization services, training, and, a new approach,

redisbursement to operating agencies 
 (for example, ABEP? In
 
Brazil).
 

11.8.1 Subgrant Development
 

Potential subgrant 
projects come to AVS1s attention through
 
ur channels.
 

,) USAID Missions. Where bilateral programs 
exist, the health
 
or population officer contacts AVS staff 
and reports that
 
the climaLe and host agencies are right for a VSC project.

In the absence of a bilateral program, the USAID repre­
sentative may fill this role.
 

2) Other Intermediaries. VSC 
 Is not introduced until other

contraceptive methods are available. 
 The purveyors of those
 
methods (international 
 family planning organizations),

consequently, are often working in a country for several
 
years before VSC becomes a viable option; these inter­
medlaries may propose AVS to host-country agencies.
 

3) Regional Conferences. AVS, 
 via the World Federation, has
 
launched occasional conferences that bring together health

professionals to discuss VSC. 
 The most recent such con­
ference, held In Sierra Leone, brought AVS staff into direct
 
contact with 
officials of potential recipient organizations

in Africa; 
several leads have grown from that conference.
 

4) AVS Orantees. 
Grantees with a working relationship with AVS
 
may propose a new project 
 for consideration. 
The clear
 
advantage of these indirect 
 approaches Is 
 the low cost to

AVS. The disadvantages Include partial and hearsay infor­
mation, competitive referrals, and 
uninformed USAID repre­
sentatives. Once an opportunity Is discovered, a variable
 
process begins. in general terms, 
however, a subproject is
 
not developed until it 
is approved In principle.
 

11.8.2 Subgrant Approval
 

Approval of a subgrant proposal has two distinct phasesi
 



- 75 ­

agreement in principle to support a 
proposal and fine-tuning of
the proposal; 
 the first phase seems to be faster and less formal
 
than the second.
 

Approval in principle 
 (not AVS's term) centers on the
budgeting process. When the budget call is issued in the fall,

regions are advised of their financial parameters. At that

point, regional officials review and assess 
various project

possibilities based on organizational priorities, develop a

budget for each, and forward the most promising to New York. The

budget cycle runs for approximately three months and mixes formal

control points 
with an informal c-learing process. Headquarters,

including the International Committee, 
may modify the proposals

from the field. The budget committee's meeting is the final, and
 
formal, approval point for the draft budget.
 

According to most versions, this Is the end 
of the subgrant

approval process. Subprojects are ultimately funded at levels

that approximate those 
 in the draft budget; those rare sub­
projects that are not funded are normally deleted because of a
major shift in circumstances the
In recipient institution's
 
country.
 

This process is noteworthy becL4se de facto approval
precedes project elaboration. The project is, at the moment of

its approval, a few written lines 
 identifying a recipient

institution and the general type of activities it might undertake
(and a cost estimate). The articulation of the project then
 
resumes. An expanded write-up comes from the 
 field or program

managers. When in presentable form, the proposal goes, with all

others, to the international committee of 
the board of directors.
 
This committee reportedly discusses propouals, often taking
issue with AID-Imposed policies, but rarely rejects or modifies a
proposal. Final authorization is granted by the board of

directors which acts 
on the international committee's recommenda­
tions. Contracts are signed after AID approves the proposal.
 

The process is an anomaly: 
most of the work comes after -­
not before -- the de facto acceptance of the proposal. This is
 
not to indict the process; It is merely to point out that AVS's

approach differs from that in
followed other intermediaries.
 
AVS does Dop have a record of failed subprojects. The process

works. It exemplifies the decentralized approach to develop­
ment planning that AID has preached 
 for years, and it bespeaks

great faith in the judgment of field and 
program personnel:

central office staff accept 
 the overall viability of the ideas
 
that come from the field and direct most of their energies to

converting the basic 
Ides into a workable -- and defensible -­
service project. The whole proces, moves 
 relatively quickly,

three to six months from Inception of an Idea to final
 
authorization to disburse monies.
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11.8.3 Subgrant Implementation
 

AVS Implements subgrants two ways. 
 The first is by a direct
 
contract, which specifies 
funding levels and services to be

performed, with a recipient organization. The second 
Is via an

Intermediary, the approach currently used in Brazil through

ABEPF. Often referred to as the wholesaling of subgrants, the

intermediary approach 
offers certain advantages and disadvan­
tages. On the plus side, 
 the project wholesaling probably

reduces the administrative burden of 
 the New York regional

office. 
Furthermore, the intermediary, by dint of knowledge of

local institutions, is often In a better position to identify and
supervise promising recipients for sub-subgrants. On the
 
negative side is cost-effeetiveness. 
 Twenty percent of the

funding to ABEPF goes to administrative overhead; the question is
whether an equivalent 20 percent would 
have to be spent to
supervise the 30 projects that ABEPF has in its AVS portfolio?
 

Surveillance by an intermediary 
 agency is presumably

heightened, but an Intermediary is also another layer between the

donor and ultimate service provider. Apparently, ABEPF has been
 
a faithful transmitter of 
AVS's medical quality and voluntarism

guidelines and policies. 
 Two medical supervision visits are made
 to each service organization annually, 
 a level of attention

impossible through direct 
 funding. ABEPF, a self-governing

organization composed 
of 150 family planning entities in Brazil,

distributes available 
 funds while reducing funding to push

programs to greater self-sufficiency. ABEPF's success will hinge

on its decision-making process being orderly and dispassionate.
 

Clearly ABEPF is a good Idea 
 In Brazil but not necessarily

elsewhere. Few countries 
have a plethora of independent family

planning service providers to consolidate. 
 AVS must go through

ABEPF to the service organizations to monitor service quality

and voluntarism, two volatile 
Issues that demand direct AVS

supervision. 
However, many countries do have an excess of small

subgrants -- those under 
 $7,500 -- and processing these Indivi­
dually is particularly onerous. 
AVS can further grant implemen­
tation through consolidation, as is currently being done in
 
Bangladesh.
 

11.9 MonIjorina and ZvAluation
 

11.9.1 An Evaluation System
 

AVS monltors and manages 
 its projects closely and well.

Field and project personnel 
 also carry out numerous evaluative

exercises (surveys, audits, and 
special studies). However, AVS
has not yet brought these various elements together in a well­
thought-out evaluation pjLt1@. 
aiven that the goal of evaluation

is good program management, and given 
 that AV5'° menagement Is
already laudable, the absence of well
a leid-out evaluation 
system is not as serious as it would be in 4 lee. woll-managed 
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organization. Nevertheless, AVS 
can Improve its management and
 
increase its achievements 
 through improved evaluation and
 
monitoring.
 

AVS appears to have a rather poor understanding of evalu­
ation. It has always monitored and reviewed its projects quite

competently, especially the medical 
 quality aspects, but appar­
ently it does not see this monitoring as an intimate part of
 
evaluation. According to AVS staff in New 
York, it was only in

1982 that AVS began to focus on developing an evaluation capa­
bility. AVS/New York cites the 
 following four types of activi­
ties as constItuting its evaluation program from 1982 
to present.
 

1) Information Gathering and Dissemination. Voluntary

Sterilization: An International Fact Book by John A. Ross, Sawon

Hong, and Douglas H. Huber, 1985 (forthcoming). It also has
 
plans for an in-house paper series to 
present evaluative analyses

of program issues in a case-study fashion to help staff better
 
understand VSC-related issues 
and to create an institutional
 
memory within AVS. (A call-for-papers has been prepared to
 
launch the series.)
 

2) Evaluation of Voluntarlsm. A cross-natlonal Female
Sterilization Acceptors Follow-Up Survey has been carrled out in

five countries and results are being analyzed.
 

3) Staff Training. AVS held an evaluation training

session In 
1984 and will conduct another in 1985.
 

4) Evaluation Guidelines. AVS/New York has drafted
 
guidelines for built-in evaluation plans that 
field staff are to
 
include in project subagreemonts. These are a good first draft,

but still seem too text-bookish and should probably be made

easier to follow. Draft guidelines were aent the regional
to 

offices in late 1984, and, 
as of 1985, all project subagreements

are to Include an evaluation plan based 
on these guidelines. The
 
draft guidelines will be revised 
as experience dictates. The

Asia regional office is 
 gaining good familiarity with them and
 
should be consulted for advice In the revision process.
 

To do this work, AVS/New York has had one, and 
 for a while
 
two, competent professionals working largely on the above tasks.
 
In the opinion of one of them, groundwork has been laid but plans
 
must now be implemented.
 

In fact, although these efforts are laudable, they still do
 
not constitute an evaluation system. Publication of the F4c
12" will contribute to furthering VSC, but 
It In not evaluation.
 
The planned In-house paper series will be Important, but does not

constitute regular systematic evaluation. The ovAluation
 
guidelines, however, it improvid, can become the bauls for 4

meaningful evaluation oystem, AVS/New York to 4w4re of 
the need
 
for additional revisions.
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What is encouraging, at least in 
 the Asia region, is that
 
many activities of an evaluative nature are already underway,

although not perceived as such by the AVS regional office. For

Instance, the 1984 Annual Report prepared by AVS's Asia regional
office lists only the follow-up study of BAVS female sterili­
zation acceptors as "Research and Evaluation." In fact, however,

the same report describes at least nine evaluative activities.

For example, regional
the office has initiated, with BAVS, an

exceptional clinic program 
 to evaluate clinic performance so

that resources can be directed to the clinics that have proven

themselves most effective. 
 A special program development team

has visited the poorly performing clinics to (1) learn the facts

related to their poor performance and (2) produce an action plan
for improving performance. The team will 
 return to evaluate
 
progress against the action plan after approximately one year and

if no improvement is seen, resources will be cut 
or those clinics
closed. The deputy director of the regional 
 office described

this activity as only "program development." In fact, It is an
excellent example of program evaluation which is well designed

to meet an explicit information need. It is precisely such

activities that field and 
project staff s ould be carrying out
 au evaluation: 
 analyses motivated by the need for information to
 
manage programs more effectively. 26/
 

11.9.2 Monitoring
 

In addition to a more sophisticated system of financial

control (detailed in 11.10.2), AVS has developed reporting

procedures, or paper controls, for quarterly 
monitoring of

project accomplishments. 
 There also are frequent on-site visits

from program managers and regional office representatives.

Usually, large programs are 
 visited three four
to times a
 
year; smaller programs are visited oNce or twice a 
year; and
 
grantees can expect a medical supervisor every year-and-a-half to
 
two. The frequency of these vlits, of 
 course, is increased if

there is 
concern over subgrantee performance. Further, there may
a country-level review may be carried out every 
year or two, on

site, when a team conducts an ersatz needs assessment. (This has

been done In El Salvador knd indy be undertaken shortly in
 
Brazil.)
 

Three general categories of Information are sought. One Is

Cinancial data, which must 
 bo rnported in local currencies and

dollars (discussed In ZI.lO.2). 
 A second is program accomplish­
ment statistics, 
most commonly training and sterilization,
Finally, AVS seeke assurances, ae well as negative reports,
concerning the maintenance of the two foundations of the organi­zation -- medical quality 4nd volantarism. This inclu.do reports
 

26 1904 Annual Roport, t
USAID/D4nqladeth tooporativq

Agreement with AVM. pp. 7. 9.
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of complications 
 and deaths as well as data from imoromptu field

visits, audit reports, and surveillance systems or surveys (such

as exist In Bangladesh and have been proposed for Nepal). 
 There
 
are no formal end-of-project evaluations.
 

Evidence of AVS's close monitoring can be found in the
documented cases of grantees 
 that AVS has terminated for under­
performance. Similarly, AVS has been quick to hold up funds when
 
It has felt that the recipient organization's financial controls
 were inadequate. Where grantees have performed well, however,

AVS has renewed existing agreements and often increased the size

of its grants. Given the tight program management exercised by
AVS while a project 
 is under way, and the amount of information
 
that AVS staff has on the content of these projects, pro-forma

end-of-project evaluations would appear superfluous and should

probably not ba required, given AVS's and its grantees' limited
 
administrative resources.
 

The reporting forms used 
by AVS for its cooperative agree­
ments are fairly comprehensive, with a major focus 
 on the
financial status of projects, which Is 
 justified for many
countries. The report forms are 
 not too complicated for AVS's
 
grantees to complete. However, there Is no linkage between these

quarterly reports. Missing is a continuum, or linkage, between
past performance, current activities, and future plans. While

long anecdotal narrative reports are not the goal for project
monitoring, some brief analytic 
 look at where the project is in
 
terms of planned output has 
 value both to the donor and the
recipient. Insofar as these quarterly reports may be the only

formal data prebentation activities of 
some grantees, the reports
woud be more useful if they depicted cumulative progress.
 

11.9 J Future External Evaluations of AVS
 

As.AVS works with AID to 
 develop Its next cooperative

agreement, a more satisfactory evaluation plan 
 for the overall
 
evaluation of AVS should 
 be worked out and written into the
 
agreement. The present evaluation process has been a source

of dissatisfaction to many AVS staff, USAID population staff, and
 
host-country counterparts. 
 This was not because of shortcomings

uncove;ed In the course of the evaluation but because evaluation
 
team spent too little time In New York 
and In the various
 
countries and because 
most country visits were undertaken by
only one team member, Principal AVS and USAID staff all 
said
 
that, as long as they were 
being asked to disrupt normal work
 
patterns, they 
 would have welcomed 4 more intensive effort with
 
more valuable feedback.
 

Despite the general constraintm AID has In evaluntion, It
 
has developed many evnluatlon approaches that have been more
satisfactory than thim one. 
 Building a good evaltilon plan into

the cooperative agreement will heighten satisr4ction of all
 
Involved.
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11.10 Administrative Capabilities of AVS
 

ir.io.1 Central and Regional Administrative Systems
 

The administrative capability of 
 AVS is quite strong. In

the central office in 
 New York, AVS has expended considerable
 
effort to strengthen its administrative systems, 
 but the primary

focus has been on establishing 
reliable routines that can be

operated by persons who lack specialized management training. 
At

the regional level, the administrative strength seems 
to reside
 
in individual actors, reflecting, no doubt, the different
 
type of administration that the regional office is called upon

conduct. The primary administrative activities 

to
 
of the regional


offices tend 
 to be softer -- program supervision and evaluation.
 
Consequently, it is unlikely that 
an investment in administrative
 
systems in the regions similar 
to the one being made in New York
 
would be cost-effective.
 

The divisional responsibilities in the delegation of
authority from New York to the regions is, on paper, very sound.
 
However, the practice falls far short 
 of the theory. Neverthe­
less, in practice the arrangements seem to be working quite well.

As noted earlier, the regional offices and program 
officers have

extensive de facto 
authority for developing and providing new
projects. They have, in theory, no responsibility for financial
 
control. That resides 
 with the New York office. But disting­
uishing between financial control and project development Is

difficult in practice because subgrantees address their questions

on any topic, including financial administration, to the most
 
readily accessible individual -- generally the regional office
 
representative. 
 In it worth the effort to educate subgrant

recipients about divlcton
the of responsibilities within AVS?
 
Probably so. 
 However, the roles of policeman and promoter, that
 
is, of firancial controller and project developer, should be kept

as distinct as possible. This requires a special effort 
 by both

New York and regional staff to not blur the lines of respon­
sibility by referring questions that fall within their domain to
other offices. 
 The South American region evidently has been
 
working on maintaining these distinctions.
 

A medical supervisor is needed in 
 each region. Such a

position Is 
 consistent with the general posture of staff-suppor­
ted, regional technical assistance and should reduce direct costs
 
of medical supervision to subgrant recipients.
 

11.10.2 Financial Administration
 

AVS has made rapid progress In riinci4ell dmInIstrAtinn,

Tho discovery, a few 
 years 4o, of 94 mlil.on In tnl'tqtid4td

obligatlons that had to be returned to the donor agency sparked
heightened interest in flnanc~i4 nontrolo ind reportigg. An 
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audit (by Arthur Anderson) turned up minor problems of noncompli­
ance with "standard accounting practices" that further demonstra­
ted weaknesses of the system. Since that time, 
the situation has

turned around. Another Arthur Anderson audit is currently

in progress that will reveal whether the system has been restored
 
to full health, but the outward manifestations are very encoura­
ging:
 

1) The system is fairly simple; bookkeepers and secretaries
 
can operate the bulk of it.
 

2) The output Is easily understood. This greatly increases
 
its utility to program and technical staff members.
 

3) The output is accessible. Requests for financial data
 
are normally met within an hour. 
 Again, this Immediate availa­
bility augurs well for the increaseu utility of the system to
 
managers.
 

A further improvement, to computerize subgrant accounts, is

planned for July 1985. The new system, although still requIriag

some Interpretation, will prohibit overspending on a subgrant and

will signal the presence of end-of-subgrant balances so that
 
these cannot accumulate unseen, as before.
 

The new system can be taught to detect under- and over­
spending In a subgrant If cash flow projections for the subgrants

are introduced to the system; the accuracy of 
 the computer's

forecasts will, of course, be a function of 
the accuracy of the
 
cash flow projections. 
 If these cannot be made with reasonable
 
assurances of accuracy, continued reliance on interpretation Is
 
clearly the better course.
 

A lingering problem remains In the financial monitoring

area: the reporting of funds denominated in fluctuating curren­
cies. AVS has sent out some contradictory messages to its
 
oubgrantees about this. The most 
recent communication asked that
 
the simplest calculations be made; the information provided would
 
have to be reworked by AVS before being meaningful. There
 
are two problems with this approach: first, the report Is useless
 
to the people preparing it, and second, the subgrantees know
 
better. In Brazil, managers must develop financial control
 
systems that smooth out 
 the impact of 4 chronically unstable
 
currency. It As no surprise that at least one 
 recipient had an
 
Intelligible and accurate accounting 
 system that effectively

cancelled out devaluatione the resulto of the Internal central
 
system, however, bore little rerembl4nco to the AV. roquired
 
report.
 

AV9 ham begun to audit subgrant runcIplontes 'y.milc|7

Cost per audit runs I to 2 porqent of the dollar amount of the
 
subgrant and the 4uditorm Are seloctod by AV9. There Jo 
an
 
occasional ch4nge of 4udItnr*. porh4pe every two 
to rour ye4re.

to avoid the tempt4tion of bribery. More frequent chanue of
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auditors are inadvisable. For example, it 
was estimated that
 
changing auditors for the 
 New York office Increased the direct
 
and indirect cost to AVS by $50,000; 
that figure includes both

additional fees to the auditors as well as to
time lost staff to
orient 
 the auditors and provide them vith information. The

integrity of foreign auditors has been tested by offering a small

bribe to overlook something; if the ',ribe was refused, the
 
auditors were contracted.
 

The letter of engagement with foreign auditors apparently

differs from country to country -- and that is appropriate -- but
consistency needs to be reached on 
 a few points. For example,

there were visible differences in the degree of management

auditing conducted over the last year-and-a-half. Some auditors

commented on whether the subgrantee perrormed abortions (the

finding was uniform that they did not). Checking for informed
 
consent forms also lacked uniformity One audit came to the New
York office with the client comment attached, which is useful

when available; however follow-up action 
was difficult to
 
determine.
 

Generally, however, the steps taken are 
 very positive ond

the general approach to 
auditing information seems constructive.
 
For example, the New York office 
places audit comments in three
 
categories:
 

1) Those that require immediate attention 
-- for example,
audits with a major omission in a-counting information -- are

immediately contacted 
 by AVS to ccrrect the situation as scon as
 
possible.
 

2) The second category Is routine omission. The integrity

of the financial control system of 
the recipient organization is
 
not called into quention and the lapse Is 
 a minor violation of

standard accounting procedures. Follow-up is done in due course.
 

3) The third category of auditor comments can be ignored:

they may be valid for a private-sector proflt-making organization

but have no meaning for nonprofit service organizations.
 

Thi concern with tighter fiscal controls was sgnalnd by the

AVS board's doubling the budget 
for audits to 0200,000. After a
brief period of demonstrated interest on the part of AVS in the
financial controls exercise by subgranteen, some of this $200,000
might be addressed to other problems -- perhaps to *ervice
delivery, Such a move, of course, depondn on the recipient
organization'* 4bilit/ Improve own
to tri internal control 
systems. 

An Interesting experiment b-enr Inhs. trIed two Arrican

countrles where fln4nci41 control :i4s been, In q'-ct, tutrted
 
over to 
auditing flrms. The auditors h.vo dlrect reoponitbillity
for releasing dlburoments to 1hw or anlzartljna ind, ,:onse­quently, have taken on many of the routine 4ccoun n ruct1io(;)nro. 
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This is only a short-term solution, not a model for broad
replication. The basic problem is that a 
critical management

function is externalized 
when accounting responsibilities are
turned over to an outside agent. In the worst 
case, the recipi­ent organization may 
never develop adequate Internal financial

controls; 
in the best case, the program management may come 
to
perceive financial management as outside its sphere of management

responsibility.
 

II.11 
 Impact of AID Requirements on Proqram Implementation
 

AVS, as a cooperating agency receiving AID funding, has
operated under both a grant and a cooperative agreement. The
latter mechanism is currently in force. 
 AVS has a limited amount
of administrative flexibility under this agreement. 
 It can
adjust a line budget Item without revising the agreement,

and small subgrants of $7,500 or 
less do not require AID appro­val. AID, however, has to approve travel of AVS 
 personnel. AID
also approves 
AVS staff levels and provisions included in
 
subagreements.
 

Currently, AID requirements do not seriously 
constrain
project implementation. AVS program staff keep the AID project
manager well informed on current project 
 status and provide
adequate advance 
notice of any anticipated actions requiring AID
approval. Any information 
requested by AID is immediately
forthcoming, and the communication flow between the two agencies
is constant and effective. External AID-requested auditors are
routinely 
given the necessary documentation. However, 
new
developments in AID requirements 
 for cooperating agency support
may delay projects. Specifically, the requirement that coop­erating agencies in the population field must allcw audit on
non-AID funding to 
 ensure compliance with nonabortion require­ments could delay approval of future agreements between the two
agencies. There was 
some desire on the part of missions that a
 new agreement between AID and AVS contain provisions for the use
of bilateral funds to 
 expand VSC activities in those countries
 
where AID has missions.
 

11.12 AVS Interest in New Technologies
 

AVS's position of world leadership in VSC service delivery
has enabled it to 
 attract leaders in research and evaluation of
 new fertility-control technology 
to its science committee
meetings and 
 its medical safety conferences. Given this col­lectlon of expertise and the acknowledged experience of AVS An
the application of existing technologies to developing country
circumstances, it 
is highly appropriate that 
the medical division
participate in the 
 cluster of institutions engaged in sharing
knowledge, ideas, 
 and plans for developing new and improved

methods.
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The AVS board of directors supports this activity, and, with
 
the emergency of Norplant 
as a proven effective contraceptive

awaiting U.S. Food 
and Drug Administration approval, is con­
sidering a redefinition of VSC to Include this method, which is
 
both a surgical and a reversible contraceptive. Although AVS is
 
not involved in laboratory biomedical research, 
 the ..edical
 
division strives 
 to keep abreast of applied research in improved

VSC technology, and accordingly has encouraged 
both dialogue and

visits with 
individuals and institutions that are testing new
 
methods. 
 Current examples include interest in the Filshie Clip
 
(United Kingdom).
 

This active Interest on the part of the AVS medical division
 
is consistent with AID's 
 interest in searching for advances in
 
fertility-control technology 
and does not detract from the
 
effective discharge 
of its resporsibility to supervise the
 
medical programs of AVS. However, AVS's primary concern should

remain to promote safe, ambulatory VSC in developing countries.
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III. RECOII4NDATIONS
 

I11.1 Future Directions
 

1) AVS should focus on achieving its twin objective of

expandIna existing services and 
introducing VSC to new areas.

Systems exist 
 for monitoring voluntarism, fiscal responsibility,

and medical quality control; less attention to these areas may
 
now be feasible (Section 11.6).
 

a. 	 Planned expansion. AVS should encourage its sub­
grantees to more
be cost-effective 
and to become
 
financially self-sufficient. 
 This will probably

require more technical assistance to subgrantees to
 
(1) encourage studies on cost-effective delivery

systems; (ii) Invest in 
 fixed, rather than variable,
 
cost services; and (iii) identify and develop other
 
income-generating activities.
 

b. 	 Provision of new services. 
AVS should place increased
 
emphasis on overcoming barriers to the rapid expansion

oT services in countries where has
VSC already been
 
demonstrated as politically viable. 
 This 	could be
 
accomplished by working with 
the World Federatiun to
 
develop specific policies for each of these countries.
 

2) AVS should helprivate physicians establish centers for
suraical contraception by providing dedicated space or institu­
tional reimbursement until these practitioners develop a 
client
 
base.
 

3) AVS should establish a regional office 
 for sub-Saharan
 
Africa as soon as possible, in view of the potential for expan­
sion of VSC services need for
and the coordination with other
 
donor agencies (Section 11.6.1).
 

4) If a new cooperative agreement is signed, bilateral
 
funding to complement central funds should be to
provided

missiors to fund AVS projecti in their respective countries.
 
This will allow more flexibility to tailor projects 
 to mission
 
priorities; however, missions should consider 
resource limita­
tions of centrally funded projects 
and 	be prepared to meet
 
additional 
 demands created by their interventions (Section

1.6.3).
 

5) Regional offices of AVS should develop 
 regignal strate­
gles to supplement-the country strateales now ln force. 
 The goal
would not be to inflict on 
field staff another layer of paperwork

but to allow regions to establish priorities within the various
 
regions based in inputs and outputs (Section 11.6.4).
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6) AVS, while keeping abreast of new advances in VSC
 
techniques, should have as 
Its primary concern the promotion of
 
safe ambulatory VSC in developing countries. This effort,
 
however, should not detract from the 
effective discharge of Its
 
responsibilities to supervise 
 the medical programs of AVS
 
(Section 11.1.2).
 

111.2 Voluntarism
 

7) AVS should continua Its monitoring and surveillance to
 
ensure voluntarism. AVS and AID should continue to support local
 
monitoring Initiatives, follow-up studies, and experimentation

with approaches that give quick and reliable results 
(as in the
 
Dominican Republic) (Section 1I.4).
 

8) AVS should continue its efforts to improve counseling

for informed consent so that all requestors are fully aware of
 
the permanence cf the operation. 
Because of cultural differences
 
and logistical difficulties, it will not be possible to have
 
counseling take place just does in
as it a developed country.

Further activities to improve counseling should therefore be
 
undertaken chiefly on a country- or region-specific basis in
 
order to develop approaches that are the most effective )ossible

given the constraints that exist in each 
country (Sections
 
11.4.1 and 11.4.2).
 

9) Results of the cross-national follow-up survey of female
 
VSC acceptors should be published in a professional Journal (for

example, Contraception or The International Journal of Obstetrics
 
and Gynecology) as soon as possible to demonstrate the successful
 
outcomes of the various country programs (Section 11.4.4).
 

10) AID should make AVS's hiah-guality counseling materials
 
available to other cooperating agencies in the population field
 
(Section 11.4.2).
 

111.3 AVS's Medical Services
 

11) AVS 
 should encourage natlon l coordination 2f V5C
 
trainina, and should limit trainina levels 
 to VSC caseloads to
 
assure sufficient training cases to acquire proficiency. In
 
addition, trainee followup assessment measures recommended by

the 1984 expert committee should be Instituted as soon as
 
possible (Section 11.5.1).
 

12) The provAls!on of dedicatedsymce and eauiDment for seat
 
ambulatory VSC service delivery _L an apprlate 
AVS cncept

and should be encouraged In planning institutional service and
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training projects (Section 11.5.2).
 

13) AVS should complete the transfer of financial responsi­
bility for RAMs to alternative sources of support 
as soon as
 
possible (Section 11.5.2).
 

14) Project directors should cnnvey the details of reporting

requirements of complications and fatalities in writing to each
 
surgeon providing VSC services through an AVS subagreement

(Section 11.5.4.2).
 

15) If comprehension of English is in question, project

directors should be required to translate AVS medical service

standards and reporting requirements into the local language

(Section 11.5.4.2).
 

16) The medical division should promote conformity to the
 
medical service guidelines, require compliance with the reporting

of deviations from the standards, and support in-service training

and retraining wherever to achieve
necessary high-quallty

services (Section 11.5,4.2).
 

17) If further resources are to be given to Tunisia for
 
traln±ng out-of-country physicians, Tunisia trainers must be

skilled in minilaparotomy and oriented toward presenting Its use
 
positively and accurately (Siction 11.5.5.2).
 

111.4 World Federation's Role
 

18) AID should continue supporting this component of AVS,

including core costs for the secretariat. AID and AVS should
 
agree on a set of specific written guidelines outlining the
 
types of activities AID believes most important 
 for the World
 
Federation to undertake with AID funding. 
 These guidelines

should be reviewed and revised periodically as necessary

(Sections 11.7.2 and 11.7.3).
 

19) The World Federation should take a more prominent role In
 
increasing tho number of countries in which VSC Is an accepted

method of ftully planning and a health measure for high-risk
 
wopsn of reproductive age. Country leaders, and 
 their orlenta­
tion and out-of-country training resources, should be Identified
 
in countries where successful VSC programs are operating.

Technical assistance should be given 
 to leaders in countries
 
where VSC is not yet institutionalized to develop plans of
 
action. The World 
Federation should inform AVS international
 
and regional offices of so
impending activities follow-ups can
 
be done quickly before interest subsides (Section 11.7.1).
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20) The World Federation's information dissemination system

should be continued and a feedback system encouraged so that
 
subjects included in the materials are pertinent to the situa­
tions in the various countries (Section 11.7.3)
 

21) 	 To ensure that AID/Washington is cognizant of and
 
supportive of AID-funded World Federation activities, the same
 
approval process used In other AVS-supported proposals should be
 
utilized (as stated in C.2, Approval Criteria, p. 7 of the
 
current cooperative agreement) (Section 11.7.3).
 

111.5 	AVS's Relationship with Other Private Voluntary Organ­
izations
 

22) AID should ensure no duplication of effort or wasted
 
resources among AVS, JHPIEGO, and other private organizations.

This can best be accomplished by joint implementation meetings

and subagreement reviews (Section 11.6.6).
 

23) Missions should hold periodic meetings with all PVOs to
 
review Progress (as In Nigeria) (Section 11.6.6).
 

111.6 	 Meeting Existing Demand for VSC
 

24) Service statistics from locations where acceptors can
 
conveniently obtain the contraceptive method of their choice
 
should be used as crude indicators of VSC demand (as done in
 
Bangladesh). AVS should collaborate with AID by providing

service statistics from clinics that could serve as sample points
 
to compute demand on a country-by-country basis.
 

25) In larger facilities, trials should be carried out where
 
designated space and designated staff--with no other priority

responsibilities--can be assigned to family planning. This
 
would help met existing demand.
 

111.7 	 Strategic Plannina
 

26) AVS should support the formation of national leadership 
aroups, especially In countries where sterilization remains a 
culturally senwitIve Issue (Section 11.6.6). 

111.8 	 Evaluation and Monitoring
 

111.8.1 General
 

27) AVS should continue Its recent effort to develop a
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comprehensive monitoring and evaluation system. 
 The goal should
 
be to provide information most needed for decisions while
 
avoiding requirements that only 
result in paperwork (Section
 
11.9).
 

28) All monitoring and evaluative 
activities presently under
 
way (not lust the four listed in Section 11.9.1) should be
identified and the purpose of each 
analyzed. This will improve

AVS's program managemen. and 
will help AVS to inform AID more
 
easily of its evaluative activities (Section 11.9.1)
 

29) Determination should be made whether the 
 present activi­
ties are 
 adequate for meeting AVS's information needs at various
 
levels. Are additional types of evaluation 
 (and monitoring)

needed? Or should cert.ain ongoing activities just be improved
 
(Section 11.9.1)?
 

111.8.2 Evaluation
 

30) AVS should follow through on the present intent to

improve the that York has
guidelines AVS/New 
 developed for

including evaluation plans in the cooperative agreements with
 
its grantees, as well as for Implementing these plans and for
 
using the evaluation findings they produce (Section 11.9.1).
 

34.) Appropriate evaluation methodologies should be developed.

Evaluation should be conceptualized in terms of 
inputs, outputs,
 
process, outcomes, and impacts, and criteria 
or standards should

be sought 
 for measuring quality of services, project efficiency,

and cost-effectiveness. Project objectives, developed during

design, should incorporate these measures. 
 At the same time,

evaluations should be as 
 simple as possible and focus only on
 
information needed 
for decisions. Large-scale surveys should be

used sparingly as they require 
expensive technical assistance,
 
are time-consuming, and rarely produce results within the time
 
needed (Section 11.9.1).
 

32) AVS 
grantees should participate in the evaluation
 
process. 
 This might take the form of a brief narra'ive covering

achievements, problems encountered, and plane to meet the next
 
reporting period's requirements (Section 11.9.1).
 

33) Determination should 
be made whether tralnina, 1EC, and
 
other similar activities 
are being evaluated adequately. it
 
appears that, at present, they are not. 
 This will be increa­
singly important in countries where sterilization services are
 
well established and AVS is trying to move 
Into new approaches.

Scie activities, such as 
training and IEC, will be more difricult
 
to evaluate than others or
-- will at least demand an approach

with which field staff and project personnel are less familiar
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(Section 11.9.1).
 

34) Evaluation should not become Just bureaucratic paperwork.

It is crucial to seek that delicate balance between a good

evaluation system that provides 
only needed information and one
 
perceived in the field paperwork
as hoisted on the field by

headquarters (Section 11.9.1).
 

35) AVS must hire a professional experienced in evaluation
 
to fill the empty evaluation position, Ideally supplemented by
 
an assistant. Proper 
staffing is essential for evaluation that

Is decision-focused and not an undue burden. 
With regard to the
 
organizational location 
of the evaluation function, It should be
 
understood that the objectives of the evaluation do not include
 
one division within the 
New York office evaluating another, but
 
rather with the New York office providing technical assistance
 
to field personnel in carrying out utilization-focused evaluation
 
(Section 11.9.1).
 

111.8.3 Monitoring
 

36. AVS should modify the guarterly reporting 
 form it used
 
for prolect monitorlna. 
 These should provide for built-in
 
linkage from one quarter to the next to 
 show current progress

toward end-of-project objectives (Section ri.9.2). Subagree­
ments should specify self-assessment by grantees. Self-assess­
ment might include establishing quantitative benchmarks by

quarter, reporting achievements and problems during 
the quarter,

and delineating 
future plans to meet the next reporting period's

objectives. Similarly, present reporting does 
not require

grantees to relate subgrant financial inputs to outputs; in the
 
simplest case, cost-per-procedure data should be elicited.
 

37) Site visits should be adequately used for reviewing

implementation 
progress. Site visits are, necessarily, rela­
tively infrequent. 
 When they do take place, they should be used
 
to conduct an in-depth implementation review. In some countries,
 
at least, site visits are too 
 often dominated '-y discussion of
 
new initiatives and plans; this is laudable, but should not be
 
the only purpose of the visits (Section 11.9.2).
 

38) Acceptor satisfaction with should
VSC be carefull,

monitored during post-operative clinic visits.
 
111.8.4 Future External Evaluations of AVS
 

39) AVS should 
work with AID to build Intothe next AXD-AVS
 
cooperatlve agreement agoodevaluation plan for AID's evaluation
 
of AVS. Examples of satisfactory evaluation approached used
 
elsewhere by AID should be studied 
 in developing this new plan
 
(Sectlon 11.9.3).
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Appendix A
 
List of Persons Contacted
 

CONTACTS: Bangladesh
 

AVS Asia Regional Office
 

Farruk Ahmed Chaudhuri, Director
 
Gary Newton, Assistant Director
 
Bhuyan Aboul Quasem, Senior Program Officer I&E
for and
 

Counseling
 
Dr. K. M. Rezaul Haque, Program Officer
 
Dr. Sadia Afroze Chaudhurl, Program Officer
 
Ahmed Al-Kabir, Program Officer
 
Tulshi Das Saha, Junior Program Officer
 
Anthony Gomes, Chief, Administration and Personnel
 

Bangladesh Association for Voluntary Sterilization (BAVS)
 

Dr. Azizur Rahman, President
 
Habibur Rahman, Secretary General
 
Syed Mansur-ul Haq, Executive Director
 
Md. Quamrul Islam, Finance Manager

Dr. A. J. Faisal, Regional Medical Supervisor-Dhaka

Fazlul Karim, Prog,.am Manager for I&E and Counseling
 

USAID/Dhaka
 

John Westley, Director
 
Suzanne Olds, Chief, Health & Population

Sharon Epstein, Populatlun Officer
 
Dr. Carol Cart,enter-Yaman, Population Officer
 
Sigrid Anderson, Population Development Officer
 
Mary Lee McIntyre, Population Development Officer
 
Louisa Gomes, Program Specialist
 

NGO/PVOs
 

Dr. M. Alauddln, Country Representative, The Pathfinder Fund

Hasse Gaenger, Director, UNFPA/Bangladesh

Anwar All, Director, Social Marketing Project (SMP)

Mufaweza 
Khan, Executive Director, Concerned Women for
 

Family Planning

Sondra Kablr, Executive Director, Bangladenh Women's Health
 

Coal t!on
 

http:Prog,.am
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Bangladesh Government
 

Ministry of Health and Population Control (MOHPC)
 
A. B. M. Ghulam Mostafa, Secretary
 

National Institute for Population, Research, and TrainLng
 
(NIPORT)
 

A. K. M. Rafiquzzaman, Director (Training)
 

Mitra and Associates
 

S. 	N. Mitra, Executive Director and Principal Investigator,
 
Follow-up Survey
 

S. Alam, Associate Director
 

BAVS 	Mymensingh
 

Dr. K. Zaman, President and Project Director
 
Mahmudul Hassan, General Secretary
 
Sadhana Acharya, Treasurer
 
Bareque Bhuiyan, Administrative Officer
 
Moynul Huq, Male Counselor
 

VSC Acceptors, Mymensingh
 

Shuva Rani Dey
 
Asia Khatun
 

Mymensinch Medical College Model Clinic
 

Dr. Bina Haque, Administrator
 
Dr. Aminul Islam, Medical Officer
 
Prof. Altaf Hossain, Deputy Director, Mymensingh Medical
 

College Hospital

Prof. M. A. Jalil, Director, Mymensingh Medical College
 

Hospital
 

Bhaluka Health Complex
 

Dr. Sirajul 	 Health and
Islam, Upazilla Family Planning
 
Officer
 

Dr. Abdul Alim, M. 0. 
(MCH & FP) and his operating room
 
staff
 



A3
 

CONTACTS: Nepal
 

Family Planning Association of Nepal (FPAN)
 

Dr. Badri Raj Pande, Vice President, FPAN
 
Honorable Omkar Prasad "Gauchan", Vice President, FPAN
 
Yadav Kharel, General Secretary, FPAN
 
Dr. Tara Bahadur Khatri, Treasurer, FPAN
 
Sharda Singh, FPAN Board Member
 
Puru Risal, FPAN Board Member (Rising Nepal)

Shanker Shah, Chief E~ecutive, FPAN
 
Dr. Tika Man Vaidya, AVS Project Director and Medical
 

Division Chief
 
Kanek B. D. Joshl, Chief of Finance Division, FPAN
 
Mulepati, Chief, Research and Evaluation
 
Sumitra Shahl, Training Division
 
Dr. D. P. Upadhaya, Director of Family Planning Parasite
 

Control Project
 
Mana Rama, Director of B. B. Project

Buddha Ratna Khadgi (Finance and Administration Officer)

Kush N. Shrestha, Training and Program Division Chief
 
Prabhat Rana, AVS Project Director/IEC Division Chief
 
Shambu P. Acharya, AVS Project Manager

Dr. S. B. Pande, Chief, Program Division
 

National Commission on Population (HMG)
 

Dr. Ved Prakash Upreti, Secretary

P. K. Manandhar, Advisor, NCP, Singh Durbar
 

Family Planning -- Maternal and Child Health Project (HMG, MOH)
 

Dr. Tara Bahadur Khatrl, Chief
 
Dr. Pramila Sharma, Deputy Chief
 

USAID/Nepal
 

Dr. David Calder, Chief, Office of Health and Family
 
Planning
 

Barbara Spald
 

John Snow International
 

Dr. Noel McIntosh
 

Nawalparasi District
 

Dr. N. Sharma, Director, Parasi District Hospital

Dr. Shailesh Kumar Erpoohyaya, Deputy Director
 
Shilendra Soinju, Health Inspector, ICHSDP
 



A4
 

Shekher Roak, Supervisor from Kathmandu
 
Ms. Ghale, RN from Kathmandu
 

Karinhi Village
 

Mr. Ganesh, Supervisor, Integrated Kharinhi Project
 

Banepa, District Kavri FPAN Branch
 

B. B. Thapa, Administrator, Volunteer board and paid staff
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CONTACTS: Indonesia
 

Ida Bagus Gde Manuaba, Obstetrician Gynecologist, General Public
 
Hospital


Govinda Chitrakar, President, 
Youth Activities Coordination
 
Committee of Social Service National Co-ordination Council
 

Dr. Joedo Prlhartono, Public Health Department, School of
 
Medicine, University of Indonesia
 

Dr. Eudang 
Basuki, MPH, School of Medicine, University of
 
Indonesia/Department of Public Health
 

Dr. Abdullah Cholll, Senior Expert, Staff to the Chairman,

National Family Planning Coordinating Board
 

Dr. Hermlnl 
 Sutedi, Chief, Bureau of Contraceptive Services,
 
BKKBN
 

Dr. R. Hasan Moeh. Hoesni, Chief, Division of Medical Tech-­
nolgy, BKKBN
 

Dr. Qarml Amrl, School of Medicine, Department of Public Health
 
Dr. Ig. L. M. Rudartha, Rogemy Hospital

K.L. Bhushat, Secretary, FPAM
 
K.K. Shrestha, Member of P.P.A Branch
 
K. Malla, E. Member of Chitawau Branch
 
P.L. Praohan, E. Youth member of Chitwau Branch
 
Kirau G. Amabys, Executive Member Chltwau Branch
 
Bandhu Rj. Neupaue, Assistant Treasurer, FPAN
 
Rajln Gire, Medical Officer
 
Roykamar Shvesla, Branch Officer
 
David C. Denman, Population Officer, USAID/Jakarta

Dr. F.A. Moelek Ph.D., President, Indonesian 
Society for Secure
 

Contraception (PKMI)
 
Dr. Azrul Azwar, Executive Secretary, PKMI

Dr. Ida Bagus GDE. MANUABA, Project Director, U.S.C. Project,
 

Denpas, Ball
 
Dr. Inne Susanti, Assistant Project Director, VSC Project, Den
 

Pasar, Ball
 
Dr. G. P. Sura, Assistant Project Director, VSC Project, Den
 

Pasar, Bali
 
I.A.M. Wlratl, Chief, and
Operational Maintenance Division,


National Family Planning Board, Province of Ball
 
Dr. I. G. Ketut Ranayana, Director Menguri Health Center, Deal
 

Pasar, Bali
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CONTACTS: Tunisia
 

IPAVS, Africa and Middle East Reaional Office (AMERO)
 

Fathl Dlmassi, Regional Director
 

Phyllis Butta, Assistant Director
 

Office National de la Famille et de la Population (ONFP)
 

Dr. Mahmoud Khiri, Director, Medical Division
 
Ahmed Beltaief, Director, Coordination Division
 
Taouf~k Kislani, Coordinator, Unite Rurale
 
Habis Fourati, Researcher, Population Division
 

USAID/Tunis
 

James Vermillion, Chief, HPN
 

Ariana Clinic
 

Prof. Rafik Boukhris, Director of Research
 
Dr. Adly Ladjimi
 
Dr. Ridha Ben Salem Chief gynecologist in VSC
 
Abdellatif Daagi, Administrator
 
Counseling staff
 

Hammam Lif Clinic
 

Fathl Ben Messaoud, Delegue Regional, Tunis Sud.
 
Staff
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CONTACTS: Brazil
 

Araken Irere Pinto, Chief Obstetrician Gynecologist, BEMFAM
 
Napoleao Leao, Director of Medicine, BEMFAM
 
La Junquera Kropsch, Director of Administration, CPAIMC
 
Helio Aguinaga, Director, CPAIMC
 
Karen Johnton-Lassner, Director of Education, CPAIMC
 
Jose Arruda, Director of Research, BEMFAM
 
Carmen Gomez, Director of Planning, BEMFAM
 
Howard Lusk, AID Representative, Brazil
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CONTACTS: Colombia
 

Gabriel Ojeda, Director of Evaluation, PROFAMILIA
 
Floralba U. Garcet, Motivator Pasto Clinic, PROFAMILIA
 
Maria del Pilar Urbana, Motivator Pasto Clinic, PROFAMILIA
 
Fernando Gomez, Director SARO-AVS
 
James Smith, Office of Population and Training, AID/BOGOTA

Gabby Ruiz, Secretary Pasto Clinic, PROFAMILIA
 
Miriam Ortiz, Nurse Pasto Clinic, PROFAMILIA
 
Cecilia Cadauid Calvo, Director of Social Work, PROFAMILIA
 
Alvaro Hernando Buchell, Sterilization Motivator, Pasto Clinic,
 

PROFAMILIA
 
Amanda Sta. Cruz, Nurse, Pasto Clinic, PROFAMILIA
 
German Revelo, Director, Pasto Clinic, PROFAMILIA
 
Floralba Rubio, Motivator Pasto Clinic, PROFAMILIA
 
Fernando Tamayo, President of Board of Directors, PROFAMILIA
 
Bjorn Holmgren, SARO/AVS
 
Alcides Estrada, Medical Advisor, SARO/AVS

Fernando Reyes, Director of Medical Attention, MOH/Colombia

Cecilia Cadavid, Coordinator of Sterilization Programs,
 

PROFAMILIA
 
Gabriel Ojeda, Director of Evaluation, PROFAMILIA/Colombla

Miguel Trias, Executive Director, PROFAMILIA
 
Victor Jaramillo, Director of Administration & Finance,
 

PROFAMILIA
 
Eduardo Rodriquez, Director 
Plolet Clinic Medical Services and
 

Training, PROFAMILIA
 
Maria Luz Mejla Gomez, Professional, Population Dynamics Divi­

sion, MOH/Colombia
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CONTACTS: Dominican Republic
 

Dr. Alcides Estrada, South Amercan Regional Office, AVS
 
Dr. Ramon Portes Carrasco, Executive Secretary, CONOPOFA
 
Dr. Elias Dincey, Medical Director, CONOPFA
 
Dr. Angel Adames Felix, Head of MCH Division, Ministry of Health

Dr. Lee R. Hougen, Chief, Division of Health, USAID

Dr. Vlnicio 
Calventi, Director, Hospital Maternidad de la
 

Alcagracia Calle
 
Dr. Bernardo Fernandez Dilone, Hospital Maternidad de la Altagra­

cia Calle
 
Dr. Carmela Cordero, Hospital Maternidad de la Altagracia Calle


Magaly Caram de 
 Alvarez, Executive Director, Asociacion
 
Dominicana Pro-Bienestar de la Familia (PROFAMILIA)


Jose Rafael Martinez, Associate Director, PROFAMILIA
 
Dr. Milton Cordero, Medical Director, PROFAMILIA
 
Dr. Luis Figueroa, Hospital Lorenzo de Lar Minas
 
Dr. Angel Adames Felix, Mauriclo Baez Medical Group

Dr. Rafael A. Coplin, Hospital San Francisco de Assisi
 
Dr. Frank Alvarez, Director, Family Planning Research Unit,
 

Hospital Moscoso Puello
 
Craig Bank, Deputy Director, USAID
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CONTACTS: Nigeria
 

Beverly Ben Salam, AVS Program Manager, Francophone Africa/Middle
 
East
 

Dr. M. Ezimokhal, Department of Obstetrics and Gynecology,
 
University of Benin Teaching Hospital


Javed Ahmed, Program Development Manager, AVS
 
Dr. E.M. Akinluge, Chief Consultant, Obstetrics and Gynecology,
 

Benin City Specialist Hospital

Dr. Linus Ajabor, President, West African College of Surgeons,
 

Benin City
 
Dr. Gabriel Aletor, Private Clinic, Obstetrics and Gynecology,
 

Benin City

Dr. M.F.E. Diejomooh, Director, Department of Obstetrics and
 

Gynecology, University of Benin Teaching Hospital, Benin
 
City
 

Dr. A.E. Omu, Lecturer, Department of Obstetrics and Gynecology,
 
University of Benin Teaching Hospital, Benin City


Dr. O.A. Ladipo, Director, Family Planning and Fertility Research
 
Center, University of Ibadan Teaching Hospital, Ibadan
 

Dr. E.O. Otolorin, Coordinator, Lut-Patient Surgery Unit,
 
University Ibadan Teaching Hospital, Ibadan
 

Prof. A.O. Osoba, Director, Department of Microbiology, Univer­
sity of Ibadan Teaching Hospital, Ibadan
 

/
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APPENDIX C 

WORLD FEDERATION CONFERENCE AND MEETINGS (1981-1984)
 

INTERNATIONAL
 

First International Conference on Vasectomy, Colombo,
 
Sri Lanka, October 4-7, 1982
 

Fifth Interndtlonal Conference on Voluntary Surgical

Contraception, Santo Domingo, Dominican Republic,
 
December 5-8, 1983
 

REGIONAL
 

World Federation Latin American/Carlbbean Regional
 
Meeting, Bogota, Colombia, November 2-3, 1982
 

First Scientific Conference - Regional Federation of
 
Associations for Voluntary Fertility Care, Khartoum,
 
Sudan, December 13-15, 1982
 

Conference on Reproduction Health in Sub-Saharan
 
Africa, Freetown, Sierra Leone, November 5-8, 1984
 

EXPERT MEETINGS
 

Joint Meeting of Legal and Information and Education
 
Committee on Ensuring Informed Consent, New York, New
 
York, December 2, 1982
 

Expert Committee on Safety of Voluntary Surgical

Contraception, Manila, Philippines, May 9-12, 1983
 

Expert Committee on Counseling, Dhaka, Bangladesh,
 
July 23-28, 1983
 

Expert Committee on Female VSC Safety Surveillance,
 
London, England, June 4-6, 1985
 

Expert Committee on Training for Voluntary Surgical

Contraception, Rio de Janeiro, September 26-28, 1984
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FEDERATION
 
PUBLICATIONS AND REPORTS LISTING
 

March 1985
 

PUBLICATIONS
 

Report on the First International Conference on Vasectomy, Colombo,
Sri L*a, October 4-7, 1982. 
 7 p. (Published in Studies

in Family Planning, Vol. 14, Number 3, 
March 1983).
 

Standard Terms for Voluicary Surgical Contraception. 1983. 20 p.
(English, US$2.50). 
 (French and Spanish editions published as
World Federation Report Number 8; 
see in 	list below.)
 

Safety of Voluntary Surgical Contraception: Report of an Expert
Committee, Manila, The Philippines, May 9-12, 1983. ( English,

US$3%25; French and Spanish editions forthcoming.)
 

Fmily Planning Methods. 1984. 197 p. (Published in Arabic only,

US$5.00.)
 

Meeting the Needs for the 80'a: 
 Report of the Fifth International
 
Conference on Voluntary Surgical Contraception, Santo Domingo,
Dominican Republic, December 5-8, 1983. 
 (In press). (English,

French, Spanish.)
 

Counseling for Voluntary Surgical Contraception. (Forthcoming).

(English, (US$10.00); French and Spanish.)
 

Training for Voluntary Surgical Contraception: Report of an Expert
Committee, Rio de Janeiro, Brazil, September 26-28, 1984.

(Forthcoming). (English, French and Spanish.)
 

Reproductive Health Manaement in Sub-Saharan Africa: Report of a
Conference, Freetown, Sierra Leone, November 5-8, 1984.
 
(Forthcoming). (English, French.)
 

WORLD FEDERATION REPORTS
 

1. 	Report of the Progrwm Year 1980-1981 a-.J the Seventh General Aoembly,

Bangkok, Thailand, November 3-5, 1981. 46p.
 

2. 	Expansion of Voluntary Surgical Contraception into Rural, Remote, and
Peripheral Areas: 
 Report of an Expert Study Committee,

October 1982. 27 p. (English, French, Spanish, US$2.00.)
 

3. 	Report of the World Federation Latin Americn/Caribban Rojional

Meeting, Bogota, Colombia, November 2-3, 1982. 35 p.
 

1. F.tM 4.1 , 'fr e iAn,,~4 tvi rm JY' liIdI )';A 
1 ~ ~I Ty. i.Crn~rr1 . Al'll I iti )e iq l )~ I d y~(I.'tf n 

http:US$10.00
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4. 	 Guidelines for Developing a Leadership Committee for Voluntary 
Surgical Contraception. November 1982. 11 p. 

5. 	Meeting the Needs for the 80's: 
 Proceedings of the International 
Planning Meeting, New York, New York, December 1, 1982. 33 p. 

6. 	Report on the First Scientific Conference - Regional Arab
 
Federation of Associations for Voluntary Fertility Care,
 
Khartoum, Sudan, December 13-15, 1982. 
 19 p.
 

7. 	Ensuring Informed Choice for Voluntary Surgical Contraception:

Guidelines for Counseling and for Informed Consent. 
December
 
1983. 	30 p. (English, French, Spanish).
 

8. 	 Standard Terms for Voluntary Surgical Contraception. 1983. 24 p.
(French, Spanish, US$2.50). 

9. 	Guidelines for the Establishment of a National Leadership
 
Organization for the Advancement of Voluntary Surgical

Contraception. 1984. 5 p. 

POLICY 	STATEMENTS AND GUIDELINES
 

The 	Health Rationale for Voluntary Surgical Contraception.
November 1981. 1 p. (English, French, Spanish). 

The 	 Use of Paramedics in Voluntary Surgical Contraception
Education and Service Delivery. November 1981. 2 p. (English, 
French, Spanish). 

Suggested Guiding Principles for Legislation and Administrative 
Regulation of Voluntary Surgical Contraception. November 1981. 
2 p. (English, French, Spanish). 

Incentives and Disincentives Relating to Voluntary Surgical

Contraceptior. November 1981. 3 p. (English, French, Spanish).
 

Ensuring Informed Choice for Voluntary Surgical Contraception:

Guidelines for Counseling and for Informed Consent. December 
1983. 30 p. 
 (English, French, Spaninh). (Available as World
 
Federation Report Number 7; see listing above).
 

RESOLUTIONS, DECLARATIONS, AND PLANS OF ACTION
 

Santo Domingo Declaration and Plan of Action. December 1983. 4 p. 
(English, French, Spanish).
Arab Region: Plan of Action. December 1903. 4 p.
(English, French, Spanish)
 

Asia Region: Plan of Action. December 1983. 1 p.
 
(English, French, Spanish)


Europe: Plan of Action. December 1983. 3 p.
 
(English, French, Spanish)
 

Latin America Plan of Action. December 1983. 5 p.

(English, French, Spanish)
 



-3-


North America: Plan of Action. December 1983. 4 p.

(English, French, Spanish)


Sub-Saharan Africas 
 Plan of Action. December 1983.

3 p. (English, French, Spanish)
 

Sierra Leone Resolution, Declaration, and Recommendations.
 
November 1984. 6 p. (English, French)
 

PAMPHLETS 

World Federation By-Laws. November 1981. 
 18 p.
 

World Federation - Goals, Philosophy, Activities, History
 
Structure. (English, French, Spanish)
 

COMMUNIQUE (Newsletter)
 

Special Issue Topics
 

Vol. 1 No. 1 December 1980 Sixth Gqneral Assembly

Vol. 2 No. 1 July 1981 
 Rural Services
Vol. 3 No. 1 Nay 1982 Seventh General AssemblyVol. 3 No. 2 December 1982 Vasectomy Conference Outcomes

Vol. 4 No. I May 1983 
 Voluntary Surgical Contraception
 

in the Arab World
Vol. 4 No. 2 August 1983 
 Safety of Voluntary Surgical

Contraception
 

Val. 4 No. 3 November 1983 Counseling for Voluntary Surgical
 
Contraception
Vol. 5 No. 1 April 1984 Outcomes of the International 
Conference on Voluntary 
Surgical Contraception

Vol. 5 No. 2 September 1984 Communications in Voluntary
 
Surgical Contraception

Vol. 5 No. 3 December 1984 
 Sub-Saharan Africa Conference
 
Outcomes
 

Vol. 6 No. 1, May 1984 
 Training in Voluntary Surgical
 
Contraception 

Individual copies of World Federation publications are available at no cost to
individuals and institutions based in developing countries. 
 Information on bulkorder. is available on request from the World Federation Secretariat, 122 East42nd Street, New York, New York 10168, telex: 425604 AVS-UI, cable: WORLDFED 
NEWYORK. 

6/85 
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PUBLICATIONS PRODUCED WITH AVS SUPPORT, BY CATEGORY AND
 
YEAR OF PUBLICATION, January 1982 
- May 1985
 

a) Guidelines, Standards, Policies
 

1982
 

Minimum medical 
service standards 
for male voluntary surgical contraception
 
vrograms. New York: 
 Association for Voluntary Sterilization. (French,
 
Spanish in 1983)
 

Minimum medical service standards for 
female voluntary surgical contracep­tion programs. New York: Association for Voluntary Sterilization.
 
(French, Spanish in 1983)
 

Guidelines for developing a leadership committee for volunt-ry surgical
contraception. 
 New York: World Federation of Health Agencies for 
the
 
Advancement of Voluntary Surgical Contraception.
 

1983
 

Equipment handbook for voluntary surgical contraception programs. 
 New

York: 
 Association for Voluntary Sterilization. (draft)
 

Standard 
terms for voluntary surgical contraception. New York: 
 World

Federation of Health Agencies for 
the Advancement of Voluntary Surgical

Contraception. (English, Spanish, French)
 

Ensuring informed choice for voluntary surgical contraception: Guidelines
for counseling informedand consent. New York: World Federation of Health
Agencies for the Advancement of Voluntary Surgical Contraception.
 
(English, French, Spanish)
 

1984 

Vasectomy: 
 Voluntary suraical contraceetion for men. 
New York: Associa­
tion for Voluntary sterilization. (training slides) 

inilaparotomv: Voluntary suriical contracmption for women. New York:
Association for Voluntary Sterilization. (training slides) 

Safety of voluntary srgical contraception. New York: World Federation ofHealth Agencies for the Advancement of Voluntary Surgical Contraception.

(French, Spanish, forthcoming)
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Arabic textbook on family planning. New York: Regional Arab Federation
for Voluntary Fertility Care. (Arabic) 

*Counseling 
for voluntary surgical contraception: Guidelines for programs

in the United States. New York: 
 AssociatLon for Voluntary Sterilization.
 

1985 and Forthcoming
 

*Guidelines for vasectomy services. 
 Geneva: World Health Organization.
 

Counseling for voluntary surgical contraception. New York: 
 World Federa­tion of Health Agencies for the Advancement of Voluntary Surgical
Contraception. 

Technical assistance manual for grantees. 
 New York: Association for
 
Voluntary Sterilization.
 

Grants-management procedures manual 
for staff. New York: Association for
 
Voluntary Sterilization.
 

Reporting forms. New York: Association for Voluntary Sterilization.
 
(revision) 

Postpartum female sterilization. New York: 
 Association for Voluntary

Sterilization. (training slides)
 

Minilaparotomv under lo-al 
anesthesia. New York: 
 Association for Volun­
tary Sterilizationh. (training slides)
 

Open laparoscopy. New York: Association for Voluntary Sterilization.

(training slides) 

Training for voluntary surgical contraception. New WorldYork: Federationof Health Agencies for the Advancement of Voluntary Surgical Contraception. 

Bibliography of audiovisual materials. 
New York: Association for Volun­
tary Steril izat ion. 

*Counseling guiddelines for physicians in the U.S. New York: Association
 
for Voluntary Sterilization.
 

*Minilaparotomv: A training modul, for ue in the U1.S. New York: Associ­
ation for Voluntary Sterilization. 

*Laparoncopv: Atraining modul", for use in the U1.S. New York: Association 
for Voluntary St,,rilization. 
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b) Study Reports 

1982 
*Wimberley, E.T. 
 The RSP method of tubal occlusion. jiomedical Bulletin 3,
 
no. 1.
 

*Rubin, G. L.; Ory, H. W.; and Layde, P. M. 
The mortality risk of voluntary

surgical contraception. Biomedical Bulletin 3, no. 
2. (French, Spanish

in 1984)
 

Expansion of voluntary surgical contraception into rural, remote, and
peripheral areas. New York: 
 World Federation of Health Agencies for 
the
Advancement of Voluntary Surgical Contraception.
 

1983
 

*Fishburne, J. 1. Anesthesia for outpatient female sterilization. 
Biomedical Bulletin 4, no., 
1. (English, French, Spanish)
 

*Wimberley, E. T., 
and Ablanalp, J. M. Poststerilization regret among
women: Methodological considerations 
for the next decade. Biomedical

Bulletin 4, no. 2 (French, Spanish in 1984) 

Jezowski, T. W., 
and Trias, 4. Programmatic considerations in meeting the
demand 
for voluntary surgical contraception in the 1980s. 
 Background paper
for Fifth International 
Conference on Voluntary Surgical Contraception,

Santo r)omingo, December 5-8.
 

Huber, D. Medical 
and health aspects of voluntary surgical contraception.Background paper for Fifth International Conference on Voluntary SurgicalContraception, Santo Domingo, December 5-8. 

Ross, .1. A., and Hong, S. Voluntary sterilization: A factbook ofinternational data from surveys and 
service statistics. Background paper
for Fifth International Conference on Voluntary Surgical Contraception,
Santo Domingo, December 5-8. 

Ahrad, J. S. Information, education, and communiction for voluntarysurgical contraception. Background paper for Fifth International
Conference on Voluntary Surgical Contraception, Santo Domingo,

December 5-8.
 

Philliher, W. W., and Philliber, S. G. 181. Social and psychologicalperspectivns on voluntary terili.ation. PNp,,r prelpnr,d for Fifth Inter­national Conforence on VoltuntAry Surgical Contr4ception, Santo Domingo,Dec mher 5-8. Pubilshed in 1985 as SOciAl and psychologlical perspoctiveson voluntary sterilization: 
 A reviaw, Stuidies in Family Panning 15,

no. 1: 1-29.
 

\~~
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1q84 

*Hasson, H. M. Open laparoscopy. Biomedical Bulletin 5, no. 
1. (French,
 
Spanish in 1985)
 

*Richards, 1. S., ed. Reversal of vasectomy. 
 Biomedical Bulletin 2, no. 3.
 
(Spanish) (French in 1985)
 

1985 and Forthcoming
 

*Ross, J. A.; Hiong, S.; and Huber, D. H. 
Voluntary sterilization: An
 
international fact book. 
 New York: Association for Voluntary
 
Sterilization.
 

*Petitti, D. 9. A review of epidemiologic studies of vasectomy.
 
Biomedical Bulletin.
 

*Wilson, E. W. 
A review of WHO studies on voluntary sterilization.
 
Biomedical Bulletin. 

*Porter, C. Asepsis and infection control 
for voluntary sterilization.
 
Biomedical Bulletin.
 

*Richards, I. S., ed. Menstrual 
function following tubal sterilization.
 
Biomedical Bulletin 2, no. 1. 
(French)
 

Working Paper series. New York: 
 Association for Voluntary Sterilization.
 

c) Conference Reports
 

1982
 

Report of the World Federation Seventh General Assembly. New York: World
Federation of Ifealth Agencies for the Advancement of Voluntary Surgical

Contraception.
 

Meeting the Needs of the80's: Proceodin.q of the Intrnational Planning
Meeting, New York. New York: W;;rld Federatlon of Ialth Agencies for the
Advancemrit of Voluntary Surgical Contraception 

Report on the Fir.t Scientific Conferonce, -- Regiional Arab Federation
Associations for Voltintarv Fertilitvcar, Khartotun, Sudan. New York: 

of 

World Federation of 'teal th Agunc ien for the ,Avancement of Voluntary
Surgical Contraception. 
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1983 

Atkins, B. S., and Jezowski, T. W. 
Report on the First International
Conference on Vasectomy. 
Studies in Family Planning 14, no., 13: 89-95.
 

1985 and Forthcoming 

Meeting the Needs of the 80's: 
 Report of the Fifth International Confer­ence on Voluntary Surgical Contraception. New York: 
 World Federation of
Health Agencies for the Advancement of Voluntary Surgical Contraception.
 

Report of the Conference on Reproductive Health Management in Sub-Saharan
Africa. New York: 
 World Federation of Health Agencies for the Advance­ment of Voluntary Surgical Contraception.
 

d) Promotional and Informational Materials
 

1982
 

Conununique. May, December issues.
 

Vasectomy Conference Program. 

World Federation Brochure. 
 (English, Spanish)
 

Vasectomy Initiative Brochure.
 

1981 Annual Report to AID.
 

*1981 AVS Annual Report.
 

*AVS News. Four issues.
 

1983
 

Grant Application Brochure. 
 (English)
 

Communique. 
May, August, November issues.
 

International Conference Program. 
 (English, Spanish, French)
 

International Conference Brochure. 
 (English, Spanish)
 

1982 knnual Report to AID.
 

*1982 AVS Annual Report.
 

*AVS Newn. Four issues.
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1984 

Grant Application Brochure. 
 (French, Spanish)
 

Communique. April, September, December issues.
 

Program for Conference oa Reproductive Health Management in Sub-Saharan
 
Africa. (English, French)
 

1983 Annual Report to AID.
 

*Brochure on the National Division.
 

*AVS: Who We Are, What We Do. 
 (brochure)
 

*Capital Campaign Brochure
 

*1983 AVS Annual Report
 

*AVS News. Four issues.
 

1985 and Forthcoming
 

Informational Brochure on the International Programs Division, Association 
for Voluntary Sterilization.
 

Slide Program ou the International Programs Division, Association for 
Voluntary Sterilization
 

World Federation Brochure. 
 (English, Spanish) (revision)
 

Conunique. Three issues per year.
 

Communique. (French) 
 As needed.
 

Communique. (Spanish) 
As needed.
 

Annual Reports to AID. 

*AVS Annual Reports.
 

*AVS News. Four issues per year. 

e) Patient Education Materials
 

1983 

*Birth control for men. (brochure)
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*Birth control for women. 
(brochure)
 

*Vasectomy. (brochure)
 

*Prevencion permanente. (brochure)
 

*Amor y responsabilidad. (brochure)
 

*Para el hombre. (brochure)
 

1984
 

*Vasectomy. (brochure)
 

*Female sterilization. (brochure)
 

*Supported fully or partly with private funds.
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ASIAN COUNSELING EFFORTS AND TECHNICAL
 

ASSISTANCE NEEDS FOR 1985
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ASILAR COULI)G MFOMT AND TUMlCA. ASS ISTAmz RS ruM15 

L 

1. 

DROETCTIO 
NO 

INDONESIA 
Subagreement #I 
INS-29-TR-1-A 

PROGRAM OBJECTIVES 
DNIIAINASSISTANCE

f * Establish Steering Committee 

* Develop curriculum and training 
I material 

* Train 144 Nurses and Midwives 

* Trainee follow-up and supervision, 
* 

AREA OF TECHNICAL 
(TA) 

CurrictLum, training 
material and program 
implementation strategy 
development. 

Evaluation of 
achievement. 

* 

HOW~ AND WHEN TO 
PROVIDE-T 

Early 1963 by an AVS/ 
NewYork czsult.nt. 

Late 1983 zv a localconsultant. To be 
idenrifiE- by AEO. 

2. THAILAND 
Proposal # 
"I'A-08-C0-9-Ath 

* National counseling policy develop-
ment thru three regional workshops.
Development of counseling material in 

National counseling 
policy development. 

Need a cz=sultant (whc 
knows Tha:1 to reie­
the nic-tl courseli-

Thai language including a counselinzmanual & needed audio-visual aids. 

Training in counseling for hospital 
director and information and 
education officer from thirtydisrichopitlsmaterial 

'*Initiation/support of VSC counselin-* Iiotiaonsupprt h of SChosisProgram 
pilot project in thirty hospitals. 

MMonitoring and evaluation of the 
program. 

* 
Curriculum training 
atr l de tl pindevelopment 

implementation 
and evaluation 

polic , . ossfst in thedevekpe-: of :rainin 
curric'lL: mterial 
in early 1985. 

Pro an i-lemntaicn 
A can b e nta iTA can bi 7rovided by 

RONewYcrk :.- nav be needec; 
for eval:=:ion in early 

198;. 

3. PHILIPPINES 

SubagreementPHI-08-XV-7-A 

* Develop a national level VSCI counseling training curriculum. 

* Conduct one workshop for training
of 30 trainers. 

• Conduct six workshops by trained 
trainers for *field workers andmotivators. 

* 

* 

Curriculum development 

Training rateria 
developmert 

Review of National VSC 

curricuIL7 by ARO andAVur ~rkcl y R n 

Provide 7A for training 
material development. 
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SL. 
NO. 

4. 

PROJECT 
IDENTIFICATIO 

SRILANKA 
Subagreement # 

SRL-02-F-6-A 

* 

* 

" 

" 

" 

PROGRAM OBJECTIVES 

Sensitization of policy makers and 
professionals on the need for VSC 
counseling by forming a national 
counseling coordination council and 
conducting seminars and speakersprogram. 

Develop counseling training material 
such as slides, flash cards, flip 
charts, etc. 
Conduct 2 training courses in VSC 
counseling for trainers, they will 
man the nine demonstration 
projects. 

Conduct counseling training for 
midwives, public health nurses etc. 
Establishment of counseling demons-
tration project in 9 VSC service 
facilities of 3 districts where 
Evaluate the impact of the demons-

ARMA OF TECHNEICAL
ASSISTANCE (TA) 

* Development of training 
curriculum. 

* DvlpetotriigActionDevelopment of trann 
material 

* Evaluation of demonstra-
tion projects. 

HOWJ AM ND EN TO
PROVIDE TA 

AVS provided TA to 
SLAVSC through JSA 
in tru g h e 

Counseling Country 
Plan and

Incorporate intz the 
continuation proposal 
BGS was the resource 
person on counseling 
at the National Coun­
selng Seminar rgant­
zed Jointly by MOISLAVSC at C3loleo, 

May 1984. 
Once the counseling 
curriculum is finali­
zed by the national 
coe ittee, then ARO 
SLASC the need for 

tration projects 
completion. 

after one year ofc o m p l t i o n ,a asrt e . 
ssistanc e . 

5. NEPAL 
Proposal 0 
NEP-01-CO-9/10 A 

* 

* 

Develop counseling capability at FPAN 
through training of .trainers/ 
evaluators, supply of materialsetc. 

Improve counseling at FPAN service
sites, particularly mobile sites. 
Assist the national program 
establish/improve family planning 
counseling, 

* Formation of national 
policy. 

* Development of training
curriculum, 

* Development of counseling 
programs and their 
evaluation. 

* AO has requested 
technical assistance 
from NY on several 

occasions. Such 
assistance is stillneeded. In the 
meantime. ARO staff 
is providing help an< 

* Development of staff. (continued) 
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SL 
NO. 

PROJECT 
IDENTIFICATION PROGRAM OBJECTIVES ASTAI4CEHOWSSTANCE PHVAh()EPROVIDE TA To 

5. NEPAL 
Proposal I 
NEP-01-CO-9/10-A 

(continued) 

* Activities to date (1) The convening 
of an Inter-agency Counseling Task 
Force which produced a report which 
has been edited with AVS/ARO and 
local expatriate assistance (2) The 
convening of a national level 
seminar and the production of 
proceedings also edited with 
external technical assistance. 

- have furnished FPAN 
with every available 
resource. 

Technical assistance 
in Counseling for 
Nepal rel.ains an 
ongoing priorit. 

Plans include (1) establish 
counseling unit at FPAN Chitwan 
branch (2) develop training 
curriculum (3) organize counseling
workshop for 15 Govt. training 
officers (4) organize a refresher 
course for sixty FPAN field 
workers. 

6. BANGLADESH 
Proposal # 
BGD-35-TR-1-B 

* Develop a nationwide standardized 
counseling training curriculum. 

Organize Training of Trainers 

Constitute Inter Agency Task 
Force for developing national level 
counseling policy and to recommend 
project for establishing a 
centralized counseling training 
center. 

Review of all current 
FP training programs and 
resources for need 
assessment of incorpo-
rating counseling 
curriculum in all the FP 
training programs. 

* NewYork TA ma- be 
made available 
sometime in aid-
April for 
approximately two 
weeks. 



SL. PROJECT 
NO. IDENTIFICATION 

7. 	 MALAYSIA 

Smallgrant 


#S-760 


FAC:scs
 
130285
 

Page 4: 

ASJAE OWEU UPUS MWD TSmICAL ASSISTAUC ME=PO IW5 

PROGRA OBJECTIVES 
AREAS OF TECHNICAL 
ASSISTANCE (TA) 

HOW AND WIHEN 
PROVIDE TA 

TO 

Two 3-day counseling training program 
for 20 physicians in each training 
session. 

* Development of training 
curriculum, 

* TA needs assessment 
to be made. 

Assess training needs of family 
planning personnel and their 
interest based on the needs and 
interest of training course 
participants. 
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Appendix G
 

MEDICAL SAFETY EVENTS AND MATERIALS PRODUCTION
 
SUPPORTED BY AVS 1982-1984
 

(Report prepared for Evaluation Team by
 
T. Jezowski, June 10, 1985)
 

AVS actively promotes the medical safety and quality of VSC
services In several interrelated ways. These Include inter alla:
 

o the development 
 of clear medical policies and
 
guidelines;
 

o on-site monitoring of VSC service and training

projects (i.e., medical site visits);
 

o complications and death report 
 investigations and
 
followup;
 
o support of local medical 
 supervlslon and medical
 
surveillance systems;
 

o 
 support of quality training;
 

o collaboration with other 
 donor and international
 
agencies concerned 
with VSC medical quality, including

WHO, IPPF, CDC, FHI, JHPIEGO, and AID;
 

o investigation of new technologies (e.g., NORPLANT,

Chinese "non-surgical" methods), '!SC techniques
new 

(e.g., FIlshle Clip), and refinements of medical
 
procedures (e.g., local anesthesia);
 

o selection, procurement, and development of
 
appropriate and safe medical equipment for distribution
 
to VSC service programs;
 

o organization and sponsorship 
of professional

meetings (i.e., conferences, workshops, and similar
 
group events) with some 
 aspect of medical safety as a
 
main theme; and
 

o support for 
 production and distribution of

publications and other materials relating to medical
 
safety and quality assurance.
 

This report specifically addressen the 
 last two typqs of
activities, that is, support 
 of professional meetinqs and
 
publications.
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Professional meetings and publications concerning the
 
medical safety of VSC are supported by the World Federation and
 
the Medical and International Programs Divisions of AVS.
 

A. WORLD FEDERATION ACTIVITIES
 

Professional meetings conducted by, and pullcations suppor­
ted by, the World Federation are particularly important and
 
useful because they are done at an International level for an

international audience, 
and planned and developed with the
 
active input and participation of professionals from developing

countries and the international health community. They thus help

to develop, promote, and legitimize sound and safe medical

practices in ways that would be difficult or impossible for an
 
American organization, such as AVS.
 

Below are a list of meetings sponsored by the World Federa­
tion where medical safety was 
the primary theme, or was included
 
as an impotant component. Often a report or publication

results from such meeting and these are indicated.
 

December 1982 	 First Regional Conference of the
 
Regional Arab Federation of Associations
 
for Voluntary Fertility, Khartoum,

Sudan -- this meeting included medical
 
issues In its overall agenda. An
 
important outcome was a mandate to
 
develop a textbook on family planning,

including VSC, In Arabic for medical
 
students.
 

May 1983 	 Expert Committee on the Safety of
 
Voluntary Surgical Contraception,
 
Manila, Philippines -- a pivotal event
 
that consolidated and codified world­
wide experience with VSC medical safety

and quality assurance. It resulted in
 
the establishment and International
 
endorsement ol safety guldeli ,es.
 

December 1983 	 Fifth International Conference on
 
Voluntary Surgical Contraception,
 
December 1903, Santo Dominqo, Dominican
 
Republic -- oafety and quality Issues
 
figured prominently in thin major
 
triennial event.
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May 1984 	 Special Task Force Meeting of the World
 
Federation's Committee of Voluntary

Surgical Contraception Statistics,
 
London, England -- this small expert
 
group met and developed a model proposal

for VSC medical surveillance systems

that involves the collection, analysis,

and feedback of service 
 statistics and

complications data from VSC 
 service
 
sites.
 

September 1984 	 Expert Committee 
 on Training for
 
Voluntary Surgical Contraception, Rio
 
de Janeiro, 
Brazil -- this committee
 
meeting reviewed and established
 
recommended guidelines 
 for planning and
 
implementing VSC training programs.
 

November 1984 	 Conference on Reproductive Health
 
Management in sub-Saharan Africa,
Freetown, Sierra --Leone medical

safety issues were important topics in
 
this regional meeting.
 

In addition to the publications referred to 
in the above
list, 
the following two medical safety publications were spon­
sored by the World Federation during the period review:
 

o "Expansion 
of VSC into Rural, Remote and Peripheral

Areas: Report of 
the Expert Committee."
 

o "Standard Terms for Voluntary 
Surgical Contraception."

This booklet provides definitions 
 and promotes their consistent
 
use and the collection of comparable international data for VSC
 
medical quality studies.
 

B. 
SUBGRANTEE MEETINGS 	AND PUBLICATIONS
 

Concern for and attention to medical 
 quality assurance
 
matters Is 
further realized when local, national, and regional
programa tpecfically conider thom. Thun, th, 
International
Programs field itaff work 
 with well-posit*onnd grintees to
undertake modical 
 naofty evenrs and publicatlonn,. Then often
precede or lead to development of national pollcl*o or guide­linet.. Th-s 
 rIevant roport" -ind publlcationn from World Fedora­
tion meetings, As well 
a* AVS'i own medical gtidelines, often
 are the departure point 
for atuch metingn and publicationn.
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Below is a partial and illustrative listing of some of the
 
regional, national and local professional meetings and publica­
tions supported by AVS from 1982 to 1984.
 

Philippines
 

o "Minimum Medical Standards for Comprehensive Family

Planning Services," a publication, Family Planning Association
 
of the Philippines, 1982.
 

Sri Lanka
 

o "Minimum Medical Standards for VSC," a publication,
 
Sri Lanka Association for Voluntary Surgical Contraception, 1983.
 

o National Workshop of Policy Level Administrators on
 
Counseling and Quality of VSC Services Delivery, 3 May 1984.
 

Banaladesh
 

o 3rd Annual Medical Workshop of the Bangladesh Associa­
tion for Voluntary Sterilization (BAVS), January 1-2, 1982.
 
Theme: Maintaining medical standards, obstacles, and dilemmas.
 

o 4th Annual Medical Workshop of BAVS, March 6-7, 1983.
 
Theme: Client recruitment, counseling and follow-up.
 

o 5th Annual Medical Workshop of BAVS, January 18-19,

1984. Theme: Clinic management with quality service.
 

o Four BAVS regional medical workshops for government

and BAVS physicians: implementation of minimum medical standards
 
and management of emergencies, May 1982.
 

o Four 
 BAVS regional medical workshopo: preoperative

client preparation and emergency preparedness, July - October
 
1983.
 

0 Selected BAVS publications:
 

- BAVS Medical Standards and VSC Service Guide­
lines (1983, 1985 - revised)
 
- BAVS Medical Emergency Handbook, 1985
 
- Autoclaving Manual (Bengali), 1904
 
- Bimanual Pelvic Examination (Bengali), 1984
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Nepal 

o National policy makers 
 workshop on surveillance,

evaluation training and maintenance 
 of medical standards at all
VSC service delivery sites with special emphasis to the mobile
sterilization teams, 
 Family Planning Association of Nepal

(FPAN), July 1985 (scheduled).
 

o Workshop on infection control in VSC, 
 FPAN, October
 
1985 (scheduled).
 

o Premobile 
 VSC service delivery season refresher

training of physicians, FPAN, August 1985 (scheduled).
 

o FPAN publications:
 

- Minimum Medical Standards for Male VSC, June
 
1983
 
- Minimum Medical Standards for Female VSC, July

1984
 
- Training Manual for Physicians, 1983
 

Indonesia
 

o Scientific meeting 
for the Indonesian Association for
Secure Contraception (PKMI) including a workshop on complications

and safety issues, November 1983; 
results led to formulation of
 
minimum VSC medical standards.
 

o PKMI workshop 
on evaluation and development of secure

contraception training for medical students, October 1983.
 

o PKMI 3-day seminar on male secure contraception,

August 1985 (scheduled).
 

Thailand
 

o National Medical Standards and 
VSC Safety Guidelines,

a publication, Thai Association 
for Voluntary Sterilization,
 
1984 and 1985.
 

Mexico
 

o National Symposium on Tubal Occlusion, National

Institute of Nutrition, Mexico City, January 1984.
 

o Workshop for Medical Directors of Mexican Family

Planning Private Programs, FEMAP, Celaya, Mexico, May 1985.
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Guatemala
 

o Regional Central America 
Workshop for the Prevention

of Accidents and Complications in Voluntary Surgical Contracep­
tion, August 1984.
 

Columbia
 

o Safety workshop for PROFAMILIA surgeons, March 6-7,
 
1985.
 

Dominican Republic
 

o Seminar for CONAPOFA and PROFAMILIA regional supervi­sory teams on VSC safety regulations, April 25 to 26, 1985.
 

C. OTHER RELATED PUBLICATIONS
 

The Medical Division publishes the Biomedical Bulletin, an
occasional report by recognized experts authoritatively reviewing

a particular aspect of VSC. 
 Recent titles included:
 

1982 The Mortality Risk of Voluntary Surgical Contra­
ception
 

1983 Anesthesia for Out-Patient 
 Female Sterilization
 
(F.shburne)
 

Post-Sterilization Regret 
Among Women (Wimberly,
 
et al.)
 

Open Laparoscopy (Hasan)
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APPENDIX H 
SCOPE OF WORK 

Scope of Work for Evaluation of the Association for VoluntarySterilization Cooperative Agreement AID/DPE-09;A-A-n0-2001- 0 
and Grant AID/pha-G-l128 

I. Background
 

The Association for Voluntary Sterilization (AVS) is a 
non-profit organizationwhich seeks to make permanent contraception available on a voluntary basis.Since 1972, AID has financed the majority of its international operations withcontracts and grants totallinr approximately M90 million. 
The purpose of the current AID Cooperative Agreenent with AVS Is to make highquality voluntary surgical contraception (vSC) services available as anintegral part of developing country health and family planning programs.
 

The current AID 
 Cooerative Aereement (AIT)/DW,4lQ68-A-00-2o!-O40) wasauthorized on December 22, 1981. he immediately preceding grant(AIT/rha-C(-II2R) was authorized on August 25, The1q77. last externalevaluation of AVS was conducted by APHA in December, An1979. AID audit ofCooperative Agreement AID/r f-0q8-A-4.f-2nlol.0 and (rant AT1/hha-r-1I?2conducted by RIG/A in September, 1q84, reviewing AVS financial 
was 

activities from1977 through SeDternber, 1Q84. A managenent review of the AV7 New Yorkoperation was conducted by the AID/W Project and Contracting Officers in May,
1q84.
 

IM. General Plan for the AVS Evaluation
 

A four-memer evaluation team will spend approximately four-five weeks
June-July, 1985, evaluating inAVS orogram and management operations by visitingAID/W, AVS headouarters in New York City, and several countries in which AVShas major country-specific and regional projects. 

Following the visits to countries in Asia, Latin America, and Africa,will reassemble at D.C. 
the teamISTT headouarters, Washirmton (or at AVS/New York) toprepare its evaluation report. The group will provide a debriefing for AID/Wstaff unon completion of the written report.
 

III. Purpose and ScoDe of the Evaluation 

'be evaluation wIll serve as a basis for developinR A.I.T. Drograndocumentation that would authorize/extend the AITVA1 Cooperative Agreementfrom January 1, 1987, to Decemer 31, 1092. The evaluation willorogramatic achievements as to 
focus on AVScamared targeted goals and oblectiAes takinginto account the level of funding that AVS has received over this Deriod;assess AIP5 strategies which have been emloved to reach these. goals andobjectives Including the role of the World Federation of Realth Agenciestbe Advancement of Voluntary Surgical Contraception; examine the issues of

for 
oluntarism and medical qualitv (including medical back-up and cost benefits)of sub-orolect services being supoorted; and study the overall managert ofthe AVS overseas orogram. The evalua:'on findings will enahie A'.S, under itsrooerative Agreement, to improve the olarnine, management and evaluation ofIts subarants. This evaluation will concentrate on actiitfes during theDerlod April 1, 19M2, to the present but will also cover the ixriod FromDececber, 1970, to April, 1982. 
 Nothing in this scone of wor 
 will limit the
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evaluation team from exaninr 
 other issues that they find to be imoortant.
 

IV. Tooics to be Addressed in the Evaluation
 

Programatic Achievements
 
1. T what extent has AVS achieved the antilcDated magnitude of outlDuts that
were envisaged in the Project Paper Ing Frame giventhey received? the level of funding whichHow have these outputs contributed to attaining the overallgoal and puriose of the Project and to the goals of the AID Population
Strategy?
 

2. Has the creation of pilot VSC sub-prolects iL.creased Indigenous awareness
and demand for services, lowered costs, and institutionalized VSC services by
host country organizations?
 

3. To what extent has the creation of national leadership grouns generated
greater oolitical commitnent to provision of VSC services by host 
goverrments?
 

4. How much have the training, international travel, and conferences funded bv
AVS contributed to the achievement of the Project goal and DurDose?
 
5. To what extent have AVS sub-grants and activities influenced the medical
safety, medical cuality, ouality of counseling services, and aualltv of I ,
activities in countries where AVS has provided assistance?
 

6. To what degree has AVS been able to resnoid to the existing demand for Vq,services which exists in AID-assisted L ,'s.
 

Cualitv Control and Voluntarism 
1. Does AVS have adenuate medical sunervision and Drovide medical badkuDits sub-projects? forAre the renuired emergency eaul;ent iters cvallable and
sufficient to resoond to unexiected situations? Are the medical safety
guidelines sufficient and are they enforced by AVS in its sub-orojects? 
 Hasthe AVS system of medical site visits by avoroved consultants maintained ahigh level of auslity and safety in the VSC services orovided? is the systemfor reporting mo.rtalities hnd calicatlons oroviding all needed informationand are the actions taken by AVS when cmplication/mortalitv re~orts are
received sufficient to insure the safety of xVsr remuestors? 

2. Pas AVS rigidly enforced AID'S and its own regulations concerning
"oluntarism in the VSC orograms which it suooorts? Ts counsellir of V5rreauestors adeauate to give then a thorough understanding of the procedure,its Dermanenrc, 
 and the availability of other tenorarv methods of Fiflvolanint? 
Does AS monitor its sub-orojects to insure that no coercion or
incentives are used to influence a ootential client's decision on V'r?written informed consent forms utilized Are
in all orolects which demonstrate thatall client decisions to utilize V. 
are voluntarv?
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1. DO the TEC orograms supported by AVS itie accurate and helpful informationon the VSC procedure? Have they created additional understanding of theprocedure Including its benefits, Dermanence, and voluntary nature for thegeneral public? ae AVS-supoorted clinics been able to respond to theadditional demand created by its TEC orograms? 

&ub-(rant Planning and Tmlenentation 
1. Do the processes which AVS uses for strategic planning and for subproiectdevelopment adeuatelv identify needs and effectielv allocate resources?Does AVS aoouire sufficient Information
other donors and LID 

about relevent projects suDported byorganizations to plan its suboroject suoport accordinlv? 
2. To what extent have AVS's associations with certain L r institutionsdirected AVS away from notential alternative subgrantees and projects? 
3. Do AVS reporting requirements for sub-Rrantees coutined with AVSvisits provide sufficient inforation for AUS 

site 
to adecuatelv monitor itssub-grantee's activities? 

4. Have AVS eaulprient shipments and currency transfers arrived in a timelvmanner for sub-projects to begin activities oramptly? 

9. as AVS responded effectively and correctly to the raDidlv fluctuatingcurrency exchange rates in many of the countries in whtch It provides

assistance?
 

6. Pas the svstem of sub-grantee audits combined with AIN site visits andreportim reuirenents provided adeuate fiscal control oler sub-rantees.Are negative audit findings promptlv resolved. 

Role of theWorld Federation ofuealth Aencfes for the Advancement 
ofVoluntarvSurgical rotraceton 

1. The evaluation team will examine the role and achieveentg of the WorldFederation sub-grant over the last three vears. Of particular cortern is hoeffectively the World Federation contributes to the goals an4 obiective, ofthe (Cooperacime Aareement aid how cost-effective is tieir effort. 

EvaluatIon 

1. Does the AVS suboroject evaluation svstem accur4telv identffv orolectaccoiMlishments and shortcomings? To what extent are evaluation findin sacted upn? canHow this system beDo AVS im rovedad upe as A tinaRveg t tool?project mwnaers Dv ad.,uate attention to the ne for evaluation Inthe oreoaratlon of their sub-protect docunmeto? 

2. How does AVS evaluate its proorums on a resioneal or worldwide icale'this information being uted effective1v In 
Ts 

resource allocation decitionsteoraohicallv and bet-.n the Droraw of each of 
both 

its Dilsions? 
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3. How well is client followup conducted in AVS supported sub-Drojects?the special AVS VSC client Pavefollowup surveys served to identify clientperceptions and/or misperceptions of the M procedure and are sureys oftype a cost-effective thismethod of collecting information in the future on aroutine basis?
 

Ortanization, Structure, and Management
 
1. Is the conmposition and organization of AVS adenuate for carrving out itsorograms? Should any changes in staffinr or structure be considered? 
2. Pas the system of delegation of authority to local Regional Officescontributed to improved planning, implementation, and auality ofsub-projects? Are the divisions of resoonsibility
between New York 

and lines of authorityand the Regional Offices optimaliv defined to suDport the

program?
 

3. Are the staffing levels and resource allocation between each of the NewYork Divisions commensurate with progrm needs of the AID-suoorted
international assistance? 

4. Does the allocation of resources between service projects and AVS corecosts reflect a forprover mix providing the maximum arount of servicespossible wbile maintaining the high ouality of services renuired by theCooperative Agreement and the AID Population Strategy? 

5. Uhat administrative procedures and practices should be revisedmanasamen more to makeeffective? - Specifically, which A.I.D. procedures andpractices, and which AVS orocedures and practices?
 

I". Fvaluation Procedure and Proposed (Cronologv 

A. Procedure
 

The evaluation 
will be conducted by interviews with AVS staff members, USAIDmission oDulation and health officers, host country officials, AVS regional
office staff, selected suberant staff, and AID/14 staff. Protect documents,records, reports and other evaluations will be examined. lubiect to ITRA~nmission concurrence, members will visit several of the followina countries:Brazil, Dominican Reoublic, Mexico, Colombia, i1zeria,,Morocco, Egypt, lTnisia, Neal, I enva, Sierra Leone,8sraladesh, Sri Lanka, the Philipoines, andIndonesia. (See appendix A) 

The countries cited above include those with regional offices, 4nd those with
major in-country activities. Thev include afunctional areas variety of oro'lects in theof service delivery and training, in leadershio activitles,IEC activities, and human resources/rapid response srants. Other AIN. andUSAID field staff and subtrantees may be canvassed by mail and rmuested torespond In writine to ouestions similar to those outlined in this acooe of
work.
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B. Proposed Chronolog.
 
The evaluation will begin in June 10, 1985, 
 and last four weeks. Apreliminary debriefir should be conducted at AID/W about July 4. Theseuence of events will be as follows: 

One day at AID/w (June i, 19A5) 
1. Meet with the Office of Population/Familv Plannir Services Division Chiefand Deputy Chief, the Project Manager,
Associate Director 

the Director, Deputy Director, andfor Progran Coordination of the Office of Poulation andrepresentative from athe Office of Cntract Management;
2. Meet with S&T/POP regional coordinators and the staffs of the regional
 
bureau technical offices.
 

Four days at AVS headauarters in New York rit (June 11-14) 
1. Meet with the Executive Director, and Division chiefs and functional 
division staff. 

2. Review selected suhagreent doctiments; 

3. Review field reoorts and other relevant documents. 

Two weeks of field visits to selected countries (June 15-30) 
1. Discuss the activities and role of AVS with TUSAID Dooulation/healthofficers and other relevant staff; discuss AVS collaboration withrepresentatives of other coooeratInR agencies workine In-country; 

2. Meet with field and regional AVS representatives; 
3. Meet with representatives of suberant recipient organizations. 

Four days at AVS orISTI headouarters 
The team will soend four days in New York or Washington to oreparethe evaluation report and to consult with AVS/AID 

a draft of 
headruarters staff as necessary. 

rie day (July 4) 
I. Dbriefir at AID/W 
Note: This prooosed scheduled may be ,xtended by one additional week ifreuired bv the DEaluation tearn 
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Appendix A 

Prooosed Countries and Rationale 

Bangladesh, Nepal, and Indonesia. All of these countries have longstandingAVS sub-projects which have provided services to many VSC re&uestors. AVS has a regional office in Dhaka. 

Brazil, Colombia, and the Dominican Republic. 7hese countries are E--xig thelargest recipients of AVS assistance In Latin ferica. The AVS re2ional
office is located in Bogota. 

Morocco, and Tunisia. These countries all receive significant AVSassistance. The AVS regional office is located in Tunis. 

Nigeria or Sierra Leone. Sierra Leone has a longstandirng AVS sub-oroject andis a Rood example of the very difficult working conditions which existAfrica. Nigeria is targetted for major AVS investnents 
in 

and has many newlyapproved sub-projects. There is currently no regional AVS officeSub-Saharan Africa but the Tunis Office is responsible for coverage 
in

of
Francophone Africa. 
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Appendix B
 
Prooosed Camoosition of Evaluation 
 Team
 

The evaluation tean 
 will consist of four members with the following
aualifications: 

1. A Team Leader with longstanding experience in family Planning service 
delivery in LDC countries and in the evaluation of these services. 
2. A physician with ob/*mn expertise and experience In the Drovision of familv
Planning services in LDC countries. 
3. A social scientist who would concentrate on voluntarism, counselling, TEC,
and indigenous demand for services. Suggest a tjerson not Dreviouslv connectedwith AID/AVS supported programs. 

4. A management expert with financial/accountinr expertise. 

At least one tea member should be proficient in French and one member
oroficient in Soanish 



APPENDIX I
 

PD-3 (SEPTEMBER 1983)

AID POLICY GUIDELINES ON VOLUNTARY STERILIZATION
 



APPENDIX I
 

Pn-3 (SEPTEMRER 1983)
 
AiD POLICY GUInELINES ON VOLUNTARY STERILIZATION
 

I. Overview 
The World Population Plan olAction of the
World Population Conference of 1974 obsred 

that; "AU couples and individuals have the basic

right to decide frMy and responsibly the number 

sad spacing Of their children, and to have the in.

formation. education and mam to do ....T Forein Asistance Act (FAA) of 11 (asTaded) fe adita c 191:of tifcato 

amen ed)refectad iti nal con~ de ati ns:and(1) the proc of economic and social develop.
ratwh isintu,'%afe by the pace.maltude and dim ion of population gowth:and.

(m) inmany usiIo r of population 
gro)thimit attainm oCbroade deopment

goast contribute to economic har 
 p andmgaarcontsibutelt contioms. hardshp.
hzardous health conditions, and dfey op-
Powitis frtheir odi. 
paen aind t comghie.o
Icari outM acoprbehnve populationof
A.I.D.han ipro to thegw t nuA. 
ar of has resndeto-the -and- owig

ber of LDC reuesto for a ncf and has helped

to make the varios mthd of famly planningPenml by our 1aj2 avadiable on a
broader el to the rralandu rbmn population
forwemOn as8ricy volum basis.become 
Moe m , LD i mm and non. 


owmetatikn" have mqum
an 

86" ce to extend the availability of voluntary
lowihation (WS)0WrVM. 0Such requeat arnpsen y in 19wons to the prepstearyfworkpot d by vIn oth "e peatowhh have

rcde b pPus. or edia the Awhocich
A.I.D. 

"Mece Ved spp. iatidn
A 40107 tAVS),
Pioundf rFund. the * tOn lAiSupport 

2 LP ekenm (W ), and Jcontext. 
NSPkUM University Papa. fae InterrationaljGnrlGsdUeEduatin Gynecolog
vWOr tmaofw f lb bisad ad 

Thse oe lmhew bun d OS sw . 

00" P. F 

ho #wl 

cant advanc in the development of new 
e tecnliqua which make sterilization 

Gl.ler, imp les epIlM"ow as an outpatient
Prc r. They have devloued iecalised 
eqpment and given WC meicA pg.
spealied training in the practic of obstricsand gynecology. Incuding endocrinology, ide­of cancerou conditions. materns cae. 

t e management of Inerility sand fertility.Including sterilization procedures.

In providing support for sterilization services.

A.I.D. must reaffirn its Ion-sinding and com. 
plt commitment to the basic principle of volun. 
aracceptance of family planning methods anddetermine baski conditions and saeguards within

which A.I.D. support for seilization activities 
can be provided. These conditions and safe. 
guards are needed because of the special nature 

sterilization a"ahighly personal, permanent
sgal procedure and to ensure that the needs

rights of Individuals are scrupulously pro­
tected. 

The offia positions of national goveryunents

am mined. While voluntary steriliztion has
 

abasic pan of comprehensive family
 
planning services in many countries, insome 
ther isonly unoffk-al approval for action by
nonlovernman aencies while In other coun­trke there Isopposition to the method. A.I.D.sf and A 1.D. -funded grsnnee and contractorsmu be fully aware of national sensitivities and 
mus receive AID/W and mission approval

before making any commitments on commenc.
 

for sterilization activities Inany
 

. General Gu Um 
A.M. acknowledes that each how country is
vm to dlrmine its own policies and practices

concerningthe rovision of sterilization services.
However, Al,,. support for VS program ac.
tivMes can be ptov only Ifthey comply with 
ohes8e iiane in every rspect. 
A. Weed Comont AID. assistance to VS 
service program shtal be contingent on satisfac. 
tory dsewirmtion by the USAID (bilatalpo­
sra) and/or A 1,D, funded gtants or con. 
tractor that surgcal Mueatlon pNCeM. 
uppo in wholeor In pan by AI.D. funds,
aeperforme only a"e the indvida has vouwa pr himel or heoeM at the

tMamnt facility and given h or he winr#e 
cons" to the stefllaion predm, 



Informed consent means the voluntary, knowing 
assent from the individual after he or she has been 
advised of the surgical procedures to be fol-
lowed, the attendant discomforts and possible
risks, the benefits 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 
upon the exercise of free choice and is not ob-
tained by any specal inducements or any *e-
ment of force, fraud, deceit, durms or other 
forms of coercion or misrpresentation. 
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 
language the patient understands and speaks,
which explains the basic elements of informed 
consent, as set out above, and which issigned by
the individual and by the attending physician or 
by the authorized assistant of the attending 
physician or (b) when apatient isunable to read 
adequately awritten certification by the atten-
ding physician or by the authorized assistant of 
the attending physician that the basic elements of 
informed consent were orally presented 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 awitness who shall be of the 
same sex and speak the same language as the patient. 
Copies ofthese infs orec forms and cer-tification documents for each 'S procedure must 

be retained by the operating medical facility, or 
by the host government, for aperiod of three years 
after performance of :,e sterilization procedure. 
USAID Misons should note their responsibility 
to monitor A.1lD..asistd VS programs-whether
such programs are funded bilaterally or by 
A.I.D..funded grantm or contractors-to en-
sum continuing adherence to the principle of in. 
formed consent. In order to carry out this 
monitoring function efectively. all proposed 
programs- either bilaterally funded or funded 
by AID,.upported intermediares- ha be 
approved by the mirsuon and AID/W prior to 
any commitment of funds or promise to commit 
funds for VS activities. In carrying out this 
rsposbilhly, USAID staff should be thor-
ougNy familiar with local circum"ances and 
government administrative parttris and be able 
to communicate ffctively with host country
reprfesentatives, 

B. Ready Access to Other Methods: Where VS 
services are made available, other means of fam. 
ily planning should also be readily available at a 
common location, thus enabling achoice on the 
part of the acceptor. 

C. Incentive Payments: No A.l.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 
away that no financial incentive iscreated for 
sterilization over another method. 

D. Qualty of VS Services: Medical personne. 
who operate on sterilization patients must be 
well-trained and qualified in accordance with 
local medical standards. Equipment 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, VS programs-whether 
bilaterally funded or conducted by A.I.D.­
funded private organizations-shall be con­
ducted as an integral part of the total health care 
services of the recipient country and shall be per.
formed with respect to the overall health and 
well-being of prospective acceptors. In addition,
opportunities for extending health car to par.
ticipants in VS programs should be exploited to 
the fullet. Consideration must also be given to 
the impact that expanded VS srvices might have 
on existing general health services of the recipientcountry with regard to the employment of physi­
clans and related medical personnel and the useof buildings or facilities. 

F. Country Poliies: In the absence of astated
 
affirmative policy or explicit acceptance of
 
A.I.D. support for VS activities, USAIDs should 
take appropriate precautions through consulta­
lion with host country officials in order to 
minimize the prospect of misunderstandings con­
cerning potential VS activities. Inmonitoring the 
consislency of A.,,D. -supported VS programs 
with local policy and practices, USAIDs and 
AI D,-fundd donor agencm,,aial jlso take 
particular note of program civities among 
cultural, ethnic, religious or political minoritie 
to ensure that ihe princples of informed consent 
discussed under "A"above are being obswrvtd 
and that undue emphasis isnot given i -4%. 
minority groups, 

\,
 



the time-honored method of paying for surgical
procedures both indeveloped and lees developed
countries. Reimbursement of physicians,
paramedical and other mrvi personnel on a 
pe-case basis can be an acceptable procedure.
Compensation to providem for items such as 
anesthesia. personnel costs. pr*and post­
opertive car, trnmportation, surgical and ad­
ministrative supplies, etc., on aper-case basis is 
aso gammaily acceptable. Thes payments to 
provide mum be reasonable relative to other 
modcal and contraceptive svice provided so 
that no financial incentive is created for the pro.
viders to carry out VS procedures compared to 
provision of other methods of family planning.
As in the cae of payments to acceptors. this isa 
ument which will have to be made on acoun­

try and progrm specific basis. However, in both 
cam. AID/Washington will provide assistance 
and guidance in making such determinations, 
and decisions relating to application of PD-3 
should be submitted to AID/Washington for 
review. Even though payment on aper-case basis 
isoften customary, A.I.D. Misions ar advised 
to encourage patterns o service delivery and 
methods of payment which do not unduly em­
phasie VS procedures compared to other 
methods of Fertility control. For example. if 
physicians who carry out the sulery are paid on 
aper-case basis and they have no role in the 
selection or counseling of patients. theservIce 
providerse cannot Induce adtonal patients to 
sccep steriliations over other contraceptive 
methods. Payments of physicians on a per­
sI on rather than ape.-ca basis may also 
sem the same function. Since payments on a 
per-case bas do raise questions, often of a com­
plei nature, beyond those raised by other types
of compensation, where a mision can persuade a 
government to use such other frameworks for 
payment. whether immediaty or phsein. It 
should L:) so. 
(C)Paymmt of Referral Apaw In sme coun­
trie fieidworkor an employed to im and 
reforpGOestAlacceP 0101ofcloneralve 
ethods incilne VS. Wh xtra "Pon ame 

incued in iaoirmift and referin VS aco. 
tore, aper-e payme of these costs eaccep­
table. Api.s. as Isthe case with payments to pr.
vid.samd/or acepton, a country or propam
specif detmination thit the payment isfor 
loshime eut expeses or active associated 
with VS rofera mus be made. The aim is to 
make all available conrKepv methods 
available at the same cost to the acceptor. 



t voAddendum to PD-3 (Immo ,ut.no. t 
Additional A.I.D Program Guidance for 
Voluntary Sterillzation (VS) Activities 

1. INTRODUCTION: The previously provided 
Policy Determination No. 3(PD-3), remains in 
effect. However, in light of several years ex-
perience, additional clarification of anumber of 
points relating to the application of PD-3 ased 
specific interpretation of its provisions appears 
to be needed. 

2. APPLICABILITY OF PD-3: PD-3 states 
"A.I.D. support for VS program activities can be 
provided only if they comply with these 
guidelines in every respect". This means that the 
provisions of PD-3 must be applied ifA.I.D. 
funds are used for whole or partial direct support 
of the performance of VS activities. However, as 
also noted in PD-3. "A.I.D. acknowledges that 
each host country is free to determine its own 
policies and practices concerning the provision of 
sterilization services". The provisions of PD-3 do 
not apply if A.I.D. provides support for popula-
tion and family planning programs within a 
country and provision of VS services isnot called 
for in the support agreement, i.e., VS activities 
may be apart of the host country's program, but 
A.I.D. funds are not used to support such ser-
vices. For example, ifA.I.D. support for VS pro-
gram activities is geographically confined to par-
ticular parts of acountry. PD-3 applies only to 
those areas with VS program activities supported 
by A.I.D. PD-3 does not apply if activities and 
projects are only peripherally related to provi-
sion of VS services, for example, A.I.D. support 
for construction of multipurpose buildings or 
broad-based training in reproductive health 
which includes VS techniques. Finally, in A.I.D.-
supported population and family planning pro-
grams in host countries which use A.I.D. funds 
for activities other than VS and support VS ac-
tivitlu with their own or other non-AID. 
funds, PD-3 does not apply. 

3. INFORMED CONSENT: The recipient of 
A.I.D spport used fully or in part for per-
formance of VS procedures must obtain and 
document voluntary Informed consent as part of 
the conduct of any VS procedure. A.1.D. does 
not re.uiln any specific format for this pro-
cedum. However, the elements of the procedure 
described InPD-3 (i.e., an explanation of the 
nature of the proceure, the attendant risks and 
benefits, availability of alternative methods of 

family planning, that the procedure isirreversi­
ble, and that the patient may withdraw consent) 
all must be part of the process of obtaining in­
formed consent. 

4. METHODS OF PAYMENT: All acceptor 
and/or provider payments in cash or kind 
beyond p pbeodVS service costs as well as fees charged 
for VS and other contraceptive services shall be 
established in such away that no financial Incen­
tie iscreated for sterilization over another con­

traceptive method. 

(A) Payment of Acceptors: It should be noted 
that guidance differs for payments which may be 
made to acceptors of VS as contrasted to pay­
ment to providers of VS (guidance applicable to 
providers of VS services isdescribed in para 4.B. 
below). As stated in PD-3, para C. "no A.l.D. 
funds can be used to pay potential acceptors of 
sterilization to induce their acceptance of VS". 
Further, A.I.D. support generally cannot be pro­
vided to VS services which include incentive 
payments paid to potential acceptors. For exam­
ple. aVS program supported by A.I.D. cannot 
be supplemented with acceptor incentives to in­
duce acceptance of sterilization services. Deter­
mination of what constitutes an incentive must 
be made locally based on thorough knowledge of 
soclI and economic circumstances of potential 
acceptors. In general, recompense to acceptors 
for legitimate. extra expenses related to VS pro­
gram services such as transportation, food dur­
ing confinement, medicines, surgically related 
garments and dressings and the value of lost 
work are not considered incentive payments and 
are eligible for A.I.D. support. It should be 
emphasized that these payments must be of a 
reasonable nature and aimed at making VS ser­
vices equally available at the same cost as other 
contraceptive services. For example, payment for 
loet work must correspond to a reasonable 
estimate of the value of lost labor over a 
,r.asonable duration of convalescence. 

18) Pay mu of Providers of Servicas: In light of 
experience, It seems desirable to modify the 
previous A.I.D. program guidance relngln4 to 
rimbument for VS servks as defined in 
AIDTO Circular 393 (10/27/77). pale 6. section 
3."operating service costs", para. 4, The sug­
pIed prohibition of reimbursemn t to providers 
of VS services on aper-came basis ha not proven 
practical in that payment per case or procedure Is 


