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Executive Summary

History and Management Issues

The Family Planning Assistance Project (FPAP - project 492-0396) is a five-year (May 10, 1990 to
December 31, 1994), $40 million grant from the U.S. Agency for International Development
(USAlD) mission to the Philippine government, with the stated purpose of increasing the avaiJability
and utilization of family planning services through support of the Department of Health's (DOH)
Philippine Family Planning Program (PFPP). The grant is complemented by $22.4 million provided
by the Philippine government. The project's prime goal is to assist the government to reduce the
total fertility rate (TFR).

This report is an evaluation of the project at its midpoint. Fieldwork took place during the fall of
1992, at time when the climate for family pla~. "'ling in the Philippines was more favorable 1lhan at any
point in recent years. The new administration had publicly committed itself to family planning and
to fertility reduction. Top government officials, including the secretary of the National Econonllc and
Development Authority (the equivalent of a ministry of planning) and the secretary of health, bad
made statements recognizing the importance of family planning and pledging support for critical
aspects of the program. Funds had been increased for social services, especially health and family
planning, and the secretary of health had pledged to streamline program operations.

At the time of the evaluation, however, the PFPP itself was found to be seriously flawed, the legacy
of nearly 10 years of disarray and lack of consistent support. During the 19705 and early 19805, tile
Philippines had had one of Asia's most successful family planning programs. For the remainder of
the 19805, however, serious difficulties arose, due largely to a combination of a dropoff in high-ievel
political support, economic stagnation, growing political discontent, and increasingly strong opposition
from the Catholic Church. Between 1987-1989, the program's very existence, strategies and thrusts
were questioned. During this period, there were two major casualties. The Popul2tion Commission
of the Philippines (POPCOM), which had spearheaded the prugram during its successful early years,
was stripped of its responsibilities for family planning and left only with development of population
policy. The DOH, which took over the provision of services, totally ignored the non-governmental
organization (NGO) sector, which had up until then provided more than 35 percent of services as
well as a large share of information, education, communication, and motivation (IECM) activities and
training. Without POPCOM and a strong NGO sector, the program was unable to provide enough
services to meet demand. At the time of the evaluation, the contraceptive prevalence rate (modern
methods) in the Philippines was only 22 percent, weB behind its neighbors in Thailand, in IndODf'.sia,
and even in Bangladesh.

Efforts to find administrative solutions through the creation of a Technical Secretariat (TS) in the
DOH have not lived up to their promise. Rather, the result has been that the family planning
program is now speaking with two voices, representing DOH's Family Planning Services and the 1'S.
This lack of clear direction from DOH will become even more critical with the recent decision to
decentralize many government activities. The new Local Government Code, devolving political,
financial, and administrative authority from the central government to local governments, has raised
many questions with regard to funding, supervision, and monitoring. It is not only a chaUenge,
however. Devolution also offers significant promise since enthusiasm and commitment for a renewed
family planning program appear to exist at the local level: Local investments in this proglad1 would
increase sustainabiIity and complement both their health and overall development efforts.
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This report contains a \\-'ide range of recommendations point~d toward restructuring and strengthening
of DOH management, reactivation of the NGO sector, and energizing service delivery, training, and
IECM. At the same time, no changes are recommended in the design of the FPAP. Rather, the
project was found to have made an important contribution toward moving the DOH to reorganize
and to make a renewed commitment toward family planning. Moreover, the FPAP is sufficiently
flexible to accommodate the challenge and opportunities that devolution presents.

Service nelivery

The PFPP contains ambitious plans for increasing contraceptive use, although a weak DOH
management informati~n system (MIS) results in considerable uncertainty with regard to present
numbers of users and acceptors. It is believed that numbers of acceptors have risen since 1986, but
this encouraging record is marred by high drop-out rat~s and clinics' failures to meet targets. Pills
are the preferred program method but the virtual absence of Depo-Prover:-a, a progestin-only oral
contraceptive, and Norplant limit the choice of effective methods available to women. Other areas
needing attention are quality of services and coordination of the program both with maternal an,d
child health (MCR) and primary health care act:vities and with tht; training, logistics, and IECM[
aspects of family planning.

From providing 35 percent of services, NGOs had fallen in 1990 to managing only about 17 percent
of the family planning clinics in the Philippines. The major constraint to their operating at full
capacity stems from a 1990 TS decision that aU NGOs had to be reaccredited. The result is that
three years later, the status of many of the largest and best-~stablished NGGs remains in limbo.
Other curbs on their effectiveness include lack of training, delays in funding, poor logistncs support,.
and failure of the TS to include NGOs in policy decisions regarding family planning.

Of two private sector efforts that are also under way, a work-based project, which targets large
businesses with predominantly female employees, was found to merit expansion. A social marketing
project, which features condoms (believed to represent about 13 percent of contraceptive use), was
judged to be too new to evaluate.

Training

The PFPP's five-year Plan calls for training nearly 50,000 clinical family planning personneL This
massive undertaking is progressing acceptably on the DOH side but not at aU for the NGGs, although
more than 60 percent of the training was to be directed to this sector. Other areas of concern relate
to the lack of a coherent strategy or database and poor coordination among public and private.
providers. Much remains to be done in completing guidelines for the 14 different courses to bf~

offered, and it was found that many clinical standards were overly restrictive and in need of
modification. In addition, scheduling of some courses needs reexamination and a system needs to be
established to ensure that equipment, supplies, and materials are available at (raining sites. Most
important, a needs assessment of training requirements should be undertaken on a priority basis.

IECM and Advocacy

IECM has been identified by the DOH as a key element in energizing the PFPP, and ~}S.tUD and
UNFPA are sharing the responsibility for supporting activities. A major deficiency in the overaU
effort is the lack of a targeting strategy; in particular. strong dividends in terms of new users might
be expected if non-contracepting women at health risk '",vere targeted. A large percentage of \vomelll
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in that category were found to want to plan their families. Although interpersonal communication
is arguably the most important element of IECM in the Philippines, little progress has been made
either in incorporating outreach workers into plans for IECM or in training clinical staff, particularly
midwives, to provide personal counseling on family planning. Population advocacy is the other main
aspect of IECM. Although POPCOM has carried out a number of successful advocacy efforts at the
regional level, these win need to be extended to lower administrative levels if they are t f

) influence
local government unit (LGU) officials to support strong family planning programs. Other
opportunities for advocacy exist in the areas of mass media coverage of population issues and the
lobbying of various organizations, particularly by women's groups.

Monitoring, Evaluation, Research, and Logistics Management

The dearth of good service delivery data is a serious problem, because without good reliable fieports
of users, new acceptors, coverage, and quality, it is impossible to measure program accomplishments
or deficits. The DOH MIS, to have been instituted in 1990, remains largely a plan. The n~ports that
are generated are of questionable accuracy, and many locations still depend on hand-tallying.
Moreover, the NGO~ are using a different system with no effort made by the TS to incorporate NGO
figures in the DOH totals. A major block to progress in this area is a continuing debat~~ as to the
national indicators that should be adopted. With devolution, the need for these standards and
indicators will become even more acute.

The PFPP has done no operations research, although evaluations h:we suggest,ed that studies of this
nature might have helped identify solutions to the problems of high drop-out rates and low modern
method use.

In the area of logistics, delivery systems have improved under the project, although supplies are still
uncertain for NGOs and provision of supplies is not always coordinated with service delivery needs.

Complete Listing of Recommendations

Recommendations for the Department of Health l

The following recommendations are designed to address four major issues facing the Philippifl":; family
planning program: (1) managing the restructuring of the program's administration, (2) taking
advantage of opportunities afforded by the devolution challenge, (3) freeing the program's TEeM:
component of existing restrictions, and (4) revitalizing the NGO network and resources.

FIVe Priority Actions

1. Management and Organization - The management of the DOH should be restructured so
that the family planning program speaks with one voice to the regional offices, LGUs, NGOs,
legislators, donors, and the community at large. This would require that the family planni:c.g
program in the DOH be a unified command headed by a regular DOHempioyee.

ITnese recommendations were contained in a leaer dated October 27, 1992 to the secretary of heal,;1, sent him on his
request after hearing the findings of the evaluation and devolution teams. The secretary requested a Est of fieri which
he shouid take immediately to expand and accelerate tbe program. The !ist provided contains five major actions eleven
additional activities that also need attention in the near future. See Appendi.x C for the text of the leuer.
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2. LOU Support - The 5 to 10 LGUs most likely to accelerate their family planning pn)gr·alllS

should be selected, based on commitment of their leadership to promoting and SUiJPC)rtJ.ng

family planning. Negotiations should take place with each of the selected LOU:; the~ir

future commitment in terms of the staff, space, budget, transportation, advocacy support,
MIS data. In turn, a comprehensive package of training should be offered them j including
family planning skills, clinical, as well as MIS, fiscal and resource management skills, computrer
for data base management, contraceptive supplies, and IECN! materials. FinaUy, the DOH
should offer to provide a clinical package of equipment essential for IUD insertion to
barangay health stations with trained midwives. Under DOH leadership, support for
initiative could be provided immediately by USAID and perhaps other donors as wdL

3. Standards and Accreditation - The new accreditation requirements should be \ivaived for
NGOs that were accredited during the POPCOM years. The accreditation process ...hauAd
be completed for aU remaining NGGs within the next six months. Training of NC J stalff
should begin immediately, en:ploying the existing training modules now being used for lh,e
current training of DOH staff in family planning. USAID should be requested to modify the
new Economic Development Fund (EDF) training cooperative agreement to enable NGn
training to get under way rapidly.

4. Communication and Logistics - The IECM program should be activated on television and
radio. The latter should focus on informing women of the new family planning program
recently trained staff, improved, gentler oral contraceptives, and the new long-lasting IUD.
The CARE network should be used to distribute existing IEeM materials, whillch ,;,'ould be
developed and printed under the PCS project.

5. Human Resource Development - DOH regional staff should be strengthened
training and technical support for their increased responsibility in family planning.
number of regional staff (including !YHS [management information system] and
specialists) involved in family planning monitoring at the LGU level should be mcre'l.sec!.

Eleven key actions to be carried out simultaneously \vith the pre'vious list or shortly th~~reatIer:

1. Policy discussion should be initiated ""1th the secretaries of finance and budget
appropriate offices to establish a budget line item for family planning.

2. The DOH should resume its mandated role of setting policy and establishing guidelines U:UU'lo.ol

than delegating these authorities to the TS and the technical policy committees.
key to a successful devolution of DOH resources to the LGU level. Technical assistance can

01

be provided in this area.

3. Policy discussions should continue between the National Economic and
Authority and POPCOM regarding a collaborative role to strengthen the devoh.rtion nrr~.r-.r~,r,<:

4. National strategies for training and supervision should be completed.

5. National strategies :or IECM should be promulgated.

6. The accreditation process for training and service ,f'.:Stitutions and
simDlified.

£
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7. Existing clinical manuals and guidelines should be reviewed to identi.ry and eliminate aU
unnecessary medical barriers that inhibit quality family planning services. Technical assistance
could be prmrided to assist in this area.

8. A program should be initiated to identifY, recruit, train, and supply private sector medical
institutions and individuals for family planning provision throughout the country.

9. Barangay health stations with trained midwives that have not yet received the equipment and
supp!ies needed to support IUD insertions should be provided with these supplies as soon as
possible.

10. Technical policy committees should be dissolved. Instead, committee members and other
experts can be called upon as needed as paid technical experts to support DOH standards and
guidelines work.

11. The work of Technical Policy Committee on Advocacy should be transferred to POPCOM
in line with the latter's current responsibilities.

Recommendations for USAID/Manila

Overall Strategy for USAID

Although a new project is contemplated for 1994, no recoITh'11endations have been made for revisi.llg
any section of the FPAP to meet H:~ programmatic needs of the next two years of implementation
under FPAP. As a weB-designed project, and one that induded in its original plan many of the
recommendations contained in this report, the FPAP continues to provide an ideal context \vithin
which program reforms can take place.

Management (Chapter 1)

1. The FPAP project should remain as designed. No changes are recommended for any of its
sections.

2. USAlD should support the DOH in its ongoing effort to restructure the PFPP and to get Gi

line-item budget for family planning.

3. USAID should encourage some restaffing of POPCOM leadership so that it acts In

complementarity \\>ith the DOH.

4. DS.t\lD should assist with the selection of up to 10 LGUs in which an integrated fam.ily
planning and population program would be undertaken. The program would have as a major
goal the identification of that organizational and management structure which is most
appropriate given the changing roles of all organizations.

5. US.AJD should support the DOH in disbanding all technical policy committees and assist the
DOH in securing technical expertise when needed.

6. USl\ID should support the transfer of responsibilities of the Technical CDmmjttt~ on
Advocacy from the DOH to POPCOJvL
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7. The monitoring structure of the PFPP should oe defined and a choice needs to be made as
to whether there should be a unified DOH-N 30 or separate monitoring structure.

8. Technical assistance should be given at the natic'na l level in thp development of a supervision
strategy including guidelines. All the supervisory approa:hes that are developed '.'liB need
companion plans of execution.

9. The criteria for selection of the project monitoring teams should inc1u:ie reguirements for at
least one member who has been trained and has experience in clinical family planning and
one member experienced in the .nanagement of training and supervision.

10. USAID shOUld support requests from the DOH for technical assistance for the management
training of regional staff and midwives.

Service Delivery (Chapter 2)

DOH Service Delivery

1. USAlD should encourage tht:: government to establish guality assurance teams at the national
level.

2. USAID should encourage the DOH to review all CllOlC service delivery prm~edures to
determine how best the delivery of family planning services and information can be improved
and integrated into clinic operations.

3. USAID should urge the PFPP to expand the range of available contraceptives by adding a
progestin-only oral contraceptive; expanding the number of service sites offering Norplant;
and approving, registeril'g, and offering Depo-Provera at seIVice sites and through the social
marketing program.

4. USAID should encourage the DOH to develop a trainee deploymem strategy - one that
assigns train~..d personnel according to client demand for family planning and for speci5c
contraceptive methods.

5. USAID should encourage the DOH to coordinate aU service delivery, IEC~~1, and traip,dng
activities by establishing quarter 1y meetings among relevant staff at both national and regional
levels.

NGO SeIVire Delivery

fer the NGOs

1. NGOs should attempt to make their strengths knmvn on a "",vder scale, in partlcular their
innovative strategies to reach the young and unmarried, the men in the workplace, and
women at high health risk; their experience in advocacy; their management and financial
capabilities; and their abiiiries in training and research. The most capable and institutionally
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strong NGJs should develop family planning training and ser/ice delivery! technical a$~'Is!t.a[]ce:

and support packages and market them to LGDs.

forUSAID

1. USAlD should encourage the DOH to waive accreditation requirements for all
that were accredited during the POPCOM years.

NGOs

2. USAID should also urge the DOH to complete the accreditation proress for all o1ther NGOs
within the next six months. This can be accomplished by simplifying and liberaliz.ing the
accreditation criteria and oJ" ~treamlining the accreditation process.

3. USAID should attempt to facilitat\'~ and expedite the flow of funds to NGO~)either from
LGUs, government organizations, or private agencies.

4. USAID should urge the DOH to make a greater effort to coordinate NGO affairs. The
coordination should be limited to encouraging cooperation between NGOs and government
and among NGOs, and not in any way to limit or impede NGO initiative and creativity.

5. USAID should work :0 ensure that NGOs are priv~y to data and information on demography
and family planning services so that NGOs can contribute to the maximum in reachin.g of
national goals.

6. USAID should help ensure that area-based planning exercises mo... e adeguateiy reflect the
interests and ability of specific NGOs and avoid duplication of effort.

We rk-Based Family Plann.ing

1. The work-based family planning project can and should be e":panded. 1JSiUD, witb
should review the program in depth and make recommendations as 10 how it be
streamlined and modified and then e"-'tended rapidly to other industries. Ways to G~xl:)alJld

program could involve enrolling exceptionally promising plants (large industries
married populations and a committed management) beyond the region.) Hsted m
Philippine Center for Population and Development (PCPD) grant. Ttley could als()
recruiting parastata!s, police academies, utilities, and other non-commercial organ[zations,

2. USAID should encourage the PCPD to streamline its IECM operations, roak-jng more
effective use of print materiais and referrals to dinic staff.

3. USlJD should urge that IECM programs be tailored to the panicular demographic
characteristics of the workforce (i.e., young, unmarried women: oider married men; etc.).

4. US.AJD should also urge that supe!'\'ision and monitoring prograrrlS be redesigned to reduce
cost and improve efficiency.

5. USAID should encourage PCPD :n undertake rap:d assessments of
companies in order to replicate the pattern e1se...\'nere.
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6. US..<\ID should recommend that IUDs and tuba! ligations be meluded
program, even if insertions or surgery must be performed off-site.

the industry-ba5ed

7. USAID should encourage program sustainability through the introduction of social m~lr~,etiln.g,

pcograms in the workplace.

Social Marketing

1. USAID should review carefully the social marketing activities of SOM..'\RC and assess their
potential for increasing sales of condoms and pills through expanded promotional ;(jc:tivities.

2. The SOM.A..RC program should be carefully monitored for impact.

Training (Chapter 3)

Training Strategy

1. US..<\lD should encourage the DOH to develop a national training strategy.

2. A national training database, induding information on number of trainers, personnel trained,
number of training courses, etc., should be established to help in the management and
planning of training programs.

3. USAID should encourage the DOH to carry our a training needs assessment of ali pdvate
practitioners and service.

4. An annual traimng coordination meeting shoula be held to revie\v training progress, probl;ems,
and issues. Both private ~md govemrnent agencies should participate.

5 lJSAlD should urge the PFPP to give maximum attention and support to the NGO training
component to avoid any further delays and to assist the program in meeting its targets,

Training Standards

6. USAID should encourage the establishment of uniform training standards that reflect
reality of training: in the Philippines "y~thou( compromismg tbe aualitv of care... .;::l _ .;0,",-,.11 .-

7. USAID should recommend to the DOH the removai oian unnecessary medica; barriers to
famHy planning.

8. USAlD should urge DOH that training course content mat'crial include mare information, on
h b - f t: 'I ,. .. h ' , " ,.. . . ", ,. h i l..t.e enetlts 0 .laml YiJlrmnmg ena the I ealln rISkS or pregD3.11CY. with more or a pLlDllC . ea~tll

client-oriented approach,

US.AlD should suggest that the pros and cons of tr3mmg midwives In thp
,.... '. _ 'J,.... ~ ;,. :0; ~ ,_. _.~. ...... •" ri; Aro"~"l· ~"+,;:),,," -r ."">'I-")·.:,,'r"! '~,o Q ~~.~, ,...0"...ornp, e!."~ibhc t?IThl} pldfhllng ;"Oufse '""if,",,,,,,"} ai.i..-• .1::' al.li."<.H10uD,,- ....Xpl01 .... C.
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10. USl;JD should strongly encourage competency-ba~edtraining wherever possible.

11. USAID should urge the DOH to make some adjustment to the practicum segment of clinical
tra~ning so that the time could be used more efficiently.

12. USAID should continue to encourage focusing the surgical contraception course on
minilaparotomy procedure.

13. The "no touch" technique for IUD insertion should be inc.luded in all relevant c~:mrsies.

Equipment, Supplies and Materials

14. USAID should participate in an inventory of all equipment supplies and materials that are
currently available for trained personnel and training sites. A similar assessment of NGO
facilities should be undertaken. Based on these inventories, two options sbould be
considered: one, equip those clinics that are considered to be in priority areas; tw'o, if
sufficient funds are unavailable to supply non-priority clinics, defer training for their staff.

15. Training courses should be enhanced with audio-visual and other graphic aids. A high priority
should be given to the acquisition of more pelvic models fer IUD practice.

16. USAID should urge the DOH to employ the training modules currently in use by DOH staff
in the NGO training as well.

Follow-up, Monitoring. and Supervision

17. USAID should strongly encourage the development of a plan for the supervision ofnewJy
trained family planning workers including training modules modified to include this
supervISIon.

]8. ,..:\s soon as possible, a training course should be developed and implememed for the project
monitoring teams at all levels of the system: national, regional, provincial, municipal and
district. This same course should be offered to the NGOs.

19. A course should also be developed for the local health boards.

IECM and Advocacv (Chapter 4)

.Qyerall Strategy

1. USAlD should have pes assist with the development of an IEeNl marketing strategy
targets groups that are the most likely candidates for ne\v acceptors.

2. DS.;:\lD snou]d also direct pes to work ""ito the public and private sectors to reach men and
. . , .hi' ,,"'"unmarrIed men ana women wlL. popuatlon ana iamlly piarmmg messages.



3. USAID should direct pes to assist with the development of an operational plan reIJeC;url.g
the strategy proposed above. This would include a plan for each channel of comml..micatiorJ
- mass media, support media, and interpersonal communication.

4. Under this strategy, USAID should urge the DOH to give mass media immediacy and
prominence. Radio and tele,-"ision campaigns should begin as soon as possible - particular1)'
campaigns that inform the populace about the new, improved, and revitalized family planning
program.

5. Under the strategy, USAID should also support the resuscitation of the interpersonal
education component of the family planning program, modified where appropriate (based on
OR findings).

6. USAID should assist with the restructuring of the IECM and advocacy components of the
PFPP so that all activities - from research, planning, and development to implementation and
evaluation - are given a well-defined institutional home.

Interpersonal Communication

7. USAID should help with the establishment of realistic performance indicators against which
IECM personnel can measure their work.

8. USAID should encourage the completion of the new rcs training module currently being
developed by the TS, ensuring that the FPS, currently using a different module, provides its
inputs.

9. USAID should recommend to the DOH that the basic comprehensive and ICS trammg
courses be held se~uentiany. Such an arrangement would be more cost-efficient and logical
than the current one.

10. USp,lD should support the functional integration of family planning and other MCH services
at the clinic level, thus affording additional opportunities for family planning information to
be presented.

11. USAID should urge the DOH to recast the IECM program message from promoting aU
methods neutrally to placing the emphasis on effective family planning methods in aU IECM
efforts.

Advocacy

12. USAID should support increased advocacy activities that would include education of elected
LGU officials and their staff through training, conferences, and workshops; mass media
coverage of population issues; lobbying of local officials by women's groups and other citizen
organizations; and lobbying other organizations - such as radio and television networks and
stations - to pmmote responsible sexuality and parenthood. A special effort should be made
to include private sector health prmriders.

13. US.AlD should urge the DOH to undertake a careful review of ail IECJ\'f materials currently
in use and determine those that are appropriate for further use, given the likely shift in



IECM strategy. For new materials, the focus shoulri be on cost effectiveness; reduction
purchases of high-cost, relatively unproductive mass distribution items such as posters; and
an increase in narrowly targeted materials such as leaflets for r. particular audience.

Monitoring. Evaluation. Researd... and Logistics Management (Chapter~)

1. USAID should urge the DOH to complete its national indicators review in the near future.

2. USAID should urge that these indicators be included in the FHSIS.

3. USAID should recommend that the FHSIS be improved according to those modifications
r~comrnended in the FPMD assessment.

4. USAID should playa prominent role in the resohJtion of the MIS issue, working to attarnl
consensus that a modified FHSIS serve as the one MIS system in the Philippines. NGO datell
shoUld be included in the FHSIS as rapidly as possible.

5. USAID should ensure that the MIS not be built into logistics management until both logistic.s
and MIS are fully functionaL

Researcb

1. USAlD should urge the government and other donors to develop a priority list of 10 OR.
studies to be carried out before implementation of :he new USAID family planning project.

2. USAID should encourage the DOH, Philippines universities, and donors to develop at

national research agenda.

Logistics

1. A study should be carried out to determine the appropriateness of the DOH equipment list
for clinics, particularly equipment needed for IUD insertions (i.e., tables, lamps, IUD kits,
etc.).

2. A similar study of basic equipment requirements for NGO dinics should also be undertaken.

3. USAID should hire a consultant to participate in a one-time inventory of all equipment
supplies and materials for every training site for personnel (t-'2~~! DOH and NGO) to identify
and prioritize needs. If sufficient funds are unavailable to supply nOll-priority clinics, trainin.g
for t!:leir staffs should be deferred.

4. Procurement based on the aforementtioned lists and inventory should be acted upon a
priority basis.



Recommendations for ALD.! WashIDgton

1. The Bureaus for Asia and for Research and Development (R&D) should provide financial
and technical support to USAIDlManila as it seeks creative ways to utilize the ongoing FPAP
project as a vehicle for additional funds for family planning. The importance of these funds
is particularly critical, given the unprecedented opportunities for family planning and
population programs in the Philippines. For the short term, these funds should be made
available through some suitable innovative funding mechanism.

2. The Bureaus for Asia and for R&D should look favorably upon increased funding for the new
FPAP to take advantage of the opportunities presented by the enthusiasm and support for
the devolution process.

xx



1.1

1. Project History and Management Issues

Project Background

The Family Planning Assistance Project (FPAP - project 492-0396) is a five-year (May 10, 1990 to
December 31, 1994), $40 million grant from the U.S. Agency for International Development
(USAID) mission to the Philippine government, with the stated purpose of increasing the availability
and utilization of family planning services through support of the Department of Health's (DOH)
Philippine Family Planning Program (PFPP). The grant is complemented by $22.4 million provided
by the government of the Philippines. The project's prime goal is to assist the government to reduce
the total fertility rate (TFR).

The PFPP, supported through this project, has the following general objectives: 1) to increase the
number of married couples of reproductive age (MCRA) practicing family planning and responsible
parenthood in order to improve maternal and child health (MCH) and reduce fertility; 2) to promote
the values of responsible parenthood (e.g., responsible sexuality, delayed marriage, lowered health
risks of certain categories of pregnancies, increased child spacing and small family norms); and 3) to
strengthen support services of the program specifically in management, logistics, information,
education, communication and motivation (IECM), research, and training.

The FPAP is designed to heip further PFPP's objectives through supporting its various activities,
primarily family planning service delivery, but also IECM, training, logistics, monitoring and
evaluation, and research. The program is directed to both the public and the private sectors.

FPAP was about half-way through its implementation in late summer of 1992 and was thus scheduled
for the required midterm evaluation. This report is the result of that evaluation. Specifically, the
evaluation covers the period of August 1990 to October 1992, starting with the date that the
government of the Philippines met all the conditions precedent to the disbursement of funds under
the FPAP.

The major issues to be addressed are set forth in a scope of work (see Appendix A - also, see
Appendix B for a listing of the documents referred to during the evaluation). In addition, two
overriding questions came to the fore during the evaluation process: Was the FPA.P as designed
adequate to provide assistance under the previous and the current administrations for a vigorous,
broad-based family planning program? Were the administrative arrangements of the PFPP sufficiently
efficient to lead to the revitalization of the family planning program and its expansion under the new
more supportive administration of President Ramos? The major focus of the evaluation is on the
future, specifically on two issues: What specific interventions can the current FPA.P support to
energize the family planning program? What shape should any new USAID project take to improve
that support?

1



1.2 Background on Philippine Familv Planning Program

1.2.1 The Early Years - 19708 and early 19808

The Philippine famBy planning effort was recognized in the 1970s and early 1980s as one: of the most
ambitious, innovative and successful in Asia. During these years, the Population Commission of the
Philippines (POPCOM) became increasingly powerful, gradually taking up tasks originally carried out
by the DOH and assuming the dominant role for development of population policy while the DOH
continued to provide services and training, although at a declining rate. POPCOM carried out its role
through an active network of non-governmental organizations (NGO) and the OUTREACH program,
which was initiated in 1973 to accommodate persons living at considerable distances (over three
miles) from the nearest health unit. Under this program, which was initially funded by USAID but
gradually taken over in large part by the local government units (LGU) - governorates,
municipalities, and barangays - POPCOM selected and trained outreach workers.

During this period, the NGO sector played a major role in delivery of family planning in the
Philippines, providing more than 35 percent of services as well as a large share of IECM and training.
During the first half of the 19705 (1969-1975) when the program was just getting under way, NGOs
pioneered and championed the spread of family planning awareness and services in areas that the
government facilities could not cover. In the second half of the 1970s and the first half of the 19805
(1976-1986), NGOs remained a key element in the program, particularly in its efforts to spread family
planning information and services throughout the country.

From a service delivery standpoint, the POPCOM years had two major tlaws: Drop-out rates were
high and prevalence for modern contraceptive methods was low.

1.2.2 Program Decline - Mid-1980s to Late 1980s

During the 19805, the population program went through a difficult period. Its desultory performanee
has been attributed largely to a decline in high-level political support, economic stagnation, growing
political discontent, and increasingly strong opposition from the Catholic Church. Between 1987­
1989, during what is described as the "era of policy debate," the program's existence, strategies, and
thrusts were all questioned.

The major programmatic consequence was a decline in POPCOM's leadership as questions arose as
to its mandate and role. As a result of the more assertive Church opposition and fearful politicians,
the once powerful POPCOM was reduced to a less than effective planning and implementing agency
for family planning. In the late 1980s, the family planning component of the program was transferred
to the DOH, leaving POPCOM with responsibility only for population policy development.

Shortly after the transfer of family planning activities to the DOH, USAID provided bridge funding
to support NGOs and the private sector in a limited way. Funding was also provided by the United
Nations Population Fund (UNFPA), part of which was reserved for the production of new training
and clinic management manuals which were written and tested by the Family Planning Services (FPS)
section of DOH. In addition, the training of trainers, supervisors, and eventually DOH providers
themselves was also undertaken with success by FPS, relying both on new materials and on materials
previously developed by POPCOM.
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1.2.3 Revitalization of DOH Program - 1980s to the Beginning of the Ramos
Administration

Re-Establishment of Family Planning as a Maternal and Child Health Pr.Qg@lD

A turning point came during the early years of the Aquino government (1986-1992), when several
courageous individuals within the government, most notably the secretary of health and his chief of
staff, convinced the president to re-establish the public sector family planning program as aD MCH
measure.

During this period, FPS moved forward in the area of service delivery. Even without a program
strategy, it has trained large numbers of DOH staff and taken steps to increase delivery of services.
This was a practical and realistic approach to a difficult situation.

At the same time, serious problems remained in the ability of the family planning program to providt~

services. FPS turned out to be a weak substitute for POPCOM, handicapped by a lack of adequatf~
staff and funds to support the massive logistical support requirements of the program. In particular,
the NGO program was almost totally ignored by FPS. NGOs received virtually no logistical support,
training, or operating funds. In addition, FPS did not provide an adequate substitute for POPCOM[
in the area of providing technical policy guidance or standards.

Establishment of the Technical Secretariat (IS)

To address the gaps with regard to !he NGOs and standards, the DOH, in response to considerable
pressure from the donor community, established a Technical Secretariat of the PFPP, with eighlt
technical policy committees and one steering committee. The major rationale for the formation of
the secretariat was FPS' neglect of the once powerful NGOs which were nevertheless programmed
to deliver more than 35 percent of services as well as a large share of IECM and training. Thf~

secretariat was charged with recommending technical policy, developing program guidelines,
coordinating public and private (largely NGO) efforts, and assuring compliance with an national
program standards. The chief function of the committees is to develop guidelines and standards for
various aspects of the program, to be presented to the TS for review and eventual dissemination.
The TS also used the committees to review proposals from NGOs and to draft strategies.

This arrangement has not worked as well as had been expected, either with respect to the [commiuees
or to the TS itself. The TS has no budget to pay staff, fund committee work, or coordinate family
planning activities. Committee members have thus had to contribute their time without pay. Perhaps
understandably, the performance of these volunteer groups has been spotty. Some have worked
exceptionally hard and completed guidelines and policy standards, but others have never met.
Particularly noteworthy is the Technical Policy Committee on Advocacy, which did some exceUenlt
exploration on options for ways in which family planning might be promoted among various NGOs
and government organizations (see Section 4.4.3).

The TS staff has consisted entirely of contract personnel paid by donors and vested with rno authority
over regular DOH staff members, either at headquarters or in the field. This has placed the director
of the TS in a weak position, for he is just one of the chiefs working on population. The others ­
the heads of POPCOM and of FPS - are both government employees, and thus hlwe considerably
more authority than does the director of TS, despite the leading role he has been assigned in thf~

areas of policy, coordination, and compliance with all national program standards. As a consequence~



the DOH leadership has often failed to promulgate the standards that the committees prepared,
leading to confusion and delays in many aspects of the family planning program - particularly in the
important area ')f accreditation of NGOs (see Section 2.3.3).

Even with the best will in the world, such an administrative arrangement would result i.n major
programmadc inefficiencies. In the current environment of the Philippine population community,
however, there is little good will in the sensitIve area of family planning. The DOH itself does not
speak 'With one voice. Nor do the DOH and POPCOM agree on key issues. Like,...ise. the leadership
at the TS and POPCOM maintain an icy relationship, with, for example, each side refusing to send
representatives to planning meetings called by the other.

In brief, the management structure has not served as a useful vehicle to mount a revitalized national
family planning program. Rather, it is more of a handicap to the four most important implementation
actors - the NGOs, the DOH staff, POPCOM, and the private sector. Although designed for the
best of reasons and with donor encouragements, the implementing/administrative arrangements of the
PFPP, particularly the 1'5, would seem to be seriously flawed.

Despite the creation of the TS, the neglect of the NGOs has continued. For many reasons, almost
two years have passed under the secretariat's man - -e 'with only a few NGOs having been accredited
and no NGO staff having received training. SinCt :,JGOs are expected to provide approximately 35
percent of prevalence, this neglect is having serious repercussions on the effectiveness of the PFPP.
In addition, the IECM efforts of the PFPP have been handicapped by inter-committee second­
guessing of the technical experts on the technical committees, thereby leaving another major DOH
component in limbo. Likewise, again as a result of indecision on the part of TS and its committees,
management information systems (IvfIS), monitoring and evaluation, and operatIons research (OR)
remain largely at the discussion stage, as does private sector involvement. The only area in which
there has been real progress has been to make the contraceptive logistics system into the beginnings
of a solid working system.

12.4 Recent Developments

Encouraging Signs

Recent events have given rise to a certain optimism. The new Ramos administration has publicly
committed itself not only to family planning but to fertility reduction. In a statement to thl~ August
1992 International Conference on Family Planning held in Bali, which was reportedly cleared by the
president, the secretary of the National Economic and Development Authority (NEDA - the
equivalent of a ministry of planning) committed the government to more direct attention to fertility
reduction within its overall framework of health. Indeed, the secretary projected a reduction in the
country's population growth from the current 235 percent to 2 percent by the year 2000 or earlier.
His statement further noted that the government considers family planning "an integral component
of its human development efforts, insofar as it promotes maternal and child health, and overaH
population and sustainabie development concerns." From a practical standpoint, he promised
government commitment to an IECM campaigns, provision of ail legal methods of family planning,
and encouragement to participation of the private sector, especially NGOs.

The new secretary of health has also publicly and privately rest~ ted his commitment to family
planning, placing a renewed emphasis on the private sector, in particular, NGOs. Given the past
performance of the Philippine NGO sector, the importance (in terms of service delivery) of private
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heaith practitioners, and the vigor of the commercial economy, this emphasis holds promise for the
family planning program. The secretary has also reiterated his commitment to the concept of
responsible parenthood - important for the long-awaited inclusion of men in the family planning
program; his commitment to community involvement; and his identification of the midwife as a central
player in the delivery of high-quality information and services.

From an administrative standpoint, the president's Five Point Program for National Development,
which focuses on streamlining the bureaucracy, and the secretary of health's commitment to
management clarity, simplification, and streamlining of program operations, both augur well for at

more efficient and successful program. As part of the streamlining process, a restructuring of the
family planning program within the DOH is under way, under the leadership of the new se,cretary of
health.

The new Local Government Code, devolving political, financial, and administrative authority from
the central government to local governments, also offers significant promise. Enthusiasm and
commitment for a renewed family planning program appear to exist at the local level, with local
go....ernments apparently willing to invest in this program to complement both their health and overall
development efforts.2 Whereas family planning services will become the responsibility of the LGUs,
administration, IECMJadvocacy, training, standards, private sector (NGG and commercial)
involvement, and logistics are likely to remain centralized. Policy discussions have begun between
NEDA and POPCOM regarding a collaborative role to strengthen the devolution process.

The devolution process will make it more important than ever that the DOH speak with one voice
to its regional staff, to the LGUs, to other government organizations, to NOOs, to the private sector,
to legislators at various levels, and to international donors. Under the new secretary of health, the
restructuring of the management of the family planning program that is under way should enab!e the
DOH to project a consistent message.

Finally, the Philippine government has demonstrated its renewed comm~tment to family planning by
increasing the flow of public resources allocated to social services, especially health and family
planning, while striving to improve the quality of such services. The active support of the Philippine
legislature in encouraging and facilitating this commitment has been crucial.

Fmancial and Administrative Issues

With regard to funding of the PFPP, although the government has increased the resources for family
planning and has continued the national budget line item for POPCOM, there is no line itd~m in the
DOH budget for family planning. This represents a major constraint to implementation of the
program.

With regard to the administrative structuring of the newly devolved system, much remains to be
worked out. The present DOH system relies on the 14 regional and 75 provincial family planning
coordinators who now operate in a hierarchical way, with service providers at the municipal and
barangay levels being monitored by a four-person team at the provincial level which is turn is

2This reflects the view of a companion team to the team that prepared this report, the "devolution team," which worked
in tandem with this evaluation team to prepare a report on devolution. Although the devolution team concerned itself
primarily with issues of decentralization, management, and finance, and the evaluation team focused on issues of service
delivery, the work of each team was inextricably linked to that of the other.
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monitored by a four-person team at the regional level which is in turn is monitored by a central
DOH/FPS monitoring team. At all levels, the coordinators are responsible for coordinating .not ();nly
family planning but six other public health programs as wel1. Further compounding the management
difficulties is the coordinators' lack of mobility and the frequent mismanagement of the availab~e

vehicles. Thirdly, no supervisory guidelines or supervisory plan have been developed. The
supervision that is provided is carried out on an ad hoc basis. All these factors result in the system's
being under considerable strain. Moreover, the job of follow-up supervision can only become more
difficult 'mth the large numbers of health personnel in training or slated for training. No monitoring
team exists for the NGO family planning activities and little attention has been directed to whether
tbeir service delivery activities should be included under the DOH system or whether they should be
monitored separately. In short, under the present system, little monitoring, technical support,
supervision, and evaluation are provided for field activities.

Plans for monitoring under a decentralized system remain fluid. Most likely, even with devolution,
the current chain of 'X>mmand will remain intact - national level overseeing regional level, overseeing
provincial level, overseeing district levels. The DOH staff, however, will have lost much of its former
control and mandate and will instead need to market itself and its programs to the LGUs.

One proposed model would involve creating project monitoring teams, including a physician, nurse,
and midwife, at the regional level. The proposal has two serious flaws. First, the teams would be too
small to give the health programs the attention they would need. Second, it is not clear that plans
call for team members to have the necessary combined experience in clinical matters, training, IEC111i,
supervision, monitoring, and management. In addition. team members will need skills of negotiation
and marketing, to convince LGUs of the importance of funding training, and they will need to
provide technical assistance to the LGUs to provide quality services. The DOH has requestl::d
USAID to provide technical assistance for the management training of regional staff and midv.ivf'..s.

On the other hand, with devolution, LGUs may opt for an entrepreneurial system of program
management and enter into contracts with NGOs fo;, the provision of family planning training and
services. Thus, NGOs will also need assistance in developing family planning training, servi'ce
provision, and technical assistance proposals. They, too, will need training in how to market th(:ir
products and services.

Another broad issue is that no concerted effort has been made to identify, recruit, train, or supply
private health professionals to strengthen the PFPP. This is a critical omission, for the private sector
accounts for a considerable percentage (over 50 percent) of health activity in the country. Sm;h
private sector health associations as the Philippine Medical Association and the Philippine Association
of Nurses and Nurse/Midwives, etc. could be useful avenues through which to approach the private
health sector.

1.3

1.3.1

General Issues

Overall Progress to Date

In the field of population, the Philippines has failed to match the achievements of its neighbors in
Thailand and Indonesia let alone the programs in other Asian countries such as Korea and Taiwan.
By 1991, the program in the Philippines could not even claim the success of the program in
Bangladesh, a country with much lower economic and social indicators, e.g., female literacy.
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Specifically, betvleen 1965-69 ap': 1988, the TFR in the Philippines had declined only 1.42 (from 5.72
to 4.3).3 Tnis compares with a decline of 4 in Thailand and 2.17 in Indonesia (between 1967 ,and
1987). The slower decline in the TFR in the Philippines reflects the slower improvement in the
contraceptive prevalence rate (CPR). The annualized increase in contraceptive prevalence for the
Philippines was only 6.16 betvleen 1968 and 1986 whereas that for Indonesia was 9.33 and for
Thailand 7.79 for approximately the same Feriod.

Since the Philippines is the only Catholic country iu Asia, many observers have cited religion as the
key factor in its less successful family planning pmgram. An impact evaluation carried out by the
Agency for International Development (AI.D.);~which studied the years 1968-1988, looked carefully
at the religion issue and found it to be a minor factor in individual couplets decisions on whether or
not to use a modem contraceptive. J:\s sugg~sted above, however, it has been a significant issue v,rith
respect to the support that politicians, particuiarly those at the central level, would risk for faDClily
planning.

1.3.2 Assessment of the FPAP

USAID design and staffing for the FPAP have been outstanding in every respect, capable of
supporting population programs both under the more cautious Aquino administration and under the
more expansive Ramos administration. The project was an important catalyst in moving the DOH
to reorganize and to make a renewed commitment to family planning. Moreover, the existing design
needs no revisions. Until a new project is in place in 1994, the FP.t\P will be fully able to meet the
programmatic needs of the next two years of implementation.

The sound approach of this creative, flexible project is complemented by an outstanding staff of a
public health physician and a population adviser, plus private sector, IECM, and logistics experts.

1.4 Strategy for the Future

If the DOH is to be capable of conveying a consistent message to all its constituencies, restructuring
of the management of the family planning program within DOH must be completed. lbe
relationships between DOH and POPCOM IT'llst also be dramatically improved if the ambitious
integrated program desired by government is to succeed.

Two other important management issues, less b!"Q::io In scope than those cited above but with
implications for the long-term success of the program, also need attention in the near future: 1)
upgrading the DOH regional staff for its new responsibilities (evaluation, monitoring, and technical
supervision) under devolution; and 2) providing short-term intensive management training in
supervisory skills for midvvives to ensure quality services and accurate data collection tram their village
health workers and family planning volunteers.

3World Bank, New Directions in the Philippine Family Planning Program, 1991.

4Schmeding, Robert et al. Evaluation of A.I.D. Family Plan.lzing Programs: Ph.ilippin.e Case Stu.a)'. ALD. Technical
Report No.4, October 1992.
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Without these two levels of management training (regional officers and midwives), there is
danger that the program will perpetuate two of the major flaws of the POPCOM years - drop··
out rates for contraceptive users and low prevalence for modern contraceptive methods..

Recommendations

for the DOW

1. Management and Organization - The management of the DOH should be
restructured so that the family planning program speaks with one voice to the regionaJl
offices, LGUs, NGOs, legislators, donors, and the community at large. This would!
require that the family planning program in the DOH be a unified command headed
by a reg1Jlar DOH employee.

2. LGU Support - The 5 to 10 LGUs most likely to accelerate their family planning
programs should be selected, based on commitment of their leadership to promoting
and supporting family planning. ?'.J'egotiations should take place with each of the:
selected LGUs for their future commitment in terms of the staff, space, budget;.
transportation, advocacy support, and MIS data. In tum, a comprehensive package:
of training should be offered them, including family planning skins, clinical, as weU as
MIS, fiscal and resource management skills, computer for data base management,.
contraceptive supplies, and IECM materials. Finally, the DOH should offer to
provide a clinical package of equipment essential for IUD insertion to all barangay
health stations with trained midwives. Under DOH leadership, support for this
initiative could be provided immediately by USAID and perhaps other donors as welL

3. Human Resource Development- DOH regional staff should be strengthened through
training and technical support for their increased responsibility in family plann~ng ..
The number of regional staff (including 1US and IEC1Vl specialists) involved in family
planning monitoring at the LGU level should be increased (also listed in Chapter 3)..

4. Policy discussion should be initiated with the secretaries of finance and budget and
other appropriate offices to establish a budget line item for family planning (1).

5. The DOH should resume its mandated role of setting policy and estab[ishing
guidelines rather than delegating these authorities to the TS and the Technical policy
committees. This will be key to a successful devolution of DOH resour·ces to the~

LGU leveL Technical assistance can be provided in this area.

6. Policy discussions s:lould continue between NEDA and POPCO!v! regarding a
collaborative role to strengthen the devolution process.

srtlese recommendations were contained in a letter dated October 27, 1992 [0 the secretary of health, sent him afier he
ViaS debriefed by the evaluation and devolution teams (see Appendix C for full text of letter). The secretary rl~qlJested 3 li;sit
of actions which he should take immediately to expand and accelerate the program. The Est provided comains five major
actions plus eleven additional activities that aiso need attention in the near future (see Section 6.1.2 for a full listing). In the:

follO\lting text, the first three recommendations were in the top priority list of five and the remaining seven '"vere in the second
listing.
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7. National strategies for training and supervision shm.dd be completed
Chapter 3).

8. A program should be initiated to identify, recrwit, train, and supp!:! private sector
medical institutions and individuals for family planning provision thfOugJ"l~J"': tbe
country (also listed in Chapters 3 and 4).

9. Technical policy committees should be dissolved. Instead, comminee members and
other experts can be called upon as needed as paid technical experts to :support DOH
standards and guidelines work.

10. The work of the Technical Policy Committee on Advocacy should be transferred to
POPCOM in line with the latter's current responsibilities.

for USAID

1. The FPAP project shoulti remain as designed- No changes are recommended lI:or
of its sections.6

2. USAID should support the DOH in its ongoing effcrt to restructure 1:he PFPP and
to gel a line-item budget for family planning.

3. USAID should encourage sume restaffing of POPCOl\.lleadershipoo that it acts.
complementarity with the DOH. One arrangement thall might resolve CUIT!;mt

tensions would be the appointment of the secretary of health as the chairman of the
POPCOM Board of Directors. Such an arrangement would also bring the DOH
regional staff working on family planning and the POPCO~vf regional staff under a
single command at the point of greatest field implementation. It would have 1:i1e
additional benefit of bringing physical resources belonging to POPCO?v1 (primarily
vehicles and warehouses) to bear in program implementation. AJthol.lgh all of the
foregoing speaks to improved effectiveness and cost efficiency, the final decisio.u
concerning a joint command for the DOH and POPCO?vf must be balanced against
the risk of providing a single target at which opponents of family planning !could aim
aU of their fire.

4. USAID should assist with the selection of up to 10 LGDs in sll\'rnch an integra~ted

family planning and population program would be undertaken. The progr.mt wiQ71l1d
have as a majm> goal the identification of that organizational and managelIH::nt
structure which is most appropriate given the changing roles of aU organi.z:ations.

5. USAID should support the DOH in disbanding all technical polieycommittees
assist the DLH in securing technical experti.se when needed.

6. USAID Sh0Uld support the transfer of responsibilities of the Technic.a.lCorn.mittee on
Advocacy from the DOH to POPCOM.

~"1e boldface sections of [he recomrnendatior...s to USP-..lD 2ppear tn the ·~rnpl'ete

at the end of [he executive summary.
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f.. The monitoring structure of the PFPP should be defined and a choice needs to
made as to whether there should be a unified DOH-NGO or a separate miclml:o.lnm~

structure. Since lan.re NGOs inteQrate maternal and chi1d health in all <a_~'"''.I',",,'''40,' c:'

their service delivery structure there seems to be good reason for a
monitoring structure.

8. Technica.lassistance should be given at the national !evel in the development of a
supervision ~trategy induding guidelines. pJi the supervisory approadJ(::;S that an:
developed will need c'3IDpanion plans of execution (see also Recommendation 17 in
Chapter 3).

9 The criteria for selection of the project monitoring teams should include requirements
for 2t least one rnember who bas been tfained and bas experience in clinical family
planning and one member experienced in the managem"".nt of training ~d supervision.

10. US.bJD sh(mk~ support requests from tbe DOH for technical assistance for the
ruanagement tiaining of regional staff and midwivt..:..
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2.1 Project Objectiv~

2. Service Delivery

As noted in Section 1.1, the overall objectives of the PFPP are as foHows:

1) To increase the number of married couples of reproductive age (MCRA) practicing
family planning and responsible parenthood from 3 million in 1990 to 4.37 million lin
1994 in order to contribute to the improvement of 1ViCH and reduction Df fertility.
The main activities to achieve this objective are

•

•

expanding program coverage during the plan period (1990 to 1994); and

improving the quality of service to encourage and maintain family planning
practice.

2.2

2.2.1

2)

3)

To promote the values of responsible parenthood. These include responsible :sexuality
and delayed marriage, awareness of health risks of certain categories of pregnancies,
and motivation toward child spacing and small family size. The overal! goal is to
counteract the trend towards prevention of births after conception has taken place.

To $trengthen rupport services of the program, specifically management, logistics,
IECrvl, research and training.

DOH ServLce Delivery

Program CJverdge

Overviev.r

Over the past five years (1987 1.0 1991), the DOH family planning ;;:~L1grarn is believed to have made
considerable gains v.rith respect to program coverage. Nonetheless, as noted in Section 13,
Philippines has lagged behind other Asian countries in tr:e ke} areas of the CPR and lFR
According to the Philippine 1988 Contraceptive Prevaience Survey, the CPR is now in the ',,riciruity
of 36 percent, but of this, only 22 percentage points are modern methods. This is belo'li\l tbe nearly
40 percent Bangladesh, of \vhich about 32 percentage points are modern methods (1991
Contraceptive Prevalence SUlvey), :md weD below the 67.5 percent in Thailand, I,vhich 655
percentage points \vere modern methods (1987 Thailand Demcgraphic and Health Survey).
1-1oreover. the Ferformance of the program between 1988 and mid-l'J92 has been marred
considerable numbers of 2ccen tor dron-outs and dinics' failures to meet CPR targets.r • ~

Due to the inadequacies of the service delivery rvHS (see Section 5.1.2). it is virtuaHy iJnpossib!e to
. . {: Ti'" .-......\' :\ r '"'T'": • .' •ascertam numbers Ot current users or new acceptors. . tle ngure 01 .., mILlIon ~.Ll.-~~I.S practlcmlg

contraceotion in 199C is a rough estimate, nrobablv cCtntaining about halt (1.6 million.") from the DubtliC• _ ,r "" "_,- ." .._ .Il

~ector and the rest from NGOs and other orivate/commercia! sector etIc:rts.
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Number of Current Users by Method

AlIthougb precise numbers of users may not be a<failable, there is no doubt that oral contracepdve~s

are the preferred method in the DOH program. Together with the intrauterine device (IUD), these
two temporary program methods probably account for about tv.'o-thirds of all users of the gov!emment
program. The other program methods are voluntary surgical contraception (VSC) and the condom
(accounting for another quarter of the users). In addition, about 7 percent of the total1 use natural
family planning (NFP) and "other" methods (e.g., withdrawal).

Table 1

Curren! DOH T Tsers by Method
091

Pill 912,311 57 percent

IUD 142,032 9 percent

Condom 201,489 13 percent

VSC 222,597 14 percent

NFP 24,046 2 percent

Others 86,420 5 percent

Source: DOH

Overall Assessment of Progress: Prospects for the Future

Three factors indicate that the rate of new acceptors may begin to accelerate - the steady grovvth
users in the past few years; the expectation that the government v.-in take a f.'1ore direct :and practical
approach (e.g., filling the contraceptive pipeline) to family reproduction, which focuses as much on
the ways to encourage families to limit their fertility as to instruct them on the health reasons for so
doing; and the existence of considerable unmet need in the country (see Se-:tion 4.2).

2.2.2 Service Delivery Issues

Availability of Quality Clinical Services

Under the five-year plan, the DOH plans to increase the total number of seI'"'lice delivery outlets
offering family planning from 4,622 to a total of 6,830 by 1994. \Vhether this ambitious 50 percent
increase can be achieved is difficult to assess, particularly given that there are discrepancies in the
various reports on the number of existing facilities. One source, for instance, suggests that there are
as few as 2,200 DOH service delivery points at present.

In addition, no formal mechanism has been established for quality assurance. Ev,en prior to
devolution, the system was overtaxed. with only one supervisor at the provincia! !eve11 available to
over.:.ee all the components of p.rimarv health care. including farnilv plan..."1ing. Under devolution, the

.I .. ........J' ........

supervisory s\"Stem is anticipated to be even less rigorous. and the guarantee even less that staff
"'" " _.. -
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have time to oversee the quality aspects of family planning services. (See Section 1.2.4.) This could
have negative consequences on the:: long-term sustainability of the program.

Limited Choice of Methods

Compared with most programs worldwide, the PFPP offers a fairly limited ~hoice of methods.
Neither the injectable, Depo-Provera, nor the progestin-only oral contracepLve b available and the
implant, Norplant, is available in only a limited number of sites. Depo-Provera had been available
earlier but was taken off the market in the Philippines before it was approved by the U.S.. Food and
Drug Administration for contraceptive use. (The Philippines follows U.S. standards for drug
approvals.) Depo-Provera could be distributed both through the regular program and within the
social marketing effort (see Section 2.4 below). The progestin-only oral contraceptive is widely
available in other programs and offers an excellent method for breastfeeding women, both to protect
them from unwanted pregnancy and to encourage a longer duration of breastfeeding. All programs
need such a pill. The use of Norplant is growing worldwide, offering long-term protection for women.
Although its present cost makes it very difficult for most governments to purchase Norplant without
donor support, the next generation of Norplant is expected to be much less expensive.

With regard to NFP, the new secretary of health has advised the Catholic Church that he plans to
elevate the level of service delivery and IECM support provided through the PFPP to :NFP to the
same level accorded to other contraceptive methods. As part of this effort, all Catholic NGOs agreed
as of September 30, 1992 to align their operations with the policit..; and guidelines of the PFPP. A
national NFP program framework is being prepared as a basis for project proposal preparation.

Functional Integration of FaIIlliJ Planning

In theory, family planning is an integral part of the government's MCH and primary health care
services. In practice, it is not. Many service outlets, for example, have designated only certain days
for certain services. Clients are rarely referred to clinic services beyond those for which they have
come. Because family planning services may not be available every day, many opportunities for
providing services are lost.

Coordination of Resources

Little effort appears to have been made to ensure that services are uniformly available throughout
the country or that use of existing services is well coordinated. In particular, no trainee deployment
strategy has been developed that would assign trained personnel according to client demand. For
example, in one area, a well-staffed and well-equipped rural health unit v.ith five members of the staff
trained in family planning had very few clients. By contrast, the nearest barangay health station was
poorly equipped and staffed by only one midwife and two volunteers, but it had more than 20 women
waiting to have their babies immunized. It is understood that itl,viH take time for the trained
personnel to be assigned to most barangay health stations. In the meantime, however, '!lith better
coordination, one of the trained staff from the nearby rural health unit could be made available to
offer family planning services. Likewise, better coordination should aHeviate the potentially difficult
situation in which rnidv..rives trained to insert IUDs will not have the supplies and equipment to
provide such services (see Section 5.3.2 for further discussion).

As v..ill be shov.'ll below, most of the major elements of the family planning program, such as logistics
and training. are reasonably well under way, subject to the recommendations made elsewhere in this



report. What remains is the strengthened coordination of these efforts. Training personnel and
sending them to a work station with no commodities is a waste of time. Conversely, providing IECM
materials to trained personnel and supporting their services by creating demand through IECM
greatly enhances the effectiveness of training.

Recommendations

for the DOH

1. Existing clinical manuals and guidelines should be reviewed to identify anell eliminate
all unnecessary medical barriers that inhibit the family planning program. Technical
assistance could be provided to assist in this area (7).7

for USAID

DOH Service Delivery

1. USAID should encourage the government to establish quality assurance teams at the
national level. These teams should be mobi!e and should, on a systematic basis, visit
all service and training sites. This national effort should be complemented by
equivalent efforts at the regional and LGU levels.

2. USAID should encourage the DOH to review all clinic 5eMce delivery procedures
to determine how best the delivery of family planning services and information can
h ..... ~r~:~ ~A ~ntp,~ted into clinic operations. Once this has been accomplished,
service policies and guidelines could include specific instructions to clinic managers
and providers on when, where, and how family planning services should be delivered;
and how they should be functionally integrated with other services.

3. USAID should urge the PFPP to expand the range of availablecontraceptive:s by
adding a progestin-only oral contraceptive; expanding the number of service sites
offering Norplant; and approving, registering, and offering Depo-Provera at service
sites and through the social marketing program. At the same time, a closer
examination of the nature of NFP as a program method is imperative in view of its
uniqueness and the implications it would have on the total IECM and service delivery
strategy of the PFPP.

4. USAID should encourage DOH to develop a trainee deployment strategy - one that
assigns trained personnel according to client demand for family planning and foJ!"
specific contraceptive methods. For example, in those areas in which the rural health
units and barangay health stations are in clo ..~ proximity, consideration should be
given to rotation of trained staff so that a full range of services is available at both the
rural health station and the barangay health station.

7This recommendation came from second-level listing in the letter to the secretary of heaith.
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2.3.1

5. USAID should encourage the DOH to coordma~e all service delivery, IECNI, and
training activities by establishing quarterly meetings among relevant staff at both
national and regional levels.

NGOs

Historical Overview

In the Philippines, the NGOs are widely recognized for their long-standing and substantial
contributions to program outputs, in particular their innovative approaches to service delivery and
their administrative flexibility. They have used creative strategies to reach the young and unmarried,
men in the workplace, and women with a high health risk. NGOs al:;o have experience in advocacy
- concerning both the promotion of progressive population policies in the legislature and the
promotion of family planning programs to local politicians and civic leaders. Some NGOs have strong
management and financial capabilities. Others have the ability to train and to undertake research.

Even during the late 19805, when the NGOs received almost 010 government encouragement or
support (see Section 1.2.2), most continued to operate, exercising a number of efficiency measures
to stay afloat. The fight for survival was a harsh one, however, and the NGO contribution to the
national family planning program declined. V/hen substantial levels of donor resources again became
available to support family planning programs during the 1990-1992 period (see Section 1.2.3 ), funds
were largely concentrated in revitalizing the DOH program. NGOs received only a small share of
fund allocations.

2.3.2 Current Status

In 1990, NGO service outlets probably represented about 17 percent of the total number of family
planning clinics in the Philippines. The PFPP's five-year plan envisages the establishment of 330 new
NGO clinics. Of the new clinics, 23 are to be new NFP clinics.

The largest NGOs, all national in scnpe, are the Institute of Maternal and Child Health (WICR), the
Family Planning Organization of the Philippines (FPOP), and the Integrated Maternal and Child Care
Services and Development, Inc. (IMCCSDI). All three provide training, services, and IECM within
the context of MCH services.

2.3.3 Constraints

NGOs continue to operate under the constraints that began during the late 19805, and, for the most
part, they have been unable to operate at full capacity for the last two years. Problems are many,
including the following:

1) Jack of support for service delivery

.. delays in the release of operating funds,

.. delay in training for NGO clinical staff, and

.. weaknesses in the provision of support services, e.g., logistics support from DOH.
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2)

..

..

..

..

III

lack of administrative oversight and support

failure to accredit NGOs,

delays by DOH in conveying information, policies, guidelines, and plans dearly to
NGOs and in applying these uniformly,

minimal technical support and monitoring provided by TS,

weak DOH central coordination of NGO activities since POPCOM no longer
provides this support, and

inaction at DOH central level on NGO initiatives for expansion and sustainability.

The most serious problem relates to accreditation of NGOs. After many of the NGOs had been
operating and accredited to operate in the Philippines for upwards of two decades, the government
decided to redefme these standards in 1990 with the result that all NGOs must become reaccredited.
The process has been very confused, with the result that many of the NGOs are currently not
officially accredited to operate. The change in policy came with the decision that the TS Training
Policy Committee should develop accreditation procedures as part of larger task of developing
national accreditation and standards for training. In June of 1992, however, the task of accreditation
was turned over to a newly established Accreditation Board, chaired by the head of TS, whos,~

mandate was to ensure that appropriate policies, strategies, and guidelines for the PFPP were in plaC4e
and to encourage compliance by, and oversee accreditation for, all participating agencies.
Unfortunately, this board has not been able to resolve the accreditation problem. The present
situation for accreditation remains confused, with various documents containing different standards
currently in existence.8 No list exists of accredited institutions and the status of many of the largest
and best established NGOs is in limbo. The IMCH has still not been accredited and FPOP and tbe
University of the Philippines General Hospital are both on probation. NGOs do not receive any
formal notice when they are accredited. Rather, the word is passed to them informally.

With regard to funding, sufficient funds for NGOs have not been forthcoming, and this has also
inhibited their ability to carry out activities. A number of funding sources exist, including LGUs,
government organizations, and private agencies, which might be further explored. For example,

.. LGUs. NGOs, through their representatives on the new Local Health Boards, could
incorporate their proposals in the LGU proposals. The LGUs could deal directly with
funding agencies, and NGO operations could be administered by LGUs and
monitored by the DOH's District Monitoring Teams. For population and
environment as well as women in development activities, funds could be obtained
from LGUs with grants provided for these purposes.

• Donor Agencies. NGOs that are national in scope could choose to deal directly with
funding agencies, rather than through the DOH. Their operations would be semi-

&n1e FPS uses a document entitled Guidelines for the Implementarion ofTraining. The TS also has guidelines on training,
policies, and principles. Additionally, [he TS has two forms that are supposed [0 be completed as part of the accreditation
application process. One is a training institution inventory form and the other is a self-assessment/survey form for family
planning service outlets.
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autonomous, with monitoring this time performed by the DOH's regional monitoring
team.

DOH or POPCOM NGOs could get funds from DOH or POPCOM (or also LGUs,
as described above) depending on the nature of their activity. For outreach activities,
funds could be obtained from POPCOM. For family planning service delivery, funds
could come from DOH.

With r~gard to information on policies, plans, etc., the DOH has not always made sure to convey
important information to NGOs. For example, NGOs are not always privy to data that have been
generated on demograpily or on family planning services. Likewise, when planning geographic areas
for concentration in service provision, the TS has not aiways taken into account the abilities and
interest.s of specific NGOs. It also has not always taken care to avoid the duplication of effort often
found when public and private agencies are assigned to the same populations.

With regard to the monitoring and technical support from 1'5, only one project officer at TS is
assigned to monitoring NGO operations. This individual does not travel to the field; rather, he reads
reports submitted by NGOs and discusses problems with them during consultations.

With regard to NGO initiatives for expansion and sustainability, these are being thwarted by inaction
at the DOH central level. One large national NGO reports that six proposals for expansion were
submitted in 1991 and three in 1992 to DOH but none has been acted upon to date. As a result of
this, plus the low level of funding and other operational difficulties, only a few NGOs have been able
to gear their efforts towards fiscal sustainability.

In short, although many NGO problems can be attributed to overregulation (e.g., reaccreditation) and
bureaucratic procedures, a continuing decline in donor support and a delay on the part of NGOs
themselves in adopting measures to assure sustainability have further eroded their impact and
importance.

2.3.4 Declining Contnbution to Family Planning Services

The consequences of the lack of support to NGOs over the past several years are particularly evident
from figures relating to clinic operations, which indicate that the NGOs have begun to trail
government clinics in terms of attracting new clients. Not only did the percentage of total users
served by NGOs drop between 1990 and 1991, from 23 percent of acceptors in 1990 to 17 percent
in 1991 (or just exactly the same as their 1990 share of clinics); the number of new acceptors
attracted to individual NGO clinics also dropped considerably. Prior to 1990, NOO clinics served two
or three times as many new acceptors per clinic as DOH clinics. In 1990, DOH and NGO clinics
were both showing an average of 23 acceptors per clinic per month, hmvever, and in 1991, the
average for the NGOs declined to 19 while the same figure increased for DOH clinics to 27.

2.3.5 Funding for Family Planning Service Delivery Activities: The PrJIippines NGO
Council (pNGOC)

Under the FPAP, the PNGOC is the main conduit of funds to the larger NGOs for family planning
service delivery. The Council, however, does not fund research or training activities. A John Snow,
Inc. (lSI) observer regularly sits on the Project Review Committee for service delivery activities.
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Technical assistance for NGO activities is provided through lSI on matters such as fiscal management,
ao:vocacy, planning, organizational assessment, and management training.

After the PNGOC has agreed upon a proposal for funding, it is required to forward the proposal to
the TS for review. This is not a technical review and, at one point, TS officials agreed informally that
proposals would need to be forwarded to the DOH "for information only." The requirement for
review, however, currently remains in place, despite the NGOs' view that it is unnecessary.

Indeed, this review has served to slow the approval process considerably. Between July and
September 1991, of some 45 NGO proposals received and favorably reviewed by the PNGOC Project
Review Committee, only 11 had received TS approval.

2306 Service Delivery Policy Issues

As part of the broader PFPP, the NGOs are expected to follow the policies set down by the program
and the secretary of health. The most important of these is emphasizing the health benetits side of
family planning and ensuring that MCH services and family planning services are well integrated. The
larger NGOs understand this approach well, and their future expansion plans retlect commitment to
this concept. It is not known whether the smal1er NGOs reflect these viewpoints.

2.3.7 Decentralization

With the implementation of the 1991 Local Government Code, the NGOs are expected to lead the
way in the revitalization efforts of the family planning service delivery network at local levels. This
will require greater funding support to NGOs and decisions on what mechanisms should be used and
what DOH's role would be. Aware of the newly devolved structure of government, most NGOs have
registered for accreditation in the locality in which they operate.

Recommendations

for the DOH

1. Standards and Accreditation - The new accreditation requirements should be waived
for all NGOs that were accredited during the POPCOM years. The accreditation
process should be completed for all remaining NGOs within the next six months.
Training of NGO staff should begin immediately, employing the existing training
modules now being used for the current training of DOH staff in family planning.
USAID should be requested to modify tht new Economic Development Fund (EDF)
training cooperative agreement to enable NGO training to get under way rapidly (also
listed in Chapter 3).9

2. The accreditation process for training and service institutions and individuals should
be simplified.1o

9Jnis was one of the five key recommendations contained in the letter to the secretary of health.

Jo-rtlis was one of the second-echelon recommendations contained in the letter to the secretary of health.
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for the NGOs

1. NGOs should attempt to make their strengths known on a wider scale. in particular
their innovative strategies to reach the young and unmarried. the men in the
workplace. and women at high health risk; their experience in advo~cy; their
management and financial capabilities; and their abilities in training and research­
The most capable and institutionally strong NGOs should develop family planning
training and service delivery technical assistance and support packages and market
them to LGUs.

for USAID

1.

2.

3.

4.

5.

6.

2.4

2.4.1

USAID should encourage the DOH to waive accreditation requirements for all the
NGOs that were accredited during the POPCOM years.

USAID should also urge the DOH to complete the accreditation process for all other
NGOs within the next six months. This can be accomplished by simplifying and
hberalizing the accreditation criteria and by streamlining the accreditation process.

USAID should attempt to facilitate and expedite the flow of funds to NGOs. either
from LGUs, government organizations, or private agencies.

USAID should urge the DOH to make a greater effort to coordinate NGO a.ffairs.
The coordination should be limited to encouraging cooperation between NGOs and
government and among NGOs, and not in any way to limit or impede NGO initiative
and creativity. This would permit better promulgation of the policies and guidelines
that are relevant for NGOs.

USAID should work to ensure that NGOs are privy to data and information on
demography and family planning services so that NGOs can contnbulte to the
maximum in reaching of national goals.

USAID should help ensure that area-based planning exercises more adequately reflect
the interests and ability of specific NGOs and avoid duplication of effort. Fostering
the complementarity of NGO and DOH program operations will be increasingly
important in the current devolved situation.

Work-Based Family Planning

Background

One of the Philippine's most impressive family planning programs is the In-Plant Family
PlanninglMCH grant administered by Philippine Center for Population and Development, Inc.
(PCPD), a Philippine NGO. The small but important three-year project, funded at about $1.6
million, had drawn down about half its funds at the time of the evaluation (almost $800,000 or 49
percent). The Population Communication Services (peS) project provides some informal technical
assistance to project activities.
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The project goal is to bring family planning/MCH information and training for family planning
services to 120 work sites. The sites that have become involved in the project employ a combined
labor force of 157,000, 50 percent of whom are married. The project is confined to the National
Capital Region plus Regions III, IV, X and XI, areas close to Manila in which the FPf\.P is not
otherwise active in in-plant programs. Any company that enters the three-year program must make
a cash contribution toward recurrent costs of 25 percent for year I, 50 percent for Year II, and 75
percent for Year III. This contribution helps to ensure program sustainability over the longer fun.
An anticipated extension of this project will allow companies that were recruited after the beginning
of the three-year period of the project life to make a three-year commitment. Contraceptives are
provided free by the DOH.

The primary consideration for inclusion in the program is that the company employ a relatively large
workforce. Although there is no requirement for size of workforce, 500 has been a suggested
minimum. In addition, companies that employ a predominantly female labor force are targeted.

Currently, the in-workplace approach consists of using company volunteers, guided on a weekly basis
by PCPD staff, who informally try to convince their fellow workers to adopt family planning. The
effort is based entirely on person-to-person persuasion or informal meetings during the workday. Few
or no materials are provided. Referrals to clinics for long-lasting methods (VSC and IUDs) are
difficult, as worker absences are charged to vacation time.

2.4.2 Performance

At the time of the evaluation, only 55 of the 120 companies targeted in the project had been
activated. The main reason is that many of the company candidates had been forced, due to power
shortages, to reduce their labor forces below the 500 figure informally agreed upon in the project.
The program continues to sign up new participants, however. During ~his evaluation, the two food
processing giants - Dole and Del Monte - were recruited for the program.

In those firms in which the program is under way, efforts to attract new contraceptive users have
been highly successful. Some showed significant rates of growth in new acceptors. For example, at
San Technology contraceptive prevalence increased from an already high 50 per cent to 83 percent.
Likewise, FILCON almost doubled its prevalence (17 percent to almost 32 percent prevaleJr!r.:~)after
joining the project. Only one hrm had drop-outs from the program, and they constitUted an
insignificant number.

Following the national pattern, the contraceptive method mix shows pills as the number one choice,
followed closely by NFP and VSc. In spite of having good jobs, and in many cases the financial
resources to purchase pills, most users elect to use the free contraceptives provided by DOH through
the clinic at their worksite.

2.4.3 Areas of Concern

Simplifying and Streamlining Current Approach

The IECM effort in this program needs review and modification. Interventions are either too formal,
consisting of long, after-hours classes for employees, or unrealistic, involving volunteer employees
talking about family planning during a workday with only two ten-minute breaks and a half-hour
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lunch. Given the high literacy rate in the Philippines, it may be simpler and more cost dfective to
rely more on promotional leaflets that suggest visiting the clinic nurse for more information.

Moreover, the IECM approach has not been tailored to the different labor force characlleristics of
each industry. No attempt has been made to vary the message, which has been designed for married
women, to accommodate the young unmarried males and females who predominate in many of the
workforces. PCPD has made some effort to reach unmarried women in special sessions (after-hours,
longer, monthly lectures), in which the focus has been more on marital relationships and sexuality.
Unfortunately, the IECM programs have found no good way to target men.

Third, the supervision and monitoring requirements may be unnecessarily stringent. The weekly visit
schedule for PCPD staff may be too onerous, given staffs other workloads and the cost of the visits.

Fourth, sometimes barriers exist that make it difficult for employees to leave the workplace for
clinical methods, particularly IUDs and tubal ligation, without penalty.

Many industries in the country have clinics. If the current program approach could be simplified, and
a cost effective way found to provide information, contraceptives, and training of clinic staff, the
growth of the program could be markedly accelerated. Alternatively, social marketing of
contraceptives at the worksite might increase the likelihood of sustainability of the work-based
project.

Expanding Scope

Limiting the geographic scope of the project is ruling out a number of promising opportunities. The
Philippines industrial workforce is now estimated at almost 10 million employees, most of them fertile
age men and women. Moreover, it is growing rapidly. In particular, the number of companies
operating in the country'~ four Export Processing Zones (EPZ) has been increasing in line vrith
increases in exchange earnings (these grew 31 percent for the first seven months of 1992). The
project already operates in the EPZ in Region IV and could c~rtainly make a contribution to family
planning for employees if it were to expand to reach workers in the other three zones. Other
opportunities also exist outside the project area, including a number of large industries with older,
married populations and a committed management. In addition, the project currently rules out a
number of non-commercial operations with large workforces such as police academies, universities,
and utilities.

Recommendations

1. The work-based family planning project can and should be expanded US,AID. 'With
PCS. should review the program in depth and make recommendations as to bow it
can be streamlined and modified and then extended rapidly to other llndusrries..
Possible ways to expand the program include using the number of married couples
rather than 500 workers as a basis for plant selection. Other ways to e:gpand the
program could involve enrolling exceptionally promising plants (large industries vAth
older, married populations and a committed management) beyond the regitons listed
in the PCPD grant (and getting a waiver from USMD to do so, if necessary). They
could also involve recruiting parastataIs. police academies. utilities, and other non­
commercial organizations.

21



2.5

2.5.1

2.

3.

4.

5.

6.

7.

USAID should encourage the PCPD to streamline its ffiCM operations, making more
effective use of print materials and referrals to clinic staff.

USAID should urge that IECM programs be tailored to the particular demngrapmc
characteristics of the workforce (ie., young, unmarried women; older married men;
etc.).

USAID should aJso urge that supervision and monitoring programs be redesigned to
reduce cost and improve efficiency. This could involve adopting a more cost effective
schedule of monthly rather than weekly PCPD visits and focusing these visits primarily
on IECM and future planning for the young workers.

USAID should encourage PCPD to undertake rapid assessments of its most successful
companies in order to replicate the pattern elsewhere.

USAID should recommend that IUDs and tubal ligations be included in the industry­
based program, even if insertions or surgery must be pt-rformed off-site.

USAID should encourage program sustainability through the introduction of social
marketing programs in the workplace.

Social Marketing

Background

The PFPP public and NGO sector efforts to prov~de family planning are supplemented by vigorous
private sector sales of contraceptives. The 1988 National Demographic Survey data show that
approximately 30 percent of contraceptive users obtained their last supply from the private sector.
In 1989, approximately 1.6 to 2 million pill cycles and 2 million condoms were soid through 6,000
pharmacies and 364 supermarkets. Usage rates for both methods indicate that commercial sales
account for 27 percent of the ora! contraceptive market and 16 percent of the condom mark,et,
according to the 1988 National Demographic Survey.

25.2 Kabalikat/SOMARC Partnership

Accomplishments

Under the FPAP, the Social Marketing for Change (SOM.ARC) project and DOH are supporting
a contraceptive social marketing (CSM) campaign, with project management by the NCO Kabalikat
and vvith distribution by Philusa, a pharmaceutical company that earlier distributed a commercial
brand of condom called "Sensation." The Kabalikat/SOMARC partnershiD be!!an \\.'1th a condom-

.. 3. "'"'_

based AlDS prevention effort, featuring a different condom, also called "Sensation," and is to be
expanded to include oral contraceptives. SOMi\...'R.C estimates that by the end of the first year of
operation, sales of Sensation should reach 800,000. an increase of 30 percent over sales levels
(600,000) of its purely commercial predecessor.

The effort has taken more tha.n two years to get under way, with product launch for condoms having
taken place only in late summer of 1992. Considerabie work went into the IECiVf aspect5 of this
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launch, however, induding developing a unifying theme and creating promotional materials
different purposes. The launch campaign itself features the airing of five radio Jingles on condom
use that target urban married men who are between the ages of 25 and 45 years of age and
belong to the C and D economic classes, urban unmarried adult males ranging in age from 20 to 30,
urban male teenagers aged 15 to 19, and male overseas workers (about to leave for their foreign
assignments).

SOMARC has a baseline to determine the degree to which attitudes have shifted and plans to
monitor sales to determine the degree to which sales have increased over recent commercial
Sensation sales. Although the advertising campaign appeared attractive and weB presented, an
evaluation must await a more objective assessment of impact, based on dient attitudes and purchases.

Areas of Concern

A major area of concem is whether the Sensation condom reaches C and D populations. The price
is 8.90 pesos (P8.90) for three. which appears to be well within social marketing guidelines,
representing a theoretical outlay of only approximately P27 monthly, or aniy 0.6 percent of the
poverty-level income (P4750). [[ Since, however, this is the same price as that of the tormer!y purely
commercial brand, and since commercial contraceptive products are often priced fur higher income
groups of the population, the ultimate consumer profile will have to be determined. The issues of
price and market are important, because experience in other countries has shmvn that men are
reluctarJt to obtain condoms from public clinics where they are distributed free, largely becaus,e oftbe
predominantly female clientele and health staff at these clinics and the lack Clf privacy there.

Price and accessibility are further complicated by the entry of DKT, an affiliate of Population Services
International (PSI), on the market. In 1991, DKT introduced a second CSM condom, "Trust," 1,\lith
no USAID support. DKT claims that it reached 1 million customers after just one year of sales and
estimates that customers will double over a second year of operation. Trust is sold at P4 per pack
of 3, a low price that should be affordable to the C and D populations. DKT claims that its
investment in advertising is the same or lower than that of the SOM.A.RC program. l\.lthough Trust
is currently subsidized, DKT plans to introduce another fuBy commercial condom ;and other
pharmaceutical products in the near future, the proceeds from which, according to PSI, will subsidize
Trust and make the program self-sustaining.

Recommendations

1. USAID should review carefully the social marketing activities of SOMAAC and assess
their potential for increasing sales of condoms and piUs through expanded
promotional activities. For example, under devolution, a ne',v community-based
distribution (CBD) system could be devised in which contraceptives are sold house-to­
house (on the assumption that their sale price was at least wotth the opportunit'y' cost
of travelling to and waiting at the clinic) with part of the proceeds going as stipends
to volunteer personnel. The feasibility of this or other IECNVCBD schemes should
be investigated.

2. The SOMARC program should be carefully monitored for impacL

llHaif the Philippine population has an income below P4750 per month, defined as poverty-level income (as reported in
World Bank, New Directions in the Philippines Family Planning Program, 1991). Expendin.lre of app;o.xjm:at~.yPZ7 per memo
is based on the assumption that contraceptive protection would be provided through the purchase of 9 condoms mOiutllly_



3.1

3.1.1

Overall Plans

Objectives

3~ Training

The first major goa! of the PFFP is to expand program coverage and the third, obviously a key to
achieving the first goal of rebuilding and revitalizing the network of service outlets (see Section 2.1),
is to strengthen training. To achieve this objective, Lhe PFPP's five-year plan caBs for training
48,919 family planning workers. Of these, before devolution, 32,792livere expected to be from NGOs,
or nearly double the number who were to be trained from the DOH. It is estimated that these
trained NGO staff will provide 35 percent of the family planning coverage nationwide.

Plans call for training of doctors. nurses, and midwives, both DOH and NGG, in the foHmving skiU
categories:

..

..

..

..

21.659 health personnel trained in integrated basic family planning skills;

7,255 in specialized skins;

1,622 in voluntary surgical contraception: and

18,383 in interpersonal communication skills (lCS) and \lSC counseling.

A local private voluntary organization (PVO), the Economic Development Foundation (EDF), 1N3.S

selected to assist PFPP as the lead agency in the implementation of both the government and non­
government's extensive training activities. The FPS defined DOH's training needs. based on regional
training plans. and entered into an agreement with ED~("' to support the implementatil1n of tra,lI'ilng
within the FPS service netw·ork. Toe agreement with EDF to support training in the ?\GO sector
was not signed until August 1992, however.

3.1.2 Need for Training

had had

Trainimr nearlY 50.000 persons over a five-vear period represents a maSSl've undertakmg. It I,vas
-' .,.'. ....... .~

d ed h . . . . 1 ,..... h ...1 ••-.-, j~'O'::: I-goeem necessary, owever, SInce trammg came to a vIrtua s.anastIll {lurmg L.e<.l;tncurt ~~,Io(}_, 9: '"

Period. During this period, systems that had been set t,.;p to train trainers and monitor post··training
.. A .i. ~

performance \'-1t:"tually disappeared. Providers pre,.iously trained in planning \",ere
hampered by irregular or no supplies of commodities.

A..s a result. according to a 1990 assessment. many sef\'ices \\'ere personnd
no training in family planning. The follmving suggests the lack of training among existing perscmr.tel:

personnel and suppiics:
SUf\'e\'eL~ r"'O'l""" ..-;'r"r

i-J ........... _ ... j.\.- had adequate



• of 192 DOH hospitals surveyed, none had both trained staff and adequate --'''r .. -'·
for family planning services;

only 82 percent of public health nurses and 62.3 percent of midwives had!
basic family planning; and

• only 10.3 percent of rural health station phvsicians had trammg in basic family- . . ~ ~ .
planning and IUD insertion and only 3.1 percent of hospital physicians had the
required training in basic family planning, IUD, and VSC courses.

Another study, this one conducted by UNFPA in 1988, revealed that 80 percent of worke:rs surveyed
said they needed additional training in family planning.

These assessments highlighted the need to launch a major and comprehensive training program.nH~

training needs are staggering and there is a palpable sense of urgency to "catch up" af!ter years of
minimal attention to training.

3.2

3.2.1

Overall Achievements and Concerns

Outputs to Date

A total of 7,311 personnel was expected to be trained as of the end of December 1992, if
scheduled training activities were to take place. This compares with a goal of 1O,982personne! at
the end of the same time period. The shortfall retlects the failure to train any NGO trainees over
this period (see below).

Despite the lag in the start of training of NGOs, much has been accomplished in training over th~;

last two years. Training courses are being implemented. The rudiments of a DOH training system
are now in place, and it will be possible to make improvements and refinemems in training
efforts. The lessons learned and systems developed should aiso be applicable to the
when it begins to implement training.

Still, because of the massive nature of the undertaking. much remains to be done.
the dynamic process of devolution, the training element of the PFPF program, as w:i~H

program elements, will face temporary and transitional disequilibrium.

3.22 Concerns

Lack of Training Targets and Stratf?&.Y

AJthough the training pian is impressive in rerms of numbers, it does no! retlect a consider·ed stratf::,!!'V

National training targets do not appear to be based on CLi.rrent comracepti\'e use and pw.!ecte,rl
demand by method. For example, the training plan calls for the training of 1.622 surgeons and nurses
. ., t to' ..."....., . 1" • '!"! .... • ... t ,"

In surgIcal con racep ion. 1ms nUffioer appears quite r1!gi1, in It'le estlmatec en

26



for VSCS in 1994.12 \Vhen newly trained physicians are added to physicians already trained to
provide VSCs, the total case load per physician might be as low as two a month - c.learly an
inefficient use of valuable trained resources.13 Like-wise, training plans in IUD insertions appear
not to be based on dient need. Plans anticipate making IUD training available for all c.linical
providers - doctors, nurses, and midwives. Tnis could result in training too many provide.rs and a
situation in which theoretically few providers WOUld be doing a sufficient number of insertions to keep
up their skill levels. Thus, it would be more efficient to train fewer providers; in this case, each
would do a higher number of insertions and thus retain his/her proficiency, assuring quality care.
Conversely, too little attention may be given training in temperary methods, given that the majority
of potential users VviU initiaHy be spacers. Nurses and midwives need to be sensitive to the individual
requirements of women for the temporary methods, must know how w take accurate histories l must
know how to present advantages and disadvantages of different methods, and must know hO'lv to track
aU women in the family planning program to assure that the rate of drop-outs due to dissatisfaction
\\ith family planning methods is minimaL

In addition, training plans do not appear to have been tailored to meet specific geographic needs.
Different dinics and different settings will require different sets of skills, depending on the
cha!'3cteristics of the population (such as demand, existing contraceptive prevalence, type of method
preferred, etc.), on the policy directions of the program (i.e., to promote more effective methods),
and on the level of health risk among the population. lvioreover, no plans exis't on how the ne'".,rly
trained personnel will be assigned to existing and new sen'ice delivery points (see Section 2.2.2). Nor
is there a computerized system in place at the national level to track trainees, training courses,
trainers, slJpervisors, or changes in personnel deployment. Such a system would significantly assist
in assessing training needs and in the monitorir~g and evaluation of training.

Little effort seems to have been directed at ensuring that workers in each service category f,E:ceh:e
the type of training that is most appropriate for his or [ler job. For example, midwi',leswithout skins
training could still do useful IECM work in counseling clients in the clinic and p051-partum {at
and thus should receive training appropriate to this type of contact.

Moreover, there is no strategy to train the large number of physicians, mid\\1VeS, and nurses in
practice through ut the Philippines who could potentiaHy be an important additional resource Ln
providing family p!anning serv!ces.

Lack of National Training Standards

At present, no one set of training standards is in place to guide deveiopment of training CmJirses
materials. Instead, different standards have been established by the various nationai and internatIonal
family planning agencies in the Philippines. ,AJthougn these sets of standardS differ little frorn one
another, this variation does cause confusion, diminishes efforts to improve quality of care, and lends
to polarize the entire family planning training community.

~Z1be estimate· is based on 30!000 reported cases of surg~c3~ sl'erHizatians performed ::": lS'>9 i ar:c an antlc~pated i.I1crease
of 10 percent a year in the number of sterilizations perfarmed~

::.n"is figure v,"2S derived by dhriding the expeCted 40~OOO cases 811 tr~:ne'd physicians (:he remaL:der of these
trained En \lSC \\-iH be nurses)~ "'blen \vcuid resui: in an anr:U24 average case load of 49 cases per year for trcJ.nel!j)
ph)'Sicians~ n,is figure "vas tben. halved, to approximate£y 25 cases a year~, s~nce p:-obabiy an ,e:q:Jat Dumber of c.rEine,a
physic:2r.....~ ~~iB also be 3.\lailab1e iO provide \~SC..s. T\\/enty-five cases a yea: ¥i"orks c:.:! :0 ,apprc:Jjmar:e,iy 2 per ,C10l'J.tl1.
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Delay in NOD Training

The reasons for this lack of activity in the NGO area are several. In part, misunderstandings slowed
the agreement between EDF and PFPP. In addition, the procedures for reviewing training proposals
are slow afld inconsistent; accreditation requirements are either vague, confusing, or overly restrictive;
and finaHy, there is a lack of consensus between the DOH and the NGOs on training standards and
guidelines.

The failure to implement training for NGOs to date reflects primarily the difficulty that EDF has
experienced with PFPP in working out a satisfactory agreement for training these staff. The PFPP
did not provide enough specifics about training needs to enable EDF to develop a coherent
implementation plan. Furthermore, the TS did not respond in a timely fashion to EDFs requests for
clarification. When the agreement between EDF and PFPP was finally signed in August 1992, this
at last paved the way for NGO training to get under way.

Other problems have further" delayed training. For example, FPAP had wanted to develop an inter­
agency training consortium composed of trainers and preceptors from the different agencies who
would pool their skills and resources for more efficient and rationalized training implementation.
Altbough this was and still is a good concept, the extended discussions about this concept further
delayed the NGO training program.

In addition, the procedures at PFPP for revie\\'ing training proposals (including procedures for grants,
requests and review of proposals, memos 'Jf agreement, and other forms of contractual mechanisms
including the release of funds) are slow and inconsistent. The problem may relate to the: lack of a
full-time PFPP staff member to backstop the training effort, help to ensure coordination between
regional and provincial levels, assist in moving the budget reql1est forms through the bureaucracy, and
comIr.unicate any changes in program directions.

Finally. the aforementioned problems \vith accreditation for NGOs have further delayed the: initiation
of training (see Section 2.33). Because of the delay'S, it will be very difficult for the NGO sector to
achieve either the overaH training or the service targets set by the PFPP. Because of the important
role that NGOs are expected to play in service delivery, any further delay in training will seriously
compromise the impact and effectiveness of the FPAP and the PFPP.

3.3

3.3.1

Training Courses

Overview

General Parameters

The training program is very comprehensive, with over 14 different courses offered to different
categories of workers. Fully developed sets of guidelines are in place for only two of the training
courses; these, however, are good. Most of the other major courses have general and specific
objectives, an outline of essential course content, and suggested methodology, duration, criteria for
selection of participants. suggestions for evaluation, and a course schedule, but do not have fully
developed guidelines.
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General Concerns

To some degree, all of the courses address the health benefits of family planning. On the other hand,
to ensure that training course content material is consistent with the overall strategy of the PFPP,
the courses should have a more public health, client-oriented approach, i.e., with more information
included on the benefits of family planning and the health risks of pregnancy. A major weakness"
however, relates to medical standards. These have been set by FPS for the DOH program, whereas:
the NGOs have not set standards for their activities. Under the FPS standards, the course content
material has a strong medicai bias, rather than a preventive and public health approach. A medicaI
approach fosters unnecessary medical barriers and influences the way in which providers perceive:
family planning clients, Le., primarily as patients. Also, too little attention is directed to reasons and
remedies [Clr the high discontinuation rates. These errors should not be perpetuated in the NGO
training.

Among these barriers is the national clinical standard that women must return to the clinic after the
first month of use of oral contraceptives and subsequently receive only a three-month suppiy of pills,
based on the assumption that they should return to the clinic four times a year ~Dr medical
surveillance. This very conservative regulation, not justified by any epidemiological data, its practiced
in fewer and fewer countries, is a disproportionate response to the very small risk of complications
for women taking the pill, and is not cost effective. In certain cases, women with borderline high
blood pressure, for example, or women older than 30, more frequent visits to the clinic may be
advisable; but a policy requiring universal frequent repeat visits is likely to have a negative impact on
program efficiency and sustainability.

Another key barrier is the belief that IUDs can be inserted only during menses. The Clinical
Standards Committee of the TS, although pointing out that insertion should "preferably" take place
during menstruation, has indicated that it can take place at any time during the cycle. This standard
has not been communicated to the trainers, preceptors, trainees, and providers, however, and as a
result many women are now being denied an IUD, particularly in the rural areas.

3.3.2 Specific Courses: Concerns

Training of Midwives

Although the mid\\t1fe is perhaps the most important provider of family planning in the Philippines,
a role well recognized by the PFPP, the basic pre-service training of midwives mayor may not contain
family planning. In cases in which no such training is included, this is an unfortunate omission.
Midwives have the trust of the community and are likely to remain in their home territories. The
women who elect to have midwives attend their deliveries can easily avail themselves of the family
planning services that midwives can provide. Midwives perform additional roles as supervisors of
volunteers and community workers and provide family planning outreach. Thus, the mid\vife is an
ideal worker, when trained, and in an ideal place to provide family planning services and counseling.

In cases in which the basic comprehensive family planning course is not included in the pre-s,ervice
curriculum, a good time to provide such training might be during the six-month gap bet\veen
graduation and the time that results of the qualifying examination are received by the newly
graduated midwife. These months are usually an uncertain period for recent graduates, '<'lith some
perhaps finding another job in another field or volunteering in a hospital or clinic with the: hope that
they will eventually be hired.
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Use of Training Time during Practicums

The basic five-week comprehensive course for nurses and midwives contains two weeks of theory and
three full weeks of practicum. The equivalent course for physicians contains two weeks of theory,.
plus one full week of practicum. In both cases, trainees have very little practice during the
afternoons, as opportunities for providing services are generally limited to the morning hours when
most clients seek services. Thus, considerable time is wasted during the practicum part of the
training.

Competency-Based Training

None of the training courses uses competency-based training techniques, a methodology that groups
trainees according to their competency levels and graduates trainees from each course at the rate at
which they can demonstrate a grasp of new material. This approach would be particularly suitable:
in clinical skills training, as skill levels vary considerably. Some nurses and midwives, for example, may
require more than 15 IUD insertions to acquire competency whereas others will require significantly
fewer. Competency-based training can reduce costs; encourage participation of more skilled
providers, particularly those in private practice, as it cuts down on training time and thus the time that
they must be away from their private practices; and alleviate the difficulty in finding enough clients
to fulfill the patient-load requirements. Though such competency-based training requires more
planning, it has proved to be cost effective in the long run.

"No Touch- Technique for Loading IUDs in Preparation for Insertion

Although aU IUDs provided to the program through USAID are packaged to allow for a sterile "no
touch" technique for loading IUDs, providers are not trained consistently in how to use this
technique. The sterile packet, which contains both the CuT IUD and an insertion tube Wlithin a
cellophane wrap, can be used two ways. If sterile gloves are available, the wrap can be opened, the:
IUD loaded into the insertion tube, and the IUD inserted into the client. If no gloves are available.,
as is often the case in the Philippines, the IUD can be loaded in the insertion tube without openin~;
the packet, the packet opened, and then the IUD inserted into the dient \\1thout the provider ever
touching th~~ IUD. This latter is the no touch technique.

The no touch technique is not induded in the curriculum and trainees observed during the evaluation
were not using the technique. Many trainees reported that they were unaware of this technique bUll
said they would find it useful because they were often without sterile gloves. The no touch technique
is not difficult to learn and could easily be incorporated in aU relevant training programs.

Collaboration between the Association for Vo]untanr Surgical Contraception (AVSC~
and the Johns Hopkins Program for International Education in Reproductive Healtb
(ffiPIEQQ)

The current use of itinerant training teams for VSC services and training represents an important
effort in expanding these services. The one precaution is to ensure that counselors are
simultaneously trained at the same site. The collaborative effort between AVSC, which is providing
VSC training for the public sector at Jose Fabella Hospital. and JHPIEGO, which is teaching VSC
for private sector physicians at Mary Johnston Fertility Center, is also encouraging. 1nese rn'o U.S.­
based organizations have agreed upon a common curriculum, which calls for training in both
minilaparotomy and laparoscopy. At present, however, staff from the Philippines General Hospital
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have not yet been included in training, although this is the site used by the Mary Johnston Fertility
Center for performing minilaparotomy procedures. As planned, this training effort should focus on
minilap and not the laparoscope procedure since the minilap procedure is a more practical procedure
to expand to other levels of the system.

3.4 Equipment Supplies, and Materials for Trained Personnel

3.4.1 Equipment and Supplies

No system has been established to ensure that equipment, supplies, and materials for each new
trainee and at training sites will be available. In Region IV, for example, where 200 personnel will
be trained in IUDs, there are only 65 new insertion kits. Moreover, many clinics are without the
tables, lamps, and other basic equipment to permit correct IUD insertion procedures.14 Also, many
clinical training sites have not been supplied with appropriate training materials - most noticeably,
pelvic models are outmoded or absent. The JHPIEGO IUD training package, with its video, pelvic
model for practice in IUD insertion, and slides depicting steps in the insertion of an IUD, would
greatly enhance the prospects of successful training at thesf> sites.

3.4.2 Materials

Although the PFPP has not yet set clear policies and standards for all training courses, some materials
have been developed. With UNFPA support, the FPS developed and produced both a trainer's guide
and a companion trainee's manual for the basic comprehensive course in family planning for
physicians, nurses, and midwives and, more recently, a manual for the training of trainers at the
provincial level.

The FPS materials are not being recommended by the 1'$ for the forthcoming, long delalyed NGO
training, however. These materials are not perfect, but they are by far the most current materials in
the program. The training component of the NGO sector should not be further delayed to develop
new materials; materials exist.

3.5 Follow-up, Monitoring, and Supervision

The potential for long-term effectiveness of PFPP training efforts is hampered by the lack of training
follow-up. No training course has been developed for the project monitoring teams at any level of
the system: national, regional, provincial, municipal and district or for the NGOs. In addition, there
is no plan as yet for the supervision of newly trained family planning workers. Nor has any decision
been made as to whether those who provide training in service delivery will be the supervisors of the
service providers or some other group, although, generally speaking, the most effective service
delivery results when the trainers and supervisors are one and the same.

How local health boards become better informed on family planning and the importance of training,
follow-up, and other program components has not been addressed.

14Locally made bamboo examination tables, which are available in some clinics, are more than adequate for use in the
IUD procedure by newly trained staff.
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Recommendations

for the DOH

1. Human Resource Development - DOH regional staff should be strengthened through
training and technical support for their increased responsibility in family planning.
The number of regional staff (induding MIS and IECM specialists) involved in family
planning monitoring at the LOU level should be increased (also listed in Chapter
1).15

2. National strategies for training and supervision should be completed (also listed in
Chapter 1).

3. A program should be initiated to identify, recruit, train, and supply private sector
medical institutions and individuals for family planning provision throughout the
country (also listed in Chapters 1 and 4).16

forUSAID

Training Strategy

1. USAID should encourage the DOH to develop a national training strategy, preferably
before the start of the next project cycle.

2. A national training data base, including information OD number of trainers, personnel
trained., Dumber of training courses, etc., should be established to help in the
management and planning of training programs.

3. USAID should encourage the DOH to carry out a training needs assessment of aIJl
private practitioners and services. Information should also be gathered on
professional health/medical associations to determine their roles in providing
continuing education to their members.

4. An annual training coordination meeting should be held to review training progress,
problems, and issues. Both private and government agencies sbould participate,

5. USAID should urge the !JFPP to give maximum attention and support to the NGO
training component to avoid any further delays and to assist the program in meeting
its targets. The PFPP should review its procedures for grants, requests, and review
of proposals, memos of agreement and other forms of contractual mechanisms
including the release of funds, so that the implementation of the NOO training can
proceed without further delay.

~is recommendation was among the five priority recommendations made to the secretary of health.

l'"This recommendation, and the one directly above, were in the second set of recommendations made to the secretary
of health.
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Training Standards

6. USAID should encourage the establishment of uniform training standards that reflect
the reality of training in the Philippines without compromising the quali~., of care.
This should be done by DOH, which should immediately review, revise, and merge
the existing standards for training. The standards should be disseminated to tbe
DOH, LGU, and NGO staffs. The standards sbould be reviewed on an annual basis
or before, if the need arises. As part of the process, the mechanism for developing
standards for training and training materials should be examined to identify if current
problems with coordination and cooperation are due to personality, management,
structural, or programmatic flaws.

7. USAID should recommend to the DOH the removal of all unnecessary medical
barriers to family planning. All training materials, the national clinical standards, and
service guidelines should all be screened to eliminate such barriers. The paper
entitled Eliminating Medical and Other Barriers by Drs. James Shelton and Roy
Jacobstein should be added to the PFPP library and used when appropriate for
training courses.

Training Courses

8. USAID should urge DOH that training course content material include more
information on the benefits of family planning and the health risks of pregnancy, with
more of a public health client-oriented approach.

9. USAID should suggest to the DOH that the pros and cons of training midwives in the
fun basic comprehensive family planning course directly after graduation be explored.
Such training could take place through on-the-job training or internships. Some other
mechanism might also be explored by IMCCSDI, which has experience in training
self-employed midwives.

10. USAID should strongly encourage competency-based training wherever possible. The
effort should begin with a small pilot program in one region where competency-based
training for both the surgical sterilization and basic comprehensive courses couid be
initiated and evaluated.

11. USAID should urge the DOH to make some adjustment to the practicum segment
of clinical training so that the time could be used more efficiently. One solution
might be that trainees begin their practicum during the second week of training,
spending the morning in the clinic and the afternoon in the classroom. Alternatively,
an effort could be made to provide structured learning experiences for the students
during the practicum in the afternoon when there are few clients. Some examples of
structured learning experiences include self-instructional modules, community
outreacb exercises, and classroom laboratory practice with pelvic models.

12. USAID should continue to encourage focusing the surgical contraception OClUrse on
the minilaparotomy procedure.

13. The no touch technique for IUD insertion should be induded in all relevant courses.



Equipment Supplies, and Materials

14. USAID should participate in an inventory of all equipment supplies and materials that
are currently available for trained personnel and training sites. A similar 3SSIessment
of NGO facilities should be undertaken. Based on these inventories, two options
should be considered: one, equip those clinics that are considered to be in priority
areas; two, if sufficient funds are unavailable to supply non-priority clinics, defer
training for their staffs. This inventory will not only serve to help the DOH and
LGUs but will help donor agencies to design more appropriate assistance projects.

15. Training courses should be enhanced with audio-visual and other graphic aids. A high
priority should be given to the acquisition of new, improved pelvic models for IUD
practice.

16. USAID should urge the DOH to employ the training modules currently in use by
DOH staff in the NGO training as well.

Follow-up, Monitoring. and Supervision

17. USAID should strongly encourage the development of a plan for the supervision of
newly trained family planning workers, including training modules modified to include
this supervision (see also Recommendation 8 in Chapter 1).

18. As soon as possible, a training course should be developed and implemented for the
project monitoring teams at all levels of the system: national, regiona~ provincial,
municipal, and district. This same course should be offered to the NGOs.

19. A course should also be developed for the local health boards. This course would
provide them with information on family planning and the importance of training,
follow-up, and other program com!Jonents. Additionally, it could serve as an
introduction to the contents of the technicai support packages and other available
resources from DOH.
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4.1 Overview

4. IECM and Advocacy

The information, education, communication, and motivation component has been identifi!ed by the
DOH as a key element in energizing the PFPP. Although IECM programs have languished in recent
years, ongoing political changes in government and a renewed commitment to family planning have
raised the visibility of such efforts and acknowledged their important role in the overall program.
Similarly, although the infrastructure for an TECM program is in place, and public, private, and NGO
agencies are currently active in providing both education and services, many gaps remain in both
structure and implementation that need to be addressed before the TECM program can move rapidly
ahead.

Support to IECM activities is provided by both USAID and UNFPA Under theRr partnership, family
planning IECM activities are divided into two major parts: the USMD contractor PCS is responsible
for research, strategic planning, mass media, and the production of support materials; and UNFPA
is responsible for training. Under this agreement, UNFPA is assisting the DOH to revise the
interpersonal communication skills (ICS) training module developed by POPCOM (see Section 4.3.3).

Efforts are being made to develop a national IECM strategy, but the current DOH JEC~vfStrategy
and Master Plan for the Philippine PFPP 1992-94 is still unofficial (i.e., it has not been formally
adopted by the DOH). It has, however, been widely distributed. The DOH IECM strateg"j provides
a good overall framework for operational planning, suggesting both messages and media. The
operational plan, however, must take this many steps further, matching messages with particular
media or interpersonal agents.

At the request of DOH, the PCS project has prepared a draft IECM strategy. Tnis involved in-depth
audience research to lay the basis for an audience-based IECM strategy. Although the draft strategy
goes a long way toward segmenting audiences, it does not categorize them in terms of those who have
expressed a desire to space or limit their families and tbose who have not; nor does it segment
specifically by reason for non-use. It also places too much emphasis on health risks as a motivating
factor for increasing prevalence. Much of the core material, particularly that dealing with a dient­
based marketing strategy, was not included in the government strategy paper. Audience research is
key to segmentation.

The institutional structure with regard to IECM is somewhat unclear. The technical policy
committees, the TS, and the FPS all have played roles in IECM, at times overlapping. At present,
IECM supervision is carried out only as part of a regional monitoring and evaluation team, which is
largely clinical in orientation. This is clearly not sufficient.

4.2 Strategy

4.2.1 Lack of Targeting

At present, little effort has been made within the PFPP to segment and target the potentia! users of
family planning and to direct specific messages to them. Nonetheless, in the Philippines, there are
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a number of categories that would probably be more receptive than others to using family planning.
Considerable audience research, the foundation of any targeting effort, exists in the Philippines. In
addition to the research carried out by pes, other research efforts have been undertaken to examine
the reproductive and contraceptive needs ofthe Philippine population. Project Star, Project Platypus,
the recent UNFPA-sponsored family planning knowledge, attitudes, and practices (K.f\P) study,
TRENDS, and the recent University of the Philippines Population Institute KAP study of Meitro
Manila are but a few examples of the many research studies already carried out.. Additional
information will become available from the 1990 census results and the 1993 Demographic and
Health Survey study (see Section 5.1.1). Based on this research and additional smaller-scale, focus­
group research to fill in any gaps, a segmented strategy can be developed.

4.2.2 A Proposed Targeting Strategy

Women

lID Women with Unmet Need Women with an "unmet need" for family planning may
be defined as either those who express a desire for family planning but are not using it or those who
are using family planning but who may stop for a variety of reasons. They can be segmented as
foHows:

1) women who have never tried family planning but who are now ready to adopt it;

2) women who have discontinued use but want to begin again; or

3) women who are currently using family planning but who are unhappy with either their
method or the services provided at the clinic and are about to discontinue it.

In terms of women who may adopt family planning, the most likely candidates appear to be women
at health risk. According to a recent World Bank study,17 approximately 70 percent of married
women of reproductive age with health risks, but not using family planning, want to pian their
families. Reaching these women and devising messages appropriate for them should be simple. In
principle, informative messages, carefuHy rendered in local languages and presented by recognizable
local experts should be sufficient to reach these high-priority audiences.

.. Female Non-Users Who Do Not Actively OpPQse Family Planning. A significant
percentage of women who are not using family planning, do not want to but have no health risk (and
therefore have spaced their children). These women may be resorting to abortion to control the size
of their families, or may have long, but temporary periods of abstinences. Altbough they may be
more difficult to reach and may be of a lesser priority than the women with unmet need, they should
also receive inforrnatiotl about family planning.

These women may change and begin to desire family planning at some point. For instance, if they
are using abortion to control fertility, they are demonstrating their desire to control their fertiliilJ.
Likewise, periods of temporary abstinence may change abruptly. In addition. if th,ey are young
women who are not yet married, they are presumably not yet dismissive of or opposed to family

l7The World Bank, New Directions in the Philippine Fami~}' Planning Program, 199 L
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planning. Although these women may not exhibit health risks, that will change for those under 20
if they marry and become pregnant at this young age.

For these more difficult audiences - i.e., for audiences wiih more complex or subtle needs (such as
adolescents or women resorting to abortion) - ample research on which to base more sensitive
campaigns already exists.

GO Female Non-Users Opposed to Family Planning. Women and couples who do not
want to use family planning should not be considered a priority of the program (although eventually,
some IECM could be targeted to them). These women, often products of a conservatlive rdigious
background, s~rongly influenced by the pro- '13talist beliefs of their spouses, or very traditional in
outlook, have been historically difficult to convince. They are often less educ3ted than those who
have adopted family planning; less exposed to an urban environment and its modem ways; and less
susceptible to arguments for fertility control.

Male Audiences

Men play an important part in reproductive decision making, 'with discussions between husband and
wife a key factor in contraceptive adoption and continuation. In the Philippines, some work has been
done to reach this important audience, but it has been indirect. Industry-based programs, for
example, may reach men, but that is because they just happen to make up the majority of the labor
force. Likewise, the non-industry campaigns directed to men - primarily those promoting the use of
condoms against AIDS - are unlikely to have an impact on family contraceptive behavior; condom
use is only a fraction of one percent of total contraceptive use; and although condom sales are
increasing, use is primarily for AIDS protection with non-married partners. The many other ways of
reaching men - through the military, the police, industry, employment associations (such as for
Jeepney drivers), etc. - need to be fully explored.

Young Unmarried Men and Women

Some efforts have been made to reach young unmarried men and women \\<1th population and
reproductive education, but many more opportunities exist through youth groups, dubs, after-school
activities, churches, etc. A good example of such educational efforts is the recently completed PCPD
Multi-Media Campaign for Young People's Project, designed to disseminate messages abollt
responsible sexual behavior to teenagers and young adults. In another project, the Nlulti-Serr.,111:::e
Youth Centers Project, PCPD is providing information to young people about responsible sexuality
through outreach to organized groups. UNFPA has also been active in this area (see Proposl~d

IECM Strategy at the end of the recommendations of this chapter).

4.3

4.3.1

Interpersona1 r'nmmunication

Overview

Interpersonal communication is arguably the most importam element or TEeM in the Phiiippines..
Because of the need to provide specialized information to the many different clients in the 'countrYl
the intervention of a well-trained health worker or extension agent is indispensable. Indeed, the
success of any IECM program depends on the existence of '<lell-trained health workers or extension
agents who can provide specialized information to the many different clients in the country. IFC1\,'l



programs comprised of a strong c1inic- and community-based interpersonal communication program
and supported by mass media and print materials can provide the channels through \vhii:ch
mdividualized, personalized family planning information can Bow.

Interpersonal communication is the heart of the work of community-based workers and an important
aspect of the efforts of clinic-based staff. In the case of both these cadres, mobilization of their
interpersonal efforts has been stymied due to a number of constraints, described below.

43.2 Outreach Staff

Field-Level Workers

At the field level, three types of staff could be enlisted as part of a renewed IECM effort. These
include two groups that were created under the OUTREACH program during the POPCOM years
- full-time outreach workers (FfOW), who were paid staff under the program, and barangay supply
point officer (BSPO), who were volunteers. In addition, there are the barangay health workers
(BHW), who are currently part of the PFPP as family planning outfeach workers.

Fonner OUIREACH Personnel - flOWs and BSPOs. These two cadres form the
basic structure for a community-based family planning interpersonal communication program. Under
POPCOM, both groups were trained as multi-purpose community workers. Since the retirement of
POPCOl\1 from family planning services. neither the BSPOs or the FTOWs have been assimiiated
into the DOH program on a regular basis. Although in many municipalities they hav'e been hired,
this is by no means universal. Those who have been retained have not received any organized IEC]v[
training since their POPCOM days and need retraining particulariy in the new, proposed IEC?l1
strategy, including information about the new, more effective family planning methods (see above and
Proposed IECM Strategy at the end of this chapter). Most of these former POPCOl\11 workers are
doing many tasks, only one of which is family planning.

Baran-gay Health Worker. The BHWs have not received any in-depth IECM training,
such as the leS training, which was created specifically for nu:':"ses and midwives (see Section 4.3.3
below). The BHW has no well-defined workplan (i.e., \'lith regard to a segmented audience, targets
set for new adopters, or in relationship to the work of clinic-based staff), nor are they supervised
according to any set of plans and targets. Furthermore, the BH\V is a volunteer worker. Currently,
the DOH guidelines do not permit the payment of incentives or the sale of contraceptives, although
there is no reason why, under devoluti0~ and new municipal regulations, the BHWs could not rece:ive
a stipend or sell contraceptives.

Current Status of IECM Efforts

In 1990, the DOH renewed its commitment to IEC:rv1 through the "Proposed Project to Support the
Contribution of Local Governments to the Philippine Family Pianning Program." Part of the
approach is that family planning OUTREACH fieldworkers would have as their main tasks family
planning IECM and service delivery. Implementation of this strategy, hmvever, 'NiH require strategic
planning, the recruitment of both community extension workers and supervisory personne~, and the
reinstatement of a strong management structure and management procedures that assure not
the proper supervision of individual staff but improved collaboration among them.
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At this point, these condi.tions are not in place. The relationship be~,)J,teen fieldworkers and clinic st aff
is not clear. Nor do field\'vorkers have performance targets set by management. Training and
supervision are also unclear.

Little has been done to develop an operational plan for interpersoDal communkation that identifies
roles and responsibilities for the FTOWs, BH\Vs, or the BSPOs or for local community organizations.
Nor has any guidance been given as to how these groups might fit imo the segmented
communications strategy outlined above. No disciplined workplan has been developed within which
these staff should work - one that includes door-to-door solicitation, follow-up visit'), and organization
of group discussions for gatherings of different types of audiences. Implementation of such a plan,
however, would require strategic planning, the recruitment of both community extension workers and
supervisory personnel. and the reinstatement of a strong management structure and management
procedures that assure both adequate supervision of ir.dividuai staff and improved collaboration
among them.

Advent of Devolution

The former OUTREACH personnel have not yet been incorporated into an organizational structure
that takes into account the emerging focus on fertility reduction and devolution. DOH planners havl~

preferred to wait rather than to act, knowing that under devolution, local bodies will be responsible
for the funding of any community outreach workers.

During the POPCOM years, municipalities and provinces had POPCO~'.'f population development
officers, who were able to supervise the IECM efforts. Many of these positions are now vacant and
it is unlikely that the new administrative structure planned under devolution win pn:"vide equall
support. Although integrated health monitoring teams may be set up at the municipal level; although
the local health board will certainly take an interest in family planning; and although the municipal
health officer ~ill be responsible for the operations of the family planning program, none of these
agencies or individuals will have the time, background, or experience to manage a full-scale IECi\11
effort.

Likewise, there is little evidence that local governments have the politicai determination w revive the
community outreach aspect of the family planning program, A strong advocacy program \,rm be
necessary, not only to convince local bodies of the need for this kind of a family planning program
but to suggest to them the most CaSE-effective type of intervention requiJed to implement the
program effectively (see Section 4.4 below).

Suggest.ed Use of Existing Heldworkers

If the FfO\Vs were reassimilated into the current family planning program, they might be important
family planning promoters. They would, however, have to be retrained and reoriented in cliem-basJ;;:d
family planning. They would have to be closeiy super....ised. They "\'Quld have to be paid for by local
governments, w'hich might be umviHing to pay for them to do family Flanning only.. I\lore study ',VO'UI'U

be needed to establish whether reintegrating them into the program \vm.!Jd be cost ·effective"

If BSPOs were to be retained under any new LGU scheme, the question arises as to 'whether
should be kept as volunteers. \Vorldwide, unless volunteers receive some kind of stipend. partku;arJy
O e link'IOod to p·erf-'-man"""" thp ," ~-e Fm;'ed in ",fTprt;\"eo>npss }:"POr"" ... ,rrp.... ·~·' "-=<"''''''''''I~n ....... ( •.n"..........) ·en .< ,l ....... ,-""-L'-'" , ._.......J..l. '_l..' ... ,.:.L'~! '""S~~"u.b!,IUnl:LV-u(ts.:u

workers as volunteer family pianning agents. These agern.s. hm\;.::\,ec do receive a stipend on



basis of the number of new adopters recruited and receive haif of the sale price of contraceptives sold
(resuppiy of piUs and condoms).

Administrative Issues

Currently, provinces and municipalities set performance targets according to the rate of natural
increase of the population (e.g., 2 percent per year). Performance is not judged by new acceptors
although increases in new acceptors can be linked largely to the effort of extension or outreach
workers. Tne setting of realistic performance indicators for IECM personnel is an essential means
of providing both motivation and performance standards for them as well as for prm-iding program
managers the means to evaluate their performance.

4.3.3 Clinic-Based Activities

IECM Training

The ICS module used to train nurses and midwives was developed in 1987 by the FPS, with assistance
from PCS. Tnis one-week course focuses on interpersonal skins and is impnrtant for deepening dinic
staffs understanding of the socio-cultural context in which family planning information is given and
in providing communication and counseling skills that are appropriate for both din ie-based and home
encounters. Unfortunately, it focuses on treating all clients the same way, using generic interpersonal
skills, rather than on tailoring communication for specific audiences and situations, i.e., for adolescent
girls, large mixed audiences, small homogeneous audiences, first-time home visits, fol1o\v-UP visits, erc.
It includes nothing on workplans or supervision.

At the time of the evaluation, under the partnership agreement with USMD, UNFPA \vas ass.lsting
the TS to prepare a new manual based on the original POPCOM ICS manual. This manuaL
however, omitted some important issues. Specifically, discussions \vith those involved in preparing
the new module suggested that, once again. workplans and supervision had not been included nor
were there different sections for different categories of workers. All three refinements are importanr.
Workplanning sets the management framework V.'1l~!!1 which IECM staff are to operate: caseload
definition, how to set priorities in c!:ent contact, how to record, maintain, and use client data, etc.
Supervision guidelines give each supervisor a detailed protocol of what to evaluate and hml,' to
evaluate the performance of differe:lt worker categories. Tailoring materiais to worker categories
makes theIr! more relevant and understandable.

Coordination of Courses

In principle, after their intensive uve-\l<,,'eek clinical training c.ourse, nurses and midwives immediately
take the one-week IEC:N1 training course. Tnis has not happened, however, on a regular basis. Of
the 480 midwives in the country who have comp~eted the basic comprehensive training family
planning, only 50 have received IECIvIilCS training.

Part of th·;;:; problem may lie in the training of trainers to provide IEC:\f training. At present, FPS
staff are expected to prmtide training in IEC?vl skins to regional w3.iners. Priority appears to have
be-en giv~en to training regional trainers in the c'3.sic camp:rehensive trainin,g. ho\ve·ver~ and fe\v at this
" 1 h' . d' IEr')..~ p. d ,. , k ~ ..~,. ... T--"-'Jeve, ..ave oeen trame, In ,-,In. 'ernaps ue to imS laC~- OL quaJmea tramers. trammg m 1C:::' 1:;

n,ot grven imme,diatel"t-· after the camp]et.ion of Lhe basic ctlmprehensl\'e ,training~ bu:t IS d,'elave:d



sometimes until months later. Staff are often reluctant to return for these follow-up dasses once
have completed their initiai skills training.

With devolution, the problem may also arise that the LGUs wiH be averse to releasing clinic staffs
for this training and to paying for it, if IECM training is seen as an additional cost.

lliCM Activities

At the clinic level, the midv.'fc is the key person in the family planning program. She is expected to
provide some clinic-based IEeM activities, outreach (Le., home visit deliveries and foHow,·up in the
afternoons), and to supervise BHWs and (perhaps) FTO\Vs. She. and other dinic-based staff,
however, have little time to offer family planning counseling and education, since they are very busy
v.ith clinical activities.

Functional integration at the clinic level is an official policy of the DOH and represents an important
method for identifying and motivating potential new adopters. drop-outs, and dissatisfied
contraceptive users. Family planning is generally not integrated into other MeR services at the dink
level, however, and no mechanisms are in place for regular consultations with clients on fama)'
planning. There are no routine procedures for screening women who come into the clinic for non­
family planning reasons (e.g., for immunizations for their chi1tjren). Little or no time in cli1']ic
routines is set aside for personal counseling on family planning if a woman comes into the dink for
non-family planning reasons. Clinic management and patient flow are not designed for easy referral
among preventive health services. MIS procedures are not management-based, permitting clinic staff
at a glance to determine whether a woman has dropped out of the family planning program, for what
reason, and when. This is particularly important, for if dinic staff periodically review'ed
planning records to determine which women have not come back for resupply of piUs or periodic
checks on IUDs, ihej could indicate to BHWs or other community-based staff who these women are
und initiate a foHow-up visit.

In addition, most formal family planning IECM is done within the context of pre-nuptial c(lunseHng..
AJthough this is appropriate, it does not cover the wide range of IECM possibilities afforded
clinic.

Methods according to Client Need

The current strate!!',' of the DOH has been to presem aU methods to all women neutrally." aUnOUjgn
a better strategy would be to oromote longer-lasting and more effective methods, particularly
those women who have achieveti their desired family size. .AJthough offering clients a .choic,e
methods is a critical part of a good I:amily planning program. some methods are more appropriate for
particular groups of clients than others. Those whe are having problems in taking the pill carrecdy
might do better v.ith an IUD. Likewise. women over 35 who have reached their desired of

~ .
children could be counseled to switch from temoorarv to longer-term methods...-. -
In practice, this kind of client screening is often dor,.:;, the approach is not part of oftJda] strategy.
If this client-based method orientation ,>,,'ere taught to health workers, they would be better able to
take client histories and propose the most effective method for each individuaL



4.4 Population Advocacy

In addition to IECM activities directed to the target population, there is an increased role for
advocacy activities in the country. After devolution, the responsibility for family planning ser·tices win
be largely in the hands of LGUs - provinces, municipalities, chartered cities, and barangays - where
elected and appointed officials will make difficult decisions concerning resource allocation. Because
the PFPP has languished in recent years and political support has been low, and because local
officials have never had to undertake local development planning on the scale envisioned .iI'lOW, it wiH
be essential to mount an intensive advocacy campaign to explain the benefits of family planning­
benefits that wiIi accrue both to individual families and to communities and the nation.

POPCOM, which is responsible for the advoC'.acy pan of this progra.n, hCis worked, primarily at the
regional level, both with officials and on mass media. Some of the most successful advocacy efforts
have been carried out under POPCOM aLlSpices, incluuing presentation of RAPID model applications
to regional officials and regional IECM campaigns focusing on population issues and intended to
reach community leaders vvith important demographic information, also an integral part of POPCOM
programs. Additional opportunities exist in the ar.;a of lobbying of local interest groups (most notablY
women's groups) to promote programs of family planning, heaith, and welfare.

4.4.1 Policy Intervention at the Top Level

In collaboration with the Futures Group, POPCOM has used the RAPID model to elucidate
population and demographic issues (i.e., high immigration, illegal settlements, areas of poverty and
population density v.rithin more affluent, low-density zones, and so forth) at both ~he regional and the
national levels. The major constraint to more frequent presentations has been a shortage of
equipment (i.e., computers).

Furthermore, no effort has been made as yet to adapt the RA.PID model for provincial and municipal.
audiences. This would require reformulation of national data and projections to include the many
locafized situations in the country; for example, some locales experience no population pressure:
whereas others have rapidly increasing squatter populations which .5train the abilities of local[
authorities to provide services. Given the large data base required by the R.;\PID program, it is
unlikely that the existing model could be redesigned to conform to the small data bases of local!
municipalitit.;s or even provinces. Rather, perhaps the principles of the model could be applied to
these lower governmental levels, through training sessions that presented the same types of scenarios
at the municipal level that are presented in the national RI-\PID presentations. Even if much of the
presentation is qualitative, it would help to sensitize local officials to the persistent dernograpl-dc
demands on individuals, families, and communities.

pes has worked v.lith the Philippine Legisiative Committee on Poputation and Development in
conjunction with the University of the Philippines Population Institute and UNFPA to develop an
intensive advocacy training course for provincial and municipal ofiiciais in four pilot provirmes of the
countrv. Results were unavailable at the time of this evaluation...

4.4.2 Mass Media

Since the inception of the program, mass media have provided an important channel for the
transmission of familv planning information and a number of local DroEfaffiS have intel:!raited familv
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planninO" themes into their formats (in sitcoms, nev·;s, and talk shO\'Vs). POPCO?"t for example. bas..;. . e . " . f .. ... '



produced various forms of mass media, primarily at the regional level. POPCOM Region has
produced radio programs for the general public, video programs for policymakers, and print materiaL
One of the radio programs was on migration and encouraged non-Metro Manila residents to remain
in their current locations (using local resources) rather than migrating to other places where
empioyment opportunities were no better.

In another initiative, DOH, with the support of PCS, launched an "info-tainment" and organized and
ran a gala to which popular film, television, and music stars were invited. The gala demonstrated that
these popular stars subscribed to a number of social causes, among them family planning.

Regarding materials, a number of print materials have been produced - by POPCOM, DOH, and
others - which merit particular interest. Of these, comic books that have been adapted for
population and family planning themes may be the most effective. Comic books are popular in the
Philippines. Although they are relatively expensive to develop and produce, they are read far more
than individual technical leaflets.

Clinics appeared to have various materials on hand, but most of these could be substantially
improved. For example, a family planning poster on population and development (not funded by
peS) was not weB targeted; it presented the concept of demographic pressure and its implications
on community health, education, and economics, not on these issues as they affected fam.ily life.
Likewise, although good leaflets on each family planning method were available in ali wait.ing rooms
of clinics visited in the Cavite Region, none gave a comprehensive listing of all methods available.
Such a leaflet would be a useful supplement to hand to a patient who is using another of the
available 1vICH services. Third, some materials are too expensive and sophisticated for the clinic
auai~nces for which they are intended. The DOH recently produced an excellent booklet on health
care for families at health clinics. With its four-color graphics and glossy format, hmvever, this
booklet must have been an excessive drain on scarce resources. Furthermore, the detail and
completeness of the text suggests that it was not the most useful tool for poorly educated, although
literate families. Finally, materials have not been updated in accordance with more recent trends in
IECM and a look at any waH of any clinic visited offered a view of the fuB range of ·l,.e last 15 years
of family planning history in the Philippines. This does not represent a very convincing approach and
might be confusing to clients.

No concerted, deliberate, and orchestrated effort has been made to tap the full potential of the mass
media. According to PCS, lack of headway reflects DOH concerns over the political sensitivit'"j on
family planning subject matter. PCS developed a mass media strategy as part of its overall draft
strategy (see Section 4.1). In this strategy for each audience group identified (segmented), a
media/interpersonal strategy was also identified. .t\mple professional and technical resoumesexist in
the Philippines for both media development and production. pes has identified a number of
advertising agencies that could easily handle the development of social themes.

4.4.3 Organization of NGOs and Government Organizations

These groups represent many different interests, ranging from political action to promoting family
planning within professional associations, all of which couId contribute to a strong advocacy progrz.ffi.
The involvement of women's coalitions and groups - of which there are many in the Philippines ­
is a particularly important component of advocacy. A number of women's groups are already active
in family planning advocacy. The \Vornen's Media Center. assisted by PCS, has made a strong effort
to change the way adolescent sexuaiity is presented on television - attempting to remove negative
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role models from popular series. The center also produces a program called "VVornan Watch," which
promotes many issues of interest to women, including family planning. If local women's coalitions,
for example, could carry out a concerted lobbying campaign in a municipality for a more ambitious
family planning program, it is likely that the municipality would be more susceptible to change.

Likewise, representation on municipal councils could be an important way to effect positive change.
A new law requires that 40 percent of seats on local government councils be women. If all women's
groups of a particular area were solid in their support for family planning, and if a member of these
groups were to be included on the city council, that member could be a positive voice for family
planning. Likewise, FPOP, all of whose 27 chapters include influential community leaders, both men
and women, could run for membership on local councils.

The Advocacy Technical Committee of the DOH has made an effort to lay the groundwork for
organizing NGOs and government organizations for social action in family planning but no
coordinated, sustained effort has resulted as yet. The committee has been assembling an annotated
critical list of possible advocacy interventions to support the promotion of family planning at the LGU
level (requested by the evaluation team). This list is designed to form the basis of a plan of action~f

including projects that need funding. When the list is agreed upon by PCS, the DOH, and
POPCOM, POPCOM should take responsibility for further advocacy planning.

4.4.4 Private Sector

The inadequate efforts to identify, recruit, and train private sector health professionals carries through
to the IECM sphere. No concerted effort has been made to reach these groups with family planning
information. The health associations mentioned at the end of Section 1.2.4 would be useful avenues
through which to distribute print materials on family planning.

(Discussion of IECM activities in work-based programs and through social marketing is found in
Chapter 2.)

Recommendations

for the DOH

1. Communication and Logistics - The IECM program should be activated on television
and radio. The latter should focus on informing women of the new family planning
program with recently trained staff, improved, gentler oral contraceptives; and the neVll
long-lasting IUD. The CARE network should be used to distribute existing IECM
materials, which would be developed and printed under the pes project.18

2. National strategies for IECM should be promulgated.

l&n1is was one of the five priority recommendations made to the secretary of health.
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3. A program should be initiated to identify, recruit, train, and supply private sector
medical institutions and individuals for family planning provision throughout the
country (also listed in Chapters 1 and 3).19

for USAID

Overall Strategy

1. USAID should have PCS assist with the development of an IECM marketing strategy
that targets groups that are the most likely candidates for new acceptors. Specifically,
the strategy should focus primarily on women of reproductive age who are not using
family planning but who have health risks and who have expressed an intl;~rest in
beginning to use it.

2. USAID should also direct PCS to work with public and private sectors to reacb men
and unmarried men and women with population and family planning messag~es.

3. USAID should direct PCS to assist with the development of an operational plan
reflecting the strategy proposed above. This would indude a plan for each channel
of communication - mass media, support media, and interpersonal oommumcation.

4. Under this strategy, USAID should urge the DOH to give mass media immediacy and
prominence. Radio and television campaigns should begin as soon as possible ­
particularly campaigns that inform the populace ab01.'t the new, improved, and
revit.alized family planning program.

5. Under the strategy, USAID should also support the resuscitation of the interpersonal!
education component of the fam.ily planning program, modified where appmpriate
(based on OR finJings).

6. USAID should assist with the restructuring of the IEel\.{ and advocacy components
of the PFPP so that all activities - from research, planning, and development to
implementation and evaluation - are given a well-defined institutional home.. IECJ\;'!
should be carried out by the DOH and the NGOs and advocacy should be tbe
responsibility of POPCOM and the NGOs.

Interpersonal Communication

7. USAID should help with the establishment of realistic performance indicators, against
which IECM personnel can measure their impact

8. USAID should encourage the completion of the new ICS training module c"IJ.rrently
being developed by the TS, ensuring that the FPS, currently using a different module,
provides its inputs.

19'Jnis and the recommendation direclly above were among the second-level recommendations made to the secrerary of
health.
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9. USAID should recommend to the DOH that the basic comprehensive and ICS
training courses be held sequentially.. Such an arrangement would be more cost
efficient and logical than the current one. One way to facilitate such a change would
be to streamline the ICS course by focusing it exclusively on clinic-based and post­
partum (at home) counseling.

10. USAID should support the functional integration of family planning and other MCH
services at the clinic level, thus affording additional opportunities for family planning
information to be presented

11. USAID should urge the DOH to recast tbe IECM program message from promoting
all methods neutrally to placing the emphasis on effective family planning methods in
all IECM efforts.

Advocacy

12. USAID should support increasee advocacy activities that would include education of
elected LGU officials and their staff through training, conferences, and workshops;
mass media coverage of population issues; lobbying of local officials by women's
groups and other citizen organizations; and lobbying other organizations - such as
radio and television networks and stations - to promote responsible ~ruality and
parenthood. A special effort should be made to include private sector health
providers.

13. USAID should urge the DOH to undertake 2' careful review of all IEOI materials
currently in use and determine those that are appropriate for further use, given the
likely shift in IECM strategy. For new materials, the focus should be on cost
effectiveness; reduction in purchases of bigh-eost, relatively unproductive mass
distnbution items such as posters; and an increase in narrowly targeted ma1terials such
as leaflets for a particular audience.

for the DOH and USAID

Proposed IECM Strategy

The setting of a clear IECM strategy is key to the success of IECM efforts. Such a strat.egy should
have the following components:

1) Segmentation of the audience: Of those women who are at health risk, a significant
percentage either are users or past users of family planning or have expressed a desire Ito space or
limit their families. These women can further be divided by category. Of those women who would
like to plan their families, but are currently not so doing, a certain proportion may not do so for
religious reasons. If this is the case, they need to be told about natural family planning. If they are:
from the Muslim regions, they need to be told about the latest interpretations of Islam which do not
contra-indicate family planning. If they do not adopt family planning because of resistance from their
husbands, then information/motivation must be given to the latter. If they do not adopt because of
insufficient or erroneous infannation about family planning, they need to be given appropriate:
information about various methods, particularly the new IUD and low-dose pills. This same approach
should be aimed at women who would like to plan their families, have attempted to do so in the past,
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but who have been unhappy with the method used. Finally, if women do not adopt because they do
not know where to get a particular method or have had b<:l.d experiences with supply in the past, they
can be provided information concerning the improved program and its services.

Women who are currently using family planning include a number of categories of IECM potential
clients. First, there are those women who are currently using family planning, but who axe
increasingly unhappy with the method. They may be using the method incorrectly or have physical
problems. Discussions with these women can correct usage, identify medical problems that need
attention, and can suggest remedies and/or alternatives. Women who are currently using family
planning and are happy with the method, but are thinking of having another child even though they
may have many and/or poorly spaced children, need to be informed of the health risks and the
advantages for spacing.

Ai1l0ng women who are not using, do not want to use, and who do not exhibit any health risks, ther'e
are those who are only temporarily protected.. These are women who are in a period of abstinem::e
who have yet to start their families, or have just begun. The latter are by far the larger number and
are an important target group. They, too, can be subdivided. First are women who have no childc(;m
but who want them. Although they can use family planning information, it is unlikely that they will
be receptive to using a method at this time. Women who have had one or two children and
appreciate the realities of child-bearing and -rearing are likely to be much more susceptible and
should receive information on child spacing.

Women who are controlling their fertility through abortion (and who therefore show up in the
statistics as women not planning) are in urgent need of information on family planning.

Men can also be divided into a number of categories, particularly by reason given for opposing [amii]y
planning. For each reason, there is an appropriate answer, similar to those suggested above.

Audience research is key to segmentation. Considerable audience research 'exists in the Philippines
and more information should be available in the near future (see Section 4.2.1). Based on this
research and additional smaller-scale focus-group research to fill in any gaps, a segmented strategy
can be developed.

2) Operational ~trategy: Once it is determined what are the various audiences to be reached and
in what order of priority, it must be determined how to reach them. All medlia (including
interpersonal communication) are not appropriate for aU audiences and all subjects. The needs of
unhappy current users of contraceptives can best be addressed by clinic staff. Potential newadopte:rs
are best reached by community outreach staff and by clinic staff who are providing non-familly­
planning services. A nurse who is attending the needs of a child is in a particularly advantageous role
for at least raising the question of family planning. Men may best be reached through the mass media
(since the MeH and family planning system is currently woman oriented in terms of clientde and
service providers) or through specialized group settings (military, police, unions, workplace, etc.).

As suggested above, different media are appropriate for different themes and audiences. If one
central campaign on responsible parenthood is considered important, then television may be the best
medium for reaching men and youth. Radio, given its reach and dramatic impact, can be ;an
important vehicle for talking to women about different methods - the rumors about them and
information to dispel them. Leaflets on each indi'vidual method of family planning may be suitable
for a waiting room, but one leaflet containing basic information on all methods and stressing m~w
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product qualities and advantages can be an important communication tool for both community
workers on routine rounds (i.e., oral rehydration therapy follow-up, malaria control, iodized salt
distribution, etc.) and for the clinic worker who identifies a potential family planning acce:ptof in the:
course of non-family-planning service delivery.

Under the FPAP considerable progress has been made towards the development of this audience··
based IECM strategy. The PCS draft IECM strategy adopts a client-based approach and goes far to
segment the audience int" many of the categories suggested above. It can and should be the bas~;

on which a revised strategy and strategy guideiines should be based. This pes strategy does not,
however, segment audiences by those who have expressed a desire to space or limit their families and
those who have not; nor does it segment specifically by reason for non-use. Such further
segmentation, outlined in detail above, will help to make targeting even more precise. Finally,
although the PCS strategy document acknowledges the client-based concept of targeting, it places too
much emphasis on health risks. Although this is completely understandable because of the stron!~

policy dir~\;tions provided by DOH, the strategy should be reviewed to determine exactly for wnoIn
a health message is appropriate, as discussed above.

3) Method strategy: This strategy should include two elements. First, it must include a
definition of product norms and standards: How many cycles of pills can be given to a woman at any
given time; what should she do if she forgets one day? two days? Is a pelvic exam required before
prescribing the pill? Can a woman under 25 years of age - a group with an insignificantly smaU
incidence of serious side effects - be given a pill v.~thout a prescription and blood pressure check?
Without the prescription but with blood pressure check? Is there any age below which sterilization
should not be carried out?

The issue of NFP is an important one, since it features the new agreement reached between the
DOH and the Church (see Section 2.2.2). If this agreement is to be honored and NFP is to be taken
more seriously than it has in the past, a considerable effort will have to be initiated to set clear norms
and standards for its use, to train health workers in its application, and to include it in aU materials
on contraceptive mix. The issue of standards is paramount, and DOH planners will have to
determine: Which of the NFP methods should receive priority, if any? What are the norms for
family follow-up? Some NFP groups recommend one visit every week for 12 weeks. Others suggest
fewer. Some non-religious NFP groups agree willingly to the use of the condom during fertile
periods; more conservative groups do not. Assuming that a considerable amount of repeat counseling
is required, how will this be accomplished? Can the BHW or other outreach worker counsel in this
method; or must the couple return to the health center? Some NFP groups insist on coupI'e
counseling: Is it realistic to assume that husbands will come 12 times to the clinic?

Second, tbe strategy should include method priorities: Can one openly promote ste:rilization t.o
women with four or more children? with four or more children and over 35 years of age? Should
the pill and tbe condom be promoted in areas with a significant number of AIDS cases? How ca.n
a health worker determine if a woman is at risk from l'\IDS, and should she promote a contraceptive
plus condoms at all times?

A program guide should be prepared by the program. The model for this guide could be the US.AlD­
sponsored guide used in the Dominican Republic (developed by University Research
Corporation/Academy for Educational Development). The Dominican guide contains a section on
audience segmentation and messages; on communication strategy (how to couch a particular family
planning message vvithin the socio-economic context of the client); on communication techniques
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(how to use individual counseling, home VISits, and group discussions to best advantage); on
workplanning (how to manage a community IECM program); supervision; and training. This guidi::;
has many advantages: It serves as the central planning and management document for the project
and therefore collects and consolidates all information in one place; it is the official family planning
IECM document of the Dominican Republic to which aU sectors - public, private, and NGO -­
contributed and thus feel they own; it has separz.te, separable sections for managers, fielc1workers,
supervisors, and trainers, and thus is multi-purpose. As such it can serve as a model for thq;::
Philippine program which is at a similar stage of replanning its family planning program.

4) Geographical strategy: The DOH Child Survival Situational Analysis: Family Planning
Component, July 1992, states that of the major target group - married couples of reproductive agl~

- couples in marginal rural areas are the top priority, with couples in marginal urban areas second.
Although it is important to reach populations that are generally underserved by all public services,
it must be recognized that these people are the hardest to reach. They are often poorlly educated,
have li~tle ~_ccess to the modernizing factors of urban or semi-urban life, hold more traditional views,
and are more scattered in their residential patterns. Reaching poor urban popu!ations, often with
birth rates as high as, if not higher than rural areas, is much easier. Population densities make
community outreach and recontact with potential and existing users more possible. Mass and print
media are more accessible. Positive role models (i.e., family planning acceptors) are more visiblc;~.

It may be more cost effective for the family planning program to invest in these urban areas first,
hoping to reach large numbers of people; then to extend to the more hard-ta-reach areas at a time
when information about the new, improved family planning program will be likely to have spread, at
least informally, to these areas, making the task of IECM easier.

49



5.1

5. Monitoring, Evaluation, Research, and Logistics ManageInent

Monitoring and Evaluation

5.1.1 Background

Monitoring: Manae:ement Information Sj@tems

During the POPCOM years, evaluations consistently found fault with the operation of the
management information systems. Just before the family planning component of the program was
transferred to the DOH in the late 1980s, however, POPCOM appeared to have set up a strong MIS
with adequate staff and computer support. This POPCOM MIS was never tested natiomvide,
however, and for several years, nothing was done in the Philippines to institute a national MIS.

From this void, a multitude of new systems (nine as described by a recent informal assessment carried
out by the Family Planning Management Development [FPMD] project) has emerged, each at a
different stage of completeness. None of the systems is fully complete or operational OIl a national
basis, however.

As noted in Chapter 2, it is fair to say that no reliable MIS system is in place at present. Until such
a system has been established, reports on numbers of users, new acceptors, coverage, and quaHty
cannot be reliably cited as indicators of accomplishments, at either the macro or the micro lev,eL The
establishment of a quality MIS will provide managers at all levels with the national in£ormation.
necessary to permit the rational allocation of resources.

Evaluation

Evaluation of family planning impact has, in the past, relied on sample surveys. In th~ early days of
the program (1972-1980), national acceptor surveys were conducted to evaluate how far people would
have to w;:llk to reach clinics, the length of continued practice of acceptors, failure rates, and reasons
for discoml' :ation. More important, a series of quinquennial national demographic surve~ys spanning
the 1968-1988 period provided a means of establishing benchmarks, as well as measuring the impacts
of family planning use on fertility. These surveys also provided K.A..P-type information and were used
in crafting informational materials, determining the contraceptive needs and preferences of couples,
and identifying the reasons for adoption or discontinuation of contraceptive use. Data from the 1970,
1975, 1980, and 1990 censuses were also used to obtain information on population grQi,\1h rates,
fertility, mortality, and migration rates. Other surveys were done for specific purposes to augment
these data sources. Fieldwork for the latest Demographic and Health Survey is scheduled to begin
in April 1993 and results are expected in September.

5.1.2 Current Systems

Currently, two major MIS systems are in operation - one for public sector programs, the family
health statistical information system (FHSIS) and the other, for NGO programs, the system developed
bv POPCOM in the late 1980s but never tested natioo\\<lde. In addition, in some locations, a- ..

variation of the FHSIS that relies on hand-tallied reports also collects DOH service delivery.
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other reports on specific issues are reported at regular intervals to the DOH. The various systems
are described in more detail below.

Family Health Statistical Information System

The FHSIS is the system for recording and reporting of family planning outputs of the DOH cHnics.
It has theoretically been in existence since 1990 but appears to be operational in only about 4
percent of the dinics.

As planned, the system is fairly simple, requiring reports on only five family planning indicators: neVi
acceptors, current users, drop-outs, clinic visits, and referrals. For the past 18 months, a 1$
subcommittee has been reviewing national indicators. No decision has been made as yet, however,
as to which indicators will be selected for measuring program impact, etc.

The accuracy of the few FHSIS reports that are generated on clinic outputs is often questionable.
There is oniy one microcomputer per province and these computers frequently break down.
Computer personnel are often absent or resign. Clinic staff have had little training in using the
system and thus lack reporting skills. The FHSIS computer operator is saddled with processing ail
the health program statistics. The manpower failures and hardware breakdowns also result in deiays
in the submission of field reports and the coUation of DOH family planning clinic reports..

The FHSIS is geared toward the need; of a centrally controlled program. .As a facility-based system,
it is not entirely suited to a community-based program such as family planning. Moreover, because
the denominator is not known, the system cannot generate information on contraceptive prevalenc,e
rates. Nor can outreach efforts, such as IECM and follow-up activities, be recorded and reported.
In view of this basic flaw, service providers may not take the initiative to exert efforts to conduct
outreach activities.

The FHSIS is one of four DOH information sub-systems, all within the DOH Management Advisory
Service. The other three gather information on hospitals, personnel, and financial service statistics.

It is not clear who win be responsible for overseeing the MIS under the devolved DOH.

.. Hand-Tallied Reporting

Due to the computer problems associated ,,'lith the FHSIS, DOH service providers often resort to
hand tallying. This system, however, is more prone to error than is a computer-assisted system..
These hand-tallied reports are regularly collected by the DOH family planning coordinators and used
to supplement the reports being generated by the FHSIS.

.. Other DOH Reports

Reports are also supposed to be submitted to the DOH on contraceptive and medical supplies on
a quarterly basis and on the number of MeR.As on an annual basis. This last requirement, counting
~1CRAs, is expected to be an onerous burden for DOH midwives in view of their m.lmerous other
duties. At present, family planning service providers rely on the NEDA. population projeccions as
a guide in determining their target clientele.



.. POPCOM MIS: NGO Reporting

As noted above, no unified MIS exists for both DOH and NGO operations. NOO a.re
recorded and reported using the POPCOM MIS, but the FHSIS makes no provision to incorporate:
NGO data. In principle, it should be easy to incorporate NGG repons submitted to rural ne,iHXI
stations in the areas where NGOs operate. The PdSIS computer operator, hmvever, is akeady
overburdened with the task of processing aU the health program statistics. Moreover, the SOIt'V';Ia:re
is not flexible enough to anow the encoding of non-DOH family planning service delivery outlets.

Another issue is that clients may be counted twice, once by the NGO system and then by
government system. This occurs because NGOs often report their outputs to the near~st DOH clink
in exchange for contraceptive supplies, thereby causing an unknmA.'TI number of these outputs to be
incorporated in the DOH family planning reports outputs.

A third issue is that the old POPCOM-MIS currently used by the NGOs and other government dinics
(Department of Labor) is geared towards providing information needs for central planning,
coordination, and evaluation. It provides more information than does the FHSIS, but it is a
cumbersome system and needs streamlining.

5.1.3 Issues Common to Both the FHSIS and NGO ~S

Data Deficiencies

As noted above, neither the DOH nor the NGO information system provides good, reliable data.
Rather, data reported in both are error prone due to double counting afNGO :::1ients, uns'tandardized
reporting of new acceptors and continuing users, and reponing errors arising from hand tallies.
Unfortunately, health information system trouble-shooting teams have tended to focus Iiiore on
procedure..; of reporting than on validation of outputs.

Lack of National Indicators

As noted above, the TS has yet to establish the essential indicators required to measure the
performance of the PFPP. For example, information on the characteristics of the pop111at[on that
is eligible for family planning, on the quality of service provision, and on sustainability of programs
is not collected. These data are important in identifying specific targets for IECl'tf efforts, strategies
for training s'ervice providers, and distribution of supplies and equipment.

\Vith devolution, the need for national standards will become even more acute. Local officials
(mayors and governors) have expressed a need for information on which to base their five-year plans
for the social and economic programs for which they will be assuming responsibility. A unified
system with standard definitions wil! be essential to prmide LGUs ...ith the data necessary to me'!et
program needs and to make long-range fiscal and operational plans. \\'ithout the$ie~ mchc,~tclrs!,

program managers will not be able to measure quality or achievement of expansion objectives.

In short the PFPP suffers from a lack of information on \vhich to base management decisions and
to make key course corrections. Family planning feedba::k information is Tafel\, available
management decision making and strategic plannin£._ _ JI. _,



5.2 Research

Over the years, evaluations have acknowledged the outstanding accomplis'i1ments
demographers and of physicians during clinical trials, but have also noted the absence ofa
strategy and of adequate operations research. The evaluators have expressed the op!nion
two omissions adversely affected the effectiveness of the Philippine prograrn. They dted
out rates and low modern contraceptive prevalence rates a..; problems that h.ave
or mitigated by timely OR.

5.3 Logistics, Contraceptives, and Eqlliprnent

5.3.1 General Impression and Current Status

Under the POPCOM-directed family planning prGgLi:.Iffi, the iogistics system "vas consistently giver),
the highest ratings. With the shift of responsibility for th~ famiiy planning component :-:) DOH,
performance of the logistics system declined rapidly - sc' rapid!y. in fact, that rnost government
organizations and NGO staff now cite lack of a depend3bJe ccntraceptiveslogistics system i2l.S

single biggest cause for acceptor drop-outs and clinics' failures to meet CPR targets during the pe.riiod
1988 to mid-1992.

Recently, however, the logistics system has largely recovered, albeit slowly in some regions. nder
the Family Planning Logistics Management (FPLM) project, intensive training has been pn:)vic'~'d

DOH central and regional staff and to NGO staff. Together, the project and the~,e various groups
have designed a practical requisitioning and resu?ply system. Since therem'e no reliable servic.e
statistics from which to project contraceptive requirements (see Seclion 5.1.2), resuppl)' is based on
past quarterly use. The system has enough bu:1t-in tlexibility at indlYidual sUPPlY points to enable
increased supplv under soecial conditions - for example, 3r! increase in staff tr,;lned to insert IUDs.

.. 1 '..

Government personnel at all levels expressed satisfaction wi'ch the ne\\' logistics sy·stern, to
warehouses and clinic storerooms revealed a very orderly system of storing
contraceptives. NGOs, however, did not report the same satisfaction (see Si;ction 53,2

In late 1992, a new, three-year nine-month CARE cooperative agreement
transportation and other vital support to the logistics system for the DOH
addition, the agreement contains provision for CARE to prmide support to non-family ~;""UH.1H.};;

NGOs already in CARE's countrywide nen,.,ork in becoming involved in family planning mC;Ln';;J:[]!Cl1

and services. This should strengthen the NGO system in general and should also enable C.j,.RE to
respond better than its predecessors to other NGO contraceptive requirements.

;\, .. ...

5.3.2 Areas of Concern

One issue relates to the uncenain supplies for NGOs. NGOs often ex-penence
stock-outs. Toey are required to obtain their supplies from the nearest DOH \,.)<·""'.1·.....

increasing DOH output per clinic, contraceptives anocared LO the area are often prl'.Jritized for DOI-I
rather than NGG needs. Local NGOs ',vith national offices thus ha·...·e to obtain
central warehouse and distribute these supplies to their O\\'n clinics.



.."\nother ::;cncem is tl:H:~ inadequate supply of IUD kits, examining tables, and adequate at
barangay health station.s. ~~1ost of the newly trained midwives, of whom there will be large numtJers,
will be assigned to these units, and yet the likelihood is that only just over 10 percent (or
12 in 100) win have these essential items. The midwives are in an excellent position to influence
recently delivered mothers to accept an IUD when the latter return for their six-week post-partum
examinations. If the midwives cannot deliver the method, however, they will soon lose itheir
learned skins and the cost of training will be wasted. Moreover, the overall program miss an
opportunity to improve the method mix; lower the drop-out rate; provide greater client choice; r,educe
the number of abortions; increase quality, coverage and sustainability; and improve the program IS cost
effectiveness.

Generally spe...king, minimum needs for various levels of service delivery facilities are Dot weH known.
Ibe DOH lisi. of needs for equipment and supplies is fairly long and ambitious and may include items
that are not essentiaL In addition, no inventory has been taken of what is on hand at VanOl.J1S

facilities, either government or NGO. Such an inventory would not only serve to help the: DOH and
LGUs, but would help donor agencies to prepare more appropriate assistance projects.

Over the longer term, when the services component of the program becomes well established, an
additional concern will be that the cost of the contraceptive portion of the program may o"lef\vhelm
the rest of the USAID budget.

Recommendations

for USAID

1. USAID should urge t~e DOH to complete its national indicators review in the neaJ:'
future. These indicators of progress must be standardized for an service providers and
changed to reflect the new program thrusts of quality service pr0\1sion and
reduction of high health ri:>k and unmet need for family planning services.

2. USAID should urge that these indicators be included in the FHSIS.

3. USAID should recommend that the FHSIS be improved acrordin!~ to
modifications recommended in the FPMD assessment, particularly those pertaining;
to improved computerization of recording systems at the provincial leveLzo

4. USAID ~~Gdd playa prominent role in the resolution of the :MIS issue, \rw'ormg
attain consensus that a modified FHSIS serve as th~ one WS system in
Philippines. NGO data should be induded in the FHSIS as rapidly as p<:lSSibl,e.

5. USAID should ensure that the WS not be built into logi.stics management
logistics and :M1S are fully functionaL

WSince these changes are derailed ~n tha: a&.'Cssm~;;nL ihev
~ . .
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1. USAID should urge tbe government and other donors to deve!op a priority list of
OR studies to be carried out before implementation of the new USAID family
planning project.

2. USAID should encourage the DOH, Philippines uM'ersities, and donors to develop
a national research agenda within the next year. In addition, mechanisms for better
responding to research needs at national and local levels must be identified_ Finally,
similar mechanisms for appropriate management of research activities must be found.

Logistics

for the DOH

1. Barangay health stations with trained midwives that have not yet received the
equipment and supplies needed to support IUD insertions should be provided "vith
these o;upplies as soon as possible.

for USAID

1. A study should be carried out to determine the appropriateness of the DOH
equipment list for clinics, particularly equipment needed for run insertions (i.e.,
tables, lamps, IUD kits, etc.). This could be done by an expert team, including two
Philippine midwives, who could do a sample survey of those rninimumequipment
needs for IUD insertions at the barangay level. At thl: same time, a second sUlv,ey
team, including an expert on appropriate technology, should explore the cost of
making examining tables locally, perhaps of bamboo. A midv.ife should a~so be a
member of the second team to assess medical requirements. If the findings of both
investigations are positive, budgets should be increased to cover this ~quipment.

2. A shnilar study of basic equipment requirements for NGO clinics should also be
undertaken.

3. USAID should hire a consultant to partIe.tpate in a one-time inventory of all
equipment supplies and materials for every training site and for trained MJersonnel
(both DOH and NGO) to identify and prioritize needs. If sufficient funds are
unavailable to supply non-priority clinics, training for their staffs should be deferred.

4. Procurement based on the aforementioned lists and inventory should be acted upon
on a priority basis.
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6.1

6.1.1

6. Strategy for the Future

Strategy for the Government

Principal Issues

If the target of reducing the country's population growth to 2 percent or less by the year 2000 is to
be achieved, implementation of the entire family planning program v.ill need to be accele~rated­

delivery of services, training, and the IECM program.

This in turn will require addressing four major issues currently facing the PFPP: (1) how to proceed
with restructuring of the program's administration, (2) how to take advantage of the opportunities
afforded by the devolution challenge, (3) how to free the program's IECM component from existing
restrictions, and (4) how to revitalize the NGO network and resources.

1) Restructuring of the Progmm's Administration

The process of restructuring the management of the family planning program within DOH has already
begun, under the leadership of the new secretary of health. \Vith the initiation of the devolution
process, it is even more important that the DOH speak with one voice to the many groups with which
it deals on matters of family planning - from its regional staff and the LGDs to the NGOs and
international donor community. The relationships between the DOH and POPCOl\.1 mus1t also be
dramatically improved if the ambitious integrated program desired by government and endorsed in
this report is to succeed.

2) Taking Advantage of Devolution

Two other important management issues, less broad in scope than those cited above but T,.,,'ith
implications for the long-term success of the program, also need attention in the near future:

..

•

upgrading the DOH regional staff for its new family planning responsibilities
(evaluation, monitoring, and technical supervision) under devolution; and

providing short-term intensive management training supervisory skills for midwives to
ensure quality services and accurate data collection from their village heaHhworkers
and family planning volunteers.

Without these two levels of management training (regional officers and mid\Vives). there is grave
danger that the program v,riH perpetuate two of the major flaws of the POPCOl\1 years - high drop­
out rates for contraceptive users and low prevalence for modern contraceptive methods.

3) Freeing IECM of Restrictions

A strong IECM program \\'ill be essential to enlist ne\v adopters at an increasing rate and to
encourage current contraceptive users to continue with the program. Tne effort must have D.'!,co

focuses. It must be designed to improve the ability of sef\'ice providers, fieldworkers, and clinical staff
tv encourage clients to use family planning. It must also increase the capacity of the IFC?vi system



to advocate family planning to organizations and to the population at large through mass media and
other methods.

4) Revitalizing NGO Network and Resour~

With the PFPP anticipating that 35 percent of prevalence will be provided through NGOs, it '",ill be,
essential to accelerate efforts to re-enlist NGOs as strong partners in the national family phmning
program. It is incumbent on the government to clear away the confusion surrounding the
accreditation issue and to set tr3.ining for NGO personnel in motion.

6.1.2 Principal Recommendations

The two sets of recommendations below comprise the strategy that was proposed to the secretary of
health (see Appendix C) to address the key isslJes described above. Immediate attention should be
directed to the first five. The follovving eleven are key actions that should be carried out

simultaneously with the actions above.

FIVe Principal Recommendations

1. Management and Organization. The management of the DOH should be restructured so that
the family planning program speaks with one voice to the regional offices, LGUs, NGOs,
legislators, donors, and the community at large. This would require that the family planning
program in the DOH be a unified command headed by a regular DOH employee.

2. LGU Support. The 5 to 10 LGUs most likely to accelerate their family planning programs
should be selected, based on commitment of their leadership to promoting and supporting
family planning. Negotiations should take place with each of the selected LGUs for their
future commitment in terms of the staff, space, budget, transportation, advocacy support, and
MIS data. In turn, a comprehensive package of training should be offered them, including
family planning skills, clinical, as well as MIS, fiscal and resource management skills" computer
for data base management, contraceptive supplies, and IECM materials. Finally, the DOH
should offer to provide a clinical package of equipment essential for IUD insertion to all
barangay health stations with trained midwives. Under DOH leadership, support for this
initiative could be provided immediately by USAID and perhaps other donors as well.

3. Communication and Logistics. The IECM program should be activated on television and
radio. The latter should focus on informing women of the new family planning program with
recently trained staff, improved, gentler oral contraceptives, jnd the new long-lasting IUD.
The CARE nenvork should be used to distribute existing IECM materials. which would be
developed and printed under the PCS project.

4. Standards and Accreditation. The new accreditation requirements should be waived for all
NGOs that were accredited during the POPCOM vears. The accreditation orocess should_ ~ 4

be completed for all remaining NGOs within the next six months. Training of NGO staff
should begin immediately, employing the existing training modules now being used for the
current training of DOH staff in family planning. US.'\ID should be requested to modify the
new EDF training cooperative agreement to enable NGO training to get under \vay rapidly.

58



5. Human Resource Development. DOH regional staff should be strengthened through training
and technical support for their increased responsibility in family planning. The number of
regional staff (including MIS and IECM specialists) involved in family planning monitoring
at the LGU level should be increased.

Key Actions to be Carried out Simultaneously or Shortly Thereafter.

1. Funding Support Policy discussions should be initiated with the secretaries of finance and
budget and other appropriate offices (e.g., the legislature) to establish a budget line item for
family planning.

2. Devolution: Policy Setting. The DOH should resume its mandated role of setting policy and
establishing guidelines rather than delegating these authorities to the TS and the Technical
Policy Committee. This will be key to a successful devolution of DOH resources to the LGU
!evel. Technical assistance can be provided in this area.

3. POPCOM-NEDA Dls'Cussion. Policy discussions should continue between NEJDA and
POPCOM regarding a collaborative role to strengthen the devolution process.

4. Training and Supervision Strategies.National strategies for training and supervision should be
completed.

5. IECM Stnitegies. National strategies for IECM should be promulgated.

6. Accreditation Process. The accreditation process for training and service institut]ons and
individuals should be simplified.

7. Clinical Standards. Existing clinical manuals and guidelines should be revie\'1ed to identify and
eliminate all unnecessary medical barriers that inhibit quality family planning services.
Technical assistance could be provided to assist in this area.

8. Private Sector. A program should be initiated to identify, recruit, train, and supply pri'vate
sector medical institutions and individuals for family planning provision throughout
country.

9. Equipment and Supplies fer Barangay Health Stations. Barangay health stations vvith trained
midwives that have not yet received the equipment and supplies needed to support IUD
insertions should be provided with these suppiies as soon as possible.

10. Technical Committees. The technical policy committees should be dissolved. Instead,
committee members and other experts can be called upon as needed as paid technical experts
to support DOH standards and guidelines work.

11. Technical Policy Committee on Advocacy. The work of the Technical Policy Committee on
Advocacy should be transferred to POPCOM in line with the latter's current responsibilities.
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6.2 Strategy for USAID

Although a new project is contemplated for 1994, no recommendations are made for revising any
section of the FPAP to meet the programmatic needs of the next two years of implementation. As
a weU-designed project, and one that included in its original plan many of the recommendations
contained in this report, the FPAP continues to provide an ideal context within which program
reforms and restructuring can take place.

6.3

1.

2.

Support from ALD.

The Bureaus for Asia and for Research and Development (R&D) should provide
financial and technical support to USAID/Manila as it seeks creative ways to utilize
the ongoing project as a vehicle for additional funds for family planning. The
importance of these funds is particularly critical, given the current unprecedented
opportunities for family planning and population programs in the Philippines. For the
short term, these funds should be made available through some suitable innovative
funding mechanism.

The Bureaus for Asia and for R&D should look favorably upon increased funding for
the new FPAP to take advantage of the opportunities presented by the enthusiasm
and support for the devolution process.

(A complete list of the component-specific recommendations included in the report is provided in
the Executive Summary.)
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Appendix A

Scope of Work

D. SPECIFIC QrJESTIONSIrssrlES TO BE ADDRESSED

I. EXpansion or Service Delive.~

.,....

2.

3.

4.

s.

7.

So

To what. extent has the DOE communicat.ed t:he ne~w

Ghealt:h. benefits § approacll. t.o family plaJming t:o
other GOs I NGOs I and ocher partner agenci1es? RCIY
has this been internalized by t.he part.icipatuLg
aaencies in the PFPP?-
Assess the aot.:lrot:lriat:eness of che techni~Ll..... -
assistance provided by John Snow q Inc. to t.l::Le
Philippine NGO Council (PNGOC). Row bas this 11
strengthened the abili ty of PNGOC to provide TA au::ld
grant: sup~ort to other family planning NGOs.

To what. ext.ent. are the local NGOs I including PNC-QC:"
commi teed to a.ddressing t:he is:;:rue (~f

sustainahility? Whan: steps are they ta.k.i.ng t:o
lessen their dependence on donor financing'?

Evaluate the a'C-crcoriat:eness and e~Efectiveness c)f
Che technical aSsisea.uce provided by ehe PbJ.ilip~i!te
Canter for Po-cula.t.ion and Deve1.o'Cment. (Pc:PI,)
conce~g the- indust::y-based family planning
prcg:am..

EvaJ.ua.ee ehe c::ollaborat.ive ar:cit.nqement: bet""Hee.!1 AVErC
and. JEPIEGO in the develo-cme.nt and imcle.m.e%1t:at.iclu
of a re~t~ized VSC net.work. -

Assess the commit:.:me.nt: of the industries i:nv'OlveO. i~'C.

the iIldust.:::y"based family pla..nning program. I:~o

con~inue ehe program after PC~D assistance ends.

Dete::m.ine if the social market.'; ""g program is on t:he
riaht. t::ac.1( and discuss a'C"Orocriat::el:less 0:: SOMA:e,C
TA- and. the Ka..balikat/SOMARC partn.ership v

A:e f:am.ily !ollari'o" ng ser"J"ices ac::e:ually rea.~:g

clients who need and want them, as well as rea~:g

women £n high risk categories?



l.

2.

3.

Discuss t:he adequacy and responsiveness of C..J.r:'leIlC
fami~y p~anning training programs prov2ded to JDOH
and participating agency persorme~.

To what exce!lt are t::aining programs linked to
Info:r:mat.ioIl, Education, Comnnm.ication ;md
Motivation (IECM) activities?

Discuss the aODro-oriateness of the mechanisms which
ut.ilize the EconOmic Development Foundation (~DF)
to manage trajn;ng for the Fami~y Planning Se~ice
of t:he DOH and the Train; ng Consottium of <t:he
Technical Secretariat.

4. ]Lc;sess the system for developing a part.icip;a.rJ.t.
training pl.an.

D:I.• DO!

.,_.

2.

4.

Wl".at is t.h.a ~tenc a:d ad.eouac-l' of I~CM materials?
Do ~e macer:'a.J.s reflec=. the t.b.eme IIlheaJ.e11. benefi.:ts
of family ~larn~ngq?

Ooes the DOt st:acet.:rV I mat~ia.lB and l:=a:i.n~==_--ref~ec~ ~e kncw~edge ga4~ed t~ough the recen~~y

conc!uc:~ed IEO! :esea.:rch?

Dis~.J.SS the a~=o;:ria.ecm.ess and. adequacy of ehe
advocacy work being c:ondue~ed. J:)y POPCOM, t.he
Phil.::c'C·i"'e LeC'isla:.~rs· C:::mmit.1:ee on PODula..eion and
Oevelopooe!1t., ~ ~ PNGOC. -

~e t:::le ~ffect:iveness of using a Residene
Advisor eo ass:ise el1e: PFP:9 in develO1'ina et'fec:i.v'e.. -
I:E:O ma.teria.J.s.

:tV. C'Om2la.PTI'"mS/LCGIS'I'ICS

J.. Are the commodit.y dist:dl:lution schemes al:rCro-criate
and respol:.sivE:: to tlle needs of t:.he pro~1 -

2. Is the le...."'el of tec:~"""ical assi.seance such """leU: a,e
the end of ~.AP e.he nOB: will be' a..ble to manaae a.
cOIU:::a.cet)ci"V"'e d.isn:::=ibution svste:m? -- -
Assess the effec:.i~cmess of us~na a
Advise::" to assist t..":e PFP~ deve~op - an
logise~cs syst~.
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1. Discuss the ac~ro~r~atenegs of ehe .types of
researci1 :::::eina ~:'ed out: in the p~:'og:am a.od
identify additional research oppor:unities.

1. To what. e.~'Cenc has e.!le creat:ion of the 'reehniea1.
Sec:et~ac taci~itated the imclemeneaeion of ehe
Philippine Fa.~.!.y Planning i%'~? Discuss ~"hat
impact, if any, OSAID resources have had. on the
Te~ical Secrecar1ae.

2. E:tam i:c.t9 e~e ro1e prog%'am teehnica~ eom.m.1t.t.ees klave
played in fo:mulaeing policy, problem
1d.eIu::i.t.ic:at:io:l, prc.blem. resoJ..ucion, and. st:ra:cegy
formulac~Qn i: each of ~eir re9pec~ive areas.

J. I:dentifv su:et:)s <cake%!. bv t:h.e t)CB to' ine.egraee fa.'nily
plann'\"'lS" inec its mat.eQa.! and cl::.ild hea~ll:..i.
serv-ices.

4. E::tam; ne b,·:w t:ae 'I'ecimi<:al Sec:::-eeariat has maIlaC'ed
e..."le cQorc:ti.~e.ic: of the ~F~~ ac::i"'J"it:;ies wit.b.i:t the
:COR and among the ~a~icipatinS' agenc:ies.

! .. Eas the F~.A? -crov:.ded t::e appropriate types of
tec"',,~cal assistance to facilitate re~.e.ali:at~iQU'
of ehe PFP~ ~:Qa~1.. -

6. Examine the effec:ive::.ess cf ehe role of USAIn
seaff has played in ma:agi~g e~e PPAP.
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A.ppeUC!lX L.

Letter from USAID Director to Secretary of Health

After hearing the findings of the evaluation and de'/o!ution teams, the secretary of heaUh
requested them to send him a list of actions which he should take immediately to expand and accelerate the
program. The team developed a list of five major actions plus eleven additional activities which also need,ed
attention in the near future. The combined list was incorporated into the foHowing letter which 'was signed
by the USAID director:

October 27, 1992

The Honorable
Juan M. FIavier, M.D., M.P.H.
Secretary of Health
Sal. Lazaro Hospital Compound
Santa Cruz, Manila

Dear Secretary Flavier:

In response to your request that the USAID, Family Planning EvaluationlDevolution Team '''fork out
a prioritized list of actions/activities that you may consider implementing immediately, the Team ide:ntified the
following major issues facing the Philippine Family Planning Program: (1) Managing the restructuring of the
Program's administration, (2) Maximizing the devolution challenge, (3) Liberating the Program's I1JlfDrma~ion,

Education, Communication (IECM) component, and (4) Revitalizing the NGO network and resources.

In light of the foregoing, the Team has recommended that the follmving actions be unc!ertak,en
expeditiously:

1.

2.

3.

•~.

Management and Organization - Restructure the management of In-:: Department of Heahh (DOH)
so that the Family Planning Program speaks with one voice to the Regional Offices, LG:iJs, NGGs,
donors and the community at large.

Service DeHvery and Training - Select 5-10 LOUs most likely IO accelerate their Famil}
Program. Selection criteria should be based on COrnlTltrnent of LGUs' leadership to promoting and
supporting family planning. Negotiate with each of the selected LGt)s for their future commitment
in terms of the staff, space, budget, transponation, advocaC'j supp0r! and MIS data. In turn. o.rrer a
comprehensive paCkage of training, including family planning skiHs, clinical, as wen as MIS, t1:scal and
resource management skills, computer for data base management, contraceptive supplies, and
materials. Finally, DOH should offer to provide a clinical paCkage of equipment essemial for
insertion to aU Barangay H~-alth Stations \\ith trained midwives. Under DOH leadership, support
this initiative could be provided immediately by USAID and perhaps other donors as

Communications and Logistics - Activate the IECM program on 1'/ and radio.Tne latter should
focus on informing women of the new Family Planning Program with recently ltrained staff, [mproved,
gentler oral contraceptives and the new long lasting IUD. Use CARE network 10 distribute ,existing
IECM materials developed and printed under the Johns Hopkins contract.

Standards and Accreditation - Waive new accredir::.tion requiremems for all NGOs \vere,
accredited during the Population Commissior! (POPCOM) years. Complete a;;:creditation process on
all remaining NGOs \vithin the next si:'( months. Commence training of NOO staff imme.diately
employing the existing training modules no\\' being used fer the current training of ,DC)H st3ff in
family planning. Request US.AJD to modify nev-/ Economic geveiopment Foundation (EDF)
Coouerative Agreement to enable NGO traininE: to £et undenvc.\ rapidi\'.

,j) -- ..... - ... ..



5. Human Resource Development - Strengthen DOH regional staff irai 2nd
support for their increased responsibility in family planning. Increase number of regional
MIS and IECM specialists) involved in family planning moni!Oring at the LGU level.

The Team also developed a longa list of key actions "'ihien they recommende", be out
simultaneously with the previous list or shonly afler\Vard:

Begin policy discussion WIth Secretaries of Finance and Budget and other appropriate offices to
establish a budget line item for family planning.

Activate DOH's mandated role of seuing policy and establishing guidelines rather than delegating
these authorities. This pro-active resumption of DOH responsibility is key !o a successful devolution
of DOH resources w the LGU level. Technical .A..ssistance can be provided in this area.

Continue policy discussions with NEDNPOPCOM regarding a collaborative role to ma:rimi;le
devolution process,

Complete national strategies for training and supef\;'ision.

Promulgate national strategies for IECM.

Simplify accreditations process for training and service instilt..iJOnS and iildividuais.

Re...iew existing climcal manuals and guidelines 10 identify and eEminate all unnecessary medical
barriers which inhibit the family planning program. Technical .A.ssisl<:!:lCe can be provided lOassist
in this area.

Initiate program to identify, recruit, train and supply priv3lC)ector medical institutions and indhiduals
for family planning provision throughout the country.

Pro"ide the equipment and supplies necessary for those remaining Barangay Health Stations that
trained midv.ives to insert IUDs.

Dissolve Technical Policy Committees. Call on committee members and other experts as needed as

Paid technical cxuens [0 supoon DOH standards and guidelines '>'ork.
jl a: ....

Transfer work of Technical Policy Committee on Advocacy to POPCO~v! in
responsibilities.

itS current

We believe that the recommendations of the Evaluation Team are Drac!icable if implemented,
,vould go a long way toward meeting the challenge of family planning the Philippines. [and
be happy to discuss v.ith you these suggestions and any technical or other assist3:1Ce needed to ;:'''"~''"r"rl

In the very near future, a draft of a comprehensive reprJrt will be submined to j{:u
Team's findings and recommendations along \"'ith supporting documentation.

I thank you for your guidance and leadership in Ihe very important
planning services to aU Filipino communities. staff I look fomard lO a
collaboration.


