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Executive Summary

From October 1994 to September 2004, EngenderHealth implemented a project in Ghana
with the god to asss the government of Ghana, Ministry of Hedlth to improve

accesshility and quality of dinica family planning servicesin the public and private

sectors. Thistenyear project was funded by the United States Agency for International
Development (USAID) in the amount of just over $6 million.

The project was primarily focused on increasing access and qudlity to long-term and
permanent methods (L TPM) of family planning, namey minilaparotomy under loca
anesthesia (ML/LA), no-scalpel vasectomy, and Norplant®. Key targets were met and in
meany cases exceeded, with 328 doctor/nurse teamstrained in ML/LA and Norplant, 447
nursss trained in Norplant®, and 2,758 nurses trained in counsdling. Asaresult,
Ghanaian couples now have accessto afuller array of contraceptive methods, with 259
hedth facilities offering LTPM sarvices and 27,274 women recaiving female Serilization
and 55,968 women receiving Norplant® over the course of the project.

What is most interesting and informative is looking a how this was achieved. Some of
the keysto the success of the project include an innovative and effective system of
working through sub-agreements directly with the country’ s ten Regions to enhance loca
ownership, having a strong focus on sustainability, taking a comprehensive gpproach, and
being flexible and responsive to opportunities and changes in the environment.

Increasing access involved training providers, strengthening service Stes through
provison of equipment and assistance in renovation, and addressing demand with IEC
activities such as use of stified dlients and the well-received Get a Permanent Smile
campaign to increase demand for vasectomy services. EngenderHealth took a systems
development approach in training and “the key word was sustainability.” First they
trained trainers who were MOH gtaff, and then this group trained others, thereby building
asugtainable program by indtilling the capacity within the system rather than outsde.

One of the keys to expanding access to Norplant® was training nurses to provide this
sarvice. Thiswas made possible by helping to create the necessary policy changein the
family planning service ddivery guiddinesin 1996.

Improving quality included severd dements: counsdling training; COPE—Client

Oriented Provider Efficient—a sdf-assessment qudity improvement tool; whole-site
training in infection prevention; and facilitative supervison. In addition to improving
skills, these interventions aso had an important impact on attitudes. For example, while
supervison had typicaly been viewed negatively, after the training, supervisors worked
in amore supportive and coaching manner, and as one supervisor explained, “ people are
now happy to see me.”

Building on the lessons from this project, EngenderHealth and severd partner
organizations are implementing a new five-year Cooperative Agreement to improve the
qudlity of hedlth servicesin Ghana, beginning June 2004.



l. Introduction

Between 1993 and 2003, the modern contraceptive prevaence rate (CPR) in Ghana
increased from 10.1 percent to 19 percent and the totd fertility rate (TFR) decreased from
5.5104.4. The country ison the way to meeting the goals s&t forth in the Nationa
Population Policy of 1994 to reduce the totd fertility rate to 5.0 by 2000, to 4.0 by 2010,
and to 3.0 by 2020; to increase modern contraceptive prevaence rate from 10 percent to
15 percent by 2000, to 28 percent by 2010, and to 50 percent by 2020; to achieve a
minimum birth spacing of &t least 2 yearsfor dl births by 2020 (cited in Jain et al, 2003).

Table 1: Statistics from Demogr aphic and Health Surveysfor Ghana

Y ear Population TFR CPR Method Mix (among
currently married women)

1993 17 million 55 All 20.3% | Rill 3.2%
Modern  10.1% | Condoms 2.2%
Injectables 1.2%
IUD 0.7%

Femde Sterilization  0.9%
Implants 0%
1998 18.3 million 4.6 All 22% | Rl 3.9%
(1999 estimate) Modern  13.3% | Condoms 2.7%
Injectables 3.1%
IUD 0.7%

Femae Sterilization 1.3%
Implants 0.1%
2003 205 million* 4.4 All 25% | Al 5.5%
Modern 19% | Condoms 3.1%
Injectables 5.4%
IlUD 0.9%

Female Sterilization 1.9%
Implants 1.0%

* from the Population Reference Bureau’ s2003 World Population Data Sheet.

Ghana has a decentrdized hedth sysem. In 1996, the Ghana Hedlth Service and
Teaching Hospita's Act established the Ghana Hedlth Service (GHS) and the Teaching
Hospitals Boards as the executing agencies responsible for ddlivering hedth care. The
primary function of the Minigtry of Hedlth (MOH) is to formulate policy, determine
hedlth priorities, mobilize resources, establish a regulatory framework, and monitor
performance. The country is divided into ten regions, and there are Regiona Hedlth
Directorates that coordinate hedth activities and programs at the regiond level. The
Reproductive and Child Hedlth Unit of the GHS is responsible for dl family planning
sarvice ddivery inthe country.  Services are also available from the private sector, such
as the Planned Parenthood Association of Ghana (PPAG).




EngenderHed th began working in Ghanaiin 1986, introducing minilaparoctomy under
locd anesthesa (ML/LA). They initidly provided support to two teaching hospitals, and
then the MOH expressed interest in scaling up thiswork. The officid launching of the
EngenderHealth Ghana country office was on February 16, 1994.



ll. Overview of Project

In September 1994, EngenderHealth was awarded a Cooperative Agreement from the
United States Agency for Internationa Development (USAID) for work in Ghana. The
god wasto assst the government of Ghana, Ministry of Health to improve
accessibility and quality of clinical family planning servicesin the public and private
sectors. Theinitid 9x-year cooperative agreement was awarded for $3,000,000 from
October 1, 1994- September 2000. This was followed by three continuations or
modifications, with the project eventualy becoming aroughly six million-dollar project
taking place over atenyear period (Table 2).

Table 2: Overview of Cooper ative Agreements and Continuations/M odifications

Dates Amount
1. October 1, 1994 to September 30, 2000 $3,000,000
2. October 1, 2000 to September 30, 2001 $1,699,909
3. October 1, 2001 to September 30, 2003 $927,834
4. October 1, 2003 to September 30, 2004 $445,000
TOTAL $6.072,743

The project was primarily focused on increasing access and qudlity to long-term and
permanent methods of family planning, namely minilgparotomy under loca anesthesia,
no-scalpel vasectomy, and Norplant®. As stated in the 2000 Cooperative Agreement
Continuation Program Description, the activities had a direct impact on the following
ub-results:

Increased access to reproductive hedth services through the establishment or
inditutiondization of family planning and reproductive hedlth training system within
the Minigry of Hedlth

Improved qudity of reproductive health services through the development of qudity
systems and the training of both public and private family planning service providers
in the use of qudlity tools and gpproaches

The key activitiesincluded: 1) srengthening the physica infrastructure of hedth
fadilities, 2) providing essentia equipment and supplies; 3) training providers, 4)
ingtitutiondizing quality of care sandards and qudity improvement gpproaches,
including infection prevention, facilitative supervison, COPE (Client Oriented Provider
Efficient), and medica monitoring; 5) developing information, education, and
communication (IEC) activities, and 6) introducing men'sinitiatives.

This end-of- project report was prepared through document review, including Cooperative
Agreaments and modifications, Annua Reports from EngenderHedth/Ghanato USAID
for each year of the project, and evauations. In addition, interviews were conducted in
Ghana with gaff from USAID, EngenderHedlth, and the Ministry of Hedlth to discuss



key achievements and lessons learned from the project. Information from thefollowing
three evduations is used throughout the report:

1999. Evaluation of AVSC-Supported Activitiesin Ghana. Martha Jacob, David
Mandd, MarciaMayfidd, and ManishaMehta. A four-person team conducted field
work between February 8 and 26, 1999. Data collection included reviewing
documents, interviewing staff from EngenderHedlth, USAID, and in-country
counterparts, and visiting eight service ddivery Stes, as shown in Figure 1 (to be used
for sentind surveillance).

2003. Review of Engender Health-Supported Activitiesin Ghana. AparnaJain,
Godwin Tagoe, Caroline Tetteh, and Damien Wohlfahrt. Field work was conducted
by afour-person team from July 7-25, 2003. Data collection included reviewing
documents, interviewing staff from EngenderHedth, USAID, and in-country
counterparts, and vigiting the eight sentinel survelllance Stes.

2004. Measuring the Quality of Family Planning Services: Ghana. This report
summarizes data collected at a sample of eight service ddlivery Sites at two pointsin
time: time 1, December 2001- Feb 2002; and time 2, July 2003. A totd of 153
indicators were measured through use of five data collection tools. 1) provider
interview; 2) client exit interview; 3) observation of counsdling services, 4)
observation of clinica services, and 5) observation of dlinica Steffacility audit.

Figure 1: Map of Ghana with L ocation of Sentinel Surveillance Sites
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l1l. Achievements

The Cooperative Agreements set out severa targetsin terms of the number of providers
trained in minilaparotomy (ML), Norplant®, and vasectomy and in the number of dlients
receiving these sarvices As shown in Table 3, the project achieved, and even surpassed,
mogt of its targets, with the exception of clients receiving vasectomy services. Asaresult
of this project, Ghanaian couples now have accessto afuller array of contraceptive
methodsin dl ten regions of the country.

Table 3: Achievement of Key Targets, October 1994-September 2004

Target Actual
Doctor/nurse teams trained in ML/LA and Norplant* 370 328
Nurses trained in Norplant” 400 447
Nurses trained in counseling 2,200 2,758
Clients recelved female sterilization 25,000 27,344
Clients received Norplant” 45,000 55,968
, 300 217

* |t should be noted that an additional 81 doctors were trained in Norplant only

But what is mogt interesting and informétive islooking a how thiswas achieved. Some
of the keys to the success of the project include an innovative and effective system of
working through sub- agreements directly with the country’ s ten Regions, having a strong
focus on sugtainability, taking a comprehensive gpproach, and being flexible and
responsive to opportunities and changes in the environment.

This project was implemented primarily through sub- agreements with the Regiond
Hedlth Directorates. Workplans were devel oped collaboratively between
EngenderHedlth and the Regions, with the Regions sdecting the sites and participants for
training. Inthisway, the project was not seen as being imposed from the outside, but
rather as aproject that was owned and run by the MOH. As arepresentative from the
MOH explained, “when you sgn the agreement with them [the Regiong], they are
committed more.” As EngenderHedlth saff explained, “we give them the power. We
play the role we' re expected to play—we give technicd assstance, hdp them—it is not
like we come and say we have a program, hereitis. So they fed that it istheir program
and so they take ownership.” Thisway of working isimportant for creating trust:
“sometimes they think you don't trust them, so they won't help make the program
succeed. Y ou need to show them you trust them.” The MOH aso spoke highly of this
process, and how no other project used this mechanism, athough they would like to see it
replicated in other projects.

EngenderHealth developed a solid and financidly stable sub-agreement management
system. During the life of the project 52 sub-agreements were issued to local
counterparts in the tota amount of $2,246,052, representing over one-third (38 percent)
of the total budget. With the sub-agreements, there was a more efficient flow of funds;

! Thetargetsin Table 3 are from the final modification of the Cooperative Agreement




“the money isthere, it's not like writing to headquarters for the money. They have easy
access” Staff from USAID explained that “other groups had trouble because they didn’t
have amechaniam to give grants” The Regions dso like the flexibility of the money,
because if activities are not completed they can be reprogrammed for the next year.
When a USAID staff person went with afinancia andyst to look a what was happening,
they found that the money was being used well and for what it was supposed to be used
for. Thereisan ongoing chalenge to give the MOH control but dso ensure funds are
et efficiently. But, as EngenderHed th saff explain, “that is one of the mgor
successes of this program—the &bility to let go.”

EngenderHed th dso took a comprehensive gpproach in implementation. As stated in the
continuation of the Cooperative Agreement, “While training plays an important rolein
preparing providers for services, it cannot stland alone. EngenderHedlth's gpproach to
improving services relies on a creative mix of training, technica assstance, and
monitoring.” In thelr goproach in Ghana, improving qudity and access means not just
training providers, but setting up a sustainable system of training and supervison. It
means not just working with one or two providers at a hedth facility, but working with
thewhole gte. And it means not just looking a afamily planning method in isolation,

but looking at dl the factors that affect whether that method will actudly be available and
accessble.

Activities and achievements fdl under two main categories, Access and Quality, which
are discussed in detail below. Examples are given of chalenges faced along the way, and
the effective ways that EngenderHealth and the MOH/GHS met these chdlenges. In
addition, project management and documentation of the project are addressed.

Increased Access to Reproductive Health Services

Over the course of the project, the number of facilities providing long-term and
permanent methods of family planning has increased from 23 to 259. As gtaff from

USAID explained, “once EngenderHedlth came in and expanded, the expansonwas
incredible.”

Figure 2: Number of EngenderHealth-supported siteswith LTPM services*
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250 4-250-¢ 259
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* |t should be noted that some of these sites offer both ML and Norplant®, while some offer only
Norplant®. For example, in 2002, 91 sites offered both, while168 offered Norplant® only
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At times during the project, EngenderHed th focused their efforts on improving the
qudity at exigting Stes and consolidating the achievements rather than continualy adding
new Sites, with the idea of creating full-service sites that receive the range of assstancein
technica training, COPE, infection prevention, and counseling.

EngenderHealth dso worked with the private sector. Work with the Planned Parenthood
Association of Ghana (PPAG) included initiating long-term method capabiility at its three
main sarvice Stesin Accra, Cape Coadt, and Takoradi, and training nurse/midwivesin
Norplant® provision a al seven PPAG sites? In addition, EngenderHealth worked with
the Ghana Registered Midwives Association (GRMA) to provide support and training for
privete midwivesin dlinica family planning, counsdling, infection prevention, and

COPE.

Training: “Give them the power”

From 1994-2003, through this Agreement, 326 doctor/nurse teams were trained in
minilaparotomy and Norplant®; 81 doctors were trained in Norplant® only, and 441
nurses were trained in Norplant® (Table 4). In addition, seven doctors were sent to India
and Bangladesh for training in no-scalpel vasectomy. EngenderHedlth hastaken a
systems development gpproach, and “the key word was sustainability.” First they trained
trainers who were MOH staff, and then this group trained others, thereby building a
sugtainable program by ingtilling the capacity within the system rather than outside.

There are anumber of encouraging sgns for sugtainability: activities around long-term

and permanent methods (L TPM) are now included in MOH workplans; the Regions
report on training in LTPM, infection prevention, and COPE; and, according to
EngenderHedth staff, “when the MOH discusses this work, they say ‘we did this' not
‘EngenderHedth did this’”

Table4: Doctorsand nursestrained in Minilapar otomy and Norplant®

Objective 1994 [ 1995 [ 1996 | 1997 | 1998 | 1999 [ 2000 | 2001 | 2002 [ 2003 | 2004 Total
Train doctor/nurse 11 30 31 36 68 31 27 46 19 20 9 328
teamsin ML and

Nor plant®

Train nurse/ midwives - - - - 3 64 83 | 142 | 68 63 19 447
in Norplant®

Train doctorsin - - - 40 - 13 3 21 4 - 81
Nor plant®

The origind plan in the Cooperative Agreement was to set up ten training centers, onein
each region, S0 as to cut down on costs and travel time for training. However,
EngenderHedth staff determined that not every place could be a good training center for
anumber of reasons. Firg of dl, trainings were casdload dependent and in some regions
there was not an adequate casdload. Also, in some cases, the staff were fine in the skills
and in practice, but not necessarily appropriate astrainers. Finaly, the interest of people

2 EngenderHealth no longer provides support to PPAG due to the reinstated Mexico City policy.
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affectswhether or not it is possble to st up atraining center. In spite of not having
training centersin dl ten regions, the existing centers have been able to train providersto
cover sitesin every region and most digtricts of the country (Jacob et al, 1999).

Initially, EngenderHedlth trained only doctorsin Norplant®. They had planned to dso
train nurses. However, the exigting policy was not explicit about whether nurses could
perform this surgica procedure, and athough there was no policy forbidding nurses from
inserting Norplant®, there was more of an ‘unwritten law’ against this practice. When
women came for sarvices, there was often along line and no doctor available, and so the
method was there but not redly ble. EngenderHedlth staff documented these
difficulties so that people became aware of the problem, and then they were able to use
this evidence to advocate for changing the policy. And a perfect opportunity arosein
1996 when nationd family planning guidelines were developed. A number of
organizations, including EngenderHedlth, provided assstance in this process, and so a
policy was created that clearly spelled out that nurses were alowed to provide Norplant®.
This shows the importance of being attuned to the environment in which a program
operates and being a credible voice to help to bring about necessary policy changes.
Training nurses has been critical in increasing access to Norplant® and reducing waiting
timefor clients. Thiswas mentioned in a 2003 report on trends in 1UD usein Ghana
“*the success with the implant has been that there has been training of midwives and
nurses apart from doctors in insertion and removal, and that has increased access and the
demand is being met more in those places”” (Gyapong et al., 2003)

Training Nurses in Norplant Insertion/Removal Increases Awareness of and
Access to Norplant® Services in Ghana (Kanlisi et al, 2004)

Strategic Approach Results

Lioviger Over 50,000 women have chosen
An estimated 28,000 women are
currently using Norplant®

Prevalence of the method increased

10-fold from 0.1% in 1998 to 1% in
2003

There were a number of challenges faced in program implementation. The main issue
was the problem of gtaff turnover. Thisisawidespread problem throughout Ghang;
between 1996 and 2002, the number of doctors and nurses in Ghana decreased by 17%
and 24%, respectively. (from the Qudity Hedlth Services Program description, 2004). In
order to address this, EngenderHealth often conducted additiond training so asto replace
the skills lost when the trained provider left. In addition, low casdload aso had an impact
ontraining. Asmentioned in EngenderHedth/Ghana s 1996 Annua Report, the lack of
|EC materias on long term methods has adversdly affected client load, and in turn, the
low dient load affected training and service delivery. This highlights the dlose link
between supply and demand—unless there is adequate demand, caseloads can remain o
low that training is very difficult. Because casdloads for vasectomy are so low in Ghana,
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this challenge was addressed by sending providersto Indiaand Bangladesh for training.
However, sending providers from Africato Agafor training is too expensveto do on a
large scale.

Thetraining did not just involve teaching new skills, but aso changing attitudes. For
example, EngenderHedlth staff explained how service providers were resistant and
reluctant to counsdl women about Serilization; “they didn’t see the positives, that some
women redly want this, so we got satisfied dients to interact with providers during
training to discuss why they did it, how it helped and we found that began to change
providers attitudes.” After this success, EngenderHedlth then tried to replicate the idea
in the generd public through using ‘ satisfied clients and training them in public spesking
and communication. Thisisdiscussed in more detall in the section on demand.

Service Site Strengthening: Benefits for and beyond family planning

In addition to training, EngenderHed th provided assstance for renovating hedth
facilities and providing essentia equipment and supplies. Renovations often included
painting and partitioning to creste greeater privacy for counseling. These renovations
helped providersinitiate and provide high-qudity services after receiving ther training.
In some cases, ddlays in completion of renovations in theaters and procedure rooms at
facilities delayed the start of services after the training of doctor/nurse teams.

Initidly, trained providers were given equipment after training to bring back to their
fecility. Thiswaslater changed so that trained providers return to their facility, and the
facility then requested the equipment. This has kept it from being too closdly tied to the
individua provider. However, it can be aproblem if the head of the facility is not
supportive in following through on requesting the necessary equipment.

There were generaly important Sde benefitsto thiswork. Improvements at Sites,
whether in the physicd structure or in new equipment, were not just beneficid for
provision of long term and permanent methods but aso for other services at the facility.
For example, equipment provided to set up operation theaters for ML were subsequently
able to provide emergency C-sections, and many of these sites were later upgraded to
digtrict hospitals.

Service Statistics

Asareault of the training and strengthening of service Sites described above, there have
been significant increasss in utilization of female sterilization and Norplant® services, as
shown in Table 5 (It should be noted that Norplant® removals were not reported on until
1997). For example, while there were only 199 Norplant® acceptors at five sitesin 1994,
this increased to 13,010 acceptorsin 2003. Given the increasing popularity of Norplant®,
it isimportant to ensure that thereis aregular supply at facilities. There have been
problems over the years with reported stockouts of Norplant®. For example, the 1998
Annua Report gates that one of the main congraints was that during the year there were
stock outs of Norplant® in dmost dl the regions. Thereis an adequate supply of
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Norplant® at the central level, but sometimes there are distribution problems due to
people not ordering adequate supplies or distribution not occurring based on asite's need.

Table5: Service Delivery statistics for Engender Health-supported sites

1994 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 2002 2003 | 2004* | Totals
Norpl ant®
Insertions 199 511 | 1,180 | 1426 | 1,850 | 3405 | 5345 | 8872 | 12,141 | 13010 | 8,029 | 55,968
Removals 102 133 337 550 | 1,132 709 2514 | 2065 | 7,542
Female 1154 | 1566 | 2304 | 2602 | 2550 | 2,739 | 2857 | 3437 | 2953 | 3188 | 1994 | 27,344
Sterilization
Vasectomy 4 6 2 11 9 20 11 21 21 26 63 194

* Reflects data only through September 30, 2004

The number of women receiving femde Sterilization hasincreased. EngenderHedth's
work has focused on minilaparotomy (ML), but service statistics do not separate ML and
C-section with bilateral tubd ligation, o it is not possible to track the increasein ML
specificdly. Thismakesit difficult to assess how much the use of ML has increased.
Although this information would be useful, it isimportant to note that the god wasto
increase use of Serilization generdly, not only use of ML. While the number of
acceptors of Norplant® has continually incressed, the number of acceptors of femae
serilization seems to have reached a plateau at roughly 3000 acceptors per year.
EngenderHedth saff fed that this is because many women prefer along-term method
rather than a permanent one, as well as the fact that a Norplant® insertion is a faster and
less codtly procedure than a sterilization.

While the numbers of men choosing vasectomy has increased from 4 in 1994 to a high of
26 in 2003, with atota of 194 men receiving vasectomy over the past ten years, the
demand for this service is dill very low. EngenderHed th is addressang this through the
Get a Permanent Smile IEC campaign, which includes severd cregtive materiason
vasectomy. These materials were developed by Lintas, an advertisng agency, in 2003
and pre-tested, and then the media campaign was launched in the first quarter of 2004. In
addition, a hotline has been set up, but thisisending in August 2004. It isinteresting to

Get a Permanent Smile—A Pilot Project to Increase Awareness of and Access to

No-Scalpel Vasectomy Services in Ghana (Kanlisi et al, 2004)

A Strategic Approach
Supply-side interventions:
- Brought providers to India and Bangladesh ¢
for training, including shifting attitudes
- Whole-site training at facilities
- Creating male friendly services

A checklist for a successful program

Address both the demand and supply
side of the equation

Emphasize effective promotion (IEC
and advocacy)

Be attentive to the needs of men

Be attentive to developing providers’
skills

Have strong leadership (champions)

@)
Demand-side interventions: O
- Created a positive, upbeat image o)
- Used testimonials from satisfied clients
- Used several channels to deliver message

@)

“Vasectomy is as much an IEC operation as a
surgical operation.”
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note that in 2004 (through September), 63 men received vasectomy services—amost two
and a hdf times the amount of the previous year. EngenderHedth and MOH/GHS
expressed the desire to continue this program for alonger period of time given the initia
positive response, and this is currently being done under the ACQUIRE project.

Demand as well as Supply: Sharing satisfaction

Due to the setting of their work in Ghana, EngenderHed th recognized the need to move
beyond the supply side and aso address demand. As described in EngenderHedth/
Ghana s 1996 Annual Report, EngenderHedlth “ has been operating againgt the
background of unfavorable culturad beliefs and practices. Thereisthe concern about
misnformation on femae Serilization and vasectomy. Generdly, people want to have
children irrespective of quality of life. Further, women attach their status and prestige to
the number of children they have. Some hedth workers have a negative attitude towards
the permanent methods. 1EC activities should be intensfied to change attitudes,
behaviors, and practices of men and women in the reproductive age group.”

EngenderHed th “played a criticd role in indituting IEC efforts for P& LT methods
sarvicesin the country, athough this was not part of [thelr] mandate in its cooperdtive
agreement with USAID” (Jacob et al, 1999). One of the main efforts was the satisfied
clients program, where satisfied clients were identified and screened to be trained to be
part of IEC activitiesto increase dlient load. They were given training in public spesking
and communication. Origindly, this was done for femae serilization, but was later
expanded for users of other methods as well. Efforts were made to use existing structures
rather than setting up new ones, and so the satisfied clients were sent out with the MOH
outreach teams. However, there were some problems with their availability, in part
because they worked as volunteers. They were given smdl incentives, such ast-shirts,
eye visors, and badges to motivate them and identify them during their community work.
It was viewed as problematic to pay them, because, as EngenderHedth saff explain, “if
you pay them, it looks like you' re paying them to say something.”

The program has been generdly viewed as a successful initiative. The 1998 Annud
Report dates that “ satisfied clients activities in the region helped to raise client load and
increase referrds.” However, there was never any forma evauation of the satisfied
clients program.

The MOH till sees aneed to work more in addressing rumors and misconceptions about
family planning. They explain that many people in Ghana are il unsure about whether
hormones will affect their body in negative ways, such as making them Sterile or causing
other illnesses. They also see aneed for regular updates of health workers and top level
personnel, because “when something wrong comes out of the mouth of atop person, we
have had it.”
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Improved Quality of Reproductive Health Services

EngenderHed th took a comprehensve EngenderHealth Quality Improvement Tools and
approach to improve the quality of Approaches in Ghana

reproductive hedth services. Thisincluded Facilitative Supervision emphasizes mentoring, joint
severd dements, such ascounseling problem solving, 2-way communication between a

supervisor and those being supervised, to meet the

traning, infection prevention, monitoring needs of those being supervised enabling them to

and supervisory prectices. It involved meet the needs of clients.
training a the Ste and centrd leve aswdll COPE® (client-oriented, provider-efficient services) is
T - : a participatory self-assessment process for service
aS.I n,dIVIdUd Coa:hmg and.or.rtheﬁj ob sites, used and adapted worldwide that focuses on
traning. Just aswith the clinical side, clients’ rights and providers’ needs to improve quality
training involved nat only teaching new \évgilaeé)romcl))ting ef(fjiciency, ownership, anfdhtee}n;work.
: : : . can be used to assess any type of healt
Skl||.S but also changing attlltgd&e Thiswas cervice
particularly true for supervision, and Whole Site Training is aimed at meeting the learning
training in facilitetive supervison played a needs of teams at a service site. It links facilitative
; . : supervision, problem identification and solving, and
key rolein bri nging about thISdEnge' training. It engages supervisors in identifying learning

needs, and planning and implementing required
There have been ma'or improve"ne']tsin learning activities and training for all essential team
qudity of reproductive hedlth care services. (r;?emn:aaiirsntshrgtucg)h various means (OJT, courses,
Findings from the measurement of 153 '

indicators of quality of care a the eight sentind survelllance stes are shown in Table 6.
These were measured at two pointsin time to see changes: time 1 was December 2001-
February 2002; and time 2 was July 2003. Overdl, the percent of favorable responses
increased for dmogt half (49 percent) of the indicators from time 1 to time 2, while it
remained the same for 37 percent, and decreased for only 14 percent of the indicators.

Table 6: Performance of indicatorsfor elements of quality of care at sentinel
surveillance sites

Increased | Remained the same | Decreased | TOTAL
Access and Continuity 2 9 3 14
Information and Informed Choice 23 19 6 48
Safe Services 12 15 5 32
Privacy, Confidentiality, and Dignity 13 9 4 26
Staff Needs 25 4 4 33
TOTAL 75 56 22 153

The Ghana Service Provison Assessment Survey was undertaken in 2002 and gives a

picture of the Sate of services nationaly. It was suggested that EngenderHedlth could try

to use some of the data from this survey to look at the impact of their work over the

course of the follow-on project. Some of the findings reevant to EngenderHed th’s work

to which EngenderHedlth has likely contributed are given below.

O Femde geilization isonly offered in 9 percent and male sterilization in 2 percent of

facilities. However, mde or femde Serilization is offered in over three-quarters (76




percent) of hospitals. Theimplant is offered in 17 percent of facilities, but was
avalablein 12 percent on the day of the survey.

Equipment for providing specific contraceptive methods was not universaly
available. Sixty-three percent of facilities providing IUDs had dl the equipment for
IUD insertion, and 60 percent of the facilities offering implants had dl the equipment
necessary for implant insertion.

All infection control items (sogp, water, clean gloves, disnfecting solution, and
sharps box) were present in one out of five facilities. Items most often missing were
water (missing from 59 percent of facilities) and disnfecting solution (missing from

60 percent).

15 percent of providers had received in-service training in Norplant—7 percent in the
past 12 months, and 8 percent 13-59 months preceding the survey; 10 percent were
trained in minilgp—3 percent in past 12 months and 7 percent 13-59 months
preceding the survey; 56 percent were trained in infection prevention—20 percent in
past 12 months and 30 percent 13-59 months preceding the survey.

Six in ten providers (59 percent) were persondly supervised during the past Sx
months.

Counseling training

Over the course of the project, 2,758 nurses received training in counsgling (Table 7).
EngenderHedlth began revisons of the counsdling curriculum in 1999/2000 to expand
upon sections related to STI/HIV/AIDS. Discussons during atraining workshop in
March 2000 at Koforidua aso helped inform curriculum revision. According to medica
monitoring vigts, “there has been much improvement in the qudity of services,
especidly in counsding.” (EngenderHealth Annua Report, 2001).

Table 7: Nursestrained in counsdling, by year

Objective

1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Total

Train nurses 38 197 89 244 342 169 191 459 269 662 98

in counseling

2,758

Information from the sentind Ste data shows some of the improvementsin counseling
over time. Both observations of counsding sessons and interviews with clients showed
that providers gave more information to clients about disadvantages, side effects, and the
posshility of switching or stopping a method (Figure 3).
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Figure 3: Client perceptions of information received for sdected FP methods
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COPE: “The tool is there, it is forever”

COPE—Client Oriented Provider Efficient—is a sdf-assessment qudity improvement

tool for hedlth facilities. According to the MOH/GHS, this quality of caretool is known

by most hedlth workers and many continue to use it; “the toal isthere, it isforever.”
According to the 2003 eva uation, most respondents mentioned improving infection
prevention practices as an example of how COPE has improved the qudity of services
(Jainet al., 2003). COPE isaso animportant way to get client perspectives, COPE tools
include adient interview guide and a dient-flow anayss.

In September 2003, a COPE review meeting was held for Regiona COPE trainersto
discuss activities carried out in dl the regions after their training. Participants reported a
number of achievements a many hedth facilities. However, they felt that as COPE was
moved out to the sub-didrict leve, it was important that the introduction be systlemétic
and that Digtrict Hedlth Management Teams (DHMTS) and their sub-districts be grouped
together for the introduction. They aso stressed the need for better sharing of results at
the digtrict and regiond levels.

Facilitative Supervision: “People are now happy to see me.”

This project has helped to bring about a dramatic change in peopl€e' s views about
supervison and in the way it is conducted. This changein attitude was important and

was done in part through teaching people to put themsalves in someone ese's shoes.
Previoudy, there was the feding that “if the bossis coming, everyone runs, people don't
understand why they are doing it. You need to think if you were the patient, would you
likeit, if you were the supervisor, how would you make it so saff didn’t hide things from
you.” With facilitative supervision, there are efforts to make supervision more supportive
and friendly, and more like coaching. Asanurse supervisor commented, “Facilitative
supervision has helped me alot. Supervisors are challenged to be up to date. People are
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now happy to see me, and no longer try to hide away. We dways have something to
share. We sit down and discussissues. | make suggestions on how staff can solve thelr
problems” (Jain et al., 2003) Both MOH and EngenderHedlth staff conduct supervision.
EngenderHed th’ s strategy has been to build capacity for the MOH to do the follow-up.

Data from the sentindl surveillance Stes show dramatic improvements in supervison.
Interviews with providers showed improvement in dl of the following activities:

Supervisor helpsto organize training for saff
Supervisor provides written feedback to Ste after vist
Supervisor helps to organize problem-solving exercise
Supervisor examines records and provides feedback
Supervisor observes different services

Supervisor vidted Ste at least oncein last Six months.

For example, at time 1, only 25 percent of providers said that supervisors examined
records and gave feedback or observed different services. By time 2, this had increased
to 75 percent of providers for both indicators.

Infection Prevention: “IP evolved out of our experience”

There were plansin the origind Agreement to train in infection prevention (IP). During
the course of implementing the project and monitoring Stes, it became clear to
EngenderHedth staff that there were many problems with | P practices, such as seeing
needles just thrown about a facilities, rusting of equipment due to ingppropriate
concentration of chlorine, poor decontamination and disinfection of equipment for
surgery, and increased incidence of wound infections. Improving this area was essentia
to improving qudity of care. Therefore, from the beginning of 2001, IP training
increased; “s0 |P evolved out of our experience.” EngenderHealth has trained 26 master
trainers from al ten regionsin IP training and over 100 trainings have taken place a
hedth fadllities. Usng aWhole-Site- Training Approach (WST), EngenderHedlth
conducted infection prevention training for the entire facility, including housekegping

gaff who had previoudy never received any training. Work in this area shows
EngenderHedlth’ s awareness of needing to take a comprehensve gpproach and adapting
the program to the needs identified in the course of implementation.

|P workshops at hedlth facilities am to upgrade the knowledge and skills of participants
in infection prevention, and identify and develop specid skillsto ensure qudlity infection
prevention practices at service gtes. Participants speak highly of the importance and
usefulness of thistraining. EngenderHed th’'s 2000 Annua Report to USAID points out
that “In their end of workshop evaluation, most of the participants were impressed that
mogt of the changes they want to implement do not need money but just areinforcement
of the standard precautions.”
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Follow up visits conducted to some sites where the training took place revealed that there
has been remarkable improvement in IP practices (2001 Annua Report). Most of the
facilities had improvised puncture-proof boxes for sharps digposal, clean single-use
towels, and perforated soap dishes to ensure that the cake soap remains dry. In addition,
the housekeeping staff were provided with utility gloves and boots. Other changes
mentioned included hands being washed under running water and no more recapping of
hypodermic needles (2002 Annua Report).

Figure 4 shows the improvement in infection prevention practices at the sentinel
surveillance sites. For example, providers were much more likely to wear heavy-duty
gloves to clean ingruments and to dispose of medica and hazardous chemicd waster.

Figure4: Infection prevention practices

) . . 1
Providers wash hands with soap & running water before & after
examining each client

Surgical site prepared w/ antispetic solution & in a correct
manner

Sharps disposed of in puncture-resistant containers

Instruments decontaminated for 10 mins in .5% chlorine solution
immediately after use

sterilization or HLD

Staff wear heavy-duty gloves to clean used instruments

Staff wear heavy-duty gloves to dispose of medical &
hazardous chemical waste

Medical waste is burned or buried

Instruments scrubbed with brush or detergent prior to
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Other aspects of reproductive health: leveraging resources

EngenderHedth’ s work under this Cooperative Agreement went beyond family planning
to broader reproductive hedlth issues. For example, in 1996 the Ghana office was one of
the first countries to get involved with the innovative Men as Partners (MAP) program.
Launched in 1996, EngenderHedth's MAP program is rooted in the knowledge that
genuine socid change depends on mae involvement with reproductive hedth issues. A
critical component of the program is the belief that educating men about their own hedlth
aswell asthat of their partner can contribute to positive hedlth outcomes for both. As
EngenderHedth/Ghana staff explain, “the gender barrier is very high in our environment.
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We are looking at men’srole, and trying to address access by looking at gender
inequity.” 1n 1998, a nationad workshop on men as partners program was held as afollow
up on the Mombasa Internationa workshop on Men As Partners (MAP). Ffty
participants attended and a country action plan was developed. In 1999, atwo-day
training on men'’ s reproductive hedth services was conducted for staff of PPAG. A tota
of 27 participants, dl staff of PPAG, attended the workshop. Topics discussed included
EngenderHedth’s male reproductive health model, management issues and amale
specific COPE assessment and an on-Ste clinic tour. In addition, the EngenderHedth
Country Director and PPAG Executive Director attended a MAP conference in London.

The EngenderHed th Ghana office was dso given money for sexudly transmitted
infections (ST1s) in 2002. Work in this areaincluded strengthening syndromic
management training and STI counsdling. In addition, EngenderHedlth conducted COPE
for STIs and dte orientation at facilitiesin three regions.

In several cases, EngenderHealth was able to attract resources from other donors because
of their successful work in Ghana. For example, EngenderHed th worked with UNFPA

in 2003 to develop guidelines on the prevention of mother-to-child transmission of
HIV/AIDS. This draft manua was fidd tested in Koforidua Regiond Hospitdl.

EngenderHedlth dso collaborated with Columbia University’s Averting Materna Degth
and Disability (AMDD) Program on two occasonsin Ghana. Asaresult of the success
of afisulaassessment in nine sub-Saharan African countries conducted by
EngenderHeath and UNFPA in 2002, in 2003 the AMDD Program approached
EngenderHedth to conduct a basic needs assessment of facilities offering fisularepair in
Ghanaand Rwanda. In Ghana, EngenderHedlth visted six hedth facilities and met with
representatives from the Ministry of Health and the Society of Ob/Gyn, Ghana to assess
the qudity and availability of fisula services.

In addition, as part of alarger effort to improve the quality of care in emergency obgtetric
care facilities, in summer 2002 the AMDD Program requested EngenderHed th to pilot
somejointly developed qudity improvement (Ql) materids— the Quality I mprovement

for Emergency Obstetric Care Leadership Manual and accompanying Toolbook in Ghana
and India. In Ghana, EngenderHed th partnered with the country’s Prevention of

Maternd Mortality Network (PMMT) to work in Winneba Didrict Hospitd in Awutu

Efutu Senya Didrict. Asaresult of thisintervention, gpproximately 75 percent of the
problems identified were solved by the gaff themselves, while the remaining 25 percent
involved issues requiring outside resources to resolve (e.g. staff shortages/lack of certain
cadres of professona staff, lack of equipment).

Project Management

The EngenderHedl th/Ghana office has an al Ghanaian gaff. This has been helpful in
terms of having people who understand very well how the MOH/GHS works. Asthey
explain, “mogt of usworked in the digtricts before working here, so you know the people
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and we work as colleagues. The relationships have been created. If you have worked in
the system, you know how the system runs and you have to work within the system.”
Throughout the project, there has been avery close relaionship with the MOH. Asthe
MOH/GHS expressed this, “every activity was concelved together, the way things should
work, where they should work. It wasajoint thing.”

It addition, there was very little staff turnover, both in terms of EngenderHed th staff and
key personnd a MOH/GHS, during the course of the project. This has given important
continuity and facilitated the smooth implementation of the project.

Table 8 shows the overal budget for the Cooperative Agreement, including the amount
obligated and the amount spent over the ten-year project, as of June 30, 2004. The
remaining balance of $122,438 will be spent by September 30, 2004, the officid end date
of the project.

Table 8: Ghana Cooper ative Agreements Expenditures
(October 1, 1994 — September 30, 2004)

Description Totd obligation Expenses Bdance
|. Direct Cost 5,151,182
Sub-agreements 2,246,052
Sub-contracts 4,555
Salaries and benefits 1,114,729
Contracts and professiona fees 219,738
Program travel, meeting and travel expenses 794,482
Occupancy 268,638
Equipment and supplies 350,228
Program equipment 9,302
Communication and printing 110,339
Miscellaneous expenses 33,119
Il. Indirect Cost 921,561
PROJECT TOTAL.: $6,072,743 | $6,072,743 $0

Documentation and Information-Sharing

Results from the activities of the Cooperative Agreement have been documented,
presented, and shared in anumber of ways. Quarterly and Annua reports are given to
USAID. In addition, EngenderHedth gave quarterly reports to the MOH, and the MOH
used these to write their reports; “we can’t write our reports without their reports.”

EngenderHedlth adso organized a number of workshops during the course of this
Cooperative Agreement, in addition to the MAP workshop mentioned above. 1n October
1995, a Quality Assurance Workshop was organized in collaboration with the Ministry of
Hedlth to examine the various dimensions of quality assurance and to identify factors that
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mitigate againg provision of quality services. There werefifty participantsincluding
policy makers and service providers at the workshop. 1n 2001, EngenderHedlth Ghana
hosted an internationa staff development workshop on ‘taking COPE to scal€ a Eimina
for 14 internationd daff.

Thefollowing isa partid list of presentations and publications from the project:
O Kanlig, N., A. Jain, JM. Pile, F. Diabate Sambou. 2004. Training Nursesin
Norplant® Insertion/Removal Increases Awareness of and Access to Norplant®

Services in Ghana. Presented at IBP Africa Meeting, Entebbe, Uganda, June 2004.
(winner of grand prize for pogtersin the conference’ s family planning category)

O Kanlig, N., P. Darko, G. Tagoe, |. Melngailis, JM. Pile. 2004. Get a Permanent
Smile—A Pilot Project to Increase Awareness of and Access to No-Scalpel Vasectomy
Servicesin Ghana. Presented at |BP Africa Mesting, Entebbe, Uganda, June 2004.
(overdl winner in the conference’ s family planning category)

O Ndong, I., I. Achwal, C. Cordero, R. Jacobstein, F. Ndede, J. Obwaka, J. Pile. 2004.
Africa: Long-term and Permanent Contraception to Rise Sgnificantly by 2015.

O Aveting Materna Desth and Disability—jpresentation at Kuala Lumpur in 2004
using COPE for EOC.

O Presentation on COPE for HIV a International HIV/AIDS Conference in Bangkok,
2004.

O “Bed practices, Decentraized training and supervision—Ilessons from Ghana.”
Presented at conference in Lusaka, Zambia on Training in Africa. 2003

O *“Theeffect of gender and power on SRH decision-making” presented at Amanitare
conference in South Africa, 2003.

O Presentation in 2002 to Rotary Club in Ghana on vasectomy.

O Scding up of minilap/Norplant services in Ghana through decentralized training—
Washington DC at JHPIEGO meeting. 2001

O Presentation on COPE for child hedth to UNICEF in Ghanain 2001

O Kanlig, Nick. “Crossing the digital divide: high tech training in low resources
settings.” Presented at the Ghana compuiter literacy and distance education
conference, GhaCLAD 2000.

O Presentation & MAP meeting in London, 1999

O Presentations on work of EngenderHealth in Ghanato MOH and at CAs meetings
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Case dudies in EngenderHedlth annua reports on Satisfied Clients and Norplant

Expanding qudity improvement in Ghana—EngenderHedth annua report to USAID,
July 2000-June 2001.

Ghana—Successful introduction and expanson—EngenderHed th annua report to
USAID, July 2001-June 2002.
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V. Lessons Learned

10.

The process of having sub-agreements directly with Regions enhances locd
ownership and sustainability and is an effective way to work in a decentraized
system

Training nursesis key to incressing access to Norplant®, and so programs must
include advocacy to change or creste policies to make this possble

Taking a system-wide gpproach is effective for increasing access and improving
quality. Thismeans not looking & training in isolation from other factors, such as
supervison and logidtics. It dso means not looking a methodsin isolation from the
systemsin which they are provided.

In order to change practices at afacility, it isimportant to take a whole-site approach.
For example, infection prevention training needs to include housekeeping saff, not
just hedth care providers.

Training is not just about teaching skills but aso about changing atitudes. Itis
necessary to address provider biases; they are aso part of ‘the community’ when we
talk about myths and misperceptions around family planning.

Facilitative supervison has improved the way supervison is conducted and

perceived. However, according to EngenderHed th/Ghana staff, it would be useful to
place more emphasis on the importance of giving adequate resources to supervision;
“there has been reluctance of some trainers to move out—they claim they are very
busy at the training hospitals. We could have done a better job of making the regions
understand, and to make provisons for them to travel out.”

It isimportant to have gppropriate staff who understand the local context and how to
work effectively within local systems.

Responsive flexibility, both from the agency and donor Side, isimportant. A number
of programs were added that were not part of the origind agreement, including
prevention of HIV/STI among pregnant women, facilitative supervison training, and
the Satisfied Clients Program.

Supply and demand are closely linked, and both must be addressed, particularly for
new or underutilized methods. Therefore, there must be funds available for 1EC.

It isimportant to determine afeasble and meaningful way to monitor qudity of care.
One possibility isto choose a subset of indicators to measure more regularly and
more widdly. With the dlinicd training, it is possble to seeimpact in terms of the
increases in numbers of dients receiving female sterilization, Norplant®, and
vasectomy. However, it is more difficult to measure the impact of the counsdling
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11.

12.

training, for example. Thisis examined during medicd monitoring vidts, but this
information was not systematicdly collected and analyzed. Data were collected at
the eight sentingl surveillance sites, but this was not used for any kind of regular
monitoring or feedback into the system. The follow-on project should explore more
useful ways to monitor qudity of care.

There should be more andlysis of the implementation of COPE. Although COPE has

been widely accepted, there is very little documentation of what has happened and
what has been achieved.

Documenting the process and outcomes of projectsis essentia so that lessons are not
only learned but are shared. Both EngenderHedlth and USAID geff cite limited
documentation on the part of the project. Part of the issue, according to
EngenderHed th/Ghana gtaff, is that the program is based on principles of
sugtainability and loca ownership, and so they are reticent to *blow their own horn’
about the project. EngenderHedlth should explore ways to work with the MOH to
produce collaborative documents that describe the project. In particular, it would be
useful to write a case study about the effective way of working in a decentraized
system through sub- agreements with the Regions, highlighting what made it work,
what challenges were faced, and recommendations for others wanting to implement a
gmilar process.
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V. The Future: A Wider Scope

A new Cooperative Agreement was awarded to EngenderHedlth and severd partner
organizations in 2004, beginning June 2004 and ending May 31, 2009 for $16 million.
The Quality Health Partners Project (QHP) will provide evidence-based support to the
Ghana Hedlth Service (GHS) and arange of private inditutions to improve the qudity of
hedlth services in 28 of Ghana s most deprived didtricts, thereby contributing to improved
hedlth practices among Ghanaians, particularly in the areas of reproductive and child
hedlth (RCH).

This new project builds on the lessons and successes of the work over the past ten years,
both in terms of the way of working and the tools that are used. For example, given the
satisfaction and success of the sub-agreements with Regions, it is planned to use this
process even more in the new project. Most importantly, the effective tools of qudity
improvement will be applied to a broader range of hedth issues, rather than focusing
primarily on family planning. This responds to interest expressed by the MOH/GHS in
applying EngenderHedlth' s gpproaches to other reproductive hedlth aress, such as
maternity care. AsUSAID gaff explain, “there are lots of people aready who can do
training with no more assistance and we' re going to take that model and apply it to
broader hedlth services”

In taking on thiswider scope of activities, it isimportant to not forget about family
planning. Staff from the MOH/GHS explain that “ uptake has grown, but we are not there
yet.” Asother reproductive hedlth issues, such as HIV/AIDS, receive greater atention,
there has been some concern that family planning is becoming neglected and that there is
aneed for “repogtioning family planning” because “family planning is the bedrock of
reproductive hedth.”

27



Appendix 1: References

10.

11.

EngenderHedth. Annual Reportsfor Ghanafor each year from 1994 to 2003.

EngenderHedlth. 2004. Measuring the Quality of Family Planning Services:
Ghana. Draft report.

Ghana Statigtical Service (GSS), Health Research Unit, Ministry of Hedlth, and
ORC Macro. 2003. Ghana Service Provision Assessment Survey 2002.
Calverton, Maryland: Ghana Statistical Service and ORC Macro.

Ghana Statistical Service (GSS) and Macro International Inc. (MI). 1999.Ghana
Demographic and Health Survey 1998. Caverton, Maryland. GSSand MI.

Ghana Statistical Service, Noguchi Memorid Indtitute for Medica Research,
ORC Macro. 2004.Ghana Demographic and Health Survey 2003. Calverton,
Maryland.

Gyapong, John, Gifty Addico, Ivy Osel, Mercy Abbey, Dominic Atweam
Kobinah, Henrietta Odoi Agyarko, Gloria Quansah Asare, Harriet Birungi, and
lan Askew. An Assessment of Trendsin the Use of the lUD in Ghana. May 2003.

Jacob, Martha, David Mandd, Marcia Mayfidd, and Manisha Mehta. 1999.
Evaluation of AVSC-Supported Activitiesin Ghana.

Jain, Aparna, Godwin Tagoe, Caroline Tetteh, and Damien Wohlfahrt. 2003.
Review of Engender Health-Supported Activities in Ghana.

Kanlig, N., A. Jain, JM. Pile, F. Diabate Sambou. 2004. Training Nursesin
Norplant® Insertion/Removal Increases Awareness of and Access to Norplant®
Services in Ghana. Presented at IBP Africa Mesting, Entebbe, Uganda, June
2004.

Kanlig, N., P. Darko, G. Tagoe, I. Melngailis, JM. Pile. 2004. Get a Permanent
Smile—A Pilot Project to Increase Awareness of and Access to No-Scalpel
Vasectomy Servicesin Ghana. Presented at IBP Africa Meeting, Entebbe,
Uganda, June 2004.

Population Reference Bureau. 2003. 2003 World Population Data Sheet.
www.prb.org.

28



Appendix 2: Indicators for Quality of Care

I. Accessand Continuity

Family Planning Access and Continuity Indicatorsfrom the Timel Time 2
Provider Interview Module Rate % Rate %
1. Family planning services are available at leat five days a
week 8/8 | 100% | 8/8 | 100%
2. Tubd ligation services are available ether at the Ste or by
referrd at least one day aweek 7/8 88% 7/8 88%
3. Young adults are given access to methods and counsding
without parental or spousal consent 8/8 | 100% | 8/8 | 100%
4. The site does not require women to get their husband's
consent in order to receive derilization services 7/8 88% 6/8 75%
5. FP counsding and services are provided directly to men 6/8 75% 6/8 75%
6. Clientsaretold whereto return for routine follow-up,
including sources of care closer to home, if needed 8/8 100% || 8/8 | 100%
7. Clients are told where to return in the event of questions or
complications 8/8 | 100% | 8/8 | 100%
8. At least one provider at the Site provides vasectomy or NSV 0/8 0% 2/8 25%
9. At least one provider a the Site provides femae
gerilization/tubd ligation 8/8 | 100% | 6/8 75%
10. At least one provider at the Site provides Norplant insertion
and remova 8/8 | 100% | 8/8 | 100%
11. At least one provider a the Ste provides IUD insertion and
removal 8/8 | 100% | 8/8 | 100%
12. At least one staff member provides cortraceptive injections 8/8 | 100% | 8/8 | 100%
Family Planning Access and Continuity Indicatorsfrom the Timel Time?2
Counseling Observation Module Rate | % | Rate | %
13. Provider referred as needed, or scheduled areturn visit 14/14 | 100% | 18/19 | 95%
Family Planning Access and Continuity Indicator from the Time1l Time2
Client InterviewModule Rate % Rate %
14. Provider referred the cllmtveivz tnseeded or scheduled areturn 1821 | 86% | 18/20 | 90%
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[1. Information and | nformed Choice

Information and Informed Choice I ndicators from the Time1l Time2
Provider InterviewModule Rate | % Rate | %

1. Family planning talks have been held in the last month. 38 | 38% || 7/7 | 100%

2. Sarvice providers discuss the side effects of different 7/18 | 88% || 8/8 | 100%
contraceptive methods

3. Clientsaretold that they may discontinue or change a 58 | 63% | 7/8 | 88%
method at any time

4. Prospective gerilization dients are informed that temporary 7/8 | 88% || 5/8 | 63%
methods are available to them

5. Progpective clients for serilization understand thet the 8/8 | 100% | 7/8 | 88%
methods are permanent

6. Staff inform sterilization dients about the possibility of 38 | 38% | 38 | 38%
falure

7.  Staff explain to clients how to reduce their risk for 58 | 63% || 8/8 | 100%
STISHIV/AIDS

8. Staff explain to dients whether or not their family planning 7/18 | 88% || 8/8 | 100%
method protects againgt STISHIV/AIDS

9. Staff ask whether client has had ahistory of STIs 4/8 | 50% | 5/8 | 63%

10. At least 3 methods have been available within the past 6 8/8 | 100% | 8/8 | 100%
months

11. At least 3 methods are available today 8/8 | 100% | 8/8 | 100%

Information and Informed Choice I ndicators Counsdling Timel Time 2
Observation Module Rate % Rate %

12. Provider ASKED for background information and 14/15 | 93% | 20/20 | 100%
ASSESSED client’s needs

13. Provider talked about contraceptive options 15/16 | 94% | 19/20 | 95%

14. Provider used |IEC materids (flip chart, samples of 15/16 | 94% | 18/20 | 90%
methods, brochures)

15. Provider discussed how to reduce STISHIV/AIDS 11/16 | 69% | 15/20 | 75%

16. Provider discussed whether or not their family planning 12/16 | 75% | 15/20 | 75%
method protects against STISHIV/AIDS

17. Provider asked whether client has had a history of STls 4/16 | 25% | 5/19 | 26%

18. Provider discussed how to use a condom 4/16 | 25% | 12/20 | 60%

19. For clientswho chose a FP method, provider discussed 14/14 | 100% | 16/16 | 100%
how to use the method

20. For clientswho chose a FP method, provider discussed 14/14 | 100% | 16/16 | 100%
advantages of the method

21. For clients who chose a FP method, provider discussed 12/14 | 86% | 16/16 | 100%
disadvantages of the method

22. For clientswho chose a FP method, provider discussed 11/14 | 79% | 15/16 | 94%
side effects of the method




Information and Informed Choice I ndicators Counsdling Timel Time 2
Observation Module Rate % Rate %

23. For clients who chose a FP method, provider discussed 11/14 | 79% | 13/15| 87%
possibility of switching or stopping the method

24. For clients who chose a FP method, provider discussed 10/13 | 77% | 13/15 | 87%
warning signs related to the method

25. For clients who chose a FP method, provider discussed 11/13 | 85% | 11/11 | 100%
whether or not their method protects against HIV/AIDS or
other STIs the method

26. For clients who chose derilizaion, provider discussed 3/3 | 100% | 4/5 | 80%
permanency of the method

27. For clientswho chose derilization, provider discussed 213 | 67% 5/5 | 100%
availability of temporary methods

28. For clients who chose gerilization, provider discussed 213 | 67% 2/5 | 40%
possibility of failure

29. For clients who chose derilization, provider discussed that 23 | 67% | 4/5 | 80%
method does not protect against HIV/AIDS and other STIs

30. Provide helped client consider advantages vs. 10/13 | 77% | 10/13 | 77%
disadvantages of different methods

31. Provider assessed auitability of clients method choice 13/13 | 100% | 15/15 | 100%

32. Family planning flipcharts or other booklets are available 16/16 | 100% | 19/20 | 95%

33. Samples of at least 3 FP methods are available for 15/15 | 100% | 20/20 | 100%
demondiration
Information and Informed Choice Indicators from the Timel Time2

Client InterviewModule Rate | % Rate | %

34. Staff explained how to use sdected contraceptive method 10/10 | 100% || 7/7 | 100%

35. Staff discussed advantages of sdected method 10/10 | 100% | 7/7 | 100%

36. Staff discussed disadvantages of selected method 5/10 | 50% | 7/7 | 100%

37. Staff discussed sde effects of salected contraceptive 7/10 | 70% 6/6 | 100%
methods

38. Staff discussed possibility of switching or stopping 8/9 | 8% 6/6 | 100%
methods if necessary

39. Staff discussed warning signs of selected contraceptive 4/10 | 40% 6/6 | 100%
method

40. Staff discussed client’ s concerns about the method 9/10 | 90% 6/6 | 100%

41. Staff discussed what to do if problems arise with method 10/10 | 100% || 6/6 | 100%

42. Prospective erilization clients were informed that 2/2 | 100% | 2/2 | 100%
temporary methods are available to them

43. Staff ensured that prospective clients for erilization 2/2 | 100% | 2/2 | 100%
understand that TL and vasectomy are permanent

44. Staff informed Sterilization clients that surgery carries 2 | 50% 12 | 50%
certain risks

45, Seff informed Sterilization dients about the possibility of 2/2 | 100% | 2/2 | 100%
falure
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Information and Informed Choice Indicators from the Timel Time 2
Client Interview Module Rate 0% Rate %
46. Staff informed gterilization clients that method does not 2 | 50% 12 | 50%
protect against HIV/STIs
Information and Informed Choice Indicators from the Time1 Time 2
Clinical Site module Raie % Rate %
47. Thefadlity’sinformed consent form for femae Serilization 7/18 | 88% 7/18 | 88%
conform to EH standards
48. Thefacility’sinformed consent form for male Serilization 218 | 25% 218 | 25%
conform to EH standards
I11. Safe Service
Safe Service Indicators from theClinical Ste Module Ulios NG
- Rate | % Rate | %
1. Providers wash hands with sogp and running water before and
after examining each dient 6/8 | 75% | 8/8 | 100%
2. Gloves used whenever contact with blood or body fluidsis 8/8 |100% | 8/8 | 100%
anticipated
3. The surgicd/procedure site prepared with an agppropriate
antiseptic solution and in a correct manner 58 | 63% | 7/8 | 88%
4. Sharps digposed of in puncture-resistant containers 7/8 | 88% | 8/8 | 100%
5. Instruments and other items decontaminated for 10 minutesin
5% chlorine solution immediately after use 7/8 | 88% | 8/8 |100%
6. Ingruments and other items thoroughly scrubbed with abrush
and detergent prior to sterilization or HLD 6/8 | 75% | 8/8 | 100%
7. Appropriate parameters for steam Sterilization, dry heat
derxilization, or HLD followed 4/8 | 50% || 3/8 | 38%
8. Inthe OT, contaminated furnishings and floor are cleaned
between clients 58 | 63% | 4/8 | 50%
9. Staff wear heavy -duty glovesto clean used insruments 3/8 | 38% | 6/8 | 75%
10. Staff wear heavy-duty gloves to dispose of medicd and
hazardous chemical waste 4/8 | 50% || 7/8 | 88%
11. Medica waste is buried or burned 7/8 | 88% | 8/8 | 100%
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Safe Services Indicators from theClinical Observation Module Timel Time2
Rate | % Rate | %

INT IUD
12. Bimanua and speculum exams conducted before insertion 6/6 | 100% | 1/1 | 100%
13. Aseptic, no-touch technique followed during insertion 4/6 | 67% | 1/1 | 100%
14. Provider verifies critica information (LMP, pelvic exam

findings) 6/6 |100% | 1/1 |100%
I mplant
15. Aseptic technique is followed during insertion 11/15 | 73% | 14/14 | 100%
16. Locd anesthesais given properly 15/15 | 100% | 14/14 | 100%
17. Insertion technique is appropriate 12/12 | 100% || 12/12 | 100%
18. Removal technique is appropriate 4/4 |100% | 9/9 | 100%
19. Provider verifies critica information (LMP, pelvic exam

findings) 13/14 | 93% | 12/13 | 92%
I njectable
20. Aseptic techniqueis followed during injection 10/12 | 83% | 8/10 | 80%
21. Safeinjection techniqueis used (i.e. Aspiration prior to

injection) 12/12 | 100% || 9/20 | 90%
22. Provider verifies criticd information (LMP, pelvic exam

findings) 9/12 | 75% | 10/10 | 100%
Minilap
23. Loca anesthesawith or without light sedation is used 55 |100% | 3/3 | 100%
24. The abdomen is entered safely (protecting the bowels & other

organs) 5/5 |100% | 3/3 | 100%
25. The fdlopian tubes are identified, retrieved, and occluded in a

safe & traumatic manner 5/5 |100% | 3/3 |100%
26. Each tubeisfollowed to the fimbria end to confirm thet it isthe

fdlopian tube 5/5 |[100% | 3/3 |100%
27. Aseptic techniqueis followed 5/5 |100% | 3/3 |100%
28. Provider re-verifies criticd information (LMP, pelvic exam

findings) 5/5 |100% | 3/3 |100%
29. The client is monitored just prior to Starting the surgery, a least

once during the procedure, and then every 30 minutes until the

client hasfully recovered from anesthesa 4/5 | 80% || 3/3 | 100%
30. Following asurgica procedure, the provider reexaminesthe Site

for bleeding 5/5 |100% | 3/3 |100%
31. Client is given postoperative instructions 55 |100% | 3/3 | 100%
32. Before patient is discharged, staff assessthem to seeif they can

stand, eat, urinate, and repeat post-procedure ingructions 55 |100% | 3/3 |100%




V. Privacy and Dignity

Timel Time?2
Privacy and Dignity I ndicators from the Clinical Observation
Module Rate | % | Rate| %
INT IUD

Provider treats client with respect 6/6 |100% | 1/1 |100%

Thereis an areafor clientsto change privately before surgicad

procedure 4/6 | 67% | 1/1 | 100%
3. Thecdlient isaways kept covered and unexposed, except where

and when exposure is needed 56 | 83% | 1/1 |100%
I mplant
4. Provider treats client with respect 13/14 | 93% | 14/14 | 100%
5. If aclientisawake during asurgica procedure, the surgica team

engage the client in conversation to distract her from the

procedure 8/15 | 53% | 13/14 | 93%
I njectable
6. Provider treats client with respect 12/12 | 100% || 10/10 | 90%
Minilap
7. Clientspanisdleviaed 5/5 |100% | 3/3 |100%
8. Provider tregts client with respect 5/5 |100% | 3/3 |100%
o. If aclientisawake during asurgica procedure, the surgical team

engage the client in conversation to distract her from the

procedure 55 |[100% | 3/3 |100%
10. Thereisan areafor dientsto change privatey before surgica

procedure 4/5 | 80% | 3/3 |100%
11. Theclient isaways kept covered and unexposed, except where

and when exposure is needed 35 | 60% | 3/3 |100%

Timel Time 2

Privacy and Dignity I ndicators from the Counseling Observation
Module Rate | % | Rate| %
12. Provider heped the client fed comfortable (through greeting the 16/16 | 100% | 20/20 | 100%

client, offering the client a seat, exhibiting concern and warmth,

etc.)
13. Provider advised the client that their discussion is confidentia 11/16 | 69% | 15/19 | 79%
14. Provider ligtened attentively 16/16 | 100% | 20/20 | 100%
15. Provider was respectful of the client and norjudgmenta 16/16 | 100% | 20/20 | 100%
16. The client was able to ask questions and clarify doubts 15/15 | 100% | 18/18 | 100%




Timel Time 2
Privacy and Dignity I ndicators from the Counseling Observation
Module Rate | % | Rate| %
17. Provider EXPLAINED what to expect during a procedure or 13/16 | 81% | 14/18 | 78%
exam
18. Counsdling roomg/areas have visud privacy 16/16 | 100% || 19/20 | 95%
19. Counsdling rooms/areas have auditory privacy 11/16 | 69% | 18/20 | 90%
Timel Time?2
Privacy and Dignity from the Client I nterview Module Rate | % | Rate | %
20. Client feds shhe had sufficient privacy 19/21 | 90% | 19/20 | 95%
21. Provider helped the client fed comfortable 21/23 | 91% | 19/20 | 95%
22. Provider advised the dlient that their discussion is confidential 9/23 | 39% | 13/19| 68%
23. Provider listened attentively 22/23 | 96% | 19/20 | 95%
24. Provider was respectful of the client and non-judgmentd 22/22 | 100% || 20/20 | 100%
25. The client had the opportunity to ask questions and clarify 17/21 | 81% | 19/20 | 95%
doubts (There was two-way communication between the client
and the provider)
26. Provider explained what to expect during a procedure or exam 14/20 | 70% | 16/18 | 89%
V. Staff Needs
Timel Time 2
Staff Needs from the Clinical Site Module % Rate | %
Rate
1. For pagt sx months, facility has had necessary equipment and 78 | 88% | g8 | 100%
expendable supplies to decontaminate 0 0
2. For past sx months, facility has had necessary equipment and 68 | 75% | 858 | 100%
expendable supplies to clean instruments
3. For past 9x months, facility has had necessary equipment and 0 o
expendable suppliesfor HLD or derilization 8 | 8% | 38 | 38%
4. For pagt sx months, facility has had necessary equipment and 58 | 63% | 88 | 100%
expendable suppliesto properly dispose of waste and sharps
5. For the past six months, facility has had sufficient supplies 0 0
and equipment to keep the work environment clean 18 | 88% | 8/8 | 100%
Hand washing facilities are near procedure and exam rooms 7/8 | 88% | 8/8 | 100%
;f)rd tggqpve\ztt :IrX months, facility has had an adequate supply 78 | 88% | a8 | 100%
8. For the past Sx months, facility has had rdliable ectricity 7/8 | 88% | 8/8 | 100%
9. For past x months, facility had emergency equipment in 48 | 500 | 68 | 75%
working order 0 °
10. ;O;;pﬁ)ﬁ sx months, facility had al emergency expendable w8 | s0% | 778 | s8%




Timel Time 2
Staff Needs from the Clinical Site Module % Rate | %
Rate

11. For past 9x months, facility had al emergency drugs U8 | 13% | 2/8 | 25%
12. Inthe past 6 months, hasthe facility had dl equipment and 0 0

supplies needed to do aphysica exam 718 | 88% | &8 | 100%

' 0 0

13 l(ﬂ», ;hﬁ c?df) 6 months, has the facility had al commodities 68 | 75% | &8 | 75%
14. In the past 6 months, has the facility had dl instrument kits 7/8 | 88% | 8/8 | 100%
15. Isr] ;Bﬁ e|o£ast 6 months, has the facility had al FP expendable g8 | 10001 78 | s8%
16. Inthe past 6 months, has the facility had dl drugs needed to

provide temporary FP (pills, [UD, Injectables, Norplant, 6/8 | 75% | 8/8% | 100%

barriers) methods
17. For the past 6 months, has the facility had the specific

ingruments needed to perform femae and/or mae 718 | 88% | 7/8 | 88%

Serilization
18. For the past 6 months, has the facility had al expendable

supplies and drugs needed for femae and/or mae 8/8 | 100% | 6/8 | 75%

Serilization
19. For the past 6 months, has the facility had the Operation

Thesater and supplies to perform femae and/or mae 8/8 | 100% | 6/8 | 75%

Serilization
20. ;)(;ggsb ?ge?\tlgﬁroﬁjppha are kept in amanner that ensures 68 | 5% | 7/8 | s8%

: : Timel Time 2
Staff Needs from the Provider InterviewModule Raie | % Raie | %

21. Sgdelmes/standardsfor family planning are available at this 58 | 63% | 778 | s8%
22, tcralg (;etl é nes'standards for infection prevertion are available at 38 | 38% | 78 | s8%
23. Statigics are posted in charts o dl providers can review U8 | 13% | 2/8 | 25%
24. Staff keep arecord of complications 4/8 | 50% | 6/8 | 75%
25. Thereisavenue for saff to discuss complications 38 | 38% | 38 | 38%
26. A chief medicd officer or top officid follows-up with an 0

investigation or training after acomplication 48 | S0% | 48 | S0%
27. ?Omsor from outsde visted a least oncein last Sx a8 | 3806 | 778 | s8%
28. Supervisor observes different services 28 | 25% | 6/8 | 75%
29. Supervisor examines records & provides feedback 218 | 25% | 6/8 | 75%
30. The supervisor helpsto organize, or participatein, a problem: 0

solving exercise (such as COPE) at the site 28 | 25% | 48 | S0%

8 Calculation excludes spermicides because al clinics reported that they have not received spermicides since the

beginning of 2003.




Staff Needs from the Provider I nterviewModule Timel Time2
Rate | % Rate | %
31. The supervisor helpsto organize training for Ste level Saff 8 | 13% | 6/8 | 75%
32. Supervisor provides written feedback to a dte after visit 18 | 13% | 3/8 | 38%
33. Site kegps an inventory of supplies 7/18 | 88% | 8/8 | 100%
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