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EXECUTIVE SUMMARY

A. BACKGROUND INFORMATION

The Reprosalud program is a unique example of a reproductive hedth and gender equity
program whose beneficiaries are in hard-to-reach communities. The program is a 10-year
cooperative agreement® (1995-2005) between the United States Agency for Internationa
Devdopment (USAID) and Movimiento Manuda Ramos, a Pewian feminigt
organization, the purpose of which is to improve the reproductive hedth of low-income
women in rurd and peri-urban zonesin Peru.

The principa expected result of Reprosdud is that women will increase ther use of
gpecific interventions that could protect their reproductive hedth, including a range from
individual  hedlth-protective behaviors to increased use of forma hedth services
Reprosdlud dso ams to have a podtive impact on socio-culturd factors that affect
women'’s hedlth, especidly gender issues.

Basic Principles of the Reprosalud Program
- Commitment to gender equity and women’s empowerment,
Commitment to participatory processes that put community members
in charge,
Promotion of sexua and reproductive health and rights, and
Respect for indigenous cultures, integrating modern hedth knowledge
with traditional knowledge and practices that are not harmful to hedth.

Reprosdlud represents a unique learning opportunity for the reproductive hedth fied.
There are very few examples worldwide of participatory community-based reproductive
hedth/gender equity programs that have been implemented on such a massve scde in
hard-to-reach communities of linguisic or ethnic minorities. Phase One of the project
(1996-2000) involved subgrants to more than 2500 women's community-based
organizations (CBOs) in low-income communities in 8 departments? induding many in
which the main language is Quechua or Aymara Seventy percent of the communities
involved in Phase One were rurd. As of December 2001, 231 subgrantee CBOs have
completed 2 subprojects and conducted participatory educationa interventions on 2-3
reproductive hedth problems identified by the community.* Over 190,000 individuas

! The agreement was signed in August 1995 and the project began in 1996. It has had two Syear
authorizations, with a current end date of September 30, 2005.

2 The department is the main geo-political division in Peru. In the Ministry of Health, the next level of
authority below the national is departmental.

3 One hundred and sixty two subgrantees have completed 3 themes, and 69 have completed 2. Each
subproject involves several neighboring “associated” CBOs as well, so that the total number of women's
organizationsinvolved was 2,568.
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(65 percent women, 35 percent men) participated in the Phase One subprojects, and up to
one million family members have benefited indirectly.

The Reprosalud workshops use a participatory methodology that encourages participants
to reflect on both the physologicd and socid causes of hedth problems, as wdl as
possble solutions. The basc module addresses anatomy, physiology of reproduction,
and gender roles. Based on the priorities of the great mgority of CBOs, Reprosaud
developed four modules family planning, pregnancy and childbirth, reproductive tract
infections (RTIs), and violence, with separate editions for men and women, and for the
populations in the highlands and jungle aress.

Phase One included an additiond component to empower women aso supported income-
generation through microcredit  (“community banks’) and product development—
producing and marketing handicraft items for purchasers with bulk orders. However, this
component is no longer pat of the Reprosdud Program, since the microcredit program
became sdf-auffident in 1999 and product development received funding from another
source in 2000.°

In Phase Two, which darted in 2001, the planned focus for Reprosdud's subgrant
program was “Promotion and Defense,” i.e,, advocacy conducted by the CBOs with the
hedth sector. The objective of the advocacy program is to establish a mutudly beneficid
and sustaindble rdationship between the hedth referrd center® for each area and the
elected presdents and trained promoters of loca CBOs in 78 defined catchment aress.
Negotiated agreements form the basis of subgrants, and are expected to result in greater
numbers of women using the public hedth services, and services that are more acceptable
to community women and responsive to their needs.

In Phase Two subprojects, the CBO promoters will run  community educationd
workshops, refer women to the hedth services, and collect and provide feedback on the
qudity of services. In turn, the hedth professonds are expected to agree to do whatever
they can to make the services more acceptable and responsive to the women from the
communities in the caichment area.  To determine the content of subprojects, the CBO
promoters carry out a new diagnoss of reproductive hedth needs and users views of
savice qudity. Thus, subprojects might include increased education on a particular
topic, traning of CBO promoters by Minisry of Hedth (MOH) saff on key topics,
traning of service providers in qudity, and provide adequate funds to better equip a
hedlth post or center.

* Database reports, Reprosalud, December 2001. Project data indicate that each CBO member has an
average of 5.3 family members. The districts in which Reprosalud is active represent 10% of the
population of Peru.

® This evaluation concentrates on the reproductive health component of the program. The cost analysis
analyzes the cost per beneficiary of the income-generation component. The product devel opment program
is now called “MERCOMUJER,” and receives support from the Small Enterprise Department Uhit of
USAID/Washington.

® Health centers are secondary-level facilities that serve as referral centers for a catchment area, with basic
surgical, obstetrical, and hospital facilities. While hospitals are tertiary-level facilities, often they serve as
the basic referral center, especially in urban areas.
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B. SUMMARY OF MAIN CONCLUSIONS
Conclusions on Impact

The data from the three components of the evaluation’ support the findings presented
below.

= In the impact sudy, Reprosdud communities showed dgnificant gains in dl
but 3 of the 39 indicators in the results framework?® The comparison
communities showed ggnificant gains in dl but nine indicators. However, in
17 of the 39 indicators, the reative leve of the gans in Reprosadud
communities ranged from 10 percent to 92 percent higher than the gains in the
comparison communities?

Significant Increasesin the Strategic Objective of Women' s Use of Reproductive Hedth
I nterventions Are Attributable to Reprosalud

= Compared to women in the comparison communities, women in Reprosaud
communities were 27 percent more likely to have ther last childbirth attended
by a hedth professond, 15 percent more likely to have had 4 prenatd vists
in hedth services, and 18 percent more likely to seek trestment for RTIs from
both community and formal sector sources.

= Women in Reprosdud communities were 15 percent more likely to use a
family planning method, and 18 percent less likdy to have unmet need for
family planing® Using composte indicators, the cost effectiveness study
showed greater impact in Reprosdlud communities on use of childbirth and
prenatd services than on family planning use.

= More than 75 percent of hedth professonas interviewed attributed increases
in service use wholly or partidly to Reprosalud’ s efforts.

The Gains Attributable to the Project in the Intermediate Results Are Mixed

» Reprosdud has dgnificantly incressed womens  knowledge of modern
contraceptive methods, RTIs, and the fertile days of the menstrud cycle.

" This midterm evaluation has three components: a quantitative impact study, a process evaluation, and a
cost analysis. This summary draws on the main findings and conclusions of the three studies. The
guantitative impact study uses a quasi-experimental design that compares results between 25 sub-grantee
communities and 25 comparison communities. The objectives and methodology are detailed in annex A.

8 Refer to Results Framework in annex B. See also graphsin annex C.

® The gains attributable to the program were calculated through use of the odds ratio. See annex B for
Tables from the Impact Study.

10 Thisindicator includes users of rhythm method who do not correctly identify the fertile period.
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Reprosalud has had a postive, but less dgnificant effect on achieving more
equitable gender reaions between women and their spouses and families,
with more impact on women than on men.

There is strong support among al stakeholders for continuing to work on
gender isues and with men, especidly a the community leve, with
respondents dteting that violence and other negetive attitudes continue in
thelr communities

For many intermediate indicators for both reproductive hedth and gender,
both intervention and comparison communities increased  Sgnificantly
between basdline and midterm, but there is no dgnificant gain atributable to
the project. The Reprosaud project period coincided with a time of heavy
investments by MOH, donor agencies™ and nongovernmenta organizetions
(NGOs) in improving access and quality of care in reproductive hedth
sarvices and in increasing gender equity.

The process evauation gave evidence of increased communication within the
family and with providers, of women becoming more capable end usars of
hedth services, of increased civic participation by women, and of lives saved
through actions by the CBO promoters.

Organizational Performance and Costs

Movimiento Manuda Ramos has me Reprosdud's multiple organizaiond
and programmatic chalenges with competence and flexibility. This Peruvian
women's NGO has implemented a large-scde program tha surpassed its
origind objectives for coverage, usng a highly participatory methodology that
defies standardization, in hard-to-reech communities tha posed numerous
logigicd and culturd bariers.  Reprosdud directors demondrated flexibility
by acceding to community women's requests to work with men. The ensuing
men's educational program took place smultaneoudy with the women's
program, and incurred a mgor unplanned invesment in gaff hiring, training,
and materias development.

Most externa stakeholders recognize that Reprosaud’'s methodology and
guiding principles have ganed them a uniquey high leved of acceptance
in the communities with a long higory of midrust of outsders. They
highlight Reprosalud’'s impact on increases in knowledge and use of
sarvices.

The cogt per beneficiary for the Syear span of Phase One (1996-2000) was
US$48.51, which is roughly comparable to the cost to the MOH in Peru of
US$47.22 of atending one pregnant woman through prenatd care and

11 See acomplete listing in footnote 30 in the Impact Study.
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childbirth.  Given this comparison, the intendve nature of the educationd
intervention and the cost of working in rurd aress, Reprosdud's costs seem
reasonable.  However, the evaluators lacked appropriate comparisons. Cost
andyses from comparable community-based, hedth education programs were
not available to the evaluation team.

= A cost-benefit andyss should take into account that the program is expected
to generate benefits for years to come, both within the didtricts where it
intervened, and through replications by other agencies usng the Reprosaud
educationd materiadls and methodology.  The edtimated cost per beneficiary
of replication—after subtracting certain startup and research costs and the cost
of developing the educationd materias—was 92 percent of the actua cost.*?

= Progran managers have showed concern for cost effectiveness in ther
decisons. Due to concerns for cost in Ucaydi, and potentid impact in San
Matin and Lima'® in 2000 the project withdrew from these three
departments. They aso ama gamated the two Puno offices.

Barriers and Facilitating Factors in the Advocacy Program

= The opinions of both internd and externd dakeholders who will be important
to the success of Phase Two are mainly favorable, laying a sound foundation
for the next four years of the progran. These findings from the process
evauation related to hedth authorities and hedth providers, CBO promoters
and women, loca authorities, and other NGOs.

= The MOH’s perennid emphads on increesng service use, their investment in
improving qudity of care as key to achieving this god, and ther incressng
use of user feedback as the key criteria to evduate qudity, are dl facilitating
factors for the advocacy program.

= Mog of the demands of the CBOs coincide well with MOH priorities, which
focus on dl interventions that reduce maend mortdity, incuding family
planing. MOH and CBO priorities do not coincide in the following aress.
low-cost treatment of RTIs and sexudly transmitted infections (STl9),
professona attendance a home births, and some aspects of culturdly
appropriate childbirth practices.™

= The MOH's budgetary limitations will pose a barier to some of the CBO
demands for reduced waiting time, provison of low-cost medicines for curing

12 For cost of replication, we assumed that the replicating agency was already operating in the area, with the
offices and vehicles needed to reach rural communities, and that they would only need to reprint the
existing educational materials.

13" Jungle communities in Ucayali that fit the profile for program intervention were mainly accessible by
boat. In San Martin and Lima, thel997-98 baseline studies showed much higher rates of reproductive
health knowledge and service use than in the remaining five departments in the highlands.

14 See graph on shared and unshared prioritiesin annex E.
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RTls and STls, and capacity to resolve other hedth problems a the loca
(hedth post) levd.*®

C. RECOMMENDATIONS

Following ae recommendations for replication and extenson of coverage of the
educationd modd, the Advocacy Program, and the evauation desgn. These
recommendations are described more fully in annex D and in the Process Evauation
Report (see pages 49-54).

Replication of Phase One

To maximize the bendfits from the investment in Reprosdud, it is recommended that
progran managers give high priority to encouraging replication through other NGOs,
educational programs, and international agencies during the next four years.  Therefore,
daff should do active outreach to other inditutions, and develop and provide a full kit of
al thetools, manuds, and materials developed for Phase One.

Replication by the MOH or by the current CBO promoters is included in the plans for a
few Phase Two subprojects, but these are not the main focus of Phase Two, and there are
no funds earmarked in the budget for this purpose. We recommend that Reprosaud
involve mae promoters in any replicaions in new communities that express interest in
workshops for men.

An important chalenge in replication efforts is to assst other organizations to incorporate
the guiding principles of the program in the replication. Additiond intervention and
traning may be necessary to ensure that these principles are uniformly applied (see box

on page 1).

Suggested modifications in the Phase One modd for replication efforts by other agencies
include the fallowing:

= Expaiment with introducing mde and femde educationd components
smultaneoudy by working with both male and female CBOs.

= Strengthen the focus on gender issues through use of radio programs and
videos. These educationa materids will be developed by Reprosdud in the
communications program in Phase Two.

= Tran hedth providers to be respongve to community feedback and to monitor
quality of care where no complementary systems exit.

15 A key demand in many rural and periurban areas is to increase the capacity of MOH facilities to resolve
problems at the local, primary-level, so that women do not have to travel to the health center in order to
resolve their health problem. In some cases, the health center cannot resolve it either.
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Strengthening the Advocacy Program

The process evauation provided data from which severd suggestions for improving the
advocacy program were developed, including close monitoring of the communications to
and from the community level, ad of the levd of effort of both CBO promoters and
presidents.

Maximizing and Sustaining Impact in Current Districts

Reprosalud's educationd activities should continue in current communities and expand to
new ones in the same didrict. These activities should focus on areas of weakness
identified in the evauation. As the man vehide to maximize impact in current didricts,
Reprosdlud should implement a communications progran to extend coverage of the
progran’s educationd messages, to reinforce knowledge, attitude and behavior changes,
and to reach youth and men with messages tailored to them.

Reprosdud should involve traned mae and youth promoters to facilitate outreech to
their peers—mde and youth involvement is important to achieve the god of creating a
sudanable change in the culture of the community regarding reproductive hedth and
gender issues.  Furthermore, data from the process evauation suggests that the support
from locd authorities is dronger when they ae involved in educational activities for
men. Reprosalud can involve male and youth promoters by

= enliging their assstance for the development of products and messages for the
communications program,

» inviting them to education and training activities for promoters teking place in
Phase Two, and

= negotiating recognition for the mae promoters as MOH community agents.
Evaluation and Monitoring

To drengthen the evauaion and monitoring component of the program, see dl of
Section G in the process evauation report for afull discusson.

» Reprosdud needs to improve overdght by hiring an evduation and
monitoring director.

» Reprosdud should increase the resources devoted to collection and analysis of
quditative process and impact data, to answer important questions about
Phase Two. Additiona secondary andyss of the quantitative data aready
collected would dso enable the program to compare peformance by
department, and by other variables such as the presence of a mde, youth or
income-generation component.
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D. FINAL COMMENTS

The data indeed suggest that the program has had an important podtive impact on its
beneficiaries and has brought to them ggnificant benefits over and above those redized
in mogt communities in these departments, where other MOH and NGO programs have
been operating with smilar gods. Reprosdud is digtinct because of its invesment in
community-level, participatory educationd draegies in hard-to-reeach communities, and
itsguiding principles.

The mogt interesting aspect of the results on Reprosdud's impact is that its gans as
compared to nonintervention communities are 0 ggnificant in indicators of use of
reproductive  hedth interventions, while mixed in many intermediate indicators that
supposedly lead to these hedth-protective behaviors. These results suggest that such
intengve community-based dtrategies may not be necessxry to attan some desred
increases in knowledge, opinions, and dtitudes. However, in these communities that
have higtorically been hard to reach, the Reprosaud nodd gave the complementary input
needed to achieve dggnificant gans in behavio—in use of reproductive hedth
interventions.

Some recommendations in this report arise from a systems gpproach to the dynamics of
cultura change, whether in communities, in family, or in hedth sarvices This approach
assumes that change happens faster and with less resstance when working with two or
more parts of a sysem than when working in just one. For example, in efforts to achieve
gender equity, it is probably more efficient to work with both men and women than to
work with women only.

In the same ven, the findings from this evduation suggest that when aming to improve
the use of sarvices among members of these hard-to-reech communities, “supply-side’
changes in the qudity of care and in access often are not enough to achieve coverage
gods In these communities, high levels of misrus and lack of knowledge inhibit
change until culturdly affirming and community-run  educationad  efforts hdp to
overcome these obstacles.
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Panning for this midterm evauation began in June 2001 and data collection took place in
October and November 2001, at a point in the life of the project when the educationd
activities for Phase One had concluded, and the Advocacy Program for the second five-
year phase was just gearing up. All plans to extend coverage and increase impact were
on hold, awaiting the results of this evauation.

The generd objectives of the evauation are:

1. To determine the impact of the educationa program in the first 5 years (Phase One)
of the Reprosalud project on the participating women and their communities,
according to the results framework.

2. To coallect lessons learned on Phase One for purposes of replication, and
3. For Phase Two, 2001-2005:

a To recommend improvements and an evaudion design for the Advocacy
Program, and

b. To recommend next steps that would extend the coverage and maximize the
impact of the Phase One educeationd program.

The evauation has three components. a quantitative impact study, a process evauation,
and a cos andyds This executive summary summarizes the main conclusons of the
three components with regard to the genera objectives.

The quantitetive impact dudy uses a quas-experimentd design that compares results
between 25 subgrantee communities and 25 comparison communities!  Separate
questionnaires for both women and men have close-ended questions based on the Results
Framework and indicators of the project. Reprosdud's Monitoring and Evauation Unit
collected the basdine and midterm data  Fifty percent of the households in the study
were CBO members, and 50% community members, in larger communities. For a
vaiety of reasons rdaed to the logisics of data collection, the unit of andyss is the
socid network of the CBO members, and not the individuads surveyed. Because there
were dgnificant differences on many indicators between the basdine vaues of the
intervention and comparison communities, the evauaion measures differences in the
amount of increase or decrease, usng the Odds Ratio to compare the rdative change
from the basdine in Reprosdlud and comparison communities. The Odds Ratio dlows
the evauator to attribute changes to Reprosalud with more certainty.

The two main sources of information for the midterm process evauation were a round of
primary data collection in five depatments and a headquarters through semi-sructured
interviews by B. Shepard and D. Ferando, and review of project documents. The

! The quantitative data was problematic, because the program has suffered from under-investment in
evaluation sinceitsinception. Seeafull explanation of the problems with the datain section |.B of the
Cost Benefit Analysis.

12
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evduatiion team collected information from hedth authorities and providers, locd
authorities, CBO promoters and members, other NGOs involved in reproductive hedlth,
Reprosdud gaff, and USAID daff. The evauation team conducted 168 semi-structured
individud interviews and 5 group interviews with the informants in 2-3 didricts in five
departments and in Lima? Based on fied notes, the results were loaded into a database,
and anayzed by subject codes attached to the questions.

The objectives of the cost andyss were:
1) to determine the cost per beneficiary a the nationd and departmenta levels for

each of the components of the program: reproductive hedth, micro-credit, and
product development;

2) to analyze the cost-€fficiency of each program nationdly and by department®; and

3) to determine the cost of replicating the reproductive hedth component of the
program.

To determine the cost per beneficiary, the evaduaor assgned headquarters and non
program costs to the departments and to a program. She divided the total departmental
and nationa cods by ther corresponding number of beneficiaies. To anadyze codt-
efficiency, she used the same 25 comparison and intervention communities as the impact
sudy, and compared the levels of change on four composte indicators of reproductive
hedlth and gender equity. To determine cost per beneficiary of replication, she subtracted
some codts related to research and materids development, and other Startup costs that
would not apply to an existing program in Smilar aress.

2 See Methodology Annex | in the process eval uation report for atable describing the nurbers and types of
interviewsin the evaluation. Three ex-staff of USAID and Reprosalud who were closely involved in
designing and implementing Reprosalud were interviewed as well.

3 Unfortunately, the size and representativity of the samplein each region does not allow valid comparisons
between departments.

13
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Table 1: Overview of Results and Indicators

Results

Indicators

SO: Increased use by women of
interventionsin reproductive
health

1. % of women who had at least 4 prenatal visits to a healthcare
professional during a pregnancy occurring within the last two years (since
the last study)

2. % of women whose last delivery, occurring within the last two years,
was performed by a healthcare professional

3. % of women who use some method of birth control

4. % of women with an unmet need for family planning (including those
who use the rhythm method and are unsure of their own fertile days)

* % of women with an unmet fertile-period need (ENDES 96 rhythm-
method users who do not know when their own fertile days are have
been added to thisgroup)

24. % of women who have gone to a healthcare facility for consultation
regarding reproductive health or family planning

30a. % of women who have gone to a healthcare professional due to
discomfort related to RTIs (or vaginal discharge)

RI 1: More equitable gender
relations between women and
their partners/families

5. % of women whose partner helpscare for the children if they becomeiill

6. % of women who decide how to spend the money they earn

7. % of women who make joint decisions with their partner about sexual
relations, birth control methods, and number of children

9. % of women who share one or more household chore with their partner
11. % of women who make a joint decision with their partner about the
educational level their children should reach

112. % Of women who have spoken with their partner about the number of
children they want to have.

RI 1.1: Strengthened ability of
women to achieve equality in
gender relations

12 % of women who agree that a woman should be able to decide to use
family planning even if her partner objects (Thisis also an indicator for
RI2)

12.1 % of women who state their unwillingness to be forced or convinced
to have sex

13. % of women who have spoken with their partner about family
planning more than two times in the last 12 months

% of women who have spoken with their partner about STD’s more than
two times in the last 12 months

14. % of women who would go to the police/authorities if their partner
abused them

15. % of women who have spoken with their partner about the risks of
preghancy and postpartum in the last 12 months

16. % of women who have spoken with their children age 12 years and
older about male-female relationships and family planning more than two
times in thelast 12 months

16a. % of women who know where to go for help or advice if they are
abused

RI 1.2: Increasein positive
attitudes of men towards
equitable relationships with
women and family

17. % of men who believe that it is never right to hit awoman

18. % of men who believe that a man does not have the right to force an
unwilling women to have sex

18.1 % of men who believe that both parents should take care of the
children when they becomeiill
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Results

Indicators

RI 1.3: Increase in women's
knowledge about gender

equality

19. % of women who believe that the work they do outside the homeis as
important as the work done outside the home by their partner

19.1 % of men who believe that the work they do outside the home is as
important as the work done outside the home by their partner

20. % of women who believe that housework is as important as the work
done outside the home by their partner

20.1 % of men who believe that the housework done by their partner is as
important as his own work done outside the home

21. % of women who believe that their sons and daughters should reach
the same level of education

21.1 % of men who believe that their sons and daughters should reach the
same level of education

23. % of women who got a higher score on the final (comprehension
level) exam for the gender chapter

RI 2: Increased capacity of women
in use of reproductive health
services

12. % of women who agree that a woman should be able to decide use
family planning even if her partner objects (Thisis also an indicator for
Rl 1.1)

33. % of women who have incurred a health expense in the last 12
months

33.a. % of women who use health services even though they cannot pay
the fees.

RI 2.1: Increased capacity of
women as end users of formal
health services

% of women who sought help from any source for discomfort related to
RTls.

32. % of women who take care of their health in order to feel well

RI 2.2: Increasein women's health
asapriority within the home
and community

29. % of women who would go to a healthcare facility in the event of
symptoms that are warning signs of risk.

% of providers who believe that communication with women users has
improved

% of providers who note that users are more assertive, i.e. more apt to give
feedback or to make demands.

RI 2.21: Women have greater
willingness to use health
services

29. % of women who would go to a healthcare facility in the event of
symptoms that are warning signs of risk. (also RI2.2)

31l. % of women who would advise someone with RTIs to go to a
healthcare facility

RI 2.3: Women have increased
access to income-generating
sources, credit, and markets

3A.

35. Microcredits and product
36 development

37

RI 2.4: CBO'sincrease their
abilitiesto organize
reproductive health servicesin
communities

w W
N o

Service sub-projects
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Results Indicators
RI 2.5: Women participate morein 34.
identifying and performing 35. Reproductive Health sub-
activities according to their 36. projects and others
priorities 37

RI 2.6: Increase in women's
knowledge about their
reproductive health needs

38. % of women who know how at least one modern contraceptive method
works

39. % of women using the rhythm method who know the fertile days of
their cycle

40. % of women who can recognize some symptom of pregnancy or
postpartum warning signs that indicate risk

43. % of women who know how RTIs are spread

43a. % of women who have heard about Pap and breast exams

% of women who know to use acondom to protect against AIDS/STD’s
% of women who got a higher score on the final (comprehension level)
exam for the basic and specific module

RI 3: Women in CBO's actively
participate in the proposal
formulation, adaptation, and
supervision process for
reproductive health programs

RI 3.1: Authorities are sensitized
and prepared to make changes
that include sexua and
reproductive rightsfrom a
woman’ s perspective

RI 3.2: Women in CBO'shave an
increased ability to represent,
defend, and negotiate the
interests and sexual and
reproductive rights of women
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Table 2: Summary of Impact of Interventions

Net increase, in
per centage points,
between the baseline|Odds
and themidterm [Ratio
evaluation
| nter ventionControl

Indicators

Odds Ratio from 1.199to0 1.999 VERY SIGNIFICANT

38. % of women who know how at least one modern contraceptive method

42.0 17.0 1.920
works
43. % of women who know how RTIs are spread 14.1 6.7 1.599
32. % of women who take care of their health in order to feel well 8.3 -8.8 1.325
2. % of women whose last delivery, occurring within the last two years, 11.9 18 1274
was performed by a healthcare professiona ' ' '
39. % of women using the rhythm method who know the fertile days of 58 0.1 1953
their cycle ) ' '
6. % of women who decide how to spend the money they earn 45 -2.0 1.225
4.1 % of women with an unmet need for family planning -9.2 -5.0 0.817
4. % of women with an unmet need for family planning (including those 11.2 32 0823

who use the rhythm method and are unsure of their own fertile days)

Odds Ratio from 1.100 to 1.198 SOMEWHAT HIGH

12.1 % of women who gate their unwillingness to be forced or convinced

to have sex 134 3.3 1.19%4
30. % of women who have sought treatment for symptoms of RTIs (or 10.2 10 1178
vagina discharge) ' ' '

3. % of women who use some method of birth control 134 4.0 1.153
la % of women who had at least 4 prenatal visits to a healthcareg 275 188 1148
professiona during a pregnancy occurring within the last two years ' ' '

14. :]A) of women would go to the policefauthorities if their partner abused on1 215 1133
them . . :

7. % of women who make joint decisions with their partner about sexua 92 59 1129
relations, birth control methods, and number of children ' ' '

21. % of women who believe that their sons and daughters should reach the 592 49 1118
same level of education ' ' '

11. % of women who make a joint decison with their partner about the 6.6 0.2 1111

educational level their children should reach

Odds Ratio from 1.050 to 1.099 MODERATE

19.1 % of men who believe that the work they do outside the home is as

important as the work their partner does outside the home tr7 124 1097
43b % of women who believe that while a women is breastfeeding it is 23 16.0 1091

dificult for her to become pregnant
16.aab‘:J/o se(g women who know where to go for help or advice if they are 20.0 14.7 1083
27. % of women who have gone to a healthcare facility for prenatal and

postnatal care, and who believe that the services provided by the nearest 5.8 15 1.081

facility are good (or very good)
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Net increase, in
percentage points,
between the baseline

Odds

Indicators and the midterm Ratio
evaluation
I nter vention Control
13. % of women who have spoken with their partner about family 51 27 1,080
planning more than 2 times in the last 12 months ' ' '
43.a % of women who have heard about Pap and breast exams 18.2 12.2 1.069
30.a % of women who have gone to a hedthcare professona due to 108 70 1,068
discomfort related to RTIs (or vagind discharge) ' ' '
Odds Ratio from 1to 1.049 LOW
18. % of men who believe that a man does not have the right to force an
unwilling woman to have sex ’ 6.9 3.0 1.046
17. % of men who believe that it is never right to hit awoman 6.6 4.2 1.041
21.1 % of men who believe that their sons and daughters should reach thef 5 07 1034
same level of education ' ' '

33. % of women who incurred a health expense in the last 12 months 0.5 -0.5 1.021
12. % of women who agree that a woman should be able to decide to takel _, 46 1.006
care of herself even if her partner objects ' ' '
11.a % of women who have spoken with their partner about the number of 48 47 1.003
children they want to have ' ’ '

Odds Ratio less than 1 PROGRAM HAD NO EFFECT
29. % of women who would go to a hedthcare facility in the event of 29.0 o5 4 0.994
symptoms that are warning signs of risk ' ' '

9. % of women who share one or more household chore with their partner 235 19.3 0.988
19. % of women who believe that the work they do outside the home is as| 6.4 6.8 0.986
important as the work done outside the home by their partner ' ' '

5. % of women whose partner helps care for the children if they becomeill 6.0 53 0.982

26. % of women who believe that the services provided by the nearest
healthcare facility are good (or very good) 107 16.9 0.936

20. % of women who believe that housework is as important as the work 104 125 0.926
done outside the home by their partner ' ' '

20.1 % of men who believe that the housework done by their partner is as 11.2 146 0910
important as his own work done outside the home ' ' '

24. % of women who have gone to ahealthcare facility for consultation 15.9 172 0.909
regarding reproductive hedlth or family planning ' ' '

16. % of women who have spoken with their children age 12 years and
older about mae-femae rdationships and family planning more than 8.9 6.5 0.845
two timesin the last 12 months

40. % of women who can recognize some symptom of pregnancy or 26.6 26.8 0.782

postpartum warning signs that indicate risk
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Table 3 COMPARISON OF THE BASELINE (BL) AND THE MIDTERM EVALUATION (IE) RESULTS FRAMEWORK INDICATORS:

INTERVENTION COMMUNITIES AND CONTROL COMMUNITIES

. Intervention Community Control Community Odds
Indicators Ratio
BL [IE | Dif. [nBL|nIE| 2z | signif [ BL [IE |Dif.[nBL[nIE| z [ Signif OR
SO: Increased use by women of interventions in reproductive health
1.a % of women who had at least 4 prenatal visits to a healthcare professional | g5 5 183 1| 275 | 372 | 261 |-7.240 | Sig(0.05) | 62.2 |81.0|18.8|312.0|294.0|-5.114 | Sig(0.05) | 1.148
during a pregnancy occuring within the last two years
2. % of women whose last delivery, occurring within the last two years, was .
performed by a healthcare professional 36.1 (48.0] 11.9 465 279 | -3.200 [ Sig (0.05) | 40.9 |42.7| 1.8 | 425 | 321 |-0.494 1.274
3. % of women who use some method of birth control 58.4 (71.8| 13.4 | 1046 | 855 [ -6.071|Sig(0.05) | 60.6 |64.6( 4.0 | 1076 | 823 | -1.783 | Sig (0.05) 1.153
4. % of women with an unmet need for family planning (including those who| 48.4 ! .
use the rhythm method and are unsure of their own fertile days) 37.3|-11.1( 1034 | 848 | 4.834 | Sig(0.05) [ 50.1 |46.9(-3.2 | 1071 | 818 | 1.379 | Sig(0.10) 0.823
4.1 % of women with an unmet need for family planning 27.1 |179| -9.2 | 1042 | 855 | 4.741 [Sig(0.05)| 26.1 |21.1|-5.0| 1069 | 821 | 2.525 | Sig(0.05) 0.817
RI 1. More equitable gender relations between women and their partners/families
5. % of women whose partner helps care for the children if they becomeill | 38.7 |44.7| 6.0 955 783 | -2.527 [ Sig (0.05) | 30.0 [35.3| 5.3 | 979 | 753 [ -2.338 | Sig(0.05) 0.982
6. % of women who decide how to spend the money they earn 316 (36.1]| 45 1599 | 1389 | -2.596 | Sg (0.05) | 29.8 [ 27.8(-2.0 | 1540 | 1246 | 1.158 1.225
7. % of women who make joint decisions with their partner about sexual : .
relations, birth control methods, and number of children 23.7 1329] 9.2 1035 | 848 |-4.431|Sig(0.05)| 22.6 [27.8| 5.2 | 1067 | 817 | -2.588 [ Sig(0.05) 1.129
9. % of women who share one or more household chore with their partner 23.2 |46.7| 23.5 | 1045 | 855 |-10.77 [ Sig (0.05) | 18.6 |37.9|19.3| 1075 | 824 |-9.392 | Sig(0.05) 0.998
11. % of women who make a joint decision with their partner about the .
educational level their children should reach 57.4 [64.0| 6.6 965 776 | -2.798 [ Sig (0.05) | 57.8 |58.0| 0.2 | 971 | 767 |-0.084 1.111
11.a % of women who have spoken with their partner about the number of . )
children they want to have 67.8 |72.6| 4.8 1054 | 853 |-2.273 | Sig(0.05) | 69.3 [ 74.0( 4.7 [1074.0/ 820.0 | -2.241 | Sig (0.05) 1.003
RI1 1.1: Strengthened ability of women to achieve equality in gender relations
12. % of women who agree that a woman should be able to decide use family . }
planning even if her partner objects 68.9 |64.4( -45 | 1039 | 855 | 2.071 [Sig(0.05) | 65.0 | 60.4|-4.6 | 1073 | 823 | 2.056 | Sig (0.05) 1.006
p - — -
12'1h ;"/ eofse")‘(’ome” who state their unwillingness to be forced or convinced to| o) ¢ | 64 | 134 | 1040 | 852 |-5.852 | Sig(0.05) | 55.4 |58.7| 3.3 | 1067 | 820 |-1.435 | sig(0.10) | 1.194
13. % of women who have spoken with their partner about family planning . )
more than 2 times in the last 12 months 15.2 120.3| 5.1 1044 | 852 |-2.908 | Sig(0.05) | 11.4 (14.1( 2.7 | 1074 | 822 | -1.757 | Sig (0.05) 1.080
14. ch’m"f women would go to the police/authorities if their partner abused| 1 5 | 354| 24.1 | 1037 | 854 |-12.01 | Sig(0.05)| 15.7 |37.2|21.5| 1067 | 822 |-10.691| sig(0.05) | 1.133
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Intervention Control Odds
Indicators - . - . Ratio
BL |IE Dif. | nBL | nlE z Signif | Bl [IE |Dif.[nBL| nlE z Signif OR
16. % of women who have spoken with their children age 12 years and
older about male-female relationships and family planning more than| 7.1 |16.0| 89 | 396 | 381 (-3.893|Sig(0.05)| 3.9 |10.4| 6.5 | 388 [ 289 |-3.352|Sig(0.05)| 0.845
two times in the last 12 months
5 —
lG'aab/Ssgg women who know where to go for help or advice if they are| o o | g5 6| 200 | 1607 | 1395 | -10.98 | Sig (0.05) | 44.8 | 59.5 | 14.7 |1549.0{1251.0 -7.737 | Sig (0.05) |  1.083
RI1 1.2: Increase in positive attitudes of men towards equitable relationships with women and family
17. % of men who believe that it is never right to hit a woman 574 (64.0| 6.6 707 697 |[-2.531|Sig(0.05) | 58.8 |63.0( 4.2 [ 679 | 633 | -1.557 | Sig (0.10) 1.041
18. % qf men who believe that a man does not have the right to force an 846 915! 6.9 706 697 | -3.981 Sig (0.05) 888 |918| 30 | 681 | 633 |-1.831 Sig (0.05) 1.046
unwilling woman to have sex
R1 1.3: Increase in women's knowledge about gender equality
19. % of women who believe that the work they do outside the homeisas| 5, 4 |578| 64 | 730 | 813 |-2.522 | Sig(0.05) | 48.4 |55.2| 6.8 | 997 |786|-2.852 | sig0.05)| 0.986
important as the work done outside the home by their partner
19.1 % of men who believe that the work they do outside the home isas| 5, 1 |g9g| 17.7 | 476 | 620 |-5.987 | Sig(0.05)| 55.9 |68.3|12.4| 612 |571|-4.388 | Sig(0.05)| 1.007
important as the work done outside the home by their partner
20. % of women who believe that housework is as important as the work| 537 441 | 104 | 804 | 855 |-4.339 | Sig(0.05)| 30.2 |42.7|125| 1073 |822|-5.631 [sig(0.05)| 0.926
done outside the home by their partner
20.1 % of men who believe that the housework done by their partner isas| 555 474 172 | 561 | 698 |-3.997 | Sig(0.05) | 33.3 |47.9|146| 682 |633|-5.393 sig(0.05)| 0.910
important as his own work done outside the home
21. % of women who believe that their sons and daughters should reach the ) )
same level of education 86.7 |91.9| 5.2 610 492 | -2.745 | Sig (0.05) | 94.5 [89.6| -4.9 602 |442| 2.957 | Sig (0.05) 1.118
21.1 % of males who believe that their sons and daughters should reach the|
same level of education 89.1 (914 23 385 386 | -1.077 91.6 (90.9(-0.7 370 |320( 0.325 1.034
RI 2: Increased capacity of women in use of reproductive health services
24. % of women who have gone to a healthcare facility for consultation : :
regarding reproductive health or family planning 26.3 (42.2| 159 | 1606 | 1392 | -9.187 | Sig (0.05) [ 22.5 | 39.7 | 17.2 | 1549 | 1248 | -9.851 | Sig (0.05) 0.909
RI1 2.1: Improved capacity of women as end users of formal health services
26. % of women who believe that the services provided by the nearest ) )
healthcare facility are good (or very good) 455 [56.2| 10.7 | 1260 | 1039 | -5.107 | Sig (0.05) | 52.8 [69.7 [ 16.9 | 1550 [ 968 | -8.397 | Sig (0.05) 0.936
27. % of women who have gone to a healthcare facility for prenatal and
postnatal care, and who believe that the services provided by the nearest| 55.4 |61.2| 5.8 271 | 344 | -1.450|Sig(0.10)| 67.8 |69.3| 1.5 | 314 | 271 |-0.389 1.081
facilityt are good (or very good)
RI2.2: Increase in women's health as a priority within the home and community
29. % of women who would go to a healthcare facility in the event of | 45 ¢ |71 6| 290 | 655 | 783 |-11.11 | Sig (0.05) | 36.8 |62.2|25.4 | 1005 | 786 |-10.678|sig(0.05)| 0.994
symptoms that are warning signs of risk
30. % of women who have sought treatment for symptoms of RTIs (or| g3 5 734 102 | 392 | 247 |-2.673 | Sig(0.05)| 7.5 | 70.5|-1.0| 358 | 219 | 0.257 1.178
vaginal discharge)
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Intervention Control Odds
Indicators - . - . Ratio
BL |IE Dif. | nBL | nlE z Signif | BL [IE |Dif.[nBL| nlE z Signif OR
30a. % of women who have gone to a healthcare professional due t0| 546 |69 4| 108 | 393 | 246 |-2.669 | Sig(0.05)| 51.4 |58.4| 7.0 | 358 | 219 |-1.637 [Sig(0.10)| 1.068
discomfort related to RTls
32. % of women who take care of their health in order to feel well 56.8 [65.1| 8.3 | 1246 | 1393 | -4.368 | Sig (0.05) | 65.2 | 56.4| -8.8 | 1535 | 1250 | 4.741 | Sig (0.05) 1.325
33. % of women who have incurred a health expense in the last 12 months| 49.5 |50.0| 0.5 1608 | 1395 | -0.273 45.7 145.2]1-0.5| 1549 | 921 | 0.241 1.021
RI1 2.6: Increase in women's knowledge about their reproductive health needs
38. V‘:{‘(’)fkfswome” who know how at |east one modern contraceptivemethod| 15 5 | 55 5| 42,0 | 1608 | 1395 | -24.41 | Sig (0.05) | 14.9 |31.9|17.0| 1550 | 1251 |-10.713| Sig (0.05)|  1.920
39. t;:/; ?fc)‘/’zfg‘e” using the rhythm method who know the fertile days of | ) 5 | 53| 58 | 239 | 214 |-1.419 |Sig(0.10)| 24.0 |24.1| 0.1 | 306 | 233 |-0.027 0.782
40. % of women who can recognize some symptom of pregnancy of | 19 4 | 460 26.6 | 1044 | 855 |-12.43 | Sig(0.05) | 13.2 |40.0|26.8| 1076 | 823 |-13.399| Sig (0.05)| 0.782
postpartum warning signs that indicate risk
43. % of women who know how RTIs are spread 49 119.0| 14.1 | 1193 | 1150 | -10.57 [ Sig (0.05) | 4.7 |11.4| 6.7 | 1007 | 921 | -5.448 | Sig (0.05) 1.599
43.a % of women who have heard about Pap and breast exams 63.2 (81.4( 18.2 | 1608 | 1395 | -11.04 | Sig (0.05) [ 59.6 | 71.8 | 12.2 (1550.0/1251.0] -6.732 | Sig (0.05) 1.069
43.b % of women who believe that while a women is breastfeeding it is| 3, 6 563| 223 | 1193 | 1001 | -10.48 | Sig (0.05) | 30.9 |46.9|16.0 [1200.0 951.0 | -7.594 | Sig (0.05)|  1.091
dificult for her to become pregnant
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Table 4: Reproductive Health Indicators

Net increase, in percentage
points, between the Odds
Reproductive Health Indicators baseline and the midterm Ratio
evaluation
Invervention Control
la % of women who had at least 4 prenatal visits to a hedlthcare
professona during a pregnancy occuring within the last two 275 18.8 1.148
years
2. % of women whose last ddlivery, occurring within the last two 11.9 18 1974
years, was performed by a healthcare professional ' ' '
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Figure 1. Four Prenatal Visitsin Health Services During L ast
Pregnancy
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Figure 3: Percent of Women Who Decide How to
Spend the Money They Earn
40
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g 325 — - Intervention
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0 \ Control 4.5
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Intervention Control

Table 5: Gender Issues Indicators

Net increase, in percentage
Indicat Gender | points, between the baseline| Odds
ndicators on Lender 1Ssues and the midterm evaluation | Ratio
Invervention [Control
6. % of women who decide how to spend the money they earn 45 -2.0 1.225
5 - —
121 % (_)f women who state their unwillingness to be forced or 134 33 1194
convinced to have sex
Figure 4: Percent of Women Who State Their
Unwillingnessto Be Forced or Convinced to Have Sex
65 -
o .
o -
g - Net Increase
g ® e R EEER Intervention
B
50 - Control 13.4
45 T 3.3
Basdline Midterm Evaluation
Intervention Control
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Figure5: Percent of Women Who Have Gone to a Healthcar e Facility
for Reproductive Health or Family Planning Services
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Table 6: Reproductive Health and Gender Issues Indicators

Indicators on Reproductive Health and Gender Issues that showed
significant increases in both intervention and control

Net increase, in percentage
points, between the baseline
and the midterm evaluation

commmunities, but no gains attributable solely to Reprosalud

Invervention Control

Odds
Ratio

29. % of women who would go to a hedlthcare facility in the event of
symptoms that are warning signs of risk

24. % of women who have gone to a hedthcare facility for
consultation regarding reproductive health or family planning

20 & 20.1 % of women and men who believe that housework isjust as

important as the husband’ s work outside the home

80

70 —*

Percentage
'

Basdine Midterm Evaluation

Figure 6: Percent of All Women Who Would Go to a Healthcare
Facility in the Event of Symptoms That Are Warning Signs of Risk.

o --- -+ Intervention

.- Control

Net Increase

29.0 25.4

Intervention Control
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Percentage

B 8 ®8 & & 8

Figure 7: Percent of Women and Men Who Believe that Housework |s

AsImportant Asthe Husband’'sWork Outside the Home

— //' = = =Women
- s Intervention
Mon > Py ‘/
e Py Women
= & / Control
s L~ Men
Women Intervention
Men
Control
Basdline Midterm Evaluation

Net Increase

14.6
12.5
10.4 11.2
Intervention ~ Control Intervention  Control
Women Men
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DETAILED FINDINGS OF IMPACT STUDY AND RECOMMENDATIONS
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In comparison to similar communities where Reprosalud did not intervene, the
program has shown substantially greater increases on key reproductive health
indicators related to knowledge and to the Strategic Objective of use of reproductive
health intervention.*:

Knowledge: 92% more likely to know how at least one modern contraceptive
method functions, 60% more likely to know how RTIs are contracted, and
rhythm users are 25% more likely to know the fertile days in the menstrud
cycle.

27% more likely to have ther last childbirth attended by a hedth professond,
15% more likely to have had four pre-nata vists in hedth services, and 18%
more likedy to seek tretment for RTIs from both community and formd
sector sources (see graphs from impact study in annex C).

15% more likdy to use a family planning method, and 18% less likdy to have
unmet need for family planning® Using composte indicators, the cost
effectiveness study showed greater impact on use of childbirth and prenata
services than on family planning use.

In the process evaduation, more than 75% of hedth professonds interviewed
attributed increases in service use whally or partialy to Reprosadud's efforts.

The process evaluation yielded instances of dramatic positive effects on health,
including lives saved. See the “Achievements’ annex in the Process Evdudaion. While
the indicator “Number of lives saved” fdls outsde of the results framework, the CBO
promoters in some indances clearly were the deciding factor in saving a woman's life.
Examples include persstence in hdping a woman to detect and then trest an advanced
case d cervicad cancer, and many ingances of overcoming many obgtacles in order to get
awoman in childbirth with danger Sgnsto a hedth fadlity.

The process evaluation gave evidence of women’s increased communication
within the family and with providers, of women becoming more capable end users of
health services, of increased civic participation by women, and of unplanned effects (at
this stage) on quality of carein services.

Sixty percent of hedth professonds sad tha Reprosdud has played a
gonificant role in increases in qudity of services mainly through its effect on
the provider-user rdationship in which the women became more capable end
users.  Both they and the CBO promoters and members made the following
two points.

0 Usars are more agpt to give feedback and make demands, thus
contributing to efforts to improve quaity

0 Usars are more educated and communicative, making the providers
job easier and more efficient.

* The percent of greater likelihood refers to women in Reprosalud communities, and the percent of change
corresponds to the “odds ratio” in Tables 24 and 25 of the Impact Study annexed to this summary.
® Thisindicator includes users of rhythm method who do not correctly identify the fertile period.
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There was much evidence of increased civic paticipation in the process
evaluation, including eection of CBO promoters aslocd authorities®

Reprosalud has had a positive but less significant effect on the I ntermediate Result of
achieving more equitable gender relations between women and their spouses and
families. There are severa possible explanations for these uneven results: the program’s
greater emphass on hedth issues than on gender issues, more culturd resstance to
changes in gender roles than to increasing usage of hedth services, a lower investment in
working with men than with women, and the fledgling date of the at in condructing
indicators and survey instruments on gender isues’ The following indicators show
increases for women that are attributable to the program. See illugtrative graphs from the
impact study, Annex 4.

22.5% more likely to decide how they will spend money they earn,

19% more likely to report not submitting to forced or pressured sex,

13% more likely to go to the authorities if their spouses beat them

13% more likdy to decide jointly with their spouses on matters related to
children’s education, sexud rdations, contraception and number of children.

12% of women (but only 3.4% of men) more likey to agree that boy and girl
children should have the same educationd levdl.

There is strong support among all stakeholders for continuing to work on gender
issues and with men, especially at the community level, with respondents stating that
violence and other negative attitudes continue in their communities. Thisfinding is
understandable given that not dl CBOs worked with men, and that the work with them
received less emphagis.
Among dl respondents, when asked how the project might expand, more
work with men and on violence was in the top three most frequent responses,
and in the top five when respondents were asked a generd question about
their recommendations to Reprosaud for the next period.

Reprosalud’ s educational activitiesand communications program in Phase Two should
emphasize the following indicators for which Reprosalud communities enjoyed
significant gains, but the actual percentageis still much lessthan ideal.

Women whose lagt childbirth was attended by a hedth professond rose from
36.1% to 48%. Women who know the danger signs for childbirth and post-
natal rose from 19.4% to 46%.

Users of rhythm who know their fertile days rose from 22.5% to 28.3%

® See Annex on Achievements in Process Eval uation Report.

" The state of the art in investigating reproductive health matters in quantitative surveysis much more
advanced in Peru and worldwide than in investigating gender issues. Therefore, we would advise caution

in interpreting these findings on gender issues because of some methodological problemsin the survey, and
because of the other factors named which do not indicate program failure, but rather the need to adjust the
model to intensify attention to gender issues and to men. The ethnographic study should shed more light on
the dynamics of change in gender issues in the program.
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Women who know how at least one modern contraceptive method works rose
from 13.5% to 55.5%.

Women who know how vagind discharge is contracted rose from 4.9% to
19%

Women in union with unmet need for family planning fdl from 484% to
37.3%

Women who decide how they will spend the money they earn rose from
31.6% to 36.1%

Women who decide jointly with ther spouses on sexud rdations,
contraception, and number of children rose from 23.7% to 32.9%. The
number of women who had spoken “often” to partners about family planning
rose from 15 to 20 percent, and “often” to children over 12 about this and
relationsin a couple rose from 7.1% to 16%.

Women who would go to the authorities if beaten rose from 14.3% to 38.4%

For other indicators, results were disappointing and education in the next period
needsto reinforce these issues:

Women who agree that women should use contraception even when her
partner is opposed fell ggnficantly in both Reprosaud and comparison
commugr;itieﬁ In Reprosdud communities, the decrease was from 68.9% to
64.4%.

Both men (36.2% to 47.4%) and women ( 33.7% to 44.1%) rose in giving
equa vaue to women's work in the home, but to low levels, and with no gain
in comparison to the non-intervention communities.

For some intermediate indicators for both reproductive health and gender, both
intervention and comparison communities increased significantly between baseline
and midterm, but there is no dgnificant difference between the levels of increase. For
these indicators, the Reprosdud program did not add any dgnificant gain in the
intervention community to wha would have taken place anyway. The Reprosaud
project period coincided with a time of intense socid change in Peru. The MOH and
many donor agencies’ invested heavily in improving access and qudity of care in family
planning and maernd-child hedth services in order to improve hedth datistics and
savice ue. NGOs and some government agencies undertook ambitious grassroots and
communications projects to increase gender equity. The following sdection is from a
longer lig of indicators where no dgnificant additional impact from Reprosdud was
found (seeilludrative graphs from the impact sudy in annex C).

For the percent of women to go to a hedthcare facility in the event of warning
ggns of risk, the gan was 29% for Reprosdud communities and 25.4% for
comparison communities.

8 Thisisan ideathat contravenes the culture of these communities, according to the baseline of the
ethnographic study.
% See acomplete listing on page 95, footnote 30, in the Impact Study.
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For the percent of women who attended a health service for reproductive hedth or
family planning services in the last year, the gan was 16% in Reprosaud
communities and 17.2% in comparison communities.

For the percent of women to recognize pregnancy or postpartum warning
ggns indicating the presence of a risk, the gan was 26.6% in Reprosdud
communities and 26.8% in comparison communities.

For the percent of women to share one or more household chores with their
patner, the gan was 235% in Reprosdud communities and 19.3% in
comparison communities.

For the percent of women who bdieve that housawork is just as important as
their husbhand’'s work, the gan was 104% in Reprosdlud communities and
12.5% in comparison communities.

A. MORE DETAILS ON RECOMMENDATIONS

Following are recommendations for replication and extension of coverage of the
educational model, for the Advocacy Program, and for evaluation design. These
recommendations are described more fully in the Process Evauation Report

Replication And Extension Of Coverage

To maximize the benefits from the investment in Reprosalud, we recommend that
program managers give high priority to encouraging replication through other NGOs,
educational programs, and international agencies during the next four years.

Replication by the MOH, or by the curent CBO promoters, is both possible and included
in the plans for some sub-projects, but there are many logistica and financid obgtacles in
both cases. Staff should do active outreach to other inditutions. Reprosdud's substantia
invetment in invedigating key reproductive hedth and gender problems, and in
producing culturdly appropriagte traning manuds and educaiond materids make
replicetion feasble in other hard-to-reech communities in the Andean jungle and
highlands areas, both in Peru and in other Andean countries. Ther methodology and
tools could be adapted for other settings. Through such replication, this investment can
continue to produce benefits for years to come.

An important challenge in replication efforts is to assist other organizations to
incorporate the guiding principles of the program in the replication (see box page 1).
Commitment to gender equity, respect for indigenous cultures and for low-income
communities, true community participation, and rights-based, comprehensive approaches
to reproductive and sexud hedth, imply comprehensve culturd changes in some
organiztions.  Additiond intervention and training may be necessary in some or dl of
these principles.

Suggested modifications in the Phase One educationa program for replication efforts

o To introduce male and female educational components simultaneously by
working with both male and female CBOs. The resstance to the program
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in its early stages might have been lessened if both mae and femae CBOs
were involved.  Also, this modification might increase the program’s
impact on gender issues, and the level of support from local authorities.

To strengthen the focus on gender issues in replications through use of
radio programs and videos, which Reprosdud will develop in the
communications program in Phase Two. This suggestion is in response to
the mixed results on gender issues.

To train health providers in responsiveness to community feedback and
quality of care in contexts where no complementary program exists to do
0. Reprosaud could count on many complementary MOH-led programs
that improved access through insurance, and qudity partly by emphasizing
user feedback and provider/user relations. Programs in other contexts may
not be able to count on this complementary and necessary input.

To wegh opportunity costs to the community participants vs. the
sugtanability of the program in setting policy on financial incentives and
non-cash benefits for promoters. The levd of commitment of Reprosalud-
trained promoters in Phase Two will demondraie whether the financid
incentives to promoters provided by Reprosaud lead to high dropout rates
of promoters once these incentives are withdrawn, and other non-cash
incentives replace them.

To facilitate replication of the Phase One educationa program

(0]

o

(0]

Devdop and provide a full kit of dl the tools manuas, and maerids
developed for Phase One.

Respond postively to dl MOH requests to replicate the program through
the sub-projects, or through agreements at the departmentd levd.

Increase outreach to other NGOs, educationd indtitutions and internationa
agencies working in Peru and in the Andean region to publicize the
avalability of training for replication

Develop diagnostic procedures to determine whether agencies need
reinforcement in some or dl of the underlying principles of the program.
Identify additiond tools and curriculafor filling these gaps.

To strengthen the advocacy program

(0]

Closely supervise and evaluate whether communication is flowing from
the community level to the negotiating team, and vice-versa. |dentify
ways to build these communicaions into routine interactions and sub-
project events.

Monitor level of promoter involvement in community-level educational
activities closely, and devise low-cost motivation Strategies if necessary.
Devise a back-up plan for cases in which the CBO President is not
participating as planned in the Defenders Committees. Reliance on CBO
Presdents for the Defenders Committees is a potentid weskness. They
rotate frequently and may not have sufficient commitment to the program.
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Maximizing Impact in Current Districts

The process and impact evauations identified the following needs for reinforcing impact
that the strategiesin Phase Two must address:

1) The need for refresher training for promoters and CBO members (see the
section on remaining needs on page 4546 of the Process Evaluation Report).

2) The need to reach more men, and more youth of both sexes (ages 15-24).

3) The need to strengthen educationa interventions on gender issues.

4) The importance of taking advantage of the trained mae and youth promoters
in those communities that worked with them, to keep these promoters engaged
with the program.

Discusson

All aub-projects in Phase Two include educationd ectivities & the community leve,
determined by a diagnoss of reproductive hedth needs conducted just before the
negotiation with the hedth center. Current plans only cdl for involvement of the femde
CBO promoters.  The content of these activities has been shaped by needs expressed by
both CBO members and the hedth sector. They will not necessarily include more work
with men and youth, more focus on gender issues, or even reinforcing the reproductive

hedth knowledge needs identified in this evaluaion. The following recommendations
are designed to meet these needs.

o Toimplement a communications program with the following goals:

= Develop messages that support efforts to expand coverage on the part
of the CBO promoters and others replicating the program, by lessening
resstance to the program’'s educational messages and creating demand
for the program in new communities.

» Renforce hedth-protective knowledge, attitude and behavior changes
on gender and reproductive hedth issues. Besdes providing both
CBO promoters and women with educationdl inputs, this program
would dso focus on youth and to men, for whom Phase One activities
had lessimpact.

= Involve CBO promoterss, and mde and youth promoters, in
competitions as a mechanism to develop radio programns and
educationa videos.

o To involve male and youth promoters trained by Reprosalud as much as
posshle in Phase Two education and training activities, including the
community-level workshops, and negotiate recognition for them as MOH
community agents.

o To continue to work with men. Community-level respondents universaly
recommended continuing work with men. Men's involvement is key to
achieve the god of creaing a sustainable change in the culture of the
community regarding reproductive hedth and gender issues.  Furthermore,
data from the process evauation suggests that the support from locd
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authorities is gstronger when they are involved in educationd eactivities for
men. Increasing the level of support from locd authorities is extremdy
important to the advocacy program during the next four years, and a key
factor in the sustainability of the program after Reprosaud ends.

Evaluation and monitoring

To strengthen the evaluation and monitoring component of the program:
See dl of Section G in the process evauation report for afull discusson.

(0]

Improve oversight by hiring an evauation and monitoring director

0 Andyze the whole database of 70 communities to compare results by

depatment. The findings on depatmental differences from the cost
effectiveness study were not reliable because of the smdl sample size.

Devote increased resources to collection of quditative process and impact
data, adding evaluation questions pertinent to the advocacy program and
to replications. Monitor unplanned benefits from the program such as
lives saved, and women dected to loca offices.

Improve the results and indicators framework as suggested in the attached
anex. Develop improved Intermediate Results and indicators for the
advocacy program.

Additional Research

To conduct studies that would advance the state of knowledge in the
reproductive health field and inform replication efforts. Reprosalud—with
its current budget and staff—could not undertake these studies. If USAID or
other stakeholders decide to gather the resources to carry out any of them, the
efforts should be organized in a way as not to creste added burdens on the
Saff.

o

Compare the costs of Reprosalud for each percentage gain in usage of
sarvices above the gains of comparison communities with those of a
program that improves access and quaity of care in hedth services.

Cary out a cost-benefit anadlyss that takes into account the sustaingble
effects of the program both in the intervention communities, and in
communities where replication takes place.

Compare the results in communities with and without autodiagnosticos.

Evduate the extent and qudity of MOH replication of the program in
Ucaydi and San Martin, where MOH was trained to replicate the program
and supervise the CBO promoters after Reprosalud’ s withdrawal.

Compare the results of Reprosalud with communities where the program
works with both men's and women's CBOs smultaneoudy, and
strengthens the component on gender issues.

The findings from the impact dudy on the differences between
communities with both income-generation and reproductive  hedth
components, and communities with only reproductive hedth, were
ambiguous because the sample size was too smdl. It would be useful to
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manipulate the larger database of 70 communities to see whether more
reliable findings could be generated.
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SHARED AND UNSHARED PRIORITIES
IN THE ADVOCACY PROGRAM

The following chart reveds the man areas of shared and unshared priorities expressed by
hedlth authorities, hedlth providers, and promoters.

Key:
. boxes on the left: MOH priorities not shared by Reprosalud.
______ boxesin the middle: shared priorities.
boxes on the right: Reprosalud priorities not shared by MOH.
---------- boxes. patidly shared category “culturdly appropriate inditutiond
births.”
Figure 8: Shared and Unshared Priorities
REPROSALUD/CBO PRIORITIES
M OH SHARED PRIORITIES Professionals
[ maTERNAL births
ok .= -I I\/IORTALITYJ
ieving _
gg\(;/gr ae in " Full coverage for I
A pre-nata care Culturaly appropriate
" inditutiond = — — — ingtitutional births
= childbirth
| - J Tregment of life- ]
- threatening STIs (eg. Tredment
Many other maternal- syphiliy and carvica I of RTIs &
child hedth and cancer STls (not
issues, eg. meades A ening)
vaccination campaign I Access to family
a time of study. ~ planning methods _ Free or reduced codt
treetment and medi-
cnes for  cevicd
cancer, STIs, & RTls
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Figure 9: Essential Communications Flows in Advocacy Program, Phase Two
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Table 7: Synopsis of General Recommendations to Reprosalud

i.e. response to a general,
open-ended question

Expansion of Coverage

Promoters; Local Authorities

39
Continue with Phase One CBO Members; Local Authorities
39
Coordination w/ DISA / MINSA Health Authorities; Providers
32
More Supervision & Training of Promoters; Health Authorities;
CBOs Promoters 30 Providers
More Work w/ Men, Couples, Promoters; Local Authorities
and Family 27
More Work w/ Youth Promoters; Local Authorities;
CBO Members
18
More Coordination between RS, Promoters; Local Authorities
Health Authorities, & Local
Authorities 15
Sharing RS Methodology w/ Health Authorities; Other RH
MINSA &/or NGOs (Training Programs
Staff & Promoters) 14

a4




ANNEXES

Table 8: MOH Limitations and Financial Issues

|Barriers Related to Under-funding (Total = 25)

Financial Deficient Supply of|Limited Limited Cultural Employees' [Continuity of [Service Language
Limitations, |Medications and |Personnel [CommunityfSensitivity lack of Personnel in |Problems |Barriers
Budget FP Methods (General [Outreach [(Childbirth interest and |positions and (Need of
(Includes and Customs) motivation (AdministrativelManagement|Bilingual
Infrastructure Specialized) Problems) Personnel)
& Equipment)

Ancash

Health Authorities 4 1 1

Providers

Ayacucho*

Health Authorities 3 1 1

Providers 1 1 1

Huancavelica

Health Authorities 4 1

Providers 1 1 1

La Libertad

Health Authorities 3 1

Providers 2

Puno

Health Authorities 1 1 1

Providers

TOTAL 17 4 3 1 3 2 2 2 1
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Table 9: Impact on Women

More "Takes care of |[More use| Use of Can Better More No or
knowledge| her health" of Family |communical communi- political |very few
about RH (Includes services| Planning te w/ cation & |participation| changes
Better hygiene, Provider / |relationship
RTIs and ETS) makes with
Demands &| spouse
Give
Feedback
Health Authorities 10 5 6 3 3 1 1 1
Providers 8 4 7 2 1 1 1 1
Local Authorities 2 5 3 3 1 5 2 4
CBO Members 19 18 11 15 7 2 2
TOTAL 39 32 27 23 12 9 6 6

Table 10: Impact on Men

Insufficient | Positive Positive | Increased |Decrease| Improved |Increased| Men's Improved
Impact on |Attitudes in | Change in | RH Health of Self-care & | yse of |Domestic | Dialogue &
Men Gender Family Care Domestic| Hygiene | ggryices Help |Communica-
Relations | Planning | Knowledge | Violence |(prevention by Men & tion with
(General Use& & & Rape of STDs) y
Statements)| Attitudes | Education Women ng;nme.? g&
iy
Health Authorities 2 6 5 5 6 3 4
Providers 7 4 3 4 2 1 3
Local Authorities 5 5 5 2 1 6 3 2 2
CBO Members 11 11 7 4 6 1 1 6 2
TOTAL 25 26 20 15 15 10 9 8 7
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Table 11: Did Reprosalud Have an Impact on Use of Services?

Table 12: Changes Implemented in Services to Improve Quality

HEALTH AUTHORITIES & PROVIDERS

Partially Due No/
Due to
Reprosalud to Unclear Other

P Reprosalud Reason
Ancash 3 1 3
Ayacucho 5 3 1
Huancavelica 2 6 3
La Libertad 5 1 1
Puno 3 3
TOTAL 18 13 5 4

According to Health Professionals

CHILDBIRTH TOPICS
Increase
Better access
Provider Provider treatment through New
attends home adapts to Free (more More hours, more services, | Less waiting
births or home cultural childbirth | "friendly”, more Quechua personnel, RTIs, time, more
prenatal preferences  services responsive) speakers etc. violence efficiency
Ancash 1 4 3 4* 1
Ayacucho 3 2 1
Huancavelica 2 5 4 2 2 1
La Libertad 1 4 1 5 3 2
Puno 2 1 1 2 1
TOTALS 4 18 8 10 3 7 2 2

* provider dismissed staff offenders
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Table 13: Combined Effectiveness Indicators Constructed for the Cost Analysis

Resultsgrouping

Indicators

Description of combined indicator

SO: “women make greater use
of reproductive health services’

a) Women receive prenatal and birth
cae from trained  personnel.
(Indicators 1 and 2)

b) Women in a relationship who use
contraceptive methods when they
realy need them (excluding those
who do not use contraceptive methods
for reasons relating to values 02 to 08,
20 and 21 in question 214); new
indicator: based on questions 211 and
215.

"Integral” indicator, which gives a weighting
of 50% to each of the two following
combined indicators:

a) one ranging from 1 (% of women with
children under the age of 3 receiving one of
the health services in &) of the preceding
column) to 2 (% of women with children
under the age of 3 receiving both of the|
servicesin a) of the preceding column.

b) one ranging from 1 (% of women in a
relationship who need to use contraceptive
methods and replied 'no' to question 211 but
'ves to 215) to 2 (% of women in a
relationship who need to use contraceptive
methods and replied 'yes to question 211).

IR 1 IR 11 and IR 13 (a
combination of the three for
women): “women have more
equitable gender relationships
with  their partners and
families', "women strengthen
their capacity to bring about
changes in their gender
relationships’; “women and
men have greater knowledge of
gender equity”

Women who take key family
decisions  with  their  partners
(indicators 7, 9 and 11), who have
good communication on sexual issues
with their partner (indicator 13) and
who believe that daughters and sons
should be educated to the same level
(indicator 21).

Combined indicator ranging from 1 (% of
women in a relationship who fulfill only one
of these assertions) to 5 (% of women in a
relationship who meet all five)t

10 nitially, acombined indicator ranging from 1 to 7 was proposed, and included two additional indicators:
(i) women who believe that their work outside or within the home is asimportant as the work done by their
husband (a combination of indicators 19 and 20); and (ii) women who have frequently talked with their
partner about STDsin thelast 12 months (indicator 13.1). However, these indicators were considered for
developing an alternative indicator, given that the number of void replies to the questions which made them
up resulted in the number of cases dropping significantly.
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Results grouping

Indicators

Description of combined indicator

IR 12 and IR 13 (a
combination of the two for
men): “increase in positive
attitudes and practices of men
in their relationship with
women and  with  their
families', "women and men
increase their knowledge on
gender equity"

Men who believe that women should
not be physically assaulted (indicator
17), who believe that they cannot
demand sexual relations if the woman
is unwilling (indicator 18); and who
believe that daughters and sons should
be educated to the same level
(indicator 21.1)

Combined indicator ranging from 1 (% of
men in relationships who fulfill only one of
these assertions) to 3 (% of men
relati onships who meet all 3).**

in

IR 2, IR 21, IR 22 (a
combination of the three):
"women have a greater capacity
to access RH services',
"women improve their capacity
as end consumers of formal
health services', "increase in
the positive appreciation of
women's health within the
home and within the
community”.

Women who do not forego access to
health services through lack of income
(new indicator: question 502a, reply
'no’), women who look after their
health for a feeling of well-being
(indicator 32) and women who have
invested in health in the last 12
months.

Combined indicator: ranging from 1 (% of
women who fulfill only one of th
assertions) to 3 (% of women who fulfill all
three).

1 Initially, a combined indicator ranging from 1 to 5 was proposed and included two additional indicators:
(i) men who believe that both should look after the children when they areiill (indicator 18.1); and (ii) men
who believe that their work out of or in the home is as important or less important than that of their wives
(a combination of indicators 19.1 and 20.1). However, these indicators were considered for developing a
separate alternative indicator, given that the number of void replies to the questions that made them up
resulted in asignificant reduction in the number of cases.
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Resultsgrouping

Indicators

Description of combined indicator

IR 12 and IR 13 (a
combination of the two for
men): “increase in positive
attitudes and practices of men
in their relationship with
women and  with  their
families’, "women and men

increase their knowledge on
gender equity”

Men who believe that women should
not be physically assaulted (indicator
17), who believe that they cannot
demand sexual relations if the woman
is unwilling (indicator 18); and who
believe that daughters and sons should
be educated to the same level
(indicator 21.1)

Combined indicator ranging from 1 (% of
men in relationships who fulfill only one of
these assertions) to 3 (% of men in
relationships who meet all 3).

IR 2, IR 21, IR 22 (a
combination of the three):
"women have a greater capacity
to access RH  services',
"women improve their capacity
as end consumers of formal
health services', "increase in
priority given to women's
health within the home and
within the community”.

Women who do not forego access to
health services through lack of income
(new indicator: question 502a, reply
'no"), women who look after their
health for a feeling of well-being
(indicator 32) and women who have
invested in health in the last 12
months.

Combined indicator: ranging from 1 (% of
women who fulfill only one of th
assertions) to 3 (% of women who fulfill al
three).
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Table 14: RH Effectiveness Ratios at National Level

BASE LINE MIDTERM EVAL. I mprovement %
Comp. | S+A | Comp. | S+A | Comp.% | S+tA% | Difference”

la(S0) 104 104 1.30 143 2541%| 37.75% 12.34%,
Ib (SO)*? 1.83 1.86 1.91 197  185%  321% 1.37%)
1 (S0)¥ 146 145 161 167 1023% 1558% 5.35%)
I1(R1,IR11 IR13) 150 157 163 197  884% 2534% 16.50%
Nl (IR1L2, IR13) 2.09 2.08 2.03 220 -035%  6.77% 7.12%
IV (IR2,IR21,IR22) 160 154 151 171 -546%  10.80% 16.26%
Global Indicator ” 1.66 1.66 1.71] 1.89 2.83%| 14.04% 11.22%

al(SO)=[1a(SO)+1b(SO)]/2
b/ Global Indicator =[ 1 + 1l + 11l +1V]/4
¢/ Improvement % = [ (BASE LINE) Indicator / (MIDTERM EVAL.) Indicator ] — 1, for each CBO group.
d/ Difference = Improvement (S + A) —Improvement (Comp.).

Table 15: Cost Per Beneficiary for the Main Activities of The Reprosalud
Program
(Soles at January 1995 value)13

REPRODUCTIVE MICROCREDITS PRODUCT DEVELOPMENT
Total Cost per Total Cost per Total Cost per

REGIO Total Cost Benef Beneficiar Total Benef Beneficia Total Benef Beneficiary
Ayacuc 2,116,278 1823 116.0 62,327. 17 350.1
Huar 2,061,320 1535 134.2 82,966. 10 821.4
Huancave 2,071,072 2282 90.7
Trujill 1,498,411 1640 91.3 1,568,045 316 494.9 48,978. 40 1,224.
Lima 667,861. 382 174.5
Pun 1,783,724 2036 87.5 1,581,409 302 522.9] 102,789. 13 767.0
Juliac 1,735,201 1844 94.0 59,783. 12 470.7
Tarapo 1,042,694 1243 83.8 927,620, 253 365.3| 142,917, 61 2,342.
Pucall 1,410,905 816 172.7] 1,874,846 411 455.9 82,162. 52 1,580.
Tota 14,387,469 13604 105.7] 5,951,921 1284 463.4] 581,926. 69 839.7

12 Because of the way thisindicator on family planning use was constructed, it gives very different results
from the impact study, which shows a 13% risein use of a contraceptive method in Reprosalud
communities and a 4% rise in comparison communities, and a 15% greater likelihood, according to the

odds ratio, that women from Reprosalud communities would use a contraceptive method. The impact study
ismore precise.
13 Exchange rate for 1995 solesis 2.18 soles.
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