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The purpose of EngenderHealth's five-year cooperative agreement (C.4) with the C.S. 
Agency for International Development (CSAD) (1998-20033. entitled Programfor VSC 
and Relared Reproductive Healrh Services. was to provide global leadership tn 
sterilization. other long-term contraceptive methods. and postabonion care. and to 
increase the availability and use of hospital-based and clinic-based iamily planning 
services. This project represents the final agreement between USAID and 
EngenderHealth (formerly AVSC International) among several such a-geements. dating 
back to the early 1970s. Over this time. CSAID has generously supported 
EngenderHealth's mission to work worldwide to improve the hves of indiv~duals b) 
making reproductive health services safe. available. and sustainable. 

This report presents and highlights key accomplishments and pro,pnvnatlc results 
achieved by EngenderHealth through both global leadership and field-based activities 
supported by this CA during the period 1998-2003. t S o m  activities we= b e g n  during 
prior agreements, but the report is based on dam collected under this CA.1 

This report consists of four sections. The first begns with an overview of the C.4. its 
results framework, and a review of funding and cost-sharing. to set the context and the 
resources available for our work. The second section presents county case studies for 
selected country programs supported under the CA. Each case study presents a brief 
review of family planning and reproductive health policy and trend data from 
Demographic and Health Survey (DHS), followed by a review of EnpderHealth's 
inputs and results based on monitoring and evaluation data and wud~es. The counmes 
represented include those in which EngenderHealth had a consistent presence throughout 
the CA. The third section highlights selected global leadership initiatives and rheu results 
in postabortion care (PAC). quality improvement (QD. infonrpd choice. Men As P m n  
(MAP). and vasectomy, and discusses issues related to sustainability, as examined in 
Mexico and E-qvpt, where EngenderHealth had programs that ended. 

The final section of this report presents data for fiscal year 2002-2003 for several key 
indicators in EngenderHealth's results framework and five-year trends for service and 
site statistics. This report. therefore. is intended to satisfy the requirement for the end-of- 
project report, as well as serving as the annul report for the fifth and final reponing 
period under the CA. 
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OVERVIEW OF 
THE COOPERATIVE AGREEMENT 

The CA had two basic objectives: to add to the state of the art (SOTA) in technical 
knowledge concerning issues important to the delivev of clinic-based family planning 
and reproductive health services through global leadership acti\ities and to expand 
the availability of those services in selected countries. For the most pan. the global 
leadership agenda was supported by annual allocations of core funding from the 
Service Delivery Improvement Division (formerly the Family Planning Senices 
Division) of U S A D S  Office of PopulationlReproductive Health. Field-base& activities 
were supponed by USAID missions through annual allocations of field-suppn funds. 
Field-based activities were driven by the strategies and needs of the USAID missions and 
host-country counterparts. At the country level. two imponant areas of senice deliveq 
were identified for EngenderHealth's primary focus: sterilization and P.4C. 

The global leadership agenda was designed to be relevant and to support the needs of 
field programs. Conversely, the field-based presence was essential f~ sening as the 
testing ground for the global leadership objectives. Through this interplay of global and 
field activities. EngenderHealth was able to mobilize our expenise and field-based 
presence to provide technical leadership in che field of clinic-based famil! planning and 
reproductive health services. while building the capacity of partner instirutions to expand 
and provide quality services. As a result, thousands more senicedelivery facilities are 
offering women and men choices that they otherwise would not have had. and these sites 
have contributed to meeting u n m t  demand for family planning senices. 

GLOBAL 
LEADERSHIP 

The global leadership agenda for this agreement consisted of he following topics, each of 
which was led by a headquartembased team that coordinared work with En,snderHealth 
country offices and other collaborafing agencies. These topics are briefly described below: 

As the cennal focus of EngenderHealth's mandate and niche rhroqh the years. this global 
program provided leadership and special anention to emerging issues in clinical service 
delivery and ensured h a t  EngenderHealh staff and country p r o p m  had a solid ground in 
the fundamentals of clinical care. Under this CA. EngenderHeaith continued to condua 
research and develop SOTA materials for family planning service delivery. E-xamples were 
the publication of Conrraceptise Sreri1i:arion: Global Issues and Trends. So-Scalpel 
Vasectomy: An lllustrared Guide for Su'gem. 7hird Edition. and .Wir i Inpror~  for 
Female Steri1i;ation: An lllusrrafed Guide for Service Providers, as well as research on the 
effectiveness of vasectomy clinical methods and the de\elopmnt and implemntation of 
approaches for revitalizing vasectomy pro,orams. 
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INFORMED CHOICE 
A cornerstone of our work under the CA was to promote and ensure informed choice in 
service deliver).. We convened a Global Informed Choice Working Group in Bellagio, 
Italy, in 1998 to explore the challenges to informed choice and to formulate strategies for 
change. We published a report of the deliberations and resulting recommendations, which 
set out a bold framework for conceptualizing informed choice more broadly, taking the 
social and rights context into consideration. We pilot-tested a country leadership initiative 
to foster a social and policy environment for informed choice and a client-centered service 
culture. This work served as the foundation for the provision of technical assistance to 
USAID missions and country pro-gams to ensure their compliance with the Tiahrt 
Amendment after it was enacted in the 1999 Foreign Operations Appropriations Act. 

These activities identify broader informed choice problems and vulnerabilities and help 
program planners develop strategies for improvement. After field-testing and revision, 
the tools tested under this initiative were packaged and published as Choices in Family 
Planning; Informed and Volunra~y Decision Making (called the informed choice tool- 
kit). Another major activity was the development, field-testing, and publication of 
Comprehensive Counseling for Reproductive Health: An Integrated Curriculum, which 
puts the concept of integrated reproductive health services into practice. 

QUALITY IMPROVEMENT 
Under this CA, EngenderHealth continued to develop and refine a package of approaches 
and tools for use by programs in efforts to continuously improve and sustain the quality 
of services. The package included the following: 

Facilitative Supervision Handbook 
Using the Whole-Site Training Approach to Improve Quality 
COP.!? Self-Assessment Guides for Reproductive Health Services 
COP.!? for Maternal Health Services: A Process and Tools for Improving the 
Quality of Maternal Health Services 
Communiry COPE?: Building Partnership with the Community to Improve Health 
Services 
Cost Analysis Tool: Simplifying Cost Analysis for Managers and Staff of Health Care 
Services 

Many of these tools were pilot-tested under the previous CA. A major part of the QI 
agenda for this agreement was not only to disseminate and scale-up use of these 
approaches and tools in programs, but also to evaluate their impact on service quality 
(and if possible, utilization). Therefore, QI was a high priority in EngenderHealth's 
evaluation and research agenda. EngenderHealth also assisted other global and bilateral 
projects to use or adapt these tools in their programs. For example, PRIME adapted 
facilitative supervision for supportive supervision as a key nontraining intervention 
identified through performance improvement approaches, and P R I S M I G U ~ ~ ~ ~ '  expanded 
COPE throughout sites supported by the Ministry of Health (MOH). 

MEN AS PARTNERS@ 

During the CA, EngenderHealth continued to advocate for male involvement and gender- 
sensitive pro,&ng in reproductive health. Growing from our efforts to improve 
access to vasectomy, our Men As partnerse (MAP) program developed a framework for 

I A bilateral project managed by MSH. 
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taking a comprehensive and holistic approach to addressing gender issues and involving 
men appropriately in reproductive health care. EngenderHealth's work addressed 
attitudinal barriers that hinder men's constructive involvemnt in reproductive health and 
provided men with access to information and services that prevent pregnancy. including 
vasectomy. EngenderHealth developed a comprehensive Men's Reproductive Health 
Cuniculum, the first of its kind, and developed several M A P  p r o v n :  guidelines. 

EngenderHealth built on the PAC expertise we have developed since 1993 to expand and 
refine approaches to introducing and scaling up comprehensive services. To accomplish 
this. we conducted an array of applied research studies. including operations research on 
integrated PAC services in rural areas of Senegal. research on the d s  of adolescent 
PAC clients in the Dominican Republic and Malawi. and exploration of pain 
management for MVA treatment. In 2000. in collaboration with Ipas. u e  conducted an 
international workshop in Mombasa Kenya about taking PAC senrices to sa le .  This 
workshop brought together 140 professionals representing MOHs. nongovernmental 
organizations (NGOs), technical assistance and donor agencies, and research institutions 
from 21 countries, and resulted in country action plans. The workhop format was 
subsequently replicated in Latin America and Francophone Africa. EngenderHealth also 
developed Counseling the Posmbom'on Clienc rl Training Curriculum. This curriculum 
presents a training approach that helps providers interact with postabortion clients 
immediately before, during, and immediately following the procedure. mognizing that 
while doctors and nurses are not expected to provide full-fledged "counseling." they have 
a number of oppormnities to offer clients essential information and support. The 
combination of didactic and clinical practicum sessions builds communication skills and 
addresses how to meet clients' needs for information. confidentialir). privap. and 
dignity. EngenderHealth was a founding member of the PAC C o n x ~ t i u m  wac its chair 
from 1999 to 2001, and was an active panicipant throughout the C.A. 

HIV AND SEXUALLY TRANSM~TED INFECTIONS 
Although HN and sexually transmitted infections (STIS) were not inchded in the global 
leadership agenda when this CA was first awarded, given their imponme. we created a 
program to support efforts at integrating HIV and STI prevention into family planning 
programs. The first step in this process was to conduct a series of workshops with 
EngenderHealth staff to i n d u c e  HNISTI integration issues and develop integration 
work plans for counfry programs. EngenderHealth then trained family planning mnm 
and providers in Bangladesh, Cambodia Ghana India Kenya Kigeria and Senegal in 
integrating H N  and ST1 prevention into family planning counseling. 

In addition. during the course of the CA to support work at the field level. we produced 
publications addressing integration and orher issues, including: 

Inregmrion of HIVAT1 P ~ ~ Y c N ~ o ~ I .  Sexuality, and Dual Prorecfim in Farnib Planning 
Counseling: A Training Manual 
lnregmtion of Family Planning and VCT Sen*ices: Program Planning and Tmininr 
Manual (field tesr draft) 

The Rights of Clienrc and Pror.iders to sofq and Dignie: Prmenhng Hn' Tmn- 
smission and Reducing AIDS Stigma in Healrh Care Senings 

We also developed  COPE^ for Voluntary Counseling and Testing Senices and COPE? for 
Sexually Transmitted Infection Management, as well as counseling reference cards for 
management and prevention of Slls and reproductive a t  infections (RTIsl. In parmenhip 
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with the Population Council, the International Partnership for Microbicides, and the 
University of Cape Town's Women's Health Research Unit. EngenderHealth conducted 
research in South Africa to identify sociocultural and structural issues likely to be potential 
barriers or facilitating factors for the introduction of microbicides, focusing on populations 
in low-resource settings. Preliminary data analysis was completed at this writing, a disse- 
mination meeting was held in Washington with USAID and CAs in September 2003, and a 
full report will be completed by the end of September 2003. 

In addition, the following support functions were funded through core funds: 

Monitoring and Evaluation. EngenderHealth continued to refine monitoring and 
evaluation processes in support of the use of data for decision making within the agency 
and with partners, as well as for documenting and disseminating programmatic initiatives. 
Activities included development of an integrated database for work-planning and reporting, 
special evaluation studies, and technical assistance and capacity building at the country 
level. 

Research. EngenderHealth supported applied research studies exploring knowledge, 
attitudes, and practices of providers and clients and improved service-delivery modalities 
and approaches. Technical assistance and capacity building of partners were integral to our 
research activities. (See the list of all such studies in Appendix A,) 

Publishing. Publishing supported all global leadership activities, ensuring the production 
and dissemination of cost-effective, highquality publications. (See Appendix B for a list of 
the publications produced.) 

FIELD PROGRAMS 
Over the course of the CA, EngenderHealth supported activities in 26 countries (see 
Table 1). Of the 26, 10 countries received some support continuously during the five 
years. Activities were discontinued in countries where major activities had been 
underway (Guatemala, Paraguay, Uganda, Indonesia, and Egypt), as a result of the 
consolidation of assistance under a bilateral program, and two additional country 
programs were graduated from USAID support overall (Mexico and Turkey). An 
additional nine countries (Colombia, Egypt, Kazakhstan, Kyrgyzstan, Moldova, Russia, 
Ukraine. Uzbekistan, and Moldova) received small amounts of core funds for small-scale 
activities or for phasing down prior funding. (These countries are not listed in Table 1.) 

USAID'S field-support mechanism for funding support of country activities came into 
effect in full during this CA, and in part explains funding variations from year to year. 
Because field-support funding was provided at the directive of USAID missions, the 
field-support mechanism promoted a stronger link between global CA activities and 
USAID mission strategies and programs. However, the field-support system also resulted 
in year-to-year fluctUati0ns in funding levels and scopes of work regarding 
EngenderHealth's role in particular countries, and at times hampered the implementation 
of long-term strategies and the ability to evaluate impact and results. For the most part, as 
this report demonstrates, when pro,pm resources remained steady or grew, there was an 
attendant increase in access and utilization of services (as evidenced through program 
statistics). 

The main purpose of field support funding in most countries was to expand sites offering 
clinical family planning service delivery, including sterilization services. Twenty-two 
countries had PAC initiatives (including non-USAID-funded activities). Given the focus 
on service delivery overall, EngenderHealth applied a few key approaches to field-based 
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Table 1. Country Programs Supported' through USAlD Global CA I HRN-A-00.98-00042-00 
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service programs. These were applied whether a program was in the early stages of 
development (e.g., Cambodia and Nigeria), in an expansion mode (e.g., Bolivia, Ghana, 
and Honduras), or at the consolidation or mature stages (e.g., India, Jordan, and Nepal). 
Applying these approaches or strategies was intended to build a foundation for 
sustainable programming. 

ADDRESSING CLIENTS' RIGHTS AND PROVIDERS' NEEDS THROUGH 
QUALITY IMPROVEMENT 

The clients' rights-provider needs framework shaped our work throughout all regions. 
EngenderHealth introduced QI approaches built upon the chents' rights-provider needs 
framework as an integral part of service expansion strategies. The approaches are based on 
the principles of developing a customer mindset, creating staff involvement and ownership, 
emphasizing improved processes and systems, being costconscious, and promoting 
continuous learning and sustainable capacity. EngenderHealth developed and transferred 
the capacity of in-country partners to assess quality issues, solve problems, and monitor and 
evaluate the reproductive health services they provided. Clients' rights were further 
addressed through informed choice initiatives, counseling training, development of client 
information and counseling guidelines, improvement of the quality of client-provider inter- 
action, and mention to the specific needs of underserved populations (e.g., men, pregnant 
and postpartum women, and postabortion clients). Providers' needs were further addressed 
through competency-based training, development of technical and training materials, and 
service-based operations research to find ways of improving clinical services. 

Country offices and programs were mainly or entirely comprised of local staff with 
significant experience and reputations in reproductive health, counseling, and clinical 
services. EngenderHealth joined with incountry institutions such as MOHs, social security 
institutions, and NGOs to build capacity to deliver sustainable quality services. Capacity- 
building efforts included involvement in assessments, development of QI and quality 
assurance systems, training of trainers and service providers, and overall development of a 
"systems approach" that ensured coordination of the functions and tasks of service delivery 
(including training, management, supervision, referrals, infrastructure), so providers could 
respond to customers' needs. EngenderHealth focused efforts with our local partners on 
developing sustainable services and systems. We also stressed linking increased availability 
with QI capacity building to ensure that access did not outstrip the system's capacity to 
address quality-of-care concerns. 

SITE READINESS 
Attending to the fundamentals of facility-based care is the ultimate keystone of success and 
sustainability. Without them, no amount of innovation or best practices can be integrated 
into programs. Care, concern, and specialized knowledge and skills ensure that the 
fundamentals are in place, including informed choice, safety for clinical techniques and 
procedures (including anesthesia regimens and infection prevention [IF]), and quality 
assurance and management. Throughout the CA, EngenderHealth focused its expertise on 
these fundamentals. We did so by providing a basic package of technical and financial 
support, to ensure that facilities were ready and equipped to provide quality services. The 
support included training in counseling, IF', and clinical skills; upgrading of facilities 
including minor renovations, provision of supplies and equipment, and improvement of 
client flow; establishment of site-level protocols for client record keeping, referrals, follow- 
up, and cost recovery; and site-based QI approaches such as COPE and facilitative 
supervision. 
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RESULTS 
FRAMEWORK 

At the beginning of the C.4. EngenderHealth developed a results f m w o r k  that has 
been grouped into the four concepts consistent with other USXlD results t i a m e w o ~ :  
availability, quality, and use of family planning and reproductive health senices, 
and capacity building for those services. Figure 1 maps EngenderHealth'r results to the 
USAIDlPHNlFPSD Strategic Objective and displays six EngenderHealth results by 
the four concepts listed above. Section Four of this end-of-project repon presents data for 
N 2002-2003 and five-year trends for service and site statistics. 

Figure 1. EngenderHealth Results Framework 
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BUDGETIFUNDS 
LEVERAGED AND COST SHARE 

EngenderHealth's CA was supported by funding from the Office of Population and 
Reproductive Health. Funding included central funding from USAID Washington to 
support our global program initiatives, as wel: as field-support funding from country 
missions to support in-country activities. Throughout the term of this agreement, 
EngenderHealth leveraged the USAID funds to provide additional resources to the 
project, ultimately meeting our 25% cost-share commitment. 

When the agreement was issued, the five-year total project costs were estimated to be 
$137,673,774. In April 2003, the award was extended until March 31, 2004, and the 
estimated project costs were decreased to S100.000.000. As of June 30, 2003, funds 
obligated totaled $96,191,565. EngenderHealth anticipates an additional $330,000 to be 
obligated and spent by March 31, 2004, for a total of $96,521,565. Figure 2 shows that 
between USAID funding ($96.5 million) and the EngenderHealth-contributed cost-share 
total ($29.9 million), the funds authorized and expended for the CA totaled $126.4 
million. The 31% cost share depicted below (6% more than required) leveraged federal 
resources to provide 69% of total funding estimated for the project. (Note that these 
numbers were estimated as of June 30, 2003. The final expenditures and cost-share 
information will be reported 90 days after the expiration of the agreement.) 

Figure 2. EngenderHealth total funding related 
to the CA, FY 1998-1999 to FY 2003-2004 

EngenderHealth has used three nonfederd funding sources to secure cost-share funds and 
support the CA's objectives: unrestricted funds, private grants, and contracts. 
Unrestricted funds include contributions from EngenderHealth's members, from major 
donors, and from foundations. Private restricted grants include contributions from major 
private donors and from foundations; these funds are donor-restricted for specific work 
aligned with CA activities. Contracts represent funds received from United Nations 
agencies and from private organizations that contract with EngenderHealth for services. 
As is illustrated in Figure 3, during the CA, EngenderHealth raised $10.3 million in 
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Figure 3. Nonfederal rost-share funds received during the C 4  
FY 1998-1999 to FY 2003-2004 

unrestricted funds, $17.5 million in private grants. and S2.I million in contracts, 
for a total of $29.9 million. 

The cost-share requirement has enabled EngenderHealth to expand the reach of our PAC 
activities to additional countries not supported under the CA (such as Colombia and 
Myanmar), bridge country programs between years of field suppon (such as in Guinea). 
undertake research on reproductive health issues (such as cenical ~lmcer). explore new 
clinic-based reproductive health issues (such as obnemc fistula). and address HIV more 
broadly (such as with prevention of mother-twhild  transmission^. It also helped reduce 
EogenderHealth's dependence on UShID funding from 84% to 6% over the coum of the 
five years. 

As depicted in Figure 4, 31% of the federal funds authorized were core funds for global 
leadership activities and 69% were field-suppon funds for ie-hnical and progammatic 
assistance to country p r o p r n s  

Figure 4. Sources of federal funds received 
during the CA 

I Total federal lunding496.5M 
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As shown in Figure 5, funding to EngenderHealth for the CA has been consistent each 
year. (Note: Pi 1999-2000 represents funding for 15 months, compared with 12 months 
in each other period.) The 70%-30% breakdown of field support versus core funding has 
also remained consistent from year to year. 

Figure 5. Trends in funding sources during the CA 

$0 4 
199811999 199912000 200012001 200112002 200212003' 

4 Core +Field +Total Funding 

Includes an additional 5330,000 each for core funds expected during FY 2003l2004. 
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SECTION Two 
CASE STUDIES 

This section of the end-of-project repon highlights our work and xhievements in selected 
countries around the world. Countries were selected on the basis of the foliou~ng criteria: 
EngenderHealth's long-term and continuous presence in the counm. and sustained field 
support in the country throughout the CA. 

Each case study begins with a brief description of the histor). of famil: planning in the 
country, followed by an analysis of contraceptive trends. We then discuss the \arious inputs 
and achievements during the C.4. For the most pan. these are inputs pmided with suppon 
from US.4ID through the global CA. In some cases, where LS.UD funding helped to 
leverage other funds or where it was used in conjunction with other funds. we dissuss those 
projects as well, noting the funding source. Finally, we present resulrj related to increasing 
availability, quality, and utilization of senices. 

Result 4 of EngenderHealth's results framework was "Contribution b) EngenderHealth- 
supported programs to ensure an appropriate range of contraseptive methods andla 
utilization of services within five yean in selected countries." The original intent uas  to use 
DHS studies to identif? changes in method mix and trends in srenlization prevalence.' 
However. we encountered several issues: 

In no case did the time frame for h e  DHS match the time f r a m  for our C.4. In fact. in 
most cases (Bolivia Ghana Kenya the Philippines. Tanzania and Twke)). the mow 
recent and available DHS was conducted in the fust years of our CA. 

9 Demonstrating a clear link between EngenderHealth inputs and changes in DHS 
indxatws is difficult at best. due to the multiple outside factors that influence 
contraceptive prevalence. 
EngenderHealth was not always working on direct service deliver) at a national level. 
Many of our national inputs were related to policy efforts. development of pirklines 
and standards. and institutionalization of QI approaches. among ottrrs. all of which 
ultimately affect the availability and use of services but for which dinxr relationships 
with trends are difficult to establish. 

Nevertheless, we present the DHS analysis to provide additional bazk@-wnd and context 
for EngenderHealth's work. We also atlempt to link these trends with EngenderHealth's 
inputs (where possible) by clearly documenting what our inputs have ken.  by presenting 
results related to availability and utilization, and by then drawing reawnable conclusions 
re,ding our contributions to the national or regional trends. 

EngedrHealth analyzed DHS data for all nine countries for which we developed case 
studies. DHS datasets were domloaded from the hEASLRE DHS+ website (hnplN 
www.measuredhs.co~ into SPSS. For all countries. we ured the DHS El sandardized 
questionnaire and individual recode data files for analysis. 

We recored techmcal assistance fmm John Ross in ihe analysis of DHS dm.  
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The case study countries reflect the broad range and reach of EngenderHealth's work in 
reproductive health services. Each country has its own unique challenges, systems, and 
solutions. Together, they show what can be accomplished with sustained support over time, 
highquality technical assistance, and committed local part!lers. 
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BANGLADESH: 
INCREASING CHOICE AND MNOD USE 

BY REVITALIZING STERILIZATION AND OTHER 
LONGTERM FAMILY PLANNING SERVICES 

The Government of Bangladesh has been committed to family planning since the counrr). 
became independent in 1971. In the mid-1970s. Bangladesh adopted a broad-based. 
multisectoral family planning program Sterilization was the cornentone of the public 
sector program for more than a decade. In the 1980s and 1990s. the gobernment focused 
on making a wider range of modem contraceptive methods a\.ailable. including Sorplant 
implants and injectables. 

Over its 30-year history. Bangladesh has succeeded in providing greater conmceptive 
choice to its citizens to meet their changing reproductive health needs. The dramatic 
increase in contraceptive prevalence from 8% in 1975 to 54% in 1999 and the drop in 
the total fertility rate by almost half from the early 1970s to 20 years later ifrom 6.3 to 3.3 
lifetime births per woman) constitute a remarkable demogaphic transition and a p m  
grammatic success.' Contributing factors include nrong. susrained political commitment 
to family planning, promotion of a small-family norm establishment of a %idespread 
service-delivery infrasmcture that reaches the village level. strong technical and 
financial suppon from development parmen, and increased involvement of the NGO 
sector in complementing the government's efforts and resources. 

TRENDS 
Since its peak in the 1970s and 1980s. sterilization senice performance fluctuated and 
fell off dramatically in the 1990s. Injectable conrraceptives were fmt offered through 
NGOs in 19761975 and were added to the national program in 1980-1981: the Sorplant 
implant was added in 1993-1994. As a result. overall contraceptive prevalence rose. 
However, use of sterilization declined. with incidence averaging 60.000 cases per year 
from 1995 to ~OOO.'' Health-sector reform was initiated in 1998 to integrate the health and 
family planning directorates of the Miniary of Health and Family Welfare (MOHM'! 
and to design and introduce an essential-sewices package. This marked a change for 
family planning and sterilization, which had hitherto been vertical services with dedicated 
behavioral change communications (BCC) effons and servicedelivery resources. 

DHS studies show a neady decline in the number of users of sterilization and other long- 
term methods through the 1990s and a marked increase in use of the pill and injectable. 
In 1999, the pill ranked as the most popular method. followed by the injectable. female 
sterilization. the condom, and the KD.  Norplant implants and vasectomy each accounted 
for only 05% of prevalence. 

The 1999 DHS showed the public sector to be the primary probider of LTP mehods 
(90% of female sterilizations. 86% of vasectomies, and of IUD insenions) and of 
injectables (85%): government fieldworken were the largest supplier of the pill l:45%). 

' Sational Insuture of Population R-h and Tmning. Miua d .4swciauj. ORC Yam 2001. B m g h  
dab Dmogrqhrr and Health Surw? 1999-2000. 
' Beyrn. F.. a a 1  2000. Rnicn- of rrerilizarton wn~crr in Bmglodrrh. Sew Yo*: A\'SC l n ~ c m u i a d  
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Table 2. Contraceptive prevalence in Bangladesh, 
bv method and bv vear amona women in union 

1 Lono-term methods 1 

Contraceptive methods 
Any method 1 44.6 / 49.2 ( 53.8 

Any modem method 36.2 1 41.6 / 43.4 

- - - 
Female sterilization 

1 Vasectomy 

Norplant implant 

The private commercial sector is a very important source of the pill (30%) and of 
condoms (52%). The NGO sector and private doctors and clinics still provide a small 
proportion of services and supplies. 

8.1 

1 111D I 2.2 1 1.8 I 1.2 i 
1.1 

X of modem method use 
attributed to female sterilization 

Although the public sector provides the lion's share of clinical methods, its service 
capacity has diminished with loss of providers to the system, lack of newly trained 
personnel, inadequate training capacity, and lack of leadership and management at the 
district and local levels. EngenderHealth (jointly with the MOHFW and with USAID) 
identified these challenges during the 2000 assessment, which led to the development of 
the sterilization and other long-term methods revitalization project described below. 

0.0 

22.4 I 18.3 1 15.4 

The 1999 Bangladesh DHS found that 52% of currently married women wanted no more 
children. Among those surveyed, 15% reported that they were not currently using 
contraception and either wanted no more children or wanted to wait at least two years 
before having another child. Seventy-one percent of women who were not using a family 
planning method at the time of the survey stated an intention to do so in the future. One- 
third of births in the last five years either were not wanted when they occurred or were 
not wanted at all. These findings suggest a substantial unmet need both for both 
temporary and permanent family planning services. 

7.6 

1.1 

0.1 0.5 

Short-term methods 

ENGENDERHEALTH 
INPUTS AND ACHIEVEMENTS 

For nearly 30 years, EngenderHealth has provided support to the Bangladeshi 
government and to the NGO sector to improve access to and quality of male and female 
sterilization. EngenderHealth has played a vital role over the years in helping the 
government to set service-delivery standards, develop training capabilities, and introduce L 

new technologies such as MLLA and NSV. EngenderHealth has also pioneered and 
promoted counseling and informed choice as essential elements of quality services, as 
well as the use of QI tools and approaches. 

6.7 

0.5 
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7.2 

23.0 

4.3 

Injectable 
Pill 
Condom 

4.5 

17.4 

3.0 

6.2 

20.8 

3.9 



In the 1970s. we helped establish the Bangladesh Association for Voltintar?. Sterilization 
(BAVS. a local NGO) and gadually developed the national training capacity for 
sterilization by providing technical assistance to BAVS. to the Kational Institute of 
Population Training and Research, to Mohammadpur Feniliv Services and Training 
Center, to 13 medical colleges of Bangladesh (with L 3 W A  suppon:). and to the 
Assoctate in Training and .Management (.4lTAM) Welfare Orpnization (the onl) %GO 
sterilization training center in Bangladesh). These EngenderHealth-supponed institutions 
trained hundreds of governmental and nongovernmental surgical teams to perform 
sterilization and to counsel clients about their conuaceptive choices. EneenderHealth 
inputs contributed significantly to increased service capac i~ .  which delivered nsing 
numbers of sterilization services from the early 1970s to the mid 1980s (when incidence 
peaked at more than 500,000 procedures per yearj.' 

From September 1997 to June 2002. EngenderHealth managed the bilateral Quality 
Improvement Partnership (funded by USAID), which provided suppon to the Sational 
Integrated Population and Health P r o m  in the NGO sector. This was a project funded 
outside of EngenderHealth's global C.4. but is one that offered lessons leaned and 
capacities to subsequent USAID field-suppon-funded work. The major results were the 
establishment of a sustainable quality monitorin: and supewision system for KGOs 
providing an essential package of services ( R n  and STI care. child health care. maternal 
health care, rational drug use, HIV/AIDS care. PAC services. and emergency obstetric 
care) and the development. production. and dissemination of an array of technical stand- 
ards, guidelines, protocols, manuals, and job aids for these essential services. The policy 
guidelines and materials helped raise levels of service quality and established a standard 
for training, services, and quality assurance. Evaluation of the project demon-strated 
increased service quality and effi~iency.~ 

To better understand DHS evidence thar sterilization performance uar continuing to 
decline despite continuing levels of unmet need. the Bangladeshi government and LISXID 
commissioned EngenderHealth to conduct an assessment with the Miniso)- of Health and 
Family Welfare in October 2000 of the availability, quality, and use of sterilization 
services. The assessment anributed the declines in pan to changes that began in the l9SOs 
(including increased availability of other family planning methods. greater communrty- 
based and household distribution, abandonment of a special focus on sterilization and of 
intense special campaigns and initiatives to boost sterilization use. and greater knowledge 
and awareness of contraceptive choices beyond sterilization).' in pan to a deterioration in 
the quality of services delivered. and in part to organizational issues (includine ieadership 
and cooperation problems between rechnical and nontechnical personnel). 

Following the assessment, EngenderHealth worked with the government to develop a 
strategy and project to revitalize sterilization senices. EngenderHealth was then provided 
wth field suppon to work with the public. NGO. and private senors to increase demand 
for and supply of quality sterilization services. 

The project (Sterilization and Other Clinical Famil?. Planning Methods SenGce Del iwp 
Project) began in June 2001 at I2 subdistrict sites in two disuicts. Inputs included 
planning and mapping workshops at the district and subdistrict levels: training on 
postpamm minilapamtomy, management of complications, ILTJ insertion. and infecuon 

Begum F. n al. ZOM) Rrrim of n c d i z n o n  wnlccs m Bmghde~h. Sew York: AVSC lot.matmnal. 
En-derHeakh. End of project rcpon, Qu+ I m p m v m t  P a m r s h i p .  Srpfcmbrr !W7-Jmc Z W 2 .  

Dhaka. Bangladesh: National Inregated Population and Heallh Pmgnrn 
' B w m  F., er al. ZDOO Revrev of svr i lkot im scnues in Banglndcsh. Ncu York AVSC lnrm,atwal. 
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prevention; workshops on counseling; community-level advocacy and BCC activities; the 
production and dissemination of public information materials; the mobilization of equip- 
ment and supplies; supportive supervisory visits; and monitoring the quality of services. 

EngenderHealth supported mobile teams to provide senices at government sites that 
lacked trained staff and also supported coaching of local doctors. We also provided inputs 
to five NGOs to increase their service capacity, and piloted fee-based NSV service 
provision in one urban site (with plans for expansion), with the aim of providing NSV 
services as one component of the male reproductive health care services. In this regard, 
one urologist was oriented to NSV, a BCC planning meeting was held, other service 
providers at the site where the urologist worked received counseling orientation, and 
BCC materials were developed for the center. 

Inputs also included: 
Support for 136 planning and mapping workshops at the district and subdistrict levels 
for more than 27,967 health and family planning staff and other stakeholders- 
including community leaders, journalists, and NGO leaders covering 1,229 unions 
(Participants generated local plans to improve the quality of information and services, 
and to reach hard-to-reach eligible populations.) 
Support for 76 counseling, IUD, and IP workshops at the district and subdistrict 
levels, which were attended by 1,356 service providers 
Support for 55 supervisory visits to provide advice to service providers on improving 
the quality of the clinical family planning services to identify gaps between standards 
and actual practice and to reduce the gaps through on-site orientation and coaching 
Technical assistance to increase service capacity: 

Provided mobile teams to 195 service sites to offer sterilization services and on- 
site training at sites that lack trained personnel by demonstrating 1,044 
minilaparotomy procedures, 584 NSV procedures, and 69 Norplant implant 
insertions 
Trained 120 physicians and 308 nurses and family welfare volunteers in 
Nbectomy and vasectomy and offered refresher training in IUD insertion, 
counseling, and IP 
Provided job aids on long-term clinical methods (NSV, female sterilization, the 
IUD, and the Norplant implant) for all health and family planning workers and on 
informed consent and decision making for all clinical service providers, as well 
as BCC materials to help providers inform clients during counseling 

o Worked with the department of logistics and supply of the Directorate of Family 
Planning and with central, regional, and district warehouses and supply officers 
on supplies and logistics at the district and subdistrict levels 

o Renovated service sites and provided equipment to five NGO sites and provided 
2-5 sets of NSV instruments to 15 government sites 
Established referral linkages with eight secondary-level referral centers 
Assisted in reorganizing services by streamlining logistic supplies, by physically 
reorganizing service delivery to ensure privacy, by supporting proper counseling 
and performance of IP according to standards, by implementing policies, and by 
strengthening supportive supervision, follow-up of clients, and local-level BCC 
activities 

EngenderHealth provided the following programmatic inputs to stimulate demand for ste- 
rilization and other clinical family planning methods: 
8 Disseminated information about the availability of services, plus locations, dates, and 

times of services, at the community level by field workers 
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Developed and distributed 2.039.400 leaflets. 1070 Tiahrc posten. and 283 s i p  
boards to inform the public about available services 
Supported 212 training and orientation sessions and updared 29.323 health care 
workers and other stakeholders. including cornmunit). leaders. journalists. and K G 0  
leaders on their knowledge and interpersonal communication skills, to strenghen 
client-provider interactions and counteract myths and misconceptions about different 
methods 
Organized and supponed 138 community-level advocacy meetings that involved 
nearly 14.000 community leaders. such as women leaders at the lowest levels of 
local governmenf journalists. and local leaden (including NGO leades!. to promote 
activities to increase access to information. to involve men. and to dispel miwon- 
ceptions about clinical and permanent methods 

With support from the AsiaRJear East Bureau of MDnVash~ngton in 2002. 
EngenderHealth pilot-tested its Informed Choice Toolkit. The introduction involved a 
workshop with managers. trainers, and service providers at which job aids to strengthen 
informed choice in service delivery were introduced and action plans developed. A 
follow-up workshop in 2003 assessed the impact of the toolkit's introduction on 
panicipants' understanding of informed choice, their attirude and practices. and pro-gess 
and problems encountered in implementing their action plans. Tk foilow-up workshop 
revealed the following achievements: 

Job aids to help clinical providers and field workers better inform clients about heir  
family planning options were developed. 
Community meetings were held on sexual and reproductive health top~cs to increase 
public awareness. 
Staff orientations were conducted on informed choice and client decision making 
Health educaion classes were held for men who were accompanying their wves for 
family planning or reproductive health services. 
Family planning counseling was integrated into antenatal service delivery. 

(See also Section ?-Global Leadeiship) 

Finally, EngenderHealth was able to leverage other funding for work in repductive 
health in Bangladesh. Funding from the Packard foundation supported PAC services in 
local NGOs and government maternal and child welfare centers. From July 1998 throu& 
Daember 2002, we managed a UNFPA-funded project thar established training 
programs on clinical contraception and Rn and S n  case management. From June 2002 
through September 2003. we managed a LNCEF-funded project aimed at improving iP 
practices at 13 public-sector sites that provide emergency obstetric senices. 

RESULTS 
INCREASING ACCESS TO AND QUAUTY OF SERVICES 

Given the success of the initial pilot of the Smnghening Sterilization and Other Clinical 
Family Planning Methods Senices Project the M O W  expanded the scope of the 
project to 19 additional districts. covering 30% of the districts in Bangladesh. Steri- 
lization services are now being offered at 153 sites in 21 dismcts. From R' 2001-2002 to 
FY 2002-2003 alone. the number of sites providing sterilization services increased irom 
22 to 153. At this writing. of the 21 districts in which we had worked. 16 were directly 
covered by EngenderHealth. while the remaining five were covered by InHealth la local 
NGO supported through an EngenderHealth subagreement). 

1 9  
E N W F - P R O J E ~  REPORT FOR ENGENDERHEALTH'S PROCRAM 
FOR V O L U M A R Y  SURGICAL C3VTRACEPTlON AND RELATES REPRODUCTNE HEALTH SERWCES 



EngenderHealth is represented on the National Technical Committee for Family 
Planning, and in 2000 we facilitated policy changes regarding minilaparotomy-namely, 
a change in the analgesia and anesthesia regimen that enabled clients to return home on 
the same day as the operation, that no longer mandated an overnight stay during the 
postoperative period. and that ended the routine use of prophylactic antibiotics. 

INCREASING UTILIZATION OF SERVICES 

Preliminary results of the 12-site pilot test showed the number of sterilizations during 
the first quarter of 2002 was double the total performance for the entire preceding year. In 
Nilphamari district, the number of female sterilizations performed during the first quarter 
increased from 81 in 2001 to 687 in 2002, and the number of vasectomies rose from 
21 to 1,017. In Jhenaidah district, female sterilizations increased from 51 to 746, and 
vasectomies from none to 72. Since the project's inception, in all of the intervention 
districts, the numbers of sterilizations performed were 5-15 times greater than preinter- 
vention levels8 

From November 2001 through June 2003, 11,751 female sterilizations (2,881 in FY 2001- 
2002 and 8,870 in FY 2002-2003) and 21,208 NSVs (5.1 64 in FY 2001-2002 and 16,044 
in N 2002-2003) were provided. In addition, 4,819 implants and 20,656 IUDs were 
provided in FY 2002-2003. 

CONCLUSION 
EngenderHealth has made substantial contributions to both the public-sector and the 
NGO-sector family planning programs in Bangladesh in three clear areas: improving 
service quality, increasing training and service capacity, and increasing the use of clinical 
methods, particularly sterilization. It has also had great impact in heightening awareness 
and changing practices to improve IP and client-provider interactions and counseling. By 
establishing an ongoing quality assurance and monitoring system, it has created the 
sustainable capacity for continuous QI. 

' Data are from the EngenderHealthiBangladesh management information system and are derived from the 
government's monthly performance reporting. 
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SOUVIA: 
WORKING WITH THE GOVERNMENT 

AND WITH NGOS TO INCREASE ACCESS 
TO QUAUTY FAMILY PLANNING SERVICES 

In Bolivia, one of the poorest countries in Latin America. family planning p r o p m s  have 
enjoyed a long history. In the 19705. however. a national health proL- that 
overemphasized surgical sterilization resulted in many forced nerilizations-particularly 
among indigenous women from rural areas. As a result. the government m t e d  b) 
restricting sterilization throughout the 19705 and 1980s in all caws except to save the 
woman's life. 

In the 1980s and 1990s. new national health programs that were designed to increase the 
method mix in Bolivia and that subsidized all methods of conaep t ion  except 
sterilization began to make family planning more widely available. In 1987 and 1988. a 
government program called "Fight Against Abortion" was instated. identihing family 
planning as one of the best o p o n s  for decreasing abortion rates. In 1989. CS..UD and 
other public health institutions designed the f ist  Reproductive Health Pro!ect, with 
family planning as one of its components; it was formally established in 1990 by means 
of a bilateral agreement between USAID and the Bolivian government. A Sa~ional 
Strategy for Reproductive Health was established in Bolivia in 1993. and in 1995 this 
strategy was renamed the "National Strategy for Sexual and Reproductive Health.- 

Despite these accomplishments, throughout the late 1980s and 1990s. only a few senice 
sites in Boli\ia offered a variety of family planning methods. A number of factors have 
been working to change this. however, including the Bolivian govemment's clear 
presence at the ICPD in Cairo. Since then, with the help of CAs and local NGOs. Boliwa 
is on its way to ensuring that a varied mix of family planning senices are available to all 
who need them at all health facilities. 

Though the latest DHS survey conducted in Bolivia is five years OM the three most 
recent surveys document an impressive trend (Table 3). From 1989 to 1998. modem 
contraceptive prevalence rose by an average of 1.5 percentage points per year. and tMal 
prevalence rose by two percentage points per year--consistent with rates for most 
counmes. This nine-year period saw a general increase in the use of all methods offered 
in Bolivia, with modem method prevalence rising in each of the country's nine political 
regions (called "departments"), and with K?> prevalence rising f a w t  over che full nine 
years. (By 1998, it was twice as prevalent as sterilization.) Traditional method use rose 
sharply in the first five years bur then fell. while modem method prevalence remained 
suong, suggesting a successful substimtion of modern for uaditional methods between 
1994 and 1998. 

Among the modem contraceptive methods utilized in Bolivia from 1989 to 1998. long- 
term methods predominated in each sumey year (1989. 1994. and 1998): by 1998. the 
prevalence of long-term methods use ( I  8%) was greater than the prevalence of resupply 
methods (7.5%). 
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Table 3. Contraceptive prevalence in Bolivia, by method and by year 

I 1 1989 / 1994 1 1998 

Contraceptive method 

Long-term methods 

48.3 All methods 

IUD 

Not surprisingly, throughout this nine-year period, method mix  shifted with increasing age 
and parity toward permanent methods. Among women age aged 40 and older who had at 
least four living children, sterilization prevalence exceeded that of the IUD. However, 
sterilization also saw a more general increase over time; among women aged 45-49, 
sterilization use more than doubled over the nine years, from 5% in 1989 to 12% in 1998. 
Over time, IUD use increased the most among women aged 25-29, from 6% in 1989 to 
more than 14% in 1998. 

6.5 

Short-term methods 

30.3 

1 I 
4.6 Female sterilization 

4.8 

- - -  
split between public and pri- 
vate. For all other modem Space 
methods (each relatively little 
used by Bolivian women), Limit 

pharmacies were active s u p  Total 24.2 27.6 

45.3 

25.2 

4.4 

Injection 
Pill 

Condom 

Total no. of women in union 

%of modem method use 
attributed to female sterilization 

Table 4. Demand for contraceptives among 
The sources of sterilization Bolivian women in union 
and the IUD (the two most 

pliers. 

17.8 Any modem method 

8.1 

0 Norplant implant 

0.8 

2.8 

1.3 

5,334 

25.8 

0.7 

1.9 

0.3 

4,941 

36.1 

commonly used contraceptive 

As of 1998, unmet need for 
contraceptive services in Bol- 
ivia was high by international 
standards, at 28% (Table 4). 
Given the significant inputs 
of cooperating agencies and 
local NGOs to increase access 
to and use of a method mix 
over the past five years, how- 
ever, this number may have 
since dropped. 

12.2 

11.1 

0 0.0 

1.1 

3.8 

2.6 

6,649 

25.8 

methods) were encoura~nelv 

1994 1998 

Space 
Limit 
Total 

Total demand for family planning 

% 

10.9 

34.5 

45.4 

Space 
Limit 
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13.3 

35.0 

48.3 

52.8 1 55.6 

%of demand satisfied 
by all methods 

Total no. of women in union 

16.8 20.3 

65.2 

5,334 

75.9 Total 

63.6 

6,649 

69.6 



ENGENDERHEALTH 
INPUTS AND ACHIEVEMENTS 

EngenderHealth has a long histop of working with government a ~ n c i e s .  local NGOs. and 
community organizations in Bolivia to improve the quality and accessibility of voluntaq 
family planning services. EngenderHealth began working with public- and pri\ate-sector 
institutions in 1995. focusing on providing technical support for voluntary sterilization 
programs. In 1997. we provided technical assistance to h e  Boli\ian government in the 
development of the first norms for tubal ligation. (At that time. access was limited to 
women who were aged 35 and older, had five children. and were of "high reproductive 
risk.") In 1999, EngenderHealth advocated for and was successful in helping to change the 
norms for female sterilization so that services were no longer limited to women bad on 
their age, parity. or medical requirements. In 2000. we were successful in supprting the 
MOH in the issuance of standards for male and female surgical contraception that included 
a focus on gender equity and rights. 

Throughout the period of the CA, EngenderHealth provided technical a s s im-e  and 
guidance in family planning program implementation to all levels of the Bolivian health 
system in all nine of the country.s regional departments. At EngenderHealth-supported 
sites in all nine departments. we provided QI assistance. conducted memcal monitoring. 
disseminated national norms. and offered trainings and updares in convdceptjve technc- 
logy. counseling and informed choice. and P. In parmership uith PROCOSI (an umbrella 
organization of 24 family planning -pups!. we developed a Self-Learning Module in 
Conuaception and Counseling, which was aimed at health senice staff who do not have 
direct access to training. 

Beginning in 1998, in collaboration with a local NGO, the Centro de lnvesti,-ion Social 
Tecnologia Apropriada y Capacitati6n (CISTAC). EngenderHealth probided technical and 
financial assistance for a Working Group on Maxulinities. We also worked uith C1ST.X 
on qualitative research about male perceptions about health senices in Santa Cruz. In 
addition, through the implementation of our MAP curricula (called "masculinities" in Latin 
America), we were successful in introducing comprehensive reproductive health senices 
for men. including vasectomy, at nine CIES (a local NGO) senice sires. EngenderHealth 
also helped to established integrated reproductive health services for men including 
vasectomy, in three MOH hospitals. 

In 2000. with the financial support of USAID. EngenderHealth broached our work in 
Bolivia to serve as the lead agency for all aspects of contraceptive services. working uith 
the Bolivian MOH to implement a comprehensive package of qualit?. family planning 
services in both the public and private secton and supervising all cooperating agencies at 
work in Bolivia. Given the issues regarding i n f o d  choice in other Latin ,bnerican 
countries (most notably Pk), we also provided assistance on ensuring informed choice 
and implementation of the pro\lsions of the Tiahn a r n e n h n t  as pan of our snatea in 
Bolivia. 

Throughout the C A  EngenderHealth worked to improve he qualip of family planning and 
reproductive health senices at both the national and servicesite level. We provided 
technical and financial support to the MOH for he development of National N m  for 
Female Sterilization. which included a counseling component and a document for informed 
consent. We assisted the MOH in developing Technical R o c ~ c  for Infection 
Prevention in the Deliver); of Reproductive Health Senices. and were insmmental in 
developing National Norms. f'rotocols. and Technical Procedures for Family Planning. .4s 
a result of advocacy efforts from EngenderHealth, this document included a component on 
user rights, a focus on gender. equity and informed choice. and forms for info& consent. 
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In conjunction with our efforts at the national level, EngenderHealth provided technical 
assistance to improve the quality of services at sites in all nine of the Departments in which 
we work. We introduced COPE at sites in both the public and private sectors, including 
tertiary-level and secondary-level MOH hospitals and nine clinics operated by CIES (a 
local NGO). COPE and facilitative supervision were introduced into the service network of 
PROSALUD (a local NGO with a network of clinics providing a wide array of health 
services, including reproductive health). 

From 1998 to 2003, EngenderHealth provided training in general family planning 
information to a total of 5,907 health workers, trained 3,316 service providers in QI 
techniques such as COPE and facilitative supervision, involved 3,594 providers in IP 
activities (including training workshops, events for norm dissemination, and IP multimedia 
presentations), and trained 4,331 providers in family planning counseling. 

Finally, EngenderHealth participated in a number of initiatives to strengthen the demand 
for a variety of family planning methods in Bolivia, includmg creating a contraceptive 
method poster for the MOH (to be displayed in all national-level facilities) and a flipchart 
describing different methods (for use during counseling or clinical services). Additionally, 
we participated in a successful social marketing project for the SoloShot syringe (an 
instrument used in administering Depo-Provers). Besides conducting trainings for 
providers in the use of this syringe, EngenderHealth (with support from USAIDlSolivia 
and the Bolivian MOH) created a training curriculum and a video for handling the instm- 
ment, as well as a support brochure for providers, with the aim of increasing the prevalence 
of this instrument at pharmacies, where a significant number of clients use Depo-Provera. 

EngenderHealth's inputs in Bolivia helped to improve women's and men's access to a 
variety of contraceptive services throughout the period of the CA. Over these five years, 
we successfully incorporated female and male sterilization services into national norms, 
encouraged the MOH to include tubal ligation as a service covered by government health 
insurance for women during the six-month postpartum period, strengthened counseling 
for informed choice, incorporated informed consent forms for permanent method use, and 
collaborated with the MOH to develop a national family planning strategy. 

The number of sites supported by EngenderHealth increased from seven in FY 199S1999 
to 1,130 in FY 2002-2003, reflecting the expansion of our role in strengthening contra- 
ceptive services at a national level (Figure 6). 

IMPROVING QUALITY OF SERVICES 
From 2002-2003, EngenderHealth conducted an evaluation of COPE and Facilitative 
Supervision introduction and use in PROSALUD clinics. PROSALUD is an NGO with a 
network of clinics providing a wide array of health services, including reproductive 
health. The evaluation gathered baseline data from 10 health centers and compared them 
with data collected one year following the introduction of COPE and Facilitative 
Supervision. The study included interviews with PROSALUD administrators, site 
supervisors, service providers, and clients, and observation of counseling sessions and 
infection prevention practices. 

Preliminary results revealed changes in the sites' commitment to improving quality, 
supervisory systems and elements of the quality of the services. Sixty percent of 
providers reported that supervision had improved over the past 12 months. At baseline, 
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Figure 6. Total number of sites in Bolivia supported 
by EngenderHealth, 1998-2003 

86% of providers stated that they felt a part of an active quality improvement team: this 
increased to 93% at follow-up. Over half of family planning clients stated that the quality of 
care had improved over the past year. Of 19 indicators aswswd during famil! planning 
counseling, improvemnts were seen in 15.9 (See Seaion Three. Global Leadership. 
p. 65 for more detail on evaluation results.) 

INCREASING L~IUZATION OF SERVICES 
From 1999 to 2003, the following mix of family planning methods was provlded to 
clients at EngenderHealth-supported sltes in Bolivia: ..\ total of '5.276 clients were 
provided with IUDs. 5,462 clients received female sterilization senices. and 107 male 
clients received vasectomy sewices. 

CONCLUSION 

Today, a full range of contraceptive methods-including voluntar) sterilization for 
women and men-is available in Bolivia and most of these methods are fully covered b) 
government health insurance.I0 Moreover. the minimy's national nandards for 
reproductive health care now mandate that providers follow the p ~ c i p l e s  of informed 
choice and informed consent, require that health workers offer counseling to their clients. 
and demand that providers respect their clients' basic human ri&ts. EnpnderHealth and 
our local partners have had major successes in establishing a supportive policy and 
pro,- environment for family planning in Bolivia and a strong sen+cedeli\rry 
network that can serve as a foundation going fornard. Given the upnxd uends in 
contraceptive prevalence rates and the diversity of sources for the most common methods 
throughout the 1990s. the inputs and accomplishments o i  EngenderHealthlBolivia's 
varied pro,wmatic activities since 1998. and the longstandtng relationship beween 
EngenderHealth and the Bolivian MOH. the successes over the five-year period of the 
CA indicate that family planning programs have a promising future in Bolivia. 

CaG Conrultorar. 2003. Ewakrdn dt COPE? Suprrviridn Fooluadoro dr hq~nderflai:it  en 5r;l:ior 
de lo Red PRO5ALtiD. Borrador 084843. 
"Through kcember 2002. all meihods were covered for uomcn of rrjrodunire a_pc c x q ~  for icmk and 
male stailization. Now. all meWs. including female stenlimion. am m v e n j  for pregnant vomn up lo SIK 

months postpanurn. afler which fees are char@ for contmxplva. 

25 
E N D O F O R O J E C T  R E P 3 R T  FOR E E I G E N D E R H E M W  S P R f f i R A U  
FOP VOLUNTARY S U R S  CAL C O U R A C E P T  O N  A N 0  R E A T E D  REPRO3UCTIVE h E A - T i  SERd'CfS 



GHANA: 

NATIONAL SCALE-UP OF LONG-TERM 
AND PERMANENT CONTRACEPTIVE SERVICES 

FAMILY PLANNING 
IN GHANA 

Ghana, the first Sub-Saharan African nation to gain independence from Great Britain, 
adopted a population policy in 1969 to address rising population growth. The policy aimed 
to decrease fertility rates by increasing access to and use of contraceptive methods. In 
1994, the population policy was revised to include (along with its previous mandate) 
strategies for new emerging health issues, including improving reproductive, maternal, and 
child health services and decreasing incidence of HNIAIDS and transmission of STIs. 

In 1996, to better address these issues, Parliament enacted the Ghana Health Services Act 
and formed a health servicedelivery structure known as the Ghana Health Services 
(GHS). In this directive, the Ministry of Health (MOH) maintained its role as a policy 
body, approving overall country health strategies, while the GHS became responsible for 
implementing national policies for health delivery. Within the GHS, 10 regional health 
directorates were created to coordinate health activities and programs for each region. This 
decentralized approach to health service delivery is intended to enable the Ghanaian 
government to focus its resources on the changing and diverse needs of each region. 

Table 5. Contraceptive prevalence in Ghana, 
and by year, among women 

union and of re~roductive age 

Table 5. Contraceptive prevalence in Ghana, 
by method and by year, among women 

According to the Ghana DHS, currently in union and of reproductive age 
modem contraceptive prevalence 
among women currently in union 
increased threefold over 10 years, 
from 4.2% in 1988 to 13.3% in 
1998. During this same period, 
female sterilization use increased 
slightly from 1.0% to 1.3%. Over- 
all, use of short-term methods 
increased at a faster rate than use 
of long-term methods; the greatest 
rise in use occurred with the 
injectable, the prevalence of which 
increased from 0.3% in 1988 to 
3.1% in 1998. 

Contraceptive prevalence wends 
can be attributed to a decrease in 
unmet need and an increase in 
the satisfaction of total demand." 
In 1998, unmet need for family 
planning methods was high, at 
23%. However, the proportion of 
demand satisfied by the use of all methods increased from 35.7% in 1993 to 48.9% in 1998. 

" The latest Ghana DHS survey is 1998. In 2003, data collection was underway for a new Ghana DHS+ 
l2 Tom1 demand is equal to contraceptive prevalence plus unmet need for all methods. 
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ENGENDERHEALTH'S 
INPUTS AND ACHIEVEMENTS 

Since as early as 1986, EngenderHealth provided technical and financial assistance to the 
MOWGHS to strengthen family planning services throughout the counrp. with two main ~. - - 
objectives-increasing access to quality long-term and permanent (LTP) methods and 
improving the quality of services in the public and private sectors. 

In 1993, USAID awarded to EngenderHealth a CA to increase access to LTP methods 
and to improve the quality of senices offered in all 10 regions of the counuy. 
US.4IDNashington also provided field-suppon funds through the global C.4 to expand 
the availability of family planning services. This funding complemented the bilateral C.4 
by supporting special technical assistance requests and oversight from EnsnderHealth 
headquarters. Field-supported activities ranged from clinical ttainings in sterilization 
procedures to financial suppon for clinic renovations to introductions of QI tools such as 
COPE and facilitative supervision. Having a long-term p r o m  plan u-ith continued 
financing was an important factor in this pro,pm's ability to scale-up service delivery. as 
it enabled the program to achieve and maintain momenrum once the mitial foundation 
was established. 

EngenderHealth's strategy to increase access was to build capacin in training and 
supen~ision at the regional level, to support expansion of services within . . the public 
sector. We assisted the MOH to establish five regonal training centers"' serving all LO 
regions. to provide clinical instruction on minilaparotom? under local anesthesia 
(MULA) and on Norplant implant insenion and removal. One of the challenges of 
maintaining training capacity is the loss of doctors and nurses to a "brain drain." In 1999. 
close to 80% of all doctors from Ghana were practicing abroad in the United States and 
the United ~ i n ~ d o m . "  As a result. numerous docton trained in &\LA-4 and in insertion 
and removal of the Norplant implant left Ghana and the LTP method prompram 
continuously had to train new staff to keep up with the high staff tumober. 

During the period of the global CA, the five training centers produced a cadre of skilled 
staff, including 203 doctor-nurse teams trained to perform minilaparotom) and to insert 
and remove the Norplant implant and 41 private practitioners and 399 nurses trained to 
insen and remove Norplant. EngenderHealth supported the introduaion of highqualiy 
nescalpel vasectomy (NSV) services, to increase availabiliy and to address low 
utilization of vasectomy. Seven providers traveled to India for SSV train~ng. and two 
providers traveled to Bangladesh for refresher KSV mining. 

Another essential component of EngenderHealth's support uas in strengthening 
the physical infmbwtwe of clinics. including operaring rheaten. by funding minor 
renovations. In 2002-2003 alone, EngenderHealth supported h e  renotation of 27 clinicst' 
in nine regions. ?he types of renovations undertaken included repainting clinic ualls and 
mnsttucting partition walls to improve clients' princy during counseling sessions and 
Norplant implant insertions. 

"The number ofsttcr. by rc@on. that retched funds for rcnorauonr include n m  clniri  in Ashmi: Repon. 
three in Northern Region. two in Brone-Ahafo Reeton. three In W a t m  Rcmon one tn Eavm Rcsion. onc 
in Central Region. &ce in tipper East kegion. one-in Upper West Regon. ar;d four in G d a  A c m - ~ e p r n .  
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EngenderHealth also provided technical assistance and support to Planned Parenthood 
Association of Ghana (PPAG). We supported 14 PPAG sites throughout the country from 
1999-2002 to provide a full range of family planning services, including minilaparotomy, 
Norplant implants, and family planning counseling. Due to the reinstatement of the 
"Mexico City Clause," PPAG no longer accepted U S A D  funding, and support to sites 
was discontinued during FY 2002-2003. 

As an integral component of our effort to build regional capacity in service delivery, 
EngenderHealth conducted Training of 
Trainer (TOT) courses for regional trainers Table 6. Number of regional trainers 
from the 10 regions in a variety of quality- I trained, by topic :: , 
related topics, including family planning Topic Number 

counseling, IP, COPE, medical monitoring, 
and integrated sexual and reproductive 
health counseling. The regional trainers Medical monitoring 9 teams 
conducted stepdown trainings and refresher Facilitative su~ervision 

- 
introduction into and scale-up of family planning counseling in Ghana's health system at 
regional and district hospitals. We worked to integrate counseling into all aspects of 
health service delivery and provided continuous support to the regional trainers. In 2000, 
refresher trainings in family planning counseling were conducted for the 32 regional 
trainers. Overall, during the period of the global CA, EngenderHealth supported trainings 
in family planning counseling to more than 1,088 community health nurses and 
midwives. 

- 
trainings for district management teams and 
site-level providers. 

To link the supply of services with demand, EngenderHealth worked and collaborated on 
several demand creation activities in Ghana. We participated in a series of meetings held 
by Johns Hopkins UniversityPopulation Communication Services in preparation for the 
"Life Choices" campaign for family planning, with special attention to the parts of the 
campaign related to long-term methods. EngenderHealth participated in the campaign by 
posting signs and distributing brochures and T-shirts at clinics. 

To address the challenges associated with low utilization of vasectomy, EngenderHealth 
collaborated with an advertising agency Lintas to increase awareness of and knowledge 
about vasectomy services. Meridian Development Foundation provided technical 
assistance in designing a promotional campaign and identified in-country marketing 
partners for EngenderHealth to work with. A radio and a television segment were each 
developed to discuss and clarify myths associated with vasectomy. The spots will air in 
the latter part of 2003. (See Global Leadership, page 85.) 

EngenderHealth also assisted with the 

Family counseling 

RESULTS 
INCREASING ACCESS TO AND QUAUTY OF FAMILY PLANNING SERVICES 
In July 2003, a review of our Ghana program16 revealed that improvements in access 
to and availability of LTP family planning services and the quality of these services had 
increased during the years of the global CA. In FY 1998-1999 . EngenderHealth suppor- 
ted 97 sites, and by FY 2002-2003, we supported 250 sites. At these sites, a full range of 

32 

'vain, A, et al. 2003. A review of EngenderHealth-suppmed activities in Ghana New York 
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family planning methods was available. including at least one LTP method coupled uxh 
a range of temporary methods. 

In addition, highquality services were offered after introduction of IP practices. familk 
planning counseling, and COPE. Furthermore. we built the MOH's capacit)- to perform 
facilitative supervision and medical monitoring. Twenty-four nurses in supervisory 
positions, including deputy directors of nursing services and principal nursing officers 
were mined. During the July 2003 review, management throughout the country embraced 
facilitative supervision as an approach that does nM blame indi\iduals. They said that 
facilitative supervision is having a significant positive impact on the qualit? of services 
they are providing: 

"Facilirarir~e supervision has helped me a lor. Superricors ore 
challenged ro be up to &re. Peopie are noh h p p  to see me. and 
no longer trt. ro hide ma!. We a lway  have somerhing ro share. 
H'e sir down and discuss issues. I make suggesriom on how srqff 
can solve rheir problems " [facility  manager^.'^ 

INCREASING ~TlUZATlON OF SERWCES 

EngenderHealth's contributions to Ghana's family planning p r o - m  have produced 
impressive results. During the C k  the number of EngenderHealth-supponed sites that 
offered at least one LTP family planning method increased from 97 in Fl' 1998-1999 to 
179 in PI 2OCO-2001 and to 250 in FI 2002-2003. This increase in the availability of 
LTP methods impacted family planning service utilization. At EngenderHealth-supponed 
sites, the number of clients choosing Norplanr implants or minilaparotcmy was 1.400 in 
FY 1998-1999 but increased to 14,731 in FY 2002-2003 (Fipure 7)." (See "Section 4: 
West Africa, Country Analysis4hana" for an indepth discussion of senice natistics.i 

Figure 7. Total number of clients served, by year by method. Ghana 

14000 
I 

I I 
; I 

FY 1998-1 999 M 19942000 M 2000-2001 M2001-2002 N 2W2-2003 

I B Femaie Steriimtbn 
1 o  mom i 

"Jain, A n al. 2W3. A review of EngaderHeallh-supponrd a d \ i o e s  in Ghana Sor Yo* 
I 8  Figure does not include vasectomy uulizatio~ 
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In 2002, Ghana experienced a shortage of Norplant implants at a period when demand for 
this method was high. Despite the shortage, all other family planning methods were in 
full supply, and some clients seeking Norplant implants opted for Depo-Provera as a 
temporary method. Even with this shortage, Norplant implant usage continued to 
increase: Overall, the number of users increased from 10,437 in FY 2001-2002 to 12,026 
in FY 2002-2003. Having identified this shortage during routine monitoring visits, 
EngenderHealth brought the need for greater implant supply to the attention of the MOH 
and USAIDIGhana. As a result, USAIDIGhana, which supplied implants to the mission, 
airlifted these commodities into Ghana. 

It is uncertain whether the observed uptake in Norplant implant services has replaced 
requests for tuba1 ligation, the annual number of which decreased from 3,379 in FY 2001- 
2002 to 2,705 in FY 2002-2003. Several health managers offered two reasons for the rise 
in use of Norplant implants: First, the cost differential between Norplant implants and 
tubal ligation is large; second, women prefer a relatively "permanent" method that can be 
reversed if their life circumstances should change. EngenderHealth will conduct research 
in the latter part of 2003 to better understand clients' perspectives on Norplant implants.'9 

Ghana provides a good example of how a long-term, continuous commitment of effort 
and funding, coupled with a stable political environment, can lead to significant impact at 
scale. EngenderHealth had tremendous success in increasing access to and availability of 
quality LTP methods and improving the quality of services offered to all men and women 
across the country. A critical aspect of our success was the strong relationship we built 
with the MOH and the 10 regional health directorates of the GHS. Through this working 
relationship, we contributed to creating a well-established, sustainable infrastructure. 
With this foundation and new emerging reproductive health issues, EngenderHealth 
looks to the future in addressing both men's and women's family planning needs, 
including issues related to ST1 and HNIAIDS, prevention and management of abortion 
complications, and men's reproductive health. 

l9 Ghana received an extension of field-suppon funding under the global CA through December 2003. 
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KENYA: 
LAYING THE FOUNDATION FOR QUALlTY IMPROVEMENT 

AND SERVICE EXPANSION 

As early as 1967, the Government of Kenya adopted a population policy. at that time 
focusing on child spacing. In 1982. it established the Kational Council for Population and 
Development, which was mandated to coordinate the population pro-gam iincluding 
government, NGOs. and donors) and to act as the policy arm of the government. in 19M 
the Kenyan government reviewed and revised its policies. focusing on balancing 
population size with available resources while at the same rime leaving decisions abcut 
family size to individuals. Following the International Conference on Population and 
Development (ICPD) in Cairo. the Kenyan government developed a program of action. 
This process led to the creation in 1997 of the National Population Policy for Sustainable 
Development. which focuses on reducing infant mortality. maternal mortality. and the 
total fertility rate, and on increasing contraceptive prevalence. The paper includes 
strategies to address reproductive health and reproductive rights. gender perspeaives. and 
HNIAIDS. 

According to the 1993 and 1998 
Kenya DHS reports, conmepnve 

Tabk 7. Contraceptive prevaknce in Kenya, 
by method and by year 

prevalence reached 39% m 1998 , I ,a i I 

W l e  7). Most prevalence was ami- 
b u d  to modem conmoephve we. 
which in-creased from 27% in 1993 
to 32% in 1998 The method m x  
illustrated m the 1998 DHS demon- 

, .-- : .- , 

Contraceptive method 

- ~ ~~ 

smtes an encouraging panern, with 1 Female stefilizabon 5.5 6.2 

:o Ruminjo. I.. and Lpm.  P. 1997. Fihesn-?ex renew of female stenlzaoon by rmnitapmomy unkr 
peal anesrhesta in Kenya. Conrrnccption 55!4):249-260. 
-' Ruminjo. 1.. and Lpam P. 1997. Fihecn-yw rcneu. of female aml:zaoon by rmn~laparotorn> unJer 
local anesthesia in Kenyb Conimception 55!4):?49-260. 

h~ 
Any rodem method 

Reliance on female sterilimtion rose Short-term methods 
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0.8 

substantial use of sterilization, the 1 

pill, and the injectable. IUD 

Nomlant irndant 

from 2.6% in 1984 lo nearly 5% in . l n j e a a k  
1989, to 5.5% in 1993, and to 6% Pill 
in 1 9 9 8 . ~  The senice records of 
EngenderHealth-mpported program 

Condom 

show that while only 68 women Total no. ol women in union 
utilized female sterilization in 1982 x -,,, 
this number rose to more than 6.000 attributed to female sterilion 

Lono-lenn methods 

4.2 

0 

new users in 1986 at EngenderHealth- 
supported sites alone." 

7.2 

9.5 

0.8 

4.629 

20.1 

11.8 ' 

8.5 

1.3 i 

4.1134 

19.7 



DHS data show that the prevalence of long-term methods remained at 9.7% from 1993 to 
1998, reflecting an increase in use of female sterilization and Norplant implants but a 
decrease in IUD use (Table 7). As a percentage of overall modem method use, use of 
female sterilization did not change significantly over the five-year period between 
surveys, because modem method use increased overall. 

In 1993 and 1998, sterilization usage Table 8. Demand for contraceptive methods 
was much higher among women above among Kenyan women in union 
age 35 than among those below it, and 
sterilization prevalence rose most 
among 4W-year-olds. (This com- 
bines movement into that age-sour, 
from 35-39-year-olds over the five- Space 

- -  t- 21.6 14.0 
year period, plus new sterilizations ~ i m i t  1 14.8 1 9.9 

1998, while met need to limit Space 1 31.5 ( 27.4 
increased from 23% to almost 26%. I imit / 377 / 3 5 5  

obtained.) stetkzation use was much 
higher among women with four or 
more births four than among those 
below that level, and its use was 
highest at parity five. 

Unmet need to limit future births 
decreased from 15% in 1993 to 10% in 

-. . . . . . 
Total demand for methods to space 
and to limit future births decreased 
from 1993 to 1998 (Table 8). % of demand satisfied by 

all methods 
By source, use was spread across both 
the government (public) sector and the 
private medical sector. The former accounts for about two-thirds of use of sterilization, the 
IUD, and the injectable, but only half of pill and implant use. In 1998, the private medical 
sector covered the rest, except for 5% of pill use and 46% of condom use (both from "other 
private"). Within the private medical sector, Kenya shows the interesting participation of 
multiple agencies: the family planning association, churches, and private hospitals and 
clinics. 

ENGENDERHEALTH'S 
INPUTS AND ACHIEVEMENTS 

Since 1982, EngenderHealth has worked with the Kenyan govemment and with NGOs to 
provide quality reproductive health care s e ~ c e s .  Early priority areas were to establish 
voluntary and safe sterilization services and to provide training in counseling to ensure 
sterilization clients' informed consent. Kenya was the first country in Sub-Saharan Africa 
to expand sterilization services to the point where sterilization prevalence appeared in the 
DHS survey, and our partners (notably the Family Planning Association of Kenya) were 
important regional leaders in issues related to delivery of clinical family planning services. 

Total 

By the late 1980s. we expanded our focus to include a broader range of long-term 
contraceptive methods, including the Norplant implant and the postpartum IUD. In the late 
1980s and early 1990s, we focused our contributions on improving the quality of 
reproductive health services, including improving supervision and infection prevention 
practices. Furthermore, in partnership with the Family Planning Association of Kenya, we 

32 
ENWF.PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM 

FOR VOLUNTARY SURGICALCONTRACEPTION AND RELATED REPRODUCTIVE HEALTH SERVICES 

36.4 23.9 
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Space 
Limit 

Total 
Total demand for family planning 

9.9 

22.9 

32.8 

13.4 

25.6 

39.0 



pioneered the development of EngenderHealth's QI approaches and tools. ih-luding COPE. 
Early work to pilot-test these QI tools in resource-poor settings provided many lessons that 
were critical in fueling the expansion of these tools and approaches to other African 
countries and elsewhere. 

Over the duration of EngenderHealth's global CA with US.UD. our main focus in Kenya 
was to build in~titutiond capacity for effective and sustainable system for QI. supenision. 
and service-related Raining. Our work during the global CA. funded uith CS.-UD field- 
support funds. was completed in 2000. This work laid the ioundation for the bilateral 
USAID project AMKENI, which is being led by ~ngender~ealth." The project uill span 
the period 2001-2006 and is focused on increasing the utilization of facility-based. 
integrated family planning. reproductive health. and child sllnival xnices.  mainly in Coast 
and Westem provinces. 

From 1995 through 2000, EngenderHealth worked nationally and re@~ally to continue 
expansion of services and to ensure qualit? service delivety On a national level. 
EngenderHealth collaborated with MSH and helped the MOH develop a system for 
enhancing institutional capacity for coordinated national clinical famil? planning and 
reproductive health senices. This resulted in the iiational lmplemenlatlon Plan--Kenya 
Family Planning Program of 1995-2000. We also facilitated the development of a national 
action plan for scaling up of PAC services in Kenya. which in Augm 2000 =as adopted b) 
the Kenya PAC working group as the national P.AC strategy. 

EngenderHealth also introduced the practice of MULA. (Minilapamtomy was previously 
provided under general anesthesia a more costly, more timeconsuming. and less safe 
approach.) EngenderHealth supponed the University of Nairobi in training and follow-up 
of medical undergraduates in MULA and advocated for moving M U U  senices from 
operating theaters to procedure rooms: this innovation was adopted at 36 sites. 

To funher expand access to family planning services. EnpnderHealth advotated for nurses 
to be able to provide Norplant implants. the RID. and PAC ~ n i c e s .  The MOH 
subsequently approved a policy allowing nurses and clinical officers to be trained as 
Norplant implant and PAC providers. EngenderHealth supponed cenbal a l n g  on 
implant insertion and removal in Xairobi. 

EngenderHealthKenya also played an imponant regional and intemarional mk.  ?he 
development and widespread dissemination of our QI tools fostered their uptake and 
adaptation in many countries around the world. In addition. EngenderHealfh orpuzed an 
international workshop in Kenya on facilitative supenision and Q1 in 1999. We also 
cosponsored an international PAC conference in hiombasa in 2000. Finally. u r  suppned 
training in Kenya for providers from neighboring countries in h e  pvis ion of LTP 
methods (e.g., Norplant implant provision for Ugandan providers. and NSV probision f a  
Ethiopian doctors). 

At the site level. EngenderHealth supported sites thrmgh training in clinical skills. QL and 
counseling, through equipping and upgrading pmedure room. and rhrough provkhg 
financial subsidies to cover expendable supplies. This support was critical in increasing 
access to quality contraceptive services and in building site capacity and readiness to 
deliver senices. Between 1995 and 1999. access to PLT methods increased uifh 
EngenderHealth supporting senice-deliveq sites in all of Ken>a's provinces except the 
Northeast. EngenderHealth also trained 2.173 providers in clinical skills. including hIU-A. 

7 ,  -- Panners arc FHI, PATH. and InuahHcalrh. 
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the Norplant implant, the IUD, and vasectomy procedures. IP practices were an integral 
component of all trainings. An additional 786 providers were trained specifically in IF'. 
Between 1995 and 2000, EngenderHealth also trained more than 1,400 providers in family 
planning counseling (focusing on the principles of informed choice) and updated an 
additional 1,971 providers on general family planning technology.23 

From 1995 to 2000, EngenderHealth introduced an array of QI approaches at 110 sites 
in Kenya. These included COPE, facilitative supervis~on, medical monitoring, whole- 
site training (including on-the-job training and inreach). and cost analysis. We trained 
more than 780 providers on facilitating these QI approaches. With its local partners, 
EngenderHealth also developed and tested Community COPE in Kenya. This approach 
aims at helping site-level staff to connect with the community and gather feedback from 
current clients, former clients, nonclients, and other community members." 

PAC IN KENYA 

With USAW funding, EngenderHealth sponsored an assessment in early 2000: 
Posrabonion Care in Kenya: Gaps Analysis and Recommendations. Recommendations 
from that report informed the development of a 10-month subagreement with the MOH 
to expand PAC services, funded by USAID. EngenderHealth trained 42 providers from 
four districts in comprehensive PAC services. PAC services were established at 19 
facilities, including health centers and dispensaries. EngenderHealth trained four district 
supervisors (district public health nurses) in PAC. Findings and recommendations from 
an evaluation of that program included:' 
= Future training should be planned with the potential for immediate use of new 

clinical skills on the job. (Forty percent of intervlewed trainees were unable to begin 
services for six months or more.) 

= Clinical experience and supervision are important for new trainees. 
Seventeen new trainees reported providing on-the-job training in PAC to a total of 78 
other service providers: follow-up is required to deter-mine the scope of on-the-job 
training and to ensure that only fully experienced providers impart clinical training. 
The majority of facilities provided comprehensive PAC services, including 
postabortion family planning. Continued emphasis on comprehensive PAC services 
is required to ensure that all elements of PAC. in addition to MVA services, receive 
ample attention. 

* EngenderHealth. Avgusz 2002. Evaluation of me Narimal PAC Expansion in Kenya Onobcr 1999-lune 2002. haft npm 

RESULTS 
INCREASING ACCESS TO AND QUALITY OF SERVICES 

The number of sites supported increased from 60 in 1997 to 100 in FY 1998-1999 and then 
dropped slightly to 94 in FY 1999-2000, when some sites The number of 
sites further decreased to 86 in FY 2000-2001 when the field-supported program was being 
phased out. 

EngenderHealth's sterilization work had a lasting impact. For example, the adoption of 
M L n A  at service sites throughout the country meant that women could be treated on an 
outpatient basis, resulting in greater safety for clients and lowering the hospitalization 
cost to the clients and sites by as much as 

" EneenderHealth. 2001. EnaenderHealrWKenya: End ofprojecr summary repon, 1995-2000. .. . " ~niender~ealth. 2001. ~ngender~eolr~~en&: End ofprojecr summa& ripon 1995-2WO 
'' Graduated sites had suftic~ent skills and resources to orovide services without external assistance 
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Evaluation results from 1999 showed that at EngenderHealth-supponed sites. shomges 
of family planning supplies and commodities were rare, a full range o i  methcds was 
available (with the exception of vasectomy), clinical skills in family planning method 
provision were good. and IP practices were satisfactory in the case of family planning 
care (although not so in maternity. gynecology. and poskabonion care).' 

With regard to QI. the Family Planning Association of Kenya institutionalized the use of 
QI approaches. The Christian Health Association of Kenya introduced ihese approaches. 
but a major reorganization in 1998 contributed to inconsistent use. W'ithrn the MOH. 
despite positive beginnings. the use of QI approaches was hampered by infrequent 
supervision and monitoring. MOH regional supervisors were overcommined and were 
unable to visit sites more than once a year or less. However. where there was evidence of 
the use of the QI approaches and tools. senrice deliven improved. particularly in the 
areas of family planning counseling, client flow. and IP." 

INCREASING ~ I U Z A T I O N  OF SERWCES 
Table 9 shows service utilization data over the years of the CA. Decreases in N 2G#- 
2001 were likely due to the closing down of the field-supported program Data gathered 
from 1995 to 2000 showed a 60% &cline in the number of clients recei~ing female 
sterilization. Norplant implant and NSV services from 1995 to 1999, despite a growth 
in the number of sites.'9 The decline in MULA procedures (which make up the buk  of 
long-term method service provision) reponed to EngenderHealth may panly be explained 
by the accwnuhted demand from an older g o u p  of women having been met by 
199S1996. Other possible factors include a lack of data from Marie S t o p  ~ e n ~ a "  
a lack of reports from eight MOH sites, and staff disruptions (such as a doctors' smke 
1991 and a nurses' strike in 1997) affecting the na f f s  willingness to provide senices. 

Table 9. Service utilition data, Kenya. FY 1998-1999 to M 2000-2001 

EngenderHealth has played a critical role in expanding access to LTP mrhd throughout 
Kenya, by means of irs financial and technical assistance to incountry pamters such ar the 
Ministry of Health. the Family Planning Association of Kenya. the Christian Health 
Association of Kenya, and other private service providers. Sterilization will continue to be 
an important method in the country: Projections show that by 2005. female nerilization 
prevalence will be 8.5% and will grow lo 10% in 2010 and to nearly 12% in 2015.'' 

Female stenllzamn 

vasectomy 

Norplant implant 

Postpartum IUD 

MVA for PAC 
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MALAWI: 
ESTABLISHING A NETWORK OF QUALITY LONG-TERM 

AND PERMANENT FAMILY PLANNING DELIVERY SITES 

FAMILY PLANNING 
IN MALAWI 

Malawi, one of the most densely populated countries in Africa, has suffered from natural 
disasters, famine, and decades of authoritarian rule. With the fall of the Malawi Congress 
Party in 1994, the Malawi govemment adopted its first National Population Policy focusing 
on stabilizing population growth through social and economic development. In 1996, 
aligned with the ICPD Programme of Action, the Family Planning Policy and Conm- 
ceptive Guidelines were developed and implemented. The focus of the Family Planning 
Policy and Contraceptive Guidelines is to increase access to and availability of family 
planning services to all individuals while removing any selection criteria that impede access 
to family planning services. 

The Malawi govemment, with EngenderHealth's inputs. further revised these guidelines in 
2001 to include up-to-date information on various reproductive health topics including LTP 
methods, PAC, and emergency contraception. Despite its short history in family planning 
programs, the government of Malawi has improved access to reproductive health and 
family planning services. 

TRENDS 
According to the 1992 and 2000 Malawi DHS reports, the "explosion" of contraceptive use 
in the eight years ending in 2000 is remarkable. Modem contraceptive use has risen at 
an annual average of 2.3 Percent- Table 10. Contraceptive prevalence in Malawi, 
age points, and total contraceptive by method and by year 
use (both modem and traditional 
methods) has risen by 2.2 percent- 
age points annually. These are fast 
paces, by international standards. 
They also indicate that traditional 
method use has fallen off only a 
little, so there have been clear 
gains and little substitution. By far, 
most of the gains have been for the 
injectable. Its use rose from 1.5% 
of couples in 1992 to 16% of 
couples in 2000 (Table 10). The 
only other observed gain was for 
sterilization, the prevalence of 
which rose from 2% to 5% of 
couples, largely in the older age- 
groups and among women with 
larger numbers of living children. 

Unmet need has diminished some- 
what, from 36% to 30% over the eight years. Meanwhile, modem contraceptive use has 
risen by 18 percentage points. This increased use has somewhat addressed unmet need, 
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but public demand has clearly risen so quickly that much of the rise in uss has created 
new demand. The "moving target" of unmet need, which declines with use but increases 
with demand, is very much evident in Malawi. 

In summary, the Malawi population seems "ready" and the reservoir of unmet need is 
still very substantial. The sudden uptake of the injectable. through government supply. is 
the dominant feature; however. sterilization. alone among the other methods. has risen 
modestly, partly through its availability in the private sector  private hospitals and cli- 
nics. mission hospitals. and Banja la Mmgolo). From a policy standpoint attention to a 
fuller method mix is very important, since a two-method pro-mm cannot bring unmet 
need to a low level or prevalence to a hish level. Rural senices appar  to have l a ~ e d .  
and many couples probably lack access to a method that works for them (or to any 
method at all). 

EngenderHealth's main programmatic input in Malawi has been to increase access to and 
availability of quality LTP contraceptive methods at selected s i t s  of the Mini- of 
Health and Population (MOHP) and the Christian Health Association of Malawi 
(CHAM). According to the MOHP's five-year stratep document for LTP methods. 
inadequate buy-in from key policymakers and decision makers hindered the success of 
these family planning programs. (This was h e r  confirmed by EngenderHealth's facilin 
assessment. conducted in 1999.) With our assistance. the MOHP and CH.4\3 facilitated 
several general orientations in reproductive health and family planning for key 
stakeholders in 2000, including the district health management teams. the Medical 
Council. and the Nurses and Midwives Council. A twoday workshop a b u t  LTP 
methods and reproductive health pro,- in Malaul was held for 66 individuals." An 
important outcome of this meeting was the M O W S  increased commimnt to support 
the program and to incorporate ecppment for LTP methods into their budget. 

To further increase access to family planning senices. EngenderHealth assisted h e  
MOHP and CHAM to train seven master doctornurse teams in MULA and Norplant 
implant insertion and removal. The trainings consisted of both didactic and pranical 
sessions, with participants attaining exceptional surgical and clinical slulls." During the 
five years of the CA, these seven strong teams trained 50 dwtor-nurse teams in 
sterilization and implant insenion. and they are currently providing clinical senices 
throughout the country. Moreover, seven clinicians from MOW. CIi4Lq. and Banja La 
Mtsogolo hospitals were trained in NSV in 2000. 

In our efforts to improve the quality of services. we helped the MOHP and W f  
monitor family planning services available at their sites. as an i n t e a  component of 
senicedelivery expansion. By training local trainers and supervisors in basic financial 
management. facilitative supervision. COPE and Community COPE service delivery 
was continuously monitored. During the lifespan of the CA EngenderHealth trained 
more than 270 individuals in one or more QI approaches. and COPE was introduced in 
two MOHP and nine CHAM sites. 

- - ~~ -~ - 

" EngenderHealth. 2WO lncrrar~ne access fo and quallly of long-fcnn and pcrmanenl cmfrscpow methods 
1n Malani. Annual repon. lanuap-December 2000. 
" EngenderHealth. 2000. Increasing access to and qualify of long-fern and permanent c o n w x q m y  m c h &  
in Malaui. Annual repon. January-Decembn 2000. 
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In collaboration with JHPJEGO. EngenderHealth introduced comprehensive PAC 
services at district-level MOHP and CHAM hospitals. Together, EngenderHealth and 
JHPIEGO developed a PAC country strategy, training manuals, senrice guidelines, and 
monitoring and supervisory tools. We provided technical assistance in MVA to treat 
incomplete abortions, in family planning counseling of clients, and in contraceptive 
services to avert unplanned future pregnancy. JHPIEGO assisted the MOHP to 
established PAC services at the four central hospitals, while EngenderHealth assisted in 
setting up PAC services at eight district-level hospitals (six MOHP and two CHAM). 
Both central and district hospitals served as training institutions (preservice and in- 
service, respectively). EngenderHealth also trained 27 surgeon-nurse training teams from 
10 districts and two supervisors in comprehensive PAC services. 

EngenderHealth is also conducting an exploratory study in four districts to investigate the 
needs of adolescent PAC clients, supported through pnvate funds. The goal of this study 
was to understand how hospitals can meet the needs of adolescents and prevent additional 
unwanted pregnancy. (See the Global Leadership in PAC section-Needs of Adolescent 
PAC Clients in the Dominican Republic and Malawi, p 66.) 

EngenderHealth traditionally works on the supply-side issues in service delivery. 
However, to address demand, in 2001 we partnered with PATH to assist the MOHP in 
building a clientele for sites offering LTP methods. In 2002, we worked with the Health 
Education Unit and with district officers of four districts to complete a formative 
assessment of the population's interest, attitudes, and behavior towards LTP methods. 
Furthermore, EngenderHealth explored the use of radio programs and community dramas 
as methods to catalyze awareness of such methods. The radio programs generated a huge 
amount of listener interest and response: In four months, 5,400 letters were received. 
Analysis of the letters will serve as the primary evaluation tool, while service-delivery 
statistics will ultimately determine whether any shifts in clients served were observed. 

During the five-year period of the CA, events beyond EngenderHealth's control inhibited 
the implementation of service delivery. Shortages in Norplant implant supplies and the 
unavailability of trained staff due to high turnover stalled the delivery of implant services. 
This is evident in data from the 1992 and 2000 Malawi DHS surveys: Among currently 
married women of reproductive age, implant use rose only slightly, from 0% in 1992 to 
0.1 % in 2000. 

In addition, during 2003, Malawi faced a famine that placed 70% of its population at risk 
of starvation. Despite these external events, EngenderHealth's ability to implement 
programs and increase service utilization was affected only slightly. This may be the 
result of the stability of the Malawian government from 1998 to 2003, which has 
provided ongoing support to family planning and reproductive health programs. 

RESULTS 
INCREASING ACCESS TO AND QUALITY OF SERVICES 
EngenderHealth's contributions to improving access and availability of quality family 
planning services included the support of 24 MOHP district hospitals and nine CHAM 
district hospitals located in all regions and most districts of Malawi. We supplied training 
equipment and materials, essential surgical instruments for surgical contraception, and IP 
equipment to all 33 supported sites. In addition, we upgraded five operating theaters (at 
facilities located in Rumphi, Lilongwe Central, Kay-, Embangweni, and Malinpnde) 
that will be utilized for sterilization procedures. 
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INCREASING UTILIZATION OF SERVICES 

Service statistics collected from EngenderHealth-supported sites indicate that as a result 
of the interventions outlined above. the numbers of family planning users increased 
significantly. From January 2000 through March 2003. EngenderHealth-supported sites 
provided a total of 17,068 clients with family planning services. including 13.327 female 
sterilization users, 3,710 implant users, and 31 vasectom? users. However. these servics 
statistics are an underestimate, as obtaining data from the supported sites oiten ptoves 
challenging. Despite these difficulties, improvements to the data collection system have 
been adapted, and the system will continue to be revised. 

EngenderHealth's main contribution in Malami was to introduce and establish a network 
of MOPH and CHAM service-delivery sites capable of providing LTP methods and to 
establish a foundation for QI as an integml pan of service management. Historicall). 
EngenderHealth was the first KG0 to introduce minilaparotomy and to train staff in 
clinical procedures. Given this support, EngenderHealth's work has contributed 
extensively to the increase in female sterilization use observed in the DHS. Sterilization 
utilization increased to almost 5% in 2000. from less rhan 2% in 1992. Furthe-. the 
prevalence of sterilization is projected to grow to 16% in the next 15 !ears.u However. 
with increasing HIV infections. which have ravaged the counu) and impacted tk 
availability of health care staff (UNAIDS projects a prevalence rate for 2001 of lj%''). 
continuous technical support will be critical for further increaring access to and 
availability of quality LTP methods. 
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NEPAL: 
EXPANDING METHOD MIX 

IN THE PUBLIC AND PRIVATE SECTORS 

FAMILY PLANNING 
IN NEPAL 

Nepal has a long history of family planning services: Its first national family planning 
program, the Family Planning and Maternal and Child Health Project, was launched in 
1968. Under this project, 24 district offices were established to provide a range of family 
planning services at the district level and to organize mobile camps that offered male and 
female sterilization services to rural areas. The project's success led to further expansion, 
with services now integrated into public health programs in all 75 districts of Nepal. 

Under a restructuring of the MOH in 1994, the Family Health Division was given 
primary responsibility for planning, supervising, and implementing all family planning 
activities in Nepal. Family planning services have since become an integral part of the 
government's health program and are widely available through gOVEmment facilities, 
community health workers, and volunteers. Currently, a range of modem contraceptive 
methods is available to all, including the pill, the condom, Depo Provera injectables, the 
IUD, the Norplant implant, tuba1 ligation, and vasectomy. 

TRENDS 
Nepal has experienced more than 
a 10-fold increase in modem T a b l e  11. C o n t r a c e p t i v e  p r e v a l e n c e  in  N e p a l ,  
contraceptive prevalence over the by method and b y  y e a r  

past three decades. Prevalence 
increased from 3% in 1976 to 
26% in 1996 and to 35% in 2001 
mable 1 I ) . ~ ~  Nepal's long history 
in family planning programs had 
traditionally focused on providing 
sterilization, which accounted for 
60% of modem prevalence in 
2001, down from 67% in 1996. 
Total modem contraceptive preva- 
lence is relatively high, at 35% 
having increased by nine percent- 
age points in five years. The pre- 
valence of all methods has risen, 
but only use of sterilization and 
the injectable increased signifi- 
cantly from 1996 to 2001. 

Contraceptive method 

All methods 

Norplant implant 0.4 1 0.6 

Condom 

36 Contraceptive prevalence data for 1976 were cited from Women, Health and Development Committee, 
Department of Health Services, Ministry of Health. Women, health and development country profile: Nepal, 
Katmandu: Department of Health Services: 1998. Comparisons in this summary are based on two DHS 
surveys conducted in Nepal in 1996 and 2001. 

28.5 

Short-term methods  - 
lniection I 4.5 1 8.4 

1.9 1 2.9 

% o f  m o d e m  method u s e  
attributed t o  female sterilization 
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39.3 

Any modem method 

Total no. of women in union 

67.3 

26.0 

60.2 

35.4 

Long-term methods  

7,982 

Female sterilization 

Male sterilization 

IUD 

8,342 

12.1 

5.4 

0.3 

15.0 

6.3 

0.4 



Panerns of contraceptive prevalence by 
age and by number of living children 
illustrates expected increases in accep 
tance rates of female sterilization with 
increasing age and number of living 
children. Similarly. injectable prevalence 
reflects greater utilization among older 
age-groups, rising from 8 9  among 20- 
2?-year-olds to about 12% at ages 3G34 
and 35-39, and then falling off above age 
40. Contraceptive prevalence continues 
to be significantly lower in rural areas for 
all modern methods but the ratio of rural 
to urban use increased from about one 
half to approximately three-fifths from 
1996 to 2001. 

Tabk 12. Demand for conbaceptive 
methods among women in union in Nepal 

-- 

j Unmetmed 

Limil 

Total 31.4 27 8 

1 Uet need 
Space 2 6  1 3 8 

Total 285 1 39 3 

Total demand tor family planning 

Increases in modem contraceptive 
prevalence can be attributed to many 
factors, including increased demand for Total 59.9 - 
famly plannmg servlces and mcreased 

suggesting an overall increase in contra- 
ceptive demand. The total demand for family planning services increased from 60% in 
1996 to 67% in 2001. As senices became more widely available. the percenta9 of 
demand satisfied by contraceptive use increased to 594 in 2001 

% oi demand satisfied 47 
sat~sfact~on of unmet need Met need for hvall met- -, 
all methods rose by I I percentage points. I 

ENGENDERHEALTH'S 
INPUTS AND ACHIEVEMENTS 

EngenderHealth has been working in Nepal since 1973" to support the MOH's efforts to 
provide quality family planning and reproductive health services in both the public and 
private sectors. Nepal's family planning program historically relied on sterilization as a 
program method, and our strategy was to help improve the quality of these services as 
well as to improve method mix. The scope of our technical and financial support ranged 
from direct financial support for the procurement of essential equipment and for upgrading 
facilities to supenision and technical assistance in developing, snen,$hening. and improving 
service delivery across sites. 

58 6 

Total number oi while unmet need fell by only about four 
womffl in union 

i.W 

Pueuc-SECTOR INPUTS 
In the early stages of family planning services in Nepal. voluntary sterilization ser- 
vices were provided through mobile clinics. In FY 1987-1988. the M i n i m  of Health 
decided to introduce a strategy to pro\.ide a full range of family planning services at 
static clinics throughout the year. The purpose of the approach. called -institutiona- 
lization." was to decrease reliance on mobile sterilization services. increase method mix, 
improve the quality of services. and integrate family planning with orher health services. 

8.342 

" Kumar. I.. n al 1999. hepal baselme aswrrment rcpon fa AVSC Inrernau~~~r Rau:ts h u a t  Ncr 
Yo*: AVSC Inrrmaoonal. 

percentage points (Table 12). clearly 
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EngenderHealth supported the MOH in this strategy by supporting comprehensive family 
planning services includin~ permanent methods, at 24 Institutionalized Family Planning 
ServicelCenters in 21 districts. In the initial phase of the strategy, ~ngender~eal ih  provided 
essential equipment and supplies, as well as funds for new const~ction and for renovation 
of facilities. 

In the mid 1990s. the MOWS Family Health Division realized the need to monitor and 
supervise staff to ensure quality services that complied with the National Medical Standard. 
In 1996, we assisted the Family Health Division to launch the Quality of Care Management 
Center (QOCMC), which aimed to improve the quality of family planning services. The 
innovative strategy featured a partnership between an NGO (the Nepal Fertility Care 
Center) and the government (the Family Health Division). The program initially focused on 
improving IP practices before tackling other quality variables. This approach-starting 
small with one key indicator that yielded results and fueled the commitment and interest of 
site staff and managers to improve quality overall-proved successful. 

In 1998, we introduced COPE to numerous servicedelivery sites. While IP continued to be 
a key component of QI. the QOCMC took a comprehensive approach to quality of care and 
worked to address management issues, maintenance of facilities, and equipment. The 
QOCMC also paid special attention to addressing the needs of the client, and in 1999 
institutionalized client exit interviews and suggestion boxes. A 1999 evahation of the 
Nepal program found the QOCMC to be highly effective in filling a gap in government 
monitoring and supervision of sites, but falling somewhat short in terms of its ability to 
monitor clinical skills, because of the makeup of the field team3' To address this shortfall, 
project staff conducted two workshops for staff from the QOCMC, one on facilitative 
supervision and the other one on QI and moniroring approaches. In addition, 
EngenderHealth provided whole-site training and superv~sion assistance. identified training 
needs and referred people needing training to the National Health Training Center, and 
coordinated with central-level organizations to solve problems. 

The Chettrapati Family Welfare Clinic, established in 1994 by EngenderHealth, began as a 
model government center to provide highquality integrated family planning and maternal 
and child health services, including immunizations and antenatal examinations. The clinic 
also served as a comprehensive training center for clinical family planning methods, 
including NSV and minilaparotomy. The Chettrapati center is currently helping the 
National Health Training Center to develop a family planning training curriculum and 
guidelines. We provided this clinic with ongoing technical, financial, and management 
support and assistance. The facility is another example of a joint public-private venture 
where the clinic is managed by staff from the Nepal Fertility Care Center while being an 
integral component of the Family Health Division clinical system. 

PRIVATE-SECTOR INPOTS 
EngenderHealth has had a long partnership with the Family Planning Association of Nepal, 
the largest reproductive health NGO in Nepal. EngenderHealth support to three association 
clinics located in Lalitpur central, Chitwan, and Sunsari included essential equipment, 
a facility upgrade, training for staff, technical assistance on counseling, IP training, and 
improved overall s e ~ c e  quality. In addition EngenderHealth staff conducted regular moni- 
toring and supervision of the service sites and provided on-site c~aching.)~ 

38 Stanley, H., et. al. 2001. The Quality of Care Management Center in Nepal: Improving s e ~ i c e s  with limited 
resources. AVSC Working Paper No. 13, New York: AVSC International. 
' 9  In 2CQ2, we ceased support of FPAN due to the reinslatement of the Mexico City clause. 
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In 1992. EngenderHealth helped the Nepal Fertility Care Center initiate t*o private- 
sector programs: Pariwar Swastha Sewa Ketwork and the Sangini p r o p m .  The Sangini 
Pro--ma introduced Depo Pro\.era through a network of nurse-paramedic providers at 
private pharmacies. Under this program. EngenderHealth wpponed the training of nurses 
and paramedics to provide injectables and method counseling and was responsible for 
monitor-ing the quality of services provided. Pariwar Swastha Sewa Nenvork is a 
network of 156 private medical providers in I3 urban areas focused on expanding and 
improving family planning senices. EngenderHealth provided technical suppm to create 
this network, design and implement a monitoring and supervision system. and conduct 
training for network members on clinical family planning methods. In addition 
EngenderHealth provided essential equipment and assistance to link the neruork uith 
social marketing system. 

EngenderHealth provided financial and technical suppon to the United hhssions of k p a l  
to improve the quality of family planning services through three hospi~als located in Amp 
Pipal. Okhaldhunp. and Tansen. These hospitals offer temporary and permanent family 
planning methods and other reproductive health senvices year round. Training non-famil) 
planning providers has allowed family planning services to be inte-grated into other 
clinical and ouueach p r o m ,  including comprehensive PAC senices and community 
health programs. A supervisory and monitoring system was also created to ensure 
continuous QI. 

RESULTS 
INCREASING ACCESS TO AND QUAUTY OF SERVICES 
In suppon of our efforts to ensure greater access to and avadabiliy of family planning 
s e ~ c e s ,  EngenderHealth trained and supported a cadre of health care professionals in 
family planning methods and counseling senices. During the life of the CA. we suppned 
the training of 70 providers in rninilaparotomy and 49 providers in SSV. Furthermore, to 
expand the contraceptive method mix, we trained 110 health professionals in Sorplant 
implant insertion and removal and 132 health professionals in the provision of injectables. 
In addition to clinical trainings. EngenderHealth uained 99 providers in family planning 
counseling and 694 providers in general family planning counseling to irrrease client 
access to quality counseling services. These providers were available to provide services in 
259 sites in FY 2001-2m. 

EngenderHealth has made significant contributions to improving rbe quahq of family 
planning services in Nepal. We mined 331 individuals in QI methods, including COPE for 
Family Planning and whole-site training. and we mined 277 individuals in IP approad~s 
during the CA. In addition, at the national level, we nrpponed the Family Health Division 
in its efforts to develop the National Medical Standards for Family Planning. VSC Mobik 
Outreach Guidelines, and the Family Planning Senice Delivery Policy. 

In 2001, EngenderHealth conducted a client satisfaction study on semces provided 
through institutionalized family planning service sites." Figure 8 shows the percentqe of 
clients who received specific information regarding a family planning method. Overall. 
the study found that 73% of clients were satisfied with providers' attitudes and senice- 

' O n e  Sangni Program was a collaborative alliam -7th ihc Sepal C o n ~ c p o ~ e  Ru.4 Salts Cornpan) a d  
the SOMARC p o j s t .  Sangini 1s the Sepali brand name for a Lbrae-month inj&ab:e and lranrha to 
"female f n e f l  in h'epab. 
" EngenderHeallh. @aMy of Care hlanasement CenrerlFmI* Health Chw~on.  Ncpal. ZW! C i i m l r ~ ~ i w s  
rewards fnmtl? planning s m n ~ c ~ s  ar mrrirw~onolircdfmiI~plmvung scnicc sires m .Scpn.'. 
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Figure 8. Percentage of clients who received 
the following types of information during counseling 

Description of a family planning method 

Advantages of a family planning method 

Disadvantages 

Usual effectslside effects 

Precautions to be taken 

Follow-up datelnext visit 

delivery procedures. The majority of clients reported satisfaction with counseling and 
availability of methods. EngenderHealth also conducted a study to gain a better 
understanding of clients' experiences of sterilization within the larger context of their 
reproductive lives.4z Findings of the study included that 95% of female respondents 
understood that the operation they received was permanent. Clients' suggestions for 
improving services included improvement of physical facilities (32%). maintaining 
privacy (31%), good management of waste disposal (17%), the need for good counselors 
and counseling practices (13%), and the need for service providers to be nice and 
welcoming (10%). Findings were utilized for program improvement efforts. 

From 2002 to 2003, EngenderHealth supported four indepth follow-up research studies 
on the use dynamics of four female contraceptive methods-Norplant, IUCD, pill and 
injectables. Clients who were provided these methods in government and non- 
government facilities between July 2000 and June 2002 were surveyed. The studies 
gathered information on demographic characteristics, current and past contraceptive use, 
information received at service delivery site, level of satisfaction with health care 
personnel and with contraceptive method, accessibility of service delivery site, cost to the 
client, the influence of family members, changes in health status experienced, and cumu- 
lative discontinuation rates. The findings and recommendations, which are found in the 
study reports, provide information that will assist family planning program managers in 
understanding the strengths and weaknesses of service delivery and to increase its quality 
and effecti~eness.~~ 

INCREASING UTlUZATlON OF SERVICES 
EngenderHealth's contributions to improving quality and increasing access to services 
have yielded significant results in utilization. At EngenderHealth-supported sites, close to 

'' Kaufman. A.. et al. 2001. Enhanced monitoring of mobile ourreach sierilizarion services: client perspec- 
rives. (Nepal) 
" New Era, Norplanr Acceprmce & Use Patterns in Nepal, June 2003: IUCD Acceptance & Use Parrerns in 
Nepal, June 2003: Depo-Provera Acceptance & Use Parrems in ~~ie,vai. June 2003; Pill Acceprmce & Use 
Pattern in Nepal, June 2003. 
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108.000 clients were served various permanent, long-ten and shofl-term family planning 
 method^.^ Specifically, from N 1998-1999 to FY 2002-2003. a total of 21.33 cl~ents 
selected sterilization, including vasectomy. (See Section 4: Asia and Sear East. page 101. 
for an indepth discussion of Nepal's service statistics.) 

According to the 2001 Nepal 
DHS, 86% of current contra- 
ceptive users in union reponed 
the source of female sterilization 
as the govemment429c a ,p 
vernment hospital or clinic and 
41% mobile clinics. Use of 
female sterilization was highest 
in the Terai region. where the 
majority of EngenderHealth's 
suppotted district hospitals are 
located. h t  of the 21 districts 
supported by EngenderHealth. 
I5 (71%) were in the Terai 
(Table 13). Anecdotal evidence 
suggests that these facilities 
have seen tremendous irnprove- 
ment in the quality of family 
planning services in the past five 
years, in terms of prokider 
competence. re-darity of servi- 
ces, quality of counseling, and 
IP practices. 

Table 13. Percentage of district hospitals in Nepal 
supported by EngenderHeaHh, by sukegion 

Subreglm 

Eastern Mountain 
Central Mwntatn 
Western Mountam 

Terai 1 

N u m k  5 
d s m a  '-by 
hospws ,- 

7 

3 0 

3 0 

2 0 

. .... 

Eastern Term 7 57 1 

Mountain 

Hill 

Eastern Hdl 

Central Hdl 

Western Hdl 

Mid Westem H~ll 

Far Western Hdl 

Central Tern 

Western Tern 
Mid Western Tera 

Far Western Tera~ 

7 0 

17 35 

10 20 

6 0 

A 0 

During the span of the CA, EngenderHealth had an ongoing and substantial presemx in 
Nepal.'' We increased access to and availability of family planning serrices. improved the 
quality of available services, generated demand for contraceptive methcds. and increased 
the utilization of contraceptives. The rise in sterilization use illusmted by the DHS mq 
is consistent with EngenderHealth's contributions over many years. especially during the 
period 1996-2001. Our success in Nepal is also attributed to the good working relationships 
and close pannerships with the Ministry of Health. local KGOs. and he pthate sector. As 
Nepal enters the 21a century, the solid foundation for expanding quaiin. reproductive 
health senices will bridge the existing gaps in family planning need. 

- ~p - - 

4, This number excludes the number of clienls w e d  the 24 IFPS sites. as lhae numhm are m M e d  in 
the national HMIS. USAID requested that EngndnHcalrh not ~ncludc lhae numbm in Jur  reporring. as 
USAID used a diffaent mechanism to rcpon family planning xhiormour in  ihc p b h c  sector usin_e HMS. 
USAID'S tarset was to achieve an annual 10 Cr lncrcav i n  ccuple-)cars of p?mnoon in Yepa;. *hi& u n  
achieved. 
" In 2002. Engendertieabh k a m e  a subconuaaor to JSI under US.UDKepal.s b ~ l a u n l  pojm. the ?+d 
Family Health R o w .  
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PHILIPPINES: 
AFFECTING POLICY, AVAILABILITY, QUALITY, 

AND UTILIZATION OF FAMILY PLANNING SERVICES 
AND SERVICES RELATED TO PREVENTING 

AND MANAGING ABORTION COMPLICATIONS 

FAMILY PLANNING 
IN THE PHILIPPINES 

Family planning has been an important government policy and service in the Philippines 
since the 1970s. In 1970, the Philippines Government officially launched its population 
program and mandated that the Commission on Population (POPCOM) serve as the 
central coordinating and policy-making body. In 1971, a Population Act established a 
national family planning program "which respects the religious beliefs of the individual 
involved.'" In 1972, sterilization for both men and women was recognized as an official 
method of contraception by the government of the Philippines. In 1976, POPCOM (with 
USAID support) launched a 10-year National Population and Family Planning Outreach 
project." In 1980, the program expanded its mandate tc address "quality of life" issues, 
including family welfare, maternal and infant care, and livelihood generation; in 1987, 
government policy recognized the "interrelationships among population, resources, and 
environmental factors.'d8 In 1989, the Department of Health (DOH) was designated as 
the lead agency for family planning, including service delivery, training, and program 
implementation, with POPCOM maintaining the lead role for population and 
development. In 1993, a shift took place from a centralized DOH network of nationally 
funded public providers to a decentralized system with local government units (LGUs) 
managing hospitals, resources, and services. 

TRENDS 
As of 2002, the population in the Philippines was 80 million, and that number grows by 
almost 1.7 million per year.49 The overall contraceptive rate as of 2001 was 49.5%.50 
Modem method use remains relatively low, due to widespread use of natural family 
planning and traditional  method^.^' Female sterilization, however, continues to be the 
method of choice for a large number of women. Table 14 shows that the prevalence of 
female sterilization use rose from 9% in 1995 to 10.5% in 2001, while vasectomy use 
remained relatively low and unchanged during that time. IUD prevalence remained low, 
but some growth was seen in the use of the pill and injectables. 

The most recent DHS data, which were collected in 1998, show that from 1993 to 1998, 
unmet need to limit future births decreased from 14% to 1 I%, and unmet need overall 
decreased from 26% to 20%. Met need to limit increased from 31% to 34%. and met need 
overall increased from 40% to 47%. Overall demand for family planning remained 
relatively unchanged. 

. . 
senlet, P., el al. 2002. ~valuarion df the EngenderHealth Cooperaive Agreement, 1998-2003. Appendix D. 
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Temperature 
Lactational amenorrhea method1 - 0.9 1 0.8 I 0.5 / 0.5 i 0 4  

-- 

No method 
No. of women (in 0005) 

/ Any eadiional method 
/ CalendarlRhythm 
i Withdrawal 

Source. Famlly Planning Survey. Final Repal 2001. Nacimd b h m a  MClce 

25.2 17.9 16.1 18.3 ' 16.9 1 14.7 / 15.4 

18.4 10.3 9.7 8.7 9.6 ' 9.5 / 10.4 ' 
5.6 6.9 5.9 8.9 6.7 4 . 8  1 5 . 6  

ENGENDERHEALTH'S 
INPUTS AND ACHIEVEMENTS 

Since the 1970s. EngenderHealth has maintained a steady presence in the Philippines and 
at the close of this CA remained the primary international reproductive health agency 
providing technical assistance in family planning to the DOH at the national. regional. 
provincial, and municipal government levels. EngenderHdth helped to establish 
sterilization and other family planning services in several large hospitals in h e  early 
1970s. Throughout the subseqwnt decades. EngenderHealth worked with the DOH and 
with LGUs to build their technical capacity in sustainable says. including through 
establishing regional MULA and VSC training centers, establishing clinical guidelines 
and protocols, introducing supportive systems and approaches for continuous QI 
(including COPE, facilitative supervision, counseling. and informed choice measures). 
and developing training materials and curricula. EngenderHealth opened its country 
office in Manila in 1991, and began work with the private sector in 1997. 

INPUTS TO THE PUBLIC SECTOR 
From 1995 to 1999. EngenderHealth provided technical and financial assistance on 
voluntary sterilization and family planning counseling to rhe DOH at the national and 
regional levels, to selected LGL's under the Local Government Unit Performance 
Program (LPP), and to selected NGOs under the Technical Assistance to NGOs 11 
(TANGO In project. The assistance was pan of the CSAtkupponed Inte-gated Family 
Planning and Maternal Health Pro,m (IFPMHP), whose goal was to improve the health 
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of women and children by reducing the unmet demand for family planning services and 
improving the health and nutrition of Filipino mothers and children.s2 

EngenderHealth provided critical technical assistance to the LGU project on sterilization 
service provision and on the establishment of quality assurance systems for sterilization 
services. EngenderHealth provided technical assistance to 72 LGUs in the LPP, including 
156 LGU hospitals (tertiary and secondary) for the training of service providers 
(voluntary sterilization teams) on MLLA and family planning counseling, to ensure 
informed choice and informed consent. The informed consent form was subsequently 
adapted as a program document by the DOH. EngenderHealth's assistance also 
strengthened the quality assurance system through: 

COPE introduction and COPE follow-up 
Whole-site training in 1P 
Establishment of a Quality Assurance Team at the provincial level 
Establishment of a Quality Assurance Committee at the hospital level 
EngenderHealth also supported strengthening the referral system between the 
hospitals and the community through the rural health units. Finally, EngenderHealth 
provided technical assistance in developing policies and guidelines on MLLA. 

From 2001 to the close of the CA, EngenderHealth provided technical assistance to the 
Matching Grant Program (MGP), a follow-up project of Management Sciences for Health 
(MSH) to the LPP. Under the MGP, EngenderHealth provided assistance to 24 MGP sites 
in strengthening referrals for voluntary sterilization and in building capacity in referral 
hospitals. EngenderHealth also provided technical assistance and training on NSV to 
other MGP sites where the MGP project generated demand for NSV. EngenderHealth 
trained service providers in LGUs included in the MGP, provided the necessary NSV 
instruments to trainees during NSV outreach activities of MSH, and provided technical 
assistance on the ideal set-up for an NSV service-provision site. We also provided 
technical assistance to MSH for the development of a counseling training curriculum for 
barangay health workers. 

In 2002, the DOH mandated that all DOH hospitals implement a new administrative 
order about using itinerant teams to expand access to sterilization services. With support 
from USAID and the DOH and in partnership with MSH and Johns Hopkins University, 
EngenderHealth has worked on a pilot project to implement the itinerant teams in 
selected, densely populated, urban poor areas of Metro Manila. Between June 2002 and 
March 2003, 12 LGUs were developed as outreach sites for itinerant voluntary 
sterilization teams coming from 11 assisted hospitals. In addition, EngenderHealth 
worked with the DOH to establish a vasectomy training center. We also developed, in 
consultation with the DOH, an NSV training curriculum based on EngenderHealth's 
global materials; at this writing, the curriculum is awaiting final approval by the Office of 
the Health Secretary. 

In May 2003, EngenderHealth began a pilot media campaign for vasectomy, using 
USAID core funding. This campaign focused on three public-sector sites: Tuguegarao 
City in Cagayan Province, Malabon City in Metro Manila, and Cebu City. Radio and 
newspaper advertisements and posters were developed, and radio spots ran from June 
through September 2003. The voice-alike of a popular action star was used to promote 
the benefits of NSV and advertise the services available at the three project hospitals. 

52 Scherzer. M. 2003. A review ofEngenderHea1th.s USAID rupponed work in the Philippines, 
199&2003. 
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Also, beejnning in late May 2003, full-page advertisements on NSV featuring two 
satisfied vasectomy users. or "champions" (the incumbent go\,ernor of Cagayan Province 
and a doctor who is also son of a popular incumbent senator) were also printed in one 
national and two local dailies once a month. Posters. streamers. bumper stickers. and 
billboards of the two vasectomy champions were likewise produced and distributed 
throughout the country. A video of the governor's testimon) was produced as an 
introduction for open forum on NSV. In Manila a hotline on YSV waj also begun in 
June. (See "Global Leadership, Vasectomy Promotion Initiative in Ghana and the 
Philippines," page 85.) 

In addition, EngenderHealth provided technical assistance to the DOH to establish P.4C 
services. This work began in 2000 with funding from the David and Lucile Paclrard 
Foundation. In 2001, EngenderHeaIthtPhilippines received funding for PAC senices 
from USAIDIPhilippines and in 2002 received USrUDNashington special initiative core 
funds to fiuther expand the program. Our technical assistance has itxluded training 
providers in the clinical management of abortion complications (including the use of 
manual vacuum aspiration. or MVA). in IF', in cwnseling. and in the use of QI tools. 
With USAID and private funding. EngenderHealth has helped the DOH implement 
services at a total of 15 hospitals. 

INPUTS TO THE PRIVATE SECTOR 
From 1997 to 1999. EngenderHealth helped private hospitals provide sterilization 
(bilateral tubal ligation and vasectomy) for paying clients through tine T.-LUGO Il 
project?3 The assistance included training service providers in h U A  and counseling. 
upgrading the surgical spaces of service sites. providing technical assistance to stren$hen 
linkages within the hospital and with the outside community to improve referral of 
voluntary sterilization clients, and implementing a quality assurance sytem desi-md to 
ensure continuous QI in the family planning p r o e m .  

From 1999 to 2001, private-sector activities focused on eight family planning- 
reproductive health clinics that were established as units within hospitals providing 
integrated reproductive health services (including family planning. prevention and 
management of abortion complications, RTIs, maternal care. adolescent health care. and 
MAP services). The units involved the entire hospital and staff. with the counseling staff 
at the core of the reproductive health centers and the depamnent of obstenics and 
gynecology acting as the lead unit. From Januar)' through September 2W?. fire of the 
original eight private hospitals continued to receive assistance to strengthen the 
marketing and promotional activities for improving utilization of ihe centers' senices. 
Tools were developed or revised for client outreach. identification. and referral for use 
within the hospitals and in the surrounding communities. industries. and commercial 
establishments. The hospital staff and selected community workers *?re mined in and 
followed-up in the appropriate use of these tools, which included a community-based 
management information system (used in the community). a cornpany-based information 
system (used in local companies and other institutions). and a family plannin,e 
reproductive health assessment form (used for inpatients and clients seeking other health 
services within a hospital). 

MATERIALS 
Over the cwrse of our work in the Philippines. EngenderHealth debeloped 20 rnatenals 
with the DOH and other agencies. These included a miner's manual in ~~. pi&lines 

5 ,  
- TANGO I1  IS theTechmcal Asstrrance for YGOs program. managed b> John Snow. la: :JSI, 
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for MLLA, NSV brochures and promotional materials, an instructor's guide for counseling 
the postabortion client, a trainer's guide for postabortion clinical care, information, 
education, and communication (IEC) materials on preventing and managing abortion 
complications, a voluntary sterilization monitonng manual, and a facilitative supervision 
trainer's guide. 

INCREASING ACCESSTO AND QUALITY OF SERVICES 

From 1998 to 2003, EngenderHealth helped 185 public-sector hospitals provide female 
and male sterilization services (Table 15). These hospitals cont~nued to provide services 
through 2 0 0 3 . ~ ~  

Table 15. Total number of public-sector hospitals assisted 
by EnaenderHealth that offered sterilization services in 2003 

I DOH-retained hospitals 1 28 1 28 1 2 1 

No. of 
hospitals 

Overall, the number of public- and private-sector sites supported by EngenderHealth 
fluctuated annually, from 194 in FY 1998-1999 to 78 in FY 2002-2003. This decrease 
was due to the cessation of the LPP project in 1999. 

No. offering 
female 

sterilization 
services 

LGU hospitals 

EngenderHealth contributed significantly to ensuring that trained and competent 
providers were available to provide services at public- and private-sector sites. Training 
between 1998 and 2003 focused on MLLA training for providers and trainers, NSV, 
family planning counseling, COPE skills, orientation of barangay health workers, and 
marketing for private-sector services, among other topics. A total of 4 4  trainers and 407 
service providers were trained in MLILA, and 106 providers were trained in NSV 
techniques. Family planning counseling training was given to 28 trainers and 3,091 
providers; 33 trainers and 83 providers were trained in facilitative supervision skills, and 
81 COPE facilitators were trained. Voluntary sterilization orientations were provided for 
18,000 barangay health workers. 

No. oflering 
male 

sterilization 
services 

In addition to family planning-related training, EngenderHealth's introduction of PAC 
services included the training of 92 doctors and providers between 2000 and 2003 in the 
clinical management of abortion complications, 185 service providers in counseling, and 
175 in infection prevention, as well as orienting more than 315 managers to PAC services. 
In addition, to build capacity at the teaching hospitals, EngenderHealth conducted TOT 
courses with a total of 25 trainers for counseling and clinical management. 

1 43 

INCREASING UTIUZATION OF SERVICES 

From FY 1998-1999 through FY 2002-2003, EngenderHealth-supported sites in both the 
public and the private sectors provided 934 vasectomies and 81,008 female sterilizations. 

" Scherzer, M. 2003. A review of EngenderHealth's USAID supported work in the Philippines, 
1998-2003. Not all 185 sites continued to receive support through 2003. 

143 

12 Municipal health offices 1 14 
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Female sterilization peaked in N 1999-uXX), at 28.763 cass." Between June 2W- and 
March 2003, the 12 LGUs thal were developed as outreach sites for itinerant voluntary 
sterilization teams provided nearly 12.000 clients with sterilization services. 

With funding from both USAID and non-USAID sources. betueen 2000 and 2003. nearly 
27,000 women were seen for PAC services: 22% were treated using hWA equipmenr 82% 
were counseled about family planning, and 43% left the hospital with a contraceptive 
method. The number of clients who were treated with MVA, who were counseled. and who 
received a family planning method steadily increased each year.% 

Table 16. Numbsr of services provided, by type of service. 
anordina to fiscal vear 

I 

PAC 0 0 ( 6 . W  ( 9.321 ' ll.OS1 I 26.812 1 

- 

Total 1 112455 1 

Female aenlizat~on 
Vasectomy 
IUD 

POLICY 

EngenderHealth was also influential in addressing an array of policy issues related to 
reproductive health services. EngenderHealth provided technical assistance to the DOH 
in the development and issuance of five important administrative orders focused on 
sterilization and PAC services. In addition. EngenderHealth participated in the 
development of a national family planning policy. leading to the development of a 
national sterilization strategy in 2001. The five administrative orders are: 

DOH Administrative Order No. 2 ~2000 Jan. 4,2000: Implementing Guidelk 
for Strwgtbening the Training in MULA for Resident Ph:aciam in Ohstetria 
and Gynecology in all DOH-Retained Regional Hospitals and Medical Cenrcls 
Under this administrative order, a minimum number of M intend h U A 4  cases was 
added as one of the completion requirements for all physicians undereing the obgyn 
residency baining in all 32 DOH-retained hospitals. Implementation of the order is 
helping to ensure that a greater number of specialists will be corrrpetent in the DOH- 
approved standard local anesthesia technique. Since .4ugus1 -W. EngenderHealth 
provided technical assistance to 23 DOH-retained medical cmtm and regional hos- 
pitals, training 47 nainen in sterilization procedures. The order was formulated follow 
ing consultations between the DOH, EngenderHealth. and the involved hospitals. 
DOH Administrative Order No. 45-B ~2000 July 21,2000: Strpngtbmiog the Prr- 
vention and Management of Abortion and Its Complicatiws (PhUO Sen* in 
the Philippines. This administrative order legitimized PMAC as a needed and wable 
service. It paved the way for the implementation of PMAC senices al four pilot sites. 
including two DOH-retained hospitals, one LGE hospital. and one pri\ate hospital. The 
administrative order states that by the end of 2KW. services should be a\ailable in 
50 DOH-retained hospitals: EngenderHealth helped the DOH establish PMAC senices 
in 15 hospitals. 

" B n w m  1995 and 1999. EngcndaHeallh directlv suvmncd hom~tals h w e h  i 2  rubaprccmntir. lkx 

- 
FY FY FY FY 1 FY 

. .. 
rubagrcemnu requlred quanerG reponlng of financial and pro-&nmic (i.c.-smicd &&a. N l m  ;hc 

subascements were ohased our. we no lonea had the ram levera- uxh lhow facil~un to okain -Lx 

27.200 

130 

0 

statisiia. A1 h e  clowof h i s  global CA. 78 Ikspltals still pmr~ded & e n d a ~ e a l l h  wlb dam 
EngenderHealthmhilippincs htlS. 
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DOH Department Order No. 34-D s.2001 February 14, 2001: Provision of Free 
Voluntary Sterilization (VS) Services-Bilateral Tubal Ligation and Vasectomy- 
to All Qualified VS "Indigent" Clients. This order calls for the provision of free 
female sterilization and vasectomy services, including needed drugs and supplies, to all 
indigent clients in DOH hospitals. 
DOH Administrative Order No. 153s. 2002. September 25, 2002: Implementing 
Guidelines for the Creation and Operationalization of OutreacMtinerant Teams 
for Voluntaq Sterilization Services. One result of the decentralization that took place 
in 1993 was a decline in access to sterilization in many pans of the country. This 
administrative order aimed to address limitations in geographic access and 
transportation barriers to services. It mandated that all DOH hospitals create itinerant 
family planning teams to reach clients living in urban and rural poor communities. The 
administrative order further states that family planning services need to be part of the 
standard package of services delivered by all hospitals. EngenderHealth was 
instrumental in assisting the DOH in the organizational design of the itinerant teams, 
including identifying minimum standards for facilities and equipment required for 
MWLA and NSV services. 
DOH A.O. No. X, 2003: Implementing Guidelines for Provision of Family Plan- 
ning Voluntary Sterilization Services. This administrative order is designed to further 
support earlier effons to expand access to sterilizatjon services by prescribing the 
guidelines for service provision, rationalizing the requirements imposed on potential 
sterilization acceptors, and eliminating barriers to clients interested in these services. 
This order was pending approval from the DOH as of July 2003. 

Finally, though the administrative order is not yet signed, EngenderHealth has been 
assisting the DOH in the development of an order to address procurement and guidelines 
for use of PAC-related medical equipment." The objectives of the administrative order 
("Policies and Guidelines on the Use of the Manual Vacuum Aspiration [MVA] as the 
Recommended Treatment for Incomplete Abortion under the Pro,gam on the Prevention 
and Management of Abortion and Its Complications [PMAC] in the Philippines") are to 
promote the use of MVA as the recommended method for treating incomplete abortion, 
and to provide policies and guidelines for the use of necessary equipment, including its 
registration, procurement, distribution, and use. Ipas is providing technical assistance to 
the DOH and the Bureau of Food and Drugs to facilitate registration. 

CONCLUSION 
EngenderHealth has played a critical role in expanding access to voluntary sterilization 
and PAC services in the Philippines through developing the human resources and systems 
capacity to meet the need for services and by working to improve the policy environment 
affecting those services. The percentage of women using sterilization is projected to grow 
over the next 15 years, to nearly 15% in 2005 and 2 1.5% in 2015.~' 

The demographic situation in the Philippines has reach a critical point: Population growth 
is estimated to be 2.4% annually, the total fertility rate of 3.7 lifetime births per woman 
exceeds the desired family size by one contraceptive prevalence is stagnant, and the 
potential for an HIVIAIDS epidemic is a hidden threat. Thus, the need for attention to an 
infrastructure and systems that provide safe and accessible services will continue to exist. 

57 At the time of writing of this repon (July 2M)3), the administrative order was still under review by the DOH. 
EngenderHealth. 2002. Conrraceprive srenliradon: Global issues and rends. New York. 

5Y http:/lwww.usaid-ph.~ovIhealthhsta1istics.htm 
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TANZANIA: 
FORGING NEW APPROACHES TO QUALITY IMPROVEMENT 
AND TO EXPANSION AND DIVERSIFICATION OF SERVICES 

WlTHlN THE GOVERNMENT AND NONGOVERNMENFAL SECTORS 

HETORY OF FAMILY PLANNING 
IN TANZANIA 

The Family Planning Association of Tanzania (KMATD was ewablished in 1959 with the 
purpose of introducing and expanding services through many regions of the country. The 
government of Tanzania actively began providing services in 1974 with the launch of the 
intepted Maternal and Child Health program. At that time. modern contraceptives were 
not readily available, and long-term and permanent methods were only offered for 
medical reasons. In 1989, the MOH established a dedicated Family Planning Unit (now 
the Reproductive and Child Health Section. or RCHS). Since then. bo!h the government 
and NGOs provide family planning services under the RCHS. 

For many years, family planning-and LTP contraception in pmcular-was accorded a 
low priority at all health service delivery points. despite explicit government policies and 
high demand. This was amibuted in part to the vertical structure of the pro-gram from its 
inception, and to the fact that provision of LTP methods in health facilities was perceived 
as competing with treatment of life-threatening conditions.60 Until recently. the MOH 
delegated overail management of the program to UMATl under the supervision of the 
Directorate of Preventive Services. RCHS. Since many of the facilities providing services 
were .MOH regional and dismct hospitals. W T I  supervisors had to act as external 
supervisors to site staff and managers specifically for the LTP mehods and PAC 
services. This supenision stmcrure was parallel to that of MOH supervisors of the same 
service sites. In recent yean, the supervisory responsibility for LTP methods and PAC 
services has been shifted back to MOH supervisors. 

According to DHS data, use of any modem family planning method among women in 
union of reproductive age more than doubled. from almost 7% in 1992 to 17% in 1999 
(Table 17). In the same period. however, use of LTP methods increased only slightly: 
Female sterilization usage rose from 1.6% to 2.0%. &orplant implant use rose from 0.0% 
to 0.1%. and IL?) use remained stable. at 0.4%. This can be attributed to he low priorit) 
given to family planning and LTP methods over the yean by he govemmnt. and 
possibly also is due to the rise in and availability and popularity of hormonal mhcds. 
particularly injmbles.  Use of temporary methods increased rapidly: Use of injectables 
went from less than 1% to 6%. pill use rose from 3% to 5%. and condom use climbed 
from I% to 3%. These data sugest  both a demand for and an unmet need for family 
planning services, which would require concerted effons to improve access to and quality 
of the family planning services provided in the countr).. The rario between modem 
prevalence and total prevalence has changed little (2'3 modern) across the hree surveys 
since 1992. The diversity of method use is encouraging: Sterilization. the injectable. the 
pill, and the condom each has a significant role in the mix. 

R w a  el a]. 2000. A repa  on the renew of long-tenn and pamanen1 amlrxep\r x.5wd.s and palit). 
improvement program in Tanzania Tanzania: Reproductive and Ch~ld Hcallh Secom. 
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Table 17. Contraceptive prevalence in Tanzania, 

Contraceptive method 

All methods 1 10.4 / 18.4 1 25.4 

by method and by year 
1992 
% 

Any modem method 

Temporary methods 
ln~ectable / 0 4  1 4 5  1 6 3  

19% 
% 

1 IUD 

Pill 
Condom 0.7 

Total no. of women in union 6,038 5,411 2,653 

%of modern method use attributed 
to female sterilization 24.2 14.3 11.8 

1999' 
% 

6.6 

Long-term method 

i Nomlant imolant I 0.0 1 0.0 I 0.1 

0.4 

The use of modem contraception increased across all age-groups, most noticeably among 
women aged 20-24, whose method use rose by more than 14 percentage points. In 1999, 
use of modem methods was highest among women aged 2C24, at 20%. Modem method 
use steadily increased among women with one or more living children from 1992 to 1999. 
A look at modem method use by residence indicates that reproductive health and family 
planning programs are focused on urban areas. In 1999. 33% of women living in urban 
areas used a modem method, an increase of 19 percentage points from 1992. Modem 
contraceptive use is still highest among women with a secondary or higher education, but 
differences by education have decreased over time, and the reproductive health and family 
planning program clearly is reaching lesseducated groups. 

13.3 

! Female sterilization 

%of modem method use attributed 
to injectable 

From 1992 to 1999, the unmet need for spacing future births decreased from 18% to 14%, 
while the unmet need for limiting future births decreased from 12% to 8%. At the same 
time, met need for spacing increased from 6% to 15%. and the met need for limiting 
increased from almost 5% to 10%. By 1999, the total percentage of demand that was 
satisfied by all methods had doubled from 26% to 54%. Although the total met need 
increased from 10% in 1992 to 25% in 1999, the total unmet need for family planning 
remained high, at 22% in 1999. 

16.9 

0.6 

As of 1999, 70% of female sterilizations were performed by public-sector providers and 
27% by the private sector. Within the public sector, the vast majority of these procedures 
were performed in regional and district hospitals (41% and 25%). Within the private 
sector, nearly all were done at mission hospitals (25%). In contrast, temporary modem 
methods were more widely available in the private sector (e.g., condoms and pills being 
available at pharmacies); within the public sector, these methods were supplied primarily 
at lower-level facilities (e.g., injectables, pills, and condoms being offered at dispensaries). 

1.6 

0.4 

'Interim survey. 

6.1 
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ENGENDERHEALTH'S 
INPUTS AND ACHIEVEMENTS 

In close partnership ulth the MOH, with KGOs, and with faith-based organizations. 
EngenderHealth helped to improve the availability of qualit). LTP methods and compre- 
hensive PAC services in many public- and private-sector sites. Beginning on a national 
level in 1982, EngenderHealth worked with the MOH's Famly Planning Un~t  inow the 
RCHS) to advocate among key government officials, politicians, and religious leaden 
for the development of a country policy and smtegy on family planning. In addition. 
EngenderHealth collaborated with Intrah and with local NGOr (including LM4m to 
help the MOH develop a family planning training suate3.  family planning standards and 
guidelines. family planning training curricula and PAC curricula. 

EngenderHealth's work in Tanzania took place in four phases: initial program inuodwtion 
and expansion (19841992); continued expansion, with a focus on improving management 
and supervision of senices (1993-1997); further expansion and diversification of services 
(PAC, working with Marie Stopes) (1998-2000); and a shift to working directly with the 
Directorate of Hospital Senices (2001-2003). 

From 1984 through 1992, EngenderHealth supported training in MULA. introduced 
COPE, and introduced NSV. By 1992. EngenderHealth was supporting 16 senice- 
delivery sites. From 1993 through 1997, EngenderHealth conducted an assessment that 
identified problems in management and supervision, training, sewices. and supplies. The 
assessment recommended strengthening supervision through team to act as cata!ysts to 
strengthen service provision at the site level. In response. EngenderHealth held five 
national facilitative supervision workshops and helped to establish seven %za teams" to 
provide decentralized supervision around the country. During this time. we also be,- to 
shift to on-the-job training rather than centralized training. introduced inreach to improve 
access to family planning services within sites. introduced rhe annual Ql Checklist (now 
called the Quality Measuring Tool). and expanded our work to Marie Stopes sites and to 
the private sector. We also trained MOH MCH-FP coordinators from all regons in 
facilitative supervision and COPE. began area management workshops, and the area 
teams began to orient district health management t e a m  to supenisoty and QI tools 
and to approaches for handing over these functions. To address demand for vasectomy. 
we launched a vasectomy promotion campaign, in partnership with the Population 
Council, Marie Stopes, and UMATI. We conducted a PAC needs assessment and base- 
line study in three MOH hospitals and began a PAC pilot project in three sites. In 1997. 
Tanzanian representatives participated in the EngenderHealth-sponsored MAP workshop 
and a regional economic development services conference on QI. boih in Kenya. By 
1997, EngenderHealth was supponing 101 servicedelivery sites. 

From 1998 through 2000, EngenderHealth supponed the Tanzania program to expand 
LTP contraceptive services through priwxe not-for-profit organizations such as LXATL 
Marie Stopes Tanzania (and later, in 2002. the Seventh-Day Adventin Church. and the 
Evangelical Lutheran Church of Tanzania). and through work with the Directorate of 
Hospital Senices. We also worked to transfer supervisory responsibilities to district 
health management teams within the MOH. EngenderHealth continued to introduce and 
refine QI approaches and tools, including COPE, facilitative mpenision and medical 
monitoring, whole-site mining, inreach. the Quality Measuring Tool. and the C m  
Analysis Tool to improve the management and continuous improvement of senice 
quality in all of the health facilities participating in the pro-gam (see below). 
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EngenderHealth conducted five facilitative supervision workshops at the area level6' for 
MOH regional health management teams. 

ENGENDERHEALTH HELPS TANZANIAN PARTNERS 
DEVELOP THE QUALITY MEASURING TOOL 

Following a number of years of solid experience with COPE and other QI approaches, 
the LTP methods program in Tanzania expressed an merest in quantifying the results 
of their QI efforts. Tanzanian supervisors, having been introduced to COPE by 
EngenderHealth and having gained and valued their experience with self assessment, 
sought a participatory tool to be used with site staff that would foster ownership of the 
measurement process. The resulting Quality Measuring Tool (originally called the 
Quality Improvement Quotient), developed jointly with EngenderHealth, was based on 
the COPE self-assessment guides. The Quality Measuring Tool is used annually during a 
supervisory visit. Questions about service provision are answered by consensus among 
the supervisor and staff, and scores are easily calculated for each of the seven clients' 
rights and three staff needs. Any new problems identified are then incorporated into the 
site's ongoing Action Plan and reviewed on a regular bosis. 

For example, at one site in which low safety scores reflected inadequate supplies of 
emergency drugs, a lack of oxygen in the operating theater, and improper disposal of 
sharps, the site Action Plan included: 

Hospital management and supply staffs use of client fees to purchase emergency 
drugs 

9 Assignment of responsibility to an area supervisor to transport empty cylinders for 
refilling with oxygen 
Area and site supervisors' provision of orientations to staff on all wards about appro- 
priate infection prevention practices.* 

The development of the Quality Measuring Tool has allowed Tanzanian supervisors and 
sites to track progress and changes in quality over time. Changes can be tracked for 
individual sites and for health systems as a whole (see the Results section of the 
Tanzania case study). The tool has proved useful for maintaining motivation and 
enthusiasm for the QI process and for targeting specific areas requiring attention. 

* Dohiie. M.-B.. et al. 1999. Using practical quality improvement approeha and tools in reproductive health sewices in 
East Africa Joim Corninion Journal on Qvoliv Improvcmeru 25( 11):57&587. 

In June 2001, EngenderHealth provided financial and technical assistance to the RCHS to 
review the LTP methods program to design a revised national strategy for decentralizing 
and scaling up the provision of LTP methods within health-sector reform in Tanzania. 
The review noted that due to the program's vertical approach, LTP methods were not 
planned for as part of the routine surgical services provided in hospitals. Many clients 
seeking LTP methods were being placed on long waiting lists or denied services 
altogether. Further, as central responsibility for monitoring provision of LTP methods 
rested with UMATI, MOH service providers did not take "ownership" of the program. 
For the program to meet its goal of "increased access to quality services," the review 
noted, management needed to be decentralized, and LTP methods and PAC services 
needed to be integrated into routine clinic services, in line with the ongoing health-sector 
reforms. To ensure efficient and effective coordination and to create ownership, the 
review team recommended that the LTP methods program be moved from RCHS to the 
Directorate of Hospital Services. It is anticipated that this move will enhance ownership 
of the program at national, regional, council, and facility levels. 

-- - 

" UMAATl divided the country into areas, which are larger than [he country's re$ons. 
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in response to these mommendations. in June 2002 the MOH moved the LTP methods 
pro,gam from the RCHS in the Directorate of Preventive Senices to the Direcrorate of 
Hospital Services. EngenderHealth signed a five-year memorandum of understanding 
with the MOH to facilitate smooth planning and implementation of the program 
including PAC services. Management of sites in six region~-.+~$ha. Kilimanjaro. 
Tanga, Morogor. Dodoma. and Singida-was transferred to the Directorate of Hospital 
Services. As a next step, the Directorate will take ownership in six additional regions- 
Dar es Salaam, Iringa, Mbeya. Kisonw Shinyanga. and Lindi. The MOH (as the main 
custodian of the program) manages, coordinates. and supervises the program in both the 
public and the private sectors. while EngenderHealth provided technical assistance to 
ensure that quality services are provided. 

EngenderHealth also supponed a PAC pilot smdy from 1996 rhrough 1999 in three 
Tanzanian regions (Morogoro, Dodoma. and Kibaha) as part of an overall effon to 
improve reproductive health services in these three regional hospitals. The study revealed 
the importance of a comprehensive and integrated approach to PAC senices. to prevent 
the sustainability challenges faced in 11 sites that had tried introducing PAC services 
(primarily MVA) in 1 9 9 2 . ~  The study results led to recommendations for scaling up 
PAC and family planning senices in other health facilities: in 1999. 14 master trainers 
were trained and a baseline assessment was conducted at 29 new sites for comprehen- 
sive P.4C services. In 2001. the PRIME 11 Tanzania work plan uas drafred with RCHS. 
and EngenderHealth was assigned a lead role in implementing comprehensive PAC 
senices. 

Under the current CA, in 1999 EngenderHealth conducted focus p u p s  with men in 
Maswa and Tukuyu disnicts, to understand men's attitudes towards reproductive health. 
sexuality. and communication. Later, in 2001. EngenderHealth Funded Hen Adventist 
Hospital to renovate some of its facilities for use in mining NSV providers. In Pi 1001- 
2002, a total of 50 providers were nained in NSV. and in that same year k number of 
vasectomy clients was double that of the two previous years. 

Throughout the CA, EngenderHealth supported a wide array of training for senice 
providers and supervisors. Training interventions were pivotal in expanding the 
availability of family planning services. Table 18 summarizes the number of individuals 
trained. by topic. 

RESULTS 
INCREASING ACCESSTO SERVICES 
EngenderHealth worked in 21 regions of the counu)- and supported. on average. 5 1% of 
eligible sites (both public and private) in each region." thus p t l y  increasing access to 
LTP methods of contraceptjon. 

The number of sites prob5ding surgical contraception services (both male and female) on 
an outpatient basis increased from 18 in 1993 to 127 (109. sites plus 18 outreach sites) 1x1 
2002. From 1988 through 2002, a toral of 5.330 health professionals were uarned in 
various family planning and other reproductive health skills (3528 since 1998). Of those 
trained in the pan five years. 2.278 providers were uained in various repductive health 
clinical skills and 1,250 were trained in QI. MAP. and IEC topics. 
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Table 18. Number of providers trained per year, 1998-2002 

'FY 2002-2003 includes data only from July-December 2002 

Family planning 
counseling 
General family 
Dlannina information 

INCREASING QUALITY OF SERVICES 
A study of the quality of family planning services from 1995 to 1999m measured the 
results of efforts to strengthen the provision and supervision of family planning and other 
reproductive health services in Tanzanian health facilities, utilizing the Quality 
Measuring Tool. This study found improved support for staff (in terms of supervision, 
training, and supplies), increased access to all reproductive health services, improved 
safety, and increased attention to clients. The introduction of QI tools and approaches 
was found to have led to significant improvements in quality for family planning and 
reproductive health services at the sites. Staff felt better motivated through training and 
facilitative supervision, while systems for tracking and reordering materials, supplies, and 
commodities also improved. 

INCREASING UTILIZATION OF SERVICES 
Overall, EngenderHeaith-supported providers and sites have made a major contribution 
to national contraceptive prevalence in Tanzania. As a result of the expanded availability 
of services, from FY 1998-1999 to FY 2002-2003, a total of 389,376 clients received 
LTP methods and other reproductive health services in public- and private-sector 
facilities (see Table 19). The decrease in services from N 2000-2001 to FY 2001-2002 
is due to the cessation of support to Marie Stopes Tanzania in June 2001 (as a result of 
the reinstatement of the "Mexico City clause") and to a shortage of Norplant implants. 
However, in the year following the shift of program monitoring and management from 

98 

0 

N Brsdle). J . er a1 1998 Qualq .d cars in f a m ~ l ?  planning icn~cec. An r w x m c n l  01 ckdnpc m'lan7md 
199516 lo 1996,7. \eu York: AVSC Inlem~~ional: dnd Bradleb. J.. sl a1 ?00( F3rml\ olannurr xnl:cs in 
Tanzania: Results from a project to improve quality, 1996-1999. New York: ~nXend&fiealth. 
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Table 19. Number of clients served, by year and by method, Tanzania 

Injectable 1 60.639 1 53.999 / 40.710 ' 23 188 1 114.262 292 798 

Total ! 81,658 / 74,980 / 60.594 36,655 1 135.40 389,376 

Femak stenluatlon 
Vasectomy 
Norplant implant 

UMAn to the Directorate of Hospital Senices. the number of LTP method clients who 
were served increased by nearly one-third and the number of P.4C clients increased more 
than twofold. 

EngenderHealth has made tremendous contributions to the famil! planning pro-gram in 
Tanzania. EngenderHealth has contributed significantly to the rising number of women 
and men using LTP methods and other reproductive health services in Tanzania ihrough 
long-term technical assistance to the MOH and to XGO and private-sector health facili- 
ties. Dehery of LlT methods is entering a new phase in Tanzania \rich the MOH 
(particularly the Directorate of Hospital Services) taking on full ounership of the 
program and with increased decentralization of management and financing of LTP 
merhods to the district levels as a result of health-sector reforms. Taking into 
consideration the shift in overall responsibility for managing the services. projections of 
sterilization usage (expected to increase to 8% by 2015~'). and a level of unmer need of 
22%. there will continue to be a need for strong suppori to the frontline service providers 
to meet the demands for reproductive health services. 

FY 
1-1m 

12,933 

176 

5.9i-7 

'' EngenderHealth. 2002. Carrrocepow ncr i l iz~lon:  GloM k v c s  rind trends. Sew Y d .  

IUD 1 1.933 

I PAC i 0 
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TURKEY: 
INCREASING ACCESS TO QUALIN SERVICES 

THROUGH INNOVATIVE PROGRAMMING 

FAMILY P U N N I N G  
IN TURKEY 

For the first half of the 20th century, Turkey followed a pronatalist policy, to counteract the 
heavy loss of life following World War I and the Turkish War for Independence ( I 9 2 C  
1922). In the late 1950s, the govemment began to reverse such policies and to address 
soaring fertility rates. In 1965, a law officially mandated the availability of modem 
temporary family planning methods and established a directorate within the MOH for 
overseeing the national family planning program. Sterilization remained illegal except in 
the case of medical necessity. In 1983, the govemment legalized sterilization, although the 
MOH and its partners did not promote it until later in the decade. Under the same 
legislation, the govemment also legalized abortion on demand by obsteuician- 
gynecologists (ob-gyns) and allowed general practitioners, nurses, and midwives to insert 
IUDs. Later that same year, the Turkish Assembly pased legislation allowing trained 
general practitioners to provide abortions in hospitals under the supervision of an ob-gyn. 

 TRENDS^^ 
Family planning services are provided through both the private and the public sectors. The 
public sector includes two major institutions: the MOH and the Social Insurance 
Organization of Turkey (SSK). In 1998, the public sector supplied just over half of all 
modem methods to clients (56%) 
and was the source for three- Table 20. Contraceptive prevalence in Turkey, 
fourths of sterilizations, for 7210 by method and by year, 

of IUD insertions, and for 28% and change in prevalence between years 

and 26% of condoms and pills, 

In 1998, the total demand for 
family planning was 7610io; unmet 
need (10%) was low, and contra- 
ceptive use (64%) was high. 
Nevertheless, traditional methods 
made up almost half of the total 

respectively. 1993 

contraceptive prevalence rate, 
with withdrawal being the most 
commonly used method. Table 20 
shows that IUD users accounted 

- 
points, largely attributable to an increase in female sterilization and condom use. A 
significant proportion of prevalence increases occurred among 35-39- and 4 W - y e a r -  

All methods 

for the largest proportion of Condom 6.6 1 8.2 +1.6 

Unless othemw noted, the data for thls secuon come from the DHS 

1998 

~ l l  methods 

injections 1 0.1 1 0.5 1 4 . 4  

Short-term methods 

modern method use throughout Vaginal methods 
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Actual 
change* 

4.9 1 4.4 

1.2 1 0.6 1 -0.6 

62.6 1 63.9 

-0.5 

the 199%. From 1993 to 1998, the 'Absolute percentage difference. 
of modem methods tAlthough male stenlizatlon is provided in Turkey, its use is too 

increased by three percentage small to show up in these totals. . 

+1.3 

Any modem method 1 34.5 1 37.7 +3.2 

Long-term methodst 

Female sterilization 2.9 

IUD 

4.2 +1.3 

18.8 1 1 9 . 8  +I .0 



olds. among whom one in 14 women reported sterilization use. The abortion rate deciined 
from 24 per 100 pregnancies in 1988 to 14.5 per 100 in 1998: and maternal monality 
declined from 207 deaths per 100.M)O live births in 198065 to 35 per 100.000 in i99i." 

ENGENDERHEALTH'S 
INPUTS AND ACHIEVEMENTS 

EngenderHealth worked in Turkey from 1974 to 2002 to increase access to qualtr) LTP 
methods (male and female sterilization, long-acting hormonal methods. and the KDI. 
Throughout these three decades. the EngenderHealth propam m u e d  through four 
phases. During the first phase (1974-1986). EngenderHealth adwxated for rmlical 
professionals to accept and promote sterilization as a famil! planning option for thetr 
clients. In the second phase (1986-1993). as acceptance of sterilization -ge\v. we si-md 
agreements with the public sector to introduce clinical and counseling training progam 
and to provide health professionals with accompanying client communications materials. 
During this seminal period, EngenderHealth opened its country oftice i 199.3) and laid out a 
formal strategy to increase access to qualip LTP family planning options and to link family 
planning zrvices to the postabortion and postpanurn periods. 

During the third phase (1993-1998). EngenderHealth worked to convince policymakers 
and health practitioners to create a supportive policy environment for qualip and infomd 
choice through the use of research results and pilot projects. As they -pined support. 
FmgenderHealth worked to institutionalize in-service training program and to develop 
innovative Turkey-specific service delivery models. including the -freestanding clinic- and 
postabortion and postparnun family planning p r o m .  Finally. EngenderHealth uorked 
with the MOH to lead stakeholders in developing a hormonal method mare2 that resulted 
in the inclusion of injecmbles in Turkey's current family planning method mix. In the final 
phaw of the program (1998-2002). FmpnderHealth worked to institutionalize the 
postabortion and postpartum family planning components and to ensure the Nuainabilit). 
of male and female sterilization training in residency and in-service training popm5."' 

During the period of the CA (199S2003). EngenderHealth was fimded through field 
support from the U.S. embassy" at approximately 5600.000 to 5900.0000 p r  )ear. During 
this time. EngenderHealth worked with the public and private sectors under US.41D's 
phase-out plan to institutionalize the in-senice and presenice hairung progams and to 
expand to new provinces the postabortion and powpanurn initiatives that they had pilot- 
tested with their partners. In March 2002 after 7-8 years in Turkey. EnpderHealth closed 
its offices in tandem with the end of U.S. suppon to the Turkish famil! planning program. 

EngenderHealth's approach to progamning during the late 1990s focused on increasing 
people's access to services by building the capacity of providers to &liver LTP methods 

" USAID. 2002. Reproducuve health and family p h n g  lrslslana to Tu-key 195fL2UE page I I 
Washington. DC. 
" Bryan, P. J.. and Senla. P. 19%. T h e ? :  PopulaIion a s e s m e n ~  sua~em and mw. clan rxommmdxbw 

T u k ~ y :  'Ihrec decades of mnovatibe family planning Md qm-&cme htalth . n g  197J lo XO? 5- 
York: EngtndnHcahh. For a demled diwussmn of the hell L'SAID p p m  o r E n M  w a r  wc 
cooperaon: a p y .  see: USAID. 2002. Rcprcduct~ve :raIrh and fad:  phmlng ~ ; s m a  to Turkey: 1% 
2002. successful s m @ a  Wahingon. DC. 
i t  U.S. government assismce lo Turkc? used an innmaow rnanap~unt uruaurc us!: !w miwon irrcnmo): 
~nstead. a locally hired population. health. and nutrioon officn managed the heS.4ID pgm. frum ulthm the 
U.S. Embassy and was bxkwopped by a joint m t r y  pmgammne team b a d  in L'SAKhU as!mSon 
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and services, through the development of in-service and preservice programs and through 
support for study tours and site renovation and by providing equipment and supplies. 
Although we worked with the public and private sectors to introduce long-acting 
hormonal methods (particularly injectables), the majority of this work was completed 
prior to 1998. Therefore, the following focuses primarily on EngenderHealth's 
sterilization work. 

In-service training-Throughout the late 1990s. EngenderHealth worked in 
partnership with the public sector to train doctor-nurse teams and master trainers in 
sterilization procedures and counseling, to certify master trainers, and to establish 
sterilization training centers in Turkey that currently train both Turkish nationals and 
their foreign colleagues in state-of-the-art sterilization procedures and counseling. 
We also organized and supported study tours for head doctors to observe sterilization 
procedures in teaching hospitals. During the study tours. the doctors were provided 
training curricula and kits that enabled them to return to their respective hospitals and 
provide services to clients and pass on their skills and knowledge to their colleagues. 
Equipment and supplies-EngenderHeaIth equipped and renovated facilities to 
support family planning service delivery. In some cases, this included building an 
operating theater where sterilization procedures could be conducted. In others, it 
meant building a private room for counseling or providing surgical equipment and 
supplies. One innovative model that EngenderHealth supported was the renovation 
and equipping of free-standing maternal and child health and family planning 
(MCH-FP) clinics that provided male and female clients with maternal and infant 
care and family planning services together in one facility during the antenatal, 
delivery, and postpartum periods. EngenderHealth documented the success of pilot 
clinics that we supported, finding increased client loads and use of a wider range of 
methods-for example, decreased reliance on the IUD and temporary methods and 
increased use of Depo-Provera and steri~ization.'~ These successes helped influence a 
major change in ministerial regulation to allow outpatient tubal ligation and 
vasectomy services to be performed at all ministry-approved sites, including the free- 
standing clinics. 
Preservice training-With the successful introduction of minilaparotomy as an 
outpatient procedure and NSV into the public-sector servicedelivery systems, 
universities and medical schools became more receptive to integrating training into 
their family planning curricula. During 2000 to 2001, EngenderHealth convened two 
meetings with major teaching hospitals throughout the country to discuss the success 
of the in-service training program and ways in which these hospitals could integrate 
outpatient training into routine residency training programs. Meeting participants 
accepted the idea and committed to send at least one person from their department- 
in charge of residency training--on study tours to existing training centers. That 
person was then responsible for initiating training at their respective teaching 
hospital. After these initial study tours, many hospitals started training their residents 
in sterilization and counseling, and we provided each with curricula and sterilization 
kits prior to the closing of the EngenderHealth office. 

EngenderHealth's postabortion and postpartum family planning programs helped increase 
access to services and contributed to QI, since EngenderHealth's programs were rooted in 
the whole-site training quality assurance approach. This involves a range of stakeholders 
from the beginning to the end of program planning. design and implementation to 
encourage capacity building, and ultimately, sustainability of the program structure and 
gains in health status. 

'' EngenderHealthAURCO. 1998. The experience of free standing facilities in Adana and Ankara 
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The postaborrion and postpartum family planning in Turkey was d e s i , d  to 
address "missed opportunities" in family planning and worked as follows. First. the team 
used data and evidence from pilot programs to convince policymakers and facility 
administrators about the need to scale up a program. T)pically. before going to potential 
facilities for an introductory visit, EngenderHealth worked with the pro\incial health 
directorate to send an official lener to the site asking them about their postabonion or 
postpartum family planning rates. Since these data were not routinel? cotlecred. this 
encouraged the head doctor and his staff to gather the data prior to a prelimin- team 
visit from EngenderHealth and the MOH to discuss the interest among staff and hospital 
administration for the program. The team then returned to sites that expressed an interest 
to plan an on-site training workshop with staff that included action plannin~ and follow- 
up visits. The team then used EngenderHealth's training curricula and communications 
materials, developed directly with the MOH. in the on-site urorkshop and left materials 
for pro,- for the implementation period. As the p r o p m  pro-mssed. the team 
provided technical assistance to the hospital staff to institute a simple manqement 
information system that collected monthly service natistics on postabonion and 
postpartum clients and the family planning methods that they received immediately 
following or within two weeks after the abortion or delivery. The team scheduled follo\~- 
up visits two to six months following initiation to review action plans. cbsen-e counseling 
sessions, tour the facility, and discuss the program with hosp~tal administration. 

Postabortion family planning-EngenderHealth worked in patmenhip uith the 
public and private sectors throughout the 1990s to pilot. d e  up. and i n ~ t i ~ i o n d i z e  
a postabortion family planning pro,pm in four provinces. In 1998. expansion work 
began, pa~ticularly into the private sector in urban areas (where approximately two- 
thirds of the country's abortion services were perfomd)." Konak Maternit) 
Hospital implemented an innovative postabonion family planning model that 
continues to offer couples direct access to LTP methods. including NSV on-site in 
the same hospital as the abortion procedure.'' The program worked well. in large pan 
because of a law that required wrinen consent from the husbands of abortion clients. 
Managers used this law as an oppormnity to counsel men on general famil) planning 
options, including vasectomy, resulting in increases in vasectomy prccedures among 
the partners and husbands of women undergoing abortion procedures." 
Postpartum family planning-EngenderHeaIrh assisted the MOH to expand the 
postpartum pro-gam (developed in parmenhip with the M0H in the 19905) into 
seven hospitals in two regions. The team launched the p r o - r n  in Lctanbul in 1000 
through on-site workshops. The workshops covered counseling. communication 
skills. characteristics of antenatal and postpartum women. postpartum timing of 
contraceptives, postpartum KD insertion, P, and record keeping. 

By 1998. EngenderHealWurkey was working solely through technical assistance 
agreements with the public and private sectors. raher than through subagreements Thus. 
EngenderHealth did not have the authority to collect service statistics. although a 
collegial relationship with the public sector enabled us to do so informally at the national 

'' Senlet. P.. a al. 2001. Bridging the gap: Intcgm#ng family p l m q  *ilk abmwn vn+ n Twke). 
Inrcmarionnl Fm'h Plmvung Perspermu 27i2)90-95. 
'' For more informaIion on lhrs i n l m u o n  and ahcn slrmlar 10 it. sa: Rlc. J.. a al 1999. Ln\dmg mo a 
pmm in reprodun~ve health: Lessons from Turkey. AVSC W o h g  Paper No. I ?  Kc- Y a k  4VSC 
Intenstianal. 
'I For more mfomion see F'ile. J.. a al. 1999. Invohing men as panoen in qrcdwmr health: LrrYmr from 
Turkey. AI'SC Working Popr  So. 12. Sew Y d .  AVSC In!emaoonal. 
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level. However, these service statistics are much less representative of the program than 
the results provided below, which focus on the structure and sustainability of the health 
program to which EngenderHealth contributed during the latter half of the decade. 

STERILIZATION 
By March 2002, EngenderHealth had supported the training of staff in female 
sterilization service provision in approximately 70%, and vasectomy in approximately 
20%, of the country's total provinces. In total, EngenderHealth trained 310 providers (ob- 
gyns, scrub nurses, and residents) in outpatient minilaparotomy and 110 providers 
(general practitioners, urologists, and residents) in NSV. The MOH currently offers 
sterilization as a method choice in its free-standing MCH-FP Centers, and the SSK and 
MOH offer outpatient sterilization services in many of their hospitals. General 
practitioners regularly perform vasectomies. Four training centers have been established 
for minilaparotomy training and four centers have been set up for NSV training. 

Fifteen teaching hospitals have integrated NSV traininy into their urology residency 
training, and by March 2002 a total of 58 residents had been trained in NSV. Twenty-four 
teaching hospitals agreed to inteasate minilaparotomy into residency training, and by 
March 2002 the first three hospitals to start this had trained 46 residents. In 2001, the 
MOH began to purchase sterilization kits for residency training with their own resources. 

POSTABORTION FAMILY P L A N N I N G  
A N D  P O S T P A R T U M  FAMILY P L A N N I N G  

Today, at least 37 public and private hospitals provide postabortion family planning 
services.76 Panel data from quality surveys conducted from 1998 to 2001 showed that in 
Istanbul, at least 60% of clients in the public and private sectors received a method or an 
appointment for a method each year.77 Pnvate-sector data showed an increase from 26% 
to 70% in family planning acceptance from 1998 to 2001, and in both sectors, the 
percentage of women informed about the risk of pregnancy following an abortion 
increased from 40% to 6j%.78 

Quality surveys showed that in Istanbul, among women delivering, the proportion who 
received counseling on family planning before discharge increased from 37% to 44%. 
Additionally, according to service statistics, the proportion of women delivering who 
received a family planning method prior to discharge increased from 2% to 12%. Today, 
18 hospitals in Turkey routinely offer postpartum family planning services. Moreover, in 
2001, two family planning centers became international postpartum family planning 
training centers.79 

76 USAID. 2002. Reproductive health and family planning assistance to Turkey: 199&2002, successful 
strateaes. Washington, DC. This number probably undercounts the number of  sites providing postabonion 
family planning services, as the MOH routinely provides postabonion training and has included a post- 
abortion family planning component in the projects funded by UKFPA and others. 
7' Management Sciences for Health. 2002. Family planning quality surveys in Turkey, luanbul-Adana-lcel. 
1998-2001. 
'' USAID. 2002. Reproductive health and family planning assistance to Turkey: 1990-2W2, successful stra- 
tegies. Washington, DC. 
79 USAID. 2002. Reproductive health and family planning assistance to Turkey: 1990-2002. successful stra- 
tegies. Washington. DC. 
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SECTION THREE 
GLOBAL LEADERSHIP: 

SELECTED EVALUATION 
AND RESEARCH RESULTS 

INTRODUCTION 
As an advocate for QI, we have embraced "practicing what we are preaching.- constantly 
seeking information that can inform program improvement and management. Threughout 
the CA, EngenderHealth has conducted numerous applied studies and reviews a i d  at 
documenting our achievements and lessons learned in a given program or content area. 
This section discusses selected global leadership initiatives and their results in PAC. QI. 
informed choice. MAP, and v a s e c ~ o m ~ . ~  It also discusses issues related to sxlainabilir) as 
examined in E g p t  and Mexico. where EngenderHealth had pro_- hat  ended. 

POSTABORTION CARE 
Under the C k  a major objective was to increase women's access to safe. hia-qualir) PAC 
senices. Critical funding from USAID helped to leverage additional suppon from private 
donors, including the David and Lucile Packard Foundation. which together allowed 
EngenderHealth to maintain and expand a comprehensive global PAC proeram that is 
making a demonsnable difference in the lives of women in more han 22 tounuies 
worldwide. 

EngenderHealth's PAC program worked to address gaps in PAC progmnming by fausing 
special attention on service delivery, the needs of special populations. and ware-of-rhe-an 
technologies or approaches Recognizing chat interventions are useful only as long as they 
are sustainable, EngenderHealth simultaneously worked to suppon soaregxs char maintain 
and sustain service delivery, including supportive policy and financial support. training. 
monitoring and supervision. Incorporating each of these facets into our work helped 
EngenderHealth maintain a PAC program that consistently sought innovative u%>s to 
increase access to. improve the qual~ty of. and create a more receptive pol~ocal environmnt 
for PAC worldwide. EngenderHealth also was an active participant in the intmqenq PAC 
Cmsortium. 

Over the past five years, EngenderHeallh carried out a number of research and evaluation 
studies aimed at addressing gaps in PAC, as identified through its own work as uell as 
through that of other agencies. The result of that effort is a body of work that has 
explored the three focus areas of P.4C: service delivery. special populations. and state+f- 
the-art technologies or approaches. A selected sample of these studies follows. 

"' EngenduHcalth's annual fiscal y a  repons lo CSAID pescnl annual aaiv~uer. producd. md rcruhr 
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LESSONS LEARNED: DOMINICAN REPUBLIC" 

EngenderHealth's PAC program in the Dominican Republic began in 1997 at two major 
maternity hospitals in the capital, Santo Domingo. Since then, the program expanded to 
include a total of eight sites in six different regions of the country. Inputs included 
training and follow-up of PAC activities at participating hospitals; research in the area of 
pain management and adolescent needs (both discussed below); policy work to include 
PAC in national guidelines on safe motherhood; orientation and training of the private 
sector in PAC; and negotiations with Ipas and local distributors to address issues of 
equipment sustainability. Over time, a number of donors contributed to this work: 
USAID/Washington, the local USAID mission, the Packard Foundation, and other 
private donors. 

Since the program began, EngenderHealth conducted a needs assessment and two follow- 
up assessments to identify strengths and gaps. Findings from the initial needs assessment, 
carried out at two pilot sites, revealed poor-quality PAC services, including negative 
provider attitudes towards PAC clients, inadequate IF'. and poor linkages to family 
planning. 

Three years later, as the program was beginning to embark on a period of expansion to 
sites outside the capital, a subsequent follow-up assessment of the two pilot sites revealed 
improvements in provider attitudes but persistent weaknesses in establishing linkages to 
family planning and in developing continuous provision of MVA treatment for 
incomplete abortions. The introduction of MVA proved to be problematic, with providers 
either refusing to use the new technique or instead focusing exclusively on MVA, such 
that linkages to family planning and other reproductive health services were ignored. In 
response to this gap, the program revised its training workshops so that the content 
included counseling and discussions on family planning at the beginning of the sessions. 

By 2002, the third assessment (conducted as pan of an overall evaluation of 
EngenderHealth's Packard-funded project-see Expansion of PAC Services, below) indi- 
cated that the program had made considerable advancements. Improvements at sites 
included the availability of treatment on an outpatient basis, better IP practices, and 
greater availability of postabortion family planning methods at treatment wards in 
selected sites. However, of all, the most widely noted change was an improvement in 
providers' attitudes. 

NEEDS OF ADOLESCENT PAC CLIENTS 
IN THE DOMINICAN REPUBLIC AND  MALAWI^' 
Despite the recognition that adolescents, in particular, face challenges in obtaining good- 
quality PAC services, the body of research on the needs of adolescent PAC clients has 
been limited. In FY 2001-2002, with support from USAID core funds, EngenderHealth 
undertook qualitative research to learn more about the special needs of this group. 

Sources include: Bolton. P., and Nuriez, M. 1997. PAC assessment repon: Centro Materno lnfantil San 
Lorenzo de Los Mina, November 19 and 26, 1997. Unpublished; Bolton, P., and Nuiiez, M. 1997. PAC 
assessment repon: Hospital Luis E. Aybar, November 18, 20, and 25, 1997. Unpublished; Escandon, I., et al. 
2001. Lecciones aprendidas en la atenci6n postaboruon: las experiencias de AVSC en la Rephblica 
Dominicana. Unpublished; and Solo, I., et al. 2003. Struggling to m&e services flow more naturally: 
challenges and successes in expanding PAC in the Dominican Republic. in Addressing rhe Global Crisis of 
Unsafe Abonion by Expanding PAC Services. 

Sources include: Garcia. B., Escandh, I., and Figueroa, 1. 2003. Los senicios posr-abono para las ado- 
lescenres de & Repliblica D o m i n i c a ~ .  EngenderHealth: Santo Darninso: and EngenderHealth. 2003. An 
investigarion of rhe needs of adolescenr postabortion care clients in ?dalawi. Draft. 
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Secondmy analysis of DHS data hospital statistics. and anecdotal evidence all suggested 
high levels of unwanted pregnancy and induced abonion among adolescents in 
the Dominican Republic. thus prompting EngenderHealth to choose this country for its 
study. 

Study findings revealed that although most adolescent PAC clients interviewed reponed 
that they had no intention of having a child, none was using a family planning method. in 
some cases, adolescent PAC clients reponed learning abwt the preganc! only when the 
abortion was diagnosed. Among those who knew about the pre-m-y.  most reponed 
informing family members (particularly mothers) and their partners about their pregnancy 
and their decision to seek PAC services. Adolescent PAC clients reported a number of 
gaps in the quality of services. such as punitive treamnt from providers. a lack of 
counseling (including information about the procedure). and a lack of adequate pain 
control. Providers reponed the lack of physical resources (MVA equipment. supplies. and 
space), medications and analgesics, and counseling as areas for impmuemc. PAC 
clients also reported having positive anitudes toward family planning: however. they did 
not perceive all methods equally positively. 

Dissemination of the Dominican Republic study results took place in May 2003. with 
many representatives from inxounu)' panner agencies and members of the press 
attending. In addition, planning meetings were held at the rmdy sites to proride a more 
individualized discussion of findings and plot out future steps for improving ,qs .  

The study also yielded valuable lessons about how to conduct research nlth adolescent 
clients. including the best way of communicating with clients about participation in a 
study (we tested language and presentation), the importance of thoroughly testing data 
collection instruments, how to probe appropriately. and the need for detailed orientation 
of interviewers to ensure appropriate sensitivity and approach. llany of these lessons 
have been applied to a similar study (in progress at this writing) in Malawi being 
conducted with private funding. Preliminary findings from the Malawi sndy indicate hat  
providers and adolescent PAC clients identified many of the same gaps in senices as 
their counterpans in the Dominican Republic. Among clients. this included a lack of 
counseling (including information about the procedure). a lack of adequate pain control. 
long waiting times. and negative provider attitudes. For providers. tk gaps included 
negative provider attitudes and the lack of trained staff and supplies. A final repon on this 
study is expected by Fall 2003. 

lNKlATlNG POSTABORTION CARE IN THE PHIUPUNE~' 

Before EngenderHealth began working on PAC in the Philippines (where abomon is 
illegal and where more than 400,000 induced abortions are performed clanckstiriely each 
year). no services were designed to explicitly address the issue. In 1999. a needs 
assessment conducted with Packard Foundation support found thar hospital management 
of abortion complications often focused on medical treatment alone and women rarely 
received family planning counseling or were referred for other reprodwtive health 
services. To help legitimize the innoduction of comprehensive PAC senices in the 
Philippines. EngenderHealth collaborated with a local technical working group to draft an 

Sources include: Costello. M. P.. a al. 2002. Infcgmrvlg porfntmmm m m g n n m r :  4 con -!+. 
Repn lo USAID. Manila: P m z .  A.. a al. 199i. Clrmdesrim obonion. .a Philppht rcalin. Sm Yo*: .Alan 
Gunmacher Institute. and Manila: Cnivnsiy of the Philippines Poplalicn Inwiruv: ad S h n .  A. -a02 '-Ui 
have been mode mom hwuur": The Philippinrr cqx+ncr wirh fhr P r r r m ~ o n  rmd ~ ~ ~ g e W n 1  qiAbomon 
Compl ica im IPMAC Program). End-of-projen repon to The D a ~ i d  ard Luctlc Pa-Lxd Fwtxation. k u  
York: EngendmHealh. 
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administrative order that mandated PAC as a government health program. With the 
subsequent support of the government, EngenderHealth introduced PAC services in the 
Philippines through pilot interventions at eight sites in 2000. While initially a privately 
funded project, the success of these interventions helped leverage USAID funding to 
support similar PAC interventions in 2001, initiated by the Pangasinan government. By 
the end of 2002, EngenderHealth's PAC program-supported by a combination of 
USAID and private funds-was expanded to a total of 15 sites in the Philippines. 

From 2000 to 2002, EngenderHealth trained 1,078 providers in clinical PAC and 
counseling skills, including the use of MVA equipment. A series of evaluations 
conducted during and after EngenderHealth's interventions found that overall, 82% of the 
15,349 PAC clients served received family planning counseling. Of 83 service providers 
interviewed, 94% believed that EngenderHealth's PAC trainings facilitated improve- 
ments in the quality of postabortion services they provide. Additionally, MVA is now 
being actively utilized in four of the six intervention sites visited. 

EngenderHealth staff in the Philippines also leveraged USAID funds to promote 
information about the benefits of and to gain political acceptance for the use of MVA 
among local policymakers. In 2002, a comparative cost analysis of dilation and curettage 
versus MVA revealed that a shift from dilation and curettage to MVA led to a 62% 
decrease in per-client cost. In January and March 2003, staff facilitated two workshops 
for local stakeholders to develop policies and guidelines on the registration, procurement, 
distribution, use and disposal of MVA equipment. A draft DOH administrative order was 
developed from the results of these workshops, and at this writing it is awaiting the 
signature of the Secretary of Health. 

INITIATING POSTABORTION CARE IN SENEGAL" 

During the CA with USAID, EngenderHealth conducted operations research to examine 
the feasibility of providing integrated PAC services in rural areas of Senegal, where the 
need is great. (This work was conducted primarily with support from the Frontiers in 
Reproductive Health program85 and from the Packard Foundation, along with other 
support from private donors and from USAID core funds.) EngenderHealth collaborated 
with the MOH starting in December 2000 to expand PAC services in secondary- and 
primary-level sites in six districts in the Kaolack and Fatick regions. 

An initial assessment of PAC services in these areas revealed that they usually were poor 
in quality, lacked integration, and generally were inaccessible to clients. Based on these 
findings, EngenderHealth worked with the MOH to develop an intervention strategy to 
improve services in the six targeted districts. The objectives of the strategy included 
increasing knowledge and improving provider skill in the provision of PAC services, 
strengthening links between emergency treatment, family planning and referrals, and 
improving the quality of PAC at all levels. The Senegal initiative built QI, IP, and action 
planning into its design to ensure appropriate support and systems. It also systematically 
integrated family planning counseling and services into the PAC program. 

A postintervention assessment found that the quality of treatment of PAC services m t l y  
improved. The majority (57%) of first-trimester incomplete abortions were treated with 
MVA under local anesthesia (a safer and less painful alternative to dilation and curettage 

84 Dabash, R., et al. 2003. Taking postabonion care services where they are needed: An operations research . . 
project tc,ling PAC expmrlm in rural Senegd. Neu York EngenderHr.3lih 
"'Funded by CSAID C-\ *MI-Yd.00012-00 and mma& b) the Pot?u3im' Colncll 
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without anesthesia), and IP practices were improved. In addition. postintervention clients 
were nearly twice as likely to report receiving information on family planning and were 
more likely to have received information on other reproductive health services. Finally. 
as a result of strengthened client-provider interactions. client satisfaction with services 
was geater. 

EngenderHealth's interventions have helped to improve knowledge abour. access to. and 
quality of PAC services in Senegal. where at this unting there are 16 EngenderHealth- 
supported sites providing comprehensive PAC services. The m e s s  of these 
interventions also points to the feasibility of expandtng PAC senxes  to rural areas and 
suggests that similar effons could contribute to a reduction in maternal morbidtry and 
mortality at lower-level sites and in rural areas in other settings. 

After the legalization of abortion in Turkey in 1983. rates of abortion increaxd. the 
majority being repeat abortions. Among the factors affecting the high incidence of repeat 
abortions included the lack of linkages between family planning and abortion services 
and suong provider bias against postabonion family planning, out of fear of iniection and 
other complications. Throughout the 1990s and early 2000s. Engenderiiealth (in colla- 
boration with the MOH, the Social Insurance Organization of Turkey. and CSAID) 
worked to pilot. scale up, and institutionalize PAC senices in the provinces of Ankara. 
Istanbul, Adana, and Icel. In 1998, the postabonion famil! planning pro_- began to 
include private-sector providers 

As part of the intervention, EngenderHealth provided technical. financial. and material 
support to provide minor structural changes to facilities. train providers in the importance 
and safety of contraceptive use immediately postabortion. monitor pro,gam sites. and. in 
some cases. facilitate a regular contraceptive supply. Importantly. the propun stressed 
the role of men in the decision-malung process and took advantage of an existing spousal 
requirement for abortion as an opportunity to counsel and refer the husbands of abortion 
clients for vasectomy services. 

The results of these initiatives proved quite successful. Today. at leaw 37 public and 
private hospitals provide postabortion family planning senlces. In the private sector. in 
selected hospitals. studies showed that the percentage of postabortion clients leaxing the 
hospital with a method rose from 26% to 70% between 1998 and 2 0 0 1 . ~  The program 
also proved to be sustainable: Of the I I large public hospitals initiating ponabortion 
family planning services. 10 continued to provide the service several years afterward 
without external assistance. and all 12 of the original private-sector hospitals continued to 
provide services." In both sectors. the proportion of women informed about the risk of 
pregnancy following an abortion increased from 40% to 65% becween 1998 and 2001. In 
addition to t h e  results, EngenderHealth's experience in this ponabonion family 
planning initiative yielded important lessons leamed. including the need to gamer 
commitment from hospital leadership. overcome provider misconceptions. and make 
interventions unique to a facility. 

zd Searing. H.. el a]. 2003. EngaderHealWTurkey: Thm d& of imo\ao\r hmily planning and 
rcpmducrive health programming. 1974 ro 2002 Zcu Yo*: Engadatl&. 
" L'SAID. 2002. Reproductive health and iarmly planning awrtancc I@ Turkq: 19W-?iX2. arsasful 
suatebes. Washtngron. DC. 
'' Senia. P.. er al. 2001. Bndang h gap: Intenrating famil) p1anmr.g w h  atmmon mica in Twiq-. 
lnrernariml Fornil? Plnnning Pcrrpccriws 27(21:9&95. 
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PAIN MANAGEMENT 
An independent evaluation of USAID's PAC programs called for the need to standardize 
protocols and guidelines for pain control, to improve the quality of clinical services 
provided to PAC clientss9 The evaluation report (corroborated by our experiences 
working in PAC) noted wide variability in terms of existing practices for pain 
management and a lack of existing literature to provide guidance. 

Because of this gap, as well as the variability of pain management across 
EngenderHealth-supported sites, EngenderHealth embarked on a randomized, controlled 
clinical study to examine how, in treating complications with MVA, the use of para- 
cervical block compares to the use of no anesthesia (a standard practice in many 
countries, including the study sites). This study was funded by the Packard Foundation. 

The study, which involved 215 clients, took place in a large maternity hospital in the 
Dominican Republic. It took time to surmount the challenges of measuring pain, which is 
a subjective experience, and to establish informed consent processes for study 
participants that clearly explained, in simple terms, randomization and what clients could 
expect. Results from the study showed a slight reduction of pain among the group 
receiving paracervical block; however, the differences were not significant, with women 
in both study groups reporting severe pain. The study concluded that the paracervical 
block technique used in the study and psychological support were not enough for 
controlling pain in the study population. Researchers recommended that future studies be 
conducted to explore the effectiveness of other anesthesia regimens, a s  well as the use of 
analgesics in managing pain with MVA. In addition, EngenderHealth plans to document 
and disseminate lessons learned regarding the implementation of pain research. 

EXPANSION OF PAC SERVICES: RESULTS OF A MAJOR  EVALUATION^^ 
EngenderHealth conducted an evaluation of its three-year, Packard-funded PAC project 
(1999-2002) between June and October 2002. The project's aim was the expansion of 
PAC services and the facilitation and support of international and national leadership 
efforts to reduce barriers to PAC. The purpose of the evaluation was to assess lessons 
learned. Data collection methods included case studies in three countries (the Dominican 
Republic, the Philippines, and Uganda), interviews with key program staff, and a review 
of project documentation. 

Findings from the evaluation revealed expansion efforts in eight countries: Bangladesh, 
Colombia, the Dominican Republic, Indonesia, Myanmar, the Philippines, Senegal and 
Uganda. In addition, through the work of regional coordinators, the program also helped 
in establishing or furthering PAC efforts in at least eight other countries. USAID funding 
supplemented Packard funding in Bangladesh, the Dominican Republic, Indonesia, the 
Philippines, and Senegal. During the life of the project, more than 150 sites were 
involved in PAC work and nearly 1,700 providers were trained. 

EngenderHealth's experiences in the eight project countries also yielded important 
lessons learned, valuable both to the agency and to others involved in PAC work. 
Selected lessons learned included the following: 

89 Cobb, L., et d. 2M)I. Global evallwrion of USAID'S posrabonion care program. Washingron, DC: Population 
Technical Assistance Project. 

Solo, J., ct d. 2003. Addressing rhe global crisis of unsafe abonion b, expmding PAC services. New York. 
EngenderHealth. 

70 
ENWF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM 

FOR VOLUNTARY SURGICAL CONTRACEPTION AND REIATED REPRODUCTIVE HEALTH SERVICES 



The approach to initiating programs should be srraregic and appropriate to local 
contea. It is essential to understand the system in which you are working and to 
know whom to involve. 
Flexibility is key in rraining. No set curriculum or training approach %ill be 
appropriate across all sites. Training has to be adapted to local circumstances. 
A whole-site approach to rraining should be urilired This facilitates the inregasion 
of PAC into regular care at facilities. 
Programs should conrinue to emphasize rhat PAC does not equal MI14 alone. 
Programs need to ensure that all clients. not just those treated with 1 f i . A .  receive 
comprehensive care. Starting training with counseling before introducing the new 
technology can help. 
However. MVA is crucial for increasing access by being able to oFer PAC nr lower- 
level facilities. Overemphasis of VVA can produce progmnmatic setbacks. but 
MVA is also critical to ensuring that facilities that do not ordinarily provide dilation 
and curettage can provide lifesaving treatment. 
More humane care is offered after changing provider amrudes. and m a p  view thir 
as one of the major accomplishments of PAC programs. 
There is a need to look for more ways ro mor+ate hospital and pro~ecr staff 
effectively to improve record keeping. Programs should explore ways to demonstrate 
how it  is in the interest of health workers to collect data regularly. not just meet an 
external need. 
PAC services musr expand beyond tem'ary-care facilities to reach women in need. 
This highlights the importance of involving communities in P.4C efforts. 

LESSONS LEARNED IN TAKING PAC TO SCALT 
Through our experience with PAC work over the years. EngenderHealth has identified 
three major phases in the process of going to scale with PAC: inuduction. expansion. 
and institutionalization. Each phase has specific characteristics and required inpus to 
effectively move PAC services along the continuum toward instirutionalization. (These 
phases can be applied generically to other content areas and services as well). 

At the introduction phase, activities often involve work with key policy makers. 
training small groups of wellqualified clinicians. and supporting a few hadpicked. 
highquality sites. 
At the expansion phase. different activities need to fake place. such as training 
trainers. getting buy-in from a larger number of stakeholders. regiwering equipment. 
developing performance-monitoring guidelines. and developing national nandards 
for PAC-all activities best conducted in partnerships. 
At the innirurionalizorion ("going to scale'? phase, activities include integrating P.AC 
into national monitoring, management information. and supeniw systems. getting 
MVA equipment into national supply streams. and integrating PAC into presenice 
training-activities that must be conducted in partnership and with leadership from 
local ins t i~ions .  (See Table 24.) 'Ihese phases are equally applicable to other areas 
of service delivery. 

- - 
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Table 24. Characteristics of and inputs nel 
for taking PAC to sc 

I 

Institutionalization 

- 

Characteristics 

rn Actors resist change 

rn There is a lack of: 

o PAC skills or knowledge 

o Resources 

o Client entitlement 

rn There are different political 
agendas 

m Individualized programs are at 
handpicked, ideal sites 

rn Follow-up and monitoring need 
to be intensive 

rn Sites are more numerous and 
varied 

rn An expansion strategy is 
needed 

D More approvals, funding, and 
equipment are required 

rn Program is more 
institutionalized 

rn Program has higher visibility 

rn Economies of scale develop 

Shared ownership leads to loss 
of control on the part of 
international agenciesldonors 

Training is institutionalized 

rn Quality assurance system is 
functioning 

rn Services meet international 
standards 

rn PAC services, referrals, data 
collection, and reporting are 
routine and integrated 

Cost-recovery system is in place 

rn Equipment supply is secure 

Services are clientsentered 

Local/community partnerships 
have been developed 

?d for the three phases 
? 

Inputs 

Educate policy makers and 
opinion leaders 

Train key providers 

rn Conduct operationslpilot 
research 

rn Establish intensive support and 
monitoring 

Identify different sites 

rn Build linkages 

rn Develop pafinerships 

D Work with multiple sectors 

rn Review and disseminate pilot 
results 

rn Gain political willlbuy-in 

rn Develop and disseminate 
service-delivery guidelines 

rn Train master trainers 

m Analyze costs/sustainability 

rn Engage the community 

rn Establish equipment supply 

Institutionalize preservice 
training 
Make service delivery routine 

rn Make monitoring routine 

rn Make management information 
systems routine 

72 
ENWF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM 

FOR VOLUNTARY SURGICALCONTRACEPTION AND RELATED REPRODUCTIVE HEALTH SERVICES 



EngenderHealth has consistently worked to improve the qual~t) of reproductive health 
services in all field programs. Our approach has been to view QI processes as integral to 
expanding access and availability to services. To help health care systems. ptoviden. and 
other international agencies ensure that clients' rights and staff needs (or performance 
factors) are met. we have developed a package of approaches and tools (see belou!. 

ENGENDERHEALTH'S QUALITY IMPROVEMENT 
APPROACHES AND TOOL5 

APPROACHES 

Facilitative super-vision. This approach to supervision emphasizes h e  s u p -  
visor's role in facilitating QI among a team of staff. It emphasizes mentoring. 
joint problem-solving and two-way communication between a supenisor ar,d 
those being supervised. To facilitate change and improvement and to encourage 
staff to solve problems. supervisors must have the solid rechnical kcowledge and 
skills needed to perform rash. must know how to access additional j u v  as 
needed. and must have time to meet with the staff they supervise. (See: AVSC 
International. 1999. Faci1iurrir.e supemision hnndbodi. New Yo*.) 

Medical quality improvement. This ongoing approach focuses on the qualit) of 
medical senices and includes several processes: medical monitoring: &\-eloping 
andlor updating and implementing unuen medical guidelines. nandards. and job 
aids; analyz-ing and rectifying demrnntal w+tren and "unnntxen" d i c a l  
policies and pmices; analyzing relevant medical data and repns ior service 
improvement; monitoring and assuring informed decision d n g  and mforrned 
consen6 and building the capacity of institutions and sites to connnue to improve 
medical quality. 

= Wbde-site training. Aimed at w i n g  the learning needs of a site. uhde-site 
training links supervision and mining. emphasizes teamwok and suwainabilir). 
and includes a range of training strategies. Whole-site naining actively engages 
supenlsors in identifying learning needs at a site. planning and implementing h e  
required training ieithfx on-&+job, on-site, or off-sire). and fa-iliumg the 
implemmation of newly acquired skills through coaching. mentoring. and 
teamwork. Types of training include orientations to new senices or concepts 
knowledge updates, and skills training. Whole-site mining includes inrcach (waff 
orientations. referrals. linkages be- depanmms. and adequate signs) to 
ensure that clients do not miss opportunities to access information and senices for 
all of their reproductive health needs when they corn to the site. 

Tools 
For implementing these approaches. EngenderHealth has developed the following 
simple and practical tools designed to help supervisors and staff improve senice 
quality. For more information about how the tools function together as a package. 
see: Dohlie. M.B.. et al. 1999. Using practical quality improvement approaches and 
twls in reproductive health services in East Africa Jovrt Commission J o u d  on 
Qunlir) lmprovemem 25(11):574-587.) 

9 COPE@ This is a process and set of tools for health care staff to continuously 
assess and improve the quality of theu -ices. (See: AVSC Internauonal. 1995. 
COPE: Client-oriented. provider-SfFciem smites. Sew York., COPE. whch 
stands for "clientaiented. provider-efficient" services. is built on a f m w o r k  of 
clients' rights and staff needs. COPE consists of four tools: setf-assessmc guides 
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(one for each of the clients' rights and staff needs), a client interview guide, 
client-tlow analysis, and an action plan. The self-assessment guides encourage 
staff to review the way they perform their daily tasks and serves as a catalyst for 
analyzing the problems they identify. The guides contain key questions based on 
international clinical and service standards, and the safety guide includes a 
medical record review. The tools also highlight client-provider interactions and 
other areas of concern to clients. Toolbooks for specific health services include 
COPE for Reproductive Health Services, COPE for Family Planning and Other 
Reproductive Health Services, COPE for Maternal Health Services, COPE for 
Child Health, and COPE for Adolescent Reproducrive Health Services. 

Quality Measuring Tool. The Quality Measuring Tool is used to measure QI 
annually. Based on the self-assessment tool used in COPE, site staff and 
supervisors use the Quality Measuring Tool together to determine whether clients' 
rights are being upheld and providers' needs are being met. Any new problems 
identified are then incorporated into the site's ongoing action plan. (See: 
EngenderHealth. 2001. The Quality Measuring Tool for reproductive health 
services: A manual for using the Quality Measuring Tool for health care 
managers, supervisors, and providers. New York.) - Cost-Analysis Tool. Health care staff use the Cost-Analysis Tool to measure the 
direct costs of providing specific health services. The tool measures the cost of 
staff time spent directly providing a service or clinical procedure and the costs of 
the commodities, expendable supplies and medications used to provide that 
particular service or procedure. The information can be used to improve the 
efficiency of staffing and use of staff time and supplies at a site, as well as set user 
fees for different services that reflect actual direct costs. (See: EngenderHealth. 
2000. Cost Analysis Tool: Simplifying cost analysis for managers and staff of 
health care services. New York.) 

Community COPE". This participatory process and tools, an extension of 
COPE, is for health care staff to build partnerships with community members, to 
improve local health services by making them more responsive to local needs. It 
can also have the result of increasing both community "ownership" of health 
facilities and services and community advocacy for resources for health. It is 
particularly useful to site administrators in areas undergoing health reform, as it 
provides a means of engaging the community in defining and supporting the 
quality of services they want. The range of activities for learning about local 
needs and suggestions for improvement include individual interviews, group 
discussions, community meetings, site walkthroughs, and pdcipatory mapping. 
Like COPE, the process includes identifying and analyzing problems, developing 
an action plan, and prioritizing solutions. Community members select 
representatives to join the health facility's QI committee and facilitate ongoing 
communication between the community and facility staff. (See: EngenderHealth. 
2001. Community COPE: Building partnership with the community to improve 
health services. New York.) 

Medical Monitoring. This medical QI intervention entails the objective and 
ongoing assessment of the readiness and the processes of service delivery. It is 
conducted to identify gaps between besr and actual practices, and leads to 
recommendations for improvement. To accomplish medical monitoring, a variety 
of observation, record review, case review and facility audits are available and 
need to be adapted to the local situation, as well as for use by either internal or 
external supervisors. 
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While most of these QI approaches had been pilot-tested under previous a-geements. 
USAD encouraged us to document the impact of these approaches and tools as they 
were more systematically rolled out to field pro,- under this C.4. These approaches 
and tools included the Facilirariw Supenision Handbook a whole-site training working 
paper, COPE for Reproducr~ve Healrh Services. Commwin. COPE. the simplified 
Cost-Analysis Tool, and the Quality Measuring Tool. Under separate f u d n g  (from 
USAID's Africa Bureau and REDSOESA). we produced COPE for Child Health Ser- 
vices. with suppon from UNICEF and others; additionally. with funding from the Gates 
Foundation, we produced COPE for Maternal Healrh Senices, with suppon from Family 
Care International. 

At the field level. our countq strategies emphasized establishing and improwlg quaiitj of 
care in reproductive health services, in large part through the introduction and scale-up of 
our QI approaches and tools, as an integral component of senice deliver? 

Over the course of the CA. EngenderHealth conducted a number of studies to document the 
effectiveness of QI approaches and other strategies aimed at impro\ing provider 
performance. Selected studies are described below. 

TANZANIA QUALITY MEASURING TOOL 
In 1995, the Tanzanian MOH, EngenderHealth. and LXATI Ithe Tanzanian nongovem- 
mental family planning organization and IPPF aftiliate) redesi,pd an existing project to 
address concerns revealed in a 1992 situation analysis stu* and a 1993 assessment. These 
identified needed improvements in contraceptive supply and loginics management 
management and supervision, IEC materials. and m i n g .  Interventions included 
introduction and use of QI approaches and tools. Doctor-nurse teams were identified and 
trained to supervise activities at 120 sites. 

To assess the success of the QI s m g y .  M A T I  staff. area supenisor). teams, naff from 
selected sites, Marie Stopes Tanzania staff. and representati~es from EngenderHealth and 
the MOH developed a Quality Measuring Tool to measure changes in the quality of 
senices at the sites. The tool has 10 sections, each of which corresponds to ow of the 
clients' rights or staff needs. Each &on consists of a list of qutstim about specific 
aspects of XMC~S.  Supenisors and staff collecrive1y answer each question e s  or no 
(where no indicates a problem with quality). and then calculare scores for each seaion and 
the entire tool. When they have completed data collection, the supervisor and M d e v e l o p  
an action plan to address the issues mised by the assessment. By using the Qual~t). 
Measuring Tool annually, the staff can compare scores from year to year to manue 
changes in quality. Funhemre.  the Quality Measuring Tool is a simple tool that facilitates 
easy use by site staff and does not rely exclusively on external supenision to complete. 
(See the Tanzania case mdy, page 53.) 

Between 19% and 1999, supervisors collected data at up to 93 sites. Of the 93 sites lhat 
performed the Quality Measuring Tool exercise in 1999, 66 sites had data from earlier 
exercises. Some of the sites collected dam more than once prior to 1999. Each site corn 
pared its rore from the first year for which naff collected data (TI) with its 1999 (TI\ 
score. Then. central-level supenisors am,& the data for all 66 sites to o h n  me-s 
of quality change across all sites. 

For all sites combined, the mean percentage scores on all 10 sections of the tool 
showed improvement from T, to T!. The total mean score for all sites increased by 
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Table 25. Mean percentage scores from Quality Measuring Tool 
for all s i tes ( ~ 6 6 )  

I T, I TI I Increase 

Supplies and infrastructure ( 74.4 [ 88.0 1 13.6 

Total / 62.7 1 79.4 1 16.7 

nearly 17 percentage points (from 63% to 79% Table 25). Separately, all but four of 
the sites increased their overall scores. 

The largest percentage increase was seen in staff need for information and training. Staff 
experienced an increase in supervision and a linking of supervision and training, much of 
which was provided using the whole-site training approach.9' Other changes contributing 
to overall improvements in quality included more frequent supervisory visits, more 
frequent COPE exercises, greater availability of reference materials and guidelines, and 
more orientations for nonclinical staff (through inreach). 

The across-the-board improvement from T, to T2 suggests that supervisors and their staffs 
used the information obtained from QI exercises-including the Quality Measuring 
Tool--to identify QI opportunities and changes that resulted in higher-quality family 
planning and reproductive health services. 

BOLIVIA EVALUATION O F  QUALITY IMPROVEMENT APPROACHES 
IN PROSALUD 
ProSalud is a national NGO in Bolivia with 33 clinics located throughout the country, 
although its major focus is in the cities of La Paz, El Alto, and Santa Cruz. Its health 
clinics offer general medical and gynecological services, such as childbirth and pediatric 
care, immunizations, family planning and other reproductive health services, and dental, 
pharmacy, and laboratory services. With technical assistance from EngenderHealth, 
ProSalud aimed to improve the quality of service delivery through the use of facilitative 
supervision and COPE for Reproductive Health Services in its clinics. The QI approaches 
were introduced within an evaluation framework, so that data from an evaluation could 
inform the strengthening of future QI activities. 

Evaluation data were collected in 10 clinics. Preinte~ention baseline data were gathered 
in February 2002, including a facility audit, supervisor interviews, staff interviews, client 

91 Bradley. I., et al. 2000. Family planning senrices in Tanzania: Resuils from a projecr to improve quality. 
19964999. New York: AVSC Inremational. 
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exit interviews. observation of client-provider interaction. observation of IP practices. 
and record reviews. Between March and May 2002. COPE exercises were introduced ar 
the site level. and supervisors were trained in the facilitative superrision approach. COPE 
exercises were repeated every four months at the sites. and supenisors pmvided ongoin,o 
support to sites. Follow-up facilitative supervision workshops were held in Santa Cmz 
and La Paz in ,March 2003. 

Preliminary analysis of the final evaluation data (May 2003) revealed changes in the 
sites' commitment to improving quality. supenison. systems and elements of the qualir) 
of the senices: Supervisors perceived a wide array of benefits of COPE and FS: 95% 
reported that COPE is beneficial to service providers and 90% reported that clients have 
benefited. Eighty-four percent of supervisors interviewed clients as pan of a qualir) 
improvement process over the past year. Based on the client intemiews they conducted. 
supemsors reponed making changes such as reducing waiting times. expanding hours of 
service for laboratories and x-rays. offering integrated services during prenatal care. and 
improving hours of vaccination services. Xinets percent of supemisors stared that their 
clinics have a committee to discuss quality of senices. and 17 of 16 actively panicipate. 
Sixty percent of providers reported that supervision had improved over the past I2 
months. Those 60% stated that improvements included plans of action. constructive 
supenision, and a greater interest on the pan of supervisors in productiwy and qualie of 
care. Qualitative data revealed that site supenisms and service pwiders perceived 
PROSALUD administrators as being less of a "police force." At baseline. 86% of 
providers stated that they felt a pan of an active quality improvement team: t h s  increased 
to 93% at follow-up. 

Fifty-two percent of family planning clients. 31% of prenatal clients, and 47% of 
postnatal clients stated that the qualify of care had improved over ths past year (41%. 
53% and 11% respectively stated that the quality had remained h e  same). In general. 
clients felt that providers spent sufficient time with them during consultation, char hey 
were able to clarify questions clients had, and when necessar). hey ofiered infomration 
about additional services. Of 19 indicators assessed during family planning counseling 
observation, improvements were seen in 15. Large improvements were seen in: asked 
about her backpundhedical  hstory (from 69% at baseline to 97%): let her know hat  
the consultation was confidential (from 35% to 53%); venfied if client underwood ihe 
messages imparted (from 11% to 73%); encouraged the client to ask quenions (from 7 3 8  
to 93%); used client records (from 26% to 62%): supported the client's exercise of her 
rights (46% to 67%): and reinforced the client's self-esteem (from 44 to 75%)." 

COPE FOR CHILD HEALTH IN GUINEA AND KENYA 

In 1999, EngenderHealth, with financial assistance from the UShID Africa Bureau. with 
the collaboration of UNICEF, and with technical input from World Health Organization. 
BASICS. the SARA Project and others. adapted COPE to address child health senices. 
COPE for Child Health was developed to be compatible uith the Integrated %fanagement 
of Childhood Illness approach and to ensure that providers caring for children. whether 
trained in this approach or not, are supponed by enabling colleagues and by a facilitative 
work environment in which they can delivery highquality care." EngenderHealth took 
advantage of this special funding and interest by the Africa Bureau to conduct an 
evaluation, which has applicability beyond child health. as the COPE process remains the 

'' C&G Consuhom. 2003. Ewlu~cidn d r  COPE? ruprnindn f&liradora dr E~qmde-Hmih en icniom 
dr lo rcdPROSALL'D. Borrador 08-08-03. 
'' Bradley. J., el a]. ZW?. COPE for Child Hedrh ;n Krnw and Guinea: iln d w u  o~smicc  quoiir? Scm 
Yo*: EnpderHeallh. 
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same and can be applied to a wide range of services. The evaluation was designed to 
determine the acceptability to service providers of a participatory self-assessment method 
of QI, its usefulness in problem identification and resolution, and its effectiveness in 
improving health service quality (i.e., provider performance and client satisfaction). 

EngenderHealth designed a quasi-experimental study involving eight intervention and 
eight matched control sites (all health centers) in Kenya and Guinea. COPE, a 
participatory method of QI that uses self-assessment and team problem solving and that 
emphasizes use of local resources in problem resolution, was introduced at the eight 
intervention sites. All 16 sites were assessed for improvernents in service quality after 15 
months, using direct observation of client-provider interaction, interviews with providers 
and caregivers, and facility audits. Focus groups were conducted with providers at 
intervention sites at the project's end. Staff and clients at health care facilities were 
interviewed (156 staff and 320 clients [caregivers of children visiting the facility]). In 
addition, 320 client-provider interactions were observed. 

On almost every indicator of quality, the intervention sites performed significantly better 
than the control sites. Staff solved most problems they identified without outside 
assistance, including issues related to infrastructure and equipment, human resources, and 
service delivery. In representative areas of provider performance4lient-provider 
discussions of child health and family planning, privacy and confidentiality, and 
diagnosis of sick children-sample data showed that 26% of intervention providers and 
9% of control providers discussed general health with caregivers. Moreover, 81% of 
clients of intervention providers had uninterrupted sessions, compared with 58% of 
clients of control providers. Likewise, 43% of intervention providers asked about the 
child's fever, compared with 25% of control providers; 64% and 38%. respectively, took 
the child's temperature. (All of these differences were statistically significant at p<.01.) 
The only indicators not showing improved quality related to prescribing practices; 
inaccuracies were documented at both intervention and control sites. 

Clients at the intervention sites were much more likely than those at the control sites to 
report understanding everything they were told (98% vs. 88%) and to report being "very 
satisfied" overall with the visit (70% vs. 48%). At intervention sites, 80% of repeat 
clients reported that services were better than they had been before, compared with 27% 
of those at control sites. Providers underwent profound changes in how they viewed both 
clients and colleagues, treating clients with increased respect and empathy and markedly 
strengthening their sense of unity at work. The COPE process affected staffs sense of 
empowerment and accountability: "Before, most problems were someone else's 
responsibility. But now we see that we ourselves can soive most problems" (health care 
provider in Kenya). Organizational changes included reduction of hierarchy and 
bureaucracy and more supportive supervision. 

COPE was associated with dramatically improved provider performance, higher client 
satisfaction, and higher clientfcaregiver knowledge. Clear improvements in quality of 
care were evident with a minimal intervention that involved only the provision of some 
trigger questions about quality and a structure for discussing problems and potential 
solutions. COPE is not a "magic bullet," however. Training in discrete clinical areas 
could complement this process for optimal improvements in service quality. 

Participatory QI processes, where staff feel a sense of ownership over their work quality, 
can inculcate a strong sense of unity and teamwork as well as organizational changes, 
resulting in improved, cost-effective quality of care. 
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THE -PERFORMING TO STANDARD" TRAINING FOLLOWUP TOOL 
EXPERIENCE IN INDIA 
USAID's Innovations in Family Planning Services (IFPS) Project aimed to reduce 
fertility and increase contraceptive prevalence through improved qualib. acces. and 
demand for family planning and other related reproductive health services at government 
health facilities in Unar Pradesh. India. Since 1996. EngenderHealth has provided 
technical assistance to the IFPS Project to assess and strengthen health facilities, as well 
as to upgrade and expand provider clinical skills in several sterilization methods. in IP. in 
updating their contraceptive knowledge. in IUD insertion and removal. in manasement of 
RTIs and STIs. and in counseling skills. All trainings were imparted to medical officers: 
nurses were trained as assistants for provision of surgical connaception. Trainings in IF'. 
RTI and STI management. and family planning counseling also included ~aramedisal 
staff. 

To assess the outcome of these mining interventions. EngenderHealth developed a tool 
for assessing provider performance called the Performing to Standard (PTS! checklist. 
The checklist was specially designed for assessing trainees' clinical performance and the 
quality of service delivery. The first step in the design process was the standardization of 
job descriptions and procedures that providers would be trained to perform. Next. 
EngenderHealth detailed learning guides for training. From these. the F'TS follow-up 
checklist was developed. which included critical and noncritical performance steps. The 
F'TS checklist was used for follow-up assessments, which occurred within three months 
of training. 

Posttraining follow-up, in fact. is an integral pan of all EngenderHealth-s skills-bared 
training. EngenderHealth gave newly trained trainers support to ensure that the) followed 
the correct methodology for mining. Trainers then followed up trainees at their sites to 
assess their clinical competency in their oun work environment. Follow-up was also an 
oppormnity to discuss problems and constraints. to reinforce aspects of clinical training 
that may not have been well remembered. to identify existing gaps in performance. and to 
provide additional mentoring to close those gaps. The PTS checklist aided this p - e s s  by 
looking consistently at critical tasks that needed to be performed. 

From 1998 to 2002, EngenderHealth trained a total of 1.657 providers in clinical topics. 
Of these. 1,354 still remained posted in IFPSlEngenderHealth districts as of A u , a  3002. 
As of August 2002, 1,293 received follow-up, and 85.3'3 were found to be performing to 
standard. (To be declared FTS, all steps deemed critical to successful perfmmmce 
needed to be performed correctly.) Those providers that were found not performing ro 
standard were given the appropriate coaching and feedback and received a second iollow- 
up visit to reassess competence. 

Results from follow-up visits and ITS status were also used to redesign and r e f w  
training programs. For example, during early follow-up of ILTD trainees. it was observed 
that providers were not practicing high fundal placement. which ensures that the IL?) 
stays in place and is not expelled. Further emphasis of this aspect of the proadure was 
incorporated into later trainings. 

Routine use of the PTS checklist. coupled u-ith feedback to service providas, resulted in 
modifications in training methodology. overall improvement in facilities. and ultimately 
improved provider skills. The checklist has the porential to be adaped and replicated in 
similar settings. 
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Lessons leamed during development and implementation of the PTS checklist include the 
following: 

Linking the design of the training intervention and development of follow-up 
mechanisms such as the PTS checklist allows for consistent and reliable feedback and 
improvement. 
Gather as much baseline data as possible before the training begins, to have a clear 
understanding of the reach of the training interventions in the target areas. 
The use of critical steps during trainee follow-up facilitated and simplified the task of 
determining whether trainees were performing to standard. 
The checklist is comprised of well-defined performance steps and hence assures 
objectivity and allows for interobserver reliability. 
Observation on both critical and noncritical steps helped in identifying individual 
trainees' weakness and gaps in the support system. 

The ability to make informed and voluntary decisions about one's reproductive health, and 
access to the information and services needed to do so, are widely recognized by the 
international development community as human rights. Ensuring informed choice is a fun- 
damental element of all service programs that EngenderHealth supports. Over the period of 
the CA, we dedicated targeted resources to gather and assess evidence of the challenges to 
informed choice in family planning service programs and to identify the particular infor- 
mational needs and decisions associated with other reproductive health services. This field- 
based evidence has framed the design and testing of new approaches and tools to strengthen 
informed choice in service delivery. 

INFORMED CHOICE STUDIES IN LATIN AMERICA 
Research is a critical source of evidence. In 1998, EngenderHealth collaborated with 
UNFPA to review the literahre and survey data on sterilization decision making in Latin 
American and the Caribbean, to better understand the increasing prevalence of female 
sterilization in many countries in the region. The review revealed that little was known 
about how and why women choose sterilization and about whether they are indeed making 
informed and voluntary decisions. To address this gap in knowledge, we selected three 
Latin American countries in which to conduct indepth qualitative studies. Over the next 
couple of years, our program and research teams collaborated with MOHs, other 
government agencies, and NGOs in the Dominican Republic, Guatemala, and Mexico to 
determine whether women who undergo sterilization in these countries receive adequate 
counseling and information for making an informed and voluntary choice to end fertility. 
We also explored clients', providers', and administrators' perspectives on informed choice 
and the informed consent process. 

The studies provided strong evidence that most women choose sterilization voluntarily, and 
that the majority of women make their decision before going to the facility for services, 
based on information acquired from a variety of sources. However, findings also indicated 
that many decisions were not fully informed. In two of the three countries, many women 
reported that during counseling they received little or no information about their 
contraceptive options and that they were not told about the risks of surgery. Most reported 
that they did not receive information about the risk of STls and H N .  Many said that they 
wanted to know, but were not told about, what to expect during and after the procedure. 
Many said that the provider did not adequately address their personal circumstances, 
contraceptive history, doubts, and fears. The studies indicated that providers tend to tell 
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clients what they feel they need to know, rather than ask clients about their needs and 
interests and tailor information to an individual's knowledge gaps and circumstances. 

Imponant exceptions to women's making their own autonomous decisions included a few 
cases in which husbands decided for their wives and still others in which dociors decided 
that sterilization was indicated on medical grounds for women considered to be at hi$ risk 
of future pregnmy-related complications. In addition to a lack of information. some 
women were given limited options to choose from and others who wanted a postpartum 
procedure could not get it (either because the procedure mas not performed on weekends or. 
in two sites, because water was not always available). 

Postpanurn sterilization clients in the studies experienced the leaj~~etiective informed 
choice and consent safe,w&. Some clients reponed that they were IKN informed about 
their contraceptive options during their antenatal visits. and that they felt rushed to d e  a 
decision about postpatturn sterilization while under the physical and emotional strain of 
labor and delively. Of particular concern was the finding that the right and ability of high- 
risk women to make an informed choice was some~imes overridden by the physician on 
medical grounds. 

Another telling finding was that all p u p s  (clients, providers. and adminismtors~ in all 
three countries perceived the signed informed consent requirement for steriliza~ion clients 
as primarily benefiting the institution rather than the client. In one counuy. the form was 
not on file for a significant proponion of clients, and a number of clients who si@ the 
form reponed that they neither had read it nor had had it read to them. 

Observations of counseling sessions in two of the study countries revealed tha~ women tend 
to be passive in their interactions with providers and do mx request information. ask many 
questions, or raise concerns. There were no known complaints about the services received. 
We believe these facts reflect the status of the women in the studies. most of whom were of 
low educational and socioeconomic levels. had low expecrations, and knew lirde if 
anything about their rights. 

The results of these three studies confirmed the need to redouble cw effons to ensure 
informed choice for family planning. particularly for permanent methods This requires 
returning to the basics of uaining and supenision to soen,&n counseling and ensure the 
correct implementation of informed consent protocols. as well as new strategies and tools. 
There is a clear need to establish safeguards for postpartum sterilization clients where these 
do not already exist and to identify and a d h s  barriers to informed choice at both the 
policy level (e.g., operating hwrs and eligibility criteria:) and at h e  conmumit). level ie.g.. 
public education on family planning, STINN.  and clients' rights). 

PILOT TEST OF THE INFORMED CHOICE Toourr 
In response to the needs identified through reseanrh. consultation with expens. and 
observation of field pmgrarm, EngenderHealth developed a package of simple. pavcal 
tools, published in the document Choices in F a d !  Planing: Informed nnd ibiwuar?. 
Decision Making. (We refer to this as the Informed Choice Toolkir) These auareness- 
building, diagnostic, and planning tools explain the essential principles and p r o m  
elements that underpin informed and voluntary decision making in reproductive IrAth and 
the factors (both within and beyond the clinic) that affect clients' access to Lnformation and 
service options. It includes, but goes beyond. the requirements of the Tiahn Amendment. 
The tools are based on EngenderHealth's expanded conceptual framework for informed 
choice, designed to address the root causes of the persistent gap berween the hetork and 
reality of informed choice in family planning senices. 
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The framework is based on the assumption that individuals have both the right and the 
ability to make their own reproductive health and family planning decisions. It recognizes 
both the service program's responsibility for creating conditions that enable clients to 
exercise this right and the provider's specific role in helping clients make and act on their 
own wellconsidered decisions. This framework identifies five essential elements or 
conditions for informed and voluntary decision making: Service options are available; the 
decision-making process is voluntary; individuals have appropriate information; there is 
good client-provider interaction, including counseling: and the social and rights context 
supports autonomous decision making. For each element, the framework provides illus- 
trative indicators of what one would hope to see to ensure that this element or condition is 
in place. The tools guide users to identify and consider factors at the community, service, 
and policy levels that affect these elements, to determine ujhether they support or challenge 
informed and voluntary decision making, and to develop strategies and action plans to 
address identified challenges. The toolkit can be used by donors and technical assistance 
agencies, by policymakers, by reproductive health and family planning program managers, 
by community groups, or by coalitions representing all of these groups. 

In 2002, with support from the AsiaNear East Bureau of USAID Washington, we 
conducted an indepth field test of the work-in-progress version of the Informed Choice 
Toolkit in Bangladesh and Cambodia. At their orientation workshops, participants 
identified such barriers to informed choice as a lack of awareness in the community and 
among clients and providers of gender equity and clients' sexual and reproductive rights; 
low literacy, leading to low community awareness and lack of knowledge of issues related 
to reproductive health and rights; low status of women, who have limited decision-making 
power; limited access to services (in Bangladesh, due to poor service location and 
inconvenient hours; in Cambodia, due to poor roads, limited method mix and service hours, 
and not enough trained providers); and inadequate provider skills in promoting client- 
provider interaction, in assessing clients' needs, and in supporting clients' decision making 
(specifically linked to insufficient staff training and supervision). 

It was interesting to note the strikingly common results of these two very different 
programs. Bangladesh, a Muslim society, has a long-standing family planning program 
with an extensive service-delivery infrastructure and a long history of reliance on 
sterilization (the prevalence of which had undergone dramatic decline in recent years). 
Cambodia represents a new program in a Buddhist country with limited resources and 
service capacity, particularly for LTP methods. 

Additional challenges identified by participants in Bangladesh included conservative social 
norms that discourage discussing issues related to sexuality; lack of male involvement in 
reproductive health; inadequate community involvement in planning and evaluating 
services; policy barriers; a failure to follow national guidelines for ensuring informed 
choice in counseling; inadequate use of referral links; a lack of skilled staff due to turnover 
and low job satisfaction; and provider bias. The Cambodians identified the power 
imbalance between providers and clients. 

To respond to these challenges, groups in both countries designed action plans with 
interventions that went beyond the point of client-provider interaction. In Bangladesh, 
participants from different or,wizations developed eight action plans that included such 
interventions as organizing community meetings, orienting Health Watch committees, 
training peer educators, translating and posting the list of clients' rights, arranging health 
education classes for husbands who accompany their pregnant wives to service sites; and 
training and orienting providers. In Cambodia, the four action plans (three provincial and 
one central) included community education efforts; formation of an alliance with the 
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Minisny of Women's Affairs; mining on issues of reproductive h e d k  communication. 
gender. and rights of health care staff. community-based volunteers. and village drug 
sellers; stronger supervision of counseling and informed choice: an i n r a s e d  number of 
senicedelivery points to increase access; and introduction and expansion of COPE. 

A follow-up to the toolkit introductory workshops after six months in Cambodia and after 
eight months in Bangladesh provided evidence of the tools' usefulness and effectiveness. In 
both countries, providers oriented to the conceptual framework and the t o o k t  demonscra- 
ted sustained. increased understanding of clients' rights. of the basic elements of informed 
choice, and of the range of issues that affect clients' ability to make free and informed 
reproductive health decisions. They reported a high &-gee of success in addressing 
challenges to informed choice both within and beyond the service site. to achieve increased 
community awareness of reproductive health and f a d y  planning senices. increased 
provider awareness of clients' rights and gender issues. improved informarion for mothers 
on family planning options and referral for services. increased male involvement. improved 
client-pro\ider interaction. and strengthened supenision and crainin_e to ensure compliance 
with national guidelines. (See also Section 2. Bangladesh case s d y .  page 13.) 

Based on these positive results, the toolkit has been widely disseminated to all 
EngenderHealth country teams for use in programs they suppon. as well as to our broader 
CA and donor community. 

MEN AS PARTNERS 
AND VASECTOMY 

CUNICAL VASECTOMY RESEARCH 
Vaseuomy is one of the safest and most reliable methods of conaaception and is one of the 
few contraceptive options for men. Vasectomy failure rates are often quoted as being less 
than 0.5%. Although vasectomy is a common and popular form of ccmrraception in many 
countries and a surgical procedure that has been in use worldwide for dsades. surprisingly 
little is known about some aspects of the technique itself W'hie there are @ b r a  to 
suppon the use of NSV over conventional scalpel vasectomy. data have been lacking on 
what occlusion method is better than another or wha the ma appropriate f d l o u u p  
protocol is. Over the past decade, EngenderHeahh, in collaboration with Family Health 
International. has conducted a series of clinical studies on vasectomy-, the resulu of which 
have built upon each other and have begun to change the practice of vasectom) in r e w e -  
poor settings. 

Result. of our collaborative study on time to aux~permia  following vasectomy pro\ide 
detailed infomtion on sperm clearance after vasectomy performed using l i w o n  and 
excision without fascia1 interposition. In addition, two key findings emerged from the 
study. First, there was a prolonged risk of continued fenility. Semen analysis found a 
surprisingly high percentage of men (25 of 217, or 11 3%) who showed potential ferlilii 
(defined as 3 million or more s p e d d )  six months after having had their %asglomy; rhey 
were considered vasectomy failures, suggesting that among the melhods of vas o c c b i o n  
ligahon and excision alone may not provide the bm success rates. Second. there was -ma 
variability in the onset of azoospermia. in t e r n  both of time and of number of ejwlations 
following vasectomy. This suggem that it may not be pwible to develop guidelines for 
when men can rely on their w m o m y  for contracepion based solely on time or number of 
ejaculations since vasectomy, at least when ligation and excision is used.% 

B m e .  M.A.. cr al. M03. A prospective study of crne and nu*r of c ~ ~ u l a l ~ o n r ,  10 aumpcrn ia  ail= 
varenorny by ligation and cxnsion. Joumol of L'rolop?. 17&31:892-8%. 
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The higher-thanexpected failure rate seen in the study described above led us to carry out a 
randomized trial of fascial interposition, again in collaboration with FHI. Fascial 
interposition places a tissue barrier between the two cut ends of the vas. This is done by 
suturing (or securing with a clip) the thin layer of tissue that surrounds the vas (the fascial 
sheath) over one end of the vas (see Figure 9). It has been promoted as a way to reduce 
vasectomy's already low failure rates by decreasing the likelihood of recanalization. 
Reported success rates have varied, and until now there had been no randomized controlled 
trials to evaluate its effectiveness. 

Figure 9. A view of fascial interposition 

I end end 

Source: EngenderHealth. 2W3. No-.rcolpel vosecromy: An illurrrored jiuide for surgeon^, Third 
Edition: New York. 

The study enrolled 841 men who had chosen vasectomy at eight centers worldwide. Men 
were randomized to have a vasectomy with or without fascial interposition. All vasec- 
tomies were performed by excising 1 cm of vas and making a suture ligation at each cut 
end. Semen analysis was done every four weeks for a maximum of 34 weeks or until 
azoospermia was confirmed. Fascial interposition significantly reduced the time to 
azoospermia and time to severe oligospermia and reduced the number of failures based on 
semen analyses by about half, from 12.5% to nearly 6%. Recanalization was the most 
common cause of failure. By 14 weeks, 91% of men in the fascial interposition group were 
severely oligospennic (meaning they had fewer than 100,000 sperm per milliliter), 
compared with 82% of men in the ligation and excision alone group. There was no signi- 
ficant difference in adverse events between the two techniques. On average, the vasectomy 
procedure took about two minutes longer when fascial interposition was used. Study 
surgeons were unable to interpose fascia on one or both sides in about 2.4% of men. 

There is some evidence that cautery may be a more effective occlusion technique than 
some of the other methods in use. In collaboration with FHI, we recently completed an 
observational study of vasectomy using cautery, to describe early trends in sperm counts so 
as to estimate the probability of early failure following vasectomy with cautery. Four 
hundred men who chose vasectomy were recruited at four sites and followed with frequent 
semen analysis for 24 weeks after vasectomy. The failure rate (as defined by semen 
analysis) was 0.8%. By 12 weeks, 96% of men were severely oligospermic (<100,000 
spermlml). The two sites that used fascial interposition and thermal cautery had less 
recanalization than those using electrocautery without fascial interposition. Further study is 
needed to determine if there are differences in failure rate between thermal cautery and 
electrocautery, as well as whether fascial interposition used in conjunction with cautery 
improves vasectomy success. 

A comparative analysis between the fascial interposition arm of the randomized trial and 
the cautery study revealed a significantly more rapid progession to severe oligospermia 
after vasectomy using cautery techniques and significantly fewer early failures (less than 
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1% versus nearly 6%). Taken together. the results of these three clinical studies show that 
ligation and excision without fascial interposition is an inferior vasectomy occlusion 
method that no longer should be recommended. Cauter). appears to be a bener occlusion 
method than ligation and excision with fascial interposition. Data from all three sndies call 
into question the counseling guidelines often used in low-resource settings that advise men 
to have semen analysis or use a back-up contraceptive method until 15-20 ejaculations 
have occurred or until a period of 10-1 2 weeks has elapsed since the vasectomy. Our study 
results indicate that after vasectomy with any of the occlusion methods. use of I2 weeks 
should be more reliable than 20 ejaculations. 

Based on these study results, we integrated farcial interposition into our resource and 
training materials. T'he third edition of h'o-Scalpel Vasectomy: .An Ilhrrmed Guide for 
Surgeons. published in March 2003. contains an expanded descripion of the steps for 
fascial interposition. Also, in March 2003, we held a training exercise in Xeu h i h i .  during 
which 10 key trainers from Bangladesh, Cambodia India Kenya Nepal. and h e  
Philippines were oriented to the revised vasectomy training cunicuium and srandardized 
their fascial interposition techniques. The illustrated guide and the new curriculum also 
recommend that another contraceptive method be used for 12 week aher vasei-tomy to 
avoid an unplanned pregnancy; the recommendation for 20 ejaculations has been dropped. 
The ,dde and curriculum also highlight the imporlance of providers' counseling their 
clients about the small possibility of vasectomy failure. 

It is important to note that despite these recent findings, vasectomy remains a hi@ly 
effective method of contraception. In addition, it is difficult to make general statements 
about vasectomy failure because of the wide v a r i e  of occlusion methods used. It is 
becoming clearer that some occlusion methods or combinations of ooclusion methods are 
more effective than others. We will continue our joint. coordinated effon with FHI to 
determine what the most effective vasectomy techniques are for use in resource poor 
settings. We are planning a jointly sponsored vasectomy expens meeting for December 
2003 to review recent research, develop a consensus on the strength of the e d e n c e  in 
favor of various occlusion methods, develop guidelines for optunal vas occlusion 
techniques in different health care senings. identify additional research priorities. and 
discuss programmatic implications. 

" V ~ e c t o v  1s as much VASECTOMY PmMonoN INITIATIVE 
an IEC operation as IN GHANA AND THE PHIUPP~NES 

a o~erarion" A major area of global leadership under the CA was to develop a mate= to revilalin 
-Indian urologist vasectomy services. Anention to vasectomy is needed because sterilization udl remain the 

most widely used contraceptive method over the next decade. and yet the number of female 
steriliiion users exceeds that of vasectomy users by five to one. \'auctomy is a safer. 
simpler. and less expensive method than female sterilization, and it is just ;a effective 
Vasectomy remains an underutilized method of contraception for a v;lriety of reasons: 

Men and women are less aware of vasectomy chan of other family planning methods 
When men and women are aware of vasectomy. the information they have is frequently 
incomplete or incorrect 
Vasectomy services are less available and accessible than other family planning 
methods 
Propam and provider biases exist 
Family planning is still perceived as a woman's responsibility 

During this CA, EngenderHealth undertook an evidence-based review of the state of the 
an in vasectomy, including lessons learned from some of the successful proprom effons 
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conducted in the late 1980s and early 1990s in Latin America. Compelling evidence 
indicates that programs that do not address both the demand and the supply side of the 
equation are unlikely to have a sustainable impact. The review of literature and the state- 
of-the-art analysis, as well as EngenderHealth's own programmatic experience, led to 
pilot projects in Ghana and the Philippines that coupled effective and strategic demand 
awareness interventions with site interventions that focused on issues of quality and 
access. The program design had four key components: 

Training of physicians in NSV 
Creation of "male-friendly'' service-delivery points 
Community outreach 
Media campaigns oriented to potential clients 

On the supply side, while a common strategy among programs initiating vasectomy 
services is to conduct short-term centralized surgical training (usually for doctors only), 
Ghana and the Philippines treated the local service-delivery site as a system and the 
personnel as members of a team who make the system function. In both countries, training 
was conducted on-site under conditions that the trainees would face later. The goals of on- 
site training were not only to transfer knowledge and develop critical skills, but also to 
forge an effective, smoothly functioning servicedelivery system and effective local 
teamwork. Staff with supervisory and technical support responsibility, as well as managers, 
doctors, nurses, social workers, receptionists, and gatekeepers or guards (who may provide 
information to clients). also were oriented to the services. 

Because facility staff frequently held prejudices against men and even discouraged them 
from seeking family planning information and services, training focused on changing 
attitudes, not just on imparting information. Orientation to "male-friendly services" includ- 
ed clinical aspects of NSV, counseling and referral skills, increased engagement and moti- 
vation of all levels of clinic staff, a focus on client satisfaction, implementation and main- 
tenance of high quality of care, and assurance of informed choice on the part of clients. 

On the demand side, several approaches allowed for interpersonal communication. A 
hotline established in Manila provided a means for men and women to obtain information 
or ask questions in a private and confidential manner. To increase awareness and 
acceptance of vasectomy at the community level, satisfied vasectomy users and their wives 
were recruited in Ghana and the Philippines, to provide testimonials and do community 
outreach. 

Three-to-four-month "pulse campaigns" were planned to serve both as a catalyst for men 
considering vasectomy to take that final step and access services and as a mechanism to 
raise awareness of vasectomy as a contraceptive option and dispel rumors. Campaigns in 
both countries adapted the slogan "Get a permanent smile-Have a vasectomy" and 
planned to provide the names and addresses of sites where quality NSV services were 
available. 

The campaign in Ghana was scheduled to begin in fall 2003. In the Philippines, 
advertisements for NSV began in May 2003, and radio spots began to be aired in the 
summer of 2003. Other promotional materials were developed and disseminated throughout 
the country (see the Philippines case study for more detail). Meridian Development 
Foundation provided technical assistance in designing the promotional campaign and 
identified in-country marketing partners for EngenderHealth to work with. Evaluation data 
are being gathered at this writing. 

ENWF.PRO.ECT REP3PT F 3 P  EUGENDERrlEA-Th'S PROGRAM 
FOR VCLJNTARY SURG ZA- CONTRACEPTION AU? 'ELATED ;IEPAODJCT VE AEALTrl SERVICES 



MEN'S REPRODUCTIVE HEALTH CURRICULUM 
During the CA. EngenderHealth tested the effectiveness of a comprehensive men's 
reproductive health curriculum d e s i , d  to advance the deliver)- of such senices to men. 
This curriculum addresses men's reproductive health needs in a holistic way. while helping 
providers become more comfortable with and competent in working with men. It empha- 
sizes the need to work effectively with men on issws related to reproductive health and 
sexuality. as well as on women's reproductive health issues and gender concerns. The curri- 
culum has been used with public- and private-sector institutions in seven countries in 
Africa, Asia and Latin America. We present here evaluation results from Bolivia and 
Guinea. 

Bolivia 
From December 1-5, 2002, EnpnderHealth staff conducted an evaluation of MAP 
activities with CIES staff and clients in La Paz and El Alto. EngenderHealth had provided 
technical assistance to CIES on QI approaches. Moreover. CIES became iamil~ar with 
EnSenderHealth's MAP work  rough the research document produvd on men in the 
Bolivian city of Santa c u m  and later through information about M4P activities 
undertaken in other parts of the re$on (i.e.. Colombia Guatemala and Hondums!. In 2002. 
CIES approached EngenderHealth to request technical assistance in the intnduction of 
men's senices at two of their sites, ulth the expectation that this work would k scaled up 
for implementation at all of its sites throughout Bolivia 

The purpose of the evaluation was to determine the impact of the Men's Reproductive 
Health Curriculum training conducted at those sites in Ma: 2002. The evaluation involved 
31 open-ended interviews with male and female providers, managers. and clients desiped 
to assess the knowledge, perceptions. and opinions of the inteniewees r e g d i n g  the 
introduction of men's reproductive health senices at each site. 

Overall. staff found the training to have teen very useful. Various staff. bxh Fnale and 
female, stated that they now felt greater comfon and confidence in +ding with m n ' s  
reproductive health issues: 

"It has been useful- it has changed the panorama of our work and we hove seen how 
useful i t  is ro include these issues. We hove also seen a change in ammrudes: now the 
services are nor only direcred at women ... if's a much bener u p  ro work " 

-Senice prorider. El Airo 

' I  have more howledge ofrhe dgerenr senices that can be offered ro nun In Dr Pa; 
this has been a special o p p o m i ~ .  since inregrated services do not uin r m ~ ~ h e m  
eke. I feel more rranquil and sure rhar I am giving rhem correct infonnmon-yes 1 
nos feel more confident in m j  technical capacir\-. " 

-Serv;ce provider. CIES Lo Pa: 

Various staff members noted an increase in the numbers of male clients. 
"'As a site, we have also seen resulrs-we are seeing increased numbers of clienis 
and have ako esrablished an inremal reference mechanism bemeen the ~eneral prac- 
tioners, o b - g , ~ ,  and denrisrs. " 

-Pro~ider. CIES El Alto 

A review of senice m i n i c s  at borh sites suggests that the training and resulting action 
plans may have ccntributed to an increase in the number of male clients coming in for 
services. For example, at El Alto. the number of mak clients increased from I 1  in JUIK 
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2002 to 98 in October 2002. In La Paz, the site had been seeing an average of 40 male 
clients a month prior to the training. This increased to an average of 80 male clients after 
the training was provided and after action plans related to improved services and social 
marketing were implemented. 

Another outcome of the workshop was increased interest on the part of staff for additional 
training related to men's reproductive health services, including clinical training in NSV. 

"I am an ob-gyn and my focus has always been women. Before the rraining, I always 
referred male patients to general medicine. NOW I can see men and provide them wirh 
care. I am even interested in learning Dr. Li's technique so we can provide vasectomy 
services. " 

-,Yen>ice provider, CIES La Paz 

As a result of the training, the padcipants demonstrated a change in attitudes towards 
men's reproductive health services, being more positive and less negative. This is impor- 
tant, because it facilitates the introduction of men's reproductive health services and affects 
the quality and ability of the clinic to offer such services. In addition, personnel will be 
able to communicate appropriately with male clients and respond to their needs more 
competently and effectively. 

The results of the evaluation were shared with the CES headquarters staff at a one-day 
managers' orientation, held in La Paz on June 23, 2003. It is expected that the results will 
he used by CIES as guidance for the expansion of men's reproductive health services 
throughout its nine service sites nationwide. 

Guinea 
In October 2002, EngenderHealth staff conducted a two-week evaluation of men's 
reproductive health program activities at two clinic sites in Guinea. Twenty-seven in-depth 
interviews were conducted with clients, providers, and managers at the two sites, as well 
as with health communication professionals from the MOH's IEC Division. The purpose 
of these interviews was to evaluate the perceived impact of the training and IEC activities, 
as well as the introduction of men's reproductive health services at each site. Further, 
focus-group discussions were conducted with 37 peer educators and 16 religious leaders to 
evaluate the perceived impact of the peer-education activities on community members' 
awareness of and knowledge about male involvement in reproductive health issues. 

Clinic staff were very responsive to the training they received and enthusiastically imple- 
mented a number of changes. Today, a man walking into either of the two sites at Boulbinet 
or Coronthie would have access to the Men's Section, an area in which services specifically 
for men are provided by specially designated staff (doctors and counselors). These services 
include family planning, STI management, and treatment for sexual dysfunction and 
infertility. In addition, clinic staff made a concerted effort to provide education and infor- 
mation about men's reproductive health. For example, they placed around each site posters 
conveying specific messages geared to men and provided special educational sessions for 
men. Finally, site staff took part in outreach efforts with men in the community. 

As a result of all of these efforts, staff expressed a greater sense of comfort with, interest 
in, and commitment to meeting men's reproductive health needs. 

"Through the training, we were able to identifL specific problems for men in the 
center. This helped a lot and increased the inf lu of patients, because awareness is 
grearer about coming to the center. Personally, 1 was timid, but the training has 
increased my ability to communicate with others. " 

Serviceprovider .  Boulbinet 
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"It has been very pracricol. Before I only worked with tiomen .... [Sow] I am more 
knowledgeable about men5 illnesses and how ro deal rirh men. Ir is oko re? 
surprising-I did nor rhink i t  would be eon. for rhem ro raU ro me orfor me ro roik ro 
rhem. " 

S e n i c e  provider. Coromnie 

Information from client registers suppons the perception that senice usage by men and 
their patmen increased following .W effons. At one site, staff reported that beiore the 
p r o w  began, they saw an average of five or six male clients each month. but client 
registers indicated that following the project the clinic had about 30 to 35 male clients per 
month. In addition, over the period from January to September 2002. -541 male clients 
visited the men's sections at the two clinics. almost half the number of female clients at the 
MCH wings of clinics (846). This is an impressive number of male clients. considering that 
men do not usually access clinical services and that in -XI01 the clinics only served a 
handful of men each month. Further. the registers show that of those 3 1  visits by male 
clients, 258 (75%) were for consultations related to 571s. 

Another outcome of these efforts was an increarad number of couples who come in 
together for consultations and treatment. As one nurse-midu~e said. "\Ve now have more 
information and knowledge about reproductive health for men. We have shared this 
information with the women and this has allowed them to speak with their husbands .... 
After the orientation campaign. the women did not feel bad about coming wth the men. 
They redized that they should come together as a couple." S~aff also obsewed a decrease in 
the number of repeat S n  infections among women. and amibured this change to the nwn- 
ber of men who were now receiving treatment at the same time as their female pamen. 

Creating sustainable systems and ensuring sustainable service deliver). require a long- 
term commitment and an approach that fosters the needed commitment. leadership. 
systems, and resources to ensure that senices can and will continue following withdraual 
of extemal technical and financial support. A key question for t ech~ca l  assistance 
agencies is what happens once external support is withdrawn and what we can learn 
about how to better extend the potential for sunainability. EngenderHealth explored the 
status of service delivery in two countries for which our suppm ended during the period 
of this CA: Mexico (vasectomy sevices) and Egypt ia safe reproductive health propam 
focusing on the needs of high-risk women). 

VASECTOMY IN MEXICO 
EngenderHealth worked in Mexico from 1975 until USAID withdrew its wppn for 
population and family planning there in 1999. In 1989. Mexico took the first step to 
integrate services for men into its national family planning pro-gam--a step desi-pal to 
dramatically increase the availability and accessibility of vasectomy services. At that 
time, Mexico's largest provider of family planning services, the Instinno hlexicano del 
Seguro Social (IMSS), initiated a long-term strategy for the introduction of NSV services. 
EngenderHealth played a critical role m the inuuduction of NSV into the array of 
senices available in Mexico. both in N S S  and other public-sector institutions. We 
assisted in the development of the inrroduction stratep. clinical training. counseling 
training, supervision and monitoring of senrices, and provision of the -al 
instruments necessary to perform NSV. 
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The introduction strategy in IMSS involved a comprehensive approach for training service- 
delivery personnel, training auxiliary personnel, and assisting centers in the introduction, 
organization, and management of services. 

Phase I. In 1989, EngenderHealth assisted IMSS in establishing a core group of trained 
doctors. 
Phase IL From 1990 to 1991, IMSS established four NSV demonstration sites in 
Mexico City staffed by the physicians trained in Phase I. These sites were developed to 
help demonstrate the effectiveness of NSV in Mexico and to help providers gain 
practical experience before expanding to other sites. 
Phase III. From late 1991 to mid-1993, IMSS trained service providers from selected 
Unidades de Medicina Familiar (UMFs) in each of the delegations. This clinical 
training was conducted on-site at each UMF facility, and trainees were certified as 
trainers to train other providers within their delegation. Physicians at the primary level 
were also certified as NSV providers. 
Phase N. From mid-1993 to 1997, the focus was on expanding the number of NSV 
service delivety sites. By 1995, each delegation had at least one certified training team 
responsible for conducting training for other sites within the delegation, and by 1997, 
each delegation had two or three certified training teams. In total, 167 IMSS units had 
been trained to provide vasectomy services and 315' total IMSS providers had been 
trained. 

By 2002, NSV services had been extended to 230 UMFs-representing 21% of the entire 
primary care service-delivery infrastructure. Although expansion has slowed, the number of 
vasectomies performed each year has continued to be above 20,000 since 1995, when the 
volume peaked at 23,056. In 2001, the ratio of female procedures to male procedures was 
7.5-the same as in 1 9 9 5 . ~  

The phase-out of USAID support in 1999 and the withdrawal of EngenderHealth support 
appears not to have seriously hindered the operation of the vasectomy program. Although 
the program experienced a period of reduced monitoring and supervision, the IMSS 
headquarters is recovering from this and is now looking at new strategies for providing 
technical support to their delegates, given limited resources. The major unaddressed issue 
is funding and logistics for replacement of vasectomy kits. The innovative on-site 
training program, the emphasis on all medical and nonmedical personnel for counseling 
and information services, and the rapid decentralization of training were critical factors in 
the successful institutionalization of the program. The early success of the IMSS vasecto- 
my program helped to generate interest in vasectomy services among other public-sector 
institutions, including the Secretary of Health (SSA), the Institute de Se,pridad y Servicios 
Sociales para 10s Trabajadores del Estado (ISSSTE), and IMSS-Solidaridad. 

Ultimately, the four largest Mexican public-sector health care organizations succeeded in 
institutionalizing vasectomy services within their reproductive health programs, with support 
from EngenderHealth. Two years following the withdrawal of USAID and EngenderHealth 
support, all of these major public-sector servre-delivery organizations continued to offer 
NSV. In 2001, 29,900 vasectomies were provided by the public sector. IMSS is the major 
provider of vasectomy services within Mexico, having provided 72% of all vasectomies in 
2001. The SSA is the next largest provider, having performed 17% of all vasectomies in 
2001, and IMSS-Solidaridad and ISSSTE provided the remaining vasectomies?' 

9"isek, C., and luarez, C. 2003. The Meicon vosecromy Program: Lessons learned from rhe inrroducrion of 
vasecramy services in Mexico's public-secror healthcare insrirurions. Mexico City. 
'' Cisek, C.. and luarez, C. 2003. The Mexican vasectomy program: Lessons learned from ihe inrroducrion of 
vasectomy services in Mexico's public-secror heoIrhcore inrrirurions. Mexico City. 
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While the experience of each instirution was unique, there are some common observations 
about the factors leading to the success of their programs. as well as lessons 

The suung cenual political suppon for the vasectomy program during the introdunor) 
phase in Mexico contributed geatly to its overall success. 
The introduction of the NSV technique and the training of general and family 
physicians in the procedure contributed -paf ly  to a c h k n g  broad access and 
availability of the service. 
The innovative, on-site training approach developed and introduced by IMSS-and 
later refined by other o r g a n i z a t i o n M n g  the innoduction of vasectomy senices 
was critical in their institutionalization. 
In general, the vasectomy program was well institutiomiized by the time CS.- and 
EngenderHealth concluded their suppon to the family planning program However. 
current resource constraints are very real and create additional chalkn@ fior pro-gam 
managers. Three areas have been most affected: the pace of expansion to new fac~lities: 
monitoring and evaluation systems at the central level: and operations and clinical 
research. 
The process for budgeting and procuring the surgical instruments required for he NSV 
technique was overlooked during phase-out of external suppon. There uas no effm to 
place NSV instruments on the list of basic medical equipment required for government 
procurements, to budget for procurement of new instruments. or to identify possible 
local or international sources for the instruments. 
Personnel changes among key decision makers and m a n a p n m  sraff can create 
temporary pitfalls. A systematic process of sensitization of manages and senice- 
delivery perwnnel at various levels helped to overcome these obm-les. contributing to 
the program's long-term success. 
It is imponant to recognize providers for thew panicipatjon in the propam. and simple 
strategies can help maintain their interest and pankipation over he long-term 
including recognition and pmise from local communities for introctucing and integra- 
ting a new service. certification and points toward accreditations aqd professional 
development, and, in some cases, international recognition as demonaration sites t5m 
train providers from ocher countries. 
\'asectomy acceptance among the general population is ,pd when clients receive 
accurate information and quality services. 
Mass media campaigns are effective at generating inteest in vawmmy senices but 
having access to interpersonal counseling and being able to talk uith -one wha has 
had a vasectomy are more critical in lhe decision-making process. 
Rograrns are now looking for ways to transition hwn vasectomydnly pgmm to 
broader reproductive health programs for men. 

EGYPT: FOCUSING ON THE NEEDS OF HIGH-RISK WOMEN 
In 1993, EngenderHealth began a project aiming to pilot-test a broader approach for 
improving maternal and child health in Egypt. one focusing on the particular needs of hi&- 
risk women. The strategy was to offer these women increased contraceptive access and 
optlons by seizing missed service-deliver). oppwnmities in the posrpamnn period. The 
program's gods were to increase access to and use of long-acting contraception and hlbal 
ligation and to increase acceptance of tubal ligation among providers and clients, ekpecially 
for women at high risk of poor obstenical outcome. 

"For more derail on lessons leamcd. we Cisek. C.. and Juare C 2003. f i r  . I f txxm , w t c i - p r o g m :  
Lessons lcorned from the innoducrion of r w c ~ o m ?  semfccr in  M&o t publrr-senor i m i h c  
;nxrirw;om. Mexico City. 

9 1 
ENDOFPROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM 
FOR VOLUNTARY SURGICAL CONTRACEPTION A N 0  RELATE0 REPRODUCTWE HEALTH SElYICES 



The project was initiated in 1994 and concluded at the end of 1998. Midpoint and final 
evaluations documented numerous, substantial achievements of the Safe Reproductive 
Health (SRH) program and concluded that they had made an important initial impact on 
reproductive health services in Egypt, particularly at the national policy level and at the 
sites where services were introduced. The final evaluation concluded that the project had 
created the potential for national impact by establishing a solid foundation for future 
program expansion. 

A key achievement of this project was the breakthrough it brought about with the MOH. 
Throughout EngenderHealth's 2C-year history of worhng in Egypt, it had supported 
various partners to try to increase the acceptability and accessibility of tubal ligation. Yet 
the method remained culturally sensitive, and the MOH would not agree to participate 
directly in EngenderHealth's supported service program. In the eady phases of the SRH 
project, EngenderHealth led a successful process of catalyzing local experts to define high 
risk and to establish acceptable eligibility criteria for tubal ligation that the MOH would 
endorse. Midway into the project, based on the demonstrated acceptability of the new 
program approach, the MOH requested EngenderHealth assistance in introducing the SRH 
program into its hospital network. a dramatic advance toward the goals of expanding access 
to clinical family planning services. 

The program was introduced into four medical school hospitals and eight M O W  hospitals 
by the end of 1998.Program elements and technical inputs are described below. One year 
following the end of technical and financial support from EngenderHealth, a consultant 
conducted a follow-up assessment. The assessment involved qualitative inter-views with 
program coordinators and providers at five SRH program sites-three university hospitals 
and training centers and two MOHP hospitals-and the collection of service statistics. The 
findings c o n f i m d  success in achieving a sustained impact for several key program 
components. They also provided insights into why some elements took root and some did 
not, yielding important lessons about programming for sustainability. 

To summarize the findings, EngenderHealth achieved its goals for the SRH h o g m  and 
established several critical capacities within its Egyptian implementing partners. The major 
program achievements included the following: 

By demonstrating a culturally acceptable way to provide tubal Iigation services, the 
pilot project resulted in a plan to take the SRH program (including minilapamtomy and 
postpartum and postabortion IUD services) to scale nationally throughout the public- 
sector program under the comprehensive family planning and reproductive health 
program. 
The number of service points providing an increased number of service options 
increased, thus increasing access to services for high-risk women. 

9 National service standards for tubal ligation and for postparrum IUD insertion were 
established and endorsed by the MOHP. 

9 PPIUD services were maintained, and in some cases continued to increase, after 
cessation of external support. (At sites where data were available for both years, 852 
were provided in 1998 and 1,018 were provided in 1999.) 

9 Consensus was achieved on a broad definition of high obstetrical risk and on 
indications for preventing pregnancy, which made women eligible for elective tubal 
ligation despite cultural sensitivities. 

8 Training capacity for postpamun IUD insertion, tubal ligation, counseling, and P was 
established at university sites in different regions of the country. 
An operating service model with all program elements and support systems necessary 
for comprehensive, client-oriented reproductive health services was established. 
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Capacity in all elements was in place. though not necessarily in use. one year after 
external Nppon ended. 
Postpartum and postabortion IUD services were intepted into h e  routine set of 
services offered by select university hospitals and the public-sector progam. 
The essential service quality components of counseling and IP were institutionalized a[ 
all SRH program sites. with increased staff knowledge and nrpporr of the importance 
of these program elements. 
Effective linkages among participating univenities, between these universities and the 
MOHP, and between the curatrve and preventative depamnents of the 5fOHP were 
established. 
An ongoing. multisectoral Technical Advisor? Cornminee was established for the SRH 
hogram. 
The program demonstrated that program innovations can be introduced and inai- 
tutionalired without salary supplements. 

SRH PROGRAM ELEMENTS AND TECHNICAL INPUTS 

( I )  Introduction of new service standards for rubal ligation and postpanurn IUD inwmon 
developed by local expens in the start-up phase of the soaten 

(2) Establishment of a client screening and interdepamnenral referral s>srem (~nreach~ 
for high-risk women 

(3) Development of comprehensive mining cumcula for posrpanum KD. IP. and 
counseling 

(4) Client counseling 

(5) Development and dismbution of client education brochures. flipcharts. and p o w  
(6) Improved IP protocols and practices 

(7) Introduction of new clinical services: 
(a) Postpanum and MIL4 

(b) Postabonion IUD 
(c) Interval ~ b a l  ligation 

(d) Screening and treatment for STk and RTIs 

(8) Provision of equipment and upgrading of facilities 

(9) Establishment of routine posrpanum follow-up and family planning services 

(10) Development and introduction of a comprehensive client record and i n f o d o n  
system 

(1 1) Introduction of the COPE QI methodology 
(12) Development of business plans to help achieve financially sustainable senices 

(1  3) Orientations to increase staff awareness oi the problems and prevalence of obnemcal 
high risk and of the SRH Program. and to decrease staff resistance to tubal ligation 
for medical indications and to postpanurn ILD ~nsenion 

(14) Creation of a program identity within the community by gi\ing the probeam a name 
and logo. fostering institutional ownership 

(15) Encouragement of interdepanmenrai cooperation and management by creating 
management committees and referral linkages 

(16) Fostering of collegial working relationships and coordination among univeriit) 
medical schools and between [he universities and the MOHP 
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However, data from the one-year follow-up interviews indicated that several components of 
the program model have not been sustained since external financial and technical support 
expired. These are evidenced by: 

A decline in minilaparotomy and tubal ligation service performance (from 122 total in 
1998 to 21 in 1999) 
A failure to transfer some information and capacities to new staff--e.g., counseling; IF'; 
and awareness of the problems and prevalence of high-risk women in Egypt, of the 
SRH program, and of the medical indications for preventing pregnancy (which 
constitute eligibility criteria for tubal ligation) 
A failure to sustain some practices that could improve service utilization (e.g., inreach 
referral, management information systems, COPE, and interdepartmental coordination) 
A failure to incorporate several elements of the SRH Program into routine performance 
expectations at some sites, and apparently minimal monitoring and reporting. 

The follow-up assessment identified the following lessons learned: 
8 Champions for change, and sustained leadership by a committed individual or group 

within the institution who believes in the value of the innovations being introduced, are 
crucial for affecting a lasting impact. 
When service providers perceive the importance or benefit of the innovation or change, 
they are more motivated to adopt it. 
Changes in attitudes and practice take time, carefully planned and coordinated inputs, 
intensive technical assistance, and sustained support to break old habits, to develop new 
skills, and to foster comfort with advances. 

8 Creating capacities does not assure that they will be used. Mobilizing and applying 
capacities requires leadership, clear performance expectations, resources, and 
coordination systems. 
Without clear performance expectations, as well as monitoring and supervision that 
incorporate innovations, there is no accountability to reinforce and institutionalize 
change. 

8 Changes must be incorporated into all ongoing systems (e.g., scope of routine services, 
protocols and practices, training programs, budgets, new staff orientations, and 
p e r f o m c e  expectations) for them to be sustained after external support ends and 
internal staff change. It is not enough to transfer new capacities to individuals. 
The use of combined doctor-nurse training teams is effective. 
Whole-site uaining to orient staff of different depanments and to gain their support for 
a new program (and to apply learning to the providers' work situation) is highly 
effective 

8 Cultivating midlevel managers as program coordinators is an effective strategy for 
fostering program support 
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SECTION FOUR 
1MlS RESULTS AND TRENDS 

lNTRODUCrlON 
This section summari~es selected EngenderHealth service natistics (sites. services. and 
training) for the five-year period of the CA (1998-2003). All studies and journal articles 
that EngenderHealth completed during that same time period are listed in tables in 
appendixes at the end of the repon. The data 
analysis here should be read in conjunction 
with the case studies included in Section Two 
of this repon, as together they show c o u n e -  
level results of EngenderHealth's work during 
the CA. Data are provided according to fiscal W2W1-20CQ J u l y ~ . ~ l . t a J ~ ~ 3 0 . ~  

year, as shown in the adjacent box.* 

During the period of the global CA. 22 EngenderHealth programs supported serrices to 
over 2 million family planning and 62,233 PAC clients. Figures 10 and l l show that the 
numbers of family planning clients and sterilizations increased each year of the global 
CA, although the aggregates do show a slight drop in FY 200-2001. due to a change tn 
the make-up of EngenderHealrh's counny ).portfolio and individual counoy strategies 
(discussed in detail later in this section). 

Fie- 12A shows the proponion of clients repofled by te9on. and Figure 128 shows the 
proponion of funds expensed. by region. These last two charts closely resemble each 
other in proponion, although the West Africa region reports fewer clients send than 
funds expensed compared with the other regions 

figure 10. Number of family planning clients reported, 
1998-2003 

" Family planning s e M c a  data were ~ d u c e d  by 20% during P( 99m 10 xcoun! for rhc IS-mnih pmod 
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Figure 11. Number of sterilization clients reported 
(male and female), 1998-2003 

300.000 

I Total clients = 1 , 2 1 6 . 4  

Figure 12A. Proportion of Figure 12B. Proportion of 
all clients reported served all funds expensed 

during 1998-2003. during 1998-2003, - 
by region 

Latin America 
AsiaiNear East 10% 

by region 

Latin America I 

EngenderHealth reported our senice statistics annually to USAID through the use of the 
Integrated Management Information System (IMIS), which we designed in FY 1998-1999 
as a Microsoft Access database, with all staff having access via the agency's intranet using 
Active Server Pages as a platform. All country, global, and support programs used IMIS to 
develop and submit their annual work plans and budgets, as well as programmatic data on a 
quarterly basis. When local institutions entered into subagreements with EngenderHealth, 
they became subgrantees of the program. Under subagreemnts, subgrantees reported their 
activities, results, and financials using standard formats and protocols that EngenderHealth 
offices in the field used to enter the data into IMIS. In the absence of subagreements, our 
programs were still required to report data, which they collected, where possible, through 
site visits and telephone calls. As a result,our aggregate data had varied sources. 

The design and implementation of IMIS taught us valuable lessons that will inform future 
revisions to our management information systems. One of these lessons was that our 
service statistics have limitations that must be accounted for in data analysis and reporting. 

Without subagreements, EngenderHealrh had no leverage to collect data. While some 
of our program managers were successful in collecting data informally in the absence 
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of subagreements, others had more difficulty and were dependent on the uillin-ess of 
the MOH or other institutions to provide data to us. Therefore, in som c a m ,  our data 
may not be fully representalive of the programs that we support. 
7he c o u n q  porrflio changed onnually. This was paniculady relevant when our 
portfolio lost counmes with large populations that were farher along in the d e w  
graphic transition (e.g., Indonesia). while adding counaies sith smaller populations 
that were at an earlier phase of the transition (e.g.. Cambodia). The result was: 
o J a g e  fluctuations in data reported from year to year. depending on the make-up 

of the portfolio 
Skewed aggregates that gave a false picture of the actual norm 

PAC data collecrion was @erred by consrraining facrors bqord Engenderffealrh's 
influence. Indeed, a 2001 USAID-funded evaluation of the overall CSXlD PAC 
program found that in general. PAC data across countries are difficult to collect. 
creating a "critical n e e d  for data to assess impac~.'m Although we did collect PAC 
data. which are included in the regional analyses belou. EngenderHealth's 
experience mirrored many of the challenges highlighted in the USMD evaluation. 
Through sile visits and evaluations, we found that systemic challenges limited our 
ability to fully report indicators of our PAC work which included the number of 
postabonion clients treated with MVA and dilation and curettage procedures and the 
proportion of clients receiving postabonion family planning services. Major 
limitations were as follows: 
a Recordkeeping systems at sites (many times, logs) were often inconsistent or 

illegible. making data collection and analysis difficult. 
a Providers and hospital administrators may not have fell onnership of the data 

seeing the data as a requirement rather than as useful for pro-pamming purposes. 
o Women did not always receive family planning methods in the treatment ward. 

but were referred elsewhere (e.g.. an outside clinic or famill- planning ward). .4s a 
result, a woman's choice of method may not be documented in the treaunent uard 
immediately after the procedure. 
Providers or administrators may have seen family planning counseling as -- 
essary to report. as it is a routine pan of the total P.4C service. 

SERVICES AND SITES 
This subsection presents an analysis of country program outpurs, including the use of 
family planning and PAC ~ervices.'~' total EngenderHealth-supponed sites. and tocal 
funds expensed over the period of the CA. We define an "EngenderHealrh-supponed 
site" as one that provides family planning or reproductive health services and tha~ 
received any technical or financial assistance horn our country or global program staff. 

Our programs collected numbers of clients served by method including male and female 
sterilization, IUDs, implants, and injectables. What is most apparent m annual senice 
statistic aggegates is the effect that a single country's data can have on overall totals. 
Momver, data fluctuations consistently result from changes in the external environments 
in which we operate, changes over which we have little control. 

For these reasons, we first provide an overview of the data for each region. examin~ng 
trends by service type, and we amibute any fluctuations in the wnds to pmncular country 

Irn Cobb. L.. cl al. 2001. Global nnlmfiat of L'SAID'r porrabomion care progrmn Wash~npon DC: The 
Populalion T~hnical Assiwance Project. 
lo' h'ol all PAC data are aruibuted to L'S.AlD suppon. as EngcnderHdth doa n n  &ffd -cniace beman 
CSAID-funded and non-USAID funds for PAC services. 
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programs, where appropriate. Following, we provide a synopsis of the data for each country 
and identify specific reasons for the fluctuations identified in the preceding trends section. 
Our objective is to use our service statistics to present a clear, data-driven picture of how 
our programs increased access to a range of family planning and PAC services over the 
five-year period of EngenderHeaIth's global CA. This information: and the data in the case 
studies in Section Two of this report, show the results of EngenderHealth's work over the 
life of the global CA. 

ASIA AND THE NEAR EAST 
R e g i o ~ I  AIUlly~is 
From 1998 to 2003, eight Asian and Near East countries-Bangladesh, Cambodia, India, 
Indonesia, Jordan, Nepal, the Philippines, and Turkey-reported serving 1,282,052 
family planning clients (Table 28). The greatest proportion of clients served was for 
sterilization, which accounts for 81% of the total. Table 26 shows the range of family 
planning methods reported by these country programs from EngenderHealth-supported 
sites. 

Female Sterilization. Over the life of the global C.4, EngenderHealth reported more 
than 1 million female sterilization clients in the Asia and Near East region. These 
figures increased in each year except FY 20W-200 1.  That decrease can be accounted 
for by the loss of Indonesia from the portfolio and because of a shift in strategy in the 
Philippines. Each year, India'02accounted for the largest p r o p o ~ o n  of the total. 
Vasectomy. A total of 39,433 vasectomy clients were reported from all Asian and 
Near East countries except Jordan. These numbers increased each year except FY 
1999-2000, due to a slight decrease in vasectomies reported by Nepal. During the 
final year of the CA, we saw a more than two-fold increase, attributable to the 
Bangladesh program, which began working with the government on revitalizing the 
sterilization program during the final years of the CA. 
IUD. In the Asia and Near East region, the total number of IUD services reported for 
the five years was 48,781. These data fluctuated throughout the five-year period, 
mainly due to reporting issues in Nepal and the Philippines. From FY 2000-2001 to 
FY 2001-2002, total IUD data increased by more than 4,000. This is primarily 
attributable to a change in the Jordan program strategy. 
Implants. Overall, Norplant implant utilization increased from N 1998-1999 to FY 
2002-2003, with a total of 12,581 implant clients served. Nepal was the only country 
to consistently report these data, and Bangladesh began to report data during the last 
year of the CA. 
Injectables. Injectable data fluctuated throughout the five-year period, with the 
majority of clients reported from the Cambodia and Nepal programs. 
Postabortion care. The majority of the PAC services reported were from the 
Philippines Prevention and Management of Abortion and its Complications (PMAC) 
program. In FY 2001-2002, Bangladesh and Nepal reported PAC services for the 
first time. The Nepal program initiated PAC services at three private hospitals, and 
reported services from them. However, as this was a one-year grant of limited private 
funds, services were not reponed the following years. The Bangladesh program 
reported trainings and began supporting services in FY 2001-2002 under the USAID- 
funded service-delivery project for sterilization and other clinical family planning 
methods. This effort continued the following year but the PAC services decreased 
due to a change in the type of service sites and funding. 

'" lndia reported statewide (Uttar Praderh) totals 
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Tabk 26. Range of family planning methods and PAC procedures reported, by q, 
Asia and the Near East (1998-2003) 

Counbg Analysis 
Throughout the period of the global CA. the Bangladesh p r o - m  reached 5S.13 famil\ 
planning clients.. For the first three years of the global CA. the Bangladesh 
provided technical assistance to service sites under the Quality Improvement Roject. a 
separate bilateral agreement. Although the sires are reported in Table 28. the senice 
statistics generated from these sites were reponed to the government of Ban_~la&sh and 
to the project donors. and thus are not reponed here. 

Prior to the global CA, sterilization acceptance was declining in Bangladesh. despite 
significant unmet need for family planning. In 2000, the government of Bangladesh and 
USAID/Bangladesh commissioned EngenderHealth to conduct an aswssment of 
sterilization services. Following the assessment. EngenderHedth worked with the 
government of Bangladesh to implement a sterilization revitalization suategy fw the 
remaining period of the global CA. (For more information. see the Bangladesh case 
study, p. 15.) As a result of this work. EngenderHealth increased the number of sites 
receiving supporf and reported increased sterilization use and access to RDs and 
implants. 

EngenderHealth's Cambodia p r o m  
the Reproductive and Child Health Tabk 27. Serv i i  and site statistics 
Alliance (RACHA). q m w J  72,735 fw communlty-based disbibution (CBD, 
family planning clients served over the work in Cambodia 
life of the CA. These fipres exclude 
temporary methods delivered through 
RACHA's community-based distribu- 
tion work, which has also delivered 8.347 : 57.781 

significant services (Table 27). This I N2001-2KQ 1 1.450 ! '6.665 . 78.424 
program also provides maternal and ! W20M-2m 1 1.580 ; 33.310 102.500 
child health senices, such as distribu- 

' 

a lmaed( tsr CBD -modoes mbvied 
tion of oral rehydration solution and lhmrih me MOH k+wh smem. 1%- rhta 

99 
ENWF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM 
FOR VOLUNTARY SURGICAL CONTRACEPTION AND RELATED REFWODUCIlVE ?tU\LTH SERVICES 



Cambodia reported substantial increases in female steriliz,ation use during the final two 
years of the global CA. A major reason for this was that the program implemented a 
large-scale communications campaign through community and health facility providers. 
In addition, the program trained 69 providers in MLLA in FY 2002-2003, making 
sterilization services more widely available. Cambodia also showed an increase in IUD 
services in the last two years, mainly influenced by a communications program and by 
increased technical assistance in training and service delivery at MOH sites. Vasectomy 
was the one service that declined, decreasing by about half from FY 2001-2002 to FY 
2002-2003. The earlier level was attributable primarily to a 2001 pilot campaign that 
offered free vasectomy services; while the pilot project demonstrated that a considerable 
demand for vasectomy services existed, offering services for free could not be sustained, 
so utilization decreased. 

Since 1995, EngenderHealth has provided technical assistance to USAID's IFPS Project 
in India, which aims to reduce fertility and increase contraceptive prevalence through 
improved quality, access, and demand for family planning and other related reproductive 
health services in IFPS districts in Uttar Pradesh. EngenderHealth worked to assess and 
strengthen health facilities. as well as to upgrade and expand provider clinical skills in 
several sterilization methods, in IP, in IUD insertion and removal, in management of 
RTIs and STIs, and in counseling skills. Since 1998, the India program supported 
services to 912,116 family planning  client^.'^' Since EngenderHealth served in a 
technical assistance role, it did not have the leverage to collect data and had to rely on 
IFPS to supply service statistics for IMIS. The final year of the global CA was the only 
year in which we were able to obtain breakdowns of male and female sterilizations. The 
sterilization data show an upward trend each year under the CA. 

In Indonesia during the first two years of the global CA, EngenderHealth served 6,643 
family planning clients. Although sites were reported for the first three years of the CA, 
services were only reported during the second year of the project. This was because 
EngenderHealth became a subcontractor to Pathfinder on a bilateral project in mid-2000, 
and thus was unable to access services data. EngenderHealth did do some PAC work 
during this time period with Packard funds. 

EngenderHealth has been working in Jordan for more than two decades to establish, 
strengthen, and expand sustainable provision of LTP methods. Much of the work in 
Jordan has been conducted in partnership with the MOH, the Royal Medical Services, 
and the Jordanian Association for Family Planning and Protection. During the period of 
the global CA, supported services for 22,616 clients. Although the number of sites 
reported remained fairly stable throughout the CA, the total number of clients served rose 
almost each year, with the IUD as the most commonly reported method, followed by 
injectables and female sterilization. The large proportion of IUD users can be amibuted 
to Jordan's technical assistance in family planning counseling and IP practices to the 
public sector's Comprehensive Postpartum Project. 

The number of clients reported declined slightly during the final year of the CA. A large 
proportion of this decline was attributable to a decline in IUD services. The reason for 
this was that the MOH decided to conduct an HNiSTI study in FY 2001-2002 at Al- 
Bashir Hospital, one of the largest family planning sites in Jordan. The MOH conducted 
the study in the hospital's postpartum clinic, inside the room where IUD insertions 
usually take place. As a result, access to IUDs declined, resulting in lower numbers 
reported. 

'03 All data are state-wide (Uttar Pradesh). 
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The Nepal program delivered senices to 107.756 family planning clients during the 
period of the global CA. Almost all service statistics for the Nepal program began to fall 
consistently in FY 2001-2002. One reason for this was underreporting by physicians at 
sites included in the Pariwar Swathya Sewa Ketwork (a network of private-practice 
physicians). who were reluctant to send complete reports to EnsenderHealth due to 
potential tax implications of the financial information. Another was that in 2001, 
EngenderHealth ceased to suppon the Family Planning Association of Kepal because of 
the reinstatement of the Mexico City Clause. Finally. in 2002. EngenderHealth became a 
subcontractor to JSI under USALDfi-epal's new bilateral. the Nepal Family Health 
Pro,gam. As a result. Nepal Family Health Program sites and service statistics were 
reported by JSI, and EngenderHealth only supported one site (Kalirnati Clinic) with 
USAID field-support funds. 

Throughout the period of the global CA, the Philippines reached 85.647 family planning 
and 26,812 PAC clients. From 1995 to 1999. EngenderHealth worked in the Philippines 
with the DOH under the Local Government Unit Performance P r o m  (LPP). and 
consistently reported high numbers of clients served as a direct result of a reporting 
syste-ne that EngenderHealth helped institutionalize. However. with the end of the 
LPP project in 1999, o w  ability to leverage senice statistics without the subagreement 
mechanism proved difficult. The number of local government uniu that reponed 
sterilization data diminished such that from FY 1999-2000 to FY 2000-2001. the number 
of sterilization clients had declined by half. (For a full discussion of this program. see the 
Philippines case study, p. 46.) 

Throughout the final three years of the global C A  EngenderHealth continued to provide 
technical and financial support to the DOH hospitals. Despite the chans  in program 
strategy, over the past year, the number of vasectomy clients reported doubled. This 
increase was the result of an increase in on-site NSV training. an increase in new sites 
providing NSV services (rural and municipal health centers). training and equipping of 
itinerant teams, and the implementation of demand-generation activities ce.g.. community 
assemblies, men's forums, and advocacy). 

PAC services reported in the Philippines increased each year s i n e  the program be-pn in 
FY 2000-2001. This steady rise in senices was primarily the result of an intensive effort 
in 2001 to train providers, implement services. and launch an awareness campign 
directed at promoting PAC services. In addition. we provided technical support to these 
sites in record keeping and data collection. wluch was reflected in our ability to repon 
number of procedures perform4 for PAC. and percent of clients counseled and leaving 
the facility with a family planning method. 

EngenderHealth worked in Turkey from 1974 to 2002 to increase access to qualiry LIT' 
methods. (For a full discussion of this p r o m  see the Turkey case study. p. 60.) During 
the period of the global CA, the EngenderHealth p r o w  served 16.109 clients. These 
data are an estimate of senices and exclude ED, implant and injectable data. This is 
because Turkey relied on reports from the MOH rather than on subapemenu. As a 
result. the only data available for EngenderHealth reporting were sterilization data from 
public-sector sites that EngenderHealth supported. The majority of the data showed 
declines over time, mainly because the number of EngenderHealth-supported sites also 
declined over time. during a period when US.IUD was phasing out its family planning and 
reproductive health p r o w  in Turkey. EngenderHealth closed its office in Turkey in 
March 2002. 
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Tabk 28. Number of family planning methods and PAC procedures Rporbed, 
number of sites supported, and total funds expensed to the global CA, by country and by year, 

Asia and the Near East /continued1 

EAST AND SOUTHERN AFRICA 
Regwnal Trendr 
From 1998 to 2003, five East and Southern Africa countries-Kenya Malani. Swth .Africa. 
Tanzania and Uganda--reported serving 44737l family planning and 14.673 P.4C clients 
during the five-year period (Table 30). Tanzania xcounted for he majority of famiiy 
planning clients and Tanzania and Kenya accounted for the majority of P.4C clients. 
Although Ethiopia did not expense hmds to the global CA. we included them in the analysis 
because of the USAIDfunded work supported duough the W O  Netwwks project.'" South 
Africa only reponed site data. as mosf of their work was MAP-related. Table 29 shows rhe 
range of family planning methods tha these country propuns repwed from 
EngenderHealth-supponed sites. 

Female sterilimrion. The regional aggregates for female sterilization peaked in the fm 
year of the project mainly because of s m g  p r o p m  in Kenya and Tanzania. With 
time, these two p m p m  changed in nature and scope. The Kenya programchanged its 
family planning work to the bilateral portfolio in the final two years of the pro&& and 
Tanzania underwent governmental resrmcnming that resulted in fluctuatin,o m u n t s  of 
data reported. 

'"This conrortlurn project i s  ~mplcmcnrai by AD- CARE. Path. Plan Intcmaoonal. a d  Saw the heQIILfrrn. 
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Table 29. Range of family planning methods and PAC procedures reported, by country, 
East and Southern Africa (1998-2003) 

. . . -. -. .. . . . 
Female sterilization IUD 

Post- Cesarean Post- 
Country Vasectomy Interval partum section ~nterva~ partum Implant Injectable 

Vasectomy. The vasectomy aggregate is very small. Tanzania is the main contributor to 
the total, and their data, although low in numbers. are consistently reported throughout 
the entire five-year period. 
IUD. Tanzania and Ethiopia are the major contributors to the IUD aggregates, with 
Ethiopia reporting impressively high figures in the final year of the global CA, com- 
pared with the other countries in the region. 
Implant. Norplant implants were a large proportion of the total clients in the first 
several years of the CA, but provision of this method dropped off considerably, 
particularly in Tanzania, in the last years of the CA. 
Injectable. Almost all injectable data were reponed by Tanzania. 
Postabortion care. Before ending, the Kenya field-support program reported a substan- 
tial number of PAC clients served. The Tanzania program continued to provide in- 
creasing services to PAC clients. 

Counhy Analysis 
In FY 2001-2002, EngenderHealth provided technical assistance in PAC and QI in 
Ethiopia through the PVO Netwoks goject during the final two years of the global CA. In 
this short time period, the program reported serving 14,033 clients. 

Our work in Kenya during the global CA was funded with USAID field-suppon funds 
until 2000. This work laid the foundation for the bilateral USAID project, AMKENI, 
which is being led by Engender~ealth.'OS The project spans the period 2001-2006 
and is focused on increasing utilization of facility-based, integrated family planning, 
reproductive health, and child survival services. (For a full discussion of the Kenya work 
funded through field-support, see the Kenya case study, p. 3 1.) 

The Malawi program reported 17,068 family planning clients served for female 
sterilization, vasectomy, and implants throughout the CA. As the Malawi case study points 
out, the clinical family planning program was traditionally focused on female sterilization. 
Over time, hormonal methods began to replace sterilization as the range of family planning 
methods increased (see Malawi Case Study, p. 36). In EngenderHealth's case, we were able 
to provide increasing amounts of implants, due in large part to an increase in supplies 
through the public sector. 

'05 Partners a e  FHI, PATH, and lntrah 
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There are no family planning or PAC services data to repon for Sou& A f r i c a  In this 
program, USAID field support was used to implement a >lAP pro,oram that emphasized 
men's constructive involvement in family planning and reproductive health. 

EngenderHealth worked in Tanzania during the period of the global C.4 to expand LTP 
method services through private not-for-profit organizations and the MOH. (For a full 
discussion of this pro,sam. see the Tanzania case study, p. 53.j The program reported 
sening 381,522 family planning and 7,851 PAC clients. 

Tanzania supponed an increased number of sites throughout the five years. except for a 
denease in N 2001-2002. during which time we stopped s u p p n  to Marie Stopes 
International due to the reinstatement of the Mexico Ci? policy. During the law year of the 
CA. the number of sites increased greatly as  the program expanded to include new 
g a m e s ,  including the MOH and two faith-based organizations, the Seventh-Day .4dventist 
Church and the Evangelical Lutheran Church in Tanzania. This new progammarjc 
structure has proven successful, and we have seen a rebound in every ~ p e  of senice 
reported except vasectomy. 

In Uganda, EngenderHealth supported services for 6.552 family planning clients during 
the first two years of the global CA. Some PAC work did occur during the laner pan of 
the CA, although this work was not funded through field suppon. 

Table 30. Number of family planning methods and PAC proccduns rrported, 
number of sites supported, and total funds exmsed to the global CA, by counw and bv vear, 
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Table 31. Range of family planning methods and PAC 

Ghana I 4 v \ ! 
I 

Guinea i Y i 1 

WEST AFRICA 
Regional Trends 
From 1998 to 2003, four West African countries-Ghana Guinea Sigeria and 
Sene,@--reported serving 76,366 family planning clients during the five-year period 
(Table 32). Table 31 shows the family planning methods tha~ these country pro_grams 
reported from EngenderHealth-supported sites. -. 

Femle steri1ization. West Africa reported 15,910 female sterilization clients. Female 
sterilization levels rose in Ghana and Nigeria every year except the final year of the 
CA. while other long-term methods rose continuously during the same ptiod. 
suggesting a client preference for less permanent alternatives to sterilization. 
Vasectom!. Vasectomy is not a popular method in any of the West Afncan countries. 
However, our Ghana program did report increasing levels of vasectomy during the 
CA. and their fi,pes account for almost the entire amount of clients reponed. (For a 
full discussion of this propram, including vasectomy work. see the Ghana case study. 
p. 26.) 
IUD. Nigeria accounts for all IUDs reported in the Wea  African region. 
Implants. Ghana and Nigeria reported all Sorplant implants in the West .Mrican 
region. Both programs reported increased numbers of clients receiving Sorplant 
implants throughout the entire CA period. 
Injecroble. Nigeria was the only p r o p m  to report senlng injectable clients. 
Postabortion care. Small PAC programs were implemented in K i n a  and Senegal, 
and both countries reporred small numbers of clients served. Senegal services 
increased each year, while the Nigeria PAC program jw began in the ftnal year of 
the CA. 

Counhy Analysis 
The Ghana program was supponed through field-support over the life of the CX. In 
addition, EngenderHealth had a CA in Ghana since 1994. the funding of which 
complemented field-support activities. The program reported 50.510 family planning 
clients during the five-year period. The total number of sites supponed increased over 
time. although it decreased slightly in the final year of the CA. during which mined 
health staff at four sites left and have nnor been replaced (See Ghana Care S ~ d y  for 
discussion of high amition rates to the UK and US, p. 26.) 

The number of total clients reported also continuously increased over the five-year 
period. Note that proportions within the method mix changed. In FY 1998-1999, there 
were 1.5 sterilizations for every implant. but by year 5 there were four implants for each 
sterilization. This mix is interesting, since EngenderHealth's initial m a t e 3  uas to 
develop an integrated Norplant-minilaparotomy mining program. which enabled wr- 
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vices to be expanded to a large number of sites in a short time frame. In addition, 
EngenderHealth advocated for the MOH to allow nurses to perform Norplant implant 
insertions. 

A new policy enacted in 1997 resulted in this change, and EngenderHealth began training 
nurses on a pilot basis in Norplant implant insertion in 1998. The program resulted in a 
decrease in clients' waiting time, which had been a key service-delivery barrier. Our 
Ghana staff postulates that other possible reasons for the popularity of the Norplant 
implant are the cost and reversibility in comparison to sterilization. The number of 
vasectomies in Ghana is small, but did rise in FY 2001-2002 following a Planned 
Parenthood vasectomy awareness campaign. In FY 2002-2003, the numbers dropped 
again after the campaign ended, due to a lack of funding. (A new campaign is being 
launched in 2003-see Global Leadership: Men As Partners and Vasectomy, p. 83.) 

The Guinea program was small, with variable expenses from year to year Despite low 
levels of funding, the program continued on a small scale and reported work in increased 
numbers of sites over time. However, our program was unable to consistently repon 
services. The main reason for this was a lack of resources to enable staff to follow up 
with sites to collect data. During the final years of the program, the focus was on PAC 
work, and MVA services for PAC were reported in FY 2002-2003. 

The field-support program in Nigeria operated in tandem with a bilateral project called 
VISION, managed by EngenderHealth. Although VISION reports data, they are excluded 
from this analysis, as VISION is not funded under the global CA. Nigeria's field-support 
program reported 25,672 family planning clients served. Overall, the number of clients 
reported increased each year, with the largest increase in FY 2001-2002. This increase 
was a function of strategy. In FY 2000-2001, the program focused on increasing demand 
for family planning services and on training service providers in clinical methods. By FY 
2001-2002, an increase in client access to and demand for senices resulted in the 
increased number of family planning clients reported. During the last year of the CA, 
Nigeria reported PAC data following EngenderHealth PAC training and their work in 
training subgrantees to collect PAC data through existing management information 
systems. 

The largest share of expenditures in Senegal was in FY 1999-2000 when USAID1 
Senegal asked EngenderHealth to manage a matching-grant scheme to fund district-level 
health activities as part of a transition strategy between two bilaterals. This transition 
strategy came to an end in N 20W-2001 upon the award of the bilateral, and the 
EngenderHealth program was downsized greatly, as can be seen by the drop in the 
number of sites. Although the program reported the sites it supported throughout the CA, 
they did not report any family planning services, as medical personnel were on strike for 
the first three years of the CA and did not collect any data. During the final years of the 
program, EngenderHealth conducted an operations research project with the MOH to 
pilot-test the feasibility of delivering PAC services to ~ r a l  areas. The results are 
available in an EngenderHealth final report: Taking Postabortion Care Services Where 
They Are Needed: An Operations Research Project Testing PAC Expansion in Rural 
Senegal (February 2003). 
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Tabk 32. Number of family planning methods and PAC p r o c c d ~ m  
reported, number of sites supported, and total funds e x p e n d  

to the global CA, by country and by year. 
West Africa 

loonbnued) 
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Table 32. Number of family planning methods and PAC procedures 
reported, number of sites supported, and total funds expensed 

to the global CA, by country and by year, 
West Africa (continued) 

Sites 

N 98199 97 4 36 46 183 

FY 99/00 148 1 9 61 80 298 

1 Ghana tun& in FY ZCo-2001 were transferred to Ghana bilateral fund 761 ($281,846). Daia rws l m m -  
plete as d report miting with several subgrantee reports still outstanding. 
2 Seneaal FY 2001-ZX!Z includes $245.389 wbligation of subagreement 
Note Ghana data (1998-1999 to 2031-2002 have been revised since they were first reported in the USAID 
Annual Repom, based on data validation exercises and discussions between New Yolk and the Ghana olfice. 

Regional Trends 
From 1998 to 2003, four Latin American countries-Bolivia, Dominican Republic, 
Guatemala, and Honduras-reported serving 200,874 family planning and 19,662 PAC 
clients during the five-year period (Table 34). Note that a peak occurred in FY 2001- 
2002, mostly attributable to the Bolivia program, which accounted for about 70% of the 
all family planning clients and 90% of total sites. The reasons for this are described 
below, and the full program is discussed in detail as a case study in Section Two of this 
report. Table 33 shows the range of family planning methods that these country programs 
reported from EngenderHealth-supported sites. 

Female sterilizntion. The Latin American countries reported approximately 35,869 
female sterilization clients during the five-year period, with a peak in FY 1999-2000. 
This peak was mainly due to Guatemala, which became folded into a consortium the 
following year, causing reported services to fall. Levels rose again in FY 2001-2002 
because of changes in the structure of the Bolivia program. 
Vasecromy. Our Latin American programs reported only 253 vasectomies during the 
five-year period. The largest contributor to the total was Guatemala. 
IUD. The programs reported approximately 59,410 IUD clients. Each year, the services 
remained fairly constant until FY 2001-2002, when Bolivia reported increased volume 
due to changes to their p r o m  and a shift in data source. 

1 1 0  
E N 3 0 F - P R O J E r  R E P C R T  FOR EhGENDERTIE.4-TTI S OROGRAM 

FOR V3.J l iTARY SURGICAL COVRACSPTIOI AND R E U J E 3  REPRODJCTlVE HEALTh S E R V I C E S  



Tabk 33. Range of family planning methods and PAC procedures reported, by country. 
Latin America 

Implanfs. The h m i n i ~ a f l  Republic reponed providing approximately 1.944 Norplant 
implants and was the only p r o - m  to repon this type of service. Their reponing be-m 
at the midpoint of the five-year period and decreased sharply over time. 
Injecrable. Approximately 103.398 injectables were reponed by the Latin American 
progmm. Bolivia reponed the lion's share of these data beginning in R' 2000--XOI 
Posfabonion care. Our Latin American countries reponed supporting a*mximatel) 
19,662 PAC clients with life-saving treatments ih*A and D&C) in cases where \\.om 
en presented at facilities after having ille,d abortions or miscarriages. In addition to 
saving their lives. sites also provided crwial family planning senices to these clients. 

Canby 

Country Data 
In Bolivia, the total number of sites supported increased over time with a I- jump in F1' 
2001-2002 as we expanded our work to sene  as the lead agency addressing all aspects 
of connacepve services nationwide. (For a full description of this program. see the Bolivia 
case study. p. 21.) The number of total clients reponed d d  slightly in FY 2002- 
2003. A major reason for this was that the MOH had dificulties in maintaining adeqwe 
conbaceptive supplies in facilities, including sterilization kits and n;Ds. There was an 
increase in postpartum sterilization clients reponed (disagregates nor s h o w  in the table) 
due to a change in governmental insurance policy. which now covers female sterilization 
procedures up to six months postpartum. 

EngenderHealth closed its office in the Dominican Republic in June 2003.The p m p m  
provided support to a core set of facilities and to maintain the level of senices. 'I~K total 
number of services reported peaked in FY 2ClcIo-2001. This was mainly the result of 
governmental policy that mandated hospitals and maternities to designate staff to validate 
dam and compile service statistic reports for national reporting. Howe\er. in FY 2001- 
2002, the government stopped enforcing this policy. staff turned over. and EngenderHealth 
was unable to request data from the governmentdesignated naff 

Bolivia I 1 I C i  I 

Vatectomy 

Throughout the final two years of the program EngenderHealth made it a priority to 
advocate for the importance of validating data among new hospital supenism. and 
repeatedly retrieved data reports to ensure consistent MIS reponing. We saw a drop in 
reponed services during the final year of the program because of continued data cdlection 
difficulties and incomplete fourthquaner data. However. method proportions remained 
relatively constant during the two periods. indicaling thar sewices continued to be q o n e d  
at approximately the same rate during the Ian several yean of the p r o m .  

The EngenderHealth ofice in Guatemala expensed the majority of its funds in the a-ond 
year of the CA. In the third and founh years. the program shifted its family planning work 
under a consortium managed by University Research Cwporation. As a result the family 
planning data for this p r o m  was unavailable to EngenderHealth and was not reported in 
MIS for FY 2000-2001 to FY 2002-2003. 
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Guatemala reported PAC data for the final two years of the project. Our PAC pro,- began 
in October 2001 (work that was not funded through the global CA), and they collect PAC 
data, including MVA and D&C for PAC. However, the EngenderHealth-supported hospitals 
did not provide postabortion family planning methods to clients, arguing a lack of supplies 
from the MOH. They did provide postabortion family planning counseling to their clients, 
although they did not record these data, since they did not consider counseling as an activity 
requiring documentation. 

The Honduras program reported sites in IMIS until FY 2001-2002, but not services. The 
primary reason for this was that there was no official MOH data collection system from 
which to obtain data. Over the past two years, EngenderHealth reported selected family 
planning and PAC data in IMIS by communicating with sites via telephone and site visits. 
However, some sites refused to provide EngenderHealth with data in the absence of direct 
financial support. During the fmal year of the project, the MOH worked with USAID and 
other CAs, including EngenderHealth, to develop standard data collection tools and pro- 
cesses for the country. 

The largest site supporting MVA for PAC services was Escuela Hospital. At this hospital the 
PAC program was very successful. All of the ob-,y residrnts are now trained to perform 
MVA for PAC, and this ueatment has surpassed D&C for postabortion treatment during the 
last year. Although the EngenderHealth-supported sites did provide postabonion family 
planning counseling, they did not record this information and thus EngenderHealth cannot 
report it in MIS. 

(continued) 

Table 34. Number of family planning methods and 
PAC procedures reported, number of sites supported, 

and total funds expensed to the global CA, by country and by year, 
Latin America 

I 

1 1 2  
ENWF.PROJECT REPORT F3P E 4 G E N D i R H E A L T h  S PROGRAM 

FOR VOL-N-ARY S J R S  ZAL CONTRACEPT Oh A h C  RELATE) 'EPROObtTIdE rlEAL-d SERVICES 

Honduras Guatemala Bolivia Totals 
Dominican 
Republic 



Table 34. Number of family planning methods and 
PAC procedures reported, number of sites s u w e d ,  

and total funds expensed to Ute global CA, bv counbV and bv vmr. .. . 
Latin ~meri& (continue&) 

Bol~w 

FY 98199 

FY 99xK, 

M ow01 

FY 01/02 

FY OZM 

Total 
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Domnran 
Repubhc GwBrrma 

Total FP C l l m h  

FY 9E59 

FY 9 9 m  

FY ow01 

FY 0lm2 

FY 0203 

Total 

lbxhas I 

0 I 0 

NA j 0 

0 1 830 

47.011 4.776 

3.464 - 
NA W 

0 - - 
0 .. - 
o - 

3.464 0 

42.833 

3.464 

NA 

810 

51.787 

47317 

103398 

r.484 

1.712 i 4.667 

311 ; r.126 

996 8.918 

Total PAC Clients 

i ~ 1 9 8 1 9 9  O j 0 0 - . 0 

89.844 1 10.090 

5.453 0 

8.017 e 
0 i 

0 2.742 

0 7.142 

13.470 I 9.W 

74.347 

63.323 

140.689 

1 F Y 9 9 m  

FY W/01 

FY 0 1 m  

F Y M X a  
' Total 

1:.@ 

12.454 ' 

9.914 

88.351 

78.93 

200674 

11.262 

7.858 

34831 

0 ,  0 0 C 

0 0 

24 1 i ,477 

363 : 1.462 

604 2937 

0 

o 
0 

0 

0.434 

6- 

5.023 

19.68 

8.434 

4.487 

3.200 

0 16,121 



TRAINING 
EngenderHealth's training approach was designed as a dynamic process that builds 
sustainable training capacity and strengthens and improves existing training systems, 
particularly trainers' ability to supervise and to provide ongoing technical assistance and 
follow-up to trainees. We organized training according to our whole-site training 
approach,'" which is designed to meet the learning needs of all staff at a health care 
facility, and build local capacity by: 

Involving staff and supervisors in assessing site needs and planning to meet them 
Focusing on teams, not individuals 
Tailoring the level of training to the needs of different employees 
Conducting on-site training workshops to minimize disruptions in services 
Engaging local supervisors in the entire training process--from assessing site readiness 
and choosing trainees to selecting and adapting training materials and facilitating the 
workshops, or training trainers and site coaches to train other staff 

In recognition of the limitations of direct training in terms of reach, cost, and 
sustainability, and to ensure that trainings are appropriate to each country and facility 
setting, the whole-site training approach was designed to be flexible in training type (e.g., 
orientations to new services or concepts, knowledge updates, and skills training) and 
location (e.g., on-the-job, on-site, and regional or central trainings). All of our trainings 
emphasized the importance of conducting the activity at or as close to the site level as 
possible to maximize the opportunities for trainees to sustain the application of 
knowledge and skills. 

To increase costeffectiveness, EngenderHealth worked to encourage our trainers and 
partners to address multiple content areas during trainings. As a result, our data collection 
system counts events and individuals trained, by the types of training. This means that 
numbers of events and individuals may be double~ounted to ensure that we have 
captured all training types. Table 35 shows that over the course of the global CA, 
EngenderHealth trained approximately 153,000 individuals at approximately 17,800 
events. 

LESSONS LEARNED 
Evidence of EngenderHealth performance should be measured against sustained 
funding. Table 36 shows the USAID budget by country for the period FY 1998-1999 
through FY 2002-2003, and whether the number of sites has gone up or down for the 
time periods indicated. Over the period of the global CA, the USAID budget was stable 
or increased in 13 of 21 countries in the time periods indicated. In eight of these 13 
countries, the number of sites also increased or remained constant. The USAID budget 
decreased in eight out of 21 countries in the time periods indicated; in five of these eight 
countries, the number of sites was stable or increased. 

EngenderHenlth repo&zg for the global CA can conjlict with USAZD Mission 
protocols, timelines, and requirements, causing heavy reporting burdens on our field 
s ta8  Our results framework and indicators may be very different from USAID Mission 
results frameworks and reporting requirements, against which the field offices also must 
report. 

'" Bradley, I., et al. 1998. Whole-site training: A new approach to the organization of training. AVSC Working 
Paper No. 11. New York: AVSC International. 
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IMIS must be adopted as a 'konitoring" tool by ourf i ld  sr&ro ensure that the dam 
are as accurate as possible. We focused much of our effon on developing a database to 
report data into. with less effon put into helping our country pro,pms understand MIS 
requirements and into working with Partners to use data from national level data 
collection systems or other mechanisms in the absence of subagreemenis for manaqment 
decision-making. 

IMIS required too m y  indicators and disaggregcrriom. Some p r o c r r i o m  began to use 
national reporting systems as their data source as they moved away from uorking 
through subagreements. These national management information systems do nor always 
disa=gate data as we request. The different types of steriltzations. posrpartum data. 
and postabortion family planning data are sometimes impossible to obtain from our data 
sources. 
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Tralnlngs to support famlly plannlng 
- -- - 

General 

Table 35. lndlviduals tralned and training sesslons conducted during the CA, by category and by year 

Norplant implant insertionand 

Family planning counseling 

informed choice 
-. 

4.718 

... 
1.085 

Health managemenV 
management information 
systems 

- ~ 

Postaborllon Care 1 550 

removal 
232 421 

- ~ 
~~~ - ~~ 

injectable 232 581 

Facilitative supervision 

Cost Analysis Tool -. 
COPE facilitation 

31 1 261 
~. .. ~ 

81 280 

HIV/STls 
- 

MAP 

Totals 

1,290 

lncl~des rn ndaparatorny, assisting m n lapanomy, aaparoscopy, and asslsllng laparoscopy. 
lncl~des hSV and asslsllng In NSV 

' Includes rnednca rnanltarlna and who e.slte tralnlna ~ ..-- ~- ~~ ~ 

includes STliRTl dlagnosi<and treatment. ~ ~ l i ~ ~ h n t o r r n a t l o n  andlor counseling, HIVISTI prevention, and sexuality training 

2,515 94 

908 33 

85 

76 2,082 

80 

10 

61 

19 

60 

3 

380 

11 



Table 36. Association between changes In USAlD fundlng end changes in the number of EngenderHealth-supported sltes 

Ybar 1 Year 2 Volr 3 Year 4 Yolr 6 
USAID USAID USAID USAID USAlD 

sxpsnmas, expenser, expanses, expensel, expanses. Tlme perlod 
Country FY 88108 FY 88/00 FY WlOl FV 01/01' FY 02m3' (TI l o  TI) 

I.! AslalNear I 

Bangladesh - . .. . . . . -. .. . 
Cambodia 

India 

lndonesla -- - 
Jordan 
~~p--~-~ ~ 

Nepal 

Plllllpplries 

Turkey 

- -~ 

479% X 

Same X 

-100% X 

L 

EasVSoulhsrn Alrlca 

Elhlopla 

Kenya 

Maluwi 

Ugnndn 225.421 

Same 

43% 

Same I x I 
West Alr lc~ 

Qhnm 

GUIII~Q 

Nlgerla 

Sonogal 

Same 

17% 

- 100% 

33% - 

Domlnlcan 
Rnpuhllc 

T, rspreaenta !ha mas1 racenl ttacal year In uNeh m, receluedllold auyyult. I, tep~oaaw Uw yon1 p m r  In wtllch m, eloo lucwud lluld  uppo port 
Same-sama number 01 SHal w r s  reported l r m  T ,  lo TI 
9 1 1 1  AIlIC'a dvVu 1101 IUPUI~ 1lIes o w  10 I1 no1 wn1aln.d In lhll malysll 

NBgallve Bmounl lor Sanlqill FY 7W1 7M? fo lk la  a do obllgutloll 01 wboyraernerll Unmblu to cskulale perrenl chunpe due la rlepallva number In TI 
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ams 
November 
2000 

March 2003 

EngenderHealth evaluation and research studies, 1998-2003' 

Date 
Program completed 

Bangladesh 

Bolivia 

Bolivia 

Review of sterilization services 

Strategic assessment of ceNical cancer Engender%*. PAHO. I 
prevention and treatment services in Bolivia Bolivian )rK)CI I 

T i e  

T. Jezomki. H. Stanley 

August 2002 

Aulhorfs) 

Linea de base para la tmplementacion de CBG Consubras. 
henamientas de calidad & EwnderHealth en PROSALUD. 

Bolivia 

semclos de la red PROSALU<(B~S~II~~ for the 
lmplementahon of EngenderHealth qualltatrve 
Improvement tools In semces of the 
PROSALUD nehvork) 

Camboda 

EngenderHealth 

1 

February 
2003 

El momento & lnvducrar a bs  hombres en / EngenderHe* CISTAC ; 
d u d  sexual y reprcdmbva Estud~o ewloratom j 
en Santa CNZ de la Slerra. B o l ~ a  (Invdvlng , 1 
men in sexual and reproduchre health 
E@oratory study in Santa Cnrz de la %rra I 

I 
Bnl~na\ 

Needs assessment On operahonalmng Or P C h m  
HIVIAIDS preventon for pregnant women in 
Cambodla 

The drug log~strs wall chan tor health centers- The Rep- and Child j 
An evalwt~on Health Alllance (RACHAI 

Camboda March 2002 

Followup report on lhe quality of vasectomy RACHA M 
s e w s  m Seam Reap P r o m e  

February 
2002 

I 
HIVIAIDS knowledge assessment I RACHA. MOH 

I 
Camboda February 

2002 

November 
2001 

I 

lmpronng access to VSC sewes  R A W .  MOH Camboda 

Camboda Improving access to voluntary surgical RACHA. MOec 
contraception services in Pursat. Siem Reap. 
and Kampot: A pibt study 

IUDs: Increasing women's optwns: A study to RACtlA. MOH 
provide the basis lor IUD promotion I 
RACHA's TBA projecl RACHA. MOH d Kampot 

Camboda 

Camboda July 2001 

RACHA# 14 IUDs lmreasng women's I RACHA 
WORS-A study lo pronde the bass for IUD 1 

Camboda June 2001 

m o t i o n  

RACHA: Whole heam' achieving results and RACHA Camboda 
kvelMng sustainability in b w  r&rce 
environments: A Cakdiia story I 
humentarion and assessment of the RACHA J. St-. MOH. 
mgram USAlD.T;amboba 

:OPE: A qualitative evaluation C. SainsDuw. D Sachos.  
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EngenderHealth evaluation and research studies, 1998-2003* (continued) 
I 

Country Programs (continued1 L 
Cambodia 

Program 

Cambodia 

Cambodia 

Date 
completed 

Cambodia 

Cambodia 

Title 

Cambodia 

Cambodia 

Author@) 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

Cambodia 

August 2MM 

August 2000 

August 2000 

July 2000 

July 2000 

May 2000 

March 2000 

February 
2000 

August 1999 

August 1999 

August 1999 

August 1999 

July 1999 

July 1999 

June 1999 

May 1998 

Ratings of maternal and neonatal health 
programs across developing countries: 
Cambodia's ranking 

RACHA Study # 9: The people speak: Rural 
mothers and provincial leaders-Their priorities 
in child health. A response to the Pathway to 
Child Health Study - 
A study of birth spacing in Siem Reap Province: 
Dropout and late clients - 
RACHA Studies #lo: Death among women of 
reproductive age 

RACHA Studies #13: Health centers: Are they 
improving? An analysis of change between 
1998-2000 - 
Client exit interviews in Bakan District 

Rapid focused surveys for reproductive and chit 
health activities 

RACHA Studies #a: The pathway to child health 

The COPE process: Improving the quality of 
services in Cambodia's public health facilities 

RACHA: The logistics management information 
system of the Ministly of Health's essential 
d ~ o s  bureau 

A trailer study of the Cambodian Midwives 
Association continuing education program 

RACHA Photo Essay # 1 :  Midwife life-saving 
skills program 

RACHA Studies #7: Cambodian Midwives' 
Association continuing education program 

RACHA working paper: A review of RACHA's 
results framework 

RACHA Studies #4: Rural women and health 
center use, staff employment, and health 
seeking behavior 

RACHA Studies #5: Training, employment and 
activities level of Cambodia Midwife Association 

RACHA 1994-2000 and beyond 

RACHA Studies #3: Health facilities survey: 

Service availability, utilization, and resources in 
Kampot, Pursat and Siem Reap 

RACHA Studies #1: Private sector assessment 
report - 

J. Ross, R. Bulatao, 
C. Ketsana, Futures Group 
Worldwide, RACHA 

The National Center for 
Maternal and Child Health, 
the National Pediatric 
Hospital, RACHA 

MOH, RACHA 

L. Paal, C. Ketsana 

J. Stoeckel 

C. Hermann 

RACHA 

RACHA 

RACHA 

RACHA 

RACHA 

RACHA 

RACHA 

R. Sturgis 

RACHA 

RACHA 

RACHA 

J. Sherman 

RACHA 

C. Fon, B. Ravenholt, 
H. Stanley 
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EngenderHealth evaluation and research studies, 1998-2003' (continued) 

Tik 

I Colombia I November 
I 2000 

Colombla I March 2WO 

Colombia 

f) 

Pennect~ves and needs in men's rwroducbve I AVSC Internamaal. 

Postabortion care program in Colombia 

Masculinidades en Colombia: Refledones y 
perspeCtw 
Impact of health-sector reform in Colombia 

The sexual and reproductive health of men: 
What do Colombian men want and think? 

Profamilia's clinic for men: Mornbasa workshop 
case studvfmm Booota. Colombia (MAP) 

Repori only in Spani&: Perspect~vas y 
necesidades de servicim & salud reproductive 
Dara hombres lasoectos metodol6aim~ 

P. Gomez 

AVSC Intemalional. FNUAP. ( 
GMD. HAZ PAZ ! 

I 
Cemm de Gestibn 
Hospltakna. Funda&n 
Corona. EngenderHeakh 

AVSC Intemathml. 1 
CIMDER Foundation ! 
AVSC lmernathml I 

Report only in Spanish Serviciw de d u d  
sexual y reproductive para hombres: I 

Conodmientos. attitudes y necesidades en 
cinco grandes ciudades Colombianas 

Dominican M a y  2003 Los sewidos postaborto para las arhlescentes ' B. Garcia. I. Esandh 
Republic ! de la RepuMica Dominicare (Services for J. Flgueroa. P. GMez 

i adolescent PAC ctints in the Domimcan 
Republic) 

Dominican April 2003 The postabortion services to addescents of the B. Garcia. I. Esand6n. 
Republic Dominican Republic. J. Flgueroa. 

Dominican February Effectiveness of paracervical Mock in managq P. Goinez H. Galtan. 
Republic 1 2003 pain in the treatment of incomplete abort~on wiih A. Paradas. C. Nova 

manual vacuum aspiration: Randarized dinical 
! study 

Dominican 1 April 2002 Informed consent for suQcal ~ n t m c q ~ t i f f l  USAID. EngenderHeanh. 
Republic CONAPOFA 

Reoort in Soanish: Consentimienlo Informado 

, Colombia 
1 

I 

. . 1 

Egypt 

j Ethiopia 

I 

/ EUuopia January 2000 Assessment of provts~on of long-term and AVSC Imemabonal. East 
1 permanent family planrwng methods rn Adds and %hem Ahra 

Ababa. Amhar, and Oromta. Eth~opia Regonal Ofke 

1998 Sexual and reproductwe sewnzs for men 
Knowledge. an~tudes. and needs n hve large 
CltiS 

&;a la an t i~mpdc in  quinirgca 

November Evaluation of Egypl's safe reprodmtive heanh T. W. Jezmrjki  K. O'Hanky. 
7 998 program: €&of-year evalu&n F. El-Zanary 
February Needs assessment tor HIV prevention in EngenderHealth. JNFPA 
2003 pregmancy in Ethiopia 

i -  ' 2002 care tn ~ t h m p  ~etarG report EngenderHeaPh 
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AVSC Imernabonal. 
CIMDER Fwndabon 

I Eth~ooia November i Assessment of sites for momion ol !xstabonion NGO New& Ethuapia. 

Ethiop~a M a y  2001 Evaluatmn of supe~slon t m m g  EngenderHeailh. CARE 
Ethma 



EngenderHealth evaluation and research studies, 1998-2003' (continued) 

Title I Authorb) 

( Country Prog~ 

Shana 

Shana 

iuatemala 

iuatemala 

Guatemala 

hinea and 
(enya 

juinea and 
(enya 

ionduras 

ionduras 

ams (contin, 

July 2002 

1999 

July 1998 

February 
2001 

May 2000 

July 1999 

June 2002 

May 2000 

February 
1999 

June 2003 

Factors affecting the safe provision of IUDs: A 
service-deliverv oen~ective from Ghana ,. , 

Evaluation of AVSC-suooorted activities in . . 
Ghana 

Men as Partners in reproductive health: An 
assessment of reprod;ctive health knowledge, 
attitudes, and practice in Ghana 

Informed choice for female sterilization as a 
contraceptive option in Guatemala 

Published as: Eleccion informada de la 
esterilizacion femenina como opcion 
anticonce~tiva en Guatemala 

The economic impact of lnstituto Guatemalteco 
de Seguro Social's (IGSS) family planning . . . 
program 

Report only in Spanish: lmpacto ewnomico 
institutional del oroarama de olanificacion 
familiar del IGSS - 
AVSC's evaluation of the IGSS reproductive 
health program in Guatemala, 1994-1998 

C O P ~ ~ O ~  Child Health in Kenya and Guinea: 
An analysis of service quality 

Child health services in Guinea and Kenya: 
Report of the baseline survey for the COPE for 
Child Heanh oroiect 

Men As Partners in Guinea 

Report only in French: Hommes Comme 
Partenaires en Guinee 

The final report of the evaluation of the process 
of IUD for &diary nurses in health regions #I ,  
2, and 5 

Evaluation of the family planning services, 
provided by auxilialy nurses working in health 
centers in #I.  2. and 5. 

EngenderHealth 

M. Jacob, D. Mandel, 
M. Mayfield, M. Mehta 

C. Fayorsey (Sociology 
Department, University of 
Ghana) 

S. A varez. R Valladares. 
E. Barillas, P. Ro~avo. 
C. Cabarrk, L. ~okAlez ,  
E. Gaviola, GSD 
consultor& Asociados; 
Ministerio de Salud Pljblica y 
Asistencia Social, lnstituto 
Guatemalteco de Seguridad 
Social; Asociacion 
ProBienestar de la Familia 
Guatemalteca 

C. Bonatto, GSD 
Consultores Asociados 

L. DeMaria. P. I. Gomez, 
E. Bunde, M. Tilili. K. Adachi, 
C. Pilcavage, D. K. Repass 

J. Bradley, 5. Igras, 
A. Shire, M. Diallo, 
E. Matwale, F. Fofana, 
A. Camara, F. Sawe, 
J. Becker, MOH Kenya and 
Guinea, USAID1Afric.a 
Bureau, USAIDIREDSOI 
ESA, UNICEF, WHO, 
BASICS, SARA ProjecUAED 

J. Bradley, S. Igras, 
E. Matwale, A. Camara, 
F. Sawe 

L. Martinez 

L. Martinez 

(continued) 
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EngenderHealth evaluation and research studies, 1 9 9 8 - m  (continued) 

Country Pro! arns (continnued) 

Honduras 1998 

lndia 

Evaluating job aid use to improve quallty of care 
at clinic and community levels 

November lntroduc~ng DMPA lnjectabte contraceptives to 
2001 p m t e  medical practloners in urban G~prat  

DKT lndra. Enge&=r%ahh . 
Centre for Cperabw 
Research Tmnmg (CORT) 

EngenderHealth 
I 

lndia 2000 Assessing conhnuny of DMPA use and provider / motivation in u i n  Guiarat 

lndia CORT 
I 

April 2000 

Jordan 

Altitudes towards male and female sterilization 
in Unar Pradesh 

EngenderHeaim. Fam~ly 
Health G r q .  M W .  Royal 
h4e6caI Sewlaes. mate- 

June 2003 1 Jordan: Amtudw toward lubal lhgation among 
users, potential users, and husbands in ~ordan 

Jordan May 2002 Team International 
Engtneering. Managemenl 
Consultants E. Landrv. 

Trends in female stenlizatlon in Jordan 1991- 
2000 

I 
N. a m  A. Shah 

Jordan 

Jordan 

May 2002 

May 2002 

May 2002 

September 
1998 

November 

Jordan 

Female sterihzation trends dunog 199&2000 , TEAM. EngendeMeallh. 
MOH. Royal M e W l  
Senrices. pmrate-sector 
hmpitaLs 

Jordanian providers' bwledge, amtudes, and E. Lardfy. N. Bilar. 
practices regarding long acting hormonal and C. Bumin. J. Ptle. Market 
permanent family planning methods Research Orgsrrzahon 

Client perceptiom of Norplant and Depo Pmvera , Farnv Heami Group. 
at JAFPP clinics Engenderlieaim. Jordan 

Associahon for Family 
Pbnnmg and Proteam 

Needs assessment of female slenliillon M. Gallagher. 
services in 20 saw N. 9. Hadaddn. T. Jezowsld. 

2. Khalndlah 

lnteqrated training to improve the qualiity of I.Achwai.LGoodyeaf 

Jordan 

Kenya 
2002 maternal care se&es ~ncludmg postabomon 

care. Lessons from Kenya, end-of-prqed I - 
I evaluation 

Kenya Seotember 1 AMKENVKenva: Barriers to wornot~on d FHI. AMKENI. L. 

Kenya July 2002 AMKENVKenya: The integration of famay J. Liku. H. R m .  
planning into VCT senrices N. Maggwa J. Rakwar. FHI. 

AMKENI NASMP 

Kenya June 2001 End-ofprojecl surnmary-EngenderHeallW E'lgendel+leaRh 
Kenya repor( 19952MX) 

May 2MX) Posiaborbon care gaps analysts and W KogrMakau. J Sdo  
recornmendatmns 

June 1999 Cornmunlty ~nvolvement and COPE AVSWenya. MIX nussmn 
bosnlials 

Kenya 

Kenya 

ENDOF+V?OJECT REPORT FOR ENGEhOERHEALTU S PROGRAM 
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Country Programs (continued) h 
EngenderHealth evaluation and research studies, 1998-2003* (continued) 

April 1999 Kenya 

Author@) Program 

Statistical survey of urban male attitudes to 
vasectomy: Nairobi, Kenya 

D. J. Wilkinson 

Date 
completed 

April 1999 

Title 

Kenya Kenya program evaluation, 1995-1999 K. Beattie, C. Camlin, 
I. Ndona, D. Teutonico. 
D. ~dr i ince.  J. Asila. 
T. Bwire, G. Kamau. 
J. Karuthiru, L. Mogeni, 
F. Mumba, J. Obwaka, 
R. Simwa 

D. J. Wilkinson Kenya October 199E Man myth: Perceptions from Kenya: 
Reproductive health attitudes and behavior 

Kenya Factors affecting the safe provision of IUDs: A 
service delivery perspective from Kenya 

AVSC International, Kenya 
MOH. Family Planning 
Association of Kenya 

AVSC International Kyrgzyzstan Report on the assessment of reproductive health 
services in Osh and Jalalabad Oblasts of the 
Kyrgyz Republc 

Evaluat~on of IEC pro~ect - 
Deta~led assessment of Malawl postabort~on 

Kyrgzyzstan 1998 

November Malawi 
care sites J. Malewezi. L. Linvenaa 

Malawi November 
2001 

Baseline assessment of postabortion care 
services: Malawi 

J Rumlnjo, D Malema. 
J Malewez . L Llnyenga. 
MOti/Reoroouct~ve Health 
Unit 

AVSC International, IMSS Mexico 

Mexico 

Mexico 

December 
l9?9 

Factors affecting the safe provision of IUDs: A 
service delivery perspective from Mexico 

Summary of AVSC activities in Mexico: Final 

Mexico 

April 1999 

March 1999 

AVSC International 
desk audit 

Sexual and reproductive health of men in Mexico C. Juarez, E. Aldaz, 
G. Medina, A. Estrada 

Report only in Spanish: La salud sexual y 
reproductiva de 10s vamnes en Mexico 

Counseling training in reproductive health: Its 
impact 

Mexico March 1999 J. A. Cardona, 
J. B. E. Otero, 
M. de la Arceo, C. Juarez, 
E. Aldaz Report only in Spanish: Capacitaciirn en 

consejeria acerca de la salud reproductiva: Sus 
impactos 

The sexual and reproductive health of men: the 
perspectives of men, women, health care 
providers, and experts 

Mexico March 1999 E. Aldaz. C. Juarez, 
G. Medina, A. Estrada 

Report in Spanish as: La salud sexual y 
reproductive de 10s hombres: una penpectiva de 
hombres, mujeres, proveedores de servicios y 
emertas 

J. A. R. Padillo, M.A. Olaya, 
G. Clavelina 

Mexico Postabortion study 

Mexico October 199E M. Mayfield, J. A. C. Perez, 
E. Landry 

Informed consent for sterilization 
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Nepal 

Nepal 

EngenderHeatth evaluation and research studies, 1998-2003' 

L / Nepal 

Program 

Nepal 

Netherlands F 

Country Progr 
j 

Date 
completed 

Nigeria L 

e m s  icontinued) I 

T i e  
I 

August 2003 

June 2003 

June 2003 

June 2003 

June 2003 

Men as partners in RH m Nepal I A ~evack J 
Pill acceptance and use panems in Nepal I New ERA 

Norplant acceptance and use panems n Nepal ! New ERA 

lUCD acceptance and use panems tn Nepal New ERA 

Depc-Provera acceptance and use patterns in Kew ERA 
NeDal 

May 2001 

January 2000 An assessment of the family planning and oher D. P. S h r e d  
health services in the industrial-sector project ~ 

April 2001 

April 2001 

AVSC International's infection prevention CD- K. Lenn 
R W  pilot evaluation: Nepal. Ghana. and So* 

Assessment of IUD and Norplant contraceptive 
seMce plot prwram in Kathmandu Valky A 

June 1999 Consunant repon Rewew ol Chhetrapati Famlly S Raw 
Welfare Center (CFWCI semce deltverv and 

D P ShresUm S PMre l  
hepal FerUriy Care Centre . . -  

rapid survey / (NFCC) 

Clients' views towards lamily planning sewices 

December : ERcacy of percutaneous vas o c c b m  in J. V. Zambon. R. Heg. 
1998 mrivarisan to conventional vasectomv M. A. Barme. A E Pollack 

Oualily of Care Management 

1 management system ' 

April 1999 Nepal baseline assessment report for AVSC s J. Kunar. E Landry. 
International results framework K. Lewn. S. Pati. R. R~I. 

A Shresb 

at institutionalized family planning service Ses Cen?er.Fam~ly Health 
in Nepal 1 &+son. EngenderHeatm 

Enhanced monilonng of mobik outreach : A. Kautman. 
sterilization services: Clint perjpectives (phase ! EngenderHealth 
I and IIb 

March 1998 

August 2002 Training needs assessment in 3 VISION states 1 VlSlON 

~ u l y  20(n 1 commodity logs6cs assessment d 3 VISION / DELIVER ~ropct 

An impact assessment of family planning AVSC International 1 

munseling training 

June 2003 

September 
2002 

January 2001 Assessing the peltorrnance ol FP s e m  at tne USAID. PRlMGlntrah TRG 
onmarv care kvel in Nuenan local qovemment JHJ. EnoenderHeanh. MSH 

' F a d l i  needs assessment in nine teaching I Dr (lrbs) A 0  k e n .  ! 
hospitals in the six geopoltikal zones d Nigena ; Dr El. Archrbong. 

I Dr S. Sule. Dr M. Danlryau 

1 states ! 

Facility assessments in the 3 VISION states 

Juiy 2002 
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EngenderHealth evaluation and research studies, 1998-2003' (continued) 

Program 

Paraguay June 2001 Centro Paraguay0 de 
Estudios de Poblacion 
(CEPEP). MOH-Direccion 
General de Programas de 
Salud. USAID, CEPEP 

EngenderHealth 

 count^ Programs (continued) 
T 

Date 
completed 

Perspectives and needs in men's reproductive 
health 

Philippines 

Philippines 

Philippines 

Title 

March 2003 

Dela Salle Universitv. 

Author@.) 

Published as: Perspectivas y necesidades de 
servicios de salud reproductiva para hombres 

KAP study on abortion for service providers and 
members of the communitv as baseline data 

, , 
EngenderHealth 

Dr. M. P. Costello 

November 
2002 

November 
2002 

December 
1999 

Philippines 

Philippines 

Young men's sexuality in the Philippines 

Integrating postabortion care management: A 
cost analysis 

Assessing health workers' attitudes and 
practices on postabortion in selected health 
facilities in the Province of Neuva Vizcaya 

E. B. Tandingan, 
L. A. Alcantara, 
E. M. Bautista. 
M. 0. D. Costales 

M. Lacuesta, A. Atillo, 
N. Amoyen 

Republic of 
South Africa 

July 1998 

June2003 I Cervical cancer mass media interventions in a 
South African resource-~oor settina: Can thev 

An intervention study to improve family planning 
and reproductive health service delivery through 
enhanced information exchange in Davao 
Province 

- 

L. Risi, J.P. Bindman, 
0. M. R. Campbell, J. Imrie, 
K. Everett. J. Bradley, 
L. Denny, Khayelitsha 
Cervical Screening Project, 
London School of Hygiene 8 
Tropical Medicine, Health 
Services Research 
Department, Institute of 
Psychiatry, London 

J. Bradley, L. Risi, L. Denny, 
Khayelitsha Cervical 
Screenina Pmiect 

increase smear uptake+ 
- 

Republic of 
South Africa 

June 2003 Widening the cervical cancer screening net in a 
South African pen-urban population: Who are 
the true underserved? 

Republic of 
South Africa 

November 
2002 

Women's perspectives on cervical cancer 
screening and treatment: Participatory action 
research in Khayelitsha, South Africa 

Men as Partners: Republic of South Africa 
evaluation repon 

I. Buskens, L. Denny, 
J. Bradley, M. Barone 

Republic of 
South Africa 

Republic of 
South Africa 

September 
2000 

V. Kruger, J. Ruthnam 

May 2000 Columbia University. 
University of Cape Town, 
National Cancer Association 
of South Africa 

A. Levack, T. Matladi, 
P. Kedama, L. Tyoba 

Cervical cancer screening study 

Republic of 
South Alrica 

May 1998 Men as Partners focus group discussions in 
South Afnca: Eastern cape. Free State. Western 
Cape, and Gauteng Prov~nces, South Africa 

July 2002 J. M. Pile, I. Sacci, 
EngenderHealth, 
I. Savelieva. consultant. 

Russia Postabortion care operations research study in 
Perm, Russia. 

~e~artment 'of lnternati&l 
Research Proarams at the 
Russian ~ c a d ; ? m ~  of Medical 
Sciences, F ron t ie~  in 
Reproductive HealtW 
Population Council 
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EngenderHealth evaluation and research studies, 1998-2003' (anfhued) 

country pro! 
Russia 

Program 

Russia 

Senegal 

Date 
compkted 

ams (continued) 

Auoust 1999 1 lmorovina adolescents' access to reoroductlve 

T i e  

- I h i a h  & i c e s  

September / Factors affecting the safe provision of IUDs: A 

1 
Autha(s) 1 

1 998 / service deliverfperspective from Ekarenngburg 
i 

February Taking PAC services where they are needed: 
2003 Testing PAC expansion in rural areas 

i 
I 

AVSC Intemsjonai. UNICEF 1 
i 

AVSC Intemabonal. 
Ekatennburg Fan~ly 
Planrrng Assoaat~on 

C T Csse. Fronbers I 
E 0 Faye. CEcOREP 
MOH. Centre de Forrnatlon 
el de Recherche en Sante 
de h Repr-on 
P3wlabon &dlXd 

I 
Senegal September 

2000 

Senegal May 2000 

Senegal March 1999 

Senegal 1998 

Senegal t r a n s m  program evaluatiof+ I. Ndong. 0 Faye. E. Benga 
Pmramme National de transition Deh Elnabeth 
~ S & ~ l ~ i n i s t & r e  de la sante du Sn6gal poul 
I'amelioration de la aual'ite des services de la 
santC de la reproduction au S m a l .  Octobre 
1998 a Septembre 2000 

Testing COPE for Child Health in Senegal CESAGl3ASICS 

Rewrt in French: Min~slere de la Same 
Programme Nalwml de 
Pbnfcaaon FaMlsk Etude expenmentale sur Peffet des mategres 
PwJMon CanrJ Uamendat~on de la quallte sur le taux de 

wnt~nude des semces de plandlcahon famlhale de Rechenches 

au Senegal Operanonneltes el 
6Ass s t a m  Techmaw en 

-- - 

Final report of AVSC ln temat~o~ l  Techmcal NiA 
Assistance Program 

Rapport Fmal: 
Du oroaramme dassstance technlaw de AVSC 
lnte'mabal au Senegal 

Tanzan~a M a y  2W2 Men as partners in r e p r o d m  heallh P Fbwa E Ngnamungu 
Eaonng famlly plannmg and reproduct~ve J Smbamwaka. D Kihuele. 
h e w  dec!smn-rnakng and s- dellvery n R Becker 

Tanzania 

two disbias 

March 2002 Evaluation of ihe Managed Health Care P r ~ i e ~ l  J. Mashall. EngenderHeanh 
(MHCP)of the Evangei i l  Lutheran Church in cwsultant 9. Kahando, 
Tanzania (ELCT). EnpnderHealM ow~ldant 

ELCT. EngenderHedm 
C m t  Afnca 

Tanzan~a January 2002 Rapid assessment d Seventh-Day Advenhst C SI-ra. amultant. 
health faclfitles I Achd.  G Wambwa, 

G Luwola E- 
J Tayal~. Naanba h4agubu 
Seventh Day Advenbn. 
Z Ube. N a W  N u r s ~ q  
Comul Tanzarva 
R Bayom Dweclorale d 
Hosptal S-. 
J Kanama UMATI 

1 2 9  
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EngenderHealth evaluation and research studies, 1998-2003' (continued) 

hospitals in Tanzania 

(continued) 
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EngenderHeakh evaluation and research studies, 1998-2003' (continued) 

Title 
- 

Cwntfy Programs (continued) 

Uzbekistan 1 1998 I Assessment of re~mdxlive health se- in AVSC International 
Surkhandarya and l(ashkadarya oblasfs of the 
RepuMic of Uzbelaslan 

Vietnam / Julv 2002 I Factors affectina the safe ~mnsion of IUDs: A I AVSC International 

MaCiPAC March 2003 T 

service deliveryperspe&e trom V~tnam 

Vietnam 

Vietnam 

Obstetric fctula needs assessment report 
Findings from nine Afncan countries 

The effectiveness of parace~cal block in 
managing pain in the treatment of incomplete 
abortion wim manual vacuum aspiration (MVA): 
A randomized clinical control trial 

UaClPAC December . Addressing the global c k i s  ol unsafe abmion J. Solo. I. Escmd6n. I 2002 bv emandina wstabortion care s e w  L. Leonhardt. A. -re 

May 1999 

UNFPA. EngenderHeaHh 

P. Gomez. H. Gaitan. 
A Paradas. C. Nova. Center 
for Clmcal Epdemiolqy. 
Universdad Ns;lonal de 
Cdombia. International 
Clinlcal Epidernlology 
Networn (INCLEN). 
Matemdad N- Senora 
de Altagracia. So. Dango. 

I Dwninicar! RewMic 

MaCIPAC 

I 3 1  
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Qualitalive assessment of stenlizatim sewices 
in six provinces 

December Evaluation of cunenUy avatbbk MVA PAM. J. Ruminp 
2002 ~mtntments 

- .  

MOH Nabmal Committee 
for Popdabon and Fanily 
Rannhg. AVSC 

June 1998 : Client perspecties on qualfty ol contraceptive 
and abotiin s e ~ c e s  at lhree saes in Vetnam 

PostaborbOn 
are 

International 

N. M. Thang. B. R. Johnson. 
E. Landry. R. Colurnbta 

Apnl2001 A study to assess rnsopmstol use and S G r m .  P Gcmez. 
assetaled needs in devebping cwntnes E we- 

Engendediealh 

I 1 J Shem, A Bngham. 

1 PATH. Re- HeaRh 
Research UnB (RHRU) 

A C  1 September Female steriltzahon decom mabng in Lam AVSC lnternatlonal 
Amenca and the Caribbean 



Engenderliealth journal publications, 1998-2003 

Article t i  

A prospectk study of lime and number 
of ejaculations to azoospenia after 
Msectomv bv hation and excision 

C e d i  cancer mass media 
interventions in a South African 
resource-poor semng: Can they increase 
smear uptake? 

Widening the cervical cancer screening 
net in a South African peri-urban 
population: Who are the true 
underserved 

Family planning as an integral 
component in women's reproductive 
health improvement. WIN Prc+ect 
Integrated Approach 

Measuring provider pertomlance: 
challenges and definitions 

HIV infections in sub-Saharan Africa. 
Lener to the Editor 

Aumws 

M.A. Barone. H. Nazerali. 
M. Cortes, M. Chen-Mok. 
AE. Pollack. 0. Sokal 

L. Risi. J. P. Bindman. 
O.M.R. Campbell. J. Irnrie. 
K Everett. J. Bradley. 
L. Denny 

J. Bradey. L. RSI. 
L. Denny 

I. Sacci. I. S. Savdieva 

A Fort (E. hhelke 
contributed) 

Nane at ioumal puMiation 

Journal of Urology. %@ember 
170(3):892-896 

In: Health Education 

Accepted for pubhcalion June 2003 
in: Health Care for 
Women lntemabml 

Summary of a technd Ja~aluary 2003 
rneebrm sDonsored bv 
~ ~ l ~ ~ l l k r a h  and 
MEASURE 1 
Internattonal Journal d I Ja~aluary 2003 
STD & AIDS. I 

1481 570-571 

Prouision of modern birth spadng T. Rathavy. M. Reyners Health Messenger Jaluary 2003 
memods 

Good communication during antenatal M. Smith Health Messenger 
care 

Emergency conlracepbon P.I. Gomez Proceedi i  d Latin- Oclc4n?r ZOO2 
American OblGyn 
Conterence. Boltvia 

Postpartum and postatorlion family 
planning 

2002 

P.I. Gomez Proceedings of Lab* October 2002 
Amencan ObGyn 
Confererrz. Bolwa 
2002 

Incomplete aborlbn, medial treatment P.I. Gomez Pmceed~lgs of Lafin- October XXa 
AmencanOb(Gyn 
Conference. Bdma 
2002 

Pain relief tor manual vacuum aspiration J. Ruminp, T. Egziabher. , East Wrican Medical October 2002 
of uterus C. Sekadde-IGpxiu , Journal. 79(10): 

! 530-534 

Pa&ipatory evaluation of reprndwtve J. Bradley, M. Mayfield. So& Sdence & Juk 2002 
health care aualii in deveWw M. Mehta, A Rukonge : Mecine, m2): 
- - -. . .. . . . 
Empowering frcmtiine staff to improve me M.B. Dohlie. E. Midke. Respondng to Cairo: Ap# ZOO2 
oualitv of farnib ~ l m i m  services: A G. Wambrva. A Rukonw Case mrdes of I 
&se &dy In i-nla ichapter 6) 

- 
changng pracwe m 
reproducbve health and 
family planning. 
N. Haberbnd 8 
D Measham, edtm 

Isarmad1 
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EngenderHealth iournal publications, 1998-2003 (continued) 

Direct visual inspection for cervical 
I cancer screening: An analysis of factors 

influenclng test performance 

Engenderrlealth makes creatlve 

services through COPE 

Editorial: Saving women's lives: Taking 
advantage of missed opportunities in 
health services 

I COPE: A process and tools for 
healthcare 

Policv analvsis of cervical cancer 
screening strategies in low-resource 
settings 

! Bridging the gap: Integrating family 
planning with abortion services in Turkey 

Adolescent girls' l i e  aspirations and 
reproductive health in Nepal 

I Cervical cancer screening in developing - . - 
I countries 

The Quality of Care Management Center 
in Nepal: Improving services with limited 

C e ~ c a  cancer screening strategies for 1 developing countries Symposium 

Female sterilization: Evidence 

Population growth and women's health 

Shifting to a sexual and reproductive 
health approach: Challenges for family 
~lannina ~roviders 

Efficacy of percutaneous vas occlusion 
compared with conventional vasectomy 

COPE, a model for building community 
partnerships that improve care in East 
Africa 

Two-stage cervical cancer screening: An 
alternative for resource-poor settings 

Authors 

L. Denny, L. Kuhn, 
A.E. Pollack, 
T. C. Wright, Jr. 

K. Kannitha, T. Savery, 
MS. Titus 

E. Mielke. J. Bradley, 
J. Becker 

K. Graff 

Name of journal 

Cancer, 94(6): 
1699-1 707 

Global Health Link, Vol. 
114. pp. 9. 18 

Quality Assurance Brief, 
9/2):2>25 . . 
PAC in Action 

- 

Date of 
publication 

March 2002 

March 2002 

March 2002 

March 2002 

ICRW; M. Mehta, Obstetrics and 
EngenderHealth Gynecolwy, 52(2): 

L Denny A E Pollack, Med~ca Assoc atlon 
T C Wrlanl Jr (JAMAI 285,241 

E. Mielke, K. Beanie 

S. Goldie. L. Kuhn. / Journal of the American 1 June 2001 

Quality Assurance Brief. 
9(1):1&20 

- . . / 3107-3115 

July 2001 

P. Senlet, L. Cagatay, 
J. Ergin. J. Mathis 

S. Mathur, A. Malhotra. Reproductive Health May 2001 
M. Mehta - - 
L. Denny 

H. Stanley, D. R. 
Shrestha, M. A. Barone, 
M. Lineham 

R. M. Richart, S. Robles, 
R. Sankaranarayanan, 
T. C. Wright, Jr. 

S. Pati, V. Cullins 

699-705 

M. B. Dohlie, E. Mielke, Joumal for Health Care September 
T. Bwire, D. Adriance, and Quality 22(5):34-38 
F. Mumba 

L. Dennv. L. Kuhn. L. Risi. American Journal of Auaust 2000 

International Family 
Planning Perspectives 

J. Vaipayee 

S. Pati, J. Becker, 
8. L. Farrell, 
M. A. Barone, V. Cullins 

J. V. Zambon, 
M. A. Barone, 
A. E. Pollack. M. Mehta 

I - R. M. &halt, / Obstetrics and 

June 2001 

IPPF Medical Bulletin 
W 2 )  

AVSC Working Paper 
No. 13 

Contemporary ObIGyn 
46(1):71-79 

Obstetric and 
Gynecology Clinics of 
North America 27(4): 
859-899 

April 2001 

January 2001 

January 2001 

December 
' 2000 

Women's Health 
Journal 

HealthLink 

British Journal of 
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A. E. Pollack. R. P~ne Jwmal of America July2000 1 
h4edical Women's 
Assodation (JAWA) 
55(3 Suppi):186-188 

I and eLhlcal concerns, adapted from an 
Insert of the same name prod~ced as 
~ a r l  of the AVSC tntemat~onal Vohrntarv 

Naeo1)ounal ( plbGcation 

Vol. 34. NO. 2 

Human papillomavirus DNA testing for i L. Kuhn. L. Denny. Journal of the N a l M  May xal 
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2CKt2 

2002 

Community COPE@: Building Partnership with the Community to Improve Health Services 

Men As Pattnes: A Program for Supplementing the Training ol Life Sblk Educators. 2nd ebfica 1 2001 

The Quality of Care Management Center In Nepal: Improving Services wim Limned Rescurces MCl 
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