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INTRODUCTION

The purpose of Engendertlealth’s five-year cooperative agreement {(CA) with the U.S.
Agency for International Development {USAID) (1998-20031. enutled Program for VSC
and Related Reproductive Health Services, was to provide global leadership in
sterilization, other long-term contraceptive methods. and postabortion care, and to
increase the availability and use of hospital-based and chmic-based family planning
services. This project represents the final agreement between USAID and
EngenderHealth (formerly AVSC Intermational) among several such agreements. dating
back to the early 1970s. Over this time. USAID has generously supported
EngenderHealth’s mission to work worldwide lo improve the lives of individuals by
making reproductive health services safe, available. and sustamnable.

This report presents and highlights key accomplishments and programmanc results
achieved by EngenderHealth through both global ieadership and ficld-based activities
supported by this CA during the period 1998-2003. (Some activities were begun during
prior agreements, but the report is based on data collected under this CA)

This report consists of four sections. The first begins with an overview of the CA. 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 country case studies for
selected country programs supported under the CA. Each case siudy 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 EngenderHealth's
inputs and resulis based on monitoring and evaluation data and studies. The countries
represented include those in which EngenderHealth had a consistent presence throughout
the CA. The third section highlights selected global leadership initiatives and their results
in postabortion care (PAC), quality improvement (QI). informed choice, Men As Partmers
{MAP), and vasectomy, and discusses issues relaled to sustainability, as examined in
Mexico and Egypt, 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 satisfv the reguirement for the end-of-
project report, as well as serving as the annual report for the fifth and final reporting
period under the CA.
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SECTION ONE
OVERVIEW

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 delivery of clinic-based family planning
and reproductive health services through global leadership activities 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 Familv Planning Services
Division) of USAID’s Office of Population/Reproductive Health. Field-based activities
were supported by USAID missions through annual allocations of field-support funds.
Field-based activities were driven by the strategies and needs of the USAID missions and
host-country counterparts. At the country level, two important areas of service delivery
were identified for EngenderHealth’s primary focus: sterilization and PAC.

The global ieadership agenda was designed to be relevant and to support the needs of
field programs. Conversely, the field-based presence was essential for serving as the
testing ground for the global leadership objectives. Through this interplay of global and
field activities. EngenderHealth was able to mobilize our expertise and field-based
presence to provide technical leadership in the field of clinic-based family planning and
reproductive health services, while building the capacity of partner institutions to expand
and provide quality services. As a result, thousands more service-delivery facilities are
offering women and men choices that they otherwise would not have had. and these sites
have contributed to meeting unmet demand for family planning services.

GLOBAL

LEADERSHIP
The global leadership agenda for this agreement consisted of the following topics, each of
which was led by a headquarters-based team that coordinated work with EngenderHealth
country offices and other collaborating agencies. These topics are briefly described below:

FAMILY PLANNING

As the central focus of EngenderHealth’s mandate and niche through the vears. this global
program provided leadership and special attention to emerging issues in clinical service
delivery and ensured that EngenderHealth staff and country programs had a solid ground in
the fundamentals of clinical care. Under this CA, EngenderHealth continued to conduct
research and develop SOTA matenials for family planning service delivery. Examples were
the publication of Contraceptive Sterilization: Global Issues and Trends. No-Scalpel
Vasectomy: An illustrated Guide for Surgeons, Third Edition, and Minilaparotomy for
Female Sterilization: An [Hlustrated Guide for Service Providers, as well as research on the
effectiveness of vasectomy clinical methods and the development and implementation of
approaches for revitalizing vasectomy programs.

END-OFPROIECT REPORT FOR ENGENDERHEALTH' S PROGRAM
FOR VOLUNTARY SURGICAL CONTRACEPTION ACK TED REPRODUCTIVE HEALTH SERVICES

PREVIOUS PAGE B



INFORMED CHOICE

A comerstone of our work under the CA was to promote and ensure informed choice in
service delivery. We convened a Global Informed Choice Working Group in Belilagio,
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
soctal 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 programs 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 Voluntary 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, EngenderHeakh 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 inciuded the following:

®  Facilitative Supervision Handbook

»  Using the Whole-Site Training Approach to Improve Quality

®  COPE® Self-Assessment Guides for Reproductive Health Services

»  COPE® for Maternal Health Services: A Process and Tools for Improving the
Quality of Maternal Health Services

»  Community COPE®: Building Partnership with the Community to Improve Health
Services

n  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 PRISM/Guinea' 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 programming in reproductive health. Growing from our efforts to improve
access to vasectomy, our Men As Partners® (MAP) program developed a framework for

! A bilatera! 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 barniers that hinder men’s constructive mvolvernent in reproductive health and
provided men with access Lo information and services that prevent pregnancy. including
vasectomy. EngenderHealth developed a comprehensive Men's Reproductive Health
Curricuium, the first of its kind, and developed several MAP programming guidelines.

POSTABORTION CARE

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 needs of adolescent
PAC clients in the Dominican Republic and Malawi, and exploration of pain
management for MVA treatment. In 2000, in coilaboration with Ipas, we conducted an
international workshop in Mombasa, Kenya, about taking PAC services to scale. 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 workshop format was
subsequently replicated in Latin America and Francophone Africa. EngenderHealth also
developed Counseling the Postabortion Client: A Training Curriculum. This curriculum
presents a training approach that helps providers interact with postabortion clients
immediately before, during, and immediately following the procedure. racognizing that
while doctors and nurses are not expected to provide full-fledged “counseling.” they have
a number of opportunities to offer clients essental information and support. The
combinaticn of didactic and clinical practicum sessions builds communication skills and
addresses how to meet clients’ needs for information. confidentiality. privacy. and
dignity. EngenderHealth was a founding member of the PAC Consortium. was its chair
from 1999 to 2001, and was an active participant throughout the CA.

HIV AND SEXUALLY TRANSMITTED INFECTIONS

Although HIV and sexually transmitted infections (STIs) were not included in the global
leadership agenda when this CA was first awarded, given their importance, 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 introduce HIV/STI integration issues and develop integration
work plans for country programs. EngenderHealth then trained family planning trainers
and providers in Bangladesh, Cambodia, Ghana, India. Kenya, Nigena, and Senegal in
integrating HIV and STI 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 other issues, including:

»  Integration of HIV/STI Prevention, Sexuality, and Dual Protection in Family Planning
Counseling: A Training Manual

®  Jntegration of Familv Planning and VCT Services: Program Planning and Training
Manua! (field test draft)

®  The Rights of Clients and Providers to Safety and Dignirv: Preventing HIV Tran-
smission and Reducing AIDS Stigma in Health Care Sertings

We also developed COPE® for Voluntary Counseling and Testing Services and COPE® for
Sexually Transmitted Infection Management, as well as counseling reference cards for
management and prevention of STIs and reproductive tract infections (RTIs). In partnership
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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 corapleted by the end of September 2003.

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

Monitoring and FEvaluation. 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, high-quality 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-scaie
activities or for phasing down prior funding. (These countries are not listed in Table 1.)

USAID’s ficld-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 resuited
in year-to-year fluctuations 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 program 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 USAID Global CA # HRN-A-00-98-00042-00

Program FY 1996-1999 | FY 1999-2000 | FY 2000-2001 = FY 2001-2002 ' FY 2002-2003
The Americas 7
Bolivia v . ! “
Dominican Republic? v \
Guatemala \ \ . :
Honduras Y “ ~
Jamaica p8
Mexico v A
Paraguay v 5 ~
Peru i
Western Africa
Ghana v v - ¥ : “
Guinea v N ~ N
Nigeria ¥ v ~ \ -
Senegal’ N i v ~ N
Eastern & Southem Africa
Ethiopia* N “
Kenya/Field Support® ¥ 3 \ ¥ :
| Malawi . v , v

South Africa® x N : <
Tanzania v v ~ v : ‘.
Uganda ¥ '
Asia
Bangladesh’ ¥ | N
Cambodia ¥ v ¥ ~ ' v
India N N ~ N \
Indonesia ¥ v
Jordan ¥ N \ ~ X
Nepal® i \ A N ¥
Philippines® v N ~ N .
Turkey ¥ v “ )

Number of countries 20 24 19 18 19

! “Supported” is defined as a couniry’s having expensed to USAID Giobal CA funds during the indhcated fissal vear (2ore, feld
support, of special initiatve funds).

2 PAC activities were partially supported by private funds (the Brush Foundation and the Packard Foandation).

3 PAC activities were partially supported by private and other funds (the Packard Foundation and the Fronbers Project).

+ Ethiopia is mostly supported via private funds but ases some USAID funds provided through a coilaboration with the PVO
Networks Project.

3 This program was closed out: a small amount of USAID Global CA fupds were used in FY 2002-2003 for admmnistrative purposes
related to program close-out. Kenya/ AMKENI reports daw directly 1o USATDYKenya through the b:lateral progect.

% FY 2001-2002 USAID Global CA funds (field support) were limited 10 support for MAP actvities; there is po servoe-delivery
program.

7 This program reported sites and services in FY 2000-2001. but data are not included, as the program was supported through
bilateral and private funds: PAC activities were partially sapported by privaie sources and by otser lunds. Field suppost began w
FY 2001-2002.

B PAC activities were partially supported by private funds.
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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 cost-conscious, 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 attention 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.

LocAlL PARTNERSHIPS AND CAPACITY BUILDING

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 in-country 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 [IP]), 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, IP, 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

Al the beginning of the CA, EngenderHealth developed a results framework that has
been grouped into the four concepts consistent with other USAID results frameworks:
availability, quality, and use of family planning and reproductive health services,
and capacity buiiding for those services. Figure 1 maps EngenderHealth's results to the
USAID/PHN/FPSD Strategic Objective and displays six EngenderHealth results by
the four concepts listed above. Section Four of this end-of-project report presents data for
FY 2002-2003 and five-year trends for service and site statistics.

Figqure 1. EngenderHealth Results Framework

USAID/PHN/FPSD

Strategic Objective

Increased Use of Sustainable, Quality Family Planning, and Reproductive Health
Services and Healthy Practices through Clinical and Nonclinical Programs
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BUbGET/FUNDS
LEVERAGED AND COST SHARE

10

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 well 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 $100,000,000. 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 relfated
to the CA, FY 19981999 to FY 2003-2004
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19981990

||:lRevenue 14,807,577 | 24,214,000 | 19,251,000 | 17,647,538 { 20.271,450 330,000

EngenderHealth has used three nonfederal 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 cost-share funds received during the CA,
FY 1998-1999 to FY 2003-2004
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unrestricted funds, $17.5 million in private grants, and $2.1 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 support (such as in Gunea).
undertake research on reproductive health issues (such as cervical cancer). explore new
clinic-based reproductive health issues (such as obstetric fistula), and address HIV more
broadly (such as with prevention of mother-tochild transmission). It also helped reduce
EngenderHealth’s dependence on USAID funding from 84% to 69% over the course of the
five years.

As depicted in Figure 4, 31% of the federal funds authorized were core funds for giobal
leadership activities and 69% were field-support funds for technical and programmatic
assistance to country programs.

Figure 4. Sources of federal funds received
during the CA

Core Funds——
$29.9M (31%)

Field Support
Funds— :
$66.6M (69%)

Tolal federal tunding—3596.5M
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As shown in Figure 3, funding to EngenderHealth for the CA has been consistent each
year. {Note: FY 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 vear to year.

Figure 5. Trends in funding sources during the CA
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SECTION TWO
CASE STUDIES

ENGENDERHEALTH’S
COUNTRY REsSULTS: CASE STUDIES

This section of the end-of-project report highlights our work and achievements in selected
countries around the world. Countries were selected on the basis of the following critena:
EngenderHealth's long-term and continuous presence in the country. and sustained field
support in the country throughout the CA.

Each case study begins with a brief description of the history of family planning in the
country, followed by an analysis of contraceptive trends. We then discuss the various inputs
and achievements during the CA. For the most part, these are inputs provided with support
from USAID through the global CA. In some cases, where USAID funding helped to
leverage other funds or where it was used in conjunction with other funds. we discuss those
projects as well, noting the funding source. Finally, we present resulis related to increasing
availability, quality, and utilization of services.

Result 4 of EngenderHealth’s results framework was “Contribution by EngenderHealth-

supported programs to ensure an appropriate range of contra-ceptive methods and/or

utilization of services within five years in selected countries.” The original intent was to use

DHS studies to identify changes in method mix and trends in stenlization prevalence.

However, we encountered several issues:

® In no case did the time frame for the DHS match the time frame for our CA. In fact. in
most cases (Bolivia, Ghana, Kenya. the Philippines. Tanzania. and Turkey). the most
recent and available DHS was conducted in the first years of our CA.

=  Demonstrating a clear link between EngenderHealth inputs and changes in DHS
indicators is difficult at best. due to the multiple outside factors that influence
contraceptive prevalence.

= EngenderHealth was not always working on direct service delivery at a national level.
Many of our national inputs were related to policy efforts. development of guidelines
and standards, and institutionalization of QI approaches. among others. all of which
ultimately affect the availability and use of services but for which direct relationships
with trends are difficult to establish.

Nevertheless, we present the DHS analysis to provide additional background and context
for EngenderHealth’s work. We also attempt to link these trends with EngenderHealth's
inputs (where possible) by clearly documenting what our inputs have been. by presenting
results related to availability and unlization, and by then drawing reascnable conclusions
regarding our contributions to the national or regional trends.

EngenderHealth analyzed DHS data for all nine countries for which we developed case
studies. DHS datasets were downloaded from the MEASURE DHS+ website (hup//
www.measuredhs.com/) into SPSS. For all countries, we used the DHS [ smandardized
questionnaire and individual recode data files for analvsis.

* We received technical assistance from Johr Ross in the analvsis of DHS data.
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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 unigue challenges, systems, and
solutions. Together, they show what can be accomplished with sustained support over time,
high-quality technical assistance, and committed local partners.
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BANGLADESH:

INCREASING CHOICE AND METHOD USE
BY REVITALIZING STERILIZATION AND OTHER
LLONG-TERM FAMILY PLANNING SERVICES

FAMILY PLANNING
IN BANGLADESH

TRENDS

The Government of Bangladesh has been committed to famuly planning since the country
became independent in 1971. In the mid-1970s. Bangladesh adopted a broad-based.
multisectoral family planning program. Sterilization was the comerstone of the public
sector program for more than a decade. In the 1980s and 1990s. the government focused
on making a wider range of modemn contraceptive methods available. including Norplant
implants and injectables.

Over its 30-year history, Bangladesh has succeeded in providing greater contraceptive
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 haif from the early 1970s to 20 vears later (from 6.3 to 3.3
lifetime births per woman) constitute a remarkable demographic transition and a pro-
grammatic success.’ Contributing factors include strong. sustained political commitment
to family planning, promotion of a small-family norm. establishment of a widespread
service-delivery infrastructure that reaches the village level. strong technical and
financial support from development parmmers, and increased involvement of the NGO
sector in complementing the government's efforts and resources.

Since its peak in the 1970s and 1980s. sterilization service performance fluctuated and
fell off dramatically in the 1990s. Injectable contraceptives were first offered through
NGOs in 1974-1975 and were added to the national program in 1980—1981: the Norplant
implant was added in 1993-1994. As a result, overall contracepiive prevalence rose.
However, use of sterilization declined. with incidence averaging 60.000 cases per vear
from 1995 to 2000.* Health-sector reform was initiated in 1998 to integrate the health and
family planning directorates of the Ministry of Health and Family Welfare (MOHFW)
and to design and introduce an essential-services package. This marked a change for
family planning and sterilization, which had hitherto been vertical services with dedicated
behavioral change communications (BCC) efforts and service-dehivery resources.

DHS studies show a steady decline in the number of users of stenlization 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 IUD. Norpiant implants and vasectomy each accounted
for only 0.5% of prevalence.

The 1999 DHS showed the public sector to be the pnmary provider of LTP methods
(90% of female sterilizations, 86% of vasectomies, and 90% of IUD insertions) and of
injectables (85%). government fieldworkers were the largest supplier of the pill (45%).

¥ National Institute of Population Research and Training. Mitra and Associates. ORC Mazro 2001, Bangia-
desh Demographic and Health Survey 1999-2000.
* Begum. F.. et al. 2000. Review of sterilization services in Bangladesh. New York: AVSC International
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Table 2. Contraceptive prevalence in Bangladesh,
by method and by year among women in union

| 1993 | 1996 | 1999
Contraceptive methods
Any method 44.6 49.2 53.8
Any modem method 36.2 41.6 43.4
Long-term methods
Female sterifization 8.1 7.6 6.7
Vasectomy 1.1 1.1 05
WD 2.2 1.8 1.2
Norplant implant 0.0 0.1 } 05
Short-term methods
Injectable 4.5 6.2 7.2
Pil 17.4 20.8 23.0
Condom 3.0 3.8 43
% of modetrn method use 224 18.3 15.4
attributed to female sterilization |

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.

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.

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
pot wanted at all. These findings suggest a substantial unmet need both for both
temporary and permanent family planning services,

ENGENDERHEALTH
INPUTS AND ACHIEVEMENTS

16

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
new technologies such as ML/LA 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.
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In the 1970s, we helped establish the Bangladesh Association for Voluntary Sterilization
(BAVS. a local NGO) and gradually developed the national training capacity for
sterilization by providing technical assistance to BAVS, to the National Insutute of
Population Training and Research, to Mohammadpur Fertility Services and Training
Center, to 13 medical colleges of Bangladesh (with UNFPA supporty, and to the
Associate in Training and Management (AITAM) Welfare Organization (the only NGO
sterilization training center in Bangladesh). These EngenderHealth-supported institutions
trained hundreds of governmental and nongovemmental surgicai teams to perform
sterilization and to counsel clients about their contraceptive choices. EngenderHealth
mputs contributed significantly to increased service capacity, which delivered rising
numbers of sterilization services from the early 1970s to the mid 1980s (when incidence
peaked at more than 500,000 procedures per vear).”

From September 1997 to June 2002, EngenderHealth managed the bilateral Quality
Improvement Partnership (funded by USAID), which provided support 10 the National
Integrated Population and Health Program in the NGO sector. This was a project funded
outside of EngenderHealth’s globai CA, but is one that offered lessons lecamed and
capacities 10 subsequent USAID field-support—funded work. The major results were the
establishment of a sustainable quality monitoring and supervision system for NGOs
providing an essential package of services {RTI and ST 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 matenials 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 efficiency.®

To better understand DHS evidence that sterilization performance was continuing 10
decline despite continuing levels of unmet need, the Bangladeshi government and USAID
commissioned EngenderHeaith 1o conduct an assessment with the Ministry of Health and
Farmily Weifare in October 2000 of the availability, quality, and use of sterilization
services. The assessment attributed the declines in part to changes that began in the 1980s
(including increased availability of other family planning methods, greater communiry-
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 part to a deterioration in
the quality of services delivered. and in part to organizational issues (including feadership
and cooperation problems between technical and nontechnical personsel).

Following the assessment, EngenderHealth worked with the government to develop a
strategy and project to revitalize sterilization services. EngenderHealth was then provided
with field support 1o work with the public, NGO, and private sectors 1o increase demand
for and supply of quality sterilization services.

The project (Sterilization and Other Clinical Family Planning Methods Service Delivery
Project) began in June 2001 at 12 subdistnct sites in two districts. Inputs included
planning and mapping workshops at the district and subdistrict levels: training on
postpartumn minilaparotomy, management of complications, IUD insertion. and infection

* Begum, F. et al. 2000. Review of sterilizanon services in Bangladesh. New York: AVSC International.

® EngenderHealth. End of praject report, Quality Improvement Partnership, September 1997—June 2007,
Dhaka. Bangladesh: National Integrated Population and Health Program.

" Begum, F., et al. 2000. Review of sterilization services in Bangladesh. New York: AVSC Intematoral.
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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 services 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 deveioped for the center.

Inputs also included:

s 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 NGOG 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 guality 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

m  Technical assistance to increase service capacity:

O 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

O Trained 120 physicians and 308 nurses and family weifare volunteers in
tubectomy and vasectomy and offered refresher training in IUD insertion,
counseling, and IP

O Provided job aids on long-term clinical methods (NSV, fernale sterilization, the
TUD, 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

0 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

O Established referral linkages with eight secondary-level referral centers

O Assisted in reorganizing services by streamlining logistic supplies, by physically
reorganizing service delivery to ensure privacy, by supporting proper counseling
and peiformance 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 stimuiate demand for ste-

rilization and other clinical family planning methods:

® Disseminated information about the availability of services, plus locations, dates, and
times of services, at the commumty level by field workers
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®  Developed and distributed 2,039.400 leaflets. 1070 Tiahrt posters. and 283 sign-
boards 1o inform the public about available services

s  Supported 212 training and orientation sessions and updated 29.323 health care
workers and other stakeholders, including community leaders, journalists, and NGO
leaders on their knowledge and interpersonal communication skills, to strengthen
client-provider interactions and counteract myths and misconceptions abourt different
methods

®* Organized and supported 138 community-level advocacy meetings that involved
nearly 14,000 community leaders. such as women leaders at the lowest levels of
local government, journalists, and local leaders (including NGO leaders). to promote
activities to increase access to information. to involve men, and to dispel miscon-
ceptions about clinical and permanent methods

With support from the Asia/Near East Bureau of AID/Washington 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
participants’ understanding of informed choice, their attitude and practices. and progress
and problems encountered in implementing their action plans. The follow-up workshop
revealed the following achievements:
® job aids to help clinical providers and field workers better inform chients about their
family planning options were developed.
®  Community meetings were held on sexual and reproductive health topics to increase
public awareness.
Staff onientations were conducted on informed choice and client decision making.
® Health education classes were held for men who were accompanying their wives for
family planning or reproductive health services.
®»  Family planning counseling was integrated into antenatal service delivery.
{See also Section 3—Global Leadership)

Finally, EngenderHealth was able to leverage other funding for work in reproductive
health in Bangladesh. Funding from the Packard foundation supported PAC services in
local NGOs and government maternal and child welfare centers. From July 1998 through
December 2002, we managed a UNFPA-funded project that established training
programs on clinical contraception and RTI and STI case management. From Jupe 2002
through September 2003, we managed a UNICEF-funded project aimed at improving IP
practices at 13 public-sector sites that provide emergency obstetnic services.

RESULTS

INCREASING ACCESS TO AND QUALITY OF SERVICES

Given the success of the imitial pilot of the Strengthening Stenlization and Other Clinical
Family Planning Methods Services Project, the MOHFW expanded the scope of the
project to 19 additional districts, covering 30% of the districts in Bangladesh. Steni-
lization services are now being offered at 153 sites in 21 districts. From FY 2001-2002 10
FY 2002-2003 alone, the number of sites providing sterilization services increased from
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 (a local
NGO supported through an EngenderHealth subagreement).
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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 levels.?

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 (5,164 in FY 2001-2002 and 16,044
in FY 2002-2003) were provided. In addition, 4,819 implants and 20,656 IUDs were
provided in FY 2002-2003.

CONCLUSION

20

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 QL

¥ Data are from the EngenderHealth/Bangladesh management information system and are derived from the
government's monthly performance reporting.
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BOLIVIA:

WORKING WITH THE GOVERNMENT
AND WITH NGOS TO INCREASE ACCESS
TO QUALITY FAMILY PLANNING SERVICES

FAMILY PLANNING

IN BoLIViA

TRENDS

In Bolivia, one of the poorest countries in Latin America, family planning programs have
enjoyed a long history. In the 1970s, however. a national health program that
overemphasized surgical sterilization resulted in many forced sterilizations—particularly
among indigenous women from rural areas. As a result. the government reacted by
restricting sterilization throughout the 1970s and 1980s in all cases except 1o save the
woman’s life.

In the 1980s and 1950s, new national health programs that were designed 10 increase the
method mix in Bolivia and that subsidized all methods of contraception except
sterilization began to make family planning more widely available. In 1987 and 1988. a
government program called “Fight Against Abortion” was instated. identifving family
planning as one of the best options for decreasing abortion rates. In 1989, USAID and
other public health institutions designed the first Reproductive Health Project, 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 govemment. A National
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 service
sites in Bolivia offered a variety of family planning methods. A number of factors have
been working to change this. however, including the Bolivian government’s clear
presence at the ICPD in Cairo. Since then, with the help of CAs and local NGOs. Bolivia
is on its way to ensuring that a varied mix of family planning senvices are available 1o all
who need them at all health facilities.

Though the latest DHS survey conducted in Bolivia is five years old. the three most
recent surveys document an impressive trend (Table 3). From 1989 to 1998, modern
contraceptive prevalence rose by an average of 1.5 percentage points per vear. and total
prevalence rose by two percentage points per year—consistent with rates for most
countries. 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 IUD prevalence rising fastest over the full nine
years. (By 1998, it was twice as prevalent as sterilization.) Traditional method use rose
sharply in the first five years but then fell. while modem method prevaience remained
strong, suggesting a successful substitution of modem for traditional methods between
1994 and 1998.

Among the modemn contraceptive methods utilized in Bohivia from 1989 10 1998, long-
term methods predominated in each survey vear (1989, 1994, and 1998). by 1998, the
prevalence of long-term methods use (18%) 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

T 1989 | 1984 [ 1998
Contraceptive method
All methods 30.3 45.3 48.3
Any modem method 12.2 i7.8 252
Long-term methods
Female sterilization 4.4 4.6 6.5
up 4.8 8.1 11.1
Norplant implant 0 | 0.0 0
Short-term methods
Injection 0.7 0.8 1.1
Pill 1.9 28 3.8
Condom 0.3 1.3 28
Total no. of women in usnion 4,941 5,334 6,649
1o formale storization S 2548

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.

Table 4. Demand for contraceptives among

The sources of sterilization Bolivian women in union

and the IUD (the two most

. 1994 1988
commonly used contraceptive
methods) were encouragingly % *
split between public and pri- Unmet need
vate. For all other modern Space 59 7.0
methods (each relatively little —
used by Bolivian women), Limit 18.3 206
pharmacies were active sup- Total 24.2 276
pliers. Met need
As of 1998, unmet need for S.pa.ce 103 133
contraceptive services in Bol- Limit 34.5 35.0
ivia was high by international Total 454 483
standards, at 28% (Table 4). Total demand for family planning
Given the _sigmﬁcant‘ mnputs Space ] 168 203
of cooperating agencies and —
local NGOs to increase access Limit | 528 556
to and use of a method mix Total L 69.6 75.9
over the past five years, how- % of demand satisfied 65.2 636
ever, this number may have by all methods ' '
since dropped. Total no. of women in union 5,334 6,649
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ENGENDERHEALTH

INPUTS AND ACHIEVEMENTS
EngenderHealth has 2 long history of working with government agencies. local NGOs. and
community organizations in Bolivia to improve the quality and accessibility of voluntary
family planning services. EngenderHealth began working with public- and private-sector
institutions in 1995. focusing on providing technical suppont for voluntary stenlizauon
programs. In 1997, we provided technical assistance to the Bolivian government in the
development of the first norms for tubal ligation. (At that ume. 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 based on
their age, parity, or medical requirements. In 2000. we were successful in supporting 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 assistance 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 medical monitoring.
disseminated national norms, and offered trainings and updates in contracepave techno-
logy, counseling and informed choice. and [P. In partnership with PROCOSI (an umbrella
organization of 24 family planning groups), we developed a Self-Learming Module in
Contraception and Counseling, which was aimed at health service staff who do not have
direct access to training.

Beginning in 1998, in collaboration with a local NGO, the Centro de Investigacién Social
Tecnologia Apropriada y Capacitatién (CISTAC). EngenderHealth provided technical and
financial assistance for a Working Group on Masculinities. We also worked with CISTAC
on qualitative research about male perceptions about heaith services 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 services
for men. including vasectomy, at nine CIES (a local NGO) service sites. 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 broadened our work in
Bolivia to serve as the lead agency for all aspects of contraceptive services. working with
the Bolivian MOH to implement a comprehensive package of quality famly planning
services in both the public and private sectors and supervising all cooperating agencies at
work in Bolivia. Given the issues regarding informed choice in other Latn Amencan
countries (most notably Peru), we also provided assistance on ensuring informed choice
and implementation of the provisions of the Tiahrt amendment as part of our strategy in
Bolivia.

Throughout the CA, EngenderHealth worked to improve the quality of family planning and
reproductive health services at both the national and service-site level. We provided
technical and financial support to the MOH for the development of Nanonal Norms for
Femnale Sterilization, which included a counseling component and a docurnent for informed
consent. We assisted the MOH in developing Technical Procedures for Infection
Prevention in the Delivery of Reproductive Health Services. and were instrumental in
developing National Norms, Protocols. and Technical Procedures for Family Planning. As
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 informed 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 0 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, including creating a contraceptive
method poster for the MOH (to be displayed in ail 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
instrament used in administering Depo-Provera). Besides conducting trainings for
providers in the use of this syringe, EngenderHealth (with support from USAID/Bolivia
and the Bolivian MOH) created a training curriculum and a video for handling the instru-
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.

INCREASING ACCESS TO SERVICES

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 19981999
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 resuits 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,

END-OF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM
FOR VOLUNTARY SURGICAL CONTRACEFTION AND RELATED REPRODUCTIVE HEALTH SERVICES



Figure 6. Total number of sites in Bolivia supported
by EngenderHealth, 19982003
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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 assessed dunng fam:ly planning
counseling, improvements were seen in 15.° (See Section Three, Global Leadership.
p. 65 for more detail on evaluation results.)

INCREASING UTILIZATION OF SERVICES

From 1999 to 2003, the following mix of family planning methods was provided to
clients at EngenderHealth-supported sites in Bolivia: A rtotal of 43.276 clients were
provided with TUDs, 5462 clients received female sterilization services. and 107 male
clients received vasectomy services.

CONCLUSION

Today, a full range of contraceptive methods—including voluniary stenilization for
women and men—is available in Bolivia, and most of these methods are fully covered by
government health insurance.'® Moreover, the ministry’s national standards for
reproductive health care now mandate that providers follow the principles of informed
choice and informed consent, require that health workers offer counseling to therr chients.
and demand that providers respect their clients” basic human rights. EngenderHealth and
our local partners have had major successes in establishing a supportive policy and
program environment for family planning in Bolivia, and a strong service-delivery
network that can serve as a foundation going forward. Given the upward trends in
contraceptive prevalence rates and the diversity of sources for the most common methods
throughout the 1990s, the inputs and accomplishments of EngenderHealth/Bolivia's
varied programmatic activities since 1998, and the longstanding relationship between
EngenderHealth and the Bolivian MOH. the successes over the five-vear period of the
CA indicate that family planning programs have a promusing future in Bolivia.

* C&G Consultoras. 2003. Evaluacion de COPE y Supervision Faciliiadora de EngenderHealth en Seracios
de la Red PROSALUD, Borrador 08-08-03.

'® Through December 2002, all methods were covered for women of reproductive age except for female and
male sterilization. Now, all methods. including female sterilization. are coverad for pregnant women up te six
months postpartum, after which fees are charged for contraceptives.
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NATIONAL SCALE-UP OF LONG-TERM
AND PERMANENT CONTRACEPTIVE SERVICES

FAMILY PLANNING

IN GHANA

TRENDS'!
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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 HIV/AIDS and transmission of STIs.

In 1996, to better address these issues, Parliament enacted the Ghana Health Services Act
and formed a health service-delivery 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
govermnment to focus its resources on the changing and diverse needs of each region.

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
modern contraceptive prevalence [ 1988 | 1883 | 1998

among women currently in union

increased threefold over 10 years, Contraceptive use

from 4.2% in 1988 to 133% in | Any method 128 | 203 | 220

1998. During this same period, | Any modem method 42 1 101 | 133

female sterilization use increased

) Long-term methods

slightly from 1.0% to 1.3%. Over- Cl

all. use of short-terrm methods Female sterilization 1.0 0.9 1.3

increased at a faster rate than use IUD 0.5 0.9 0.7

of long-term methods; the greatest Norplant implant 0.0 0.0 0.1

rise in use occurred  with _the Short-term methods

injectable, the prevalence of which —

increased from 0.3% in 1988 to | 'miection 08 16| 31

3.1% in 1998. Fill 1.8 32 3.9
) Condom 0.3 2.2 27

Contraceptl.ve prevalence trem.is Diaphragm/foam/jelly 0.3 1.2 0.9

can be attributed to a decrease in

unmet need and an increase in ;outar:i:: of women 3,156 | 3,204 | 3,131

the satisfaction of total demand."?

In 1998, unmet need for family | % of modern method use 119 8.9 o8

planning methods was high, at | attributedto : ‘ :

; female sterilization
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+.
12 Total demand is equal [o contraceptive prevalence plus unmet need for il methods.
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ENGENDERHEALTH’S

INPUTS AND ACHIEVEMENTS
Since as early as 1986, EngenderHealth provided technical and financial assistance to the
MOHR/GHS to strengthen family planning services throughout the couniry. 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 1994, USAID awarded to EngenderHealth a CA to increase access to LTP methods
and to improve the quality of services offered in all 10 regions of the country.
USAID/Washington also provided field-support funds through the global CA to expand
the availability of family planning services. This funding complemented the bilateral CA
by supporting special technical assistance requests and oversight from EngenderHealth
headquarters. Field-supported activities ranged from clinical trainings in sterlization
procedures to financial support for clinic renovations to introductions of QI tools such as
COPE and facilitative supervision. Having a long-term program plan with continued
financing was an important factor in this program’s ability to scale-up service delivery. as
it enabled the program to achieve and maintain momentum once the initial foundation
was established.

EngenderHealth’s strategy to increase access was to build capacity in training and
supervision at the regional level, to support expansion of services within the public
sector. We assisted the MOH to establish five regional training centers” serving all 10
regions, to provide clinical instruction on minilaparotomy under local anesthesia
(ML/LA) and on Norplant implant insertion 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 Kingdom." As a result, numerous doctors trained in ML/LA and in insertion
and removal of the Norplant implant left Ghana. and the LTP method program
continuously had to train new staff to keep up with the high staff tumover.

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 minilaparotomy and to insert
and remove the Norplant implant and 41 private practitioners and 399 purses tratned to
insert and remove Norplant. EngenderHealth supported the introducuon of high-quality
no-scalpel vasectomy (NSV) services, to increase availability and to address low
utilization of vasectomy. Seven providers traveled to India for NSV training, and two
providers traveled to Bangladesh for refresher NSV training.

Another essential component of EngenderHealth’s support was mn su-engthenino
the physical infrastructure of clinics, including operating theaters, by funding rmnor
renovations. In 2002-2003 alone, EngenderHealth supported the renovation of 27 clinics'’
in nine regions. The types of renovations undertaken included repainting clinic walls and
constructing partition walls to improve clients’ privacy during counseling sessions and
Norplant implant insertions.

'* In the Greater Accra, Ashanti. Brong-Ahafo. Central, and Eastern Regnons.
"* Boakye, F. 1999. Ghana loses 80% of doctors in brain-drain. News Vision. Africa: Ghana. December 14.
; 7001 . I

July 31 2002,

'* The number of sites, by region, that received funds for renovations include mne clinics in Ashant Region.
three in Northern Region, two in Brong-Ahafo Region. three in Westem Region. one in Eastern Region, one
in Central Region, three in Upper East Region. one in Upper West Region. and four in Grealer Accra Regon.
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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 USAID 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- trained, by topic
related topics, including family planning Topic Number
counseling, IP, COPE, medical monitoring, COPE o4
and integrated sexual and reproductive
health counseling. The regional trainers | Medical monitoring 9 teams
conducted step-down trainings and refresher Facilitative supervision 24
trainings for d¥stnct management teams and Family planning counseling 52
site-level providers.

Infection prevention 26

EngenderHealth also assisted with the

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.

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 University/Population 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.)

INCREASING ACCESS TO AND QUALITY OF FAMILY PLANNING SERVICES

In July 2003, a review of our Ghana program'® 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

¥ Jain, A, et al. 2003, A review of EngenderHealth-supported activities in Ghana. New York.
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family planning methods was available, including at least one LTP method coupled with
a range of temporary methods.

In addition, high-quality services were offered after introduction of IP practices. family
planning counseling, and COPE. Furthermore. we built the MOH's capacity to perform
facilitative supervision and medical monitoring. Twenty-four nurses in supervisory
positions, including deputy directors of nursing services and principal nursing officers.
were trained. During the July 2003 review, management throughout the country embraced
facilitative supervision as an approach that does not blame individuals. They said that
facilitative supervision is having a significant positive impact on the quality of services
they are providing:

“Facilitative supervision has helped me a lot. Supervisors are

challenged to be up to date. People are now happy 1o see me. and

no longer try to hide away. We albwavs have something 10 share.

We sit down and discuss issues. I make suggestions on how staff

can solve their problems " [facility manager]."’

INCREASING UTILIZATION OF SERVICES

EngenderHealth's contributions to Ghana’s family planning program have produced
impressive resuits. During the CA. the number of EngenderHealth-supported sites that
offered at least one LTP family planning method increased from 97 in FY 1998-1999 10
179 in FY 2000-2001 and 1o 250 in FY 2002-2003. This increase in the availability of
LTP methods impacted family planning service utilization. At EngenderHealth-supported
sites, the number of clients choosing Norplant implants or minilaparotorny was 4.400 in
FY 1998-1999 but increased to 14,731 in FY 2002-2003 (Figure 7).'* {See “Section 4:
West Africa, Country Analysis—Ghana™ for an in-depth discussion of service statistics.)

Figure 7. Total number of clients served, by year by method, Ghana
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7 Jain, A. et al. 2003. A review of EngenderHealth-supported activities in Ghana New York.
" Figure does not include vasectomy utilization.
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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 USAID/Ghana. As a result, USAID/Ghana, 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 tubal ligation, the annnal number of which decreased from 3,379 in FY 2001-
2002 10 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 relativety “permanent” method that can be
reversed if their life circumstances shonld change. EngenderHealth will conduct research
in the latter part of 2003 to better understand clients’ perspectives on Norplant implants.'’

CONCLUSION

30

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 STI and HIV/AIDS, prevention and management of abortion
complications, and men’s reproductive health.

' Ghana received an extension of field-support funding under the global CA through December 2003.
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KENYA:

LAYING THE FOUNDATION FOR QUALITY IMPROVEMENT
AND SERVICE EXPANSION

FAMILY PLANNING

IN KENYA

TRENDS

As early as 1967, the Government of Kenya adopted a population policy, at that time
focusing on child spacing. In 1982, it established the National Council for Population and
Development, which was mandated to ccordinate the population program {including
government, NGOs. and donors) and to act as the policy arm of the government. In 1984
the Kenyan government reviewed and revised its policies. focusing on balancing
population size with available resources while at the same time leaving decisions about
family size to individuals. Following the Intemational 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 Nartional Population Policy for Sustainable
Development, which focuses on reducing infant mortality, maternal moriality. and the
total ferulity rate, and on increasing contraceptive prevalence. The paper includes
strategies to address reproductive health and reproductive rights. gender perspectives. and
HIV/AIDS.

According to the 1993 and 1998
Kenya DHS reports, contraceptive

Table 7. Contraceptive prevalence in Kenya,

) method and b r

prevalence reached 39% in 1998 by e
(Table 7). Most prevalence was atri- Contra o me .
buted to modemn contraceptive use, i
which in-creased from 27% in 1993 Any method 37 39.0
to 32% in 1998. The method mix Any modem method 273 315
strates an encouraging pattern, with Female sterfization 55 6.2
substantial use of stenilization, the 0D a2 27
pill, and the injectable. - -

Normpiant implant 0 08
Rehance on female sterilization rose Short-term methods
from 2.6% in 1984 to nearly 5% in Injectable 72 11.8
1989, to 5.5% in 1993, and 10 6% Pl 95 85
in 1998 The service records of - -
EngenderHealth-supported programs Condom 08 13
show that while only 68 women Total no. of women in union 4,629 4834
utilized female sterilization in 1982, * of modern method use
this number rose to more than 6,000  attributed to female sterilization | 20} 197

new users in 1986 at EngenderHealth-
supported sites alone.”'

20 Ruminjo, J.. and Lynam, P. 1997. Fifteen-vear revizw of female stenlization by minilaparotomy under
local anesthesia in Kenya. Contraception 55¢4):245-260.
! Ruminjo, J.. and Lynam, P. 1997. Fifteen-year review of female steril:zation by munilaparotomy under
local anesthesia in Kenya. Contraception 55(4):249-260.
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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 TUD 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 modern 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 '3.5 tltnan among those below it, and 1983 1958
sterilization prevalence rose mast . .
among 40-44-year-olds. (This com- % %
bines movement into that age-group | Ynmetneed
from 35-39-year-olds over the five- Space 21.6 14.0
year period, plus new sterilizations Limit 14.8 9.9
o!)tamed.) Sterilization use was much Total 36.4 239
higher among women with four or
more births four than among those | Metneed
below that level, and its use was Space 9.9 13.4
highest at parity five. Limit 22.9 256
.. . Total 2.8 i
Unmet need to limit future hirths ota - . 3 390
decreased from 15% in 1993 to 10% in | Total demand for family planning
1998, while met need to limit Space 315 27.4
increased fromf23% to almost 26%. Limit 377 355
Total demand for methods to space
.. . Total 69.2 62.9
and to limit future births decreased
from 1993 to 1998 (Table 8). % of demand satisfied by
(T. ) 2l methods 47.4 | 632
By source, use was spread across both Total no. of women in union 4,629 | 4,834

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

32

Since 1982, EngenderHealth has worked with the Kenyan govemment and with NGOs to
provide quality reproductive health care services. 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.

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 JUD. In the late
1980s and early 1990s, we focused our contributions on improving the quality of
reproductive health services, inciuding improving supervision and infection prevention
practices. Furthermore, in partnership with the Family Planning Association of Kenya, we

END-OF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM
FOR VOLUNTARY SURGICAL CONTRACEFPTION AND RELATED REPRODUCTIVE HEALTH SERVICES



pioneered the development of EngenderHealth’s QI approaches and tools. inclading 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 USAID. our main focus in Kenya
was to build institutional capacity for effective and sustainable svstems for QI. supervision.
and service-related training. Our work during the global CA. funded with USAID field-
support funds, was completed in 2000. This work laid the foundation for the bilateral
USAID project AMKENI, which is being led by EngenderHealth.™ The project will span
the period 2001-2006 and is focused on increasing the wtilization of facilitv-based.
integrated family planning, reproductive heaith. and child survival services. mainly in Coast
and Western provinces.

From 1995 through 2000, EngenderHealth worked nationally and regionally to continue
expansion of services and to ensure quality service delivery. On a national level.
EngenderHealth collaborated with MSH and helped the MOH develop a system for
enhancing institutional capacity for coordinated national clinical farmly planning and
reproductive health services. This resulted in the National Implementation Ptan—Kenva
Family Pianning Program of 1995-2000. We also facilitated the development of a national
action plan for scaling up of PAC services in Kenya, which in August 2000 was adopted by
the Kenya PAC working group as the national PAC strategy.

EngenderHealth also introduced the practice of ML/LA. (Minilaparotomy was previously
provided under general anesthesia, a more costly, more time-consuming. and less safe
approach.) EngenderHealth supported the University of Nairob: in training and follow-up
of medical undergraduates in ML/LA and advocated for moving ML/LA services from
operating theaters to procedure rooms: this innovation was adopted at 36 sites.

To further expand access to family planning services. EngenderHealth advocated for aurses
to be able to provide Norplant implants, the TUD. and PAC services. The MOH
subsequently approved a policy allowing nurses and clinical officers to be wrained as
Norplant implant and PAC providers. EngenderHealth supported central training on
implant insertion and removal in Nairobi.

EngenderHealth/Kenya also played an important regional and international role. The
development and widespread dissemination of our QI tools fostered their uptake and
adaptation in many countries around the world. In addition. EngenderHealth organized an
international workshop in Kenya on facilitative supervision and QI in 1999. We also
cosponsored an international PAC conference in Mombasa in 2000. Finally. we supported
training in Kenya for providers from neighboring countries in the provision of LTP
methods (e.g.. Norplant implant provision for Ugandan providers. and NSV provision for
Ethiopian doctors).

At the site level, EngenderHealth supported sites through training in clinical skills, QL and
counseling, through equipping and upgrading procedure rooms. and through providing
financial subsidies to cover expendable supplies. This support was cntical in increasing
access to quality contraceptive services and in building site capacity and readiness to
deliver services. Between 1995 and 1999, access to PLT methods increased. with
EngenderHealth supporting service-delivery sites in all of Kenva's provinces except the
Northeast. EngenderHealth also trained 2.173 providers in clinical skalls. including ML/ A,

2 Parners are FHI, PATH. and InwrahHealth.
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the Norplant implant, the [UD, and vasectomy procedures. IP practices were an integral
component of all trainings. An additional 786 providers were trained specifically in IP.
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.”

From 1995 to 2000, EngenderHealth introduced an array of QI approaches at 110 sites
in Kenya. These included COPE, facilitative supervision, 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 Jocal 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 USAID funding, EngenderHealth sponsored an assessment in early 2000:
Postabortion 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 interviewed 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 10 deter-mine the scope of on-the-job
training and to ensure that only fully experienced providers impart clinical training.

8 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 MV A services, receive
ample attention.

* EngenderHealth. August 2002, Evaluation of the National PAC Expansion in Kenya. October 1999-June 2002, Draft report.

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 “sraduated.” 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
ML/LA 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 80%.%°

 EngenderHealth. 2001. EngenderHealth/Kenya: End of project summary report, 1995-2000.
H EngenderHealth. 2001. EngenderHealth/Kenya: End of project summary report, 1995-2000.
25 Graduated sites had sufficient skills and resources to provide services without external assistance.
* EngenderHealth. 2001. EngenderHealth/Kenya: End of project summary report, 1995-2000.
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Evaluation results from 1999 showed that at EngenderHealth-supported sites. shortages
of family planning supplies and commodities were rare, a full range of methods was
available (with the exception of vasectomy), clinical skills in famuly planning method
provision were good. and IP practices were satisfactory in the case of family planning
care (although not so in maternity. gynecology. and postabortion care).”

With regard to QL the Family Planning Association of Kenva institutionalized the use of
QI approaches. The Christian Health Association of Kenya introduced these approaches.
but a major reorganization in 1998 contributed to inconsistent use. Within the MOH,
despite positive beginnings. the use of QI approaches was hampered by mfrequeant
supervision and monitoring. MOH regional supervisors were overcommitied 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, service delivery improved. particularly in the
areas of family planning counseling, client flow. and IP.*

Table 9. Service utilization data, Kenya, FY 1998-1999 fo FY 2000-2001

FY 1998-1999 | FY 1999-2000 | FY 2000-2001 Total
Female sterilization 5,418 I 4,138 i 1.483 _ 11.049
Vasectomy 141 66 0| 217
Norplant implant 7,207 6,579 | 2845 16.631
Postpartum IUD 250 37 18 305
MVA tor PAC 3,035 2,000 . 578 5613 !

Note: These data come from EngenderHealth's Integrated Mar:agement information Systern.

INCREASING UTILIZATION OF SERVICES

Table 9 shows service utilization data over the years of the CA. Decreases in FY 2000~
2001 were likely due to the closing down of the field-supported program. Data gathered
from 1995 to 2000 showed a 60% decline in the number of clients receiving female
sterilization, Norplant implant, and NSV services from 1995 to 1999, despite a growth
in the number of sites.”” The decline in ML/LA procedures (which make up the bulk of
long-term method service provision) reported to EngenderHealth may partly be explained
by the accumulated demand from an older group of women having been met by
1995-1996. Other possible factors include a lack of data from Marie Stopes Kenya.™
a lack of reports from eight MOH sites, and staff disruptions (such as a doctors’ strike
1994 and a nurses’ strike in 1997) affecting the staff’s willingness to provide services.

CONCLUSION
EngenderHealth has played a critical role in expanding access to LTP methods throughout
Kenya, by means of its financial and technical assistance to in-country partners such as the
Ministry of Health, the Family Planning Association of Kenva, 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 sterilization
prevalence will be 8.5% and will grow to 10% in 2010 and to nearly 12% in 2015.%

*" Beattie. K.. ¢t al. 1999. Kenya Program Evahuation. 1995-1999. New York: AVSC internasiona).
* EngenderHealth. 2001. En genderHealth/Kenva: End of Projeci Saonmary Report 1995-2000.

** EngenderHealth. 2001. Engendertlealih/Kenya: End of Project Summars Report 1995-2000.

* EngenderHealth's service-delivery program with Maric Siopes Kenva ended in September 1995, Thereaiter,
EngenderHealth provided only training and capacity building.

* EngenderHealth. 2002. Contraceptive stenilization: Global issues and trends. New York.
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MALAWEL

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 government 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 Contra-
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 government, 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 “explasion” of contraceptive use
in the eight years ending in 2000 is remarkable. Modern 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 perceni- I 1992 L 2000
age points annually. These are fast Contraceptive method
paces, by international standards. Any Method 13.0 30.6
They also indicate that traditional Any Modem Method 7.4 256
method use has fallen off only a od
little, so there have been clear Long-term ""j'er’ >
gains and little substitution. By far, Female sterilization 1.7 4.7
most of the gains have been for the b 0.3 o1
injectable. Its use rose from 1.5% Norpfant implant 0.0 0.1
of couples in 1992 to 16% of

. -
couples in 2000 (Table 10). The Short-term methods
only other observed gain was for Injectable 18 | 164
sterilization, the prevalence of Pill 22 2.7
which rose from 2% to 5% of Condom 1.6 16
couples, largely in the older age- % of modern method use
groups and among women with attributed to female sterilization 23.0 184

ivi ildren.

larger numbers of living children Total no. of women in union 3492 | 9452
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 quicklv that much of the rise in use 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 “readv” 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 iprivate hospitals and chi-
nics, mission hospitals, and Banja la Mtsogolo). From a policy standpoint. attention to a
fuller method mix is very important, since a two-method program cannot bring unmet
need 1o a low level or prevalence to a high level. Rural services appear to have lagged.
and many couples probably lack access to a method that works for them (or to any
method at all}.

ENGENDERHEALTH’S
INPUTS AND ACHIEVEMENTS

EngenderHealth's main programmatic input in Malawi has been to increase access to and
availability of quality LTP contraceptive methods at selected sites of the Mimstry of
Health and Population (MOHP) and the Chrishan Health Association of Malawi
(CHAM). According to the MOHP's five-year strategy document for LTP methods.
inadequate buy-in from key policymakers and decision makers hindered the success of
these family planning programs. (This was later confirmed by EngenderHealth's facility
assessment, conducted in 1999 ) With our assisiance, the MOHP and CHAM facilitated
several general orientations wn 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 two-day workshop about LTP
methods and reproductive health programs in Malawi was held for 66 individuals.”> An
important outcome of this meeting was the MOHP's increased commitment to support
the program and to incorporate equipment for LTP methods into their budget.

To further increase access 1o family planning services. EngenderHealth assisted the
MOHP and CHAM to train seven master doctor-nurse teamns in ML/LA and Norplant
implant insertion and removal. The trainings consisted of both didactic and pracuical
sessions, with participants attaining exceptional surgical and clinical skills.* During the
five years of the CA, these seven strong teams trained 50 doctor-nurse teams in
sterilization and implant inserion. and they are currently providing clinical services
throughout the country. Moreover, seven clinicians from MOHP, CHAM. and Banja La
Mitsogolo hospitals were trained in NSV in 2000.

In our efforts to improve the gquality of services, we helped the MOHP and CHAM
monitor family planning services available at their sites, as an integral component of
service-delivery 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. 2000. Increasing access to and quality of long-term and permuanent contracepuve methods
in Malawi. Annual report, January-December 2000.
** EngenderHealth. 2000. Increasing access to and quality of long-term and permanent contraceptive methods
in Malawa. Annual report, Janvary—December 2000.
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In collaboration with JHPIEGO, EngenderHealth introduced comprehensive PAC
services at district-level MOHP and CHAM hospitals. Together, EngenderHealth and
JHPIEGO developed a PAC country strategy. training manuals, service 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 private 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 LL.TP methods.
Furthermore, EngenderHealth explored the use of radic 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 tumover 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.

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 tramning
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 Ceniral, Kaungu, Embangweni, and Malingunde)
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 vasectomy users. However. these service
statistics are an underestimate, as obtaining data from the supported sites often proves
challenging. Despite these difficulties, improvements to the data collection system have
been adapted, and the system will continue to be revised.

CONCLUSION

EngenderHealth’s main contributton in Malawi 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 integral part of service management. Historically.
EngenderHealth was the first NGO 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. Stenilizanon
utilization increased to almost 5% in 2000, from less than 2% in 1992. Furthermore. the
prevalence of sterilization is projected to grow to 16% in the next 13 vears.™ However.
with increasing HIV infections, which have ravaged the country and impacted the
availability of health care staff (UNAIDS projects a prevalence rate for 2001 of 15% %),
continuous technical support will be cnitical for further increasing access to and
availability of quality LTP methods.

™ EngenderHealth. 2002. Contraceprive sterilization: Global issues and trends. New York. 2002.
5 UNAIDS. hup//www unaids org/hivaidsinfo/statistics/fact_sheets/pdfs™alawi_en pdf. accessed 8723203
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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 government facilities,
community health workers, and volunteers. Currently, a range of modern contraceptive
methods is available to all, including the pill, the condom, Depo Provera injectables, the
1UD, the Nerplant implant, tubal ligation, and vasectomy.

TRENDS

Nepal has experienced more than
a 10-fold increase in modem Table 11. Contraceptive prevalence in Nepal,
contraceptive prevalence over the by method and by year
past three decades. Prevalence | 1986 | 2001
lr‘lscc;eqse(ilg fgom 3% 15n07 1_97;500“’ Contraceptive method
26% in 1996 and to 35% n 2901 70 To o 285 39.3
(Table 11).°® Nepal's long history
in family planning programs had Any madem method 6.0 354
traditionally focused on providing Long-term methods
sterilization, which accounted f(.)r Fernale sterilization 12.1 15.0
60% of modem preval_encc n Male sterilization 54 6.3
2001, down from 67% in 1996. D 03 v
Total modem contraceptive preva- . - :
lence is relatively high, at 35%, Norplant implant 0.4 0.6
having increased by nine percent- Short-term methods
age points in five years. The pre- Injection 45 8.4
valence of all methods has risen, Pl 14 16
but only use of sterilization and o 1'9 29
the injectable increased signifi- ondom : .
cantly from 1996 to 2001, Total no. of wemen in union 7,982 8,342

% of modern method use

attributed to female sterilization 673 60.2
3 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.
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Patterns of contraceptive prevalence by
age and by number of living children
illustrates expected increases in accep-

Table 12. Demand for contraceptive
methods among women in union in Nepal

tance rates of female sterilization with | 1996 2001
increasing age and number of living % %
children. Slrmlarly: fnjef:table prevalence Unmet ’
reflects greater utilization among older
age-groups, rising from 8% among 20— Space 143 14
24-year-olds 1o about 12% at ages 30-34 Limit 171 164
and 35-39, and then falling off above age Total 31.4 278
40. ant{aceptlve prevglence continues Met need
to be significantly lower in rural areas for - > 36
all modern methods but the ratio of rural Space : d :
to urban use increased from about one Limit . 259 35.5
half to approximately three-fifths from Total ‘285 393
2
1996 to 2001. Total demand for family planning
Increases in modem contraceptive Space . 189 152
prevalence can be attributed to many Limit 43.0 51.8
factors, including increased demand for Total t 599 67.1
fan.niy ;_)lanmng services and ncreased % of demand satisfied | 6 s86
satisfaction of unmet need. Met need for by all methods : - :
all methods rose by 11 percentage points, n
while unmet need fell by only about four Total number of . 7982 8,342
R - women in union

percentage points (Table 12). clearly
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 services became more widely available. the percentage of
demand satisfied by contraceptive use increased to 59% in 2001.

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 senvices 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 supervision and technical assistance in developing, strengthening. and imnproving
service delivery across sites.

PUBLIC-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 Ministry of Health
decided to introduce a strategy to provide a full range of family planning services at
static clinics throughout the year. The purpose of the approach. called “imstitutiona-
lization,” was to decrease reliance on mobile stenlization services, increase method mix,
improve the quality of services. and integrate family planning with other health services.

¥ Kumar, J.. et al. 1999. Nepal baseline assessment report for AVSC International’s Resuits Framework. New
York: AVSC Internauonal.

a1
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EngenderHealth supported the MOH in this strategy by supporting comprehensive family
planning services including permanent methods, at 24 Institutionalized Family Planning
Service Centers in 21 districts. In the initial phase of the strategy, EngenderHealth provided
essential equipment and supplies, as well as funds for new construction and for renovation
of facilities.

In the mid 1990s, the MOH’s 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 mumerous service-delivery 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 evaluation 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 team.” 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 monitoring approaches. In addition,
EngenderHealth provided whole-site training and supervision assistance, identified training
needs and referred people needing tramning to the National Health Training Center, and
coordipated with central-leve] organizations to solve problems.

The Chettrapati Family Welfare Clinic, established in 1994 by EngenderHealth, began as a
model government center to provide high-quality 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
cuidelines. We provided this clinic with ongoing technical, financial, and management
support and assistance. The facility is another example of a joint public-private venture
whete 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 INPUTS

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 Sunsani included essential equipment,
a facility upgrade, training for staff, technical assistance on counseling, IP training, and
improved overall service quality. In addition EngenderHealth staff conducted regular momi-
toring and supervision of the service sites and provided on-site coaching.®

%8 Stanley, H., et. al. 2001. The Quality of Care Management Center in Nepal: Improving services with limited
resources. A VSC Working Paper No. 13, New York: AVSC International.
* In 2002, we ceased support of FPAN due to the reinstatement of the Mexico City clause.
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In 1992, EngenderHealth helped the Nepal Fertility Care Center initiale two private-
sector programs: Pariwar Swastha Sewa Network and the Sangini program. The Sangini
Pro-gram® introduced Depo Provera through a network of nurse-paramedic providers at
private pharmacies. Under this program, EngenderHealth supported 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 Network is a
network of 156 private medical providers in 13 urban areas focused on expanding and
tmproving family planning services. EngenderHealth provided technical support w 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 network with
social marketing system.

EngenderHealth provided financial and technical support to the United Missions of Nepal
to improve the quality of family planning services through three hospitals located in Amp
Pipal, Okhaldhunga. and Tansen. These hospitals offer temporary and permanent family
planning methods and other reproductive health services year round. Training non—family
planning providers has allowed family planning services to be integrated into other
clinical and outreach programs, including comprehensive PAC services and community
health programs. A supervisory and moniloring system was also created to ensure
continuous QI

RESULTS

INCREASING ACCESS TO AND QUALITY OF SERVICES

In support of our efforts to ensure greater access to and avalability of family planning
services, EngenderHealth trained and supported a cadre of health care professionals in
family planning methods and counseling services. During the life of the CA, we supported
the training of 70 providers in minilaparotomy and 49 providers in NSV. Furthermore, to
expand the contraceptive method mix, we trained 110 health professionals in Norplant
implant insertion and removal and 132 health professionals in the provision of injectables.
In addition to clinical trainings, EngenderHealth trained 99 providers in family planning
counseling and 694 providers in general family planning counseling 1o increase client
access to quality counseling services. These providers were available 10 provide services in
259 sites in FY 2001-2002.

EngenderHealth has made significant contnbutions to improving the quality of family
planning services in Nepal. We trained 331 individuals in QI methods, including COPE for
Farmly Planning and whole-site training, and we trained 277 individuals in IP approaches
during the CA. In addition, at the nationat level, we supported the Familv Health Division
in its efforts to develop the National Medical Standards for Family Planning. VSC Mobile
Outreach Guidelines, and the Family Planming Service Delivery Policy.

In 2001, EngenderHealth conducted a client satisfaction study on services provided
through institutionalized family planning service sites.*’ Figure 8 shows the percentage 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 service-

* The Sangini Program was a collaborative atliance with the Nepal Contraceptive Retail Sales Company and
the SOMARC project. Sangini is the Nepali brand name for a three-month injectable and iranslates to
“femnale friend” in Nepali.

* EngenderHealth, Quality of Care Management Center/Familv Health Division. Nepal. 2001, Clients” views
towards family planning services af instinaionalized family planning service sites in Nepal.
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Figure 8. Percentage of clients who received
the following types of information during counseling
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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.* Findings of the study included that 95% of female respondents
understood that the operation they received was permanent. Clients’ suggestions for
tmproving 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 mice and
welcoming (10%). Findings were utilized for program improvement efforts.

From 2002 to 2003, EngenderHealth supported four in-depth 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 inforrnation that will assist family planning program managers in
understanding the strengths and weaknesses of service delivery and to increase its quality
and effectiveness.”

INCREASING UTILIZATION 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

42 Kaufman, A., et al. 2001. Enhanced monitoring of mobile outreach sterilization services: client perspec-
rives. (Nepal)

* New Era, Norplant Acceptance & Use Patterns in Nepal, June 2003, IUCD Acceptance & Use Paiterns in
Nepal, June 2003; Depo-Provera Acceptance & Use Patierns in Nepal, June 2003; Pill Acceptance & Use
Patterns in Nepal, June 2003,
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108.000 clients were served various permanent, long-term. and short-term family planning
methods. ™ Specifically, from FY 1998-1999 to FY 2002-2003, a total of 21.253 clients
selected sterilization, including vasectomy. (See Section 4: Asia and Near East. page 101.
for an in-depth discussion of Nepal's service statistics.)

According to the 2001 Nepal  Table 13. Percentage of district hospitais in Nepal

DHS, 86% of current contra- supported by EngenderHealth, by subregion
ceplive users in union reported Nomber | -
the source of female sterilization of district ' supported by
as the government—42% a go- | Subregion hospitals , Engendertieatth
vernment hospital or clinic and | Mountain
41% mobile clinics. Use of ; Eastem Mountain 3 . Q
fem;l: ;ten!izatign washhlgh;‘st :  Central Mountain ' 0
in t erai region, where the -
majority of EngenderHealth's ‘E ‘Wesiem Mountain 2 g
supported district hospitals are __Hil
located. Out of the 21 districts | Eastem Hill 7 0
supported by EngenderHeaith, Central Hill 17 35
15 (7]%) were in the Teral Waestemn Hill 10 20
(Table 13). Anecdotal evidence Mid Westem Hil 6 0
suggests that these facilites ,
have seen tremendous improve- Far Western Hill 4 o
ment in the quality of family Terai
planning services in the past five ~~  Eastemn Tera: 7 57
years, in terms of provider Centrat Terai 8 63
competence, regularity pf servi- Westem Terai 5 60
ces, quz}hty of counseling, and Mid Western Torar 3 o
IP practices. -

Far Westem Terai 4 50

CONCLUSION

During the span of the CA, EngenderHealth had an ongoing and substantial presence in
Nepal.** We increased access to and availability of family planning services. improved the
quality of available services, generated demand for contraceptive methods. and increased
the utilization of contraceptives. The rise in sterilization use illustrated by the DHS survey
is consistent with EngenderHealth’s contributions over many vears. especially during the
period 1996-2001. Our success in Nepal is also attributed 1o the good working relationships
and close partnerships with the Ministry of Health, local NGOs, and the private sector. As
Nepal enters the 21Ist century, the solid foundation for expanding quality reproductive
health services will bridge the existing gaps in family planning need.

* This number excludes the number of clients served at the 24 IFPS sites. as these numbers are reflected in
the nationai HMIS. USAID requested that EngenderHealth not include these numbers 1n our reportirg, as
USAID used a different mechanism 1o repont family pianning achievements in the public sector using HMIS,
USAID's target was to achieve an annual 10 % increase in couple-vears of protection in Nepal. which was
achieved.

* In 2002, EngenderHealth became 2 subcontractor to JS] under U'SAID/Nepal's brlateral project. the Nepal
Family Health Program.
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PHILIPPINES:

AFFECTING PoOLICY, AVAILABILITY, QUALITY,

AND UTILIZATION OF FAMILY PLANNING SERVICES
AND SERVICES RELATED TO PREVENTING

AND MANAGING ABORTION COMPLICATIONS

FAMILY PLANNING
IN THE PHILIPPINES

TRENDS

46

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) faunched 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 fivelihood generation; in 1987,
government policy recognized the “interrelationships among population, resources, and
environmental factors.”* 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.

As of 2002, the population in the Philippines was 80 million, and that number grows by
almost 1.7 million per year.” The overall contraceptive rate as of 2001 was 49.5%.”
Modern method use remains relatively low, due to widespread use of natural family
planning and traditional methods.” 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,
ummmet need to limjt future births decreased from 14% to 11%, 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.

* hitp://www.globalink.net.ph/~popcom5/history.htm

a http:/fwww.globalink.net.ph/~popcom5/history htm

* hup:iwww.popcom.gov.ph/Agency_Mandate htm

* hup:fwww.usaid-ph.gov/health_usaid.htm

* Family Planning Survey, Final Report 2001, National Statistics Office, the Philippines.

31 Senler, P., et al. 2002, Evaluation of the EngenderHealth Cooperative Agreement, 1998-2003. Appendix D.
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Table 14. Contraceptive prevalence in the Philippines, by method and by year

Method 1995 1996 | 1997 | 1998 1999 | 2000 | 2001
{FPS) (FPSi | (FPS) | (NDHS) | (FPS) | {FPS} | (FPS)
Any method 50.7 48.1 47.0 46.5 493 | 47.0 | 495
Any modem method 25.5 30.2 30.9 282 324 4§ 323 | 33.1
Pill 11.2 11.6 12.5 9.9 131 13.7 | 141
IUD 3s 37 | 30 | 37 34 | 33 | 33
Injection 06 . 16 20 2.4 27 | 25 | 28
Diaphragm/foam/elly/cream - - 0.1 - 0.1 - -
Condom 11 i 1.6 1.7 1.6 1.7 13 1.7
Fernale sterilization 89 | 1086 10.6 10.3 107 | 106 ; 105 |
Male sterilization 0.1 0.2 02 0.1 0.1 0.2 0.1
Mucus/Billings/ovulation 0.1 0.1 0.2 - b 0.1
Temperature - P - - - - -
Lactational amenorrhea method) - 0.9 08 - 0.5 0.5 0.4
Any traditional method 252 179 ° 16.1 18.3 169 | 147 | 164 |
Calendar/Rhythm 18.4 103 97 8.7 96 ' 95 | 104
Withdrawal 56 6.9 59 8.9 6.7 4.8 5.6
Other 0.4 0.7 0.5 0.8 06 0.4 0.4
No method 493 51.9 53.0 53.5 507 {530 | 505 ¢
No. of women {in 000s) | 10,410 - 11088 10,585 8.336 11,087|11.031111.300

Source: Family Planning Survey, Final Report 2001, National Smatistics Ofice

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. EngenderHealth helped to establish
sterilization and other family planning services in several large hospitals in the early
1970s. Throughout the subsequent decades. EngenderHealth worked with the DOH and
with LGUs to build their technical capacity in sustainable ways. including through
establishing regional ML/LA 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 cuwicula. 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 10 1999, EngenderHealth provided technical and financial assistance on
voluntary sterilization and family planning counseling to the DOH at the national and
regional levels, to selected LGUs under the Local Government Unit Performance
Program (LPP), and to selected NGOs under the Technical Assistance to NGOs I
{TANGO II) project. The assistance was part of the USA[D-supported Integrated Family
Planning and Maternal Health Program (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.”

EngenderHealth provided critical technical assistance to the LGU project en 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 ML/LA and family planning counseling, to ensure
informed choice and informed consent. The inforrned 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 IP

Establishment of a Quality Assurance Team at the provincial level

Establishment of a Quality Assurance Committes 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 ML/LA.

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 cumriculum 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.

32 Scherzer, M. 2003. A review of EngenderHealth’s USAID supported work in the Philippines,
1998-2003.
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Also, beginning in late May 2003, full-page advertisements on NSV featuring two
satisfied vasectomy users, or “champions” (the incumbent governor of Cagavan 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 govemor’s testimony was produced as an
mtroduction for open forum on NSV. In Manila, a hotline on NSV was 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 1o establish PAC
services. This work began in 2000 with funding from the David and Lucile Packard
Foundation. In 2001, EngenderHealth/Philippines received funding for PAC services
from USAID/Philippines and in 2002 received USAID/Washington special initiative core
funds to further expand the program. Our technical assistance has included training
providers in the clinical management of abortion complications (including the use of
manual vacuum aspiration. or MVA). in IP, in counseling. 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 1o 1999. EngenderHealth helped private hospitals provide sterilization
(bilateral tubal ligation and vasectomy) for paving clients through the TANGO II
project.” The assistance included training service providers in ML/LA and counseling.
upgrading the surgical spaces of service sites, providing technical asststance to strengthen
linkages within the hospital and with the outside community to improve referral of
voluntary sterilization clients, and implementing a quality assurance systam designed to
ensure continuous QI in the family planning program.

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, matemal 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 department of obstetrics and
gvnecology acting as the lead unit. From January through September 2002, five of the
original eight private hospitals continued 1o receive assistance to strengthen the
marketing and promotional activities for improving utiiization of the centers’ services.
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 were trained in and
followed-up in the appropriate use of these tools, which included a community-based
management information system (used in the community), a company-based infonmation
system (used in local companies and other institutions). and a family planning-
reproductive health assessment form (used for inpatients and clients seeking other health
services within a hospital}.

MATERIALS
Over the course of our work in the Philippines. EngenderHealth developed 20 materials
with the DOH and other agencies. These included a trainer’s manual in ML/LA, guidelines

* TANGO Il is the Technical Assistance for NGOs program. managed by John Snow. Inc. {JSI.
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for ML/LLA, 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 monitoring manual, and a facilitative supervision
trainer’s guide.

INCREASING ACCESS TO AND QUALITY OF SERVICES

From 1998 to 2003, EngenderHealth helped 185 public-sector hospitals provide femaie
and male sterilization services (Table 15). These hospitals continned to provide services
through 2003.>*

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

No. offering
female
sterilization
services

No. offering
male
sterilization
services

No. of
hospitals

DOH-retained hospitals 28 28 2
143 143 5

LGU hospitals

Municipal heaith offices 14 4 12

Overall, the number of public- and private-sector sites supported by EngenderHeaith
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,

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 ML/LA 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 44 trainers and 407
service providers were trained in ML/LA, 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.

In addition to family planning-related training, EngenderHealth’s introduction of PAC
services inciuded 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.

INCREASING UTILIZATION 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.

3 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.
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Female sterilization peaked in FY 1999-2000, at 28.762 cases.”® Between June 2002 and
March 2003, the 12 LGUs that were developed as outreach sites for itinerant voluntary
sterilization teams provided nearly 12.000 clients with stenlization services.

With funding from both USAID and non-USAID sources, between 2000 and 2003. pearly
27.000 women were seen for PAC services; 22% were treated using MV A equipment. 82%
were counseled about family planning, and 43% left the hospital with a contraceptive
method. The number of clients who were treated with MV A, who were counseled, and who
received a family planning method steadily increased each year.™

Table 16. Number of services provided, by type of service,
according to fiscal year

FY FY FY FY FY
1958-19599 | 1999-2000 | 2000-2001 | 2001-2002 ; 2002-2003 Total

Female sterilization 27,200 28,763 11,554 10.039 34352 81.008

Vasectomy 130 160 0 196 ; 448 934

o 0 3,701 0 0 0 701

PAC 0 0 6.400 9321 ' 11.081 | 26812
* Total | 112,455
PoLICY

EngenderHealth was also influential in addressing an amray 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 52000 Jan. 4, 2000: Implementing Guidelines
for Strengthening the Training in ML/LA for Resident Physicians in Obstetrics
and Gynecology in all DOH-Retained Regional Hospitals and Medical Centers.
Under this administrative order, a minimum number of 40 interval ML/LA cases was
added as one of the completion requirements for all physicians undergoing the ob-gyn
residency training in all 32 DOH-retained hospitals. Implementation of the order is
helping to ensure that a greater number of specialists will be competent in the DOH-
approved standard local anesthesia technique. Since August 2000. EngenderHealth
provided technical assistance to 23 DOH-retained medical centers and regional hos-
pitals, training 47 trainers in sterilization procedures. The order was formulated follow-
ing consultations between the DOH, EngenderHealth, and the involved hospitals.

=  DOH Administrative Order No. 45-B 52000 July 21, 2000: Strengthening the Pre-
vention and Management of Abortion and Its Complications (PMAC) Services in
the Philippines. This administrative order legitimized PMAC as a needed and viable
service. It paved the way for the implementation of PMAC senices at four pilot sites.
including two DOH-retained hospitals, one LGU hospital, and one private hospital. The
administrative order states that by the end of 2004, services should be available i
50 DOH-retained hospitals; EngenderHealth helped the DOH establish PMAC services
in 15 hospitals.

55 Between 1995 and 1999, EngenderHeaith directly supported hospitals through 72 subagreements. These
subagreements required quarterly reporting of financtal and programmatic (i.¢., service) statistics. When the
subagreements were phased out. we no longer had the same leverage with those facilibes to obtain senvice
statistics. At the close of this global CA. 78 hospitals still provided EngenderHealth with data

* EngenderHealth/Philippines MIS.
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® DOH Department Order No. 34-D 52001 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
fernale 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 Outreach/Itinerant Teams
for Voluntary Sterilization Services. One result of the decentralization that took place
in 1993 was a decline in access to sterilization in many parts of the country. This
administrative order aimed to address hmitations 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
instrumentat in assisting the DOH in the organizational design of the itinerant teams,
including identifying minimum standards for facilities and equipment required for
ML/LA and NSV services.

s DOH A.QO. No. X, 2003: Implementing Guidelines for Provision of Family Plan-
ning Voluntary Sterilization Services. This administrative order is designed to further
support earlier efforts to expand access to sterilization 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 Program 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
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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 21.5% 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 child,”® contraceptive prevalence is stagnant, and the
potential for an HIV/AIDS 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 report (July 2003}, the administrative order was still under review by the DOH.
%8 EngenderHealth. 2002. Contraceptive sterilization: Global issues and trends. New York.
* http://www.usaid-ph.gov/health_statistics.htm
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TANZANIA:

FORGING NEW APPROACHES TO QUALITY IMPROVEMENT
AND TO EXPANSION AND DIVERSIFICATION OF SERVICES
WITHIN THE GOVERNMENT AND NONGOVERNMENTAL SECTORS

HISTORY OF FAMILY PLANNING
IN TANZANIA

TRENDS

The Family Planning Association of Tanzania (UMATI) was established 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
integrated Maternal and Child Health program. At that ume. modem 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. both the government
and NGOs provide family planning services under the RCHS.

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

According to DHS data, use of any modern 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:
Femnale sterilization usage rose from 1.6% to 2.0%. Norplant imptant use rose from 0.0%
to 0.1%, and IUD use remained stable, at 0.4%. This can be atnbuted to the low priority
given to family planning and LTP methods over the vears by the govemment, and
possibly also is due to the rise in and availability and populanty of hormonal methods,
particularly injectables. 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 1% to 3%. These data suggest both a demand for and an unmet need for family
planning services, which would require concerted efforts 10 improve access to and quality
of the family planning services provided in the country. The ratio between modem
prevalence and total prevalence has changed little (2/3 modem) across the three surveys
since 1992. The diversity of method use is encouraging: Stenlization. the injectable, the
pill, and the condom each has a significant role in the mix.

% Riwa et al. 2000. A report on the review of long-term and permanent contraceptive methods and qualiry
improvement program in Tanzania. Tanzania: Reproductive and Child Health Sect:on.
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Table 17. Contraceptive prevalence in Tanzania,
by method and by year

1992 1996 1999*
% % %
Contraceptive method
All methods 10.4 18.4 25.4
Any modern method 6.6 13.3 16.9
Long-term method
Female sterilization 1.6 1.8 2.0
i luD 0.4 0.6 04
i Norplant implant 00 { 00 | 01
i Temporary methods
Injectable 0.4 4.5 6.3
Pill 34 55 5.3
Condom 0.7 c.8 2.7
Total no. of women in union 6,038 | 5411 | 2,653
% of modern method use attributed
to femaie sterilization 24.2 14.3 11.8
% of modern method use attributed
to injectable 6.1 33.8 37.3

"Interim survey.

The use of modern 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 modemn methods was highest among women aged 20-24, at 20%. Modemn method
use steadily increased among women with one or more living children from 1992 w 1999.
A look at modern 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 modern method, an increase of 19 percentage points from 1992. Modemn
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 less-educated groups.

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.

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 modern
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).
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ENGENDERHEALTH'S

INPUTS AND ACHIEVEMENTS
In close partnership with the MOH, with NGOs, and with faith-based organizations.
EngenderHealth helped to improve the availability of quality 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 Family Planning Unit (now the
RCHS) to advocate among key government officials, politncians, and religious leaders
for the development of a country policy and strategy on family planning. In addinon.
EngenderHealth collaborated with Intrah and with local NGOs (including UMATD to
help the MOH develop a family planning training strategy. family planning standards and
guidelines, family planning training curricula, and PAC cumicula.

EngenderHealth’s work in Tanzama took place in four phases: initial program introduction
and expansion (1984-1992); continued expansion, with a focus on improving management
and supervision of services (1993-1997); further expansion and diversification of services
{PAC, working with Marie Stopes) (1998-2000); and a shift 10 working directly with the
Directorate of Hospital Services (2001-2003).

From 1984 through 1992, EngenderHealth supported training in ML/LLA, introduced
COPE, and introduced NSV. By 1992, EngenderHealth was supporting 16 service-
delivery sites. From 1993 through 1997, EngenderHealth conducted an assessment that
identified problems in management and supervision, training, services, and supplies. The
assessment recommended strengthening supervision through teams to act as catalysts to
strengthen service provision at the site level. In response. EngenderHealth held five
national facilitative supervision workshops and helped to establish seven “area teams™ to
provide decentralized supervision around the country. During this time. we also began to
shift to on-the-job training rather than centralized training. introduced inreach to improve
access to family planning services within sites, introduced the annual QI 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 regions in
facilitative supervision and COPE, began area management workshops, and the area
teams began to orient district health management teams 1o supervisory 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, both in Kenva. By
1997, EngenderHealth was supporting 101 service-delivery sites.

From 1998 through 2000, EngenderHealth supported the Tanzania pregram to expand
LTP contraceptive services through private not-for-profit organizations such as UMATL
Marie Stopes Tanzania, (and later, in 2002, the Seventh-Day Adventist Church, and the
Evangelical Lutheran Church of Tanzania), and through work with the Directorate of
Hospital Services. We also worked to transfer supervisory responsibilities to distnct
heaith management teams within the MOH. EngenderHealth continued 10 introduce and
refine QI approaches and tools, including COPE, facilitative supervision and medical
monitoring, whole-site training, inreach, the Quality Measuring Tool, and the Cost
Analysis Tool to improve the management and continuous improvement of service
quality in all of the health facilities participating in the program {see below).
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EngenderHealth conducted five facilitative supervision workshops at the area level® 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 interest 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 Tocel 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 basis.

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 staff’s use of client fees to purchase emergency
drugs

= 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 maintzining motivation and
enthusiasm for the QI process and for targeting specific areas requiring attention.

* Dohlie. M.-B.. et al. 1999. Using practical quality improvement approaches and 1o0ls in reproductive health services in
East Africa. Joint Commission Journal on Quality Improvement 25(11):574-587.

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.

8! UMATI divided the country into areas, which are larger than the country’s regions.
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RESULTS

In response to these recommendations, in June 2002 the MOH moved the LTP methods
program from the RCHS in the Directorate of Preventive Services to the Directorate of
Hospital Services. EngenderHeaith signed a five-year memorandum of undersianding
with the MOH to facilitate smooth planning and implementation of the program.
inciuding PAC services. Management of sites in six regions—Arusha. 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, Innga, Mbeya, Kigoma, Shinyanga. and Lindi. The MOH (as the man
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 supported a PAC pilot study from 1996 through 1999 n three
Tanzanian regions (Morogoro, Dodoma. and Kibaha) as part of an overall effort 10
improve reproductive health services in these three regional hospitals. The study revealed
the importance of a comprehensive and integrated approach to PAC services, to prevent
the sustainability challenges faced in 11 sites that had tried introducing PAC services
(primarily MVA) in 1992.%> The study results led to recommendations for scaling up
PAC and family planning services in other health facilities: 1n 1999, 24 master trainers
were trained and a baseline assessment was conducted at 29 new sites for comprehen-
sive PAC services. In 200!, the PRIME II Tanzania work plan was drafted with RCHS.
and EngenderHealth was assigned a lead role in implementing comprehensive PAC
services.

Under the current CA, in 1999 EngenderHealth conducted focus groups with men in
Maswa and Tukuyu districts, 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 training NSV providers. In FY 2001-
2002, a total of 50 providers were trained in NSV. and in that same year the number of
vasectomy clients was double that of the two previous years.

Throughout the CA, EngenderHealth supported a wide array of training for service
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.

INCREASING ACCESS TO SERVICES

EngenderHealth worked n 21 regions of the country and supported. on average, 51% of
eligible sites (both public and private) in each region.” thus greatly increasing access to
LTP methods of contraception.

The number of sites providing surgical contraception services (both male and female) on
an outpatient basis increased from 18 in 1993 1o 127 (109, sites plus 18 outreach sites) in
2002. From 1988 through 2002, a total of 5.340 health professionals were trained in
various family planning and other reproductive health skills (3.528 since 1998). Of those
trained in the past five years, 2.278 providers were trained in various reproductive health
clinical skills and 1,250 were trained in QI. MAP. and [EC topics.

2 Rukonge. A. et al. 1999, Improving postabornon care services in three Tanzania hospitals, final evaiuation
** Predominantly Catholic regions were less interested in the program. given its focus on LTP methods.

S7
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Table 18. Number of providers trained per year, 1998-2002

FY FY FY FY FY
Training topic 1998~1999 | 1999-2000 | 2000-2001 | 2001-2002 | 2002-2003* Total

Femaie sterilization 61 32 46 62 28 229
Vasectomy 6 5 29 | 50 17 107
R moval 52 39 62 38 21 212
IUD insertion/removal 0 g 19 0 0 28
Injectable 0 0 14 0 0 14
PAC o} 125 10 0 18 153
Ejﬁ;’éﬁg”""”g 98 178 62 19 20 a77
General family 0 0 113 71 0 184
planning information

Maternity/postpartum o] 0 0 33 0 33
STIRT 0 37 2 0 0 39
Infection prevention 38 99 573 175 17 902
Ql 54 170 729 247 41 1241
MAP 0 0 5 0 0 5
IEC 0 0 4 0 0 4
Total 308 694 1,668 695 162 3,528

*FY 2002-2003 includes data only from July-December 2002.

INCREASING QUALITY OF SERYICES

A study of the quality of family planning services from 1995 to 1999% measured the
results of efforts to strengthen the provision and supervision of farmily 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 FY 2000-2001 to FY 2001-2002
1s due to the cessation of support to Marie Stopes Tanzania in June 2001 (as a resuli of
the reinstatement of the “Mexice City clause”) and to a shortage of Norplant implants.
However, in the year following the shift of program menitoring and management from

™ Bradley. J., et al. 1998, Quality of care in family planning services: An assessment of change in Tanzania
1995/6 10 1996/7. New York: AV SC International; and Bradley, L., et al. 2000. Family planning services in
Tanzania: Results from a project to improve quality, 1996-1999, New York: EngenderHeaith.
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Table 19. Number of clients served, by year and by method, Tanzania

FY FY FY FY FY 1
1998-1999 | 19592000 | 2000-2001 | 20012002 | 2002-2003 Total

Female sterllization | 12,933 | 11961 | 10,189 9283 | 12456 | 56822
Vasectomy 176 38 39 92 74 | 419 |
Norplant implant 5,977 7.943 6.934 2.271 2931 | 26056
IUD 1,933 1,039 1,001 498 956 5427

| PAC : 0 0 1,721 1,323 4810 7.854
Injectable 60,639 53,999 40,710 23.188 | 114262 | 292798
| Total | 81,658 | 74,980 | 60,594 ' 36655 | 135489 . 389,376

UMATI to the Directorate of Hospital Services, the number of LTP method clients who
were served increased by nearly one-third and the number of PAC chients increased more
than twefold.

CONCLUSION

EngenderHealth has made tremendous contributions to the family planning program in
Tanzama. EngenderHealth has contributed significantly to the nsing number of women
and men using LTP methods and other reproductive health services in Tanzania through
long-term technical assistance to the MOH and to NGO and private-sector health facili-
ties. Delivery of LTP methods is entering a new phase in Tanzama. with the MOH
(particularly the Directorate of Hospital Services) taking on full ownership of the
program and with increased decentralization of management and financing of LTP
methods 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 2 level of unmet need of
22%, there will continue to be 2 need for strong support to the fronthne service providers
to meet the demands for reproductive health services.

** EngenderHealth. 2002. Contraceptive sterilization: Global issues and trends. New York.
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TURKEY:

INCREASING ACCESS TO QUALITY SERVICES
THROUGH INNOVATIVE PROGRAMMING

FAMILY PLANNING

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 (1920—
1922). In the late 1950s, the government began to reverse such policies and to address
soaring fertility rates. In 1965, a law officially mandated the availability of modern
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 government legalized sterilization, although the
MOH and its partners did not promote it until later in the decade. Under the same
legislation, the government also legalized abortion on demand by obstetrician-
gynecologists (ob-gyns) and allowed general practitioners, nurses, and midwives to insert
IUDs. Later that same year, the Turkish Assembly passed 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
g Y p pp

modem methods to clients (56%)

and was the source for three- Table 20. Contraceptive prevalence in Turkey,

fourths of sterilizations, for 72% by method and by year,

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

and 26% of condoms and pills, Actual

respectively. 1993 1998 change*

All methods

In 1998, the total demand for All methods 62.6 63.9 +1.3

family planning was 76%; unmet Any modem method 345 377 +3.2

need (10%) was low, and contra-

ceptive use (64%) was high. Long-term methodst

Nevertheless’ ‘Iadiuonal methods Female sterilizaticn 2.9 4.2 +1.3

made up almost half of the total D 18.8 19.8 +1.0

contraceptive  prevalence rate, Injections 0.1 0.5 +0.4

with withdrawal being the most Short-term methods

commonly used method. Table 20 :

shows that TUD users accounted Pills 49 44 -0.5

for the largest proportion of Caondom 6.6 8.2 +1.6

moderm method use throughout Vaginal methods 1.2 0.6 0.6

the 1990s. From 1993 to 1998, the *Absolute percentage difference.

preva]ence of modem methods tAlthough male sterilization is provided in Turkey, its use is too

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

points, largely attributable to an increase in female stenlization and condom use. A

significant proportion of prevalence increases occurred among 35-39- and 40-44-year-

% Unless otherwise noted, the data for this section come from the DHS.
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olds, among whom one in 14 women reported sterilization use. The abortion rate declined
from 24 per 100 pregnancies in 1988 to 14.5 per 100 in 1998.*” and maternal montality
declined from 207 deaths per 100.000 live births in 1980° to 55 per 100.000 in 1995.%

ENGENDERHEALTH’S

INPUTS AND ACHIEVEMENTS
EngenderHealth worked in Turkey from 1974 to 2002 to increase access to quality LTP
methods {male and female sterilization, long-acting hormonal methods. and the [UDi.
Throughout these three decades, the EngenderHealth program progressed through four
phases. During the first phase (1974-1986), EngenderHealth advocated for medical
professionals to accept and promote sterilization as a family planning option for their
clients. In the second phase (1986-1993). as acceptance of stenlization grew. we signed
agreements with the public sector to introduce clinical and counseling training programs
and to provide health professionals with accompanying client communications materials.
During this seminal period, EngenderHealth opened its country office {1993) and laid out a
formal strategy to increase access to quality LTP family planning options and to link family
planning services to the postabortion and postpartum penods.

During the third phase (1993--1998), EngenderHealth worked to convince policymakers
and health practitioners to create a supportive policy environment for quality and informed
choice through the uvse of research results and pilot projects. As they gained support,
EngenderHealth worked to institutionalize in-service training programs and to develop
innovative Turkey-specific service delivery models, including the “freestanding clinic™ and
postabortion and postpartum family planning programs. Finally, EngenderHealth worked
with the MOH to lead stakeholders in developing a hormonal method strategy that resalted
in the inclusion of injectables in Turkey’s current family planming method mux. In the final
phase of the program (1998-2002). EngenderHealth worked to institutionalize the
postabortion and postpartum family planmng components and to ensure the sustmnabllm
of male and female sterilization training in residency and in-service training programs.”

During the period of the CA (1998-2003), EngenderHealth was funded through held
support from the U.S. embassy”' at approximately $600.000 to $900.0000 per year. During
this time, EngenderHealth worked with the public and private sectors under USAID's
phase-out plan to institutionalize the in-senvice and preservice traming programs and to
expand to new provinces the postabortion and postpartum initiatives that they had pilot-
tested with their partners. In March 2002, after 28 vears in Turkey. EngenderHealth closed
its offices in tandem with the end of U.S. support to the Turkish family planning program.

EngenderHealth’s approach to programming during the late 1990s focused on increasing
people’s access to services by building the capacity of providers 1o deliver LTP methods

7 USAID. 2002. Reproductive bealth and family planning assistance to Turkey: 1990-2002. page |1
Washington, DC.

* Bryan, P. J.. and Senlet, P. 1990. Turkey: Population assessment. strategy and actior: plan recommendations
for USAID assistance: USAID assessment visit report. USAID Asia Near East Bureay (ANE/TR/AHPN]).

* WHO Revised 1995 Estimates of Maternal Monality thup-f/www3 who.int/whosis)

* For a more in-depth discussion of the EngenderHeaith program. see: Searing. H.. et al. 2003, EngenderHezhty
Turkey: Three decades of innovative family planning and reproductive health programreng. 1974 10 2002 New
York: EngenderHealth. For a detailed discussion of the full USAID program. of which EngenderHealth was one
cooperaling agency, see: USAID. 2002. Reproductive hezalth and famuly planmng assistance to Turkey: 1950
2002, successful strategies. Washington, DC,

" U.S. government assistance to Turkey used an inncvative management structure with 0 MHSSION M-COMTWNY:
instead. a locally hired population, health, and nuirinon officer managed the LUSAID program from wathin the
U.S. Embassy and was backstopped by a joint country programming team based in USAIDYW ashingion

61

END-OF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM
FOR VOLUNTARY SURGICAL CONTRACEPTION AND RELATED REPRODUCTIVE HEALTH SERVICES



62

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 imroduce 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 anrd 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—FEngenderHealth 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 TUD and temporary methods and
increased use of Depo-Provera and sterilization.”” 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 service-delivery 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 thronghout the country to discuss the success
of the in-service training program and ways in which these hospitals could integrate
outpatient traiming 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 imitiating 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 Engendertealth’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.

2 EngenderHealth/TURCQ. 199%. The experience of free standing facilities in Adana and Ankara.
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RESULTS

The postabortion and postpartum family planning model in Turkey was designed 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. Typically. before going 1o potennal
facilities for an introductory wisit, EngenderHealth worked with the provincial health
directorate to send an official letter to the site asking them about their postabortion or
postpartum family planning rates. Since these data were not routinely collected, this
encouraged the head doctor and his staff to gather the data prior 1o a preliminary team
visit from EngenderHealth and the MOH to discuss the interest among staff and hospital
administration for the program. The team then retumed to sites that expressed an interest
to plan an on-site training workshop with staff that included action planning and follow-
up visits. The team then used EngenderHealth's training cumicula and communications
materials, developed directly with the MOH. in the on-site workshop and left matenals
for programs for the implementation period. As the program progressed, the team
provided technical assistance to the hospital staff to institute a simple management
information system that collected monthly service statistics on postabortion 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 follow-
up visits two to six months following initiation to review action plans, cbserve counseling
sessions, tour the facility, and discuss the program with hospital administration.
»  Postabortion family planning—EngenderHeaith worked in partnership with the
public and private sectors throughout the 19905 to pilot. scafe up, and institwtionalize
a postabortion family planning program in four provinces. In 1998. expansion work
began, particularly into the private sector in urban areas (where approximately two-
thirds of the country’s abortion services were performed).” Konak Maternity
Hospital implemented an innovative postabortion famuly planning model that
continues to affer couples direct access 1o LTP methods. including NSV on-site in
the same hospital as the abortion procedure.” The program worked well. in large part
because of a law that required wntten consent from the husbands of abortion clients.
Managers used this law as an oppertunity to counsel men on general famaly planning
options, including vasectomy, resulting in increases in vasectomy procedures among
the partners and husbands of women undergoing abortion procedures.™
= Postpartum family planning—EngenderHealth assisted the MOH to expand the
postpartum program (developed in partnership with the MOH in the 1990s) into
seven hospitals in two regions. The team launched the program in Istanbul in 2000
through on-site workshops. The workshops covered counseling. communication
skills, characteristics of antenatal and postpartum women. postparum timing of
contraceptives, postpartum [UD insertion, IP, and record keeping.

By 1998, EngenderHealth/Turkey was working solely through technical assistance
agreements with the public and private sectors, rather 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.. et al. 2001. Bridging the gap: Integrating family planning with abortion senvices in Turkey.
Interational Family Planning Perspectives 27(2)90-95.

™ For more information on this intervention and others similar to it. see: Prle. J.. &t 2l 1999, Involving men as
parmers in reproductive health: Lessons from Turkev. AVSC Working Paper No. 12 New York. AVSC
International.

** For more information, see: Pile. .. et al. 1999. Invoiving men as partners in reproduct:ve health: Lessons from
Turkey. AVSC Working Paper No. 12. New York. AVSC international.
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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 training 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 integrate minilaparotomy into residency training, and by
March 2002 the first three hospitals to start this had trained 46 residents. In 2001, the
MOCH began to purchase sterilization kits for residency training with their own resources.

POSTABORTION FAMILY PLANNING
AND POSTPARTUM FAMILY PLANNING

Today, at least 37 public and private hospitals provide postabortion family planning
services.” 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.”” Private-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 65%.”

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.”

™ USAID. 2002. Reproductive health and family planning assistance to Turkey: 1990-2002, successful
strategies. Washington, DC. This number probably undercounts the number of sites providing postabortion
family planning services, as the MOH routinely provides postabortion training and has included a post-
abortion family planning component in the projects funded by UNFPA and others.

77 Management Sciences for Heaith. 2002, Family planning quality surveys in Turkey, Istanbul-Adana-Jcel,
1998-2001.

78 USAID. 2002, Reproductive health and family planning assistance to Turkey: 1990-2002, successful stra-
tegies. Washington, DC.

™ USAID. 2602. Reproductive health and family planning assistance to Turkey: 19902002, 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. Throughout
the CA, EngenderHealth has conducted numercus applied studies and reviews aimed at
documenting our achievements and lessons leamed in a given program or content area.
This section discusses selected global leadership initiatives and their results in PAC. QL
informed choice, MAP, and vasectomy.® It also discusses issues related to sustainability as
examined in Egypt and Mexico, where EngenderHealth had programs that ended.

POSTABORTION CARE
Under the CA, a major objective was lo increase women’s access to safe. high-quality PAC
services. Critical funding from USAID helped to leverage additiona! support from private
donors, including the David and Lucile Packard Foundation. which together allowed
EngenderHealth to maintain and expand a comprehensive global PAC program that is
making 2 demonstrable difference in the fives of women in more than 22 coumtries
worldwide.

EngenderHealth’s PAC program worked to address gaps in PAC programming by focusing
special attention on service delivery, the needs of special populations. and state-of -the-art
technologies or approaches. Recognizing that interventions are useful only as long as they
are sustainable, EngenderHealth simultaneously worked to support strategies that mamtain
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 ways to
increase access to, improve the quality of. and create a more receptive poliical environment
for PAC worldwide. EngenderHealth also was an active participant in the interagency PAC
Consortium.

SELECTED WORK

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

¥ EngenderHealth's annual fiscal year reports 10 USAID present annual activinies, products. and results
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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 imtial needs assessment,
catried out at two pilot sites, revealed poor-quality PAC services, including negative
provider attitudes towards PAC clients, inadequate IP, 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 MV A 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 part 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.

8! Sources include: Bolton, P., and Nufiez, M. 1997. PAC assessment report: Centro Matemo Infantil San
Lorenzo de Los Mina, November 19 and 26, 1997. Unpublished; Bolton, P., and Nufiez, M. 1997. PAC
assessment report: Hospital Luis E. Aybar, November 18, 20, and 25, 1997, Unpublished; Escandon, 1., et al.
2001. Lecciones aprendidas en la atencidn postabortion: las experiencias de AVSC en la Repiblica
Dominicana. Unpublished; and Solo, J., et al. 2003. Struggling to make services flow more naturally:
challenges and successes in expanding PAC in the Dominican Republic, in Addressing the Global Crisis of
Unsafe Abortion by Expanding PAC Services.

82 Sources inciude: Garcia, B., Escandon, 1., and Figueroa, . 2003, Los servicios post-aborto para las ado-
lescentes de la Repiiblica Dominicana. EngenderHealth: Santo Domingo; and EngenderHealth. 2003. An
investigation of the needs of adolescent postabortion care clients in Malawi, Draft.
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Secondary analysis of DHS data, hospital statistics. and anecdotal evidence all suggested
high levels of unwanted pregnancy and induced aborion among adolescents in
the Dominican Repubiic. thus prompting EngenderHealth to choose this country for its
study.

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

Dissemination of the Dominican Republic sudy resulis took place in May 2003, with
many representatives from in-country partner agencies and members of the press
attending. In addition, planning meetings were held at the study sites to provide a more
individualized discussion of findings and piot out future steps for improving gaps.

The study also yielded valuable lessons about how to conduct research with adolescent
clients, including the best way of communicating with clients about parucipation in a
study (we tested language and presentation), the impontance of thoroughly testing data
coliection instruments, how to probe appropriately. and the need for detailed orientation
of interviewers to ensure appropriate sensitivity and approach. Many 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 study indicate that
providers and adolescent PAC clients identified many of the same gaps in services as
their counterparts 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, the gaps included
negative provider attitudes and the fack of trained staff and supplies. A final report on this
study is expected by Fall 2003.

INITIATING POSTABORTION CARE IN THE PHILIPPINES®

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

8 Sources include: Costello. M. P., et al. 2002, Integrating postabortion management: A cost analvsis.
Report to USAID. Manila: Perez. A.. et al. 1997. Clandestine abortion: A Philippine realiv. New York: Alan
Guttmacher Institute. and Manila: University of the Philippines Populat:on Institute; and Shire. A 2002, “We
have been made more human”: The Philippines experience with the Preveniton and Maragement of Abornon
Complicanons {PMAC Program). End-of-project report to The David and Lucile Packard Foundation. New
York: EngenderHealth.
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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 MV A 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 pnmarily with support from the Frontiers in
Reproductive Health program® 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 vastly
improved. The majority (57%) of first-trimester incomplete abortions were treated with
MV A under local anesthesia (a safer and less painful alternative to dilation and curettage

& Dabash, R., ef al. 2003. Taking postabortion care services where they are neeced: An operations research
Eroject testing PAC expansion in rural Senegal. New York: EngenderHealth.
* Funded by USAID CA #00-98-00012-00 and managed by the Population Council.
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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 greater.

EngenderHealth’s interventions have helped to improve knowledge about. access to. and
quality of PAC services in Senegal. where at this writing there are 18 EngenderHealth-
supported sites providing comprehensive PAC services. The success of these
interventions also points to the feasibility of expanding PAC services to rural areas and
suggests that similar efforts could contribute to a reduction in maternal morbidity and
mortality at lower-level sites and in rural areas in other settings.

POSTABORTION FAMILY PLANNING IN TURKEY"

After the legalization of abortion in Turkey in 1983, rates of aborion increased. 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 strong provider bias against postabortion family planming, out of fear of infection and
other complications. Throughout the 1990s and early 2000s. EngenderHealth {in colla-
boration with the MOH, the Social Insurance Organization of Turkev. and USAID)
worked to pilot, scale up, and institutionalize PAC senvices in the provinces of Ankara,
Istanbul, Adana, and Icel. In 1998, the postabortion family planning program began to
include private-sector providers.

As part of the intervention, EngenderHealth provided technical. financial. and materia!
support to provide minor structural changes to facilities. train providers in the importance
and safety of contraceptive use immediately postabortion, monitor program sites. and. in
some cases, facilitate a regular contraceptive supply. Impontanily, the program stressed
the role of men in the decision-making 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 least 37 public and
private hospitals provide postabortion family planning services. In the private sector. in
selected hospitals, studies showed that the percentage of postabortion clients leaving the
hospital with a method rose from 26% to 70% between 1998 and 2001.°" The program
also proved to be sustainable: Of the 11 large public hospitals initiating postabortion
family planning services, 10 continued to provide the service several vears 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 63% between 1998 and 2001. In
addition to these results, EngenderHealth’s experience in this postabortion family
planning initiative yielded important lessons leamed. including the need to gamer
commitment from hospital leadership. overcome provider misconceptions. and make
mnterventions unique to a facikity.

% Searing, H.. et al. 2003. EngenderHealih/Turkey: Three decades of inpovanve family planning and
reproductive health programming, 1974 10 2002. New York: EngenderHeahh.

¥ USAID. 2002. Reproductive health and family planning assistance to Turkey: 1990-2002, successful
strategies. Washington, DC.

¥ Senlet, P., e1 al. 2001. Bridging the gap: Integrating family plannirg with abortion services n Turkey.
International Family Planning Perspectives 27(2):90-95.
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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 clients.® 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 wvarability of pain management across
EngenderHealth-supported sites, EngenderHealth embarked on a randomized, controilled
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 Repubtic. 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, as well as the use of
analgesics in managing pain with MVA. In addition, EngenderHealth plans to document
and disseminate lessons leamed 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 stedies 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
Phifippines, 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 leamed included the following:

¥ Cobb, L., et al. 2001. Global evaluation of USAID's postabertion care program. Washington, DC: Population
Technical Assistance Project.

% Solo, 1., et al. 2003. Addressing the global crisis of unsafe abortion by expanding PAC services. New York.
EngenderHealth.
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The approach to initiating programs should be strategic and appropriate to local
context. It is essential to understand the system in which you are working and to
know whom to involve.

Flexibility is key in training. No set curniculum or training approach wili be
appropriate across all sites. Training has to be adapted to local circimstances.

A whole-site approach to training should be utilized. This facilitates the inegration
of PAC into regular care at facilities.

Programs should continue to emphasize that PAC does not equal MVA alone.
Programs need to ensure that all clients, not just those treated with MV 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 aoffer PAC at lower-
level facilities. Overemphasis of MVA can produce programmatic 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 ariitudes. and many view this
as one of the major accomplishments of PAC programs.

There is a need 10 look for more ways 1o motivate hospital and project siaff
effectively 1o improve record keeping. Programs should explore ways to demonstrate
how it is in the interest of heaith workers to collect data regularly. not just meet an
external need.

PAC services must expand beyond tertiary-care facilities to reach women in need.
This highlights the importance of involving communities in PAC efforts.

LESSONS LEARNED IN TAKING PAC TO SCALE

Through our experience with PAC work over the years, EngenderHealth has identified
three major phases in the process of going to scale with PAC: introducuon, expansion.
and institutionalization. Each phase has specific characteristics and required inputs to
effectively move PAC services along the continuum toward institutionalization. (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 well-qualified clinicians, and supporting a few handpicked,
high-quality sites.

At the expansion phase, different activities need to take place. such as tramning
trainers, getting buy-in from a larger number of stakeholders, registering equipment,
developing performance-monitoring guidelines, and developing national standards
for PAC—all activities best conducted in partnerships.

At the institutionalization (“going to scale™) phase, activities include integrating PAC
into national monitoring, management information, and supervisory svstetns, gefling
MVA equipment into national supply streams. and integrating PAC into preservice
training—activities that must be conducted in partnership and with leadership from
local institutions. {See Tabie 24.) These phases are equally applicable to other areas
of service delivery.

Fa
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Table 24. Characteristics of and inputs needed for the three phases

for taking PAC to scale

Phase Characteristics Inputs
Introduction B Actors resist change B Educate policy makers and
. inion leaders
B There is a lack of: opini a
- . .
o PAC skills or knowledge Train key providers
R ®  Conduct operations/pilot
0 Resources research
g Client entitlement ®m  Establish intensive support and
®  There are different pelitical monitoring
agendas
®  Individualized programs are at
handpicked, ideal sites
®  Follow-up and monitoring need
to be intensive
Expansion ® Sites are more numerous and B |dentify different sites
ried -
van B Build linkages
B An expansion strategy i ;
n :ed)g?j St gy 1s m  Develop partnerships
8 More approvals, funding, and = Work with muitiple sectors
equipment are required m Review and disseminate pilot
m Program is more results
institutionalized ® Gain political will/buy-in
B Program has higher visibility ®m Develop and disseminate
" Economies of scale develop . service-delivery guidelines
® Shared ownership leads to loss ~ ©  112in master rainers
of control on the part of ; ®m Analyze costs/sustainability
international agencies/donors ]
® Engage the community
m  Establish equipment supply
Institutionalization | ® Training is institutionalized ® |nstitutionalize preservice
® Quali e i training
uality assurance system Is Make service delivery routine
functioning
. . . im ke monitoring routi
®  Services meet international i Make monitoring routine
standards " ®m Make management information

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

Cost-recovery system is in place .

Equipment supply is secure
Services are client-centered

Local/community partnerships
have been developed

systems routine
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QUALITY IMPROVEMENT

EngenderHealth has consistently worked to improve the quality 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 svstems. providers, and
other international agencies ensure that clients’ rights and staff needs (or performance

factors) are met, we have developed a package of approaches and to0ols (see below).

ENGENDERHEALTH'S QUALITY IMPROVEMENT
APPROACHES AND TOOLS

APPROACHES

Facilitative supervision. This approach to supervision emphasizes the super-
visor's role in facilitating QI among a team of staff. It emphasizes mentoring.
Jjoint problem-solving and two-way communicalion between a supenvisor and
those being supervised. To facilitate change and improvement and to encourage
staff 1 solve problems. supervisors must have the solid technical krowledge and
skills needed to perform tasks. must know how to access additional sapport as
needed. and must have time to meet with the staff they supervise. (See: AVSC
International. 1999, Facilitative supervision handbook. New York.)

Medical quality improvement. This ongoing approach focuses on the quality of
medical services and includes several processes: medical monitoring: developing
and/or updating and implementing written medical guidelines. standards. and job
aids; analyz-ing and rectifying detmmental written and “unwritten” medical
policies and practices; analyzing relevant medical data and reports for service
improvement; monitoring and assuring informed decision making and mformed
consent; and building the capacity of institutions and sites to continue o improve
medical quality.

Whole-site training. Aimed at meeting the leaming needs of a site. whole-site
training links supervision and training. emphasizes teamwork and sustainabiliry.
and includes a range of training strategies. Whole-site training actively engages
supervisors in identifying leaming needs at a site. planning and implemenang the
required training {either on-the-job. on-site, or off-site). and facilitating the
implementation of newly acquired skills through coaching. mentoring. and
teamwork. Types of training include orientations L0 new sServices Or concepts.
knowledge updates. and skills training. Whole-site training includes inreach (staff
orientations. referrals. linkages between depanments. and adequate signs} to
ensure that clients do not miss opportunities to access informantion and services for
all of their reproductive health needs when they come to the site.

TooLs

For implementing these approaches, EngenderHealth has developed the following
simple and practical tools designed to help supervisors and staff improve service
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
teols in reproductive health services in East Afnca Joint Commission Journal on
Quality Improvemenr 25(11):574-587.)

COPE.®? This is a process and set of tools for health care staff to continuously
assess and improve the quality of their services. {See: AVSC Intemarional. 1995.
COPE: Client-oriented. provider-gfficient services. New York.» COPE. which
stands for “client-oriented, provider-efficient” services. is built on a framework of
clients’ nghts and staff needs. COPE consists of four tools: self-assessment guides
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(one for each of the clients’ rights and siaff needs), a client interview guide,
client-flow 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 Reproductive Health Services.

Quality Measuring Tool. The Quality Measuring Tool is used to measure QI
annually. Based on the self-assessment tool wsed 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:
EngenderHealith. 2001. The Quality Measuring Too! 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 thar reflect actual direct costs. (See: EngenderHealih.
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 participatory mapping.
Like COPE, the process includes identifying and analyzing problems, developing
an action plan, and priontizing solutions. Community members select
representatives to join the health facility's QI committee and facilitate ongoing
communication between the community and facilitv 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 best and actual practices, and Jeads 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 piiot-tested under previous agreements.
USAID encouraged us to document the impact of these approaches and tools as they
were more systematically rolled out to field programs under this CA. These approaches
and tools included the Facilirative Supervision Handbook. a whole-site raining working
paper, COPE for Reproductive Health Services. Communirv COPE, the simplified
Cost-Analysis Tool, and the Quality Measuring Tool. Under separate funding (from
USAID’s Africa Bureau and REDSO/ESA), we produced COPE for Child Health Ser-
vices, with support from UNICEF and others; additionally. with funding from the Gates
Foundation, we produced COPE for Maternal Health Services, with support from Family
Care International.

At the field level. our country strategies emphasized establishing and improving quality 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 service delivery.

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

TANZANIA QUALITY MEASURING TOOL

In 1995, the Tanzanian MOH, EngenderHealth. and UMATI (the Tanzanian nongovem-
mental family planning organization and IPPF affiliate) redesigned an existing project to
address concerns revealed in a 1992 situation analysis study and a 1993 assessment. These
identified needed improvements in contraceptive supply and logistics rmanagement.
management and supervision, IEC materials, and waining. 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 strategy, UMATI staff. area supervisory teams, staff from
selected sites, Marie Stopes Tanzania staff, and representatives from EngenderHealth and
the MOH developed a Quality Measuring Tool to measure changes in the quality of
services at the sites. The tool has 10 sections, each of which corresponds to one of the
clients’ rights or staff needs. Each section consists of a list of questions abowt specific
aspects of services. Supervisors and staff collectively answer each question. yves or no
(where no indicates a problem with quality). and then calculate scores for each section and
the entire tool. When they have completed data collection, the supervisor and staff develop
an action plan to address the issues raised by the assessment. By using the Quality
Measuring Tool annually, the staff can compare scores from vear to year to measure
changes in quality. Furthermore, the Quality Measuring Tool is a simple tool that facilitates
easy use by site staff and does not rely exclusively on external supervision to complete.
(See the Tanzania case study, page 53.)

Between 1996 and 1999, supervisors collected data at up to 93 sites. Of the 93 sites that
performed the Quality Measuring Tool exercise in 1999, 66 sites had data from earlier
exercises. Some of the sites collected data more than once prior to 1999. Each site com-
pared its score from the first year for which staff collected data (T)) with its 1999 (T.)
score. Then, central-level supervisors aggregated the data for all 66 sites to obtain measures
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 sites (n=66)

l_ T _l_ T. I Increase

Clients have a right to:

Information 55.9 76.3 204
Access to care 59.9 748 14.7
Informed choice 52.5 714 18.9
Safe services 64.7 83.1 18.4
Privacy and confidentiality 74.9 92.3 17.4
Dignity, comfort, and opinion 69.8 B2.5 12.7
Continuity of care 82.7 74.6 11.9
Staff have a right to:
Facilitative supervision and management 61.7 78.5 16.8
Information and training 54.9 81.4 26.5
Supplies and infrastructure 74.4 88.0 13.6
Total 62.7 79.4 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.”’ 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 T, 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 OF QUALITY IMPROYEMENT 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. Preintervention baseline data were gathered
in February 2002, including a facility audit, supervisor interviews, staff interviews, client

1 Bradley. J., et al. 2000, Family planning services in Tanzania: Results from a project to improve gualiry,
19961999, New York: AVSC International.
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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 at
the site level, and supervisors were trained in the facilitative supervision approach. COPE
exercises were repeated every four months at the sites, and supervisors provided ongoing
support to sites. Follow-up facilitative supervision workshops were held in Sania Cruz
and La Paz in March 2003.

Preliminary analysis of the final evaluation data (May 2003) revealed changes in the
sites’ commitment to improving quality. supervisory systems and ¢lements of the quality
of the services: Supervisors perceived a wide array of benefits of COPE and FS: 95%
reported that COPE is beneficial to service providers and 90% reported that chients have
benefited. Eighty-four percent of supervisors interviewed clients as pant of a quality
improvement process over the past year. Based on the client interviews they conducted.
supervisors reported 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. Ninety percent of supervisors stated that their
clinics have a committee to discuss quality of services. and 17 of 18 actively participate.
Sixty percent of providers reported that supervision had improved over the past 12
months. Those 60% stated that improvements included plans of action. constructive
supervision, and a greater interest on the part of supervisors in productivity and quality of
care. Qualitative data revealed that site supervisors and service providers perceived
PROSALUD administrators as being less of a “police force.” At baseline, 86% of
providers stated that they felt a part of an active quality improvement team; this 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 quality of care had improved over the past vear (41%.
53% and 41% respectively stated that the quality had remained the same). In general.
clients felt that providers spent sufficient time with them during consultation, that they
were able to clarify questions clients had, and when necessary they offered information
about additional services. Of 19 indicators assessed during family planning counseling
observation, improvements were seen in 15. Large improvements were seen i asked
about ber background/medical history (from 69% at baseline to 93%); let her know that
the consultation was confidenual (from 35% 10 53%); venfied if client understood the
messages imparted (from 41% to 73%); encouraged the client to ask questions (from 73%
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 5%

COPE FOR CHILD HEALTH IN GUINEA AND KENYA

In 1999, EngenderHealth, with financial assistance from the USAID 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 senvices.
CORPE for Child Health was developed to be compatible with the Integrated Management
of Chiidhood Hiness approach and to ensure that providers caring for children. whether
trained in this approach or not, are supported by enabling colleagues and by a facilitative
work environment in which they can delivery high-quality 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 Consultoras. 2003. Evaluacion de COPE y supervisicn facilitadora de EngenderHealth em servicios
de ia red PROSALUD, Borrador 08-08-03.

% Bradley. J.. et al. 2002. COPE for Child Health in Kenva and Guinea: An analssis of service qualin. New
York: EngenderHealth.
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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 Kenyva 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 ¢lient-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 guality, 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 performance—chent-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 docurnented 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 imtervention 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 staff’s sense of
empowerment and accountability: “Before, most problems were someone else’s
responsibility. But now we see that we ourselves can solve 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 client/caregiver knowledge. Clear improvements in quality of
care were evident with 2 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 FoLLOW-UP ToOOL:
EXPERIENCE IN INDIA

USAID's Innovations in Family Planning Services (IFPS) Project aimed to reduce
fertility and increase contraceptive prevalence through improved quality. access. and
demand for family planning and other related reproductive health services at government
health facilities in Uttar Pradesh, India. Since 1996. EngenderHealth has provided
technical assistance to the IFPS Project to assess and strengthen health facilities, as wel}
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 management of
RTIs and STIs. and in counseling skills. All trainings were imparted to medical officers:
nurses were trained as assistants for provision of surgical contraception. Trainings in IP.
RTI and STI management. and family planming counseling also included paramedical
staff.

To assess the outcome of these training interventions. EngenderHealth developed a tool
for assessing provider performance called the Performing 1o 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 Jearning guides for training. From these. the PTS follow-up
checklist was developed. which included critical and noncritical performance steps. The
PTS checklist was used for follow-up assessments, which occurred within three months
of training.

Posttraining follow-up, in fact, is an integral part of all EngenderHealth's skills-based
training. EngenderHealth gave newly trained trainers support 10 ensure that they followed
the correct methodology for training. Trainers then followed up trainees at their sites to
assess their clinical competency in their own work environment. Follow-up was also an
opportunity to discuss probiems 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 process by
looking consistently at critical tasks that needed to be performed.

From 1998 to 2002, EngenderHeaith trained a total of 1,657 providers in clinical topics.
Of these, 1,354 still remained posted in IFPS/EngenderHealth districts as of August 2002.
As of August 2002, 1,293 received follow-up, and 85.3% were found to be performing to
standard. (To be declared PTS, all steps deemed cntical to successful performance
needed to be performed comrectly.) Those providers that were found not performing to
standard were given the appropriate coaching and feedback and received a sacond follow-
up Vvisit to reassess competence.

Resuits from follow-up visits and PTS status were also used to redesign and refine
training programs. For example, during early follow-up of IUD trainees. it was observed
that providers were not practicing high fundal placement. which ensures that the IUD
stays in place and is not expelled. Further emphasis of this aspect of the procedure was
incorporated into later trainings.

Routine use of the PTS checklist, coupled with feedback to service providers, resulied in
modifications in training methodology. overall improvement in facilities, and ulumately
improved provider skills. The checkiist has the potential to be adapted and replicated in
simular 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.

m  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.

®m  The use of critical steps during trainee follow-up facilitated and simplified the task of
determining whether trainees were performing to standard.

m  The checklist is comprised of well-defined performance steps and hence assures
objectivity and allows for interobserver reliability.

m  Observation on both critical and noncritical steps helped in identifying individual
trainees’ weakness and gaps in the support system.

INFORMED CHOICE

80

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 recogmized 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 cntical source of evidence. In 1998, EngenderHealth collaborated with
UNFPA to review the literature and survey data on sterilization decision making in Latin
American and the Canibbean, 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 in-depth 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 vartety 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 HIV. 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.

Important exceptions to women's making their own autonomous decisions inchuded a few
cases in which husbands decided for their wives and still others in which doctors decided
that sterilization was indicated on medical grounds for women considered te be at high risk
of future pregnancy-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 was not performed on weekends or,
in two sites, because water was not always available).

Postpartumn sterilization clients in the studies expenienced the least-effective informed
choice and consent safeguards. Some clients reporied that they were not informed about
their contraceptive options during their antenatal visits. and that they felt rushed to make a
decision about postpartum sterilization while under the physical and emotional strain of
labor and delivery. Of particular concern was the finding that the right and ability of high-
nisk women to make an informed choice was sometimes overndden by the physician on
medical grounds.

Another telling finding was that all groups (clients, providers, and admunistrators) in all
three countries perceived the signed informed consent requirement for stenlization clients
as primarily benefiting the institution rather than the client. In one country, the form was
not on file for a significant proportion of clients, and a number of clients who signed the
form reported that they neither had read it nor had had it read 1o them.

Observations of counseling sessions in two of the study countries revealed that women tend
to be passive in their interactions with providers and do not request information, ask many
questions, or raise concemns. 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 expectations, and knew litde if
anything about their rights.

The results of these three studies confirmed the need to redouble our efforts to ensure
informed choice for family planning, particularly for permanent methods. This requires
returning to the basics of training and supervision to strengthen 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 postpartumn sterilization clients where these
do not already exist and to identify and address barriers to informed choice at both the

policy ievel {e.g., operating hours and eligibility critena} and at the commumty Jevel {e.g..
public education on family planning, STIVHIV, and clients’ nights).

PILOT TEST OF THE INFORMED CHOICE TOOLKIT

In response to the needs identified through research. consultaion with experts. and
observation of field programs, EngenderHealth developed a package of simple. practical
tools, published in the document Choices in Family Planning: Informed and Voiuniary
Decision Making. (We refer to this as the Informed Choice Toolkit.) These awareness-
building, diagnostic, and planning tools explain the essential prninciples and program
elements that underpin informed and voluntary decision making in reproductive health and
the factors (both within and beyond the clinic) that affect clients” access to information and
service options. It includes, but goes beyond, the requirements of the Tiahrt Amendment.
The tools are based on EngenderHealth’s expanded concepmal framework for informed
choice, designed to address the root causes of the persistent gap berween the rhetoric and
reality of informed choice in family planning services.

at
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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 well-considered 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 appropnate 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 whether 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 Asia/Near East Bureau of USAID Washington, we
conducted an in-depth field test of the work-in-progress version of the Informed Choice
Toolkit in Bangladesh and Cambodia. At their ornentation workshops, participants
identified such barriers to informed choice as a Jack 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 refemral links; a lack of skilled staff due to mrnover
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 organizations 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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Ministry of Women’s Affairs; training on issues of reproductive heaith. communication.
gender, and rights of health care staff. commumity-based volunteers. and village drug
sellers; stronger supervision of counseling and inforined choice: an increased number of
service-delivery 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 toolkit demonstra-
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 degree of success in addressing
challenges to informed choice both within and beyond the service site, to achieve increased
community awareness of reproductive health and family planning services, increased
provider awareness of clients’ rights and gender issues. improved information for mothers
on family planning options and referral for services. increased male involvement. improved
client-provider interaction, and strengthened supervision and training to ensure compliance
with national gumdelines. (See also Section 2, Bangladesh case study, page 15.)

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

MEN As PARTNERS

AND VASECTOMY
CLINICAL VASECTOMY RESEARCH
Vasectomy is one of the safest and most reliable methods of contraception 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 contraception im many
countries and a surgical procedure that has been in use worldwide for decades. surprisingly
little is known about some aspects of the technique itself. While there are good data to
support the use of NSV over conventional scalpel vasectomy, data have been lacking on
what occlusion method is better than another or what the most appropriate follow-up
protocol is. Over the past decade, EngenderHealth, in collaboranon with Family Health
International, has conducted a series of clinical studies on vasectomy, the results of which
have built upon each other and have begun to change the practice of vasectomy in resource-
poor settings.

Results of our collaborative study on time to azoospermia following vasectomy provide
detailed infortmation on sperm clearance after vasectomy performed using ligation and
excision without fascial interposition. In addition, two key findings emerged from the
study. First, there was a prolonged risk of continued fertility. Semen analysis found a
surprisingly high percentage of men (25 of 217, or 11.5%) who showed potential fertility
(defined as 3 million or more sperm/mi} six months after having had their vasectomy; they
were considered vasectomy failures, suggesting that among the methods of vas occlusion.
ligation and excision alone may not provide the best success rates. Second. there was great
variability in the onset of azoospermia, in terms both of time and of number of ejaculations
following vasectomy. This suggests that it may not be possible to develop guidelines for
when men can rely on their vasectomy for contraception based solely on time or number of
ejaculations since vasectomy, at least when ligation and excision is used >

% Barone, M.A., et al. 2003. A prospective study of time and number of ejaculations 10 azoospermnia after
vasectomy by ligation and excision. Journal of Urology 1 7T(31:892-896.
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The higher-than-expected 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

Source: EngenderHealth. 2003. No-scalpel vaseciomy: An iflustrated guide for surgeons, 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 aboui 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 oligospermic (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 vasecto-my
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 FHL 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
sperm/mL). 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 progressicn to severe oligospermia
after vasectomy using cautery techniques and significantly fewer early failures (less than
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“Vasectomy is as much
an IEC operation as
a surgical operation.”

—Indian urologist

1% versus nearly 6%). Taken together. the results of these three clinical sradies show that
ligation and excision without fascial interposition 1s an inferior vasectomy occiusion
method that no longer should be recommended. Cautery appears to be a better occlusion
method than ligation and excision with fascial interposition. Data from all three studies 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 13-20 ejaculations
have occurred or until a period of 10-12 weeks has elapsed since the vasectomy. Our study
results indicate that after vasectomy with any of the occlusion methods. use of 12 weeks
should be more reliable than 20 ejaculations.

Based on these study resulis, we integrated fascial interposition into our resource and
training materials. The third edition of No-Scalpel Vasecromy: An Ilustrated Guide for
Surgeons. published in March 2003, contains an expanded description of the steps for
fascial interposition. Also, in March 2003, we held a training exercise in New Dethi. during
which 10 key trainers from Bangladesh, Cambodia. India, Kenya. Nepal. and the
Philippines were oriented to the revised vasectomy training cumiculum and standardized
their fascial interposition techniques. The illustrated guide and the new curriculum also
recommend that another contraceptive method be used for 12 weeks after vasectomy to
avoid an unplanned pregnancy; the recommendation for 20 ejaculations has been dropped.
The guide and curriculum also highlight the importance of providers’ counseling their
clients about the small possibility of vasectomy failure.

It is important to note that despite these recent findings, vasectomyv remains a highly
effective method of contraception. In addition, it is difficult 1o make general statements
about vasectomy failure because of the wide varniety of occlusion methods used. It is
becoming clearer that some occlusion methods or combinations of occlusion methods are
more effective than others. We will continue our joint. coordinated effont with FHI 1o
determine what the most effective vasectomy techniques are for use in resource poor
settings. We are planning a jointly sponsored vasectomy experts meeting for December
2003 to review recent research, develop a consensus on the strength of the evidence in
favor of various occlusion methods, develop guidelines for opumal vas occluston
techniques in different health care settings, identfy additional research pnorines, and
discuss programmatic implications.

VASECTOMY PROMOTION INITIATIVE
IN GHANA AND THE PHILIPPINES

A major area of global leadership under the CA was to develop a strategy to revitalize

vasectomy services. Attention to vasectomy is needed because sterilization will remain the

most widely used contraceptive method over the next decade, and vet the number of female

sterilization users exceeds that of vasectomy users by five to one. Vassctomy is a safer.

simpler. and less expensive method than female sterilization, and it is just as effective.

Vasectomy remains an underutilized method of contraception for a vaniety of reasons:

® Men and women are less aware of vasectomy than of other family planning methods

® When men and wormnen are aware of vasectomy, the information they have is frequently
incomplete or incorrect

W Vasectomy services are less available and accessible than other famuly planning
methods

® Program and provider biases exist

® Family planning 1s still perceived as a woman's responsibility

During this CA, EngenderHealth undertook an evidence-based review of the state of the
art in vasectomy, including lessons learned from some of the successful program efforts

a5
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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 service-delivery 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 ievels 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 cornmunication. 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 commumity 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
summmer of 2003. Other promotional materials were developed and disseminated throughout
the country (see the Philippines case study for more detail). Meridian Development
Foundation provided techmical 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.
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MEN’S REPRODUCTIVE HEALTH CURRICULUM

During the CA. EngenderHealth tested the effectiveness of a comprehensive men's
reproductive health curriculum designed to advance the delivery of such services to men.
This curriculum addresses men's reproductive health needs in 2 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 issues related to reproductive health and
sexuality, as well as on women’s reproductive health issues and gender concems. The cumi-
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, EngenderHealth siaff 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 becarne familiar with
EngenderHealth’s MAP work through the research document produced on men in the
Bolivian city of Santa Cruz.” and later through information about MAP activities
undertaken in other parts of the region (i.e., Colombia. Guatemala, and Honduras). In 2002,
CIES approached EngenderHealth to request technical assistance in the introduction of
men’s services at two of their sites, with the expectation that this work would be 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 Curniculum training conducted at those sites in May 2002, The evaluation involved
31 open-ended interviews with male and female providers, managers. and clients designed
to assess the knowledge, perceptions. and opinions of the interviewees regarding the
introduction of men’s reproductive health services at each site.

Ovenll, staff found the training to have been very useful. Various staff. both male and
female, stated that they now felt greater comfort and confidence in dealing with men’s
reproductive health issues;
“It has been useful— it has changed the panorama of our work and we have seen how
useful it is to include these issues. We have also seen a change in attitudes: row the
services are not only directed at women.._.it’s a much better wax to work. "

—Service provider, El Alto

“I have more knowledge of the different services that can be offered to men. In La Paz,
this has been a special opportunity, since integrated services do nor exist amvwhere
else. I feel more tranquil and sure that I am giving them correct information-—ves, [

now feel more confidenr in my technical capacin.”™
—Service provider. CIES La Pa:

Various staff members noted an increase in the numbers of male clients.
“As a site, we have also seen results—we are seeing increased numbers of clienis
and have also established an internal reference mechanism between the general prac-

tioners, ob-gyns, and dentists.™
—Provider. CIES El Alio

A review of service statistics at both sites suggests that the training and resulting action
plans may have contnbuted to an increase in the number of male clients coming in for
services. For example, at El Alto, the number of male clients increased from 1] in june

% CISTAC. 2001. Ef momento de involucrar a los hombres en salud sexual 1 reproductrva, estudio
exploratorio en Santa Cruz de la Sierra. Bolivia.
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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 1o 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 training, I always
referred male patients to general medicine. Now I can see men and provide them with
care. | am even interested in learning Dr. Li’s technigue so we can provide vasectomy

services.”
—Service provider, CIES La Paz

As a result of the training, the participants 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 CIES headquarters staff at 2 one-day
managers’ orientation, held in La Paz on June 23, 2003. It is expected that the results will
be 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 identify specific problems for men in the
center. This helped a lot and increased the influx of patients, because awareness is
greater about coming to the center. Personally, I was timid, but the training has
increased my ability to communicate with others.”

—Service provider, Boulbinet

END-OF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM
FOR VOLUNTARY SURGICAL CONTRACEPTION AND RELATED REPRODUCTIVE HEALTH SERVICES



“It has been very practical. Before I only worked with women_... [Now] | am more
knowledgeable about men’s ilinesses and how 1o deal with men. It is also very
surprising—/{ did not think it would be easy for them 1o 1alk 10 me or for me 1o taik to
them.”

—Service provider, Coronthie

Information from client registers supports the perception that service usage by men and
their partmers increased following MAP efforts. At one site, staff reported that before the
program began, they saw an average of five or six male chents each month. but client
registers indicated that following the project the clinic had about 20 to 35 male clients per
month. In addition, over the period from January to September 2002. 342 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. considenng that
men do not usually access clinical services and that in 2001 the clinics only served a
handful of men each month. Further, the registers show that of those 342 visits by male
chents, 258 (75%) were for consultations related to STls.

Another ocutcome of these efforts was an increased number of couples who come in
together for consultations and treatment. As one nurse-midwife said, “We now have more
information and knowledge about reproductive heaith for men. We have shared this
information with the women and this has allowed them to speak with their husbands. . ..
After the orientation camnpaign, the women did not feel bad about coming with the men.
They realized that they should come together as a couple.”™ Staff also observed a decrease in
the number of repeat STI infections among women, and attnbuted this change to the num-
ber of men who were now receiving treatment at the same time as their female partners.

SUSTAINABILITY:

EXAMINATION OF

WORK IN MEXICO AND EGYPT
Creating sustainable systems and ensuring sustainable service delivery require a long-
term commitment and an approach that fosiers the needed commitment. leadership.
systems, and resources to ensure that services can and will continue following withdrawal
of extemnal technical and financial support. A key question for technical assistance
agencies is what happens once external support is withdrawn and what we can learn
about how to better extend the potential for sustainability. EngenderHealth explored the
status of service delivery in two countries for which our suppon ended during the peried
of this CA: Mexico (vasectomy services) and Egypt (a safe reproductive heaith program
focusing on the needs of high-risk women).

VASECTOMY IN MEXICO

EngenderHealth worked in Mexico from 1975 until USAID withdrew its support for
population and family planning there in 1999. In 1989, Mexico took the first step 1o
integrate services for men into its national family planning program—a step designed 1o
dramatically increase the availability and accessibility of vasectomy services. Al that
ume, Mexico's largest provider of family planning services, the Instituto Mexicano del
Seguro Social (IMSS), initiated a long-term strategy for the introduction of NSV services.
EngenderHealth played a critical role m the introduction of NSV into the array of
services available in Mexico. both in IMSS and other public-sector institutions. We
assisted in the development of the introduction strategy. clinical training, counseling
training, supervision and monitoring of services, and provision of the surgical
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.

m  Phase 1. 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 . 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 1o 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 IV. From mid-1993 to 1997, the focus was on expanding the number of NSV
service delivery sites. By 1993, each delegation had at Jeast 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 317 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 1995.%

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 Instituto de Seguridad y Servicios
Sociales para los 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
suppott, all of these major public-sector service-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.”

% Cisek, C., and Juarez, C. 2003, The Mexican vaseciomy Program: Lessons learned from the introduction of
vasectomy services in Mexico’s public-sector healtheare institutions. Mexico City.
97 Cisek, C., and Juarez, C. 2003. The Mexican vasectomy program: Lessons learned from the introduction of
vasectomy services in Mexico's public-sector healtheare institutions. Mexico City,
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While the experience of each institution was unique, there are some common observations

about the factors leading to the success of their programs. as well as lessons learned.*®

® The strong central political support for the vasectomy program during the introductory
phase in Mexico contributed greatly to its overall success.

® The nwoduction of the NSV technique and the training of general and family
physicians in the procedure contributed greatly to achieving broad access and
availability of the service.

® The innovative, on-site training approach developed and introduced by IMSS—and
later refined by other organizations—during the introduction of vasectomy services
was cnitical in their institutionalization.

® In general, the vasectomy program was well institutionalized by the tme USAID and
EngenderHealth concluded their suppon to the family planning program. However.
current resource constraints are very real and create additional challenges for program
managers. Three areas have been most affected: the pace of expansion to new facilities:
monitoring and evaluation systems at the central level: and operations and clinical
research.

® The process for budgeting and procuring the surgical instruments required for the NSV
lechnique was overlooked during phase-out of external support. There was no effort to
place NSV instruments on the list of basic medical equipment required for government
procurements, to budget for procurement of new instruments. or to identifv possible
local or international sources for the instruments.

® Personnel changes among key decision makers and managemem staff can create
temporary pitfalis. A systematic process of sensitization of managers and service-
delivery personnel at various levels helped to overcome these obstacles, contributing to
the program’s long-term success.

®e [t is important to recognize providers for their panticipation in the program, and simple
strategies can help maintain their interest and participation over the long-term.
including recognition and praise from local communities for introducing and integra-
ting a new service, certification and points toward accreditations and professional
development, and, in some cases, international recognition as demonstration sites that
train providers from other countries.

" Vasectomy acceptance among the general population is good when clients receive
accurate information and quality services.

®  Mass media campaigns are effective at generating interest in vasectomy services, but
having access to interpersonal counseling and being able to talk with someone who has
had a vasectomy are more critical in the decision-making process.

® Programs are now looking for ways to transition from vasectomy-only programs to
broader reproductive health programs for men.

EGYPT: FOCUSING ON THE NEEDS OF HIGH-RISK WOMEN

In 1993, EngenderHealth began a project aiming to pilotest a broader approach for
improving maternal and child health in Egypt, one focusing on the particular needs of high-
risk women. The strategy was to offer these women increased confraceptive access and
options by seizing mussed service-delivery opportunities in the postpartum period. The
program’s goals were to increase access to and use of long-acting contraception and tubal
ligation and to increase acceptance of tubal ligation 2among providers and clients, especially
for women at high risk of poor obstetrical outcome.

% For more detail on lessons leamed. see Cisek, C., and Juarez. C. 2003. The Mexicar vasectomy program.:
Lessons learned from the introducrion of vasectomy services in Mexico's public-sector heaithcare
institutions. Mexico City.
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The project was initiated in 1994 and concluded at the end of 1998. Midpoint and final
evaluations documented nuimerous, 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 20-year history of working 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 early 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 MOHP 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 confirmed 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 Program and
established several critical capacities within its Egyptian impilementing partners. The major
program achievements included the following:

® By demonstrating a culturally acceptable way to provide tubal ligation services, the
pilot project resulted in a plan to take the SRH program (including minitaparotomy and
postpartum and postabortion [UD 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.

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

& PPIUD services were maintained, and in some cases contined to increase, after
cessation of external support. (At sites where data were available for both years, 832
were provided in 1998 and 1,018 were provided in 1999.)

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

» Training capacity for postpartum IUD insertion, tubal ligation, counseling, and IP 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 support ended.

Postpartum and postabortion TUD services were integrated imio the routine set of
services offered by select university hospitals and the public-sector program.

The essential service quality components of counseling and IP were institutionalized at
all SRH program sites, with increased staff knowledge and support of the importance
of these program elements.

Effective linkages among participating universities, berween these universities and the
MOHP, and between the curative and preventative departments of the MOHP were
established.

An ongoing. multisectoral Technical Advisory Committee was established for the SRH
Program.

The program demonstrated that program innovations can be introduced and insti-
rutionalized without salary supplements.

3)

“)
(5)
(6)
(7

(3)
&)
(10

(1)
(12}
(13)
(14)
(15)

(16)

SRH PROGRAM ELEMENTS AND TECHNICAL INPUTS

Introduction of new service standards for tubal ligation and postpartum TUD insertion
developed by local experts in the start-up phase of the strategy

Estabiishment of a client screening and interdepartmental referral svsiem (inreach)
for high-risk women

Development of comprehensive training curricula for postpartum IUD. IP. and
counseling

Client counseling

Development and distribution of client education brochures. flipcharts. and posters
Improved IP protocols and practices

Introduction of new clinical services:

fay Postpartum IUD and ML/LA

{(b) Postaboruon [UD

(¢} Interval tubal ligation

(d)  Screening and treatment for STTs and RTIs

Provision of equipment and upgrading of facilities

Establishment of routine postpartum follow-up and family planning services
Development and introduction of a comprehensive client record and information
system

Introduction of the COPE QI methodology

Development of business plans to help achieve financially sustainable services
Orientations to increase staff awareness of the problems and prevalence of obstetrical
high risk and of the SRH Program. and 10 decrease staff resistance to tubal ligation
for medical indications and to postpartum IUD insertion

Creation of a program identity within the community by giving the program a name
and logo. fostering institutional ownership

Encouragement of interdepartmental cooperation and management by creating
management committees and referral linkages

Fostering of collegial working relationships and coordination among university
medical schoois and between the universities and the MOHP

a3
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However, data from the one-year follow-up interviews indicated that several components of
the program mode] 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 to0 21 in 1999}

A failure to transfer some information and capacities to new staff—e.g., counseling; IP;
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 wbal 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 sorne sites, and apparently minimal monitoring and reporting.

The follow-up assessment identified the following lessons learned:

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.

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.

Changes must be incorporated into all ongoing systems (e.g., scope of routine services,
protocols and practices, training programs, budgets, new staff orientations, and
performance 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 training to orient staff of different departments and to gain their support for
a new program (and to apply learning to the providers’ work situation) 1s highly
effective

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

INTRODUCTION
This section summarizes selected EngenderHealth service statistics (sites, senvices, 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 repont. The data
analysis here should be read 1n conjunction | FY 1998-1999  Apni 1. 1998, fo March 30. 1999
with the case studies included in Section Two | Fy 1996-2000  Ape: 1. 1999, 1o June 30, 2000
of this report, as together they show coudlry- | £y 20002001 July 1. 2000, 1o June 30, 2001 i
level results of EngenderHealth's work dunng
the CA. Data are provided according to fiscal
year, as shown in the adjacent box.”

FY 2002-2003  July *. 2002, 1o June 30. 2003

FY 20012002  July 1. 2001, to Juse 30, 2002 l

During the period of the global CA, 22 EngenderHealth programs supported services to
over 2 million family planning and 62,233 PAC clients. Figures 10 and 11 show that the
numbers of family planning clients and sterilizations increased each vear of the global
CA, although the aggregates do show a slight drop in FY 2000-2001. due to a change 1n
the make-up of EngenderHealth's country portfolio and individual country strategies
(discussed in detail later in this section).

Figure 12A shows the proportion of clients reported by region. and Figure 12B shows the
proportion of funds expensed. by region. These last two charts closely resemble each
other in proportion, although the West Africa region reports fewer clients served than
funds expensed compared with the other regions.

Figure 10. Number of family planning clients reported,

1998-2003
700,000 i _
600.000 + |
400,000 |
!

100,000 - L—.

i Dt i Lt b

3899 | 9900 00D 102 | 0203

|loEP Clents 162,055 392892 | 349121 463058 639543

| Total clients=2.006.669

% Family planning services data were reduced by 20% during FY 99/00 10 account for the 15-month pentod.
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Figure 11. Number of sterilization clients reported
(male and female}, 1998-2003

400,000
350,000
300,000
250,000
200,000
150,000
100,000
50,000
O siiiiey B ;.?' o
98/99 9900 | 00l1 | DWOR “02/03
| Sterilizations | 67,346 273013 | 246,552 | 274158 355,253
I Total clients = 1,216.285 ]
Figure 12A. Proportion of Figure 12B. Proportion of
all clients reported served all funds expensed
during 1998-2003, during 1998-2003,
by region by region
Latin America Latin America
Asia/Near East 10% Asia/Near Eas! 9%
64% West Africa 50%

4% . Waest Africa
15%

East and East and
Southern Southemn
Africa Africa

22% 17%

EngenderHealth reported our service statistics annually to USAID through the use of the
Integrated Management Information Systern (IMIS), which we designed in FY 1998-1999
as 2 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 EngenderHeaith,
they became subgrantees of the program. Under subagreements, 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 tanght 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.
w  Without subagreements, EngenderHealth 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 difficuity and were dependent on the willingness of

the MOH or other institutions to provide data to us. Therefore, In some cases, our data

may not be fully representative of the programs that we support.

®  The country portfolio changed annually. This was particularly relevant when our
portfolio lost countries with large populations that were farther along in the demo-
graphic transition (e.g., Indonesia). while adding countries with smaller populations
that were at an earlier phase of the transition (e.g.. Cambodia). The result was:

D Large fluctwations in data reported from year to year. depending on the make-up
of the portfolio

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

®  PAC data collection was affected by constraining factors bevond EngenderHealth's
influence. Indeed, a 2001 USAID-funded evaluation of the overall USAID PAC
program found that in general, PAC data across countries are difficult to collect.
creating a “critical need” for data to assess impact.'® Although we did collect PAC
data. which are included in the regional analyses below. EngenderHealth's
experience mirrored many of the challenges highlighted in the USAID evaluation.

Through site visits and evaluations, we found that systemic challenges limited our

ability to fully report indicators of our PAC work. which included the number of

postabortion clients treated with MV A and dilation and curettage procedures and the
proportion of clients receiving postabortion family planning services. Major
limitations were as follows:

o Recordkeeping systems at sites (many times, logs} were often inconsistent or
illegible. making data collection and analysis difficult.

o Providers and hospital administrators may not have felt ownership of the data.
seeing the data as a requirement rather than as useful for programming purposes.

o Women did not always receive family planning methods in the treatment ward.
but were referred elsewhere (e.g., an outside clinic or family planning ward). Asa
resuit, a woman's choice of method may not be docurmented in the treatment ward
immediately after the procedure.

O Providers or administrators may have seen family planning counseling as unnec-
essary to report, as it is a routine pan of the total PAC service.

SERVICES AND SITES
This subsection presents an analysis of country program outputs, including the use of
family planning and PAC services,'” total EngenderHealth-supponed sites. and total
funds expensed over the period of the CA. We define an “EngenderHealth-supported
site” as one that provides family planming or reproductive health services and that
received any technical or financial assistance from our country or global program staff.

Our programs coilected numbers of clients served by methed. including male and female
sterilization, JUDs, implants, and injectables. What is most apparent in annual service
statistic aggregates is the effect that a single country’s data can have on overall totals.
Moreover, data fluctuations consistently result from changes in the extemnal 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. examining
trends by service type, and we attribute any fluctuations in the trends to particular country

‘® Cobb. L.. et ai. 2001. Global evaluation of USAID's posiabortion care program Washungion. DC: The
Population Technical Assistance Project.

"' Not all PAC data are anributed 1o USAID support. as EngenderHealth does not differentiate between
USAID-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.
Qur 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 EngenderHealth’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

Regional Analysis

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

famnily 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 CA, EngenderHealth reported more
than 1 million female sterilization clients in the Asia and Near East region. These
figures increased in each year except FY 2000-2001. 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'® accounted for the largest proportion of the total.

®  Vasectomy. A total of 39,433 vasectomy clients were reported from all Asian and
Near East countries except Jordan. These nuinbers increased each year except FY
19992000, due to a slight decrease in vasectomies reported by Nepal. During the
fina] vear 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.

a  JUD, In the Asia and Near East region, the total number of [UD 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 1o
FY 2001-2002, total I[UD 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 FY 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 Bangiadesh began to report data during the last
year of the CA.

s Injectables. Injectable data fluctuated thronghout 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 reported the following years. The Bangiadesh 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.

192 Indsa reported state-wide (Uttar Pradesh) totals.
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Table 26. Range of family planning methods and PAC procedures reported, by country,

Asia and the Near East (1998-2003)

Female sterilization Wb PaAC
Post- | Cesarean [ Post-
Country | Vasectomy | Interval | partum | section | Interval | partum | Implant | Injectables | MVA . D&C
Bangladesh v v v ~ '
Cambodia ¥ N ¥ v
India ¥ v :
Indanesia o v
Jordan j A ¥ v v
Nepai i ¥ N v X
Philippines v v -+ v SO
Turkey ' ¥ \ v :

" Although no service statistics are available for Engendertiealth supported sites only. Turkey sites also supportad IUD, impant and
injectables during the life of the CA, and reporled national evet data, which are not presented.

Country Analysis

Throughout the period of the global CA. the Bangladesh program reached 58.434 family
planning clients.. For the first three years of the global CA, the Bangladesh program
provided technical assistance to service sites under the Quality Improvement Project. a
separate bilateral agreement. Although the sites are reported in Table 28. the service
statistics generated from these sites were reported to the govemment of Bangladesh and
to the project donors, and thus are not reported here.

Prior 1o 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 assessment of
sterilization services. Following the assessment, EngenderHealth worked with the
govemnment of Bangladesh to implement a sterilization revitalization strategy for 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 suppont, and reported increased sterilization use and access to IUDs and
implants.

EngenderHealth’s Cambodia program,

the Reproductive and Child Health Table 27. Service and site statisti

Alliance (RACHA), reported 72,735
family planning clients served over the
life of the CA. These figures exclude
temporary methods delivered through
RACHA’'s community-based distribu-
tion work, which has also delivered
significant services (Table 27). This
program also provides maternal and
child health services, such as distribu-
tion of oral rehydration solution and
iron tablets.

for community-based distribution (CBD)

workinCalmbodia
Year ? Si?eg Condom | Pif’
FY 2000-2001 . 800 ' 8,347 4 57.781
FY20012002 | 1450 '  16.665 78424

FY 2002-2003 L’-53°;? 33.310 ¢ 102,500

" Inciudes a 10% credit for CBD comrmadibes distributed
through the MOH logstics system. Iniectabie data
defivered through this orogram is mcluded m Table 28,
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Cambodia reported substantial increases in female sterilization 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 ML/LA 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 retated 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 TUD 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 clients.'® Since EngenderHealth served in a
technical assistance role, it did not have the leverage to collect data and had o 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 breakdowss 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 10 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 i
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 TUD users can be attributed
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 HIV/STI study in FY 2001-2002 at Al-
Bashir Hospital, one of the largest family planning sites in Jordan. The MOH conducted
the stady 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.

12 aii data are state-wide (Uttar Pradesh).
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The Nepal program delivered services to 107.756 famuly 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 Network {(a network of private-practice
physicians). who were reluctant to send complete reponts to EngenderHealth due to
potential tax implications of the financial information. Another was that in 2002,
EngenderHealth ceased to support the Family Planning Association of Nepal because of
the reinstaternent of the Mexico City Clause. Finally, in 2002, EngendesHealth became a
subcontractor to JSI under USAID/Nepal’s new bilateral. the Nepal Family Health
Program. As a result, Nepal Family Health Program sites and service statistics were
reported by JSI, and EngenderHealth only supported one site (Kalimati Clinic) with
USAID field-support funds.

Throughout the period of the giobal CA, the Philippines reached 85.643 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 Program (LPP), and
consistently reported high numbers of clients served as a direct result of a reporting
system—one that EngenderHeaith helped insututionalize. However, with the end of the
LPP project in 1999, our ability to leverage service statistics without the subagreement
mechanism proved difficult. The number of local govemment units that reported
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 CA. EngenderHealth continued to provide
technical and financial support to the DOH hospitals. Despite the change 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 (€.g.. comemunity
assemblies, men’s forums, and advocacy).

PAC services reported in the Philippipes increased each vear since the program began in
FY 2000-2001. This steady rise in services was primarily the result of an intensive effort
in 2001 to train providers, implement services, and launch an awareness campaign
directed at promoting PAC services. In addition. we provided technical supporn to these
sites in record keeping and data collection, which was reflected in our ability to repont
number of procedures performed for PAC, and percent of clients counseled and leaving
the facility with a family planning method.

EngenderHealth worked in Turkey from 1974 to 2002 1o increase access to quality LTP
methods. (For a full discussion of this program, see the Turkey case study, p. 60.) During
the period of the global CA, the EngenderHealth program served 16.109 clients. These
data are an estimate of services and exclude IUD, implant and injectable data. This is
because Turkey relied on reports from the MOH rather than on subagreements. As a
result, the only data available for EngenderHealth reporting were sierilization data from
public-sector sites that EngenderHealth supporied. The majority of the data showed
declines over ume, mainly because the number of EngenderHealth-supported sites also
declined over time, during a period when USAID was phasing out its family planning and
reproductive health program in Turkey. EngenderHealth closed its office in Turkey in
March 2002.
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Table 28. Number of family planning
number of sites supported, and tota

| funds ex

Asia and the Near East

methods and PAC procedures reported,
pensed to the global CA, by country an

d by year,

Bangladesh’ | Cambodia® india® | Indonesia ] Jordan ‘ Nepal ‘ Philippines l Turkey’ l Totals
Female Sterilization
FY 98/99 0 0 0 0 66 | 3086 | 27,200 3,603 33,955
FY 99/00 0 99 194,776 | 6489 543 | 2986 | 28763 4,104 237,760
FY 00/01 0 375 197,332 o 1,050 2,329 11,554 4,387 217,027
FY 01/02 2,881 216 | 224,057 0 881 970 10,039 1,288 240,332
FY 02/03 8,870 1,050 294,555 0 787 B 3,452 0 308,714
Total 11,751 1,740 910,720 6,489 3,327 a7t | 81,008 | 13382 | 107,788
Vasectomy
FY 98/99 0 0 0 0 3484 | 130 756 4,370
FY 99/00 0 o 154 0 3175 | 160 700 4,196
FY 00/01 0 81 0 0| 4047 | 0 1038 5,166
FY 01/02 5,164 714 0 ol 1176 196 233 7,483
FY 02/03 16,044 330 1395 0 | 0 448 0 18,218
Total 21,208 1,132 1,396 154 o | 1,882 934 2,727 39,433 |
1D
FY 98/99 0 0 0 0 0 4,472 0 0 4,472
FY 99/00 0 0 0 0 0 3335 3,701 0 7,036
FY 00/0° 0 554 0 0 346 2,600 0 0 3,500
FY 01/02 0 697 0 0 4,415 2,787 0 0 7,899
FY 02/03 20,656 1,166 0 0 4,039 13 0 0 25,874
Total 20,656 2,417 0 0 8800 | 13207 3,701 0 48,781
Implant
FY 98/99 0 0 0 0 32 2,393 0 0 2,425
FY 99/00 0 0 0 0 39 2,413 0 0 2,452
FY 00/01 0 0 0 0 26 1,366 0 0 1,392
FY 01/02 0 0 0 0 116 1,286 0 0 1,402
FY 02/03 4,819 0 0 0 65 26 0 0 4,910
Total 4,819 0 0 0 278 7.484 0 0 12,581
Injectables
FY 98/99 0 0 0 0 0 0 0 0 0
FY 99/00 0 9,193 0 0 1779 | 20,900 0 0 31,872
FY 00/01 0 8,893 0 0 1,708 | 20,900 0 0 31,501
FY 01/02 0 20,000 0 0 3413 | 18722 0 0 42,135
FY 02/03 0 29,360 0 0 3,311 5,290 | 0 0 37,961
Total 0 67,446 0 0 lo211 | 65812 | 0 0 143,469
Total FP Clients
FY 98/99 0 0 o 0 98 | 13435 27,330 4,359 45,222
FY 99/00 9,299 194,776 6,643 2361 | 32809 32,624 4,804 283,316
FY 00/01 9,903 197,332 3130 | 31,242 11,554 5,425 258,586
FY 01/02 8,045 21,627 224,057 0 8825 | 24,94 10.235 1521 | 299,251
| FY 02003 50,389 31,006 | 295951 8,202 5,329 3,900 0| 395677
[ Total 58,434 72,735 912,116 | 6543 22616 | 107,756 | 85643 | 16109 | 1,282,052
{continued)
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Tabile 28. Number of tamily planning methods and PAC qum reported,
number of sites supported, and total funds expensed to the global CA, by country and by year,
Asia and the Near East (continued)

T

| Bangiadesh’ | cambodia? | india’ ! Indonesia | Jordan | nNepar | pritippines | Turkey* Totals |
PAC
FY g&/99 0 0 0 0 0 0 0 0 o
FY 99/00 o 0 0 ) 0 0 B o 0|
FY 00/01 0 0 0 0 0 0 6.400 | 0 6,400 |
FY 01/02 173 0 0 0 0 206 9.32t | o 9,700 |
FY 02/03 &6 0 0 0 0 0 11.091 ! 0 11,157 |
Total 239 0 9 0 0 206 26812 | 0 27257
Sites
FY 98/99 74 0 169 14 26 168 194 | 239 884
FY 99/00 299 108 449 81 45 190 197 - 605 1974
FY 00/01 303 200 443 84 43 198 32 i 54 1363
FY 01/02 22 198 487 0 48 259 & 5 1115
FY 02/03 153 195 531 0! 48 1 78 0 1006
Total Funds Expensed to the Global CA (Not final audited figures)
FY 98/99 o | 1731018 583903 | 36014 | 477,378 | 802943 966.481 63.162 | 4,660,897
FY 99/00 0 | 3597407 | 1493447 | 18292 | 843931 [1.499929 | 1082902 202886  9.438,794
FY 00/01 0| 3244695 [ 1081125 0 . 803465 | 768244 514912 645642 7,058,083
FY 01402 434,843 | 2962677 893,138 0 568931 | 522242 | 686435  584.890 6,703,156
FY 02/03 1278280 | 3.596,205 941,763 0 . 553707 | 234763 | 1.051.096 0 . 7.655,814
Total 1,773,123 | 15,132,000 | 4,993,376 | 54,306 3,237.412 |3.826,121 | 4,301,826 2196580 35516744

the

2SiteﬂmaiorCarbodadonotm:deprivamcysxmonedCBDsm;mmmmmmwﬂmesm_
* Female sterlization figures represent a combined totai of the number of clients served for temale sterilizaton and vasectony in

Uttar Pradesh, indiia, for years 2—4; Year 5 was the first year in which these data were disaggregated by male and femaie sterikzapon.
“ Turkey data difter from past USAID Annual Report ligures, which represented nationallevel data. The data in this repon are for EnganderHealth-supported

sites only. Year 4 data only contamn figures up o March 2002, when the Turkey program was closed as USAID phased out actvibes in “urkey.

EAST AND SOUTHERN AFRICA
Regional Trends

' h provided technical assistance to service sites under the Quality Improvernent Project, a separate biateral agreemert for the first theee years of
CA.

From 1998 10 2003, five East and Southem Affrica countries—Kenya, Malawi. South Africa.
Tanzania, and Uganda—reported serving 447,377 family planning and 14.673 PAC clients
during the five-year period (Table 30). Tanzania accounted for the majority of family
planning clients and Tanzania and Kenya accounted for the majority of PAC clients.
Although Ethiopia did not expense funds to the giobal CA, we included them in the analysis
becanse of the USAID-funded work supported through the PVO Networks project.'™ South
Africa only reported site data. as most of their work was MAP-related. Tabie 29 shows the
range of family planning methods that these counwy programs reported from
EngenderHealth-supported sites.
Female sterilization. The regional aggregates for female sterilization peaked in the first
year of the project. mainly because of strong programs in Kenya and Tanzania. With
time, these two programs changed in nature and scope. The Kenva program changed its
family planning work to the bilateral portfolio in the final two years of the project, and
Tanzania underwent governmental restructuring that resulted in fluctvating amounts of

data reported.

"% This consortium project is implemented by ADRA., CARE. Path. Plan International. and Save the Chikdres.
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Table 29. Range of family planning methods and PAC procedures reported, by country,

East and Southern Africa (1998-2003)

Country

Vasectomy Interval | partum section Interval

Postabortion
Female sterilization wp care

Post- Cesarean ( Post-
partum Impiant | Injectable MVA D&C

Ethiopia

N v q v v q 4

Kenya

3 N y v

Malawi

3 v v N v

South
Africa

Tanzania

q ¥ v 4 REE 3 v

Uganda

+ ¥
N T N N
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®  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.

» JUD. 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.

»  [mpiant. 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 reported 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.

Country Analysis

In FY 2001-2002, EngenderHealth provided technical assistance in PAC and QI in
Ethiopia through the PVQ Networks Project 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-support funds
until 2000. This work laid the foundation for the bilateral USAID project. AMKENI,
which is being led by EngenderHealth.'” 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. 31.)

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 stenlization.
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.

195 partners are FHI, PATH, and Intrah,
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There are no family planning or PAC services data to repont for South Africa. In this
program, USAID field support was used to implement a MAP program that emphasized
men’s constructive involvement in family planning and reproductive health.

EngenderHealth worked in Tanzania during the period of the global CA to expand LTP
method services through private not-for-profit organizations and the MOH. (For a full
discussion of this program. see the Tanzania case study, p. 53.) The program reported
serving 381,522 family planning and 7,854 PAC clients.

Tanzania supported an increased number of sites throughout the five vears, except for a
decrease in FY 2001-2002. during which time we stopped support to Mane Stopes
International due to the reinstaterment of the Mexico City policy. Duning the last year of the
CA. the number of sites increased greatly as the program expanded to inciude new
grantees, including the MOH and two faith-based organizations, the Seventh-Day Adventist
Church and the Evangelical Lutheran Church in Tanzania. This new programmatic
structure has proven successful, and we have seen a rebound in eveny type of service
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 fatter part of
the CA, although this work was not funded through field support.

Table 30. Number of family planning methods and PAC procedures reported,

number of sites supported, and total funds expensed to the globai CA, by country and by year,

East and Southem Africa
| Emiopia’ | Kenya® | Malawi | Soutnameca | Tanzania | Ugends | Tom
Female Sterilization
FY 58/99 0 5,418 0 0 12,933 3135 | 21,487
FY 99/00 0 4,138 1,442 0 11,961 1837 | 18,578
FY 00/01 0 1,493 3,526 0 10,189 3 15.208
FY 0102 222 0 4214 0 9.283 3 13.719
FY 02/03 535 0 4,145 0 12456 5 . 17,13
Tota! 757 11,049 13327 0 56,822 473 86,128
Vasectomy
FY 98/99 0 141 ) 0 176 9% 413
FY 99/00 0 66 0 0 s 37 140
FY 00/01 0 10 8 0 39 0 57
FY 01/02 ) 0 10 0 %2 0 124
FY 02/03 4 ) 13 o 74 0 9
Total 2% 277 31 0 419 133 &5
wo
FY 98/99 0 250 0 0 1933 0 2183
FY 99/00 0 a7 0 0 1039 0 1,076 |
FY 0O¥01 0 18 0 0 1,001 0 1,019 |
FY 01/02 1,194 0 0 ) 498 0 1,692
FY 02/03 1,575 0 0 956 0 2531 |
Total 2,769 305 0 o 5.427 0 8501
{continued)
105

END-OF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM
FOR YOLUNTARY SURGKCAL CONTRACEFTION AND RELATED REPRODUCTIVE HEALTH SERVICES



Table 30. Number of family planning methods and PAC précedures reported,
number of sites supported, and total funds expensed to the global CA, by country and by year,
East and Southern Africa (continued)

1 Ethiopia ’ J Kenya 2 _L Malawi 1 South Africa L Tanzania _] Uganda | Totais
Implant
FY 98/99 ] 7,207 0 0 5,877 1,148 14,333
FY 98/00 ¢ 6,579 89 0 7,543 1,088 15,709
FY 00/01 0 2,845 680 0 6,934 0 10,459
FY 01/02 519 0 922 0 2,271 0 3,712
FY 02/03 1,046 o} 2,019 0 2,931 0 5,996
Total 1,565 16,631 3,710 a 26,056 2,247 50,209
Injectables
FY 98/99 0 Q 0 0 60.639 0 60,639
FY 99/00 0 0 9; 0 53,999 0 53,999
FY Q0/01 0 0 0 0 40,710 0 40,710
FY 01402 8,916 ¢ o} 0 23,188 0 32,104
FY 02/03 0 0 0 0 114,262 0 114,262
Total 8,916 o 0 0 292,798 0 301,714
Total FP Clients
FY 98/99 0 13,016 0 9] 81,658 4,381 99,055
FY 98/00 Q 10,820 1,531 0 74,980 2,171 89,502
FY 00/01 Q 4,366 4,214 0 53,873 o] 67,453
FY 01/02 10,873 4] 5,146 0 35,332 0 51,351
FY 02/03 3,160 0 6,177 0 130,679 o 140,016
Total 14,033 28,202 17,068 [\ 381,522 6,652 447,377
Total PAC Clienis
FY 98/99 g 3,035 0 0 o 0 3,035
FY 99/00 0 2,000 0 o 0 0 2,000
FY 00/01 v 578 0 0 1.721 792 3,091
FY 01/02 0 0 0 0 1,323 414 1,737
FY 02/03 0 0 o 0 4,810 0 4,810
Total 0 5,613 0 o 7,854 1,206 14,673
Sites
FY 98/99 v 100 o] 0 110 25 235
FY 98/00 0 94 31 34 118 25 300
FY 00/01 0 86 33 0 116 11 246
FY 01/02 13 0 as 0 89 11 146
FY 02/03 71 G 33 0 127 0 21
Total Funds Expensed to the Global CA (in U.S. dollars) (Not final audited figures)
FY 98/99 0 502,130 G 0 882,862 225421 1,610,413
FY 99/00 0 1,565,027 1,049,453 154,160 668,109 161,081 3,597,830
FY 00/01 0 222,262 183,016 146,087 751,553 0 1,302,918
FY 01/02 41,067 285,736 406,502 169,758 807,608 0 1,710,669
FY 02/03 15,167 130,964 508,683 175,787 1,386,760 0 2,215,361
Total 56,234 2,706,119 2,145,654 645,792 4,496,890 386,502 10,437,191

" Ethiopia funds in PVQ Networks project for FY 01/02 and 02/03

2 Kenya services data differ from what was reported in previous Annual Reports. The data source for these is the final report, EngenderHeaith/
Kenya: End of Project Summary Report (1995 - 2000); In last 2 years of program, 4 funds account for these tolals: 408-PAC Kenya Core, 628-
MAP AFR Bureau, 622-Kenya CS, and 623-REDSO/ESA.
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Table 31. Range of family planning methods and PAC procedures reported, by country,

West Africa
i Postaboction
Female sterilization up i care
Post- | Cesarean Past- ' i
Country Vasectomy Interval partum saction intervat | partum Implant Injectable | NVA | OaC
Ghana v v \ \ ¥
Guinea ¥ N v _'_ 4
Nigeria V¢ v v . N v ¥ Lo
Senegal % v
WEST AFRICA
Regional Trends

From {998 to 2003, four West African countries—Ghana, Guinea, Nigeria, and

Senegal-—reported serving 76,366 family planning clients during the five-vear period

(Table 32). Table 31 shows the family planning methods that these country programs

reported from EngenderHealth-supported sites.

& Female sterilization. West Africa reported 15,940 female stenlization clients. Femnale
sterilization levels rose in Ghana and Nigeria every vear except the final vear of the
CA. while other long-term methods rose continuously during the same period,
suggesting a client preference for less permanent alternatives to steniization.

®  Vasectomy. Vasectomy is not a popular method in any of the West African countries.
However, our Ghana program did repont increasing levels of vasectomy duning the
CA, and their figures account for almost the entire amount of clients reported. (For a
full discussion of this program, including vaseciomy work. see the Ghana case study,
p- 26.)
1UD. Nigeria accounts for all IUDs reported in the West African region.

Implants. Ghana and Nigeria reported all Norplant jmplants in the West African
region. Both programs reported increased numbers of cliems receiving Norplant
implants throughout the entire CA period.

Injectable. Nigeria was the only program to report serving injectable clients.
Postabortion care. Smalt PAC programs were implemented in Nigeria and Senegal,
and both countries reported small numbers of clients served. Senegal services
increased each year, while the Nigeria PAC program just began in the final vear of
the CA.

Country Analysis

The Ghana program was supported through field-support over the life of the CA. In
addition, EngenderHealth had a CA in Ghana since 1994, the funding of which
complemented field-sapport activities. The program reported 50.510 family planning
clients duning the five-year period. The total nurnber of sites supported increased over
ume. although it decreased slightly in the final year of the CA. during which trained
health staff at fous sites fefi and have not been replaced (See Ghana Case Swdy for
discusston of high attrition rates to the UK and US, p. 26.)

The number of total chents reported also continuously increased over the five-year
period. Note that proportions within the method mix changed. In FY 19981999, there
were 1.5 stenlizations for every implant. but by vear 5 there were four implants for each
sterilization. This mix is interesting, since EngenderHeakth's initial strategy was to
develop an integrated Norplant-minilaparotomy training program. which enabled ser-
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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, bur did nse 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 report
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 MV A services for PAC were reported in FY 2002-20603.

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 services 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
systerns.

The largest share of expenditures in Senegal was in FY 1999-2000 when USAID/
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 FY 2000-2001 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 rural 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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Table 32. Number of family planning methods and PAC procedures
reported, number of sites supported, and total tunds expensed
to the global CA, by country and by year,

West Africa
| Ghana' | Guinea | igena | Senegai’ | Totas
Femnale Sterilization
FY 98/89 2,550 167 20 0 2,737
FY 99/00 2,804 0 116 0 2520 .
FY 00/01 3.069 0 304 0 3383
FY 01402 3.379 0 443 ) 3,822
FY 02/03 2,705 17 346 0 3,068
Total 14,507 184 1,249 ) 15,940
Vasectomy
FY 98/99 9 0 7 0 16
FY 99/00 12 0 0 0 12
FY 00/01 14 0 0 0 14
FY D1/02 32 0 0 0 32
FY 02/03 10 0 2 0 12
Total 7 ] 9 0 2
D
FY 98/99 0 0 1,343 o 1343
FY 99/00 o 0 24 0 24
FY DO/ 0 0 985 o 985
FY 01/02 0 0 4,454 0 4,454
FY 02/03 0 0 3172 0 3ar
Total 0 a 9,978 0 9,978
Implant
FY 98/99 1,850 0 0 0 1.850
FY 99/00 4,168 0 96 0 4264
FY 00/01 7,445 0 110 0 7555
FY 0102 10,437 0 229 0 10.666
FY 02/03 12,026 0 336 0 12.412
Total 35,926 0 a1 [+) 6,747
Injectables
FY 98/99 0 0 0 0 ]
FY 99/00 0 0 400 0 400
FY 00/01 0 0 1.221 0 1.2
FY 01/02 0 0 5,131 0 5.131
FY 02/03 o} ] 6.863 0 6.863
i Total 0 0 13,615 0 13,615
Total FP Clients
FY 98/99 4,409 167 1.370 0 5946
FY 99/00 6.984 0 636 ] 7,620
FY 00/01 10,528 0 2.640 0 13.168
FY Q102 13848 0 10257 0 24,105
. FY 02/03 ! 14,741 17 10,769 0 25,527
© Totai ‘ 50,510 184 25,672 o 75.366
{continued)
109

END-OF-PROJECT REPORT FOR ENGENDERHEALTH'S PROGRAM
FOR VOLUNTARY SURGICAL CONTRACEPTION AND RELATED REPRODUCTIVE HEALTH SERVICES




Table 32. Number of family planning methods and PAC procedures
reported, number of sites supported, and total funds expensed
1o the global CA, by country and by year,

West Africa (continued)

| Ghana' Guines |  Nigeria L Senegal ® Totals |
Total PAC Clients
FY 98/99 0 o 0 0 o
FY 99/00 0 ¢ 0 ¢ 0
FY 00/01 0 Q 0 0 v}
FY 01/02 0 o 0 121 121
FY 02/03 0 21 Q7 392 520
Total 0 21 107 513 641
Sites
FY 98/99 97 35 46 183
FY 99/00 148 9 &1 80 293
FY 00/01 179 26 48 92 345
FY 01/02 254 26 47 25 352
FY 02/03 250 49 42 23 364
Total Funds Expensed 1o the Global CA (in U.S. dollars) (Not final audited figures)
FY 98/99 197,847 63,609 131,924 707,550 1,100,930
FY 99/00 229,752 148,679 633.520 2,104,242 3,117,183
FY 00/01 281,146 109,521 516,538 410,463 1,317,668
FY 01/02 17,347 o 925,360 -27,153 1,316,154
FY 02/03 818,546 228,530 1,088,961 125,111 2,261,148
Total 1,944,638 551,339 3,296,903 3,320,213 9,113,083

1 Ghana funds in FY 2000-2001 were transferred to Ghana bilateral fund 761 ($281,846). Daia was incom-

piete as of report writing with Several subgrantee reports still outstanding.
2 Senegal FY 20012002 includes $245,369 de-cbiigation of subagreement.

Note: Ghana data {1998-1999 to 20012002 have been revised since they were first reported in the USAID
Annual Reports, based on data validation exercises and discussions between New York and the Ghana office.

THE AMERICAS

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 atiributable 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 sterilization. The Latin American countries reported approximately 35,869

female sterilization clients during the five-year period, with a peak in FY 1995-2000.

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.

®  Vasectomy. Our Latin American programs reported only 253 vasectomies during the
five-year period. The largest contributor to the total was Guatemala.
a  [UD. The programs reported approximately 59,410 TUD clients. Each year, the services
remained fairly constant until FY 2001-2002, when Bolivia reported increased volume
due 1o changes to their program and a shift in data source.
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Table 33. Range of family planning methods and PAC procedures reported, by country,

Latin America
Postabortion
Vasectomy Female sterilization (Vo] care
Post- Cesarean Post-

Country Interval partum section interval | partum | Implant | Injectable | MVA | D&C
Bolivia v ¥ v " v H .
Dominican ¥ ¥ v ~ i ¥ i . .
Repubiic \
Guatemala v v W ' » “
Honduras ~ \. \ ¥ ~.

®  [mplants. The Dominican Republic reported providing approximately 1.944 Norplant
mplants and was the only program to report this type of service. Their reporting began
at the midpoint of the five-vear period and decreased sharply over time.

B [njectable. Approximately 103.398 injectables were reported by the Latin American
programs. Belivia reported the lion’s share of these data beginning in FY 2000-2001.

®  Postabortion care. Our Latin American countries reported supporting approximately
19,662 PAC clients with life-saving treattnents (MV A and D4&:C) in cases where wom-
en presented at facilities after having illegal abortions or miscarriages. In addition to
saving their lives, sites also provided crucial family planning services 1o these clients.

Country Data

In Bolivia, the total number of sites supported increased over time with a large jumyp in FY
2001-2002 as we expanded our work to serve as the lead agency addressing all aspects
of contraceptive services nationwide. (For a full description of this program. see the Bolivia
case study. p. 21.) The number of total clients reported decreased slightly in FY 2002-
2003. A major reason for this was that the MOH had difficulties in maintaining adequate
contraceptive supplies in facilities, including stenlization kiss and IUDs. There was an
increase in postpartum sterilization clients reported (disaggregates not shown 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 program
provided support to a core set of facilities and 10 maintain the level of services. The total
number of services reported peaked in FY 2000-2001. This was mainly the result of
governmental policy that mandated hospitals and matemities to designate staff to validate
data and compile service statistic reports for national reporting. However, in FY 200i-
2002, the government stopped enforcing this policy. staff tumed over. and EngenderHealth
was unable to request data from the government-designated staff.

Throughout the final two years of the program, EngenderHealth made it a prionity to
advocate for the importance of validating data among new hospital supervisors. and
repeatedly retrieved data reports to ensure consistent IMIS reporting. We saw a drop in
reported services during the final year of the program because of continued data collection
difficuldes and incomplete fourth-quarter data. However. method proportions remained
relatively constant during the two periods. indicating that services continued 10 be reported
at approximately the same rate during the last several vears of the program.

The EngenderHealth office in Guatemala expensed the majority of its funds in the second
year of the CA. In the third and fourth years, the program shifted its family planning work
under a consortium managed by University Research Corporation. As a result, the family
planning data for this program was unavailabie to EngenderHealth and was not reported in
IMIS 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 program 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 reporied 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 final 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 MV A for PAC services was Escuela Hospital. At this hospital the
PAC program was very successful. All of the ob-gyn residents are now trained to perform
MVA for PAC, and this treatment has surpassed D&C for postabortion treatment during the
last year. Although the EngenderHealth-supported sites did provide postabortion family
planning counseling, they did not record this information and thus EngenderHealth cannot
report it in IMIS.

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 vyear,
Latin America

Dominican
Bolivia Republic Guatemala Honduras Totals
Female Sterilization
FY 98/99 200 3,151 881 0 4,232
FY 99/00 an 3,709 5,387 0 9,407
FY 00/01 996 4,691 0 0 5,687
FY 0t/02 2,369 4,527 0 1,648 8,544
FY 02/03 1,586 2,405 0 4,008 7,999
Totai 5,462 18,483 6,268 5,656 35,869
Vasectomy
FY 98/99 5 131 c 136
FY 99/00 o o 0 1]
FY 00/01 s ] 0 o
FY 01/02 95 7 0 0 102
FY 02/03 12 3 ¢ 15
Total 107 15 131 1] 253
D
FY 98/99 1,512 1,511 977 ¢ 4,000
FY 99/00 0 417 2,630 0 3,047
FY 00/01 0 2,297 0 0 2,297
FY 01/02 24,872 1,267 0 1,094 27,233
FY 02/03 18,892 807 0 3134 22,833
Total 45,276 6,299 3,607 4,228 59,410
{continued)
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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 {continued)

Dominican | '
Bolivia Republic ! Guatemals Honduras | Totats
Implant
FY 98/99 0 0 0 J 0
FY 99/00 0 0 0 3 0
FY 00/01 0 1,100 0 z 1,100
' FY 01/02 0 685 0 o 685
FY 02/03 0 159 o a 159
Total 0 1,944 | 0 0 1.844
Injectables
FY 98/09 0 ] 3484 o 3,484
~ FY 99/00 NA 0 NA NA NA
FY 00/01 0 830 0 ¢ 830
FY 01/02 47,011 4776 0 3 51,787
FY 02/03 ] 42,833 4,484 0 o 47317
Total 89,844 10,090 3,464 ] 103,398
Total FP Clients
FY 2899 1,712 4,667 5.453 ol 11,832
FY 99/00 an 4,126 8.017 ¢ 12.454
FY 00/01 996 8.918 0 £ 9914
FY 01/02 74,347 11,262 0 274z 83,351
| FY 02/03 63,323 7.858 ] 742 78,323
Total 140,689 36,831 13470 | 9,884 200,874
| Total PAC Clients
FY 98/99 0 i 0 0 i 0
FY 99/00 0 o 0 c o
~ FY 00/01 0 8.434 0 o 8.434
 FY 01/02 0 4,487 241 1.477 6.205
. FY 02/03 0 3,200 363 1468 5.023
Total 0 16,121 604 | 2,937 19,662
Sites
FY 98/99 7 10 20 g 37
FY 99/00 31 15 24 14 84
FY 00/01 150 15 0 12 177
FY 01/02 1,130 12 o 12 1.154
FY 02103 1,130 10 4 16 1,160
Total Funds Expensed to the Global CA (in U.S. doliars) (Not final audited figures)
FY 98/99 12,236 180,035 130430 | 19,491 342192
FY 95/00 155,620 596,989 593365 204284 1,550,268
FY 00/01 300,846 33.370 155,173 256,736 745155
FY 01102 566,441 150,090 o 460577 ¢ 1,177.108
. FY 0203 775,884 252,567 0 541,52 1,569,603
Total 1,811,027 1,213,051 878,968 ' 1482270 5,385,316
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TRAINING

EngenderHealth's training approach was designed as a dynamic process that builds
sustainable training capacity and strengthens and improves existing fraining 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 leaming 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 cost-effectiveness, EngenderHealth worked to encourage our trainers and
partners to address muitiple 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 doublecounted 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
Junding. 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.

EngenderHealth reporting for the global CA can conflict with USAID Mission
protocols, timelines, and requirements, causing heavy reporting burdens on our field
staff. 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.

1% Bradiey, J., 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 “monitoring” tool by our field staff to ensure that the data
are as accurate as possible. We focused much of our effort on developing a database to
report data into. with less effort put into helping our country programs understand IMIS
requirements and into working with Partners to use data from national level data
collection systems or other mechanisms in the absence of subagreements for management
decision-making.

IMIS required too many indicators and disaggregations. Some programs began (o use
national reporting systems as their data source as they moved away from working
through subagreements. These national management information systems do not always
disaggregate data as we request. The different types of stenlizations. postpartum data,
and postabortion family planning data are sometimes impossible to obtain from our data
sources.
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Table 35. Individuals tralned and training sesslons conducted during the CA, by category and hy year

Individuals Trained

Events Conducted

2001/2002 | 2002/2003 2001/2002 | 2002/2003
1998/1999 | 1999/2000 | 2000/2001 | (global CA | (global CA | Totals |l 1998/1999 | 1999/2000 | 2000/2001 | (gtobal CA | (global CA Totals
only) only) anly) only)
Training in clinical family planning methods
MLLA! 1,174 972 474 455 574 | 3ga0 400 276 163 133 119 1,09
NSV 330 216 161 109 1792 | 2,608 232 75 71 20 57 455
IWO/postpartum IUDinsertionand 1 450, 1188 635 564 | 2366 | 6257 632 351 234 153 176 | 1,546
:i?;‘;'f:: implant insertion and 232 421 an 261 1200 | 2,615 94 85 80 61 60 380
" Injectable 232 581 81 280 908 2,082 10 19 3 11 33 76
Traln!n__?s to support faml{y planning
General
Family planning counseting 7,261 7124 3,793 7189 | 27,205 | 52,659 543 472 196 247 7,174 8,732
Informed choice NA 176 1,417 829 4437 | 5859 NA 10 39 40 145 234
P 4718 | 5869 | 3202 3256 | 10839 | 27,883 364 305 190 135 497 1,491
IEC 1085 | 1200 | 329 NA gi2 | 3435 13 57 a9 NA 193 302
Health management/
management information NA 2,648 920 NA 427 | 3995 NA 61 231 NA 70 362
systems
Postabortion Care s50 | 5167 | 2088 497 1467 | 9,739 32 270 | 148 39 83 572
- | 2,058 270 .
Facilitative supervision 324 1,383 1,391 1019 1001 5,118 116 385 70 76 115 762
Cost Analysis Tool NA NA NA 15 17 32 NA NA NA 1 2 3
" COPE facllitation 1,007 4,159 2,201 2,195 2820 | 12,472 130 273 192 158 179 932
HIV/STIs 2,727 2,265 1,066 148 | 886 | spe2 144 141 72 110 176 643
MAP NA 525 585 124 4003 | 5237 NA 42 19 6 104 m
Totals 21,144 | 33900 | 18714 | 17,940 | 60,934 | 152,632 2,710 2,822 1,747 1,290 9183 | 17,752

! Includes minilaparatomy, assisting minilapartomy, iaparoscopy, and assisting laparcscopy.

2 Includes NSV and assisting in NSV,

3 Includes madical monitoring and whole-site training.

* Includes STIAT! dlagnosis and treatment, STYRTI information andfor counseling, HIV/STI prevention, and sexuality training.
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Tabie 36. Association between changes in USAID funding and changes in the number of EngenderHealth-supported sites

T2 rapresents tha most rocant fiacal yaar in which wo tecaived lold support, [ 1opresonts e yeur prof in which we also 1ocaived il suppon,
Sarmne-same number of sites were reported from T, 10 T,,
Soulh Altica dous not repon silus snd so is not conained in this analysis.

* Negative amount for Sanagal FY 20012002 roflocts a do-cbligation of subsgreement. Unable to calculate porcent change due to negative number in T,

USAID § Is
USAID $Is down and | USAID $ s
Year 2 Year 3 Yoar 4 Yeuar 5 % change [up and no. ofl USAID S |e no, of down and
USAID USAID USAID usaID % change In no. of supported |up and no. of| supported no. of
expensos, | expenses, | expenses, | expenses, | expenses, | Time perlod| InUSAID |EngenderHeallh-|sites ls up or| supported |glles is up or| supported
Country FY 88/88 FY 89/00 FY 00/01 FY 01/02* FY 02/03* (Tyto Ty) budget supported sites| constant [sites is down| constant [sltes |s down
Asla/Near East
Bangladesh 0 o | 494843 | 1278280 | vratovrs 158% Cse5% | X
" Cambodia | 4,731,018 | 3,507,407 | 3,244,695 | 2,062,677 | 3,696,205 | YratoYrs 21% 2% | X
India 33,903 | 1,493,447 | 1,081,925 | 893138 | 941,763 | Yrdtovrs 5% 9% X
Indonesia 1820 | 0 0 o |vrioyrz]  -49% 479% i X
Jordan 843,031 | 803465 | 558,931 | 553,707 |Yr4toYrs 1% Same X
Nepal | 1490020 | 768244 | 522242 | 234763 |Yrarovrs _55% ~100% X
Philippines 1,082,002 | 514912 | 686,435 | 1,051,096 | YratoYrs 53% 81% x ]
Turkey 902,686 | 645642 | 584,800 0 ivYratovra| 9% 6% N X
East/Southern Africa '
Ethlopia 0 ol 7 o | 41067 15,167 | Yratovrs -63% 446% X
Kenya 1,565,027 | 222262 | 285738 | 130,964 |Yr2tovra -86% 9% X
Matawi 0 | 1,049,953 | 183,016 | 406502 | 506,683 |YrdtoYr5|  25% |  Same X
Tanzania | es8.100 | 751553 | 07606 | 1386760 |vratovrs 72% 43% X
Uganda 161,081 0 0 o |Yritovr2 -29% Seme . X
Wost Africa
Ghana 220752 | 281948 | 417347 | eiesae |vidwovis 98% -2% x | h
Guinea 149,679 i09.521 0 . 228530 [ Yr3tloYr5 109% 88% X
Nigeria 633,520 | 516538 | 925.960 | 1,088,961 | YrdtoVe6 18% ~11% X
Sonogal 2104242 | 410463 | 121,942 | 125111 [Yratoves fh‘;’r:g‘;? -8% X
B l__.,_lin America
Bolivia 155620 | 300846 | 566441 | 775884 |Yratoves 37% Same X R
Roma 590,989 | 33370 | 150000 | 262667 |Yratovrs 68% AT% X
Guatematn 590,385 | 155,173 0 0 |Yr2tovra ~74% “100% X
Honduras 204284 | 266766 | 4605677 | 541982 |Yraovrs 1% 3% X o
Nolos. ' A 7 . 7
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APPENDIX A

EngenderHealth evaluation and research studies, 1998-2003*

Date
Program completed Title Author(s}
Country Programs
Bangtadesh November Review of sterilization services T. Jezowski. H. Stanley
2000
Bolivia March 2003 Strategic assessment of cervical cancer EngenderHeatth, PAHO,
prevention and treatment services in Bolivia Bolivian MOH
Bolivia August 2002 | Linea de base para la implementacion de C&G Consultoras.
herramientas de calidad de EngenderHealth en | PROSALUD,
servicios de la red PROSALUD (Baseline for the | EngenderHealth
implementation of EngenderHealth qualitative
improvement tools in services of the
PROSALUD network)
Bolivia 2001 L El momento de involucrar a los hombres en EngenderHealth. CISTAC ',
; salud sexual y reproductiva: Estudio expioratono | :
en Santa Cruz de la Sierra, Bolivia (Involving |
men in sexual and reproductive health: i
Exploratory study in Santa Cruz de la Sierra,
Bolivia) !
Cambodia February Needs assessment: On operationalizing Dr, P. Choun
2003 HIV/AIDS prevention for pregnant women in :
Cambodia ;
Cambodia March 2002 The drug togistics walt charnt for health centers— | The Reproductive and Child i
An evaluation Heatth Alliance (RACHA), !
MOH. UNFPA ‘
Cambodia February Follow-up report on the quality of vasectomy | RACHA, MOH
2002 services in Seam Reap Province
Cambodia February HIV/AIDS knowledge assessment RACHA. MOH B
2002
Cambodia November Improving access to VSC services " RACHA, MOH
2001
Cambodia July— Improving access to voiuntary surgical RACHA. MOH
December If contraception services in Pursat, Siem Reap,
2001 i and Kampot: A pilot study
Cambodia July 2001 1UDs: Increasing women's options: A study to RACHA. MOH
provide the basis for iUD promotion :
Cambodia July 2001 RACHA's TBA project RACHA, MOH of Kampot
|
Cambodia June 2001 RACHA# 14: 1UDs: Increasing women's RACHA ]
options—A study o provide the basis for IUD i
promotion
Cambodia May 2001 RACHA: "Whoie health” achieving results and RACHA
developing sustainability in low resource
environments: A Cambodia story }
Cambodia Aprit 2001 Documentation and assessment of the RACHA  J. Stoeckei, MOH,
program USAID/Cambodia
Cambodia November COPE: A qualitative evaluation C. Sainsbury, D. Samphors,
2000 T. Moly, RACHA
(cantnued}
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EngenderHealth evaluation and research studies, 1998-2003* (continued)

Date
Program completed Title Author(s)
Country Programs (continued)
Cambodia August 2000 | Ratings of materna! and neonatal health J. Ross, R. Bulatao,
programs across developing countries: C. Ketsana, Futures Group
Cambodia’s ranking Worldwide, RACHA
Cambodia August 2000 | RACHA Study # 9: The people speak: Rural The National Center for
mothers and provincial leaders—Their priorities Matemnal and Child Health,
in child health. A response to the Pathway to the National Pediatric
Child Health Study Hospital, RACHA
Cambodia August 2000 | A study of birth spacing in Siem Reap Province: | MOH, RACHA
Cropout and late clients
Cambodia July 2000 BACHA Studies #10: Death among women of ' L. Paal, C. Ketsana
reproductive age :
Cambodia 2000 RACHA Studies #13: Health centers: Are they J. Stoeckel
improving? An analysis of change between
1998-2000
Cambodia July 2000 Client exit interviews in Bakan District C. Hermann
Cambodia July 2000 Rapid focused surveys for reproductive and child ; RACHA
health activities
Cambodia May 2000 RACHA Studies #8: The pathway to child health | RACHA
Cambodia March 2000 The COPE process: Improving the quality of RACHA
services in Cambodia’s public health facilities
Cambodia February RACHA: The logistics management information | RACHA
2000 system of the Ministry of Health's essential
drugs bureau
Cambodia August 1999 | A trailer study of the Cambodian Midwives RACHA
Association continuing education program
Cambodia August 1999 | RACHA Photo Essay #1: Midwite life-saving RACHA
skills program
Cambodia August 1999 | RACHA Studies #7: Cambodian Midwives’ RACHA
Association continuing education program
Cambodia August 1993 | RACHA working paper: A review of RACHA's R. Sturgis
results framework
Cambodia July 1999 RACHA Studies #4: Rural women and health RACHA
center use, staff employment, and health
seeking behavior
Cambodia July 1999 RACHA Studies #5: Training, employment and RACHA
activities level of Cambodia Midwife Association
({CMA) members
Cambodia July 1999 RACHA Studies #6: Stock level survey 1999 RACHA
Cambodia July 1999 RACHA: Some recommendations for |[EC at J. Sheman
RACHA 1899-2000 and beyond
Cambodia June 1989 RACHA Studies #3: Health facilities survey: RACHA
Senvice availability, utitization, and resources in
Kampot, Pursat and Siem Reap
Cambodia May 1998 RACHA Studies #1: Private sector assessment C. Fort, B. Ravenhalt,
report H. Stanley
{continued)
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EngenderHealth evaluation and research studies, 1998~2003* (continued)

Date .
Program completed Title Author{s) |
Country Programs (continued)
Colombia ¢ September Postabortion care program in Colombia P. Gomez
2002
Colombia November Masculinidades en Colombia: Reflexiones y AVSC International, FNUAP, |
2000 perspectivas GMD. HAZ PAZ ’
Colombia 2000 Impact of health-sector reform in Colombia Centro de Gestion 1
Hosprtalana. Fundacicén
Corona. EngenderHealth R
Colombia March 2000 The sexual and reproductive health of men: AVSC intemational, |
What do Colombian men want and think? CIMDER Foundation !
Colombia 1999 Profamilia’s clinic for men: Mombasa workshop AVSC Intemational {
case study from Bogota, Colombia (MAP} ;
Colombia 1999 Perspectives and needs in men's reproductive AVSC International, .
health CIMDER Foundation
Report only in Spanish: Perspectivas y ;
necesidades de servicios de salud reproductive |
para hombres (aspectos metodologicos) |
| Colombia 1998 Sexual and reproductive services for men: AVSC International, !
Knowledge, attitudes, and needs m five large CIMDER Foundation |
cities
Report only in Spanish: Servicios de salud
sexual y reproductive para hombres:
Conocimientos, actitudes y necesidades en
cinco grandes ciudades Colombianas
Dominican . May 2003 Los servicios postaborto para las adolescentes | B. Garcia. |. Escandon,
Republic de la Repubiica Dominicana (Services for J. Frgueroa, P. Gomez
adolescent PAC clients in the Dominican
Republic)
Dominican April 2003 The postabortion services to adolescents of the  B. Gardia, |. Escandon,
Republic Dominican Republic. J. Figuerca.
Dominican ; February Effectiveness of paracervical block in managing  P. Gomez. H. Gaitan.
Republic . 2003 pain in the treatment of incompiete abortion with  A. Paradas. C. Nova
: manual vacuum aspiration: Randomized clinical
| study
Dominican | April 2002 informed consent for surgical contraception USAID, EngenderHealth,
Republic CONAPOFA
Report in Spanish: Consentimiento Informado
para la anticoncepcion guirargica
Egypt November Evaluation of Egypt's safe reproductive heaith T. W. Jezowsks, K. O'Harley,
1998 program: End-of-year evaluation F. E:Zanaty
Ethiopia February Needs assessment for HIV prevention in EngenderHealth, UNFPA
2003 pregnancy in Ethiopia
Ethiopia November | Assessment of sites for provision of postabortion NGO Networks Ethicpia,
. 2002 i care in Ethiopia: Detailed report EngenderHealth
Ethiopia May 2001 Evaluation of supervision training . EngenderHealth, CARE
' Ethiopia
Ethiopia * January 2000  Assessment of provision of long-term and I AVSC Intemational. East
j i permanent family planning methods in Addis and Southem Africa
! Ababa, Ambhar, and Cromia, Ethiopia * Regional Office
{contmued;
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EngenderHealth evaluation and research studies, 1998-2003* (continued)

Date
Program completed Title Author(s)
Country Programs (continued)
Ghana July 2002 Factors affecting the safe provision of |UDs: A EngenderHealth
service-delivery perspective from Ghana
Ghana February Evaluation of AVSC-supported activities in M. Jacob, D. Mandei,
1999 Ghana M. Mayfieid, M. Mehta
Ghana July 1998 Men as Partners in reproductive health: An C. Fayorsey (Sociology
assessment of reproductive health knowtedge, Department, University of
afttitudes, and practice in Ghana Ghana)
Guatemala February Informed choice for female sterilization as a S. Alvarez, R. Valladares,
2001 contraceptive option in Guatemala E. Barillas, P. Robayo,
C. Cabaris, L. Gonzélez,
Published as: Eleccién informada de la E. Gaviola, GASD ) ]
esterilizacién femenina como opcion Consultores Asociados;
anticonceptiva en Guatemala Ministerio de Salud Publica y
Asistencia Social, Instituto
Guatemalteco de Seguridad
Sacial; Asociacion
ProBienestar de la Familia
Guatemalteca
Guatemala May 2000 The economic impact of Instituto Guatematteco | C. Bonatto, GSD
de Segure Social’s {IGSS) family planning Consultores Ascciados
program
Report only in Spanish: Impacto econdmico
institucional del programa de planificacion
familiar del IGSS
Guatemala July 1999 AVSC’s evaluation of the IGSS reproductive L. DeMaria, P. |. Gémez,
heaith program in Guatemnala, 1994—1998 E. Bunde, M. Tilili, K. Adachi,
C. Pilcavage, D. K. Repass
Guinea and June 2002 COPE® for Child Health in Kenya and Guinea: 0 Bradley, S. Igras,
Kenya An analysis of service guality A_ Shire, M. Diallo,
E. Matwale, F. Fofana,
A. Camara, F. Sawe,
J. Becker, MOH Kenya and
Guinea, USAID/Africa
Bureau, USAID/REDSO/
ESA, UNICEF, WHO,
BASICS, SARA Project/AED
Guinea and May 2000 Child health services in Guinea and Kenya: J. Bradley, S. Igras,
Kenya Report of the baseline survey for the COPE for | E. Matwale, A. Camara,
Child Health project F. Sawe
Guinea February Men As Partners in Guinea E. McDavid, M. Dialio
1999 Report only in French: Hommes Comme
Partenaires en Guinee
Honduras 2003 The final report of the evaluation of the process L. Martinez
of IUD for auxiliary nurses in health regions #1,
2,ang5
Honduras June 2003 Evaluation of the tamily planning services, L. Martinez
provided by auxifiary nurses working in health
centersin #1, 2, and 5.
{continued)
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EngenderHealth evaluation and research studies, 1998-2003" (continued)

Date
Program compieted Title Author(s)
Country Programs (continued)
Honduras 1998 Evaluating job aid use to improve quaiity of care | EngenderHealth
al clinic and community leveis i
Iindia November Introducing DMPA injectable contracephtives to OKT India. EngenderHealth. -
2001 private medical practioners in urban Gujarat Centre for Operations :
Research Training {CORT) |
India 2000 Assessing continuity of DMPA use and provider | EngenderHeatlth ‘
motivation in urban Gujarat 1
India April 2000 Attitudes towards male and female sterilization CORT ‘
in Uttar Pradesh |
Jordan June 2003 Jordan: Attitudes toward tubal ligation among EngenderHealth. Famity
users, potential users, and husbands in Jordan Health Group. MOH, Royatl
Medical Services, privale-
sector hospitals and cknics,
Jordan University Hospital
Jordan May 2002 Trends in female sterilization in Jordan 1991- Team intemnational
2000 ' Engineering. Management
. Consuhants E. Landry.
N. Bitar, A. Shah
Jordan May 2002 Female sterilization trends during 1998-2000 + TEAM, EngenderHealth.
. MOH, Royal Medical
: Services, private-secior
hospitals
Jordan May 2002 Jordanian providers’ knowledge, attitudes, and E. Landry, N. Bitar,
practices regarding long acting hermonal and C. Bumin, J. Pile, Market
permanent family planning methods " Research Organization
Jordan May 2002 Client perceptions of Norplant and Depo Provera | Family Heailth Group,
at JAFPP clinics . EngenderHealth. Jordan
. Association for Famity
. Planning and Protecton
Jordan September Needs assessment of ferale sternlization i M. Galiagher,
1998 services in 20 sites . N. B. Hadaadin, T. Jezowski,
Z. Khairuitah
Kenya November integrated training to improve the quality of | 1. Achwal, L. Goodyear
2002 matemal care services including postabortion !
care: Lessons from Kenya, end-of-project
evaluation
Kenya September AMKENL/Kenya: Barriers to promotion of FHI, AMKENI, L. Bloomhai.
2002 condoms by family planning service providers N. Maggwa, J. Lku,
J. Rakwar
Kenya July 2002 AMKENVKenya: The integration of family J. Liku. H. Reynolds.
planning into VCT services N. Maggwa. J. Rakwar. FHI.
AMKENI, NASCOP
Kenya June 2001 End-of-project summary—EngenderHealth/ EngenderHeatlth
Kenya report 19952000
Kenya May 2000 Postabortion care gaps analysis and W. Kogi-Makau, J. Solo
recommendations
Kenya June 1999 Community invoivement and COPE AVSCXenya, MOH, mission
hospitals
{foonnued)}
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EngenderHealth evaluation and research studies, 1998-2003" (continued)

Date
Program completed Title Author(s)
Country Programs (continued)
Kenya Aprit 1999 Statistical survey of urban male attitudes to D. J. Wilkinsen
vasectomy: Naircbi, Kenya
Kenya April 1999 Kenya program evaluation, 19951999 K. Beattie, C. Camilin,
I. Ndong, D. Teutonico,
D. Adriance, J. Asila,
T. Bwire, G. Kamau,
J. Karuthiru, L. Mogeni,
F. Mumba, J. Obwaka,
R. Simwa
Kenya October 1998 | Man myth: Perceptions from Kenya: D. J. Wilkinson
Reproductive health attitudes and behavior
Kenya 1998 Factors affecting the safe provision of IUDs: A AVSC International, Kenya
service delivery perspective from Kenya MOH, Family Ptanning
Association of Kenya
Kyrgzyzstan 1998 Report on the assessment of reproductive health | AVSC International
setvices in Osh and Jalalabad Oblasts of the
Kyrgyz Repubiic
Kyrgzyzstan 1998 Evaluation of IEC project AVSC International
Malawi November Detailed assessment of Malawi postabortion J. Ruminjo, D. Malema,
2002 care sites J. Malewezi, L. Linyenga
Malawi November Baseline assessment of postabortion care J. Ruminjg, D. Malema,
2001 services: Malawi J. Malewezi, L. Linyenga,
MOH/Reproductive Health
Unit
Mexico December Factors affecting the sate provision of IUDs: A AVSC International, IMSS
1999 service delivery perspective from Mexico Mexico
Mexico April 1999 Summary of AVSC activities in Mexico: Final AVSC International
desk audit
Mexico March 1999 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 los varones en México
Mexico March 1999 | Counseling training in reproductive health: its J. A. Cardona,
impact J. B. E. Otero,
M. de la Arceo, C. Juarez,
Report only in Spanish: Capacitacién en E. Aldaz
consejeria acerca de la salud reproductiva: Sus
impactos
Mexico March 1999 | The sexual and reproductive health of men: the | E. Aldaz, C. Juarez,
perspectives of men, women, health care G. Medina, A. Estrada
providers, and experts
Report in Spanish as: La salud sexual y .
reproductive de los hombres: una perspectiva de
hombres, mujeres, proveedores de setvicios v
expertos
Mexico 1998 Postabortion study J. A. R. Padillo, M.A. Olaya,
G. Clavelina
Mexico October 1998 | Informed consent for sterilization M. Mayfield, J. A. C. Perez,
E. Landry
continued,
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EngenderHealth evaluation and research studies, 1998-2003" (continued)

primary care levet in Nigenan local government
area health centers and NGO chnics

Date
Program completed Title Author(s)

Country Programs (continued) t

Nepal August 2003 | Men as partners in RH in Nepal A Levack }

Nepal Jurne 2003 Pill acceptance and use pattemns in Nepal New ERA

Nepal June 2003 Norplant acceptance and use patterns in Nepal | New ERA

Nepal June 2003 IUCD acceptance and use patterns in Nepal * New ERA

Nepal June 2003 Depo-Provera acceptance and use pattems in~~ New ERA
Nepal ;

Nepat May 2001 Assessment of [UD and Norplant contraceptive D. P. Shrestha. S. Pokhrel.
service pilot program in Kathmandu Valley: A Nepal Fertity Care Centre
rapid survey {(NFCC} :

Nepal April 2001 Clients’ views towards family planning services | Quality of Care Management |
at institutionalized family planning service sites Cemnter’Family Health
in Nepal Division, EngenderHeaith |

Nepal April 2001 Enhanced monitoring of mobile outreach . A. Kaufman, 1
sterilization services: Client perspectives (phase | EngenderHealth
| and 1) :

Nepal January 2000 | An assessment of the family planning and other : D. P. Shrestha
health services in the industrial-sector project !

Nepal 2000 AVSC Intemational’s intection prevention CD- K. Levin
ROM pilot evaluation: Nepal, Ghana, and South
Africa

Nepal June 1999 Consultant report. Review of Chhetrapati Family | S. Rana
Welfare Center {CFWC) service delivery and
management system

Nepal April 1999 ' Nepal baseline assessment report for AVSC's J. Kumar, E. Landry,

" International resulls framework K. Levin, S. Pati, R. Rai,
: A_Shrestha

Nepal March 1998 | Animpact assessment of tamily planning AVSC Intemational
counseling training

Netherlands | December  Efficacy of percutaneous vas occlusion in J. V. Zambon. R. Heg.

1998 | comparison to conventional vasectomy . M. A_Barone, A. E. Pollack.
; M. Mehta

Nigeria June 2003 Facility needs assessment in nine teaching Dr {Mrs) A Q. Aisien,
hospitals in the six geopoiitical zones of Nigena | Dr E.I. Archibong.

i DrS. Sule. Dr M. Dankyau

Nigena September Facility assessments in the 3 VISION states VISION

2002

Nigena August 2002 | Training needs assessment in 3 VISION states VISION

Nigeria July 2002 Commodity logistics assessment of 3 VISION DELIVER Project
states

Nigeria July 2002 Health-seeking behavior study in 2 LGAs in the | JHU/PCS

. 3 VISION states .
Nigeria January 2001 | Assessing the performance of FP service atthe | USAID. PRIMEntrah. TRG,

JHU, EngenderHealth, MSH

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

Program

Date
completed

Title

Author(s)

Country Programs (continued)

Paraguay Juneg 2001 Perspectives and needs in men’s reproductive Centro Paraguayo de
health Estudios de Poblacion
(CEPEP), MOH-Direccién
Published as: Perspectivas y necesidades de General de Programas de
servicios de salud reproductiva para hombres Salud, USAID, CEPEP
Philippines March 2003 | KAP study on abortion for service providers and | EngenderHealth
members of the community as baseline data
Philippines November Young men's sexuality in the Philippines Dela Salle University,
2002 EngenderHealth
Philippines November integrating postabortion care management: A Dr. M. P. Costello
2002 cost analysis
Philippines December Assessing health workers’ attitudes and E. B. Tandingan,
1999 practices on postabortion in selected health L. A. Alcantara,
facilities in the Province of Neuva Vizcaya E. M. Bautista,
M. O. D. Costales
Philippines July 1998 An intervention study to improve family planning | M. Lacuesta, A. Atillo,
and reproductive health service delivery through | N. Amoyen
enhanced information exchange in Davao
Province
Republic of June 2003 Cervical cancer mass media interventions in a L. Risi, J.P. Bindman,
South Africa South African resource-poor setting: Can they O. M. R. Campbell, J. Imrie,
increase smear uptake? K. Everett, J. Bradley,
L. Denny, Khayelitsha
Cervical Screening Project,
London School of Hygiene &
Tropical Medicine, Health
Services Research
Department, Institute of
Psychiatry, London
Republic of June 2003 Widening the cetvical cancer screening netina | J. Bradley, L. Risi, L. Denny,
South Africa South African peri-urban population: Who are Khayelitsha Cervical
the true underserved? Screening Project

Republic of Novemnber Women's perspectives on cervical cancer |. Buskens, L. Denny,

South Africa 2002 screening and treatment: Participatory action J. Bradiey, M. Barone

research in Khayelitsha, South Africa

Republic of September Men as Partners: Republic of South Africa V. Kruger, J. Ruthnam

South Africa 2000 evaluation report

Republic of May 2000 Cervical cancer screening study Columbia University,

South Africa University of Cape Town,
National Cancer Association
of South Africa

Republic of May 1998 Men as Partners focus group discussions in A. Levack, T. Matladi,

South Africa South Africa: Eastern Cape, Free State, Westemn | P. Kedama, L. Tyoba

Cape, and Gauteng Provinces, South Africa

Russia July 2002 Postabortion care operations research study in J. M. Pile, I. Sacci,

Perm, Russia. EngenderHealth,
|. Savelieva, consuitant,
Department of International
Research Programs at the
Russian Academy of Medical
Sciences, Frontiers in
Reproductive Health/
Population Council
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EngenderHealth evaluation and research studies, 1998—-2003* (continued)

Date
Program completed Title Author{s)
Country Programs (continued}
Russia August 1999 | Improving adolescents’ access to reproductive AVSC Intemational, UNICEF
health services
Russia September Factors alfecting the safe provision of IUDs: A AVSC intematicnal,
1998 service delivery perspective from Ekateringburg | Ekalennburg Family
Planning Association ;
Senegal Febnuary Taking PAC services where they are needed: C. T. Cisse. Frontiers. :
2003 + Testing PAC expansion in rural areas E.O. Faye, CEFOREP. |
: MOH. Centre de Formation
et de Recherche en Sante
. de la Reproducton.
" Population Council
Senegal September Senegal transition program evaluation— I. Ndong. O. Faye. E. Benga
2000 Programme National de transition Deh Elizabeth
USAID/Ministere de la santé du Sénégal pour
~ l'amélioration de la qualté des services de la
i santé de la reproduction au Sénégal, Octobre
| 1998 a Septembre 2000
i Senegal : May 2000 ! Testing COPE for Child Health in Senegal CESAG/3ASICS
Senegal . March 1999 Report in French: Ministere de la Sante
Programme National de
Etude experimentale sur leffet des strategies . glanrﬁczuon Fan'ql:lapie.'
& ameriotation de la qualite sur le taux de deo;;:la!on_Cmmcﬂ repect
g continuite des services de plantfication familiale echenches
; au Senegal Operationneiles et
d Ass:stance Technique en
Afrique |;
Senegal 1998 Final report of AVSC Intemational Technical N/A
Assistance Program
* Rapport Final:
Ou programme dFassistance technique de AVSC
intemational au Senegal
Tanzania May 2002 Men as partners in reproductive health: P. Riwa, E. Ngirwamungu,
. Exploring family planning and reproductive J. Smbamwaka, 0. Kihwele,
| health decision-making and service deliveryn . R, Becker
I two districts ;
Tanzania March 2002 . Evaluation of the Managed Health Care Project  J. Mashah, EngenderHeaith |
{MHCP?} of the Evangeiical Lutheran Church in consultant, K. Kahando,
Tanzania (ELCT). Engendertieaith consultant,
ELCT, EngenderHealth
Tanzania January 2002 Rapid assessment of Seventh-Day Adventist C. Simbakaiia, consultant,
heatth facifities I. Achwal, G. Wambwa.
. G. Lusiola, EngenderHealth,
- J. Tayali, Naomba Maguba,
Seventh Day Adventist,
Z. Ubwe, National Nursing
Council Tanzania,
R. Bayona Directorate of
Hospital Services,
J. Kanama, UMATI

feontinued)
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EngenderHealth evaluation and research studies, 1958—-2003* {continued)

Date
Program completed Title Author(s)

Country Programs (continued)

Tanzania April 2001 Preliminary results on the current situation of A. D. Rukonge, consultant,
permanent and long-term (P&LT) contraception | A. Isack, EngenderHealth,
semvices in Tanzania J. R. Kanama, UMATI,

C. Mpemba, RCHS of
Tanzania MOH, USAID

Tanzania July 2000 Family planning services in Tanzania: Resulis J. Bradley, E. Mielke,

from a project to improve quality: 19961999 G. Wambwa, J. Mashafi,
M. Nasania

Tanzania March 2000 A report on the review of long-term and P. Riwa, R. Mwaikambo,
permanent contraceptive rmethods and quality A. Rukonge, i. Achwaal,
improvement program C. Camlin

Tanzania January 2000 | Health-sector reform (HSR) and reproductive L. Antarsh , D. Adriance
health in transition

Tanzania November Rapid assessment of available Norplant sels in I. Achwal, D. Kihwele

1999 Tanzania

Tanzania August 1999 | Improving postabortion care services in three A. Rukonge, M. Wikedzi,

hospitals in Tanzania D. Mrosso, E. Malekela,
E. M’'Mbando, A. Kilonzo,
1. Achwal, G. Wambwa,
M. Mehta

Tanzania August 1999 | Baseline study of 29 proposed PAC expansion G. Wambwa, MOH, UMATI,
sites USAID, Ipas

Tanzania February Postabortion care quality assessment G. Wambwa, E. Westley

1999
Tanzania 1998 PAC evaluation EngenderHealth
Tanzania September Quality of care in family planning services: J. Bradiey, G. Wambwa,
1998 An assessment of change in Tanzania from K. Beattie, J. Dwyer
1995/6—1996/7

Tanzania June 1998 Mid-term evaluation; lmproving reproductive A. Eschen, A. Rukonge,
health care in three Tanzanian hospitals, May B. French, A, Kilonzo,
28-June 4, 1998 E. Mielke

Turkey May 2001 Vasectomy decision-making in Turkey-—A focus | AVSC International
group report

Turkey March 2000 Private-sector expansion of postabortion family MOH, USAID Mission,
planning initiative in Istanbul, Turkey EngenderHealth

Ukraine November Creating youth-friendly adolescent heaith AVSC international

1998 sefvices in Mikolayev, Ukraine: A model for
change i

United States | January 2603 | Report on FY 2001-2002: The Men's TEngenderHealth
Reproductive Health Capacity Building Project

United States | March 1999 Exploring sexual and reproductive health M. Schehl, J. Haws,
decision-making in South Brooklyn, New York R. Becker

Uzbekistan December Assessment of abortion and postabartion care AVSC PAC Team, Research

and 1999 services in republics of Uzbekistan and Institute of Obstetrics and

Kyrgzyzstan Kyrgyzstan Gynecology

Uzbekistan December Assessment of female sterilization services in K. O’'Hanley, MOH,

1899 Uzbekistan Research Institute of
Obstetrics and Gynecology
({continued)
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EngenderHealth evaluation and research studies, 1998-2003* (continued)

Date
Program completed Title Author(s)
Country Programs (continued)
Uzbekistan 1998 Assessment of reproductive heaith services in -+ AVSC Intemational
Surkhandarya and Kashkadarya oblasts of the
Republic of Uzbekistan
Vietnam July 2002 Factors atfecting the safe provision of IUDs: A AVSC Imtemational
service delivery perspective from Vietnam
Vietnam May 1999 Qualitative assessment of sterlization services MOCH National Committee
in six provinces for Populaton and Family
Planning, AVSC
: international
Vietnam June 1998 i Client perspectives on qualty of contraceplive N. M. Thang, B. R. Johnson,
" and abortion services al three sites in Vieinam E. Landry. R. Columbia
Global Programs
MaC/PAC June 2003 Obstetric fistula needs assessment report: UNFPA, EngenderHeaith
Findings from nine African countries ‘
MaC/PAC March 2003 | The effectiveness of paracervical biock in P. Gomez. H. Gaitan. |
managing pain in the treatment of ncompiete A_ Paradas. C. Nova. Center :
abortion with manual vacuum aspiration (MVA): | for Clin:cal Epidemioclogy,
A randomized clinical control triat Universidad Nacional de
Colombia, Intemational
Clinical Epidemiclogy
Network (INCLEN).
Matemidad Nuestra Senora
de Altagracia, Sto. Domingo.
Oominican Republic
MaC/PAC December Evaluation of currently available MVA PATH. J. Ruminjo
2002 instruments
MaC/PAC December - Addressing the global crisis of unsafe abortion J. Solo, |. Escandon,
‘ 2002 by expanding postabartion care services L. Leonhardt. A. Shire
Postabortion Apri} 2001 A study to assess misoprostol use and S. Girvin, P. Gomez,
! care associated needs in developing countries E. Westiey.
' i EngenderHeakh,
| J. Shems, A. Bingham,
i PATH. Reproductive Health
i Research Una (RHRU)
LAC September Female sterilization decision making in Latin ~ AVSC Internationaf
1998 America and the Caribbean
!  Toma de decisiones sobre esterilizacion
| femenina en LatinoAmerica y el Caribe

“Various funding sources, including USAID, muttitateral, and private funds.
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EngenderHealth journal publications, 1998-2003

APPENDIX B

Date of
Article title Authors Name of journal publication
A prospective study of time and number | M.A. Barone, H. Nazerali, i Joumal of Urology. Septemnber
of ejaculations to azoospermia after M. Cortes, M. Chen-Mok, 170(3):892-896 2003
vasectomy by ligation and excision AE. Pollack, D. Sokal
Cervical cancer mass media L. Risi, J. P, Bindman, Accepted for publicatior | June 2003
interventions in a South African O.M.R. Campbell, J. imrie, | in: Heatth Education
resource-poor setting: Can they increase | K. Everett, J. Bradiey. Research
smear uptake? L. Denny
Widening the cervical cancer screening J. Bradiey, L. Rist, Accepted for publication | June 2003
net in a South African peri-urban L. Denny in: Health Care for
population: Who are the true Women International
underserved
Family planning as an integral I. Sacci, . S. Savelieva Kontraceptziya May 2003
component in women's reproductive {Contraception},
health improvement. WIN Project Russian, May 2003
Integrated Approach
Measuring provider performance: A Fort (E. Mielke Summary of a technical | January 2003
challenges and definitons contnbuted) meeting sponsored by
PRIME Ii/intrah and
' MEASURE
HIV infections in sub-Saharan Africa, - M. Middleberg, J. Becker,  Intemational Joumai of January 2003
Letter to the Editor P. Twyman STD & AIDS,
14(8):570-571 :
Provision of modemn birth spacing T. Rathavy, M. Reyners Heatth Messenger - January 2003
methods
Good communication during antenatal M. Smith Heaith Messenger October 2002
care
Emergency contraception P.l. Gomez Proceedings of Latin- October 2002
American Ob/Gyn
Conference, Bolivia
2002
‘ Postpartum and postabortion famity P.l. Gomez Proceedings of Latin- October 2002
pianning Amencan Ob/Gyn
Conference. Bolivia
; 2002
| Incomplete abortion, medical treatment  P.I. Gomez Proceedings of Latin- October 2002
Amencan Ob/Gyn
Conterence. Bolvia
: 2002
Pain refief for manual vacuum aspiration  J. Ruminjo, T. Egziabher, . East Alncan Medical October 2002
of uterus C. Sekadde-Kigondu . Joumal, 79(10):
| 530-534
Participatory evaluation of reproductive J. Bradiey, M. Mayfield, Social Science & July 2002
heaith care quality in developing M. Mehta, A. Rukonge f Medicine, 55(2):
countries . 269-282
Empowering frontline staff to improve the  M.B. Dohlie, E. Mielke, ' Responding to Cairo: April 2002
quality of family planning services: A G. Wambwa, A Rukonge  Case studies of
case study in Tanzania (chapter 6} changing practice in
. reproductive health and
family planning.
N. Haberland &
- D. Measham, editors
{continued)]
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EngenderHealth journal publications, 1998-2003 (continued)

Date of
Aricle title Authors Name of journal publication
Direct visual inspection for cervical L. Denny, L. Kuhn, Cancer, 94(6): March 2002
cancer screening: An analysis of factors | A.E. Pollack, 16991707
influencing test performance T. C. Wright, Jr.
EngenderHealth makes creative K. Kannitha, T. Savery, Globail Health Link, Vol. | March 2002
strategies in low-resource settings M.5. Titus 114. pp. 9. 18
Improving maternal and child health E. Mielke, J. Bradley, Quality Assurance Brief, | March 2002
services through COPE J. Becker 9(2):23-25
EngenderHealth’s PAC activities K. Graff PAC in Action March 2002
newsletter, Issue 1
Editorial: Saving women's lives: Taking S. Mather, A, Malhotra, Columbian Joumnal of August 2001
advantage of missed opportunities in ICRW; M. Mehta, Obstetrics and
health services EngenderHeaith Gynecology, 52(2):
135-140
COPE: A process and tools for E. Mielke, K. Beattie Quality Assurance Brief, | July 2001
healthcare 9(1):18-20
Policy analysis of cervical cancer S. Goldie, L. Kuhn, Journal of the American | June 2001
screening strategies in low-resource L. Denny, A. E. Pollack, Medical Association
settings T. C. Wright, Jr. (JAMA). 285(24):
3107- 3115
Bridging the gap: Integrating family P. Senlet, L. Cagatay, International Family June 2001
planning with abortion services in Turkey | J. Ergin, J. Mathis Planning Perspectives
27(2):90-95
Adolescent girls’ life aspirations and 8. Mathur, A. Malhotra, Reproductive Health May 2001
reproductive health in Nepal M. Mehta Matters 9(17):91—100
Cervical cancer screening in developing | L. Denny IPPF Medical Bulletin April 2001
countries 35(2)
The Quality of Care Management Center | H. Stanley, D. R. AVSC Working Paper January 2001
in Nepal: Improving services with limited | Shrestha, M. A. Barone, No. 13
TESOUrCES M, Lineham
Cervical cancer screening strategies for | R. M. Richant, S. Robles, Contemporary Ob/Gyn January 2001
developing countries: Symposium R. Sankaranarayanan, 46(1):71-79
T. C. Wright, Jr.
Female stenlization: Evidence S. Pati, V. Cullins Obstetric and December
Gynecology Clinics of 2000
North America 27(4):
859899
Population growth and women’s health J. Vajpayee Waomen's Health November
Journal 2000
Shifting to a sexual and reproductive S. Pati, J. Becker, HealthLink November
health approach: Challenges for family B. L. Farreil, 2000
planning providers M. A. Barone, V. Cullins
Efficacy of percutaneous vas occlusion J. V. Zambon, British Journal of October 2000
compared with conventional vasectomy M. A. Barone, Urology (BJU)
A. E. Pollack, M. Mehta Intemationat 86(6):
699705
COPE, a model tor building community M. B. Dohlie, E. Mielke, Journal for Health Care | September
partnerships that improve care in East T. Bwire, D. Adriance, and | Quality 22{5):34-38 2000
Africa F. Mumba
Two-stage cervical cancer screening: An | L. Denny, L. Kuhn, L. Risi, | American Journal of August 2000
altemnative for resource-poor seftings R. M. Richan, Obstetrics and
A. E. Pollack, et al. Gynecology
183(2):383-388
{continued)
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EngenderHealth journal publications, 1998—2003 (continued)

Dateof |
Article title Authors Name of journal publication ‘
Evaluation of akemative methods of L. Denny, L Kuhn, Cancer 89(4).826-833 August 2000 —[
cervical cancer screening for resource- A. E. Pollack, !
poor settings H. Wainwright, and '
T. C. Wright, Jr. _
From consent to choice in family R. Pine, C. Wypijewska Joumal of the American | July 2000
planning: Application of an intemational Medical Women's '
framework to the United States Association (JAMWA)
55(5):265-269
Condom counseling in microbicide A. E. Pollack, R. Pine, Amencan Journal of Juty 2000
testing: A right of choice. Letter to the K. Beattie Public Health
editor. 90(7):1154
Health-reform impact in reproductive P.[. Gémez Controversias en July 2000
health Ginecologia y :
Obstetnicia
Husbands as obstacles to contraceptive | J. Casterline, Z. A Sathar, Studies in Family July 2000
use in Pakistan M. ul Hague Planning 32{2):95-110
Men As Partners in HIV prevention: A P. Kedama, A. Levack, Social Science: Rights,  July 2000
case study from South Africa J. Duncan Politics, Commitment 5
. and Act :
Opening the door to safe abortion: A. E. Pollack, R. Pine Journal of American July 2000 '
Intemational perspectives on medical Medical Women's
abortifacient use: A commentary Association (JAMWA) !
55(3 Supp!):186-188
Human papillomavirus DNA testing for L. Kuhn, L. Denny, Journal of the National May 2000
cervical cancer screening in low A. E. Pollack, A. Lonncz, Cancer Institute
resource settings R.M Richart, T. C. Wnght  92(10):B18-825
Commentary on tubal sterlization: Focus | A, E. Pollack, V. Culling Fertifity and Sterility May 2000
on the U_S. experience 73{5):913-922
Putting an ear to the ground: Where now | R. Pine, A. E. Pollack intlemationai Joumnal of April 2000
with quinacrine? Gynecology and :
Obstetnes, 69(1):55~65.
Quinacrine for female sterilization: health | R. Pine IPPF Medical Bulletin, April 2000
and ethical concems, adapted from an Vol. 34 No. 2
insert of the same name produced as
part of the AVSC Intemational Voluntary
' Sterilization tolder.
| Shifting to a sexual and reproductive V. E. Cullins, J. Becker, Heaithiink 102:1-4. March 2000
health approach: Challenges for family B. Fametl, P, Twyman,
pianning providers M. Barcne
Partner sffects on a woman's intention to | L. S. Zabin, Family Planning i January—
conceive: Not with this partner G. R. Huggins, Perspectives 32(1): ' February
M. R. Emerson, 3945 2000
V. E. Cullins -‘
HPV DNA testing of self-collected T. Wright, L. Denny, . Joumal of the Amernican | January 2000 |
vaginal samples compared with cytolegic | L. Kuhn, A, E. Pollack, Medical Association,
screening to detect cervical cancer A. Lorincz 283(1):81-86
Improving quality of care: AVSC M.B. Dohlie, E. Mielke, Journal of Health December
Intemational's experiences in Africa F. Mumba, G. Wambwa, : Management 1(2):249- . 1999
W Mongo, A.D. Rukonge, | 260
J. Mashah !
{conbnued)
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EngenderHealth journal publications, 1998-2003 (continued}

Date of
Article title Authors Name of journal publication
Marketing vasectomy: You'd be AR. M. Becker, J. M. Haws, | Social Marketing December
surprised J. N. Welch, R. Belinoff Quarterly 5(4%:114-116 | 1989
Cervical cancer prevention using visual V. Cullins, T. Wright, Reproductive Health November
screening methods K. Beattie, A. E. Pollack Matters 7(14):134-143. | 1999
Using practical quality improvement M.B. Dohlie, E. Mielke, Joint Commission November
approaches and tools in reproductive F.K. Mumba, Journal on Quality 1999
health services in East Africa G.E. Wambwa, Improvement 25(11):
A. Rukonge, W. Mongo 574-587
Treating vaginitis V. E. Cullins, The Nurse Practioner October 19939
L. Dominguez,
T. Guberski, M. R.Secor,
S. J Wysocki
Invalving Men as Partners in J. M. Pile, C. Bumin, AVSC Working Paper June 1999
reproductive health: Lessons learned A. Cilogiu, A. Akin #12
from Turkey
Prevaience of visible disruption of L. Kuhn, L. Denny, Contraception June 1999
cervical epithelium and cervical ectopy in | A.E Pollack, T. Wright 59(6):363~-367
Alrican women using Depo-Provera,
Are providers missing opportunities to S N. M. Chowdhury, International Family June 1999
address reproductive tract infections? | Bhuyiya, S. N. Huda, Planning Perspectives
Experience from Bangladesh A. J. Faisel 25(2):92-97
Clinical aspects of vasectomy A. E. Pollack, Urology, 53(4):862-866 | April 1999
M. A. Barone
What's new in sterilization techniques S. Pati, C. Carignan, Patient Care March 1999
AE. Pollack
No-scalpel vasectomy in the United J. Haws, V. Cullins IPPF Medical Bulletin February
States 1999
Men’s reproductive heaith; Defining, [. Ndong, R.M. Becker, international Family January 1999
desigming, and delivering services J.M. Haws, M.N. Wegner Planning Perspectives
25{Suppl.)53-55
Vasectomy in the United Stafes, 1991 and | R.J. Magnani, J.M. Haws, | American Joumnal of January 1999
1995 G.T. Morgan, Public Health 89(1):
P.M. Gargiullo, 92-94
A.E. Pollack, L.M. Koonin
The concept of Men as Partrers in A Levack, T. Rahim Populi December
Pakistan 1898
January 1989
Hysterectomy after stetilization S. Pati Medical Tribune November
1998
Clinical practice of vasectomies in the J.M. Haws, R.J. Magnani, | Urclogy October 1998
United States in 1995 G.T. Morgan, L.M. Koonin,
A.E. Pollack, P.M Gargiullo
Emergency contraception: A global E. Westley Journal of the American | Oclober 1998
overview Medical Women's
Association 53(5 Suppl
2):215-218 & 237
Working paper: Whole-site training: A J. Bradley, P.F. Lynam, New August 1998
new approach to the organization of J.C. Dwyer,
training G.E. Wambwa
What's new with male sterilization: An A. E. Pollack, C. Carignan, | Contemporary Ob/Gyn July 1998
update S. Pati
{continued)

136

END-OF-PROJECT REPORT FOR ENGENDERMEALTH'S PROGRAM
FOR VOLUNTARY SURGICAL CONTRACEPTION AND RELATED REPRODUCTIVE HEALTH SERVICES

.




EngenderHealth journai publications, 1998-2003 (continued)

Date of
Article title Authors Name of jounal publication
Using COPE to improve quality of care: J. Bradley Quality/Calidad'Qualite June 1996
The experience of the Family Planning
Association of Kenya
What's new with female sterilization: An S. Pati, C_ Carignan, Contemporary Ob'Gyn June 1998
update A_ E. Pollack
Sterilization, still the most popular method International Medical May 1998
of contraception News Group
Improving women's health around the AE. Pollack ACOG Today May 1993
world
Clinical aspects of vasectomies J. Haws, G.T. Morgan. Urology 52(4):685-691 Aprit 1998
performed in the United Stales in 1995 A. E. Pollack, L.M. Koonin,
R. Magnani, P.M. Gargiullo
Reproductive health and men's I. Ndong. B. Finger Network 18(3) Spnng 1998
responsibilities
Men as partrers in reproductive health: M. N. Wegner, E. Landry, Intemational Family 1998
From issues to action D. Wilkinson, J. Tzanis © Planning Perspectves
- 24(1):38-42
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APPENDIX C

EngenderHealth publications, 1998-2003

: Date of
Publication Title :  Publication
Management of Men's Reproductive Health Problems In producton
COPE® Handbook: A Process for Improving Quality in Health Services. Revised Edition In producton
COPE® for Reproductive Health Services: A Toolbook to Accompany the COPEE® Handbook in production
Minilaparotomy for Female Sterilization: An lllustrated Guide for Service Providers In production
Reducing HIV and AIDS-Related Stigma and Discrimination in Heaith Care Settings 2003
Choices in Family Planning: informed and Voluntary Decision Making 2003
Compass [periodicall: Changing Policies and Attitudes: Postabortion Care in the Philippines 2003
Compass {periodicall: Transforming Men into Clients: Men's Reproductive Health Services 2003
in Guinea
Comprehensive Counseling for Reproductive Health: An Integrated Cumculum 2003
Counseling and Communicating with Men 2003
Counsetfing the Postabortion Client: A Training Cumiculum 2003
No-Scalpei Vasectomy: An Hlustrated Guide for Surgeons, Third Edition [print and CD-ROM 2003
versionsj
Trainer's Resource CD-ROM: No-Scalpel Vasectomy: An lllustrated Guide for Surgeons. 2003
Third Edition
Compass {periodical]: Improving Provider Performance: Resulls from Guinea and Kenya 2002 ;
Contraceptive Sterilization: Global Issues and Trends 2002 :
COPE® for Child Health in Kenya and Guinea: An Analysis of Service Quality 2002
EngenderHealth Annuaj Report to USAID, July 1, 2001-June 30, 2002 2002
Integration of HIV/STI Prevention, Sexuality, and Duai Protection in Family Planning Counseling 2002
[working draft]
The Rights of Clients and Providers to Safety and Dignity: Preventing HIV Transmission and 2002
Reducing AIDS Stigma in Health Care Settings. A Supplement to the EngenderHealth infection
Prevention Curriculurmn [working draft]
Youth-Friendly Services: A Manual for Service Providers 2002
Community COPE®: Building Partnership with the Community to improve Heallh Services 2001
COPE® for Matemal Health Services: A Process and Tools for Improving the Quality 2001
of Matemal Health Services
EngenderHealth Annual Report to USAID, July 1. 2000-June 30, 2001 2001
EngenderHealth Publications, Catalogue 2001
Facilitative Supervision Handbook 2001
Men As Partners: A Program for Supplementing the Training of Life Skills Educators, 2nd edition 2001
The Quality of Care Management Center in Nepal: Improving Services with Limited Resources 2001
{AVSC Working Paper No. 13)
Taking Postabortion Care Services to Scale; Quality, Access, Sustainability 2001
Cost Analysis Tool: Simplifying Cost Analysis for Managers and Staff of Health Care Services 2000
fconbnued}
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EngenderHealth publications, 1998-2003 (continued)

Date of

Publication Title Publication
Emergency Management for the Operating and Recovery Rooms: Reference Manual, 2000
Emergency Management [poster], and Steps of Cardiopulmonary Resuscitation (CFR) [poster]
EngenderHealth Annual Report to USAID, April 1, 1998—June 30, 2000 2000
Heaith-Sector Reform and Reproductive Health in Transition; Meeting the Challenge in 2000
Bangladesh
Health-Sector Reform and Reproductive Health in Transition: Meeting the Challenge in Colombia 2000
Health-Sector Reform and Reproductive Health in Transition: Meeting the Challenge in Tanzania 2000
Health-Sector Reform and Reproductive Health in Transition: Meeting the Challenge in 2000
Tanzania, Bangladesh, and Colombia
Introduction to Men’s Reproductive Health Services 2000
Postabortion Care [folder; English, French, Spanish} 2000
Sexually Transmitted Infections and Other Reproductive Tract Infections (STis/RTis): 2000
Counseling Reference Cards: Eticlogic Management
Sexually Transmitted Infections and Other Reproductive Tract Infections {(STls/RTis): 2000
Counseling Reference Cards: Syndromic Management
What Every Client Should Know: STYHIV Prevention Quick-Reference Cards for Health Care ! 2000
Providers
COPE® for Child Health: A Process and Tools for Improving the Quality of Child Health Services 1999
COPE® Self-Assessment Guides for Reproductive Health Services 1999
Five Case Studies for the Sympesium on Male Participation in Sexual and Reproductive Health; 1999
New Paradigms [English, Spanish]
Infection Prevention Curricutum: A Training Course for Health Care Providers and Other Staff of 1989
Hospitals and Clinics
involving Men As Partners in Reproductive Health: Lessons Leamed from Turkey (AVSC 1999
Working Paper No. 12)
Literature Review for the Symposium on Male Participation in Sexual and Reproductive Health; 1999
New Paradigms [English, Spanish}
Male Contraception: Planning for the Future 1999
Maie Participation in Sexual and Reproductive Health: New Paradigms, Symposium Repont 1999
[English, Spanish]
Medical and Service Delivery Guidelines for Family Planning, 2nd edition [Russian] 1899
Men As Partners: A Program for Supplementing the Training of Life Skills Educators. Guide for 1999
MAP Master Trainers and Educators
STD Cue Cards [Russian] 1999
Voluntary Sterilization: Policies and Perspectives [folder; English, French) 1999
Informed Choice [folder; English, Spanish, French] 1998
Men As Partners in Ghana: Cape Coast Workshop Report 1998
Programming for Male Involvement in Reproductive Health: A Practical Guide for Managers 1998
[Spanish]
Whole-Site Training: A New Approach to the Organization of Training (AVSC Working Paper 1998
No. 11} {French]
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