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EXECUTIVE SUMMARY

From 1999 to 2003, the Women and Infant Health (WIN) Project worked in close collaboration
with the Ministry of Health of the Russian Federation to improve the quality of maternal and
newborn services and to increase access to and demand for high quality reproductive health
services in three Russian cities: Veliky Novgorod, Perm, and Berezniki. The WIN Project was
implemented by John Snow, Inc. (JSI) and its partners, EngenderHealth, Johns Hopkins
University Center for Communication Programs, and University Research Corporation.

The WIN interventions fell into three main areas: clinical and counseling training of health care
providers in evidence-based medical practices and follow-up supervision of trainees; community-
based and facility-based information, education, and communication activities; and advocacy and
policy promotion at all levels of the health administration.

Methodology

The WIN Project evaluation component was designed to assess the effectiveness and impact of
the project in the twenty participating facilities and in the communities of the three cities where it
worked. This report employs data from pre- and post-intervention household and facility surveys
and a third facility survey, conducted to assess sustainability of the new practices. These survey
data were complemented by quarterly data on practices and services provided at participating
facilities from the project’s Facility Monitoring System (FMS). Introduced in 2000 at the site,
oblast, and national levels, the FMS and was built upon routine data collection systems already in
place at WIN-participating facilities. One staff member at each participating site was designated
to coordinate the FMS data and report it to the project.

In 1999 and early 2000, the WIN Project conducted two surveys: a household survey of 1300
women of reproductive age in each of the three cities, 3900 women in all; and a facility survey,
which interviewed 500 providers and more than 1300 antenatal, abortion, or maternity care
clients. The household survey provided baseline data on current health knowledge, attitudes, and
practices, and data to estimate fertility and abortion rates. The facility survey collected baseline
data regarding the provision of and attitudes toward maternal and child health care at the project
intervention sites, which included women’s consultations, maternity hospitals, and children’s
polyclinics in Perm, Berezniki, and Veliky Novgorod. The facility survey was repeated in early
2002, and the endline household survey was conducted in early 2003. The third and final facility
survey was conducted at all WIN sites in early 2003.

Findings

Our quantitative data demonstrate the positive changes in facility practices that occurred
following the WIN Project training for providers and continuing as WIN provided further
training, IEC campaigns, and assistance with protocol and policy development. More facility
clients received and were satisfied with the new, client-centered services and practices than prior
to the Project interventions. Further, the adoption of new practices was generally consistent
across all types of facilities, which points to the project’s effectiveness at integrating its
interventions.

The women’s consultation is where most Russian women receive antenatal care and is also a
primary site for family planning services, postpartum and post-abortion care. For antenatal
clients, the frequency and content of discussions of exclusive breastfeeding between providers
and clients improved, reflecting providers’ use of their WIN training. While the proportion of
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antenatal clients who reported receiving contraceptive counseling more than doubled between
2000 and 2003, this group represented only 43% of antenatal clients, still showing room for
improvement.

Family-centered maternity care training, including essential care of the newborn, succeeded in
changing many ineffective or potentially harmful practices in maternity hospitals. Practices that
support women to exclusively breastfeed, such as immediate skin-to-skin contact and immediate
breastfeeding, ‘rooming-in,” and arrangements to feed on demand, clearly increased, with over
80% of women reporting experiencing all of these practices. Four out of the five maternity
hospitals instituted widespread access to ‘rooming-in’ and support for exclusive breastfeeding,
and achieved internationally recognized status as WHO Baby-Friendly Hospitals. A large
proportion of the clients at these facilities now choose the option of family-centered maternity
care, which was not offered when the WIN Project began.

Breastfeeding counseling combined with the implementation of supportive practices appears to
have been extraordinarily effective, as at endline nine out of ten postpartum women reported
exclusively breastfeeding their infants through the entire hospital stay. In fact, when maternity
hospital practices support exclusive breastfeeding from birth, it appears that exclusive
breastfeeding is sustained even beyond the hospital stay. The FMS data show an increase in the
proportion of infants exclusively breastfed up to six months of age.

Our data provide strong evidence of how quickly infant-feeding practices can change and how
immediately positive effects can follow. FMS data show ‘rooming-in’ growing in tandem with
increased exclusive breastfeeding in hospital, reduced cases of neonatal jaundice, and increased
proportions of children exclusively breastfed up to the age of six months.

By endline, more women were taking advantage of the opportunity to have a close person to
support them during labor and delivery, and attitudes of women toward having such support had
become more positive. However, family support in the delivery room is one practice that facilities
may find hard to sustain without further encouragement because it requires medical staff to
accommodate their own work to the presence of family members. Further, some older practices in
labor and delivery are not declining as quickly as expected, for example, routine use of an
intravenous line and artificial rupture of membranes. These still-common practices suggest
further interventions are needed to promote evidence-based care.

A dramatic result of the WIN interventions was the increased prevalence of contraceptive
counseling provided to women by physicians in facilities. Counseling of both postpartum and
post-abortion clients more than doubled over the course of the project. At endline, about half of
all postpartum women reported that their medical provider discussed postpartum contraception
with them, up from only 20% at baseline. Of these postpartum women, almost half reported
discussing the lactational amenorrhea method (LAM), up from 10% at baseline. One result of this
counseling is that at endline more women (about 65%) reported at the time of discharge from the
maternity hospital that they knew the postpartum contraception method they would use; at
baseline, only about half of these women had known the method they would use.

More postpartum women at endline—more than one quarter, up from only two women at
baseline—reported that they would use LAM for contraception during the postpartum period.
However, among postpartum women and their providers we found inadequate knowledge about
when LAM becomes ineffective. Further, at endline, a small number of abortion clients reported
that they had become pregnant while using LAM as a method of contraception, suggesting that
training for providers on LAM has not been completely effective.
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As with postpartum women, many more post-abortion women received contraceptive
counseling—by the time of the endline facility survey, more than nine out of every ten. Further,
the project increased the proportion of abortion clients who received focused counseling on a
particular contraceptive method. Most abortion clients previously had relied on barrier methods of
birth control that failed. Post-counseling, a very large proportion of the women said they intended
to use a contraceptive method, and of the more than 80% who had chosen a method by the time of
their discharge, more than three-quarters intended to use a medical method, the most efficacious.

A gap remains between knowledge and practice of effective contraception. As stated above, by
endline, more than 80% of post-abortion clients expressed not only an intention to use medical
contraception, but had identified their method of choice. Yet, all three rounds of facility surveys
revealed that a large proportion of these women—between 30 and 40 percent—actually used
contraception inconsistently or not at all. These results suggest not a lack of desire by these
clients to use an effective method of pregnancy prevention, but instead an inability to do so.

Clearly, the counseling training broadened the number of providers giving contraceptive
counseling and extended the coverage of such counseling to a nearly all abortion clients. The fact
that more women received more detailed information about the effective use of a particular
method should help to improve effective use of the medical methods most desired by these
women.

The WIN interventions promoted a ‘client-centered’ approach to all types of women’s health
care, encouraging providers to include women in decisions regarding their own care. One
important indicator of the success of project activities aimed at improving the quality of services
is the change in women’s perspectives or attitudes toward the care that they received. Large gains
in client satisfaction occurred to some degree across all three cities. Generally speaking, clients
reported increased satisfaction with services provided by the facilities they attended, except in
Veliky Novgorod, where one participating maternity hospital did not fully adopt the new
practices.

The IEC component of the project produced and disseminated appropriate health messages and
materials. We found that at endline, informational materials were distributed to 80% of clients at
participating facilities, more than tripling from baseline. Approximately three quarters of all
clients were given or took an educational brochure when they left the clinic or hospital. The most
widely distributed brochures discussed exclusive breastfeeding, pregnancy prevention, sexually
transmitted infections, and child care.

Community surveys indicated that the WIN media campaign on exclusive breastfeeding reached
more than 60% of women in the three cities. Nearly 80% could recognize the WIN breastfeeding
logo, used in the campaign and on posters and materials in facilities. Women who heard the
message on television were 60% more likely to say that breast milk should not be supplemented
by anything else than those who had not heard the television message.

Between baseline and endline, household surveys showed that among women who said that they
wanted to stop childbearing the proportion who thought that social norms supported use of
modern contraceptives increased. At baseline, 50% of those who wanted to stop childbearing
reported that most of their friends used modern contraception, which rose to 56% at endline.

The women’s perception of modern contraception as a slowly growing norm seems to be quite
accurate. Current contraceptive prevalence rose only slightly between baseline and endline, but a
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large shift to modern methods was observed—an increase of between five and ten percentage
points in the three cities. At endline, between 55% and 63% of women interviewed in the three
cities reported current use of a modern method. It appears that more women were using more
effective contraceptive methods at endline than they were at the start of the WIN Project.

Despite apparent improvements in contraceptive use, the cross-section of abortion clients
interviewed at participating facilities was just as likely at the time of both second-round and
endline surveys as at baseline to have had an abortion in the previous 12 months. About 17% of
those abortion clients reported having had another abortion in the past year. These proportions
hardly changed over the three years of the WIN Project. Our data suggest that these ‘rapid
repeaters’ were not able to obtain a method when they needed it, or were less motivated to use it
than abortion clients were in general. Taken together, these findings suggest that the majority of
‘rapid repeaters’ are repeatedly exposed to the risk of conception and need either permanent
methods or access to the most effective (medical) contraceptive methods.

Our population-based data and data from official statistics generally point to a decline in
abortions since the project began, continuing a secular decline that has been described since the
beginning of the 1990s. According to our household survey data, total abortion rates and general
abortion rates have fallen consistently since the three-year period before WIN Project activities
began. In Perm, the baseline estimate of the abortion rate was 2.2 abortions per woman, and in the
post-intervention period this rate fell to 1.7 abortions per woman or 58 abortions per 1000 women
of reproductive age. In Berezniki, the total abortion rate fell from 2.2 to 1.4 abortions per woman
or 48 per 1000 women of reproductive age. In Veliky Novgorod, which at 1.7 per woman had the
lowest level of abortions at baseline, a decline similar in magnitude to that in Perm occurred,
driving the abortion rate to 1.2 abortions per woman or 39 per 1000 women of reproductive age in
the post-intervention period. We think that the effectiveness of the project’s interventions, as
documented by our data, suggest that WIN Project activities contributed to the increased use of
modern contraceptives in the communities and to the concomitant decline in abortion rates.

The WIN Project data show little change in perinatal death rates. However, the data do indicate a
slight but sustained decline in death rates in Perm maternity hospitals while death rates in
Berezniki and Veliky Novgorod were erratic. The entire decline in perinatal death and stillbirth
rates in Perm appears to be due to a decline in one facility, the regional perinatal center where
high-risk births from surrounding areas as well as the city of Perm are delivered. Three to four
years is probably too short a time to show a change in impact indicators related to neonatal health.
A longer period of observation would be needed to discern a firm trend.

Implications
Our evaluation of the WIN Project has demonstrated that many important changes in women’s
health care have occurred as a result of project activities. The likelihood that these will be

sustained is high because they have been adopted so enthusiastically by both providers and the
populations they serve.
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Exclusive breastfeeding is clearly a very popular option with both women and their providers.
This new, healthy behavior may improve morbidity rates in infants, but a longer period of
observation is probably necessary to document an association. Ideally, a longitudinal study should
be conducted that collects and examines individual-level data. That study might provide evidence
to confirm in the Russian context what has been shown repeatedly worldwide: that exclusive
breastfeeding reduces child morbidity and improves child health.

While some healthy behaviors have been readily accepted, most notably exclusive breastfeeding
among new mothers, others are slower to change. Some evidence-based practices are harder than
others for facilities to implement—for example, family support for mothers during childbirth.
Facilities may need further support to promote provider use of certain practices, which should be
given close attention in the future to ensure that no deterioration occurs. Replacement of abortion
with the use of modern contraceptives for achieving reproductive intentions may need more
vigorous promotion among physicians as well as women.

The counseling training for providers introduced by the WIN Project correlates with women’s
increased exposure to modern, medical contraceptive options. However, the data show a gap
between women’s knowledge of modern methods and their successful use of such methods. For
example, while WIN data demonstrate significant growth in knowledge and intended use of LAM
as a contraceptive method postpartum, data also show incomplete provider and client
understanding of LAM and a disturbing failure of LAM to prevent conception in some abortion
clients.

The WIN Project has demonstrated success in introducing evidence-based contraceptive
counseling with consistent messages at all points along the maternal health care chain, and
women have expressed preference for medical methods of contraception. While the increase in
early planning for postpartum or post-abortion contraception would seem to reduce unwanted
conceptions, especially soon after a birth or an abortion, our data show that some women still
come to these facilities for repeat abortions within a short period of time. More information is
needed about these ‘rapid repeaters’ and about abortion clients who were not using a
contraceptive at the time they conceived. Further analysis may provide information on the
characteristics of these women, which may help to target them with additional contraceptive
advice and support.

Even more provocatively, our data suggest that women have a very negative attitude toward
induced abortion as a means of birth control. Both at baseline and in 2003, ninety-six percent of
all women interviewed had an overall negative image of this method of birth con