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'Day 1 
May 21, 2002 

The National ConsuHative and Planning Workshop began with the singing of 
the National Anthem and a brief invocation. 

Welcome Remarks 
Dr. Rosario Buenabaye 

The program accomplishments and initiatives of the Philippines in Family 
Planning (FP) as a health concem were previously discussed at the National 
Staff Meeting of the Department of Health (DOH) in Naga City and the last 
consultative planning session in 1995. Considering current trends and 
practices, those initiatives will have to be pursued and the key action points 
operationalized, n order to raise the level of FP acceptance (Contraceptive 
Prevalence Rate) and push program agenda forward. 

Message 
Dr. Milagros Femandez 

The Conference is a wake up call to program proponents and service 
providers. FP is a subject that should be discussed in the context of 
Reproductive Health (RH). As one of the component elements of RH, the 
objective would be to improve the heaHh of women and children. The 
Philippine leadership Is determined to give a vigorous push to what is 
essentially no longer a policy - but an implementation issue - at the 
grassroots level. The government sees FP as an implementation issue 
because it works within the parameters of family size, couple 
prerogative, health, and the paradigm of church groups. 

The task confronting the group is to see that operational strategies translate 
into action. Regional Health Offices (RHOs) should provide technical 
assistance, hospitals appropriate services, and local government units (LGUs) 
the whole spectrum of FP methods. It would be the churches' role to push 
Natural Family Planning (NFP) initiatives with the corresponding shift from 
critical non-collaboration to principled collaboration. 

The sphere of partnership should be broadened as a sustained long-term 
commitment among partners in the national and local governments, Non
Government Organizations (NGOs), church, international agencies. media 
and other sectors. 

The DOH leadership anticipates outputs in the areas of regional directions, 
plans to operationalize mandates and recommendations of the Naga Staff 
Meeting. These will be presented to DOH Secretary Manuel Dayrit at the 
succeeding consuHative workshop with the regions the following week. 
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There are adequate sources of funds for FP - the General Appropriations Act 
for commodities and training (Php76M), Php4M for policy formulation 
activities, congressional initiatives worth Php50M (Rep. de Venecia), about 
Phpl M from each region, Php36M for oral contraceptives from Sen. Juan 
Ravier, and supply funds through 2004, ensuring an inventory level of 85 
percent in health centers. Meanwhile, the United States Agency for 
Intemational Development (USAID) and other agencies will continue to supply 
technical assistance. 

Workshop Rationale and Mechanics 
Carmen V. Auste, Process Consultant 

The workshop will be action-focused, the objective of which is to develop a 
shared understanding on FP and build consensus on strategic options vis a 
vis operationalization of FP per Administrative Order 50, series of 2001. FIVe 
stages of action to be followed in the conference discussions are initiation, 
analysis, definition, transition, and continuous improvement The following are 
expected: 

Day 1 (Clarificatory) - FP Protocols and Clinical Standards Manual 
Day 2 (Synergy for Action) - Implementing guidelines and Key Steps, 
Standard Days Method (SDM) and Action Plans! Guidelines for Voluntary 
Surgical Sterilization Itinerant Teams 
Output Day 3 (Mobilizing for Action) - Enhanced strategies for Family 
Planning in the context of Reproductive Health 

The end desired is a doable action plan from 2002 - 2004. 

PRESENTATION 1 
National FP Policy: Strategic Thrusts and Policies 
Dr. Loreto Roquero 
(For comprehenSive presentation, refer to attached document) 

Gist of Presentation 

FP planning directions seek to promote the health of Rlipino women and 
children. The goal is to prioritize programs that prevent high risk pregnancies 
and abortions, promote safe motherhood and Responsible Parenthood, 
respond to unmet needs and demands of women and lead to the country's 
overall sustainable socio-economic development. 

The general policies of govemment are guided by respect for the sanctity of 
family life, human rights, religious beliefs, freedom of choice and voluntary 
decision, respect for the rights of couples to determine their family size, and 
offer a range of method mix. 

The FP Program aims to reduce matemal, infant and under-five mortality 
rates, and the total fertility rate from 3.7 in 1998 to 2.7 in 2004, on the basis of 
recent survey findings. By the end of 2004, the CPR should move up from 
46.5 to 57, and the proportion of modem FP use from 28.2 to 50.54% . 
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The program will focus services on urban poor through IEC and aggressively 
promote permanent methods. considering that as much as t.l million Women 
of Reproductive Age (WRA) could not access services and that the dernand for vasectomy was seen. 

Home services will be delivered by Volunteer Health Workers (VHWs) drawn 
from within targeted depressed communities who will conduct active case 
finding and master listing. DOH hospitals will maintain itinerant teams and an 
efficient referral system as well as conduct surgical missions. There is 
adequate subsidy for indigent services. in partnership with LGU hospitals and NGOs. PhilHealth coverage of FP services will be expanded. 

There is a need to strengthening FP in regions with lowest CPRs and 
operationalize strategies for mainstreaming Natural Family Planning (NFP) 
and support initiatives in counseling. men and adolescents' reproductive 
health . 

Discussions 

Clarlflcatory QuestionsIRemarks 

Questions Answers 
What could be the possible reasons The NSO survey surfaced findings such behind the indecision (to subScribe to FP) as the lack of providers and commodities by 1.1 million of the Philippine and the persistence of access PJobIems. population? spousal objection. unfounded rumors 

and fears of side effects. 
Can we achieve the targeted CPR? We are encouraged by the continuing 

demand for reproductive heaJth services. Can we have CP ratings in relation to There is a corresponding rise in the rnaternal-child mortality and health number of indicators and we are probing issues like malnutrition. etc.? mechanisms into how FP can contribute 
to the contributino factors. 

Note: International proxy indicators can be accessed and revalidated over time. It' should be noted that variables are extraneous and could not be controlled. A ntmber of concems have not yet been considered. 
A major issue is funding support for VSC This will be discussed in the i. itinerant teams. In the area of male RH. presentations. On the national level. I 

regions and hospitals are investing in the I what are the present directions in funding 
on the pari of LGUs? program. ! 

\ , , 
Does the Php465 million allocation The fractional amount of Phpl65M will . • represent the entire program funding and fund sterilization. training. FP and is the Phpl65 a fraction of the overall " commodities but the agency is banking health b t? on the su rI of reti a ncies . 
Is the Autonomous Region of Muslim The flow will be made through RHOs on Mindanao (ARMM) entitled to this the strength of an agreement with DOH. budget? I A PMO manned by a career official is 

I based in the region. But the ARMM 
'initiatives must be supported by an 
operational plan . 
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Notes, Dr. Rodriguez: 
What bears citing are not just vertical but horizontal resources as well, in terms of foreign assisted projects. In 2002, the Management Sciences for Health (MSH), under its Matching Grant Program (MGO), was able to allocate PHp3 miHion for ARMM; in 2003 Region 4 will allocate Php3 milfion to the region as authorized by Health Undersecretary Milagros Fernandez. 
Tacioban, Leyte intended to organize The workshop will discuss ways of itinerant teams but could not spare strengthening itinerant teams within ! adequate personnel. What could be doable parameters I done? 
Are hospital-based FP services free? Government will subsidize the needs of I Can hospitals avail of income from other the poor in line with its bias for this I , sources and programs for hiring , segment. Pay structures depend on I : purposes for itinerant teams? hospital policy. It is true that hospitals 

cannot always dispense services for! I absolutely free. ! We Jack operating definitions of supply Under COL-MIS, f'!lures show that 85 and under supply. percent of supply centers were adequate. " 
maintaining a r~uJar inventory of stocks. [ 

If FP is an element of RH, how should There are various contexts in which FP is 'I reproductive rights be defined and is the situated - adolescent and women's RH; , department promoting all methods? as a maHer of policy, DOH is promoting 
I NGOs need the collaboration with all methods. NGO participation and 

but parameters of collaboration is encouraged until 
government 

ai partnership should be laid. coalition for FP is securely built There is ; 
a need to move away from a monopoly of ' 
FP services. FP policies are moved and 
shifted on the local level. 

Observations 

• 
• 

· 
• 

· 

• 

Services can be accessed through PhilHealth. 
It takes time to look for internal funds due to OBM !>OIicy constraints. 
Income from services is normally remitted to the National Treasury according to 
standard government procedures. 
Other concerns are personnel, supplies and funding. Commitment minus 
resources is unacceptable. We must consider imperatives such as one, current and immediate resources, and two, actual resources. Foreign assistance may be accessOO but ultimately, goverrvnent will slin have to fund the brunt of program 
requirements . 
There are two chief nurses doing FP rounds whose activities are supported by the 
LGU. Adjacent municipalities supply the requirements· of their FP cients. Operating Room equipment have also been supported by LGU and NGO ' hosoitals: while referred clients are suPPOrted by multi-sectors. 
(Esper Dowling) Two points to consider are that one, FP is Health and secondly, 
sire ies continue to lean toward contrace tion. The leg p policy should be to widen 
the range of stakeholders. But many of them could not corne in due to the , contraceptive thrust We should mull ways of clarifying areas of collaboration. FP I should operate within a wellness and preventive culture; otherwise, stakehofd i expansion is not possible. 

• An area of synergy will be probed in terms of re-calibrating perception from one that was based on previous experiences in lieu of one situated on current realities. 
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PRESENTATION 2 
Highlights and Implications of 2001 NSO FPS Findings 
Ulia Tandoc. Regional Director. NSO VII 
(Please refer to attached Comprehensive Presentation) 

Gist of Presentation 

The objectives of Family Planning Survey (FPS) were presented which were 
to provide information on contraceptive use to the DOH and development 
planners that will enable them to keep track of progress toward program 
goals. The FPS is a quarterly nationwide survey. respondents to which are 
female members of households 15 to 45 years old. 

The 2001 FPS provided data on CPR and contraceptive method mix. In this 
survey. 20.036 households and 30.132 women were interviewed. with a 
response rate of 94.1 percent. Comparative findings are as follows: 

CPR Modem Traditional 
2001 FPS 49.5 33.1 16.4 
2000 FPS 47.0 32.3 14.7 

Source: Presentation Paper. NSO 

Discussions 

Clarlflcatory QuestionsIRemarks 

• The Presentation can be accessed on the Web . 

• Oral contraceptives. along with other methods. are delivered mainly through 
hospitals. Surgical methods availed exclusively from hospitals contributed 
significanlly.to the rise in CPR. 

There may be no problems of physical 
accessibility. but ljhen are more 
constraints in the area of awareness and 
education. 

, Public sector supply centers could stand 
a lot of improvement 

There are other female househofd 
members who could qualify as 
respondents and count as WRAs. 

Contraceptive use peaked at ages 35 to 
39. What is meant by peak age? 

This should be viewed on a by method 
basis. There are serious access issues 
per method. 

Roughly, NGOs account for 50 percent of 
service delivery in the provinces. This 
contnbution appears small because of 

, the common channel of IflStribution at the 

5 

service delivery point, in the person of 
VHWs. There is no clear division 
between govemment and NGO supply 
chains. 
Children wi" not admit their use of 
contraceptives in front of their parents. 
The surveys focus on the spouses. We 
have to perform a schooI-based survey to 
arrive at this information. 
This refers to the age group wherein a 
particular method is most widely used. 
The reasons lor the bias toward a 
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particular method within a specified age 
range may be that there are more 
complications to be encountered in those 
groupS . 

We might need additional reports Irom The NSO data is a rider survey. But fJeld 
the field lor effective comparison with level approach is accomplished through 
DOH data. the COL-MIS. Their operatiOnal 

leasibility deserves lurther study. 

Observations 

• There is a 25-lold mark-up in the rate 01 NGO attribution. Services are 
usually accessed Irom centers and clinics while NGOs can be misconstrued 
as centers or clinics. NGOs operate only in specifIC places and there are 
ligures that correspond to the Quantity 01 their delivery. 

• There has been a marked improvement in the role 01 education when one 
views the survey results. A specific program should cater to adolescent 
education and involve support agencies like the Department 01 Education 
(DepEd). There may be a need to conduct a survey on unrnet needs to 
reflect the actual demand lor FP services. There are women who want to 
fimit or space births but who can't avail 01 commodities in time. The findings 
may provide significant inputs to the program. 

• Dr. Inlantado. A method mix survey should validate a nine-percent figure lor : 
each 01 the withdrawal and calendar methods. The reason why traditional 
methods predominate is that they represent scientilic FP methods. "we want 
to translorm such usage into modem methods, they should be acceptors 01 
NFP. 

• Industry based usage stands improvement DOH regional offICeS can do 
much to increase industry-based FP clinics, i.e., Subic Freeport Zone 
employs thousands 01 potential users. Sentrong Sigla and Hall 01 Fame 
programs could be located in these areas. 

• Family planning is a positive way 01 addressing poverty issues 

PRESENTATION 3 
The 2002 National Multl-stakeholder FP Campaign Challenges and 
Opportunities 
Jose Miguel de Ia Rosa 
(Please refer to attached Comprehensive Presentation) 

Gist of Presentation 

The Johns Hopkins University (JHU) country office, since the 90s, was one of 
the technical agencies behind the national FP program. It used to promote 
products and services exclusively through the DOH in collaboration with other 
donors. The CPR behavior appears to be bogged down by problems relating 
to method mix, in spite of the passage of 30 years. 

Hence, message strategies are now undertaken in collaboration with other 
sectors including private businesses, NGO and GO organizations, advocating 
that FP is a desirable end and an ingredient of a successful normative 
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lifestyle. The messages will be aired on television for a period of six months 
and will be anchored on family, social and health contexts. 

The overall objective is to increase the use and social acceptance of FP. It 
will target Married Couples of Reproductive Age (MCRAs) with unmet needs 
but positive attitudes, those supportive of FP but are not practicing, the C& D 
class audiences, spacers, limiters and urban poor. At the same time, 
stakeholders will be made aware that the campaign will generate demand. 

Proposed Messages 
Media: Posters and 30-seconder T.V. Plugs 

Sarap Mabuhay 
Maliit na Pamilya 

Campaign Components 
Print Posters 

National Media TV spots 

Targeted Events 
National Events 

Father's Day 
FP and Population Days 

Local community programs will utilize key stakeholders and other synergy 
points, like advocacy drives and caravans. 

End Note: There are two Chinese characters for crisis: one is danger but the 
other one is opportunity. Coping with both remains the challenge. 

PRESENTATION 4. 
The FP Communication Plan for DOH Key Elements and Features 
Marietta Bemaje 
(Please refer to attached Comprehensive Presentation) 

Gist of Presentation 

Simple messages are the desirable communication tools for promoting FP. 
The rationale of the plan is that government recognizes the population issue 
as a matter of priority, the national figure standing at 76 million. The steady 
increase in population has impacted on the Filipinos' quality of life. Important 
decisions have to be made to address focal issues. 

The health promotion plan will use as its basis the PrecedelProceed Analysis. 
It should be noted that the program remains on an awareness level (90%), 
reflecting a practice value of only 45 percent. The informed choices of women 
will be needed, as well as the management of unfounded fears of side effects. 
The enabling personalities who will push the program forward are policy 
makers, program supervisors and regional health workers. Their efforts will be 
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reinforced by MIS instruments that include the Demographic and Health 
Survey, advocacy and IEC materials. 

The objectives and strategies of the campaign are to increase social 
acceptance and practice of FP as a desirable and natural part of a successful 
Filipino lifestyle, and to generate a value-derived opinion and behavior that 
having a small family is beneficial to health and happiness. 

Target Couples 
MCRAs in the C and D classes 

Thematic Message 
Practicing FP ensures the family a better life. 

Proposed Communication Handle 
Family Planning: GINHAWA SA BUHAY 

Activities of the National Campaign 
Tri·Media campaign 

Media relations 
Improved FP standards and policies 

Special events 
Monitoring and evaluation 

Suggested Regional and LGU Activities 
Building health public policy for health workers and LGUs 

Creating supportive environment by health workers and partners 
Strengthening community action by health workers and partners 

Developing personal skills of target audiences by providing lEG and 
counseling 

Re-orienting health services by health workers and partners 

Discussions 

Clarificatory QuestionsIRemarks 

Questions Answers 
There is no question as to what can be JHU always based its messages on 
reached, i.e., the happy family. Before gathered information. We used to have 
this, we have to look at the persistent method-specific materials. We can onty 
reasons for non-use, namely health do so much in terms of only two flagship 
concerns, side effects, lack of messages. 
knowledge, fatafistic attitudes, and 
people wanting large children, and 
others. Focus should start on the first 
two reasons. In the early 90s, this was 
done but a recall is in order . 
We have to plug the general message The challenge is how to re-position FP as I 
that all FP methods are safe and ; a happy and desirable experience. We " 
effective. must move this down to the level of inter-
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personal communications (IPC) through 
counseling as a preferred channel and 
nol so much in the area of IEC. 

Relevanl to the communicaqt6ions We are working on one consistent high-
handle, only one uniform message will be impact message with photo action. 
necessary. 
Masarap Mabuhay and Ginhawa sa 
Buhay messages should be I 

consolidated. I 
Among suggested activities on regional The effort is to bring NFP to the level of i 
and LGU levels, part of strategic direction other methods. There was no " 
is for LGUs to ensure availability of all investment on the part of NFP in the 
methods. But what was indicated was past, hence the need for a catch-up 
the mainstreaming of NFP. It is mechanism. 
important to upgrade worker skills to 
provide the mechanics for this method. 

Observations 

• The role of the 3O-seconder is to legitimize action but it cannot serve 10 
change the person. About 34 years ago, the campaign was IEC but over 
time, IPC and massive counseling have become the preferred modes for 
pushing five-poinl thrust. Service plus communication and skills building 
will be a more effective combination. This is truly the time 10 assess the 
sustainability of information and education drives. We need leaders at the 
lowest levels. 

• We are working toward integration. 

• There will always be opposition to FP. We are working in a democracy 
and should allow for the non-use of FP. While it is expedient 10 create a 
positive image for FP, we have to introduce the dimension of reality. 

• The opposition may not actually be that strong 

• We have to change the equation of FP with methods. 

• We have to review old malerials that were effective in the 70s and 80s for 
possible adoption. For instance, the messages entitled Masarap ang 
Mabuhayis not applicable to the poor. 

• We are looking at a CPR of 49, despile the odds or opposition, one out of 
every two women are practicing FP. We need 10 work closely within Ihese 
parameters . 

• We can make messages shorter to obtain simple perception. 

• Stakeholder base should expand; if time has overtaken FP why should we 
be reactive to the views of the Catholic Church? We must concentrale on 
priority areas in the design of propaganda . 

9 



. ~ , 

• 

.. ~ 

... 
• 

-, 
• 1It 

•• 
'. .... , 

• •.. 

.• ' 
• 

• In dealing with medical side effects, the campaign seems to focus on 
lifestyle; past promotional experiences should be able to provide insights. 

• The coalition concept allows everybody to promote brands (Trust, etc.). 
We are building categories for FP in the campaign. Specific methods and 
approaches permit autonomy for as long as they conform to national 
policy. 

• Health workers tend to advocate and campaign only for products that are 
supplied. This should not be delimiting. We have to provide guidelines on 
the use of other brands. 

• In the choice of rider events, we must bring to the consciousness of people 
only one message. They tend to be overwhelmed by the number of 
messages reaching them. If we can focus on just one message within a 
given period, we may reach our targets . 

• We are trying to segmentalize messages to appeal to a particular sector: 
We cannot deliver one sweeping message for all. One over-riding theme 
should predominate 

• "Kung silay mahal mo, magplano· was cited globally for its impact and 
could still be modified for adoption . 

• FP is a desired Mure state and the option to tum it into a norm is a 
strategiC decision that has to be made. IPC communication is the best 
method to address FP objections. Communication campaigns should thus 
be carried on various levels, observing consistency in the types of 
messages to be plugged . 

• Participating agencies are not property directed. Why should the program 
limit its scope to C and 0 markets, leaving the E class behind? Why not 
utilize the powerful vehicle of soap operas? Local TV channels in the 
region could also be effective. Government has a role to fulfill in 
information and education, for instance in raising awareness of the law on 
family courts. At the local level, ordinances are anchored on the national 
law. The communication campaign should be able to address the problem 
of transitions. Coalition involves the fusion of cooperating agencies but 
the DOH should always remain the frontline lead agency . 

• In order to de-politicize family planning, it should be eased out of the 
political and govemment system. It is should be moved away from power 
blocs and pressures. What the DOH is doing is to allow other partners to 
take the lead in other program components . 

• DOH should be pro-active in leading the coalition. NGOs have their own 
advocacy networks that could form the basis of a coalition. The driver of 
the campaign should not be the cooperating agencies. Maybe this is what 
the workshop should work on . 

10 
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• The message on ·small families· seems superfluous at the grassroot level 
whose members could not relate to the messages advocating Sarap and 
Ginhawa sa buhay. Churches are always against the prescription of small 
families. If our target is "small families·, then this should not be explicitly 
stated on print. Instead, we must call for ·planned families." To capture 
FP, only one word should be adopted. In carrying out the drive, we must 
strengthen the flow of information on field. 

• There is a need to address adolescent health since this is the biggest most 
vulnerable group among WRAs. Most of IEC materials present3ed were 
contraceptive laden. FP is positioned in the field of contraceptives, and we 
are looking at young people - as to what strategy or focus could be more 
effective towards their sector. I have reservations against using the word 
"uso"because contraceptives are not as popular anymore. 

• Approach toward this area could not be lumped along with other 
campaigns. One step to take in this direction is fertility awareness. 

PRESENTATION 5 
Updates on Checklists and Monitoring Tools for Enhancing Quality of 
Reproductive Health Services 
Dr. Moises Serdoncillo 
(Please refer to attached Comprehensive Presentation) 

Gist of Presentation 

The design of the checklists and monitoring tools adopted an approach and a 
logical framework that provided a hierarchy of inputs leading to the attainment 
of outputs. The focus was on results, with the goal of improving quality of life. 
The purpose is to contribute to the increased utilization of integrated quality 
RH services for men, women and adolescents, and gender-sensitive RH 
information and counseling services for behavioral changes related to health 
reproductive and sexual practices. 

The results-based management approach (RBM) utilized objectively verifiable 
indicators and compared plans with actual outputs. It involved defining results 
expected for a specific period, identifying actual results achieved, analyzing 
and explaining differences, and identifying changes to be made to increase 
likelihood of achieving planned results. 

Operationalizing output requires the provision of quality and gender sensitive 
core RH services to include Family Planning, Maternal Care, and RTI-STI
AIDS prevention under a climate that is holistic, empowering, accessible, 
efficient and comfortable. "Quality" refers to the respect given by providers to 
their individual clients, empowering women to participate in decision-making, 
The Indicators of quality RH services are: percentages of service providers 
(SPs) observing process standards; percentages of service delivery points 
(SOPs) providing the package of services, percent increase in FP male clients 
in all SOPs, and percentage of satisfied clients . 

11 
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The framework for quality services consists of methods of assessment of RH 
services and means of verification to generate quantitative and qualitative 
data. The monitoring tools will use basic tabulations, reporting forms, and 
checklists. Observation checklists for health professionals focus less on professional competence and more on their attitudinal behavior, 
communication skills, interpersonal relations. Technical competence is 
assessed in terms of training effectiveness, extent of amorality, and state of 
facilities 

Recommendations include the following: retrieval and analysis of Quality indicators for services; direct observation using checklists based on 
standards; process measures and tools that focus only on relevant 
information. 

Discussion 

Clarificatory QuestionslRemarks 
Questions I Answers 

If men can be made to participate in FP, this will effectively increase CPR. 
Checklists are comprehensive and ideal, At the provincial level, personnel could but who will use them, the prOvinces or hardly manage to fill in all the forms they RHOs? are required to accomplish, and the new 

addition may just serve 10 saddle them all 
the more. 

I 

We are introducing a system thaI can be 
adapled 10 local needs, leading 10 a set 

. of standards where points of intervention . 
can be identified in terms 01 technical 
backsl and DOH inlerf . . 

In Nueva Vizcaya, a community based MIS was piloted to which BHWs were resistant UNFPA provided a technician and computer base. In the end, whal they were able to appreciate was ease of retrieval and reduced paperwork. This experience showed us thaI indicators can be adopted and modified 10 conform 10 local needs, given the chance to the used. The only reqUirement would be 10 train 
~. the workers. 
I How did this come about? 
I 

The regional directors wish to be 
appraised of the actual state of facilities 
at the service delivery points (SOPs). 

In the nine pilot provinces, we are able 10 
disaggregate data as 10 how many 
service providers were porrte, etc. We 
are now in the process of encoding the 
data collected for retrieval and is. 
The only problem at the site 01 actual 
observation was observing the 
practitioner from the pre 10 post-nataJ 
periods. Otherwise, the monitoring 
checklist was comprehensive, user 
friendly, and even facilitated the actual 

. competence of service providers. 
Region 10 has conducted quality In utilizing both existing and community assurance training for hospital personnel. based methods, we tried 10 be clienl In that part of the checkrlSt on obstetrical centered and simple. In the exil care, is the unit of analysis the client or interviews. client satisfaction will point personnel. since the end desired is the toward institutional capability. efficiency 

12 
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timely performance 
procedures? 

of medical of records, etc. The technology can be 
improved according 10 the needs of the 
locale. 

Since refinements are still forthcoming, 
may we suggest the inclusion of end
users? Please comment on the level of 
accuracy, completeness and 
conciseness of your data. 

If the monitoring and checklists are 
intended for a survey, it wiH result in a 
different time frame. For monitoring 
purposes, supervisors can point out 
weaknesses and devise a plan tor 
improvement For the clients, a pre
testing was done at the community level " 
to determine their concerns. 
Refinements are acceptable. 

How many days will be consumed by the At random and as the patients anrive, it 
, monitoring process? could take as long as three weeks. 

Monitoring requires an assessment of 
areas; the minimum quality of standards 
are non-negotiable but can provide a, 
guide to community targets. Frequency' 
is dictated by need and the availability of • 
resources. Scoring methods are, 
included. 

, How was satisfaction gauged? Depends on the knowledge, attitudes I 

and perception of crlentele in general. ! 

'The exit interview, however, will only 
: benefit actual users. Community focus I 

'I group discussions, for instance, WIll yield 
the true picture. 

, Is the checklist being used? I Yes, in the nine (9) pilot provinces; in1er
provincial monitoring was adopted . 

• Sentrong Sigla indicators were reviewed ' We are considering the inclusion of some 
periodically - were they included in the of the entries. 
checklist? 

,. Engender Health also developed a tool and is conducting training in all 
regions focusing on VSC. Tools were developed for hospitals, training 
centers, and health units that include FP counseling methods. The 
objective is to strengthen the capability of RHOs, for to institutionalize the 
gains. This will be followed by capability building on facilitative supervision 
for r ional health staff. 

• While we encourage regional officers to bring gender monitoring 10 the provincial 
level, they should know how the process can be sustained. It is easy 10 see why 
the COLMIS can function as a demand side measurement, which is to access 
resources successfully. This is a quality improvement tool used worldwide to 
im ve the uali 01 health services. 

Why should we focus on improving 
quality? If Philhealth itself has taken the 
view that quality improvement is optional, 

I 
: how can we expect the imperative to be 
'taken up by regional staff? In the 

The program has focused on the 
perspective 01 making services available 
and accessible - with artificial FP on one 
end, natural FP on the other, and an the 
other methods in the middle. How do we 
ensure quality and maintain it? The nine 
provinces know the basic quality 
components and tools to be used to 
assess quality. This involves a critical 
look at current policies and procedures 

scheme of things, why should FP take 
precedence over the number of things 
that need to be done? 

13 



i , 
l , 

, 

.. , , 
.", 

! 

• 
• • 

• 

- -- -0 -----,.-

May 22 - U. c.hM City 

What is the difference between 
monitoring tools currently used 
regional staff and this set? 

against the framework of quality set by 
the department in RH core comoooenlS. 

the The regions were seen as the best 
by source points of technical monitoring. 

Thus, Engender Heafth undertook a 
training workshop on the how to's of 

, monitoring for all regions. The UNFPA 
. monitoring tools are therefore more 
. comprehensive. 

There are two view decks of quality intervention but there are common areas where 
two tracks converge. . 
Our concern is that these monitoring We can look at areas of interface. They 
issues are supposed to be utilized by may be integrated with the Regional· 
regional coordinators already equipped Health Information System that serves as . 
with available monitoring tools, adding up a tool to generate data. 
to their paper load. 

Observations 

In advancing women's heafth, the line followed is that heafth is a rights and poIicies
based issue. If this is integrated into the health system, the duty of heafth providers 
can be qualified. A demand-driven dimension is the focus. We involved organized 
women in the community. We had to initiate inter-action between the women, 
providers and lGUs. Feedback mechanisms were needed so we developed exit 
intervieWS. The women themselves used these as tools to monitor health services 
delivered at their level. This led to the identification of interventions. 
Another model adopted by the Population Council focused on FP S81Vices. The 
Sentrong SigJa Certification Program is incorporating process indicators. The 
elements of assessment are similar. 
NGOs rely on quality-of-care indicators. Whatever indicator may be adopted, it 
helps to know that these indicators exist NGOs don't give services for free but 
deliver them in a socialized manner. If the tools will help us to become better, they 
should capture vital concerns, Le. experiences with drugs 6ke Logentorol. Tools: 
enable providers to pinpoint affordability, accessibi6ty and quality. As to reporting, it 
should be noted that NGOs do not submit reports because of their autonomy. 

Synthesis 

Quality has been de-mystified. Now, we know how to concretize and cut up 
dimensions of quantity and quality of care. The preponderance of many 
monitoring models should not lead to a confusion but to the realization that 
quality is a vital requirement of the service. The development of tools is 
process oriented. We have to emphasize the need for ownership. The main 
point is to synthesize and synchronize mechanisms to meet leadership 
directive to ensure continuity of service. Service providers, facilities and client 
puzzles can be made to fit. Tracking forms can be modified to monitor the 
quality of care. 

PRESENTATION 6, 
Assessment of Counseling Program for FP. A Review of the Program 
Framework and Project Milestones 
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Jose Miguel de Ia Rosa 
(Please refer to attached Comprehensive Presentation) 

Mr. De la Rosa explained why quality FP counseling is important. A unique 
approach was adopted in the project wherein partners were formed into a 
Technical Resource Working Group. Seven key areas were covered. The 
objective was to assess FP counseling program performance which was 
considered vital in improving CPR targets. 

There is a trend to involve regional media groups in the program. A media 
network will be created at the local level where CHDs will serve as the focal 
points for FP promotion. Directories of media practitioners will be 
disseminated that can function as an effective resource base. 

Observations 

• Counselino is a pOWer tool that can effectively, behavior. 

• Counseling appears to be method-based. whereas it should lean more in the 
direction of the question. "why FP?" On the level of service providers. 
expectations are too big . Untrained professionals can be uncomfortable. 
considering the fact that they are the change agents. 

• These concerns will be covered and clients will be given the prerogative to 
decide. Counselina will be viewed from a proarammatic POint of view. 

• We should dig deeper into the types of information given because of the 
difference between informing and counseling. 

• There are concrete simple models that could be reaarded as counselina. 

• FP reQuires a s : type of counselino. 

• All counseling methods should be considered to encourage sustained FP practice 

• The DOH Counseling Manual provides a source of reference. 
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Workshop 1 
Review and Targeted Assessment of FP Protocols and 

Clinical Standards 
(Refer to Annex I for Workshop Outputs) 

The demand for Natural Family Planning (NFP) in the Philippines is among 
the highest in the world. Although various types of natural family planning 
methods have evolved over time, the demand for NFP services continues to 
be keenly felt.. The policy of the Department was to imbibe new technologies 
in NFP, i.e., non-scalpel vasectomy, and bringing its practice to the level 01 
other FP methods. 

PRESENTATION 7 
Policy, Principles, Processes, People and Enabling Mechanisms of NFP 
Malnstreaming 
Dr. Rebecca Infantado 
(Please refer to attached Comprehensive Presentation) 

Gist of Proceedings 

HeaHh indices have remained high but the knowledge of fertile periods is low 
- only 14 percent of ail women know that ovulation lies somewhere in the 
middle of the menstrual cycle. 

Administrative issuances for NFP, particularly DOH Circular 130 dated 1997, 
define NFP in the context of World Health Organization (WHO) definitions and 
concepts. An educational process determining accurate fertile and infertile 
periods of women may be safely resorted to so that lovemaking may be timed 
accurately in order to avoid or achieve a pregnancy. Adherence equals 
rhythm. This order contains vital information on service delivery points 
offering NFP services. 

Other issuances are the following: OC 101 1994 that provides information on 
the 1) cervical mucus method; 2) basal body temperature; and 3) sympto
thermal method; Execu1ive Order 307 1996 that mandates local chief 
executives (LCEs) to include information on NFP; and 3) Administrative Order 
50 dated 2002 that enunciates FP policy within context of Reproductive 
Health (RH). 

"Mainstreaming NFP in the Philippine FP Program in NCR" (June 2001-June 
2004) is a project of DOH in partnership with the Philippine Federation for 
NFP. The goal of this program is to provide universal access to NFP 
information and services in order to improve the health status of women and 
children and empower couples to make decisions. It aims to reduce MMR 
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and IMR, increase CPR and promote the use of modem methods. It also seeks to facilitate the shift form traditional NFP practices to modem or scientific NFP. One field experience is that organizing the users of NFP has proven to be an effective mechanism for expanding services in an area. 

The NFP concept has been broadened to cover sectors like male involvement and domestic violence. Male acceptors eventually became advocates of the NFP method. NFP is also into achieving a pregnancy so infertility work-ups can be done. 

The strategies employed in the promotion of NFP include consuHation dialogues with stakeholders, advocacy and social mobilization, a functional inter-intra referral system, IEC campaign, technical assistance, documentation of good practices, institutional capability building and operations research . 

Demonstration: 
NFP scoring sets (abacus) were distributed to the participants and their use was explained by Ms. Dowling. 

PRESENTATION 8 
Standard Days Method Mainstreamlng 
Milagros Rivera 

Studies show that new methods in FP serve to increase CPR because the number of choices have expanded. Under the Standard Days Method (SOM), a woman's fertile period is reckoned on the 8'" to the 19'" day after the first day of the menstrual cycle, during which abstinence should take place. This method is highly indicated for women with regular menstrual cycles. 

The SOM bead set (or necklace) represents the cycle while the individual beads, the days. The non-fertile days are represented by the brown beads and the fertile days, the white beads. A chart may be drawn to indicate the probability of pregnancy from intercourse on days relative to ovulation. The three biological factors that determine a woman's fertile period are ovulation, the lifespan of sperm cells (5 days maximum) and the fertility span of the egg cell (24 hours maximum). The presence of all these factors equals the likelihood of pregnancy. 

The eighth to 1 ff' day span was set because of 1) ovulation moves, and 2) menstrual cycles vary from woman to woman. An eight-day fertility period is common to women with cycles of 18 to 22 days while average women have cycles of 26 to 32 days. 

As an FP model, the SOM evolved over time. The WHO provided an institute with 7,000 cycles of women that were run through the computers. The 8'" to 19'" day stretch proved to be the best formula wherein zero pregnancies occurred. Pilot tests were made in three countries that included the Philippines (Benguet as the field test province). The Philippines provided about 50 percent of the population with 4, 035 cycles of method use. Efficacy and clinical trials were done on women who were closely monitored for a six 

17 



J~ 

'." I, , 

• 

• 

• 

• 

, 

month-period. The muHi-site prospective study was undertaken, and the 
services provided through existing programs. The correct use of the method 
yielded a failure rate of 4.8 percent, and an effectiveness rating of about 95 
percent. 

The findings culled from the pilot experience were that: there was a need to 
sensitize and train providers; SOM was easy to leam and use; many couples 
were willing to use the method correctly; male involvement led to successful 
use, the necklace was an effective communications tool; SOM can be used in 
combination with other methods; and correct use increases over time. 

The method was picked up by 14 other countries. In the Philippines, the 
monitoring of client users continues. SOM has been introduced to agricultural 
workers cooperative in Bukidnon, in two clinics of Friendly Care, in Fabella 
Hospital. In these sites information and advocacy campaign by satis'ied male 
client is carried out. 

Demonstration: 
Participants were given free sets of the SOM cycle beads and their use was 
explained. 

Discussions 

ClarifJcatory QuestionsIRemarks 

Questions Answers 
In the tested population, how many Cycles measuring beyond 32 days were 
cycles went beyond 32 days? Was the excluded. Were lengthened to 
abstinence observed lor the duration of accommodate. 
the white beads? Were adjustments 
needed? 
The use of other methods during the The other methods were resorted to only 
white bead days seemed to have " lor purposes 01 accanmodating 
negated the SOM method. I husbands wishing to engage in 

intercourse during the white bead days. 
Notes: 
StucfleS reveated the use of condoms and withdrawal by partners who felt the need 
lor barriers. The satisfaction lay in the knowledge that these barriers were not as , 
frequently used as when other methods were employed. 
In the abacus method. what is adjusted is the pre-ovulation period and what remains 
stationary is the post ovulation period. 14 days after ovulation, the woman would 
menstruate leading to the fertility period of 14 days. It may be wiser to lengthen the 

t ovulato case In SDM. 
'. The use of barriers during the abstinence 
, days seems to point to a combination 
type of method use. 

The NFP component prevails because 
the couple reserves the right to use 
commodities or not. When an 
implementing agency is a multi-method 
agency that is open to the use of 
commodities. it becomes a reporting 
issue. We are trying to accommodate as 

: many groups as possible willing to use a 
lertility based method, 
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Note: 
SOM should go with abstinence. Basicaly, if this is violated, it is a choice of the 
client. It should accommodate abstinence because it is a method that is correctly 
NFP. 
There is silence on the use of other 
methodS. What is being prescribed is an 
additional NFP method during fertile 
days. This is a point of reflection, but 
there are groups who teach NFP without 
mentioning the availability of other 
methods: these are the ·pure NFPs." 

We wish to situate NFP because we 
; teach the use of the method. We want to 

improve the approach and put together 
the requirements for NFP and SOM. 

What was recommended is a 
demonstrated and acceptable method 
mix. Other countries have 
accommodated implants. We are still 
looking at potential ways of expanding 
services through a consideration of new 
methods. There has been an expansion 
in other countries of various categories of 

I NFP. 
The minimum requirement is to make 
NFP appropriate and desirable for the 
couple. 
Fertility awareness is a requirement of all 

. FP methods, and the point is to 
, underscore male rlici tion 

In training for the use of the mucus metm, for instance, we do not immediately 
introduce the method, we first e 'n the rocess involved. 
Is SOM, like NFP, ready for mainstream- We must look at the study as a whole. 
ing? What specific plans or testing has The foremost question is effectivity. We' 
been done to "mainstream it"? need to look at acceptability. Based on : 

these, mainslreaming is possible., 
Definitely, there are plans for the three • 
NFP methods. DOH has the mandate to ' 

i mainstream but detailed plans for the 
I • purpose win be drawn by the regions. 

I 
NFP has been sidetracked to 1.1 percent :" DOH looks at the preferences of cients. i, 

for the last three years. Very fewe have : People have expressed the If need by i 
raised the banner for NFP because of the , choosing permanent methods. It caMOt , 
difficulty of process. Hence, the' prescribe particular method. The first line 
inclination to other methods "kills" NFP , of the campaign is fertirrty awareness and 
that cannot rise to the level of other the approach is to present the range of 
methods. Majority still prefer the natural FP methods available. 
method. The future DOH strategy should 
appeal to the breastfeeding campaign. 

I The best and natural FP is stiR 
,breastfeeding. We must adopt the same 

attitude for NFP. Church organizations 
wiD be drawn to it because it is highly 
acce table. 
A recent international study compared 
countries in terms of strategies adopted 
in FP programs, identifying factors that 
have contributed to success. Was the 

" mix of methods available? 

The mix was sua: e ssfuf because 01 
reduced pressure and conformity with the 
norms. Clients must be given a wide 
range of choices. We are removing the 
mix but what happened was that SOM 
was not given the importance it 
deserved, whereas there were incentives 
to the use of other methods. If attention 
is given. there will be a greater level of 
acceptance . 
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Notes: 
Increasing support for NFP should not be made at the expense of the other methods. If the govemment can spend Php30 minion for NFP, what is given in terms of logistics is only for current users, not new acceptors. Govemment should address the gap and provide resources equitably. 
NFP addresses the diverse needs of FP while addressing the needs of various reI' Ious co rations. 
Dr. Roquero. 

! 
! NFP should not lag behind other methods. Support from government and funding . donors were minimal. The department has been given a budget for NFP but not . ; many funding donors wanted to support it. 
i NFP is in a catch-Up mode but this does not mean the eXClusion of other methods. ! The framework is to make NFP services available. VSS on the other. and the rest in, between. The govemment has allocated a yearty budget of Php250 million for • , commodities. 

PRESENTATION 9 
Highlights of the Action Plan and Proposed Operational Guidelines for VSS Itinerant Teams 
Dr. Annabel Sumayo 
(Refer to attached Comprehensive Presentation) 

Gist of Presentation 

The need for permanent methods is high: about 1.11 million women are potential clients of Voluntary Surgical Sterilization (VSS) services. They could not be reached because of the programmatic challenges of availability, 
acceSSibility, sustainability and quality. 

Efforts were made by DOH, in cooperation with its partners, to address these 
issues by way of providing assistance to enable DOH. NGO and LGU sites to increase the number of service sites, renovate operating facilities and equipment, train providers and counselors, and improve referral systems. Engender Hearth assisted the program, in partnership with other NGOs, LGUs 
and private hospitals. The consurtative workshop in 1999 discussed the training of Ob-Gyne residents. Assistance was also provided to make DOH retained hospitals become functional centers for Mini-Lap under local 
anesthesia per AO 2 - 2000, that requires physicians to be competent in the 
technique. 

RHO capabilities were likewise enhanced in monitoring and technical assistance under the devofved set-up. Personnel training on facilitative supervision was conducted to enable the RHOs to lend assistance to VSS 
service sites. Augmentation funds were provided by the central DOH to make 
the procedure affordable . 

However, the transfer of trained providers from the hospitals to other places of 
assignment has adversely affected the project. This situation was addressed by the formation of itinerant teams. The pilot centers for VSS Itinerant teams 
are Fabella and Rizal Meedical Center. 
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Details of Proposed Guidelines for VSS itinerant Teams 
Dr. Francis Floresca 

Itinerant teams that used to form part of the FP program should be revived in 
order to bring services where the clients are. The sites for outreach services 
include communities with documented demands for VS services and places 
where trained providers are not available. DOH retained hospitals were 
mandated to organize the teams. According to the guidelines, each of the 
hospitals are authorized to form two teams. The role of counselors was 
emphasized, 

The staff composition includes a surgeon, nurse, midwife assistant and 
Circulating staff. Venues are hospitals with functional OR facilities complying 
with the requirements for minor surgery or Bilateral Tubal Ligation (BTL). In 
health centers, refurbishing will be necessary to allow for procedures. 
Vasectomy can be done in a non-hospital setting. Instruments available can 
be shared, along with sets for non-scalpel procedures. 

Drugs and supplies will be supplied by DOH retained hospitals that should be 
able to target a specific number of potential clients. A target of 30 clients per 
team visit was set. The hospital should maintain a level of drugs to 
accommodate VSS clients. LGUs can help in prOviding drugs and supplies. 

One of responsibilities of the team is screening, monitOring pre/post-operative 
follow-ups in the outreach areas. FP counseling and information activities 
were considered vital to the accomplishment of the Informed Consent Forms. 
Another concem of Itinerant Team service is financial resources. The Center 
for Health and Development coordinates these activities. The CHD assists 
the DOH retained hospitals while the regions allocate a budget. 

Presentation. 
A Video Presentation on Non-Scalpel Vasectomy was shown, followed by a 
testimony of image model for VSC, Dr. John Ravier. 

Discussion 

Clarificatory StatementsIRemarks 

Question Answer 
The requirements for the formation of The proposed guidefines are being 
Itinerant Teams should be more flexible. submitted to this Conference for 
Chiefs of hospitals (CoH) may find additional recommendations. 
difficulty in prOviding nursing 
components. The wordings of the EO 
should take this situation into account. 
VSS can be done but the problem of We can identify areas lor resource i 

supplies arises, Hospitals need drugs mobilization. A sub-allotment of 
and logistics because present stocks are PhpSOOT was set for each of the retained 
not even enough for standard hospital I hospitals, We are also locking at 
procedures. When districts were not yet pctential funding from PhilHealth that 
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devolved, VSS was commonly practiced. subsidizes reimbursements for BTL 
operations provided that the procedures 
are done by PhilHeallh-accredifed 
hospitals. 

What can be piloted in NCR? VSS Itenerant Teams in Ka/ahi areas. 
Note: 
VHWs can identify potential clients in the community who can avail of services in 
family planning including BTl. Hospitals can find a way of schedufing staff, since it is 
done on a special basis. The services of VHWs are mportant but the point is to meet . . 

, the backlog, so there IS a need to allot Php4 millIOn to fund the needs of VHWs . 
lGUs are the ones who compensate VHWs. Next year, urban poor communities in 
other sites can be identified. 

" Note, Dr. Rodriguez. 
I The MGD can provide resources to assist projects for the urban poor. 
! There is no need 10 pilot VHW-aided project, for as long as good rapport is 
! established with the lGUs. 
There are clear and explicit needs in specific areas of Mindanao that should be 
prioritized outside of Metro Manila. 

Observations 
• Priorities of the FP program should be clear with local governments, industries ! 

and politicalleaderships. Another thing to consider is that regional health nurses i 
with OR skijls can be mobilized for the program. I 

• One major concern of hospitals is quality manpower and resources. We are in 
the process of upgrading manpower; in resources, Congressman Macias 
directed that tertiary hospitals should no longer subsidiz secondary and prWnary 
care. The budgets of the retained hospitals were correspondingly reduced, with 
the consequence of becoming vulnerable 10 public censure. The ad<frlionaJ 
responsibility of maintaining itinerant teams on top of TB and other programs will 
be a burden. Our frontline services will suffer as a result. 

• For the past years, we have been doing surgical missions with the exclusion of 
VSS. The average cost for BTl is Php483 vasectomy. This will be compounded 
by the insurance requirement of traveling teams. 

• Nueva Vizcaya carries out medical missions, but we have taken out the medical 
function to be able 10 include BTl and circumcision. We have six consultants, 
eight residents, and two anesthesiologists. In agreement with other lGUs we 
have sent teams to other places including lfugao. 

DOH • GOP Budget for FP 
Dr. Loreto Roquero 
(Please refer to the DOH GOP Fund Report) 

Urban poor communities proliferate in the biggest urban districts like Metro 
Manila, Cebu and Davao. Prioritizing does not mean we do not support 
everyone. This can be tabled for future discussion. 

The urban poor program came about as an initiative of cooperating agencies, 
when the President wanted a program for urban poor areas. It was not a case 
of prioritizing NCR. What happened in NCR was the demonstrated funding 
for VSS. LGUs are ideal sources of funding for VSC. Cases paid for by 
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LGUs and PhilHealth can be farmed out to other needy areas where 
ambulatory surgical outreach services could be offered. II remains to see 
whether the procedures can be performed by accredited or non-accredited 
providers. 

Congress has been criticizing retained hospitals and medical centers for 
extending primary health services. The objective was to transfer public health 
roles to prOvincial health offices. There are immediate sources of funding in 
the GAA, PhpSO Million from Congressman RedO/fo De Venecia for NFP, and 
PhpSO Million from Senator Juan Flavier for contraceptives. Whether this will 
actually happen bears watching because of DBM memos that inhibit the 
purchase of commodities. 

Finally, what was read in Congress is that ten percent of hospital budgets are 
supposed to support medical missions requested by politicians. Ten percent 
of Maintenance and Other Operating Expenses is presently followed. Maybe 
half of this can be diverted to health promotive activities like outreach surgical 
contraception. The disallowed funds for contraceptives and PhilHealth funds 
can augment funds for ambulatory VSS. 

Hospitals as Centers of Wellness program funds amounting to Php100 million 
is small. We do not agree with the Php4 million allotment for NCR. The 
Php1.1 million unmet needs will amount to more than Php400 million in terms 
of BTL operations. More vasectomies are in order since one BTL is 
equivalent to the cost of three vasectomies. We have success stories of 
LGUs providing counterpart funds for health and Phil Health funds. 
Congressional initiatives may contain a DBM co/atilla that could be restrictive. 

The congressional initiative of Php7.6 million originally intended for Region I 
from Cong. De Venecia was expanded to PhpSO million. Urban poor 
communities in Manila include homes along the riles (railway track shanties), 
Pasig Riverbank communities, and Kalahi areas. Php4M will be allocated to 
VSS as well as information and itinerant teams; PhpSOOT will go to each of 
the 30 DOH retained hospitals. Senator Flavier's PhpSO million for 
commodities has been withheld by the DBM restriction. The Php36M 
allotment for hospitals will help us move ahead. All these however, will 
depend on the submission of plans. 

Clarfficatory QuestionsIRemarks 

Question Answer 
Please provide a copy of the DBM FP commodities. which is an urgent 
directive not to release funds for action matter for advocacy groups. 

There is an inlernal memo from 
Malacaiiang 10 DSM. It was relayed al 
the meeting of P officials. 
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Congressional insertions started with the par1nership between Gov. Vik10r Agbayani 
and Speaker de Venecia. A work planning session was called and tabled with the 
Popcorn Board. Since it was a service delivery program. the DOH was tasked 10 
lead the group. The funds will consist of a Php50 milliOn CIA and Php50 million 
GOP. The initiative was taken up with two bishops from Region land Region IX for 
fundinQ suPPOrt of NFP programs. This is an OPen window for future joint 
The expectation is a unified guideline for NFP. We must be aware that the positions 
of Bishop Cruz and Bishop Ledesma are individual and personal decisions on their 
part. We are hoping to open windows in NFP service delivery with the Catholic 
Bishops Conference of the Philippines (CBCP). We hope that this will become a 
model for others to follow in terms of an inter-faith collaboration among church 

! oroups . 
There is nothing wrong with collaboration and coordination but these should be kept 
at the policy level. NFP deserves support as part of the overall FP methods. But we 
are involving the church, their areas and choices of dlet1ts. As a consequence, half 
of FP workers will be identified by the church. In Manila, it is an inter faith group. If 
were to avoid hegemonic designs and intentions, there should be an ecumenical 
a 
These are models that can be used to implement mainstreaming. Inter-faith, 
church, lay groups, and LGU initiatives comprise a multi-stakeholder 
a roach. 
The NFP found a niche in inter-faith partnering. The defining characteristic of NFP is 
people whose principles and values have a paradigm clash with other methods. It is 
not a matter of leasi of church rou . 

Participants were clustered into six groups, three groups for NFP and three for 
VSS. The workshop will identify action points, potential constraints, and 
recommendations in terms of NFP, and mainstreaming and review of 
proposed guidelines for VSS. 
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'Day 3 
May 24,2002 

Workshop II Presentation and Discussion of Outputs: 
Natural Family Planning and VSS Itinerant Teams 

(Refer to Annex 2 for Workshop Outputs) 

TOPIC 1: VSS ITINERANT TEAMS 

Discussion, Visayas-Mindanao Team 

Clarificatory QuestionsiRemarks 

Questions Answers 
Entry No. 3 on VSS Standards Previously, spousal consent was 
(Counseling the Client) should be necessary but under the revised 
removed. The client, in signing the guidelines, only that of the clienfs is 
consent form after counseling, assumes secured. He alone has the right to 
responsibility for his action, not the render decisions regardmg his body. 
guardian. Only in instances when the BTL and vasectomy clients are the 
client has to secure permission or signatories of the consent form. as it is 
consent from a 3"' party (in cases of presumed to be a shared decision. 
mental or physical in capacity is the legal 

:, guardian's signature required. 
, A consensus was arrived at to dispense with the legal guardian's signature inasmuch 
as reproductive right is a legal right. 
NFP should be included as part of Recommend the creation of a 
professional education. Department of Surgery. In the Ob-Gyne 

Department, most of the residents are 
female doctors who want to be trained in 

, NFP. 
Age is a sarious concem in VSC. The Consent presupposes legal age. No 
standard should indicate at what age age, parity, civil status, religion or race. 
vasectomy can be performed. The free Informed consent presupposes the 
choice should be given to an individual decision of the client and his panner to 
male person regardless of his age or civil ' undergo the procedure. 
status. Are there guidelines that should 
limit his access to vasectomy? Children 
and minors are vulnerable to the 
manipulation of unscrupulous adults who 
may require them to undergo the 

rocedure. This is a tective measure ,p pro 
to safeguard male rights . 
No responsible surgeon will perform an operation on a minor. Eighteen years is the 
age of majority. VSS is a permanent procedure and subject to liability. 
Wil we allow mentally disabled clients to I Delete No.1. Dots 3-4. 
be vasectomized? . 
There are insane women we are trying to Dr. Roquero 
protect from rape and STD - who gives We must look at the purpose of VSS. 
the consent for mentally deranged i We are putting too many reqUirements, 
women in the streets? What policy! there are more safeguards rather than 
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guidelines should be followed when 
someone aHempts to subject male 
prostiMes to the procedure? 

When a single person applies for VSS. 
will he or she be allowed to undergo the 
procedure? 

guide6nes. No surgeon will conduct 
random surgery on the mentaly 
handicapped. Let us not burden 
ourselves with too many requirements. 
The objective is Responsible 
Parenthood. While it is an individual 
decision. it is also a shared responsibility. 
The decision of the individual c6ent 
should prevail. 
Dr. Rodriguez. A word of caution in !his 
regard, we propose that this be allowed 
on a case to case besis particularty with 
regard to VSS under spinal anesthesia. 
We must be aware that morbidity and 
risks are higher and resources are 
scarcer, since the patient will be an in
patient, not an out-patient 

Our concem is zero pain. If we do low What is important is to screen patients at , 
spinal, in the hands of a good the site thoroughly before sending· 
anesthesiologist, we can remove the vulnerable patients to hospitals for /ongef . 
pain. The patient can stay for a minimum and more expensive procedures. 
period of 12 hours then leave, with 
minimal cost No maHer how skillfully a 
provider can perform a BTL, the risks of 
pain are great Itinerant teams, 24 hours 
after post-partum, can perform the 

I procedure but Imphcations should be 
i studied. 

On the Use of Anesthesia 
Let us leave the decision to the patient and the surgeon on the choice of spinal or 
local anesthesia. 
We must remember that there should be a standard practice, if it is indicated that we 
have to adhere to the basic requirements of local anesthesia. 
There are capabilities to explore in the provinces and districts. There should be 
uniform guidelines for the public and private health sectors. 
Spinal anesthesia depends on the physical condition of the patient We have an 
outreach team in the province performing local anesthesia in an OR setting. 
Situations vary from province to province. 

; Local anesthesia is a basic requirement bu1 it is open to other options. Otherwise, 
, why did we incorporate the services of an anesthesiologist? 
: Redirect the program through re-tralnlng for mini lap under local 
anesthesia. 

• Financial resources (page 4) should not delimit the service to internal 
financial centers; it should take Into account cooperative arrangements 

j with LGUs. 

Discussion, Luzon Team A 

On the phraseology for Background and Rationale, the FP positioning should 
be recalibrated - the rationale for program would be to assist (not "promote") 
couples choices. 
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Team A Presentation. There were no clarificatory questions and comments 
on the presentation of Team A. The participants moved for an agreement 
with all the strategies outlined in the presentation. 

Discussion, Luzon Team B 

Clarificatory Questions, Remarks 

Questions Answers 
With regard to possible conflicts with Pro- The NGOs may appear to help NFP but 
Life NGOs. NFP is even more conducive once within the fold. they may question 
to the standards of Pro-Life hence the artificial methods that may lead to a 
statement should either be removed or conflict of issue. This can become an 
re-phrased. incomplete partnership. 
One constraint is lack of a directive for This may be concluded among 
organization of NFP Management stakeholders in the area. it is not a top-
Teams. From where will the directive be down not form of management. 
issued? 
The directive should be issued from a higher level where it would be easier to involve 
the multi-agencies. 
Dr. SerdencHIo. Meetings have cost implications. if there is a basis for funding. it is 
possible to involve line agencies. 
In Davao. a fund of Php3 million was If the action will be confined to the 
devoted to NFP. committee. costs are disallowed. But if it 

is a multi-agency initiative. we can have ! 

the basis for accessing funds. 
On Coalition Building 
Dr. Roquero. We need to build coalitions for FP and NFP - to be spearheaded by 
management teams at the naoonallevel and the regional levels. 
A learn of multi stakeholders for all FP methods is preferable. 

: There are matters that should concem the national offICe (legalization) and the local 
levels fmplementation). The organization of VHWs in NCR may be Similar or 
different from that encountered in Davao. 
We may not find the need to build coalitions with other agencies. most GOs have 

. their own FP programs which do not need any national mandate. 
Dr. Castillo. Even in the absence of a higher directive, we can do it. but if we can 

I have one, it can benefrt the regions who expressed the need for it. 
Ms. Dowling. We respect the autonomy of region and the higher office. RegionaJ 
groups, however. are the critical setters. It is they who could positively inftuence the 
adversarial dynamics with Pro-Life and church-based NGOs. In the early days, there 
was openness to the use of condoms. If NFP is offered, should the other methods 
not be offered? The reality is that there are other groups who would not subscribe to 
methods other than NFP. 
The Pastoral Letter of Bishop Ledesma is a welcome development. II is not yet the 
position of CBCP. We must examine the structure of NFP to expand the base of 
stakeholders. The Catholic Church dimension may be softened by the inter faith 
approach. 
Ms. Auste said that in reality. bishops have their own right to take their own position. 
WhHe the CBCP as a body has not issued an official statement on NFP. if one tries to 
look at the history of successful coalitions, programs succeeded because activities 
focused on local autonomous parish structures. The presentation of SDM did not 
express open acceptance of condom use. But they were open to the reality that 
there are couples who may opt to use it 
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What are management teams for? 

What will be the composition of 
management team? 

The recreation of NFP management 
teams at the regional level will facilitate 
the establishment of a coalition. which is 
an implementation partnership. They can 
consist of key players in the region. We 
should be clear because as a standard of 
managing NFP on ground. the project will 
be a~uately guided. 

the i Del Castillo. Representatives from fine i 
agencies like DOLE. DILG. DepEd. no . 
clear nor the name II will be called. 
Coalition strategy can be done through 
the Regional Development Councils 
(RDCs). Other key players are FP 
Coordinators who attend the regular ROC 
meetings with task forces. and the 
regional Popcorn that created task forces 
on NFP . 

TOPIC 2: NFP MAINSTREAMING 

Discussion, Team C 

Clarificatory Questions and Remarks 

Questions Answers 
The revised general guidelines on the There are specific issuances on RH but 
utilization of the Php4-million for we are looking at specific components for 
mainstreaming NFP are not nmited to individual areas. We are operating within 
training alone but are likewise specified the framework of RH. 
for mobilization. advocacy. IEC and other 
~rogrammed activities. 
We must be equipped and armed with legal orders and other documents Issuances 
that have not been received will be distributed next week. These are old laws issued 
from 1994-97. 
Dr. Moises Serdoncillo. In the approved protocol for services. there are annexes that 
cite the respective issuances that can be added on and enhanced. Relevant laws 
wiD be retrieved and disseminated. 
Dr. Roquero Incentives for high performers include one ICU and one CPO. For 
purposes of NFP. there are other sources for high performers. Every region will be 
given the minimlA'Tl fund requirement. but regions needing catch-up programs win be 
given special funding. 
The reasons behind low performance is not only insufficient funding. but also wrong 
strategies and slow mobilization. We suggest the equitable distribution 01 funds 
rather than zero-budgeting or cutting down on low performers. 

PRESENTATION 10. 
Strategies and Approaches to Respond to the RH Needs of Priority 
Regions and Communities 
Dr. Jose Rodriguez 
(Refer to attached Comprehensive Document) 
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Dr. Rodriguez expounded on the findings of the 1995 Survey on Unmet 
Needs. The Cordillera Administrative Region. Bicol. Eastem Visayas and 
ARMM manifested the lowest CPR. For year 2002. poor regions were given 
an augmentation fund of Php 1 million to address service inequities in FP. 
Some of the strategies that were adopted were expansion of MGP coverage. 
increased funding support to poor communities. and skills training for BHWs 
and BSPOs that in effect brought VSC closer to the clients. the use of COL
MIS for target clients. and strengthening social support. 

Vital to consider are other options that improve access to VSC such as the 
NGOs. the Mary Stopes chain of clinics. private sector physiCians. and other 
existing networks - the more creative. the more options. The appropriate 
private-public sector mix consists of a complementation of private sector 
providers who cover pay clients and public sector providers who take care of 
free clients. 

As to whether interventions can be sustained; in the short term. support 
comes in through foreign grants; in the long term. from the regions. With the 
PhilHealth, partnership. FP VSS becomes an outpatient package. LGUs offer 
another option to make program sustainable. 

Guidelines for Action Planning were given by the process Consultant, Ms. 
Auste. The participants from the regions were gathered into five cluster 
groups. two for Luzon, one for the Visayas and two for Mindanao. The break
out groups began discussions at 1:00 p.m. of Day 3. 
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ACTION PLANNING 
(Refer to Annex 111 for IndMdual Regional Plans) 

DOH Undersecretary Milagros Femandez informed the participants of the importance of the Consultative and Strategic Planning Conference, which was the creation of Individual Regional Action Plans on FP in the context of Reproductive Health in 16 regions that would guide the thrusts of the 
Department of Health from 2002 - 2004. 

Discussion, Visayas Group 

Questions 
Usec Femandez: 
Is this for the whole Visayas group, 
no individual work plans? 

Answers 
We combined all the plans. 

Usec Femandez. The training we aim to conduct are I Your plan appears to include capability building training with NGO activities already onstream in many organizations, Training of Trainors on ; areas. You need a budget for that, Fertility Awareness with participation ' you have to fine-tune plans based regionwide (Phpl12,500); training of on the reactions of people here. service providers and health Why are you are in a hurry to go educators (Php450,OOO); recruitment 
home? You should go home and capability building of new hirees tomorrow. I invite everyone to react if on SDM (about PhpPhp112,500)' you can feel you can make a plan including training and projected' better, a hospital more effective, and salaries of Php900,OOO; and produce results, hiring the necessary participation of doctors (Php1.6M) for people in the process. Your vision is a Total Planned Budget of Php1.8 
only on NFP and fertility awareness, Million . how about other methods? J 
Dr. Roquero. We have included this already so we 'I I noted that the focus is mostly on I can work with intervention plans (four health workers. The regional and batches within six months). weil 
local levels are building coalitions. In discussed the possibility of adopting I'! initial training, bring in partners the abacus if adequately tested. 
from multi sectors already. 
Identify potential trainors from 
those partners. I took note of your 
interest in SDM but you have to 

. conSider its limitations because it IS 
indicated for women with regular 
cycles. How do we deal with other 
women who cannot quality for SDM? 
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USee. Fernandez 
We are conducting operations research to challenge what has been declared 
as scientific methods in terms of recording and charting. We are easing out 
the use of the charting which Is the main reason for dropouts in NFP. 
Dr. Rodriguez 
Will ultimate trainors be volunteers? There are SDM materials but we are in 
the process of developing a training module for volunteers that we included 
in the COL-MIS. This was tested in NCR but will be made available to other 
regions . 

. Synchronize advocacy plans seriously and localize national campaigns. 
, In Negros Occidental, Mary Stopes Clinics are already providng a lot of 
i services in eight cities and municipalities. The Family Planning Organization 
" of the Philippines has formed a non-scalpel vasectomy team in Region 6. 
We have to train additional staff who are resent! not health workers. 
One of the constraints was We opt to hire personnel because 01 
sustainability of the program but you regular fund releases that assure the 
also mentioned hiring - which is more supply of trained people. The GOP 

, cost-efficient, giving additional can sustain the services of these' 
training and allowance to existing employees. We have hired 12 casuals 

! rsonnel or hirin additional staff? from MOOE that we can au ent. 
, USee. Fernandez 
You will not be allowed to hire. Analyze the strength of your own regional 
office. How many FP plans are there in the region? If one, you want to 

i strengthen, think of how to do it at your level by putting In additional people 
sourced from related programs. You can reorganize the team. You don't 
need to hire people anymore. You cannot hire and source money for training 
and logistics in general. There is a limit to our budget, we can only hire a 
certain no of people. 
Your TNA plans are good. But we must train in a holistic way. Find the needs 
of BHWs on field and train them on FP, NFP or in other methods. Schedule 
all trainings in one sitting. You have to have a certain design. Go back 

. to basics and reflect it in the work plan. Let us not be generalists. Who 
should be trained in what? How and who are the implernenters to be trained 
first? What type of training must be done for BHWs? In motivation, 
counseling, reeruitment. will they prescribe a method or will their work be 
'imited to FP? You decide. 
As for hospitals, we should create a VSS itinerant team for all the hospitals . 
How will you do this, who will compose it, will it be composed within the Ob
Gyn Department, from the Surgery Department. or from the districts? Put 
doable plans for the local level. 
What will be the role of NGOs In FP in the regions, what are their resources, 
and expertise? Consider the Popcom. Bring them back into the program, 
include them in the plan. The church, how can they be harnessed In NFP? 
Coordinate with them. We never succeeded in doing FP alone. We have a 
low CPR, our people use traditional methods. So this is a renewed program 
that will enable us to survive opposition, criticism, and move forward. 

, If you have a good plan, the DOH and funding donors will assist. USAIO 
! wants to see political will, but we should be concerned with activities at 
grassroots. 
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PLENARY DISCUSSION 

On Raising CPR thru NFP. and VSS 

At start of workshop, there were two strategic areas to look at: low CPR with 
high unmet needs, and areas with high prevalence of traditional methods. 
The strategic activity to undertake is building itinerant teams, training of 
BHWs in urban poor areas, and mainstreaming NFP. What is the 
prioritization for NFP. VSS and health worker training. how can they be 
applied? We would like to see these in the formulation of the budget We 
like to see more NFP in areas where the practice of traditional methods are 
more widespread. so these could be shifted to modem methods. We have 
seen that NFP can be mainstreamed. 

One way to start will be to review strengths. Engender Health has already 
trained doctors in mini-lap under local anesthesia. The strength here is that 
the A.O. allows phYSicians to perform the procedure under local anesthesia. 
One of the steps to take is to formulate a regional order or hospital order 
creating teams with trainers. We want to know how funds for drugs and 
supplies can be used adequately for VSS. For instance, put a mechanism in 
place so that these drugs can be monitored to balance supply with 
demand. 

On Partnering Potentials with Mary Stopes 

The issuances will add more teeth to the plans. Add columns on what we 
want to see after a timetable. i.e .• two itinerant teams. Clarify the status of 
working with Mary Stopes. 

At the Execom Meeting in DOH. Mary Stopes personnel were invited to 
discuss their activities in the country. The DOH Secretary wanted them to 
follow comply with accreditation requirements that is now lodged with the 
regional level. The organization is a potential partner in VSS and DOH can 
facilitate this process. 

For as long as Mary Stopes performs the operation in a DOH-accredited 
institution, their procedures are considered legal. BTL requires a hospitaJ 
setting. The provider should be trained in VSS. hence the need for the 
accreditation of training institutions. 

USec. FemandeZ 
Accreditation is necessary to ensure they do not perform the Illegal 
practice of abortion. 

Dr. Rodriguez 
Are we questioning their providers who perform BTL in hospitals? 
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USec. Femandez 
The trouble is that not everyone knows much about the organization. The 
Secretary is intent on seeing some coordination but a representative is always 
unavailable. It would be better to link up with Engender Health. 

Dr. Castillo. 
The licensing staff has not yet acted on this to allow the VSS procedures to be 
done at the regional level. 

Before devolution, the authorized accreditors were the regions. The difference 
with Mary Stopes is that it is not office-based but itinerant. They usually 
perform in aseptic places such as markets, schools, etc. DOH trained 
personnel can partner with them when the operation is offered in a facility. 
We accredit the person but not the facility. They have not shown up when 
they were invited. We left self-assessment forms at their clinics but they did 
not retum them because they argued that the accreditation request was 
voluntary. I am disturbed by this because they go direct to the LGUs and 
manage to get a permit from the Mayor. In case of complications, the RHUs 
are tasked to solve the problem. 

Question. 
If such a group is not accredited, why are we allOwing them to perform? 
Answer. 
Only the DOH has the power to stop them. We observe a DOH quality 
standard of performance and adopted the style of Mary Stopes using local 
anesthesia. If the patient is compromised, we are left to deal with the 
problem. 

On ProfesslonaVFacilities Accreditation 

The solution is for DOH to train its own health workers. In Amadeo, Cavite, 
patients were able to avail of quick ligation procedures. We have to train a 
cadre of certified providers skilled in all the methods. We have to make 
an Inventory of trained people. 

We would like to get in touch with the consultants, fellows and diplomates 01 
the Philippine Obstetrical and Gynecological Society (PooS) who are 
competent in BTL in order to see whether they still need accreditation from 
the DOH. I suggest that if the doctor is a diplomate or fellow of Poos, there 
is no need for accreditation, since it is part of their training. Other district 
doctors should undergo accreditation. 

Dr. Rodriguez. 
There is an adequate supply of surgeons but they must be skilled In non
scalpel vasectomy. The issue is, what process is followed in accreditation? 
Physicians practicing at the Makati Medical Center would certainly not seek 
accreditation. If the program should accredit, it should go for BTL standard 
procedures. 

On-Sffe CompetencylResidency Training in Local Anesthesia 
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How do we define certification - who will certify? 
Answer. 
While we do not belittle the competency of fellows and graduates of big 
medical centers. we must come up with anesthesiology cases. They do it 
under spinal anesthesia wherein they have demonstrated competence. 

Question. 
What about local anesthesia which is the DOH standard? 
Answer. 
On-site competency training can be conducted by trainers with learning 
experiences in 23 medical centers on BTL under local anesthesia. 
Fellows and diplomates do not know how to use the uterine elevator and the 
"no hands technique"; they can see how it is done and echo it to their 
residents. Common cases are CS with BTL and post partum with BTL. We 
must strengthen the referral system to the Vicente Sotto Memorial Medical 
Center and other tertiary hospitals. Non-scalpel vasectomy can be 
Introduced alongside urology training In hospitals. 

Dr. Rodriguez. 
While we may want to adopt intervention as ex post-facto. we must get 
specialty groups to accept the methodology. For those already trained in 
local anesthesia. they can function as training specialists. 

Do not expect fellows and diplomates to undergo training again. One 
observation by a good surgeon can already be sufficient. 

It takes longer for older surgeons to leam the technique. It is competency
based. 

We must make the training program a requirement for exams and 
graduation. This will require modifications in the Specialty Board 
Accreditation. 

Dr. Aoresca. 
The purpose of A.O.280 is to train residents. I appreciate the suggestion 
because if DOH is a signatory to the certificates of graduation and residency. 
it equips graduates for govemment service. 

The FP policy signed by Secretary Dayrit contains provisions on training and 
on the certification of facilities and service providers. We will be coordinating 
with the Health Human Resource Development Bureau and the Center for 
Family and Environmental Health to come up with standard guidelines 
regarding training. 

Synthesis. 
The aim is to create a broad-based multi-sectoral partnership. We are looking 
forward to new non-traditional alliances. look at what you are working on and 
working with it. Revitalized and renewed is to know what follows or what to 
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expect after forging the partnership. Coalitions do not exist for themselves. There are three types of objectives -routine, innovative and high impact, and 
problem-solving. In terms of advocacy and IEC, focus not just on orientation, but on whether it is going to make noise and have voice. Enabling 
mechanisms like guidelines and standards are things that enable you to do what you want to do. 

Dr. Rodriguez. 
There is a tendency to target 20 things across which you can spread yourselves too thinly. If results are desired, make a flow chart to assure that 
process will lead to realization. This is important to pinpoint the purpose of the funds and the budget. 

It would help to examine whether the plans are synergistic. There may be 
activities that contradict or negate their mutuality. Synchronizing is important for time effectiveness. Sustainable does not mean you continue to exist. The 
essence of sustainability is getting better and better over time. Is the program better now than before? 

Dr. Roquero. 
It is high time to do advocacy and back-up plans. How are we going to 
handle the opposition? 

Discussion, ARMM Group 

USec. Femandez. 
Gather documents as inputs for a new consultative meeting involving religious leaders in Mindanao. Set a meeting with other regions in Mindanao, set training dates, make a course syllabus, and identify facilitators and resource 
speakers from among the people. The output of the experience (religious meeting) with the people of Maguindanao can be replicated. It is good to 
have gained access to Maguindanao and Basilan. 

Discussion, Mindanao Group 

Plans should be made to access geographically inaccessible and disadvantaged area. Large quantities of medicines for VSS can be sourced through MGD funds - non scalpel vasectomy entails minimal expense. 

Discussion, Regions III, IV, NCR and Metro Manila 

USec. Femandez 
We have problematic areas in Region 4, Puerto Princesa City and in Manila. 
We must devise strategies to address situations in these places. 

Urban poor FP programs for Manila and Ka/ahi areas were identified. We 
have recruited VHWs who will identify clients for home service. Home service 
delivery will be coordinated with LGUs. 
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Puerto Princesa City, Palawan will be the site of an NFP pilot project to 
increase CPR, but services there will continue with advocacy programs fOl' 
other methods, We received logistic support for FP that we brought to 
extension offices in other municipalities in need of supplies. 

In Metro-Manila, surgical interventions remain problematic. The NFP circle is 
trying to get the support of Mrs. Atienza. Programs are carried out on 
demand basis. The anticipated Php4 million from DOH will fund the services 
of health workers. 

Ms. Dowling 
Mrs. Atienza assessed the service delivery situation at the LGU level I order 
to expand toward areas beyond NFP. NFP shall be used as the starting point 
in identified areas with guidelines from LGUs and the churches. The 
archdiocese in NCR has 280 parishes, only 46 parishes of which have NFP 
services. We cross our fingers that the inter-faith strategy will move the 
program. A referral system to access NFP will be drawn. Guidelines fOl' 
CBCP, Methodist and inter-faith churches are being crafted, and this presents 
a challenge, Mini-consultations have cleared the air for FP. The good news 
is that the Cardinal is open to a meeting with inter-faith groups. The challenge 
is that the Catholic Church will not address the ecumenical effort. 

Dr. Roquero 
What is back up plan to crisis management and opposition? Puerto Princesa, 
in consultation in Sangguniang Bayans, declared the city as a Pro life City, 
effectively disenfranchising the FP users. The contraceptives that were 
supposed to be publicly bumed were retrieved from the city and sent to the 
province. This is the call of advocacy and service delivery. 

USec. Fernandez 
How will itinerant teams come in if the policy is a No-no to artificial methods 
except NFP? 
Answer 
The plan will be brought to the hospitals. In an area where there is strong 
opposition, services will be confined at the hospital. The solution would be to 
give a grant to service organizations through a Memorandum of Agreement 
that shall focus on population with unmet needs. The Secretary does not like 
to cross paths with church. Indirectly, the support will continue. The chance 
must be given to the private sector to come in strongly and provide artificial 
methods. 

Ms. Dowling. A meeting shall be held on Friday with multi-method NGOs in 
Manila. 

USec. Fernandez. 
We cannot insist on carrying out programs in health centers under the Metro
Manila city govemment. 
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May 22 - U. C.bu City 

When I presented this problem to the MMDA, the chairperson 01 SOCial services and Mayor BOObit Cartos of Valenzuela City vowed to make use 01 a Memorandum 01 Agreement to solve the population problem. 

Bicol has a low CPR because 01 religious action. Camarines Sur has the biggest population. Depo Provera and IUD methods were given to different municipalities and RHUs without the knowledge 01 the Governor. We tapped the Dorels and maintained dialogues with provincial development officer who can delivery the contraceptive supply. 

The challenge for DOH retained hospitals is to link up with LGUs like this to make surgical processes accessible. Work hard on itinerant outreach. In crafting the budget for FP program, we should try to look for strategies outside the box because there are agencies willing to help to augment GOP frunds. We need more IEC on non-scalpel vasectomy. On the manner of handling opposition, FP is even Pro-Quality of life. To read from the bible, we should come up with strategies for funding. 

NCR should have a strong visibility. Work out a strategy for VSS with a Technical Working Group to build the image of those who perform ligation and vasectomy. They get lambasted from the pulpits. The strategy Is to help service providers with the responsibility to deliver. Let us not be confined to numbers. 

Matemal Child Health and Child SurvivaVSafe Motherhood, Malnutrition Program serve as areas of collaboration that the church Is open to; just find a way of communicating with them. 

Dr. Roquero 
We tend to veer away from areas of the opposition. We try to engage sectors we can potentially work with. We should be ready to handle crisis and conflict 

Discussion, Northern Luzon 

Create an intemal FP Management Team composed of FPOP, Popcorn, Dole, and other sectors. Based on an assessment 01 accomplishments, a mapping will be made through field analysis in order to surface restraining factors for the managerr.ent of constraints. Popcorn and FPOP are ames 
of the program who could be involved in the training of health providers on FP. 

In Nueva Ecija, basic training was not undertaken. Paulino J. Garcia Medical Center adopted Nueva Ecija and Tartac while the Jose P. Locsin took in Tartac, Bulacan, Pampanga. A consultative meeting was organized to identify areas where itinerant teams can go. 

In Region II, networking will be done with existing service providers 01 NFP. We will enjoin the academe to conduct training for NFP. We received a letter from St. Paul's University that offered assistance to NFP training. For 
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advocacy, we will be renting spaces in different provinces for advertisements 
on NFP. 

Ms. Dowling. 
If the institution is a religious organization, only the Billings Method would fit. If the initiative comes from within the College of Nursing, it would be easier to 
integrate plans with the DOH modules. 

We are thinking of holding refresher courses on modem NFP methods. 

USee. Femandez 
51. Mary's and 51. Paul's University are pilot institutions for RH and if 
they are into NFP, link up with them. 

The Kapihan sa Kumbento for Region 1 is an in-place structure. Govemor 
Agbayani and Archbishop Cruz set it up as a regular dialogue forum which came up with an NFP Program for Pangasinan. For VSS. two teams from a 
teehnical division will undergo training at the hospitals and the Center for Health and Development. 

Adjournment of the Conference 

Dr. Roquero 
We hope that we do not to stop with the plans. We tried to look at and confront the barriers of FP guided by the intent to Bigay Todo sa Pagplano. 

Dr. Rodriguez 
When we were asked to support FP, we knew the importance of policies. priorities, and gaps. We saw that issues were discussed but not addressed. We are happy and pleased to support the next workshop at the PHO level. 

Closing Remarks 
USee. Fernandez 

If we believe that Family Planning is a heahh intervention program leading to the heahh of women and children, do something. If it is a means to reduce poverty and lead to Responsible Parenthood which means to promote MCH and prevent abortion, commit ourselves so that it will be placed as the main 
agenda of work in the regions and in the hospitals. 

FP is necessary because it is the only means to make women and children heahhy. Exert effort to give FP a boost at the region and local LGU areas . 
With the PHOs talk about the plans to see how they can enrich and work out those plans that conform with the regional funds. Money matters can be 
taken up with the government. 

I thank the cooperating agencies. Let us revive the working relationship in the 
70s and 80s when we worked hand in hand with the regional offices through 
Popcom so that there will be two agencies working hand in hand . 
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With the private sector, we can succeed. We will mainstream NFP but it is not 
only NFP we are promoting but also all the methods. We will not be afraid to 
implement all the methods because the national policy is to provide people 
with all the information. We will not be criticized for masking methods the 
cafeteria way without saying anything. We are also going to strengthen the 
counseling skills of our service providers. 

Chiefs of Hospitals will submit their individual plans alongside the regional 
offices and the hospitals. Dr. Dayrit at the Execom will ask for the output. If 
the plans fit in they can be considered for funding with various funding 
agencies. 

Respectfully submitted: 

Russel Farina. 

UtoTenebre 

Mary Anne a_celona 
Documentation T earn 

* * * * * 
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National Family Planning Consultative and Planning Workshop 
May 22·24, 2002, C.bll City 

OPERATIONAL PLAN MATRIX 
CHDI Hospllall Bureau! Servlce/ Unit! Office: CARlBGHMC 

Period Covered: CY 2002-2003 

General ObJective: Increase CPR from 46.8% to 50% 
Specifics: 1, Mainstream NFP 

2, Active VS itinerant Teams 

Strateglesl Activities I Time Frame Targets Resource Regulrements 
Item I OC I Cost 

I. Coalition Building 

I Responslb I Expected Output 
Ie Office 

Staff 

1. Revitalize! expand the multl- 2nd week, PAs,NGOs, Snacks! 15,000 I CHO-CAR I Plan formulated; 
sectoral groups working on FP June, 2002 church, academe, meals commitments forged 
(RPMC, RH task force) by & media Hand-outs 
calling a coordinatlve meeting 

2. Forging 0' commilments! - do- 1- do -
Agreements 

3. Ptanning - do - - do-

4, Conduct 0' regular meetings end 0' month - do- Snacks, 10,000 I CHO-CAR I Status 0' FP assessed 
handouts 

II. n"source Mobilization 

1 , Mapping up 0' resources like I" week of GOP, foreign I handouts 5,000 
manpower, logistics June,20002 'unded 

2. Intogratlon 0' funds! - do - - do -
resollrces available 1------_ .. __ ._,-

III. Capability Building 

1, Trnining Audit I" week 0' I Field HWs, other CHO·CAR List of untrained 
June,2002 stakeholders atafllHS 

Provincia V PA ""'-'--



'~ ,.. -tl~ 

:It 

,-- :....:.--.:. " --A -. , I 

'.~" ~''3 ---'t J .~;.I J 
Nalional Family Planning Consultaliv~ and Planning Workshop 

May 22·24, 2002. Ctbu City 

_~' • • _.J. I 

-.Jt ~':' 
~. J 

2. TOT on SDM! modern NFP I June to JUly'-Ir>roVlncl&1 1 Training I CHD,CARI ProvinCial MunicipaV 
2002 expenses Barangays and other 

stakeholders trained 
3. Training on VS Monitoring for I August, 2002 I Provincial 150,000 I I -do -

Service Providers 

4. On silo NSV Training I September, Municipal! 150,0001 1- do -
2002 BarangayHS 

Other 
5. Training of service providers I August, 2002 I stakeholders 2,000,000 I I -do -

on modern NFP!SDM 
IV, AdvocacyliEC 

1. Provincial orientations on Aug.-Sept, LCE, other Training 130,000 CHD-CAR NFP Oriented to LeEs -
NFP Malnstreamlng 2002 stakeholders expenses commitments! 

Year round agreements forged 
2. Trl-media Campaign I with E on WRA, IEC 125,000 

special events adolescents, matarlals! 
women Airtime 

July-Dec .. 
3. Production and Distribution of 12002 IIEC 200.000 I CHD·CAR 

IEC Materials materials 
reproductio 
n 

V. Sorvice Delivery 

1. Conduct of Oulreach Mission Aug. - Dec. Low perfonnance Supplies! 1,000,000 
through Itinerant Teams 2002 municipal hard to OM 

reach areas 
2. Provide Regular VS Services Ongoing BGHMC I -do - 120,000 

3. Upgrade Facilities! July-Dec. LGU Hospital I -do - 500,000 
Equlpments 

-------,,-,-"-
VI. Program Managemont 

I. Procurement of equlpmonV August Regional office Laptop, 150,000 
supplies copier, 75,000 I 

. ---- -.--,,-""--
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VII. Monitoring! Evaluation 

1. Field Vlsitsl FS 

2. Conduct of PIRs 

GRAND TOTAL: 

Monthly 

National Family Planning Con~ultat;l)~ and P[atlll;ng Workshop 
May 22·24, 2002, C.bu City 

sllJllllle~ __ _ _ 100,000 

Prov.lMun.lBgy. 450,000 

Semi-annually 

Traveling 
expenses 
Meals and 
snacks, 
traveling 
expensell __ 

5,4.t1(),OOO 

j '.-.J6 -.Jt ....Jt 
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National Family Planning Consultatl •• and Planning WOrkS/lOp 
May 22·24. 2002. C.bu City 

OPERATIONAL PLAN MATRIX 
CHOI HospltaV Bureau! Service! Unit! Office: CHO lIocos 

Period Covered: CY 2002-2003 

~ ~. ~...»' -.J.t --.JI" 

Expected Output 

FP Formed 
Orientation 
Stakeholders 
Identified 

Trainors Training 

Supervisors 
Trained 

Midwives 
Trained 

MOdule Trained 
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- Posters 
8. Organization, Advocacy 
Committee 

1. Regional 
2. Provincial 
3. City advocacy 

-

2002 

National Family Planning Con.fultal;lIe and Plonn;ng Worluhop 
May 22·24, 2002. Ccbu City 

1,170 
- -. "'--------- P25each ,-i----~-· 

~ 

29,250 

orientation'j __ -- -------- . ----_.-._----_.,- -,- --- ~.-,-.---.--,--.--.-
9. Radio Spots 2002-

frequency - 25 spots/day 2003 1 4 provinces I P250/50 sec. 
lor 6 mos. 

production for 30 seconder 
radio spot ._,...1_ I , 
10. Billboard 2002· 

Production/Installation 2003 1 12 pcs 
Rantal of Space 

11. Monthly Monitoring 12002- I TEV, gas and 
2003 ??? 

~ .-1t 

l'i'askforce & 
HE PO's 

.._-_.".----

---it ~. -

Advocacy 
Committee 
Trained 

Orientation done 
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National Family Planning Consultative and Planning Workshop 
May 22-24, 2002, Cobll City 

OPERATIONAL PLAN MATRIX 
CHDI HoapllaV Bureau! ServIce! UnIt! OffIce: CHD '" 

Period Covered: CY __ _ 

;I.' , 
_..Je! ." ...:.t .. .Jti " . .. .)1 

Strategies/ Activities Time 
Frame 

Ints 
Cost 

--Tar gels -. -·r--·~:!esoiJrce -Rerug~lTl~ Responsib Expected I 

Ie Office Output 
1. Create a FPJ~ta.l'lagerT1e~UearT1_ ~une,2002 

June,2002 2. Conduct Meeling of FP 
Management Team. 
3. Conduct of FP Consultative 
Meeting __ _ 
4. Conduct of TOT on NFP 

5. Trninlng of Service Providers 
on Nrr' 

June 14, 
2002 

---.~--------- --

25pax x P300 

122 Pop. & 
FPOP staff, 
DOLE, IMCCSDI 

750 RHU & 

.-.----. -+ 

-Board & lodging 
(21 pax) 

-3 facilitalors 
(900 @ for 5 days) 

-SDM (21 x 50) 

-Abacus (21 x 50) 

-Modules (21 x 400) 

-Supplies (2Lx 150) 
-Board & lodging (122 x 
900 x 3days) 

-SrlM (122 x 50) 

-Abacus (122 x 50) 

-Modules (122 x 400) 

-Supplies (122 x_ISO) 
-Board & lodging (750 x 

Staff 
.,.,. 

----

.. 
7,500 

-

94,000 

13,000 

1,050 

1,050 

8,400 

3,150 
329.400 

0,100 

6,100 

48,800 

18,300 - ...... _-- .. -. __ ... _. -----
2,025,000 - .' ,-, 

L-~. ___ 
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6. Conduct Levell FP Training 

7. Reproduce IEC Materials 
- loallets 
- posters 

8. Procure the Following 

National Family Planning Consullalivr and Planning Workshop 
May 22-24, 2002, C./m City 

Hospital Staff 900 x 3days) 

·SOM (750 x 50) 

-Abacus (750 x 50) 

-Modules (750 x 400) 

.... ____ j..:.SlJpplies (750_J<.150) 
25 pax (i" -Board & lodging (25 x 
batch) 900 x IOdays) 

25 pax (2"". 
batch) 

-Practicum (25 x 300 x 
5days) 

-Modules & Supplies 
(25 x 500) 
-Board & lodging (25 x 
900 x 1 Odays) 

-Practicum (25 X 300 X 

5days) 

-Modules & Supplies 
(25 X 500) 

5,000 x 10 
5,000 x 25 
-SOM (3000 x 50) 

·BBT Thermometer 
1000 X 50) 

·Abacus (93 x 50) 

..... .. 
;. .:1 

37,500 

37,500 

300,000 

.~1J~,§,OO 
225,000 

37,500 

12,500 

225,000 

37,500 

12,500 

50,000 
125,000 
150,000 

50,000 

4,800 I 

... ~~-y, .~ .. 
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OPERATIONAL PLAN MATRIX 
CHD! Hospital! Bureau! Service! UnlV Office: CHD 3 - Paulino J. Garcia Memorial Research & Medical Center 

Period Covered: CY __ _ 

Strategies! Activities Time Targets Resource Reaulrements Responsib Expected 
Frame Item CO Cost Ie Office Output 

Staff 
1. Consultative Meeting with 20pax 3.000 
Stakeholders 
2. Creation of 2 Itinerants Teams 
Composed of ; 1 midwife, 1 nurse, 
& 2 doctors, to provide VS Services 
& Train District Hospital Staff on 
ML·LA 
3, Coordination with EH & 
Department of Surgery Regarding 
Schedule of NVS on Site Training 
4. Procure Drugs & Medicines 482,000 
5, Conduct Itinerant Team 15,000 
Sterilization 
GRAND TOTAL: 500,000 
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Strateglesl Activities 

I. 
A. Organize Regional FP 

Management Team 

B. Review and Compile DOH-
FP Policies, Issuances, guidelines 
II. Consultative FP Planning WS 

identify areas of 
collaboration 
role clarification 
training audit! need 
assessment 
lormulatlon of regional plan, 
june-december,2002 & 
January-december ,2003 
sot priority areas 
mllinstream NFP activities 

III. CAPAbility Building 

1, TOT on FA & NFP 

2. Sorlos of trainings on FA 
and NFP 

3, navltalize, Organize VSS, 
NSV Ilinerant Teams 

~ 

-- -" 

,. ... . -,.' --,.,' 'r 
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National Family Planning COIUII/tativt and Plamling Worlcslrop 
May 22,24, 2002, Ctb. City 

/' OPERATIONAL PLAN MATRIX 
CHDI HospllaU Bureau! Service! Unit! Office: CHD IV 

Period Covered: CY 2002 

----

Targets Resource Reoulrements 

~. --.J. 
, . 

.....J. 
, 

-.-Ji ....:;. 

Respon Expected Output Time 
Frame Item I CO I Cost sible 

Office 
Staff 

FP formed, 

I E.O. I Regional FP Coord. 
May In external office, 

composition 
identified 

retained hospital 
FP Coord. 

I 
l"wl<, 
of June 
E.O Provlnclel FP I Board & lodging 90,000 
June coord" City FP (900x50x2days) 

- Areas of 
collaboration 

coord., FP identified 
deSignate, Ext. I training kits, forms, 10,000 
office, HEPO, gas 

'roles clarified 
-needs identified 

PopCom, other 
stakeholders -plan made 

-priorilles set 

I July, FP coord., I Board & lodging 225,000 
Nov. supervlsora (5Opax x 900 x 5 

Increased 
manpower 

days) 

I Service providers 
I Board & lodging 675,000 

(250 pax x 900 x 3 

capability 
Increased 
acceptors 

. days) I June-
July I Retained hospital, 

Increased CPR 

~----"-,.- •.. 
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4. Basic Compre FP Training 

IV. Advocacy 
1. Orientation of PHOs, CHOs 

on NFP/FP New Thrusts & 
Directions 

2. Series of Lecturesl 
Symposium on WFBI other 
FP methods 

3. Reproduction of IEC 
materials. manuals 

4. Radio, TV plugs, Guestings 
5. FP Month Celebration "NFP 

Launching In Selected 
Areas" 

V. Procurement of Medicines, 
Supplies lind other Logistics 

VI. Notworklng! Linkaglng 
Inlegrale NFPI FP In ILHZ 
Actlvate/Organlze itinerant 
Teams In District Hospitals 
Strengthen Referral System 

VII. Monitoring & Evaluation of FP 
Imptomonlatlon 

. con ching and montorlng 

VIII. Yoar End Program Review 

.~ ... " , •. " " I __ • __ 1! ..Ai , ' . 'f « " , 

.~ _--Ai _-AI ~ .. 
National Family Plalming ConJuira/iv," and Plann;ng Workshop 

May 22-24. 2002. C.bu City 

district hospital, 
provincial hospital 

I October I Board & lodging 
New health (900 x 100pax x 21 
personnel, days) 
untrained health Manuals (100 x 
personnel 200) 

I June- I ·PHOs, CHOs 
July 

·Industrial clinics Meals & snacks 
(SOOpax x 150 x 3 
batches) 
NFP Manuals (450 
x 300) 

·AII province ·Streamers 
·Meals & snacks 
·Gas 

Support to VSS Medicines and 
itinerant teams supplies 

Necklace (50 x 
5,000) 

I June· I LCE, COH, PHOs I Gas, TEVs 
August 

June· Gas, per diems, 
Dec. TEVs 

I Dec. I FP Coordinator I Board & lodging 
(50 x 900 x2 days) 

.Jot' ....Jt 

1,8 90,000 

20,000 

2 25,000 

35,000 

20,000 
50,000 

2,000 
3 00,000 

2 50,000 

10,000 

50,000 

90,000 

. ... ' 
~I 

...... 

---------

~' ....;1 

• ride on with 
regular meetings 
·increased 
awareness 
·increased 
NFPIFP 
acceptors 

·Increased 
accessibility of FP ! 

services 
·Increased VSS 
·Increased 
accel2tors 
Issuancel 
concerns 
Immediately 
a~c1!!SII~d_ .. ___ , 
Issuance 

, 
.. £oncem_s __ ---l 
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IX, Mainstreamlng of NFP In 
Puerto Prlncesa 

1, Dlaloguel Conferrence with 
LCE 

2, Train Personnel on NFP 

June
Nov, 

National Family Plallning Con.Jllltativ~ and Planning Wor/c.shop 
May 22·24, 2002, C.bu City 

FP Coordinator of 
City, LCE 

Forms, kits, gas 

Plane fare, TEVs, 

Plane fare, TEVs 

(30pax x 900 x 3 
days) 

~4 .~'"i --.J~ 

15,000 

~ A 

identified; 
recommendation 
made; plans 
revised 

30,000 I FP 1- identify areas of 
teams collaboration 

40,000 

81,000 

-relocation of FP 
supplies 
- Tap NGOs as 
FP outlets 



---,.. ~"""'- ____ I _ ~ • ....... --... I _.....' U . .:.l I' _J. ',11 
~ • - -- - . -- -p -~ .~ .~ ~ 

.' , :1,' .cl 
_.-" .... ---' ~ ---'.,. _ .... Jt ~ ~ ----->' 

'" ..... 

Strategies! Activities 

1. Conduct Regional Meeting 

Time 
Frame 

National Family Planning Coruultativt and Planning Workshop 
May 22·14, 2002. C./", City 

OPERATIONAL PLAN MATRIX 
CHDI HospltaV Bureau! Service! Unit! Office: CHD V 

Period Covered: CY 
,.'-.,--_._-------

---- ResourCe Re Ulrements Targets 
Cost nO- --- ----.. -,-I 2 wk. of June, NMMC,COH, ~nea~~~-"··=f5g 10,000 

2002 CHD,MGT, 
Staff, FP 
Coordinator & 
Training nurse, 
MS IVRPD 
Coordinator 

-------
Responsible Expected Output 
Office Staff 

CHD-FP I RegIonal Plan 
Coordinator Completed 

2. Creation of Regional r2ndWk. of June, I RP Coordinator, 11 meal & 2 3,000 I CHD FP I RE Team Created 
Enhancement Team 2002 GOs, NGOs snacks Coordinator, 

RPO 
Coordinator -----,--1--- _.-----

CHDFP-- I Training Needs 3. Training Needs Assessment 11" wk-.July, Service TED & gas 5,000 
on FP 2002 providers In for 5 days Coordinator & Assessed 

RHUs, HRD Team, 
Hospitals! CHDs NurseNMMC 

FP 
Coordinator 

4. Conduct Training on Mucus 13«1 wk. of July, I CHD technical Meals & 48,000 T raining conducted 
Method & Necklace Method 2002 staff & training snacks for for CHD staff and 

staff,20 three days PHO staff 
participants; training 

period. 

1" batch 10,000 

PHO staff 20 48,000 
participants 

I 91 Lady 270,000 I I T ralnlngilConducted 5. Conduct Training on Basic 2nd wk. of Jan., PHNIRHMI 
Cornprohonslve FP for Newly 2003 CHOI Hospital 
Appointed Health Personnel staff 30 1 Training 6,000 

participants Materials L "_.'-- -,,-,",.,-, .. ---~ 
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Nal;onal Family Planning COlUullativ~ and Planning WorkJ/lOp 
May 22-24, 2002, Ctbu City 

6, Training of Physicians on 
Sterilization Training 

7. Advocacy/IEC 

November, 
2002 

2 batch 
-5LGU 
- Physicians 

Inter-Local Health Zone I As need arises I LGUs, NGOs 
Meeting 

Inter-Agency 
Consultative Meeting 

Trl-Media Campaign 

8. PIR for FP 

Nov., 2003-
June,2oo3 

June-Dec., 
2002 -June 
2003 
November, 
2002 

GOs& NGOs 
(30 pax) 

PHO staft, CHD 
Staft, MS IV, 
DOH rep. (50 
pax) 

9. Provision of Logistics for VS I June- -Dec.; 
2002 

13 LGU rep., 
2 DOH rep., 
1 CHO 

10. Monitoring! Evaluation 

11, Others 
Training of Contractuals 
- Nurses for MHARSTIH 

??? City & NMMC 
GRAND TOTAL: 

July-Dec.,2oo2 I HospltaV 
RHslBHS 

June 2002 3 contracted 

TEV for 
NMMC 
Team 

-TEO & gas 
for CHD 

-1 meal&2 
snacks, 
training 
materials 
-Radio, TV 

Meals and 
snacks for 2 
days 

Drugs! 
Meds 

-Med 
supplies 
-CDLMIS ?? 
-FP Form 1 
TEV & gas 

2oo/day for 
180 days 
4 contracted 

20,000 I NMMC 
Trainers or 
Engender 
Health 

5,000 I CHD-RD & 
Regional sta 
FP Coord. 

45,000 

7,500 

65,000 I CHD-FP 
Coordinator 

150,000 

145,000 

200,000 
100,000 
20,000 

108,000 

1,350,000 

--.~ -:i ~ ....:... 
;... 

Number of MDS 
Certified 

-_._----, ... _._.-

Meeling Attended 
~ 

Inter-Agency 
Meeting Done 

PIR-Conducted 

Logistics Provided 

Monitoring and 
Evaluation done 
Contractual 
Recruited 

.,----,,'--_ .. 
.~ ----,-'''-
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National Family PlolII,;n8 Conmltativ~ and Planning Worbhnp 

May 22·24, 2002, Ccb" City 

OPERATIONAL PLAN MATRIX 
CHDI HospllaV Bureau! Service! UnlV Office: CHD V 

Strategiesl Acllvilles 

I. Health Advocacy & 
Promotion Strategy 

a. Mulll sectoral 
conlerencel meellng In FP/RH 
task lorce to Include F NNFP 

Time 
Frame 

June, 2002 
December, 
2002 

b. Putting -up 01 I August 
Billboards in strategic places 

c. Radio plugging 01 I July-December 
FNNFP VS 

d. Highlights advocacy 
and promotion In special events 

1, celebration 01 FP I August 1 
day 

2. Pop. dev. 
Celebrallon 

e. Reproduction 01 IEC 
Materials 
II. C"pability Building 

November 

8, Conduct training need I June, 2002 
assessment 

b. Training 01 trainers 01 I I" wk 01 July 
FNNFP 

c. Training 01 I Juty 
ntakeholders on 

Period Covered: CY _____ _ 

Targets 

LGUs, NGOs, Other 
GOs and religious 
organizallon 
16 pcs. 

PHO/CHO 

Regional, provincial 
FP coordinator, HE
DOH dept. 

DOLE, PopCom, 
FPO?,IMCH 

Resource ReQuirements 
lIem I OC I Cost 

~' ~...:..' -~ . .:.:1 

Responsible I. Expected Output 
Office Staff 

DOH-CHD6 

IRH 

IRH 
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FAlNFP 

d. Training of 
implementers on 
F AlNFP - 3 batches 

e. Training of BHW on 
FAlNFP - 4batches 

f. Training of MD's on 
non-scalpel vasectomy 

ill. flevitalize the Itinerant 
Team in Retain Hospital to be 
dispatched in different Areas If 
Needed 
IV. Implementation 

I. Organization regional 
FP team 

2. Purchase of medicines 
3. Purchase of SDM 

beads - 2,000 pes 
V. Monitoring & Evaluation 
???? monitoring of FPIRH 
program 

I August 

Sept. - Oct. 

I July 

July-
December 

I July-
December 

June-
December 
July -
December 

National Family Planning Consullal;v~ and Plalln;ng Worlulrop 
May 22·24, 2002, Crbll City 

PHO, CHO, MHO, 
nurses, RHM 

Volunteers 

Retained hospital 

AJ ~ 

DOH CHD6 
Provincial 
trainers 

DOHCHD6 

Provincial 
trainers 
certified of 
hospital 

.Jt -JlI -..:f 
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National Family Plafming COflJlll/alivt and Planning Works/,op 
May 22,24, 2002, C,bu City 

OPERATIONAL PLAN MATRIX 

~ -:.J; .....:...J ....J ....J ..... 

CHDI HospltaV Bureau! Servlcal Unlll Office: Cotabato Regional & Medical Center 
Period Covered: CY ___ _ 

Strategiesl Activities Time Targets 
Frame 

I. Conduct TOT on VS Consultants and 
Residents 

II, Conduct Training on SOM, NFP I Service provider, 

1 , launching 01 SOM, NFP, VS 

2, Create Itinerant VSS Team 

III. Provision 01 logistics 

1 , Mediclnosl drugs 

2, Med, Supplies! Instruments 

new young 

Nurses! midwives 
Irom CRM & other 
dlstrlcV provincial 
hospital 

Ask Irom districV 
provincial hospital 

Resource Regulrements 
-iiem-- I OC I Cost 

Meals and 
snacks 

-BlR 500cc 
-Lidocaine 2% 
(50 mllvlnyl) 
-Oinzllam 
5mglml 
-Demeral 50/ml 

-Chonlc 2-0 
-Gloves 
-Macroset 
-Scalp vein 
(619) 
-RID Book 
-Tenaculum 
-SOM 1 ,000 pes 
-OR gowns 
-Computer 1 unit 

Responsjbie~ Expected Output 
Office Stall 

Trainors Irom 
Engel1der.~,e::ca",l.;;.th"'If-______ -i 
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Strateglesl Activities 

1 , Presentation during 
Management Meeting 
2, Orientation of Hospllal 
Staff 
3, Training of 2-3 Slaff on 
NSV 
4, Organizalion of Hospital 
VS lIinerant Teams 

5, Procurement of Drugs. 
Medicines. & Supplies 

6, Integration of VS illnerant 
Team in the Regular Surgical 
Mission 
7, Reproduction of IEC 
Malerials 
8, HE at the OPD & Wards 

9, Advocacy to LGUs. NGOs. 
Professional Groups. Private 
Orgnnlllltion 
10, Dialogue wilh Marie 
Stopes 
11, Strengthening! Suslalnlng 
Support Groups 

National Family PlallnillK Con.wilalivt and Plnmling Workslwp 
May 22-24. 2002. C,bll City 

OPERATIONAL PLAN MATRIX 
CHDI Hospital! Buraau! Sarvlce! UnlV Ottlce : RIMC &. ITRMC 

Period Covered: CY 2002-2003 

Time Targets 
Frame 

1'1 wk. of- Departmenfand section 
June 2002 heads 
July 2002 Nurses. Admin .• & 4 
,--' 

July 2002 
department staff 
Surgical Slaff 

June 2002 lOBI Surgical. dispersal 
resident. & nursing slaff 

June 2002 

Monthly 
starting 
July 2002 
July 2002 

August 
onwards 
3"'& 4" 
quarter 

3'" quartor 

Patients. watchers. 
public 
LGUs. NGOs. 
professional groups, 
private groups 
Private organization 

"_ .FlElsource ReqUirements 
lIem - I CO I Cost 

Respon sible Office 
,tall 

'ead! FP 

HCWP 

Hcwp 
coordln 
Engend 

HCWP 
Coordin 
OBISur, 
CN 
CHDFP 
Coordin 
Pharma 
MCC,C 
head.F 
Coordin 
HEPO. 
Coordln 
HEPO, 

HCWP 
coordi" 

I:CHD 

torlHEPO 
.rHealth 

lead. FP 
Itor. 
ery Head. 

Itor. 
:isVSO 
)C. HCWP 
) 

Itor. HEPO 
ICWf:'-
Itor 
ICWP siaff 

ead.FP 
tor 

ongoing "Tali Club" 500.000 I HCWP 
Coordln 

18ad,FP' , 
Itor 

~,-

Expected 
Output 

,--
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National Family Planning COfu"'tativ~ and Planning Wor*-,fmp 

May 22·24, 2002, C,bll City 

OPERATIONAL PLAN MATRIX 
CHDI HospltaV Bureaul Service! Unit! Office: Zamboanga Peninsula 

Period Covered: CY 2002 

Strategiesl Activities 

A. Improve Availability & 
Accessibility 01 FP Services 

1. Consultation! Dialogue with 
NFP Stakehotder 

1.1 Orientation Planning 

1 .2 Inventory 01 Personnel 
2. Advocacyl Social 

Mobilization 

2.1 Assessment 01 Partners 

2.2 Identification 01 Committees 
with low CPR 

2.3 Organization 01 
Marlflgement Commlnee & 

Advocacy Group for NFP 

2.4 Inventory of Resources 
Clinic (private, government) 

Hospital (private, 
governmont) 

Time 
Frame 

June 

June 

June 

June 

June 

2.5 Colebration on NFP (trl· I August 
media, rcproductlon 01 

Atrcamers, IEC materials) 
FP Women'8!ieaUh Month, 

Targets 

30 pax 
Regional Pop. Dlv. 

Council 

Regional Pop. Dlv, 
TWG 

Resource Requirements 
Item' ,. I CO I Cost 

9,000 
1,000 

100,000 

Responsible I Expected Output 
Office Stall 

CHD 

# 01 stakeholders 
oriented 

Increased 
Acceptance and 

Advocates 

..... _, •. __ .... , __ ...J 
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National Family Plann;n, Con.sullativ~ and Planm'ng WorkJl,op 
May 22·24, 2002, Cobu City 



-~ , ... 

v-, 
~ 

...... :-. ; ......~ .. _.r_~ .... I'_~ ~ .... ,,~ ... "A _" I'~ '~ 

4.2 Procurement of Abacus 
(50/pcs) 

4.3 Procurement of SDM 
necklace 

4.4 Information Campaign (trl-
media like TV, radio, news 

I July 

I July 

Nlllional Family Plall";ng ColtJultat;ve and Planning Workshop 
May 22·24, 2002. C.bu City 

I 1,000 clients 

I 1,000 clients 

publication) --\July 5. Assistance for Repalrl 
Construction of NFP 
Counseling Room of: 

Z.Norte 4 municipalities 
Z. Sur 2 municipalities 
Z. Sibugay 2 muniCipalities 
Z. CasC 1.munlclp.al. ~ ... 

6. Monitoring & Documentation Nov. 3 pax 
of Good Practices 

7. Evaluation Consultative I Dec. 150 pax for 2 days 
Workshop I Transpo. 

B. Research 

use of abacus Oct. 
use of necklace Oct. 

9. Organization of itinerant quarterly 1120- clients 
Team 2003 (10 clienVmo.) 

~ ~ JJf 

50,000 

50,000 

30,000 

400,000 
200,000 
200,000 
100,000 

9,000 

50,000 
45,009,_ 

200,000 
200,000 

54,000 I Surgeon, 
FP 
physician, 
OB Gyne 
Resident, 
midwives, 
dentist 

.-;..t ..:..t 

Improved facilities 

Documentation on 
good practiceS 
Gaps identified 

# of research 
conducted 
/rof patient ligated 

,-.. ~----
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Major Strategiesl Activities 

I. Increase awarenessl 
Knowledge of Stakeholders & 
Provided on FP Services 

National Family Pla,,"i", Consultative and Planning Workshop 
May 22-24, 2002, C.bu City 

OPERATIONAL PLAN MATRIX 
CHDI HospltaV Bureau! Service! Unltl Office: CARAGA 

Period Covered: CY __ _ 

"Gender Health the Family Planning" 

Capacity Building 

- Orientation to CHD staff (Organizing and 
Planning 

- Training of Tralnors to all provinces and 
CIties 

- Refresher Course among health personnel 
on NFP (MHOs, PHNs, RHMs) 

- Training of health personnel of NFP 

- Organization of Intor·falth coalition 
(economical) 

-Reorganization! revitalization of RH -
Regional Technical Working Group 

-Orientation of BHWs 

Target! 
Time 

Frame 
30 pax BO 
of June 

8 CHD staff 

Supervisors 
Frontline 
workers, 
BHWs 

50pax x 2 
batches 
(quarterly) 

3000pax 

Resource 
Requirements 

Meais &snacks-
6,000 

B&J - 21,000 
Mats - 3,000 

300,000 

1,000,000 

300pax - 54,000 

meals & snacks -
10,000 

meals & snacks· 
600,000 

e&L· 500,000 

Policy 
Management 

Decision 
Regional 
order 
regarding 
attendance of 
pax for 
orientation 

• Training of CeT to newty appointed 
pereonnel 30pax Training modules - ____ . ___ . 

End Result 

100% pax 
trained! 
oriented 

-4 Provinces 
and 3 cities 
organized 

-RHTWG 
organized 

90% of eHWa 
oriented 

1/ of pereonnel 
trained on CeT 
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II. Service Delivery In Ihe 
Implemenlation 01 FP 
Aclivitles 

Naticmal Family Plmrn;ng ConsI41la/ivt and Plallning Worlcs"np 
May 22 ·24, 2002, C.bu City 

• Creation 01 Itinerant Teams; regional, 
hospital 

-Training 01 Members 01 IT 

• Functional Relerral Mechanism to all Inter
local Health Zone 

50.000 

300,000 

lorms -5,00 

"I. Logislic Management. I . Purchase 01 drugs & medicines lor IT 
Provision & Augmentation 

01 Logistics to Level 011 the I -Augmentation 01 supplies and materials 
"Unmet" needs 

IV. Sustainabillty 

- Recruitment 01 volunteers lor itinerant 
team, 

- Purchase of SDM beads 

- Collaboration! coordination wllh GOs & 
NGOs; DECS,PopCom, DILG, Academe 

- Inclusion 01 ordinary to provincial & 
municipal level 

- Functional local health boards, supportive 
lor FD activities 

· Incentive lor volunleer IT members 

- Avallablilly 01 111 room I'It the Women's 
Resource Center 

- Inclullon of FP In ongoing GAD activities 

D 

500,000 

200,000 

5,000 

25,000 

5,000 

RSO signed Regional & 
lor the hospital IT 
creation 01 organized and 
reg. IT lunctional 

RSOsigned 100% 01 IT 
lor the member. 
crealion 01 Finished skills 
hosp. IT training 
RIV signed! Drugsl 
approved supplies 

purchased and 
distributed to 
IT 

Leners signed Volunteer 171 
lor as member 01 
recruitment 01 IT 
volunteers 
MDs 
MOA dralled Good 
done with relationship 
GOs and with GOs and 
NGOs NGOs 

observed 

Memo lor Incentives 
incentives lor awarded 10 
volunteers volunteer 

- .. _ .. , .... _,-,,-_._-
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National Family Planning C01lJultaliv~ and Planning Worhllop 

May 22·24. 2002, C.bu City 

- Incentives for high performing CPA 
(provincial. cities) 

V, IEC/ Advocacy - T rl-medla approach 
-sales conference 

-face the region 
-radio plugging 
-speaker bureau 
-involvement of academe 
-reproduction of streamers 

- Consultative Workshop/ PIA 

- Dialogue with catholic churches and other 
religious groups 

- Quarterly assessment of Service Providers I 300pax -
Dec. 2002 

- Users Assembly (best practices 
showdown) 

~ ___ it". --d' -dJ" -.dJ ......,;; 

100,000 

-,.,~.------- , 

26,250 IEC material 
1,000 development 

(culture 
friendly) 

I 
50,000 

50,000 

30,000 

20,000 

50,000 \ \11 of pax 
attended 
assembly 
meeting. 
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Strategy: 

National Family Plnnning Consultative and Planning Workshop 
May 22·24. 2002. C.bu City 

OPERATIONAL PLAN MATRIX 
CHDI HospltaV Bureau! Service! Unit! Office: Region XI 

Period Covered: CY __ _ 

Improving Availability & Accessibility 01 NFP, VSS & Other FP Services 

Strateglesl Activities 

A. IECI Advocacy 
1. Building coalition 
1.1 Identify potantlal partners 
1.2 Organization 01 FP coalition. Interfaith and other stakeholders 
1.3 Planning workshop 

• role clarillcatlon 
" resource mobilization (Including grant accessing) 
" coverage/scope 
" launching 
" working egreements 

2. Capabilltyl capacity alter the conduct of TNA 
2.1 TOT 
2.2 on site training 
2.3 training among health providers and volunteer workers 
2.4 training among religious groups 

3. DevelopmenV reproduction ollEC Materials 

4. Conduct ollnlormatlon Campaign through Video In Target Areas 

5. Plugging of FA, NFP. VS and Other FP In SpeCiAl Body Meetings. Celebrations. trl-medla 
6. Establish Linkage with Academes 

" mass communication lor elv production 
. high school and medical allied colleges lor curriculum Inclusion 
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Sirategy: II 

B. Service Delivery 

National Family Planning Consultative and Planning Workshop 
May 22·24, 2002, Ctbu City 

1. Identification 01 priority areas 
- GIDA - high unmet needs 
• Fac. without capabilities - lac. with capabilities but lack 01 resources 
- Industrial plants - high demand 01 specific method like NFP 

2. Creation 01 Itinerant teams - 2 hospitals, 1 CHD (3) 

3. Provision 01 logistics 

4. Conduct outreach activities 

5. Sustain the "ADOPT AN AREA" concept 

Improving the Quality 01 FP Services 

1. Quality Improvement Initiative 
1.a Regular lacility assessment based on QA standards 
1 .b Focus group discussions 
1 .c Client satlslactlon 
1.d Regular Inlormatlon dissemination on standards and policies 

2. Monitoring 
2.a Expansion 01 monitoring team (multi-sectoral) 
2.b Training on effective monitoring 

- CHD - new members 
- Hospitals 
- other team members 

2.c Integrate relevant Inlo/data from proposod checklist In the axlstlng 
2.d Regular conduct of multi sectoral monitoring 

Strategy: III Improving Sustainability 

1. Conduct program implementation review participated by all stakeholders (problem Identification) 

2. Regular consultation meeting (problem solving: redirection) 



.. 

r v, 

. ' .. " ,.. .-' 
_... '~ .. ,~ ... "'~ .--.A '---'" .~ .-~ .~ '~ .~ 

National Family Planlli"g Consultative and Planning Worlc.slmp 
May 22·24. 2002. Ctlm City 

3. Put in place data gathering mechanism from all FP Implementers 

4. Continue resource/support generation 
• presentation of menu of packages for support to potential donors 

e,g. Friendly Care 0 DRH 

S, Assist organizations of satisfied users 
• grants 
• recognition as member of local speakers bureau 

6. Conduct operational research as needed. Review available research 

7. Replication of best practices In better prepared target areas 

'J# -~ . ..J.j .. ....a . .....J _ 
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National Family Plann;ng Consullaliv~ and Planning Workshop 

May 22,24, 2{)()2, C.b .. City 
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National Family Plan"ing COnJtllla'iv~ and Plannin, Workshop 
May 22·24.2002. C.b. City 
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BHW 

Organize VSC 
Itineranl Teams 

III. Works on 
Inventory of FP 
supplies and 
equipment and 
existing FP 
Clinics 

• Maintain Proper 
logistiCS 

Mgt. Thru 
CDlMIS 

Disseminate 
Infomnatlon on 
schedule and 
available FP 
service 
particularly in 
priority arees 

IV. Intensify health 
Info and 
Advocacy 

• Conduct 
launching of 
NFP 
Ohservance of 
National Events 

r' , . 
: .. ,.~ .. ~~' .. -.. ".~ ".~ 

, ~ , 
~. '.~ ~.Al . Jot ....J.ti. JIi ~J.t' -.:..i" 

June.July I 

July 

Whole year 
round 

August 1 

Nation.al Family Planning Consultat;vr and Planning Workshop 
May 22·24,2002, C,I>u City 

Retained 
Clo MSH I 

Hospital I TEV 12,200 I DOH 
Representative 

Provincial FP 
Coordinator 

Thrust Cluster 

Community I CDlMIS Forum 200,000 
Health 
Agencies 
Clinics 

IEC I Mat'ls 1,000,000 Advocacy 
Clusterl Thrust 

Program 

Iltineranl Teams 
Organized 

Ilmmensed 
Awareness 
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V. 

VI. 

• 

• 

FP Day 
POP ED Day 
Foral Assembly 

Multi-media 
Campalgn
Radio, TV 
Reproduction of 
IEC Materials, 
forms, CDLMIS 

LGU Support 

Provision of 
Logistics 

• 

• 
• 
• 

VSS Drugs 
and 
Supplies 
PAPS 
SMEAR KII 
Forms 
CDLMIS 
Reporting 
Forms 

Augmentation 
to Retained 
Hospllal 
• Training 
• VSS Drugs 

& Supplies 

Regular 
Monllorlng! 
Supervision 

August 
Dec, 

August 

National Family Plnnning Co"sltllativ~ and Planning Worlc..f/mp 
May 22·24, 2()()2, C.bll City 

100 laborers, 
fishermen, 
farmers 

LGU Hospitals 

Local 

IECMat'ls 
Leaflets 

100,000 
100,000 

5,000 

. , 
, .... ~yt .. ~ • 

-~ ... J! 

# of foral assembly 

Logistics to LGU 
funded 

/I of monitoring 
visits done 

• vlalla 
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commun Conduct regular LGU,NGOs and TEV 18,000 DOH itles monitoring FP Clinics and Forms Representatives identilie " .areas hospitals Thrust Program dand 
acted • Provide 6 provinces 
upon technical 3 cities 

• updates assistance 
provided 

Conduct 
Regular 
Assesment 
Evaluation of 
Program 
Implementation 
• Consultation 

Meeting 

VSS Monitoring I I Hospitals I TEV POP Officer 
CHD 
FP 

Coordinators 
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Strategies/ Activities I TlmeFrame 

I. 

II. 

III. 

IV. 

Creation of I July 2002 
Itinerant Teams 
• Issuance of 

Hospital 
Orders 

• Orientation 
• Identification 

of DH 

Capability 
Building 

OB resident 
-BTL 

• Surgery
Vasectomy 
Nurse 
Midwives 
District 
Hospital 
Doctors/ 
Nurses 

Collaboration of 
LGUINGOs 
• Coordinators 

Meetings 
• lInklngs 

Service Delivery 

National Family Plann;n, Consultalive and Planning Workshop 
May 22-24, 2002, C,b .. City 

OPERATIONAL PLAN MATRIX 
CHDI Hospital! Bureau! Service! UnlV OHlce : BMC • Blcol 

Period Covered: CY _____ _ 

Targets 

CS 

1 a courses/ mo Drugs 

10 courses/ mo Drugs 

rce Requirements Resou 
liem' OC Cost 

60,000 

60.000 

Responsible Expected Output 
Office Staff 

Itinerant Team 
Organized 

Improved KAS of 
Personnel 

.- ---"'''-.-'-''~~ 
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V, 

VI. 

VII. 

-" . _ .. 
• Instruments 
• Drugs and 

Supplies 

Surgical Mission 
• BTL 
• Vasectomy 

Monitoring and 
Evaluation 
Conduct Tmg. 
On Natural FP 
• Nurse 

__ .."_~... '~.... __ .-... '" ' '.Ii. ' "'.-A ~ ..... 
- J '!Iationa, ramily JIlaM/n& consUltative and Plallnmg WoiE1iOp-

_.~, -.-JI --.J.I --.J.I _J .. 
May 22·24, 2002, C.b" City 

I Engender 
200,000 Health 

I Acquired 
Instruments 

30 courses! mo Drugs 180,000 
30 courses! mo Drugs 180,000 

I Meals 12,000 

I Necklace 10,000 
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National Family Planni", Consultaliv~ and Plann;ng Worhhop 
May 22·24,2002, Cebu City 

OPERATIONAL PLAN MATRIX 
CHDI H08pltaV Buraau! Sarvlce! Unit! Office: Region 8 -CHDO - Eastern Vlsayas 

Period Covered: CY 2002·2003 
Strategies/ Activities I TlmeFrame Targets Aesou.rce Ae~IEem .... e. __ .I1 .. _.f!... .. . I Expected Output 

Unl!.C;o.!LL __ GOP IOther Sou"'rc""e"'s-j.. _______ -I 
I. Capability 
Building 
t. ToT for FA and 

NFP Training 

2. FP·CBT Levell 
And III 

3. FA and NFP 
Training for 
Irnplementators/ 
Service 
Providers 

4. FA and NFP 
Training for 
stakeholders! 
NGOa/Gos 

July 2002 

Sept. 2002 

July 2002 
to Dec. 
2002 

AuguBt 
2002 

• 

• 

• 

• 

EVAMC 
OB Staff 
District 
Hospital 
OB 
Personnel 
Provincial FP 
City 
Coordinator 
Provincial 
Hospital 
OB 
Personnel 
MHO 
PHN 
AHM 

MHO 
PHN 
AHM 

Aep. NGOs! 
GOa/ 
Stakeholders 

item 

25 pax/course 
2 Fac 
1 sec 

28 total pax/course 

2 course 

15 pax/ course 
3 fac 
1 sec 
19 total pax/course 
1 course 

25 pax/course 
2 fac 
1 sec 
28 total pax/course 

20 courses 

28 pax 

2 courses 

700/day 210,000 

700/day 146,300 MSH 

700/day 1,960,000 

700/day 196,000 

----,-' 
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National Family Planning COnJullatil/4! and Planning Worlc.slrop 
May 22·24. 2002, Ctbu City 

--A' .--A .. ..J...t --~ ---:..t 
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III. IE C/ Advocacy/ 
Social 
Mobilization 

1. Development lOUR 
production! 
re'productlon 
of print 
materials 
(streamers, 
tapes, flyers, 
posters) 
including use 
of collateral 
(T-shirts, 
Ilillboards) 
and 
issuances 

2. Networking July-Dec. 
among 2002-03 
stakeholders 

3. Plugging In 
video 
cassette 
lapes for 
land, air and 
inter·lsland 
vessels 

4, I\ggresslve OUR 
Information 
and 
marketing 
campaign 

OUR 
5. Creation of I IECI 

Advocacy 
.J Task Force I, 

....... 
:., "1 ........ ,~.,~ L c. rI ..... : 

National Family Planning Consultatlv. and Planning Workshop 
May 22·24, 2002, C.b" City 

I Reglonwtde 

I Reglonwtde I Letters/Communication I 

Workplaces. I TEV 1300/day 
markets, 
church" other I 3daye/ week 
gatherings 

HEPOS. I TEV / Snackal Meall 
Province/ cities! 
NGOs/GOI, 

--1 • 
~, ~..( .. ~-i 1-

300,000 

100,000 

900 

10.000 
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6, Conduct I DUR 
Focus Group 
Discussions 

7, Celebration of DUR 
major events 
(Mother'sl 
Father's Day, 
POPDEV, 
Week, world 
Pop Day, FP 
Day) 

IV. Monitoring and 
Evaluation 

1 . Visits VSS DUR 
hospitals! RHUsl 
MGP areas 

2. Expansion of DUR 
Monilorlng Team 
(multi sectoral) 

3. Monitoring FP DUR 
Promo lion plan 
al all levels 

4. Consullalive Semestral 
Workshop 

5. Program Annual 
Implemenlatlon 
Review 

National Family Planning Consullali,,~ and Ptanning Worbllop 
May 22-24. 2002, Ctbu City 

I Informal Groups I TEV! Snacksl Meals 

Special Events Streamers! TEVI 
Snacksl Meals 

VSS Hospital, I TEV 13001 day RHU/MGP 2x 3days 
areas 

POPCOM, TEV 300/day 
CHD, Province, 3days 
cities 1 ,8oo/person 

4 persons 
I TEV I 

·do-
HEPO's 

I 50,ooo/workshop I 
Reglonwlde 

I Snacks! Meala 
Reglonwtde 

10,000 

15,000 

1,800 

5,400 

5,400 

100,000 

75,000 

• ~, ~ - . 
,, ___ ...... '1," ~' 
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Nal/onal Family Planning Consultativ. and Planning Workshop 

May 22·24, 2002, Ctbu City 

OPERAnONAL PLAN MATRIX 
CHDI HospltaV Bureaul Service! Unit! Office: XII 

Period Covered: CY 2002-2003 

Strateglesl Activities I TlmeFrame I Targets Resource Re ulrements 

Policy Making 

1. Attendance to Quarterly 
zona V national 
meetings. 
workshops, 
conference 

2. City and Seml-
Provincial FP Annual 
Coordinators 
meeting, 
planning. 
workshops, 
etc., 

3. RHI FP Multl- Seml-
sectoral Annual 
Coalltionl Task 
Force 

4. Strengthening July 2002 
RIAT to be 
utilized as 
RHIFP 
Management 
Team 

Capability Building 

RD 
FP Med. 
Coordinator 
FP Nurse 
Coordinator 

25 pax 

POPCOM 
DeCS 
NGO's 
Inler-Falth 

RD 

Chief of Hospital 
RTAT Members 
ROA·RTA 
(UNFPA) 

3 
6 

25 
2 
3 

20 
1 
3 

Item OC Cost 

,ax 10,000 180,000 
limes 

pax 800 120,000 
lays 
neetings 

pax 200 120,000 
lay 
neetlngs 

.-

J' , J 
~, ~ .... ~. ~~ 

..... ,. ,-<' 

Responsible Expected Output 
Office Staff 

---------
-"-'-"-'-'~'-'-'--

-",'~--"'---



" I • t 'I' ... :'1111, 

/lrlvocncyl SOC-
MOB 

1. neproduction 1042003 
01 oxisting 
rrototype IEC 
Mnterials 

2. Di5trihution 01 012003 
neproduced 
IF C Materials 

3_ no production I 03 2002 
nnd Distribution 
01 existing 
DOHFP 
roticies and 
Stnndardl 
r>lJidetines 

1\. MilS!;iv9 042002- yr 
inlormatlon on the rafter 
I r Ilspocially (per 
NI P down to request) 
the munlclplIl 
"'Ve' as 
needed or por 
"''1uost 

" (:'nnllor1 01 Yr2003 
I",kllllns with (per 
acncinmn roqllesl) 

Provldo 
1 nrlillty 
I\warono9A 
1 rilJr:nlion 

~ 

1 " j' 

:....A~ 
. ···n 

. :-. ,', :." ," :.ll, 
-,~" --'~ '-~ 

., 
~ ... '~4 -~'" 

National Family Plannirr8 COn.fUllalivt and Planlling Wor/u/",,, 
May 22-24, 2002, Cebll City 

100,000 

Health Fac, 
High School 
College 

I All FPNS Service 
Delivery Point 

Reglonwlde lEVI per diem: 300 I !ill ,000 
3paxx50 
12 months 

NDU 
CCSPC 
Laboratory H-
School 

I NAt'1 HI·Seh. 
HI. Bonodlot, otc" 

~ ... 
----'" 

~~ ~-I 
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1, 

2, 

3, 

4, 

5, 

6, 

7. 

11 
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National Family Planning Consultativ. and Planning Workshop 
May 22·24, 2002, C.bu City 

Fertility I Aug, 2002 125 pax 1 BIL: 25 pax x5 days 800 I 100,000 
Awareness SIM: 25 pax 400 10,000 
(FA) and NFP 

FA and NFP 042002 125 pax I BIL: 25 pax x5 days 800 I 100,000 
course for SIM: 25 pax 400 10,000 
Supervisors 

FA and NFP for 042003 1180 pax I BIL: 30 pax x 30 days 800 I 432,000 
Frontline HWs 6 batches 

5faxx30 800 I 72,000 
6 batches 
SIM:30pax 400 I 72,000 
6 batches 

F P Counseling Sept. 2002· 180 pax BIL: 30 pax x5 days ~I 720,000 
T raining using 2003 6 batches 96,000 
the Gather 4faxx50 
Approach 6 batches 

SIM: 30 pax 200 I 36,00 
6 batches 

CBT·FP 12003 1 90 pax I DIL: 30 pax x 16 days 800 I 1,152,000 
3 batches 

5 fax x 16 days 800 I 192,000 
3 batches 

CBT·BHWsI 1 June 2002· 1 MGP Areas I SIM: 30 pax 27,000 I C/o MGP 
VHWs 2003 SK - t2 mun, 3 batches Funds 

Cpo 12 mun, 

Whole Site Oct. 2002· BIL: 25 pax x5 days C/o 
T raining for 2003 SIM: 25 pax Engender 
NSV Health 

.-:.1 
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n!nong high 
~chool students 
and college 
r.tudents 

6. FP Day 
CelebrAtion 

- Best 
Practices 
Showdown 

7. Create Linkage 
with Tri-Medla 
Practitioners 

-r V guesting 
nadio 

<junsting 
lopic: NFP 

n,..~,fl."Gh 

1. J\'1!lo!l!tomont 
ofr!' 
f'rourarl1~ In 
f loqion t;> 

~;nrvlC() Dnllvnry I 

I Aug. 2003 

2003 

National Family Planning Con.lUllalivt and Plann;ng Worler/lOp 
May 22-24. 2002. C.bll City 

Reglonwlde 

Ugnayan sa DA 
DXCM 
DXMY 

200.000 

Free 

200.000 

~ .... 
----J ._. _--.,;' • ~ .. 
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LGlJ 1\5sislnnce 

1. GreAlion of I Q4 2002 
[legional 
rinsed Itinerant 
leam for NSV 

National Family Planning Consultativt and Planning Work.'fhop 
May 22·24, 2002, C,bu City 

MLANGMHO 
CHO 
MOs 
PHO Surgeons 

, 
___ "f' -.-...:, 

. -----"" . ..Jt" -.:-~ 
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and MAlerials 

Moniloringl 
[valuAtion 

I . QUArlerly 
Moniloring 

2. Year end PIR 

.. . ~'~ . '~.~'" ~ .' , 
- '.- .- Nallonal-/.t"",y Pltm'Timg C71lls1fllallvnln"'I'IQ~1'w'1TImrt>p ~ 'i ---,'" ~ ....J.. ....J t 

Quarlerly 

Q42002 
Q<1~003 

May 22·24, 2002, C.bu City 

-- --

materials 

TEVI per diems 
3 pax x 5days 
6 quarters x 4 sites 

B/L: 25 pax x 2 days 
2 meellngs 

300 108,000 

800 80,00 



• 
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Strn t"yiesl Activities 

I. C"pabiiity Building 

A. "end Training 
Need Assessment 
o LGUsl 
f'HOs/CHOs 

B. 1 mg. Of Trainers 
" FP and NFP 
'Hl" Imtch) 

c r mg Of 
"tnkohoiders (ono 
'atch) 

fJ T mg. Of 
Il1plomontorR (8 
'" tr:h ... ~) 

,. T lilt) Of 
VohlIItollln (Ii 
I>n";hll~) 

t' " , , , 
~..-.:. :"il ~ 

• ." "1 

. ~ '-~" -'" _Jot :~' ~-.j 

TimeFrame 

June 24, 
2002 

1"' week of 
July 

4'" week of 
July 

2"· week of 
Aug. 

4"' weok of 
All" 

National Family Planning C(}nsultaliv~ and Planning Worb/lOf' 
May 22-24, 2002, C,bll City 

OPERATIONAL PLAN MATRIX 
CHOI HoapllaV Bureau! Service! Unit! Office: CHO VII 

Period Covered: CY 

Resource Reoulrements Targets ------
OC Cost 

Item 
- - "-,---

PHO 
CHO 

RHO 
PHO 
CHO 

Religious org. 
(Interfaith) 
Kapwa Ko ... 
POPOCOM 
DOLE 
FPOP 
ALU 

MHO 
Nursos 
Midwives 

Volunteors 

. ~",I .. 
~'1i ..Jot' ~I 

. _ .. ,,--.. _ .. -,.~ .. ,,-. - . __ ... _._-,._. __ .. _ ... 
Responsible Expec ted Output 
Offico Staff 

DOH-7 

iRH 

DOH 7 
PHO's 
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F, T mining of BHW 

G, rroductlon of 

II. 

III, 

T raining Materials 
(SDM, Billings, 
rrocure Necklace) 

Advocllcy 

l/lunchlng 
Activities 

a. rress 
Conferenc 
e 

b, exhihlt 
c. Motorcade 
d. Provlncllli 

DI~serninll 
lion 
ronrm 

II C; 
I'rodur.llon of 
II C; Mlllmlllls 
("rlnlm~. flyom, 
lie) 

2nd week of I BHWs 
Sept. 

National Family Plam,ing COI1Jultativt! and PlanninR Wor}<.f"op 
May 22·24. 2002, C.bll City 

PHO's 
RHO's 
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IV 

~ 

-- --- --':111 

2. Production of 
Billboards 

3. 

4. 

1. 

" 

- for cities of 
Bohol and Cebu 

- for RHU's In 
Bohol 

Production of 
radio drama 

. dovolopmenl 

- niring 

P,oduclion of 
rrporls 

- dovolopmont 

- produclion 

- nirinu on 
NGC)'5 P,oorAln 

liT 1 f ,lpfTU? ntn lion 
I 'u,c;hnslJ of 
"'I'ciicinlJ , 
",,'dielll supply 
n nd n,-,,,klnco 
Conciucl 
""I,,-,n,,h rt11~nlon 
IrHlfllhor wilh 
c;ala,nd nnd 

I I 

---- - .. '-' ~ 
. "~ 

_:11 ,'" il 
-"I '~~ 

." ':J 

-" " .J ---. , . II 

----National Family Planning Con.mltal;v~ and rlaml;rrg WorkJllOp 
May 22-24,2002, Cebu City 

\oJ 
_~'1i 

",~ 
........ '1i -,.' -~ __ ':i 

~----'-'------- -~ .. ---.. "---"'."-----'-" 
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LGUs activities 
3. Organize 

Provincial 
Itinerant Team 

4. Provide Logistic 
Support 

V. Monitoring 
1. Monthly 

Moniloring Visits 
:>. Moniloring forms 
3. Documentation 

. Purch1lSA of 
cnrnera 

Na'r'onal Family Planning CotUuitalive and Planning Work.~"np 
May 22·24, 2002, C,bu City 

-" -.J. ...:. -.1\ --.:1 
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May 22·24,2002, C,bu City 

OPERATIONAL PLAN MATRIX 

1 
j!l 

CHD/ Hospital/ Bureau/ Service/ UniV Office: ClIO - 02 
PerIod Covered: CY June - Dec, 2002 

~l ':51 -',~ 
",,---.J • '.-J' --...:1 

StrAtegies/ Activities TimeFrame I Targets L Resource Requirements ___ ":,,,~~p'jesponsTbleT--Expected outPlI'--

Managoment 

t . Mullisectoml 

2. [xpansion of 
membership of 
RP&B 

3'd week of 
June 2002 

-do-

:l Identification and I ,dO
Networking with 
oxisting Service 
Provider 

PA's, Media, 
NGOs, pas (50) 

I SPU, CSU, SMU 

NGOFP 
Provider 

lIem I OC I Cost Office Staff 

Meals, snacks, 12,500 Regional FP 
materials Tech/ trng. 

Coordinator 
Letler of Invitation -do- -do-

-do- I -do-



" .1 I' . 

I • -- --a -~. ~. ~-.. 
II. CnpnlJility Oulldlng 

t. Attendance to I July 2002 
ToT on FA & NFP 

? Tminlng of 
~upervl5ors on Aug. 02 
FA & NFP and 
other methods 

3. T raining of 
Ironiline Health 
Workers and Aug. 02 
CBHWson FA & onward to 
NFP & other 2003 
methods 

4. Inslitutionallzation I As 
of i"lcndeme and scheduled 
tminin9 infotitution 
for FA and NFP 

S. Dosigning 
Training 
nctivitiesl topic to 
dovetail othor FP 
mothods into FA' 
NIl' 

r; T , I1il1ln(1 of 
Itinmant teams 
00 VSS 

1. On~ile training 
011 NSV 

~ 

. 'ill , .. , I , I 

"~_:t' ~. '~"I ~",I . ~~ ...... -'* ----. __ ;'l 
____ ""i . . II 

~.,.. J' • • 
-~. 

National Family Planning COIuultat;vt and Planlling Worbhop 
May 22-24, 2002, C,b .. City 

13 FP Coordinator 1 TEV 

20 pax Training allowance 

Training materials 

PHNs Training Allowance 
RHMs Tralnlngg Materials 

CBHWs Training Allowance 
Training Materials 

1000 module 

I SPU,CSU 
SMU 

2Teams for CHD 
1 surgoon 
VRH 

_.,y' ____ " __ • "'" ~,,_" ___ " ____ ,,,._. __ ~._.M' __ '"' 

10,000 I Co 

42,000 I Regional 
Trainers 

;:OAM Regionall 
Provincial 
Trainers 

500,00 
c/o MSH 

I CHR 02 

I CHR 02 

I CVMC 

CloVIlH Engomlnr 
tlnnlth 
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• . ' ..• ', I ;. 
111, hnplernenlallon 

. -':111, 

1 . Oulroach on VSS 

?, Provision on 
NFP, VSS and 
olher melhods In 
FP Service Oullel 

" .. ;. 
. J 

,-.-:-jj 
'1 

~ ... , •... '1 
-~ .. ." 'J 

.~ ... 1, . 
~ .... -.-: .. ,. 

.it 
National Family Planning COllsultative and Planning Workshop 

May 22·24, 2002, C,bu City 

; .. ,~ ~ ~ 
_~. ..J* ....J • 

... _ ...... _ ... -,--

Prospecllve 
clienls for VSS 

-do 

VSS med! supplies 

Conlracepllves 
NFP paraphernalia 

!Joa,aaa 
per relained 

hospilal 
CVMC, 

VRASIBH 

Service 
Provider 

--~." 
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IV. II 

? 

3 

4 

!j 

(j 

1 

~ .. 

.' •• ,. :ti, .. - ". ...... ' 

:C and Advocacy 

Consultallve As 
dialogue ride on scheduled 
during provinclall 
municipal LHB 
moollngs 

C'llebrallons May 
octivilles for NFP August 
to coincide with November 
special events 

Putting up of 
signboards 

TV guesting 
during loco I 
shows 

TiporHipon 

Press fleloasel 
cds in CHD local 
pnoper, school 
orgnns 

T Iflrlslallonl 
n"prodllction of 
ItC Materials 

," . I~ ," ,; • " .. -~ ~.,; ~ . ," Ll 
~I J" _J " ... J • ~ . .:. ~ -"', ---

National Family Planning Consultative and Planning Worb/",p 
May 22·24, 2002, C.bu City 

LeEs. POs. TEVS 
Interfaith orgs .• Materials 
community 

IEC materials 

Messages 

"-_. 

flegular costs I DOH·Reps 
of TEVs 

toO,OOO I FP 
Coordinator 

130,500 

10,000 

:100,000 

• 
~~ .. 
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V. 

VI. 

.1) 
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I oUislic Support 

1. Inclusion of 
NFPNSS 
paraphernalia 
Inlo APP 

2. f1eproduction of 
FP Focus 

3. Provision of NFP 
paraphernalia 

4. Auymenlation of 
VS drugs/ 
supplies 

c.Moniioring/ 
f'vlllutltion 

Nov. 02 
1. BI·annual I June- Nov. 

n"uional f'mied 2003 
'levlow 

On-going 
? Moniloring 

NrPNSS 
sorvk:es 

As 
3. AlI,mdnnco 10 I schedueld 

qllilftorly 
p,ovincilll 
p'''gram rovlow 

National Family Planning Consuilativt and Planning WorkJ/lop 
May 22·24. 2002. C.bu City 

CVMC, VRH VSS drugs! supplies 
SIGH Thermometer 

Necklace 
Focus 

FP/ NFP forms 

NFP client Thermometer 
Necklace 

8VS Drugs/ supplies 
LGU Hospital 

I Coordinator 
DOH Reps. 

I Meals! snacks 
Malerlals 

I TEV 

I TEV 

COH 

100,000 I FP 
coordinator 

100,000 I -do-

100.000 I -do· 

7~;.OOO I ·do-

100,00 I -do· 



., . 

.. 
I 

J 

, 

,. 

I ,. 

.1\'01;01101 Family Plannlllg Comfl/ulIll·, alld PllII""ng UOr.(lhnp 
May 22-24.2002. Cr-b" em 

I InsIghts 

Revitalized and 
refreshed our 
mind about the 
program 
FP is not a 
separate program 
but It should be 
integ-ared with the , 
health programs 
Inclusion of NOVs 
in the Oscussion 
will help to see 
and reach other 
better. 
FP plays a big 
role in the heanh 
at its dients 
In 35 years 
stakeholders are 
increased but to 
date stili 
Iragmented 
s!rat8Qlles ._ 
Policy direction 
not 
complementing 
operatIOnal 
activities because 
of high poIitization 
There ls still much 
room for 
improvement at all 
levels us.ng 
different 
strategies 
Strong 
cdlaboration and 
networking with 
NGO.CAswili 
strengthen the FP 
pr<>!lam. 
Continuity of FP 
program direction 
to be 
i"lJleln9nted 
regar<less of who 
is at the help. 
Modefs lor QA 
monitoring tools is 
integated. 

So many 
concerns 
UrrneI needs will 
lake as a 
chaJIenge 
Statistical survey 

Annex I 

Bridging Session 

InqUIries 

Do we have lunds 
10 do Similar 
redirectiorVinleractJ 

! on at the lower 
level? 

Wdllundong 
donors continue 
supporting FP? 
Until when? 
Are there 
Inverse support 
tor the different 
methods? 

Where hospital 
should come 
in? 

Why was the 
hospital FP 
coordinator not 
included in this 
workshop? 

I Imphcations 

: Need lor lunding 

H.ghly poI.tle.zed 
program cause the 
DOH to bend and 
loIlow popular 
demand 

Given the updates 
there IS a focOJS of 
FP program and 
putting more 
emphasis on the 
weak 
activities/strategies. 

There are lots 01 
things to do to 
make FP 
successlul. 

i Reactions 

I There are many 
I reponlO9'fOOIlItoong 

tools whtch created 
ContUSion 

Hosp;'aJ has 
cbf1erenl set up 

AdoIescen1 RH 
should be 9'
pnonly 

. n 
~. Treat t!'lese 

tOOlS as 
rele<erce 
"'9IhoOs 
lea~,~ 10 

!"'W!- end U'Se"S 

to oecftle 
'Ancr.tooisto 
use 

DOH'-be 
1.'1e convenor 1!'1 

'he~ and 
taitj~~4C 

lnCO"'!~~ 

COiJnco~ 

'iOspoIai FP 
~OI 
-.ospo'.a' put<oc 
""Iealt,., urn 
'EP'esenlalNeS 
snouI!l be 
mduded .. "" 

""""""'" 

A£(es Nty - .. _ 
COWl< 

geograp/>cal. 
organozat.oor ... 
Lecohomic. 
CUI\nI. 
~. 
rometrame 
for a:Iivitles. 
Coatmor\-~ea 
m approach 

lEG !-.eeds 
L~. 
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not rellectlve 01 
true pte lu ra 
Communication 
Campaign (e.g 
IECI~vilal. 
One prototype 01 
monitoring and 
assessmenllool 
wiN provide a 
beller quality 
service 

Do we have an 
over·all regular 
monitOf'ing updates 
01 FP program? 

donors continue supporting FP? 
Unl~ when? 
Are there inverse supports lor the cifferent 
methods? 

coordnator not induded in 

'1- Assessment peroo 
will be an opportUl'llty 
101 advocacy and 
counseling 
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OUTPUTS WORKSHOP I 

GROUP I - FAMILY PLANNING MANUAL 
"Akala kO ... Akala ninyo" 

Role of Counseling in Family Planning 
remove "also" 

Essentials of Counseling 
1. Competent counselor 

a. Knowledgeable - The counselor should had 
undergone training on Family Planning and basic 
counseling 

b. Caring - the counselor should have: 
1. understanding ... 
2. respect... 
3. honesty ... 

C. Skills - Ok 

D. Counseling Elements 

for 

1. Greet - add - "If counseling is done at the client's home, 
introduce yourself and explain the reason 

2. Ask 

a. 
b. 

1 
g. 

name 
age 

the visit'" after" ... why the client came to 
the 
clinic" 

LMP/PMP 

3. Tell 
4. Help 
5. Explain 

-remove" Encourage ••• " 
-change to "Explain to the client the reasons for returning 
in case of side effects" 

6. Retum - remove "Routine" 
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should be like this "RETURN for Follow-
up ... " 

Tell the client ... Ok 
Add "Encourage the client to come back if shelhe 

experiences any side effects" 
Refer the client... Ok 
- routine follow-up visit 
- outside of routine 

E. Counteracting 
- remove "Find out where the rumor ... " 

F. Key Messages ... 
1. Health Benefits. "FP ... both mothers and children." 

- remove "as well as father" 



• I 

,. 
T 

,. 
• 

, 
f 

f 

.-
J 

f , 

, 

National Family Plan"ilJl Comullati\'~ and Plamung U'orfJhop 
Mo.,· 2]·24.2002. C.bu Cin 

11- Checklist (organize) 

Page 1 and 2 - Ok 

Page 3 - add-IV stand on equipment 

Page 4 - 3.1.19.1. - instead of repeating "Dressing tray'" 6 limes 
change to 

3.1.19. Dressing tray containing 
1. forceps 

1 
7.cotlon 
8. pick-up forceps 

3.1.20.1 - instead of repealing "Delivery kit" 7 times 
change to 

3.1.20. Delivery Kit Containing 

PageS- 3.2. 

1. Mayo scissors 
2. Pick-up forceps' 
3. Big Kelly' 
4. Needle holder 
s. Uterine forceps 
6. Cord clamps 
7. Sterile Gauze 
8. Sterile towel 
9. Sutures chronic 2.0 • 
10. Anaesthetic - xylocaine 2% • 
11. Syringe c needle (Scc) • 
12. Antiseptic' 

(. to be included) 

Medicines/Drugs 
1. Oxytocins amp. 
2. Methergin tab.lamp. 
3. Amoxicillin SOO mg. 
4. Mefenamic SOO mg. 
S. Ferrous Sulfate 
6. Vitamin A 
7. Ophthalmic mg. 
8. Vitamin K 
9. IVF 
10. Pills 
11.DMPA 
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3.3. Medical Supplies 

Page 6- 3.4. 

Recommendations: 

1. condom 
2. IUD 
3. IV set and Tourniquet (10 be included) 
4. Kelly Pad 

1 
12. plaster 
13. slides 0 

14. cotton applicator 0 

15. fixative 0 

(" to be included for papsmear') 

Other Materials 
1. 

1 
11. 
12. Apgar Scoring Chart • 
13. leopold's Maneuver Chart 0 

(0 10 be included) 

- add definition for partial and fully met 
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GROUPS 2 - 3 - 4 - REPRODUCTIVE HEALTH CLUSTER GROUP 

Highlights of the Group Discussion 

On General Physical Examination 

Q. How many health workers have undergone training in Bethesda 
examination and reporting techniques? 

A. No capability building activity has yet been done. Examinations and 
reporting methods still adhere to the standard Pap Smear Test. It IS 

only the interpretative reading of the smear and ctassification of the 
report that were revised. Examination processes have not changed. 

Note: 
Bethesda is the new approach in pathology for cervical examination. 

Q. There is a need to inform service providers of the Pap-Bethesda 
transition and the Manual. 

A. Once the Manual is revised and distributed, refresher tra,ning will 
begin for all service providers. 

Agreements/Action Points 

Both the Pap Smear Technique and the Bethesda reporting and classification 
should be followed so that the transition to the new Bethesda technology will 
be smooth. 

If the participation of the Pathological Society would be required, we must 
follow this protocol. It should be recalled that nurses and doctors do not 
interpret smear results. 

On the RH Manual 

• Will the manual cover only family planning or the whole spectrum of 
RH? If it is the range of RH and its components, it is an entirety new 
Manual. 

• If there will be changes, what will be changed is not the FP Form l-A 
but the Client Service Record. 

• Family Planning Folders contain only the Patient Treatment Record for 
the individual member of the family, which does not contain much. 

• One measure to address this is to attach additional sheets to include all 
family members so that it becomes the FAMILY FOLDER. 
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Q. Will the group choose an RH programmatic approach or FP? 
A. It is possible to create an entirely new record and titled 
REPRODUCTIVE HEALTH RECORD, inclusive of the FP and other forms. 

• Some regions have not received copies of the RH Modules, so that 
health providers can only carry out their tasks within the limits of their 
present resources. 

Manual Development: History and Background 
(Dr. Moi Serdencillo) 

The RH Manual was conceived as a systems development prOject under a 
foreign grant. It views RH as a concept, a program, and thematic. It has taken 
for its inputs existing training modules on FP, women's health and MCH 
training modules, and others. It covers all the elements and clinical standards 
of RH. It differs from previous manuals in terms of this encompassing 
perspective. 

Trainers on women's health on field were invited as facilitators and resource 
persons to the workshops organized for purposes of the deSign and 
development. No drastic changes in the area of substance to the integration 
of existing manuals were made - they were minimal. 

In a sense, the RH Manual enhances the FP content but will take into 
consideration all the concerns of this Workshop. It is strong in gender 
sensitivity, it adopted the rights-based approach, and facilitates inter-active 
partiCipatory training. The Manual was also designed to be policy dependent 
(awaits policy) and aims to be comprehensive and user friendly, 

150 copies of the UNFPA Manual were given to the DOH 

BASIC OVERALL RECOMMENDATIONS OF THE RH GROUP 

1. Review Reporting Forms and the UNFPA Manual. All foregoing 
,manuals will be regarded as thematic area concerns but there will be an 
integrated, consolidated Manual for RH that shall serve as' the "Bible of 
Reproductive Health Care." 

• Consolidation of all existing training manuals inclusive of 
experiences, initiatives, thrusts, RH service protocols 

• Recall all points taken in previous training manuals on FP, MCH, 
VSS, Adolescent RH, Women's Health, etc. 

• Focal group discussions with participation by category: 
Service providers: doctors, nurses, midwives 
Implementors: BHWs, RH personnel 
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2. Organize a Writes hop. All recommendatoons and proposed changes 
to the Manual will be studied for further refinements, These will then be given 
to a Technical Working Group for review and styling purposes, The 
Writeshop will involve regional health providers who will be given the chance 
to participate in the discussions. The Manual should take into account all the 
experiences and the cultural differences that were encountered in the pilot 
sites. Once finalized, the Manual will be pre-tested and piloted prior to 
adoption. 

Response, DOH Central 
Dr. Loreto Roquero 

All the suggestions and recommendations discussed in this Consultative and 
Planning Workshop cannot be finalized in one sitting. A subsequent Writing 
Session will have to be organized that will discuss all commitments, 
perceptions, pledges, proposals in a scoping and table process session for 
subsequent consolidation. DOH will decide on the timetable for 
mainstreaming in the regions. 

On the Checklist 

• Items in the checklist should be viewed as a baseline of future 
agreements on thematic areas 

• The first step is to review the service protocols 

• Craft a Resolution/Agenda for Action for feedbacking to DOH in order 
to address identical needs of the program, 

• If the Manual strives for convergence, then the checklist should also do 
the same. 

• There are concomitant investments to consider in the design 01 future 
manuals, checklists. Insights should be borrowed from the UNFPA 
experience. 

• People below must be comfortable with the system. 

• What is the preference, the Women's Health Manual or UNFPA Manual 
since there is no convergence in the field in terms of protocols. There, 
the practice is "to each his own: 

• What is the protocol from the perspective of the Central Office? 

• The Checklist appears to consolidate all the manuals but based on our 
discussion, it is not so. 

• Is the Checklist donor driven? 

/t;l! 
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• The immediate review and finalization of the Manual is necessary 
because prior to implementation, we have to submit estimates to the 
region for budgetary allocations for training. 

INDIVIDUAL GROUP OUTPUTS (GROUPS 2-4) 

Workshop Output, Group 2 

C6enl Hislory 

1. Demographic Information 
Include I(page 22): 
a. Age I Dale 01 BIrth 
b. CIvil Slatus 

2. Aeproductive Heanh Data, include 
Other RH component clasta: 

c.) FP Hx (page 23) 

General PE: 

change contraceptive Imo FP. in "contraceptive method pre",ousfy used'" 
change .~ of discontinuation'" to "reason" and add "Stde-effects 

2. "Timing" change to "schedule" (page 25) 
a. delete Ideally 
b. & c. should be interchange 

3. Steps (page 25) 

Note: Ensure that alilnstrumentsls~es needed dunng procedure (eg . 
glovesJubricant. vaginal speculum. pick-up forceps. conon baIlsj are p.feparoc and In 
places 

Chart II (page ~) 

a. add "and confidentialIty" after 'pnvacy" (page 25) 
b. conckJct complete physical examinatil)n 

b. 1. check the client's vital Signs .. (Item c) 
b.2. Head (page 26) 

ii. delete the words "and consistency" 
iii. add '"hematoma etc· after the word "ciscolorabOn" 
jy. add the word '"odor" after "missing leeth'" 

b.4. Heart (page 27) 
i. insert '"'shaded areas'" after the WOtd '"site"' 

d5. Lungs (page 27) 
i. insert '"/shaded areas'" after the word sites 

c. add "conduct male physical examtnation" 
c. 1. General data 
c.2. Ur<>-genital examination 

i. Penile 
ii. Scrotal 
iii. Rectal 

·"10 include in the proposed check6st" 
8. change "Papanicolaou's smear" to " Bethesda dasslftCaltOn (res~ classrltCattOn. 'epot!'ng 

form, interpretation) 
d. Follow up (page 57) 

data sentence Class II to V -

Add another sentence. "Abnormal findings should be referred to pIlysic1an 
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CHART IV (Page 68) should be placed in the Appendox 

Page 75· Family Planning Sennce Record should be changed to Rep<odUCIive Heallh SeMce 
Record 

CLIENT SERVICE RECORD 

Must have and RH Sennce Record 

Review Reporting Forms 

1. Review the manual 
small group 
participatory . 
·ptlotfinltiatioos-

Workshop Output Group 3 
(Checklist) 

• To include waiting time, time spent by service provider fOf each dienl 

STRUCTURING 
>COumns for rating 

NA I 

I. 
II. 

YES 
2 

I NO 
o 

Interpersonal Relations} Applies for all typeS 
Technical Competence of chents 
A&B 

III. SERVICES 
Family planning 

> Delele 1.1 (oncorporate to A & B) 
> Activities should follow T·H·E·R tasks 
> For reports TCLilogbooi< 

• MATERNAL CARE 

AP include 'IT immunization and FeSO. ~ementalion 
specrly counselling on 

a. Denial care 
b. Breaslfeedong 
c. Nulrillon and micronutrient suppIemenIabOn 
d Info on FP 

PP >counsel on: 
BF. FP, nutrition, immunization. newborn care 

General nemarkslobservations on the last page of the checklist 

RECOMENDATIONS: 

1. Integrate aD exisllng checklists 
., ENGENDER 
., Sentrong Siga 
., UNFPA 

2. DOHIregion may formulate!modify their _1St applicable to their selling 

PROCEDURES MANUAL 
RH care 

SCOPE - lacks 4 elements 
a. Men's RH 
b. VAW 
c. PMAC counseling 
d. Sexual HeaDh 



, , 

, 

/\'at;ollol Family Plant,i", COlIJultQI;"~ alld PIDnn1ll1 \t'oruhop 
Mav 22·24. 2002. e.b. em 

ARH - No specIfic health servrces 

MOTHERIBABY CARE PACKAGE 
;... No newborn care package 
;... No nutnttOn Info 

SEOUENCING 
;.. Follow life cycle approach 

ENHANCE the distribution and dissemlnatoon 01 RH modules and cllnocal slandards 

Workshop output, Group 4 
(Checklist) 

General Data 

01 
2. 

To include 
PrlCily 
MunlOistrict 
Interiocal HZ Congr. District Marital Status 

2.2 Detete Beneficiary 

ACTIVITY 

5. 

6. 

I. 
liB. 

Delete '3, to Incorporate, eg Eye contact on .2 
.5 delete "induding ... necessary" 
'7 add extemaJ 

7. t & 7.2 delete "external exam 01 pelvis" 
C. 1.1 add and refers ace. 

C2. 

1.6 • 
1.7 
1.5 

• 1.5 
1.6 
1.7 & 1.8 

2.1. 1 a~er OS score, include G_P _(T·P·A·L) 
2.1.6 add aher ff: & does immedtate referral 

Delete 2.1.8 
2.2 Labor and DelIvery - delete inSIr. "To be 
2.3.3.4 add immuruzahon 

rearrange 2.3.6 ---i.~ 
23.7 _-I.~ 

2.3.4 ==~.~ 2.3.5 • 

5.1 add alter violence, "accdg. to protocor 
5.2 alter interven1ion, add "as necessary" 

6.1.5 separate the larche 

2.3.4 
2.35 
2.3.6 
237 

6.4 add including availability 01 appropriate FP seMces 

Add item 7. other RH seMces 
7.1 conducts initial assessment and refers 8CCorlingly 

• Delete instructions: "To be done 
• Add scoring instruclions 
• Include definition of terms 

Compare all existing manuals, checklists. tool's. etc. and decide whtch IS the best to be a~!ea. 

"Comfortable" 
-Retraining" 
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GROUP 5 - METHODS OF FAMILY PLANNING 

Page 90 LAM Algorithm - Ok 
But should be presented in horizontal manner to see the 
events after delivery (the commission will do if) 

o to effect three criteria of LAM 
o to effect correct observation of events. 

Page 93 - 109 - NFP Methods 
Need redrafting for there are simple ways of using the 
natural methods plus other FP methods 
- Fertility awareness or FOS 
- Methods Instruction 

Initial Instructions for leaming tools and follow-up sessions 
- Records keeping of continuing users. drop-outs and shifters 

ON ALL METHODS 

1. Uniformity in the presentation relating to method 
contraindication/precaution 

Suggestion: Adopt who medical eligibility criteria 

VSC 

2. Review guidelines on the MGT of : 
complications 
instruments used should conform with existing instruments 
available in the Clinic. 

1. Tubal Ligation 

Nature should be redefined 
Minilap and Laparoscopy 

are not type but approaches to F.S. 
Timing of postpartum 

Minilap not recommended after 48' after delivery 

(refine Sentrong Sigla criteria) 

HOW DO WE CATEGORIZE FP METHODS? 

Natural: 

1. Non menstrual cycle based 
• LAM 

2. Menstrual cycle based 
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A. Mucus Method 
• Ovulation method (OM) 
• Billings ovulation (BOM) • 

not in the clinical standard but will be requested 

• SDM' 
these protocol should be developed 

B. Body Basal Temperature (BBT) • 

C. Sympto Thermal Method (STM) • 

(Integrate all department circular on NFP to the new thrust of the 
administration) 

Artificial: 

1. Pill 
2. IUD 
3. Condom 
4. Depo 

Permanent: 

1. Vasectomy 
2. Tubal Ligation 

(organize scientific body to review/assess all FP methods) 

INFECTION CONTROL 

1 . Hand-washing 
b. ii. Include ·soup dispenser" 

c. i. No jewelry should be worn. (delete the rest of the statement) 

2. Antisepsis of skin and mucus membrane 
b. ii. Before and after contact with a client 

d. It is needed before an IUD procedure or any internal 
exams procedure except when you need to see grossly 
the mucus membranes and to draw specimen. Also, 
before certain treatment are applied to the mucus 
membrane. 

Comment on antiseptic solutions: 

Chart XIV 
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• Hexachlorophene is no longer in the market and should 
be deleted. 

(technical experts should review on infection control autoclone in 
the hospitafj 

RECOMMENDATION 

- Simplify LAM Algorithm to be client friendly 

\t)h 
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GROUP 6 - 7· MANAGEMENT OF FP CLINIC SERVICES 
AND FACILITY OBSERVATION 

Introduction 

xxx ... 
Chart XX. Minimum Standards for Famil Plannin 

Chart XX. Minimum Standards for Famil 
OutieV Facility I Minimum . Minimum Set Basic 

I
' Staffing . of FP Services Training 

R . d P'd d R eQulre rovi e eQuired 
Barangay Health XXX ! XXX XXX 
Station (BHS) i , 

i Provision of 
i Pills, Condom, 
i DMPA and 
l LAMlNFP 
i (mens, 
; thermal, SDM 

I 
I , 

. BasIC 
Resource 
R 1eQUirement 

: XXX 
, 
I Weighing 
scate 
Examining 
materials 

: Speculum 
i Gloves 

Cutting blades 
• AcetIC Acid 

, 

I I 
; Paps smear kit . 
i Referral Forms , , 

Note: ! 
! 

What about in areas without MW? ~ , 
Unresolved Issue: 

1. Inclusion of IUD Insertion in BHS 

, 

Rural Health XXX XXX XXX : XXX I UniVMain Health i 
I Center Med Tech Infertility i PLUS: I Counseling! i 

Referral I XXX 
i 
I Microscope 
! (Binocutars) 
1 

I IUD Kit 

I Fire ! Extinguisher 
I 

HospitalslReferral XXX XXX XXX i XXX 
Center I 

I Referral I 
I . Network with 

t c"1 
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higher levels 

. Within scope 
of capability I Note: 

I Categorize hospital by level (1; 2; 3) 

I A. Clinic Facilities xxx 

I Some of the criteria of a good RH-FP clinic are 

6. A clean and functional comfort room for staff and clients. 
Different Able-Friendly comfort room 

8. Ready and adequate clean water supply. 

11. An area for washing and sterilization of gloves and 
instruments; an area for lavatory. 

13. Availability of color·coded garbage receptacles. An 
area for group counseling. 

B. Clinic Staff Family Planning services must be provided by a physician. 
nurse or midwife who is trained in the full range of methods 
provided in FP service outlets. 

(delete temporary) 

xxx .. 

CHART XXI: FUNCTIONS AND TASKS OF THE NURSE AND MIDWIFE 
IN THE DELIVERY OF FP SERVICE 

Delineate task of Nurse and Midwife 
1. Planning 

xxx ... 
2. Implementation 

If both Nurse and Midwife are present: 

a. provide infonnationaVeducational talks 10 small groups of women in 
Ihe clinic, on a daily basis preferably 

b. Collecl specimen and perfonn lhe laboratory tsl when possible: 

• Urinalysis for glucose and prolein 
• Hemoglobin and Blood Typing 
• Pregnancy lesl 

IO~ 
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• Wet smear 
• Schiller's test 
• Maternity Index in cases of Infertility 

c. Manage common gynecological problems within scope of practice 
d. Manage common Side-effects of a method within scope of practice 
e. Perform Basic Lffe Support for Emergencies 
f. Refer clients with problems or needs outside scope of pracbce 
g. Provide information. counseling and referral to couples complaining of 

infertility 
h. Provide information and referral to clients desiring to: 

• Voluntary Surgical Contraception 
i. Provide Natural Family Planning 
j. Follow up and counsel drop outs 
k. Keep accurate. complete and up-to-date client records 
I. Maintain infection control and other clinic operation/activities 

Nurse: 

a. Educate and counsel individual clients about their FP options and method 
choice(s) 

b. Conduct interviews and record the client's history 
c. Perform the physical assessment including the pelvic examination 
d. Collect Pa smear and send it for analysis 
e. Provide and dispense the temporary method of contraception to potential 

clients after counseling/education and thorough physical examination 

Midwife: 

a. Prepare clinic equipment. supplies and records for the day's work 
b. Provide information/ educational talks on RHIFP to community groups at 

least monthly 

3. Education 

XXXX 
4. Supervision 

xxx 
5. Monitoring and Evaluation 

xxx 

CHART XXII: FUNCTIONS AND TASKS OF THE PHYSICIAN 
IN THE DELIVERY OF FP SERVICES 

1.Planning 
XXX ... 

b. Identity ... 
• LogistiCS 
• 
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13.SUpervision & Monitoring 
, XXX ... 
i 4.Education 
\ XXX ... 

; C. CLINIC ACTIVITIES 

D. LOGISTICS MANAGEMENT 

xxx .. 

3. XXX .. 
a. The purpose ... 

XXX ... 

• To find out resuhs of 
medical intervention 

b. Medicines ... 

• Delete Albothyt 
Concentrate 

• Delete Anti-rust tablets 

c. Contraceptives 
• Thermometer 
• "Necklace" beads 

xxx ... 

CHART XXIII: CLINIC REFERRAL SLIP 

Name Date 

Address Age Family No. 

Referred from: RHM PHN PHD SI MHO Others: 

Referred to: RHM PHN PHD SI MHO Others: 

Pertinent Clinical Datal findings by referring level: 

Reason for referral: ________________________ _ 

Action taken by referring 
level: ___________________ _ 

Signature 

Referring Level Referred Level 

\10 
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CHART XXIII: CLINIC REFERRAL SLIP 

Name Date 

Address Age Family No 

Referred from: RHM PHN PHD SI MHO Others: 

Referred to: RHM PHN PHD SI MHO Others: 

Pertinent Clinical Datal findings by referring level: 

Reasonforreferral: ________________________________________________ __ 

Action taken by referring 
level: ________________________________________ __ 

Instruction to referring level: ___________________________________ _ 

Signature 

Referring Level Referred Level 

Note: 
• Return Slip to the Referring Unit 
• Upper half to be filled up by the Referring Unit 

Lower half to be filled up by Referred Level to be returned to Referring 
Unit 

WORKSHOP I BREAK-OUT GROUP COMPOSITION 

Group 1 Counseling Barangay Health Station 

1. Dr. David Lozada 
2. Ms. Susan Juangco 
3. Ms. Tess dela Cruz 
4. Dr. Eusebio Alquizalas 

5. Dr. Glenda Subong 
6 Dr. Fifma AbarQuez 
7. Dr. Arthur Suyko 
8. Dr. Amy Estrella 

Group 2 Basic Reproductive Health Care Visit Service PrcMder ObservatIOn 
Checklist Midwife! Nurses 

1. Dr. Marietta Fuentes 5. Dr. RogelioChua 
2. Dr. Teresita Bonoan 6. Dr. Domingo Vega 
3. Dr. Amelita Pangilinan 7. Dr. Rey d9Ios Reyes 
4. Ms. Fe Modesto 8 Dr. Fatima Emban 

Group 3 Reproductive Health Care! Service Provider Observation 

1. Dr. Lourdes Labiano 5. Dr. Ruth Peralta 
2. Dr. Gerardo Bayugao 6. Dr. Melody Mercado 
3. Ms. Nelia Gumela 7. Dr. Josel.a Cacdac 
4. Ms. VICky Olivas 8. Dr. Emily Reyes 

t , ' 
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Group 4 

1. Dr. OoIOtes Caslllio 
2. Dr. Lourdes Naragdao 
3. Ms. Carmel.(a Tagaba 
4. Dr. Annalyn D.mapanal 
5. Dr. Anna Nerissa Sanchez 

6 Dr. Evelyn Clarele 
7. Dr Adela"'" Anponn 
8. Or. Nervta Moraza·Po 
9 Ally. Dory Ralena 

Group 5 Methods of FP - How do we cat&gOnze FP Methods - Inlectoon Control 

1. Dr Ethelyn Nieto 5 Dr Emdy Bernardo 
2. Dr. Rosario F amaran 6 Ot. Manny F3Clora 
3. Ms. Virgie Pagulnstn 7. Or. Jose Man F er,.... .. n 
4 . Dr. Cynthia Dionio 8. Or _ Noel P aSl()"l 

Group 6 Management of FP Clinic Services! Fac~ily Observation 

1. Dr. Charito Awiten 5. Dr. Lycb Ramirez 
2. Dr. Tao Usman 6. Emmanuel Achiba 
3. Dr. Edna Abcede 7. Dr. Rosal.nda Arandla 
4. Ms. Jasmin Satee 8. Glona Balboa 

Group 7 Management of FP Clinic ServICes - Team 

1. Dr. Lydia Depra-Ramos 5. Dr. Edgardo Esplana 
2. Dr_ Rosario Benabaye 6. Dr. Napoleon Obana 
3. Dr. Mary Grace AJviar 7 Or Gerardo Cunanan 
4. Dr. Laura Evangelio 8 Dr. Ed JatTharo 
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National FP Consultative and Planning Worlcshop 
May 22·24m 2002m Cebu City 

ANNEX II 

Workshop II Output 

Group 1 - Visayas-Mindanao VSS Team 

Recommendations for VSS 

Standards: •• Delete please or review or re-craft appropriately_ 
1.3 & 4 Rephrase - VS client, natural or legal guardian to VS client, natural or 

legal guardian of clients below 18 years old 
instead of putting only 6 elements thereof it should be enumerated 

II - DOH-CHD - Health development 
III 8 to include anesthesiologist (PAN) 
IV - 3a creation of CHD itinerant team wherever possible 

3a.5 be provided with copies - to get a copy 
3bA to add after performed ... status or condition on discharge and 

schedule of follow-up 

4.3 after "NGO" add "specialty societies." 

III A - The team could be incorporated with the hospital surgical outreach team. 
(for the hospitals with regular outreach program) 
To maximize utilization of resources 

Other Recommendations 

1. Amendment of AO no.2 s2oo0 
to include non-scalpel vasectomy requirement for surgical residency 
training 

2. Option to use spinaVlocal anesthesia be based on the clinical assessment 
of the surgeon and anesthesiologist 

• 

• 

• 

3. Time spent by 08-Gyne and surgery dispersal who are member of 
itinerant team be accredited as community SVC. 

Constraints Recommendations 
Availability of equipment and • Provide ML-LA and VAS set-
instruments DOHIEH 
Availability of drugs and supplies • Provide drugs and medicines to , 

include emerQency druQs - DOH 
Manpower - initial implementation • Itinerant team to be provided by 

DOH 

I , 
• , 

, 
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Sustainability 

• Equipment 

Nalional FP Consunalive and Planning Worlcshop 
May 22-24m 2002m Cebu City 

'. Retained regular and medical 
contains with augmentation for 
CHD office and LGU to include 
other members of medical and 
surgical mission teams 

• 

• 

Retained Regional Hospitals and 
Medical Center as training venues • 
of itinerant team and as 
supervision of IT 
Trained IT from OH and CHD 
personnel and LGU will compose 
the IT 
Include portable anesthetic 
machine 

General Recommendation: 

1, For consistency of nomenclature to use DOH retained Hospitals 
2, Delete limiting of a couple's children (page 1) 

I ! 'f 
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ANNEX II 

Workshop Group II on Family Planning 
Goals: 
1. Clienl~ will have universal access 

to NFP information and services. 
2. Increase CPR, particularly NFl'. 
3. Decrease IMR, MMR, and TFI{ 

Actions J>oinl~: 

1. Organization of NFP management team at regional 

and local levels. 

2. Capability building for trainers and service Ilroviders 

at all levels. 

3. IEC and advocacy campaign. 

4. Revitalization of industrial clinic 

5. Collaboration/partnership with NGAs, NGOs, LGUs 

lind "os 
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Constraints: 
I. Lack of directive to organize NFl' management 

team. 
2. A vailabllity of NFP cxperl~trainers. 
3. A vallabilily of information materials ahout 

NFP 
4. Personal biases of service providers and 

partners. 
5. Possible conflict with PROLIFE NGOs. 
6. Sustalnabllity of funds for the conduct of 

activities. 
7. Lack of supportiinterest of industrial leaders. 
8. A vailabllity of NFP paraphernalia. 

Recommendations: 

1. Issmmce of official directive-(NFP Teams) 

2. Identineation and recruitment of NFl' cXllcrtitruiners. 

3. I'rovision of Ildclluate communications nmtcrials lmd 
paraphernalia on NFP. 

4. Mlissive Information campaign using tri'I1l('(lhmpprolich for 
the 4 methods of NFP. 

5. I'rlll1ftlve jlllrtlclpl1t1on at cno level. 

6. Lohhy for the aPI,rovlIl of line Item in the GAAfor 1'1' 

7. Include NI<'I' as a licensing requirement of industrial 
dlnles. 

L. -I -I .... -I =I 
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SRTRATEGIES 
ACTIVITIES -------,. ---

• Consultative & advocacy 
Meeting to came up with 
brochure on FP contra· 
ceptives in Istam 

~ 

• FP Orientation & advocacy 
writeshop 

\!, 

... ""'&- L... _& ...... L..-& ~ .• --& .L-a. ~·.i 

ACTION PLAN 
Reproductive Health· Family Planning Program 

CHD·ARMM 
___ 24·May·02 

TARGET I TIME FRAME 
--------------

Darul Utah 
(House of Istamic) 

Opinion 

Muslim clerics: 
• Tabligh 
• Maturat 
• Imam Association 
· AI·lhsan Foundation 
·ISCAG 
• Shana Lawyers 
·RCC 

• Upon availability 01 funds 

• Alter coming up with FP 
Brochure by Darul Utah 

RESOURCE REOUIREMENTS 
ITEM OC COST 

• Nourishment: 
1st Meeting 
20 Paxx P20 = ~ 1,000.00 
2nd. Meeting 
20 Pax. P50 = P 1,000.00 

DSA 
40 Pax X 5 Batches 

X P300.00 = P60,OOO.00 

-I ..... ~ -I 

RESPONStBLE 
OFFICE/STAFF 
CHD·ARMM 

EXPECTED 
OUTPUT 
FP Brochure 
in Islam 

,..,.. 
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Policy, Principles, Processes, 
People and Enabling 
Mechanisms of NFP 

Mainstreaming 

DOH ill parmenbip with PFNFP 

NDHSofl998 

A .... !'!DaJ; 

OS_Pill 
93 .. ,. Coodom 
17_1% F~ S1eriliz.auoa 16.'" leo 

NFP-"., · ..... _ot_"'" ~ fat:iIe _1afCItiIe p:riods 01. WOIDC. by -.....,.,,"01 ........ __ _ 
k:t bcr -.rruaI cyde (~. sbort. Iq) tc 1has. 10 * ... IMY be ~ 10 nU4 or ad:ww: • J'RP'O'Y". 

Rhythm _,,"5 offcnile'iDfarik _ 1hnI pnu:a"I· 01 cMys olJoo ' ' .. or ~ ~.v0i401'~ .~, 

BealtlllDdices un remaioed laigb: 

1721100,000 LB 

JS'I,OOO LB 

TFR 3.1 ChiJd~D/.o.a. 

KNOWLEDGE OF FERTU..E PERIOD Pc:TotnI Datnbul.oo r.-.?HS 199t) 

"---',.....,... ; l._~" ..--_ .. --- ,- n 
___ ,...w_ ... u, -........... .,. '" n. .--.- ........... ,. 

" - n, .. ._-
1}~ -I'" -,- " " - " " , .. 
'''' .. " -~- ". :~, .. 

D,C. 1# 130 s. 1997 iocluda: 

Availability ofNFP information and """ices II appropriate kYels, IIdberiD& to UIDdards aDd quality care as prOlll1llpled by !be NatiooaJ Program. 
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Ik( ...... ~ 

• Orsmizma It."FP COIII:lnwIc IZICft is .. dJ~ ~ (or 

sen-ic:c ~OD in III ~ 

• !'lor? CO«aDUIDC '*ft cIcmoas:n&cd. ~«41 .... 5 ~ 
usiDc cok:ftd KCCIs.ona dlct k&nwJt pbac: ms&Hd at recordI:nc 

""'~ 
• Tcsw! accnsono of~"FP c:oar:u.ums U!Ien un be AaDdardaxd 

10 effect. WMkr \IX' t:f ptKllce 

Bais: 
~'madana& by facility baed servu:e p-CMdc:n n:-iafcrccd --Frve: eiemaIs ofRH an: laZed UId toa.d ....... "'.01 .. ' __ 

prnaaic:m 01 dcnr::suc ~ early delectica of urty Rn 
~ ~CIII. work-up aDdpqpwacy~ (Of 

~QD 01 ab«tioa 

--..u.icm olNFP JIeJVic::a (.aJ11*d .&r ClClllNl:.lDOII ";lb 
cifferc:It rdi .... Ie.den 

Stratcgia: 
A. c-.lbCiolllDla ..... _ ~TP stabholclcn 
~d.wUbG:I 
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B. AdTocacy/Sodol 111 __ 

~ & of pIr1DIn (ill ) .. ;, ('KAP) 
....... anf S C hIII::rfaidI Albecc 

.ad_ AItvott::K! G:n1up fer NFP 
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Empc = ...... 
S-afc Mab:rbood 

Administrative Issuances: 

D.C. II 130 I. 1997 
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FAMILY PLANNIN6 DIRECTIONS 

.- .. -- .. 

VERY ... 

~NT1 

LORETO B. ROQUERO JR., MD, MPH 
Oil""CCtor III 

SAFETY NI MOMMY AT BABY 

• 7 M WRA h'9h nsk (0< pregnancy 
<- too young (less 18 y.o.) 

'" too old (over 34 y.o.) 
~ have 4 C" more pregnancIeS 
-:- closefy spaced pregnancIeS « 2 ;'ears) 
..) coocurrentty III 

.2_6 M expe...""ted to become pregna,t each year 

BUHAY AT DI6NIDAD 

• 1 in 6 pregnaodes ends up In abortJOn 
because they are unplanned or unwanted 
<- In 1999 - estJmated 365,655 abortJons 

PAMILYAN6 PlNOY 

• interventIOn to promote health of 

-:. flhplOOS 

.:- specially women a!pj 

,. children 

SAFE MOTHERHOOD 

• leadtng ta;JSe of l1ea!t1 VlRA 
-:. related tc preg11OX"f a'"\d (hJiC Dean~ 

.:- post partum he~"Il:,.rr.a.ge 

teABABAIMAN AT teARAPATAN 

R~t&........an.u.d6l"~ 
crf~ 

• 2 M MWRA hiM! _ need!; (Of FP 
-C- 1.1 M want no more ~ 
<- 0.9 M wanted to space Pfeg",ncy 



" , 
, 
, 
, 
j , , 

, 

PAMILYANc. NAICAPLANO ••• PANALO! 

R~P~ 
• support (amity as baSIC untt of sOCIety 

• p~omote welfare, values and unity 

' .. 

ANO BA T ALA6A ICUY AI ~ 

G ...... -'.....,:~:D.. '·i-.;:· en.e.r"", Y'"'~ L i .1 .-. 

• respect for sanctity of famlty life J,~ /Jt: ~, -r; 
~ resporlSlble parenthood 

(a NO to aoortJon 

• respect for human rights 

~ rehgtOUS beliefs 

(a medfcally and legally permissible methods 

HIY AN6 ICA DITO! 

• natural family plaMing (NFP) 

• polls 

• condoms • hormonal ir.jectables I OMPA 

• intrauterine device (IUD) 

• lactatoonal amenorrhea method (LAM) 

• voluntary surgical sterihzatlOn (VSS) 

v bilatera! tubal Iogatoon (BTL) 
-0- vasectomy 

.AYAH AT ICAUNLARAN 

-.::::.-/;", 

• speclc3: focus on FP neeas of u'!)an & "uraH OC'O!' 

ANO BA TALA6A ATEI ~ 
G ........ ~~ . 

• freedom of ctoKe and """'1FI:.a-y oec~ 
.-:- non-coercl()l"I 

• respect nght 01 COO))les t~ det~--.e ~ 
family Size 

(0. helptng them ad"~'e 0e'Sl~.;!I fert,~ 

IBABA ••• 

Spec<fi<> oIif~ 
B, _ of 2OtU, _un: 

• maternal mor+.allty rate from 172 _1100.000 
L8 m 1998 to less than 100 Oeaths/l00,OOO L8 

• infant mottaIity rate from 35.3 _'1000 L8 
'" 1998 to 32 deatllsil000 L8 

• under 5 mortalily rate f""'" 4S deaths :000 LB 
III 1998 to 336 tleat"" 1 000 L8 

• totai fertility rate frO'Ti 3. i ::*1r'Oren per w0t!"'3-'1 
In 1998 2.7 chlk1ren pe'!' ",j'T,a'!"' 



.., 
, , 
, 
, 
• 
-' 

r 

r 

ITAAI ••• /
:: 
--

- -5pecA.{ib object'''''''''' 
By end of 2004, increasl!: 

• contraceptllle prevalence rate from 46.5% 
,n 1998 to 57.0<!% 

• prOportIon of modern (amity p1annH"9 method 
use from 28.2% to 50.54% 

HOME IERYICE! ~:?~ 

f~P~\I1(IIIl' ~-; 
• acttve case flOdln9 ~ . 

• masterhst1ng of potential acceptors 

• mOtIvatIOn of (hents 

• expanded role Of volunteer health workers 

oQ> IOrt:1a1 supply of contraceptIVes 

FAMILY PLANNING PATROL 

f~~of~it/:l.4-
• FP Ibnerant teams 

• FP medical and surgocal missions 
• govenunent subsidy fo.- SU<gica1 methods 

for indigents 

• partnership with lGU hospitalslNGOs 

• expanded PhilHealth coverage 01 FP servICes 
0.)\\ 
~ 

I{.:...~ 

WALA NANG PALlGOY-LlGOY PA! 

liANG TALI KA LANG! y'JZ~ 
~ Y--. \. '-->' 

• hagh unmet needs for FP '.::i-:i .~ 
.,:. 1.1 M WRA wanted pe~~~ methods 

.:- don"t access 5e"l'Vl(e5 :....e to ~·a-<eC rea5(YS 

• oema~'" for \'asectom, s,eel"'. ~'l'1t

.:-. proper promotJC.Vl 

-=- mak!:lg ser.xes aVa1:a~.Je af\C a:ces.s."blre 

THE WEAKEn LINK! 

S~fP"""R~ 
with- fowett-CPR 
• CAR 

• ~eg"," v 
• Regoon VIII 
.ARMM 

..,. focus on rtle most PO;)J:a, ~ 

-:. lGU spe(!f;e ap;y.oa-:~.es 

• !z..) 
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IBA AN6 NATURAL! 

• hogh unmet needs for FP 
<. 0.9 M WRA wanted spaCing 

• unmet needs can be part~lty answered by 
expanding NfP servICes 

• 18~'Q of FP users use traditIOnal methods 
.:. penoche abstmence, IncOrrect rhythm, withdrawal 

.:. based on incorrect understanding of when 
woman is likely to get pregnant 

• NFP accounts for 0.2 % of total FP users 

BITIN KA BAI 

5tq>poYt I nitl:<;t.t'~ 

• assessment and strengthenIng of 
-:. FP counseling 

<. CDlMIS 

• prevenbon and management 
of abortion comphcatlOfls 

• Men's reproductfve health 

• A.:toIescent reproductive health 

FIRST TIME MOl 

M~Nr:P 

• fertlh~ aware~s 

• aoopttOn of Ne-:klace Mett-"x ; 50'-1:, as bOO',t~, .. ..af 
NFP me!.hod for FP p'1>g"a"'l" 

.:. AO No 49 s. 2CKll 

• other NFP meU"oos 
':-mucus 

<- basal body temperature 

v symptothermal 

,~ 
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ObjeC1:ives Of fPS 

General ObJective· 

use 
in the 

'.:- ; .",t,' /, ,\.~i'~:~: .... 'I~: !-.l~"" 

------------ ... _-

• to provide information on contraceptive use in the 
Philippines to the Department of Health (DOH) 

• to provide development planners with information to 
monitor changes in family planning practice and 
keep track of progress towards program goals 

----_ .. _----, 
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Object:;ves Of fPS 

Speofic ObjectfVes 

• to determine the contraceptive prevalence rate In 2001 

• to find out what contraceptive methods women use 

• to monitor the source of modem contraceptives method 

• to measure the percentage of births whose mothers are highly 
exposed to maternity-related nsk 

• to determine If there IS a difference," contraceptive use 
between women In poor households and those," non-poor 
households. and 

-. -~.- •.. _----. 

BacKground 

• Nationwide survey 
• Done together with April 2001 Labor Force Survey 
• Female members 15-49 years old 
• Sixth round (1995-2002) 
• Resources from USAID 

----_.-.•.. _""--......., 
@~ --
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No. of HHs Interviewed 20.036 

Total Women Sampled 32.035 

Total Women Interviewed 30.132 

Response Rate 94.1 

-~ - .. _-- •.. _---

BacKground Chara~riStics OF All Women 

• 36.6 % below 24 years 
• 10.4 % above 45 years 
• 54.2 % married 
• 16.0 % from National Capital Region 
• 41.4 % from other Luzon 
• 39.9 % currently married in their 30's 
• 68.0 % currently married with at least high 

school education 

1------.... -..--. ..... 
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Current: Use of familY 'Planning Met:hOd 

2001 FPS provides data on 
contraceptive prevalence 

rate (CPR) and contraceptive 
method mix 

Current: Use Of familY 'Planning Met:hOd 

2001 FPS provides data on 
contraceptive prevalence rate (CPR) 

and contraceptive method mix 

CPR
proportion of all 

currently married 
women reporting 
current use of any 

contraceptive method 

----_._.,----.--. 

Method Mix
percentage 

distribution of 
contraceptive users 

by method 

@~ --

@~ --

1,,0 
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CPR increased in 2001, mainly due 
to traditional methods. 

Modern methods increased by 0.8 % 

Contraceptive Prevalence Rate 

Survey Round CPR Modem T r.lditional 
(%1 (%1 (%1 

2001 Family Planning Survey 0",·5 ('> 33.1 /\ 16.4 , j ~ , 
2000 Family Planning Survey , 47.0 32.3 14.7 - -

@~ _ .. __ ._._.,--- --

CPR for modern methods was twice 
the CPR for traditional methods 

, Contraceptive Prevalence Rate ' , 

survey Round CPR -." Traditional 
{%I (%1 {%I 

2001 Family Planning Survey ('> 49.5 <,,33.1 !\ 16.4 

I ~ 
2000 Family Planning Survey tj 47.0 ' 32.3 - 14.1 -

@~ _. --.- -,...,..-.---- --
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CPR exhibited generally increasing 
trend with slight fluctuations due to 
erratic trend of traditional methods. 

" 

COniracePtrve Prevalence Rate_ Phlhpplnes 1958·2001 

-.- --""'-.-- -'-- / .... • ~TracIkraI /" - - - -~ • -
•• /'" .. - ~ · ~ - - u ~~ 

, -- --e-

I I I I I I IIIIIII 

@: 
~ .. ---.-. -"-""-- --

CPR for any method is 9.5 I percentage points higher than I 
1993 figure 

; - ""' ..... """ Contraceptrve Prevalence Rate. Phihppnes 1993-2001 

• .,....l~ ....... 

1!~Tra"_1 ~ 
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.,,',,: i Pill was the leading contraceptive 

...... , method currently used 

Other 

Method Mix ~ 
Use of Contraception of CMW 

Female 
Stenllzatlon 

______ '05% 

Period1c Absteneocel 
CalendarlR~ythm 

105", 

No Method 

~ --.-. -"-"""'--

, 

~ 

• • 
I • i - • 
I ! I 
IL I 

I I 
I 
I 

Pill continually increased over the 
last seven years (except in 1998) 

,Method Mix rn 
~oI~-..cIwo-u-. .... ..........., 1ftl-.. , 

13.' 137 
12.5 

11.2 11.6 
99 

8.5 

- - - - - - -.......... 

----_ .. ...,.""---. 

@~ --

- 141 

-
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Contraceptive use peaked at 
ages 35 to 39 

. Method Mix ~ 
~~(;."".p of C .... ,.ntry II ........ Wo_ U~ ....... 1I00I1''0(1 or C_'K"~_" 

a.g. G'_II '""~~ 1001 

• Any Mflhod 
~, 
~ 

:~ ~ : = z ::;::-:' 
~-----. 

~ 
.: -:;7 

• B~low .. 0 " •• '5 old 

• - - - -Age Croup 

_~ _s._._. _,,_""-_ 

From 1993 to 2001. 
contraceptive use peaked also 

at ages 35 to 39 

I ; 
i Method Mix i 

CPR at its Peak 

.<" 60.2 .... u.s 
41.2 

"-> 010.,-... Old -- - -

57.4 .... 512 

-c 
P 
R • r·1 I I I I I I 1- - - - - - - -
-, Year 

Legend 
Age Group 35-39 

I ~ __ • __ •• ...,.--.-.., 

@; --

@; --
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CMW using pill peaked at 
ages 25 to 29 

CPR by Age' 

".'c" .. , •• , of C,,".""' II ...... w."" ... u •. ". " •• , .... , w ••• 
P'.f ..... M.U' .... 01 C .. nU'Cltpll ... to, .... G ....... P"'.lt" ... p •• 

. 
• 

.-.-

- -
-~ --.--"-"'---

1.,1 

"." G~ .... P 

From 1993 to 2001, CMW 
using pill peaked also at ages 

25 to 29 

, 
[ Method Mix, 

Pill at rts Peak 

- -

_"'''1---------,,-.----21.4-21.3- 23.3-_
]A 11.3_11.6 __ . -'S.1-,,=----..-e=iI-

eli 13.3 
p -tiL -, 
R -II 
I~~~~~~~=="=="=="~~~~ 

Year 

-; 
:...J legend 

Age Group 25-29 

@, . ----
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CMW using calendar 
method 

peaked at ages 40 to 44 

. . 
~ 

• 
• -'. • 
, 

• 
• 

• 
• 

CPR by Age 
P.,t, ... ,., • ." COO".""" ... " ••• "' ....... Ut ... , If •• tiro ....... , .,.f." .. ".I"o"~.' C."""C.p •.• "., ... ' c ........ ,1 ......... . 

r 
"., 

~ 

t 5·1 ! 

0 

1 O. I 

Belo_ oliO y •• ,. old ""oIO~CIkt 

- _F. __ 
SteriliutiOn 

15.) t -.. 0 •• 

From 1999 to 2001, CMW 
using calendar peaked at 

C 
P 
R 

,. ", 
13.5 

U 

12.5 

t2 
1Ui 

" 
10.5 

"" 
legend 

Method Mix 

Calendar Method at liS Peak .. ~ 

12.1 

'" 'Lt 

,"7 'HI . -
Year 

Age Group 35-39 40·44 

UI 
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From 1995 to 1998, the CPR was highest 
in Region 11 (Southern Mindanao) 

CPR by Residence 

Region Survey Year 
1995 1996 1997 1998 1999 

.'.6 ... ol.' "., "0 
2 .. , ... SO., ." ." 
3 50' ... 51.0 ... ." • $3.' .. , ... "0 .. 0 

S .'.1 .. , 17.' >0, '" • • tel ... ... "0 ". 7 ... ... 51.l ... '" • 45.1 31.' ll. '15 ". • ".1 .,_7 '" '"~ ... 1. ... 57.1 St.' .. 0 51.0 

11 51_' ... , .. .52 ... 
12 '" ... , .1_' .. , ... 
NCR 53, ... 51.1 ... 51. 
CAR ... ." .. , 00 ". AR_ 17.' '" 13_0 '"~ '" Caraga • U ... ... ... 

s.-. ___ ... 1_"-"--' 

From 1995 to 1998, the CPR was highest 
in Region 11 (Southern Mindanao) 

CPR by Residence 
- -,:-:..----

Survey Year 
1995 1996 1997 1998 

1 41.& 45.' '3-3 .3.2 
2 5'-2 51.' SO.3 ".3 
3 56.2 54.1 52.. 54.8 
4 53.1 SO.3 ".5 45 .• 

S ".1 40.5 37.1 ".3 
6 ".3 .... .... 45 .• 

7 .... .... 51.' 51.5 

8 .... 37.8 33J1 37.5 

- .. -----~.-.~--

2000 2001 

"0 ". 
'" ." ... .., .. , 50 • 

lU UO ". '55 
<10 "0 
)'1_.2 ... 
'" ... 
51' ... 
55 .• IO' .. . .21 .. , .n ... ... 
". 15. 

.n . .. -

1999 2000 2001 

51.0 41.0 .30 
03.2 ".2 5'.7 
53.1 5'" 541 
48 .. 48.7 SO. 
43.5 31.7 4Z.0 
47J1 47.' 455 
48.1 47 .• 49.0 
42_0 31.2 ... 

-
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From 1995 to 1998, the CPR was highest 
in Region 11 (Southem Mindanao) 

CPR by Residence 

Region Survey Year 
1995 1996 1997 1998 

2001 

9 ".1 41.7 ".3 '3.1 
10 ... 

1999 

45' 
51,. 51: ~. 

~_o 

11 0.,1 59.~ ~_9 ... v .... 

I 

I 

12 ".2 .. 
NCR .33 49.4 
CAR • 6.8 43 .• 
ARMM 17.8 13.5 

Caraga 52.9 

-.. -_.-... ""-""---

From 1999 to 2001. Cagayan Valley 
topped all regIons on the use of 

family plannong methods 

•• 45.2 
51.1 ." .. 
• 6.3 42.0 

13.0 15.8 ... ... 

! CPR by Residence i 
Region Survey Yeilr 

1995 1996 1997 1998 1999 

1 .'.1& .'" U, Ul $1.' 

2 54' 51.' ... , aX:::::: '3.2 
3 "'"' 54. 52. ... Sl.t 

• 5l. , ... , ... ... ... 
• . " .... '" . " U. 

• 49' ... ... 15.0 ". 
1 ... ... 51 ! s~_s ca, 

• ... 3:'1 .~.J It ".50 42. 

• .. , ",1:1 :'i l ~J .u 
I. !. .... ~ r: !:.l ",":I! ". 
" s .. ' "),; st,'" h~ S'-> 

" ·f.7 .:-: ~ .::: .. ~ • 5 ;- ... 
r.efl: SJ.l -, . s~ , '~.I; ." ';AR .c, 4" ,.,.. ~ to. ,. .. ; , 
.';RJdU l~ a ". ,~ " :: t H! 

Caraga ~2_9 S1 ~ .... SH 

l ~ _.-" __ "_--'SPo-. 

., ... .,. 
47.9 

15.5 .,. 

2000 

£: 
•. '! 

]1 ~ 

41, 
c- • 
37.= .. ' 
,"7.1 

55. 
so • ... , 
~o.· 

1;' f 

47.' 

2000 

4'.1 .'.9 
57.3 ... ... 6O' 
50 • 52.1 

'" ." 
50 • ... ,,. " 1 
47.3 .' . @~ --

2001 

4U 
., 7 ::::> _ 
ii, ... 
42 • ... 
49. ... ... 
, .. " 
"" '" •.... 
....:!' 
,$ ~ 

~. s . i '. 
'~':;' 

w" = 
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From 1999 to 2001. Cagayan Valley 
topped all regions on the use of 

family planning methods 

CPR by Residence 

Survey Year 
1995 1996 1997 1998 

2001 

1 4'.6 ... 43.3 .32 

1999 

51.0 

2 ".2 5' .• SO.3 4I3C,l.2 
3 56.2 .... 
~ Sl.1 SO.3 
S 4'.1 40.' 
6 • '.3 " .. 
7 "6.9 41. 
8 45.6 37 .• 

s-c. ____ ._., ______ 

From 1999 to 2001. Cagayan Valley 
topped all regions on the use of 

family planning methods 

52.0 .... ... 45.0 
371 16.3 
~. • , 0 

5'.) 51' 
3JJI 31.5 

: CPR by Residence 

Survey Year 
1995 1996 1997 1998 

2001 

9 ".1 41.7 16.3 43.' 
10 .... 57.0 , ... .... 
11 59.1 .... .... 55.2 
12 5<.2 44.7 43.. ".2 
NCR Sl.3 49.4 SU .... 
CAR .... 43.' "3 42.0 

ARMM 17.8 13.5 13.0 15.' 

Caraga 52.9 51.5 .... - ----_ . .-.----. 

'31 
410 
41.5 ., . 
411 

'20 

1999 

.... 
57.0 

55' ... 
SlO 
4'.9 
15.5 

52.6 

2000 

jUt 
0" ... 
417 
31.7 

." 

.70 

372 

2000 

ct1 
57.3 

55.' 
SOl 
.. 7 

SO.O 
126 

47.3 

430 
51]> 
,41 
SO. 

'20 <5, 
"0 
~. 

.,., ... .., 
521 
51 J ... 
'5 ~ 

51.5 

@~ --

~51 

I 

1~1 
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PIli commonly used in eight 
(8) regions 

. 

CPR by Residence 

.. ~..-~ .. c 

Pi I! commonly used In ., *"'~ 
IIocos Region 
Cagayan Valley 
Southem Tagalog _c... ...... c 

i" t,,", 
C 

Western Mindanao '-"'-
Northern Mindanao 

' ..... , 
Southern Mindanao 
National Capital Region (NCR) 
Caraga --..... 

,~ t ... 

-.. ---~ -"-",--

Female Sterilization frequently used in 
Central Luzon and other 3 Regions 

I 
i CPR by Residence , 

Fe!!li!~ Sterilization commonly c 

used in: 
Cordillera Administrative Region 0 

Central luzon - ... - " I'S "", 

National Caprtal RegIOn (NCR) -"'- 0 
,f) a-.., 

Southern Tagalog 

--
~_-.. ___ t'_"'"-__ 

~--... -~ 
;t ~' 

........ 

.... .-...._-
"! .... 

. . - .. 
"'-'''''1-

:.......r>_v.-,,,,,. 

@~ --

~ --..... 
".. ....... 

c-_ 
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v_as 

@~ --



, 
, 
i , 
, 
1 

'" , 
• i , 
i .. u 
R 

! 
j 

j 

j 

Calendar Rhythm mainly used in the 
Visayan Regions 

CPR by Residence 

Calendar and Rhythm commonty 
used in . 
Bicot Region 
All the Visayan Regions 
Central Mindanao 

" ---................ 

-.--.-. _ .. _--

Women with at least an 
elementary education were more 

likely to use contraception 

~ . ~ ~' 

CPR by Education! 

c 
P 
R 

19.1 

Educational 
Attainment 

52.4 

........ 
,.~ 4' 

<-

f.,._---. 
c -.... 
.c ___ 

c --" 
:--

"of". 

@~ --
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CPR among women engaged in gainful 
occupation was higher than those not 

engaged in any gainful occupation 

c 
P 

R ./ 

CPR by Occupation 

- Occupation 

41_' 

@~ - .. ------.-.---- --

Among gainful workers. those in service- and 
sales-related jobs registered the highest CPR 

followed by clerical jobs 

.. -
:~t:-! .... 'CPR by Occupation 

c 
P 
R 

"il ~ 
II_~ 

--c::= - -
.- -~---

::,,~ 

< c_ 
~ s...r.c.~ 
! - F..__. F oretII'J ~ 
·-T.-... .-cR.-c:~ ; 
!.Pwf:-=""'~ , 
~-l""""'....c~~ : 
~o -s.c-c- Om • 
"-~~<lnI 
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Female Sterilization was preferred over any other 
method by women who were officials in the 

government. corporate executives and managers 

CPR by Occupation 

E' gOY't officials. corporate 
executrveS and manage~ 

G profesSfOflats 

~ lechmoans and asSOCiate pt'orts 

de"" 

servICe- and sales-relaled JObS 

....... -_.-_ .. _---

Most preferrec 

me''''''' 
-' ~ (17'%) 
.f ca!endatl1!!Yihm 

i140%1 

.T !!!H!!Q!I (155%) 
r caAel"tdar/mymm 

! 15 ~t:.i-i 
, ~ to,t. 8~1 

@~ --
Pill was the most preferred method by women 

laborers and skilled workers 

I CPR by Occupation· 

o farmers forestry workers and 
fishermen 

o trades and related wOOters 

o Plant and machone _ors 
and asoembIeB 

o women taborers and skiDed wor1ters 
Q non-gainful OCCIrpabOn 

----_.'-...... --

J Cfiendarl r!>y!hm 
(127%) 

4 SIl!2!! (1 0 6'li.) 

,if II! (160%) 

4 II! !14 5""1 

@~ - -
5 



, 
I CPR by Socio-economic Status. 

Based on presence of hOUSing 
conveniences/durable goods. a househOld was 

aSSigned a score that will Indicate lis s0cio
economic standing. Then. the househOld was 

classified into either .poor'" or 

- -----,-""---

Overall CPR for non-poor, higher 
by 8.3% than belonging to poor 

households 

I CPR by Socio-economic Status 

'Poor'" 

any method 43.9 % 

modem method 26.7 

traditional method 17.3 

_ ... _-_ .... - ....... --

-Non-poor" 

52.2% 

362 

16.0 

7 
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. CPR by Socio-economic Status 

2001 FPS also provides information 
for estimating the CPR and method 

mix by socio-economic income 

----_ . .-."----

Modern methods were more popularly 
used than traditional methods regardless 

of socio-economic standing 

I CPR by Socio-economic Status j 

@~ --

"Poor" "Non-poor" 

any method 439% 522% 

modem method 26.7 36.2 

traditional method 17.3 160 

@~ --_.---,-"---- --
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Pill was the most popular contraceptive 
method for poor and non-poor 

.. .' . . .. ' I CPR by Socio-economic Status 
'/," . ,";' 
;'t{;, ..... • -J' ••• 
. . ... -.. v .••• .-~ ••••• _. y..... • '. 

Preferred Methods 

'Poor 
- ., 
" 

:~~ .. : ...... Pill 13.7% 

Female sterilization 50 

Calendar/rhythm 11,6 

WIthdrawal 5 0 

-----_ .. _""-'--

Public Sector provided supplies of 
modern contraceptives to about three 

out of four women 

i Public Sector I 
Source of Supply 

<iF' Public Sedor 

Government hospitals 

. Non-poor 

14.3% 

132 

99 

59 

72.8% 

234 

Rural heahh unillurban heahh center 24 8 

-.---.-.. -.--.--. 

Barangay health station 

Barangay service point 
officer/health worker 

222 

24 

@~ --



, 

, 
J 

. , 
J 

j 
• 

;. ,.. 
.. 

One out of every four women had 
her supply of modern contraceptives 

from the Private Sector 

------ .... ...,.-.---

Private Sector: 

Source of Supply 

.' Private Sector 

Private hospilaUcIinic 

Private doctor 

Private midwife 

Pharmacy 

Store 

NGO 

Induslly-based clinIC 

More than fifty percent of condom users had 
her supply of modem contraceptives from the 

private sector. mainly from pharmacies 

----..... _""----

, 
i Private Sector i , , 

Source of Supply 

.~, Private Sedor 

Private hospilallctinic 

Private doctor 

Privale midwife 

Pharmacy 

Store 

NGO 

Induslly-based clinic 

Percentage 

261 , 

106 

1.2 

02 

124 

1 1 

0.5 

01 

~51 

Pe<cenIage 

26.1 % 

106 

1.2 

0.2 

12.4 

11 

05 

01 

@= --
9 
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Wanting a child was the most frequently 
cited reason for non-use of contraception 

. Reasons for Not LJs,nn Contraception 

.' Wants ch~d 

.' Reasons relatmg to 
exposure to contracepbon 

_..-.::. ... ,....... '1\' ------....--. ., .. ..... ---- "., - ., .. ... ~_ 12'" 

! Opposition to use 

r Lack of knowtedge 

.' Method-related reasons 

I Others 

Four out often are less exposed to 
contraception or not at all at risk of conceiving 

21.6% 

59% 

23% 

209% 

89%@: --

. Reasons for Not Using Contraception' 

'--4 Reasons relating to 
exposure to conbraacepbolceolic· 10' 

f,otd diflicuft to get pregnant 
I: menopausallhad hystetectomy 
I Infrequent sexihusband away 
I amenorrheic 
I not sexuaBy active .... 

. ' L«*'ot~ , ... 
"' ... 

e ... 

40.5% 

125% 
97% 
96% 
63% 
22 % 

10 
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Family Planning: 

GINHAWASA 
BUHAY 

(Naliooal Family Planning Campaign) 

RATIONALE 

• Government recognizes the population issue 
as a priority. 

• The steady increase in population produced 
an equaKy adverse impad on lhe quality of 
life among the Fiipino families. 

• Important decisions have been made during 
the 47" Execom Meeling for the NFPP 
including the design 01 a nallOnat campaign 10 
promote Family Planning. 

Basis for the Campaign 
(PrecedelProceed Analysis) 

• Predisposing Factors 
• Awareness on FP is ~ but prxtce is low. 
• CoIbac;;ecAiYe PrevaIInca Rale is 0I'1IV 49% as of 

2001. 

• 19% at abouI2M Women d Reproductive Age 
would •• 10 practice FP ... _10 be g;v., 
infonnod choices 10 IinoIy _ 10 practice .. 

• Exisblg lEe on FP are noI addressng the fears cI 
side effects. 

I i~4 
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PrecedetProc:eed Analysis 

• Enabling Factors 
• t-;aw:aJ Fami.'y Piar.·"lt.-.w !NFP) .~~ :-.o! 

g;",-er. tltJCr. er.~:'\asis =:.i:r.~ F~ ''"2;:'~ 

• rev." :'!ealttt v-roe,s a:-e traInEe O'i ~,;-~ 

• I:-.ad~;.ate ~'1e~ errC;','!O"J$ t.:c·"i~~ :J;"~ FP 
tor h6Q;th worl<ers 

• ?fogram superv'".siorl. not being done :.; ,1 
:jone is ;na~equate aP.er devotut.on 

PrecedeIProceed Anafysls 

• Reinforcing Factors 
• Natiooal De:rograp.~ic a;,d Heah:". Surve, 

and F? surveys not well di$Semina1ed and 
!/Ius no! utilizod for planning FP adi\'ities 

• AtJvocacy not maxiM"'g h<!alth benefits cf 
Family Planning 

• lee materials a'e erthe, absent C< sup;liy 
very limited 

• lEe rnatenals are contrace;>ti"es Cflen!ec! 

ObJectives/Strategies of 
the Campaign 

• increase social acceptaHC8 and practice 
of Family Ptanning by positioning it as a 
desirable and natural part or a successful 
Filipino lifestyle. 

• Generate a valUEHlerived opinion and 
behavior thaI having a small family ;s 
beneficial to health and happiness. 

. ------------_._- . 

2 
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Target Audience 

• Primary - Married Couple d , Reproductive Age (MCRA), C and 0 

T Class 

• Secondary - Engaged couples/alIuIts of 
reproductive age 

I 
, I 

1Y , 
1 Thematic Mes_se 

:-1 
-Practicing Family Planning 

gives you and your family 

a better life." 

iT 
:1 

I 

1 
f Proposed Communication 

Handle 

r Family Planning: 
. GINHAWA SA BUHAY 

1 , 
, 
, 
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Activities for the Natlona. 
Campaign 

• T ri-Media Campaign giving out !hematic 
messages on FP 

• Media Relations 
• Improve standards and policies for FP 

campaign 

• Special Events 
• Monitoring and Evaluation 

Suggested Regional and LGU 
Activities on HP Action Areas 

• Building ..-.r.y Public Policy by HW & LGUs 
• 0' J ] i in"on c:A FP Policy (AO No. 5O-A s. 200 1 ) 
• IIt'UI Local Otl.it_w:::as to ~ FP 
• ~ Sec. Dayrit's poIiCy_ 

• ...... daInG .. CII'I"C8CP'. ~ ~ 'IIIIQFt. 
......... ~Irst..,trUSlbt~ -• lGUs ......... .......,.andQtllllty dal .... d 
FP......,. ...... 1IdIity ..... _ 

• FP IIII!SUQIeI sraIICI suppar1 ~ ~ ICN _ ..... 

Sugguted ... 
• creating Supportive ErMrorwnenI by HW & 

PartnelS 
• Enan~ •• ? ~ .... "tJtIIJdFP 

..... IIIIIi:W .... 1eveS ._HP __ 01_ 
• Conob:t 8Ihocacy ~ ... ",~r ... r .... _ ..... s 
• EtIIIbIIh. ....... and buId aIiInces wIh: 

• ~oIGg , ...... 'oW8grc:.p... .--.-.--• p "~'CMcGfcupa 
• ...... ot.'GOI...s .......... u .... - • 



. I 

~ .. . , 
~ 

.. 
" 
~ 

r 
~ 

Suggested. .• 

• Strengthening eorm..riIy Action by HW & ParlOefS . "'-.. , ..... , .... _--_ .... -
• Otganae ~ tl"of\I DOH Reps and 0Ihef NGOs 
• C<lnOuc:o IEC ~ at"_ 
• ClfVanOze 8HW brigade lot FP 
• e-. -' _'''' coupIo$ ~ FP 
• ~ooOsIing-1ysIOm 

Suggested ... 
• DeWIIop Personal Skills of Target Audiences 
._IEC~-.d __ 

• PrcMcte if*"I."'" on al8QIiIab6e FP meIhoOs _"-_onNFP 
• Sv.ogtI>en IPC 10 increase _ d FP _and_ 
• Condud axnseing aI ail health ~ USIng the GATHER(IniC8$$ 

• Develop Personal SkiDs 
• Support theil.tic: Ii 51 a gee carried by 

_ produced at Ihe natiOnal ....... 

• Repaduc:e ancIJor dis11It>u1e CXlIal8nlls <_. T-Shirlsand posIetSl-
on Ihe ~ pmvided atlhe national ....... 

• Document FP campaign activities 
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Suggeatecl. •• 

• Re-orienting Health Selvices by HW & 
Par1ners 
o Provide FP proIOooIs and tools and ensure 

compliance 

o Integrate FP in other releva;)t campaigN 
events 

o Deploy itinerar.t teams 
o Conduct FP trainings 

THARKYOUI 

6 
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EI De\'eloping Checklists and 'I 
Monitoring Tools for Enhancing 

Quality ofRH Services: 

-

UNFP A Experience 

" 
Mocscs S. SUdHCiIIo., ~w 

NPO!'or RH. l?iFPA 

Natioul FJ' PI ..... WorksMp 
Cce.. CIt)-. MIi~ n.lS, lOIIl 

The RH Programme: 

Use of the Logical 
Framework 

---------------

Back::rouad: 

• 
CI __ 

Prognaune Tool Us< of Ihc L:>cfnm< Maau 

• • N 

• • • 

" 

.1 - t 
/I.~' -

,-- -- ---:-- -- ---!_- -- ------ -- ----. - . 

-· 

• • • __ IIIIIj.~ , __ ........ NK. __ • ,~T_ 
l ----..-,- -.., 



T 

T 
• 

r 

f 

,f 

.r 

.' 
f' 

~rat ... _ 0..,.. I . 
ProvIsIon ofquabf} IN! cender..JmStbYt' cort' RH services ... 

(~~ 

e,!:t'14 
I Farnil; Planning 
2 Maternal Ca", 

..-----

3, RTIISTI'HIV/AIDS 

/'y 

J>rovisal oj quality and geader-sensitive 

~ , . core RJ-I set""ices 

\ \ .... 
'0 
1. Holistic 
2. Empowering 
3. Accessible 
4. EfficieDt aDd comfortable 

Empowering: 

~ cspeciIIty "'amal ~ btcw1sc 
pr- I "'DOIjusl~or~ 

-c:::Iiae.-c rca cIIpiIy'" rapea ItS ~ by $it ........... 
-oe:. c:dIaboa is_ ...... ckmarrII .. De ddMry 

of bald!: ~ SICI'Yica 

-WCllDCll" eaeourap' &0 ~ in h' ckcisioII --.. ....... 

Pru\ ISJOft of qu&hl\ and ceader-seasitn-r can Itt! ""'ca .... ,.... 

v 

\WIdu frd 4_c~oI*~Me:b 
~ aDd bcfII,.,or 01 WOIIICfI ., Bali a'I5IIIr& i,* 
IIftCqUaI m.:.c..s", ~...-atSS"'. ~ ... ~ 
~ bc:ndil -uBCllaad .. ~ 

Holistic: Oat Stop SIaop CODcq>t 

.'icopeof~ ..... -....It .... oIkp 5 ,,-..II 
<6er h:ahtI «*a1IS b ..... -..~ ... -• Yo 'ben sef\1ICU c:a be accc:ssed ~ WOOI!DCII ........ ..r.cn of ... _ 

oIl rs clllml. c:eD1f:m1.1101 pnJp'Ift; fonne4 

A c:cessible: 

·W_ .. _.--.of __ ..... ......-

3 
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STANDARD DAYS METHOD 
• The Standard Days Method (SDM), developed by the Institute 

for Reproductive Health at Georgetown University, is a 

Standard 
Days 

Method" 
modern scientific method of family planning based on the fact that --":::C::c::o'./ a woman has a fixed fertile window within her menstrual cycle during which she can become pregnant from unprotected intercourse. 

• The Institute has come up with the formula that Days 8-19 as the woman's 
fertile period based on theoretical studies done on a large set of data from 
the World Health Organization (WHO) 

Why the 12-day fertile window? 

The 12-day fertile window of SDM is based on the fact that the cycle length varies from time to time. Although studies suggest that women are most likely to ovulate close to the middle of their cycle, time of ovulation also varies from one cycle to the next. The "fertile window' accounts for the timing of ovulation, hfe span of the egg-cell (12 to 24 hours) and the life span of the sperm (3-5 days). 

For women whose cycles are between 26 and 32 days long, this window is from day 8 through day 19 of their cycles. The rule is to abstain from intercourse or use an alternative method during the fertile days where the woman can most likely get pregnant. 

As the figure below shows, this identified window is consistent regardless of 
cycle length when the cycle is within the 26-32 day range' The probability of this window covering all fertile days is highest for cycles within this range. however it also provides significant coverage for cycles that are somewhat longer or 
somewhat shorter.· 

t"t:t< IILE VVINUUVV 

1 2 3 4 5 6 7 8 9 ill 1~ 1~ 1~ 1~ 1! it P if 11 21l 
I ! 2112J2~ 2<4 2! J27 ~E 

I I i 
2~3a3 32 

32-day 
cycle 

1 2 3 4 5 6 7 8 9 ill 1~ 1~ 

_E WII 

11 1~ H 1E l' i181~ 2(J 21 2JJJ2~ 26 

26-day 
cycle 

\~ 
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How effective is SDM? 

The efficacy study of the Standard Days Method yielded good results 478 
women from Peru, Bolivia and the Philippines were followed up for 13 cycles. It 
was found out that women were able to successfully prevent pregnancy while 
using SDM. 

With correct use of method by not having intercourse on days 8-19, the 
effectiveness rate is 95% or a pregnancy rate of 4.7% . With correct use with 
other methods like the use of condom or withdrawal, effectiveness is 94% or a 
pregnancy rate of 5.6%. Typical use of method where correct use of method is 
combined with non-compliance of method yielded an effectiveness rate of 88% or 
a pregnancy rate of 12%"' 

Use of Cycle Beads 

Cycle8eads 

The SDM makes use of a mnemonic device called 
CycieBeads, a string of beads, with each bead 
representing a day of the cycle (called the 'collar" in 
Spanish and Portuguese), to be a helpful tracking 
tool. The Cycle Beads consist of 32 beads. The bead 
representing the first day of menstruation is red, 
followed by 6 brown beads (indicating that the first 7 
days of the cycle are not fertile) These are followed 
by 12 white beads, which represent the fertile window. 
The rest of the beads are brown, again indicating 

infertile days. The woman moves a black rubber ring one bead per day so she 
can tell when she is in her fertile window. 

What next? 

Introduction studies are being conducted in different areas in different countries. 
These studies aim to find out the best ways of introducing SDM in various service 
delivery systems. In the Philippines, introduction studies or operations studies on 
SDM are being undertaken in hospital-based free of charge set up, in 
communities using male and couple motivators, and in fee for service set up in 
private clinics . 

• Arevalo M. Sinai I, Jennings V . 
• Arevalo M, Jennings V,Sinai I Efficacy of the Standard Days Method of FamIly Planning In 
press, August 2001. 
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()Ulltcs r.-IIm I'articipanh 
2"01 NlItionalUisscminlltilln Fur-m (In ~U"1 (lr hllni" I'lannin!! {,'i'min LtUnc:hingl 

I. /I(JII !vli/"Xrfl.\ F('rll""'''': .. 110 .. 1/1'/1 
( 'ndcr.'\(!(T£.'I£lr.\' 

/Jel'orlme/ll oll/ .. ull" 

"SDM Cl'ml'lcm.:nb th.: nth.:r nistin~ natural I,"nily planlll1'),' I1k·,h,,,I, ~I)" ellal:" ,,, 
t:oJ)\'incc the C~llholi( Chun..:h th~1I the Populatioll Program nf I hI..' !!tlh.'llll1h:nt !!I\\.-, ,:qH,d 

importance to natural I~Jllli1~ planning 1l11:lhtl(.h. SI)~-1 C~1Il 'Cf\C a~ th\.' l.·l)·,r~ pc.11J1I l~tI J I' 
actiyiticsisCf\'iccs in areas with local (ion.:nIllH:nt F:\ccutiH.':,\ \\htl .In..' t:PIl"'I.'f\;Jlin.' anJ h,-fil,,"' 
artificial FI' mcthods.·· 

1. Dr lydia S f)ep,.a-Ralll(Js 
/)ircc/(JI" II' 
Rexion /1 
DCl'ar/J)I<'11/ of 1/('011" 

.. , \\()ldJ say that this j~ nn clTcctivc method ror as long no;; the \\ ik i~ L"nn"-C'cnli,lllc;. hI U"-.· 

the necklace there is no rcason l'or f'lilure. It' s simplicity made it more aJ, alll"l'''(\I1~ I; .. 'h" II'" 
of the less-educated wives or mothers as it very mechanical - n .. hr"'n\""~ after the illill,.1 
instruction. 

J. Dr. LOllrdc' ('. I.ahial/o 
Direc/or /I' 
Cell/crlor ",,011" /)""c/"IJll1ell/ - ZUIII""""X" ?Cl1il1\lI/0 
Dcparllllcl1l til I/('{I/I" 

"SOM is simple method. easy to 1t."Jeh and learn. and ca" tt> ""'. 1',,,dic,,1 ,\;" ,111.1 
make \\'omen IInd.:rstand their Icrtile "ind(,,\. SDM is ac.:.:ptahk 10 rc-IIl""'" ~r""p" \\h,' "'" 
against family planning. Emp<.l\\ers W('mcn ,'n ho\\ and plan 1,)[ th.:,,· ""llil~ 'lie' 

.J. Dr. ·.lIi/axro.' fll/cllO-flocII., 
Din'clor /I' 
Rcgioll ''III 
Del'arllllcnllli /lcoll" 

"I had been lecturing about NI'P but this method makes it simpler for couples to folln" ~ 
prefera!lly for those couples who have no problems on being forgetful because this entail, a 
conscious effort on the part of the couples to move the ruhocr !land and a Jot of discipline during 
the fertile period. Resources to manufacture the necklace - if none. prohahl: sell til<' nedbc'c ;I' 
cost." 

\~ 
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j Or .\lOl"dlll I!<'I/ohat<, 
/Jir('clol" /I. 

ReXiol/ '11 
Ikl'ol"llIIel1l 0111<'01111 

"S()M i, an e,rc<:li\(~, ,"k, nl'\\ dHlicc of I:1l11ih r1.1I1J11I1~ mclh",J \\llId ... ",,!,I h,· (lcccptahic ((1 dj~ntsi<,:ollplcs \\hnsl...' COI1\-il'linll (If r\..'ligIPu, dl'lhlll1lllalll l n C;lI1flfll ;:1\..-\.'\..'1" rll\,: anificial cnntrau .. 'pli, l: nlt:lhod<' 

ri. /Jr. ( 'horilo . h. il('/1 
Oir('clor II· 
( ·('/1/er lor I/('ollh D("'I!/ojlll1(,111 - (' .. IR .. f( d 
IJeI'£Irlllle/1/IIII1I!(lllh 

"Thanks for the opportllnil~. "The /'(\\\er of Choice' i, the Ix',' "tl!,:Jn ''''r S()\l I hi, will be a "springhoard" I<,r hellL'r ;lI1d "id"r horiztln \\hi,h \\ill be kll .h a kg;I<:~ II<H\ ,Ill.! 
hc~ond'" 

- Dr. I.ore/O fJ R'J<llIem 
Director II/ & ()I(' 

( '('/1/erli,,' I-illllift· and /-.'IIl'ir(lIllI1('/1/all "'afth 
DCl'orlll1('1I1 01 ! "'(111ft 

hCoJltrihlilC Itl flll...'l"ling unmcl Ill.'eth. (OtHl\"t .. 'n Iradllinn;d I P " ... cr. ... It\ I1h"<.kr1l. HIl',,: scientific and rcliahle- natural I:nni" ,,"'"lJing.'· 

S .III' 'y"lilo.lf I}lIilemx 
/)irector 
1'( IN '( JM Reg '11 

"For SDt>.l to succeed, it mllst be accompanied t>y \allle, darificafi(lO !'Cssions as \\dl a, orientation sessions that will re-enlorce the will and ahility l.f <!CO:pfl'I'S .. , his rf(\hat>l~ can "pen fhe line between Catholic church and government." 
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'\;llium.1 m"crninalifln Fflrm un SI)" fir rami" l'l:lnning (Luwnl 

I fJr Uhclll1 /' Y;('lo 
/ >irec/or /I 
/«'g;1I11 II/ 
I )cjJar/I11('JlI of 11<.'01111 

"SJ)r-d makes it easier lelr CI..'l1h . .'r fi.lr Ilcailh J)I..~\ 1..'lorl11\.'111 III IIHl'km ... ·1l1 SJ)\I";1 htnl In dclL"rlllinc f;':rtifif~ pcrind ;lIld t:llupk's 10 pr;lclic,": n;lllnaIIlH:lhtltJ,.·· 

2. /J,.. (;erardo " IJl~n/g(l 
/);,.,:c/or /I' 

Region " 
/ h'l'"rlll1('11/ II/ I/('{I/!I, 

"~fa~ ktHlling inl0rmatioll omissitlll "Ik) sex" during In\.·Il~l1u<l1 perind SD'f i~ a l'Jllli.ml slrategy tll push the' natural "'mil~ planning "lJmponcnl "fthe RII I'ro~I'''ll \cTcptahlc alI<I C;l" to disscminate or implement. Concretize a rather abstract concL'f'1 thai " natural fam"~ plannlll~ May konling rdigious likc\\ise becallse of the beads (jusl like a rosar~ ,."' 

3. .1 fiT/iii /(. Sural"" .. \If). ,\!I'II 
(He 
N<!gilJ)) /. 

1)('jJorlJlIC11I of II<!alth 

"\\'ekOOle tre"t to l". Bienl 11;" ing high Jl:rtilil\ laic. inne,,,,,,~ :rend t>'lc'c'n"gl' pregnancy. high Ullmct ncc:ds ftlr I~lmily planning. Itn\ ('1'1{ and ~trt"'g t lPf,<"i1 i(tll ttl" the l'lulI\:h and (lthers. SJ)M may he "n.m,\\er tll "II (lflhese." 

-I. .lfr. ForteI' (j I'uguo" 
Director 
/JurCClII t?lII 'orking ("tllltlilion'i 
D('parlllJ('J/1 of Lahtlr lind EIIJI'/o'II1<'1/I 

"Initially, my impression is Ihat SDM is indeed simple ~l1d easier il' \Indersl~n" ~Ikl practice. Ilowe\cr, I beliC"e Ihat Illr its dlediveness il requires the full P,1I11Clpation "f the husband. I also believe Ihal SOM should be promoted on a multi-agency approach, considering that populalion is a key factor in must of Ihe other sen ices of Ihe go\·emmenl. li~e cmplO\lllenl. health education amI social \\Clf:lre sen'ices." 

5. (;('rOrtJilo F ('riC, ,\I/) 

I Co 2. 
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--It's tI si.npk. prc:u':lin.' 1ll\..·tht 1d ~I"'h,k' Ifnmlh ... " Inn~ ~lh ... tjlt\.·lh.:I.·I'\,.·n,l(1. I , .. :.: Iii.: \..11,1 "f 111\" 
nee)..I,IL"l,.' could lx' a hi.lrril.T and "'''fllI.: 1I1Ilt)\alinn, Ih:,.:d II) Ix' d~llh.: 1(1 r\.'dll(4.: t.:tl, .. (I", •• _,. oth,:r cheaper sut"lilule dc,·;"c.·· 

Ii ':'l'crctlDI /)"" IlI1g 
FnTIlIi1\' Director I'"'' h'''era/i''!I/"r .\II' 

"12 d .. y~ ahstincnt'c C~lIl still h\.' cli;dll'llgl.'d fnr h . .'t;ular l.·~l-k· /\1\.,' ~h.l-' • .'rl.lhJlit~ ... lth.lK' lined lip I,,,· 01her area.'·'" 

Quotes from Participants 
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STANDARD DAYS METHOD 
•. The Standard Days Method (SDM). developed by the Institute 

for Reproductive Health at Georgetown University. is a 

Standard 
Days 

Method
M 

modern scientific method of family planning based on the fact that~~:c::d? 
a woman has a fixed fertile window within her menstrual cycle during which 
she can become pregnant from unprotected intercourse. 

• The Institute has come up with the formula that Days 8-19 as the woman's 
fertile period based on theoretical studies done on a large set of data from 
the World Health Organization (WHO) 

Why the 12-day fertile window? 

The 12-day fertile window of SDM is based on the fact that the cycle length 
varies from time to time. Although studies suggest that women are most likely to 
ovulate close to the middle of their cycle. time of ovulation also varies from one 
cycle to the next. The "fertile window" accounts for the timing of ovulation. life 
span of the egg-cell (12 to 24 hours) and the life span of the sperm (3-5 days). 

For women whose cycles are between 26 and 32 days long. this window is from 
day 8 through day 19 of their cycles. The rule is to abstain from intercourse or 
use an alternative method during the fertile days where the woman can most 
likely get pregnant. 

As the figure below shows. this identified window is consistent regardless of 
cycle length when the cycle is within the 26-32 day range' The probability of this 
window covering illLfertile days is highest for cycles within this range. however it 
also provides significant coverage for cycles that are somewhat longer or 
somewhat shorter." 
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QUill.:, r.-um l'arliciplInh 
2"" :"ialilln:tlDisscminllliun .-urm (In ~1"1 (lr rlllnih I'Janning (,'i'min I.aunchingl 

I /lon MilaKm, I"'rllalld,,= .. 1/1/1/1'" 
L'IIc1"rsecrelar.1' 
Del'arlmenl of"! {"a!ll, 

"SDM o"npl<:I11<:nto, thl' other e\istint; naturall'lI11il~ planning nll'lh."h Sf)l\f Gllal~SII" 
COIl\ inc.:c the Catholic Churl"h lh;.)( till..' PtlpUlalitlfl Prol!raHl 01 111\: !.!~\\\.·rnm\.·nl g!\~' \.'tIH.d 

ionport;mcc 10 natural ramil~ planning l11elh"d... SIl\·f Gill 'l'I\C '" II", l'IlI~ ",''''I ,;.: II' 
acli,-itit:s/scn ices in areas \\ilh IOl'al (i(l\'l·l"nIl1l...·nt 1-.'\l.'t:lJlJ\L'''' \\h" ;11'(' \."t1Jhl"l\.all\C anJ h .. ·III'\.· 

artificial 1'1' 111"lhod,." 

J Dr I,ydia S D<'l'r{l·Ral11t1\ 
Dirn'/Or /I' 
Rcg/(J/l /'1 

DCI'"rllllel1l "I /IcIII," 

"I \\(Hlld S;I~ that this is alll'lll"l'lin .. ' IllclhnJ for as Itln~ .1' 111 .... · \'lk J .... \.·pn'\.i ... ·nth'u~ Itl " ........ ' 

Ihe necklace Ihere is no reason J(,r hilure. I'-s simplicity maJe ;1 m"r,' a,,, anUg"'us I"r Ih,' ''''' 
of the less-eduealco \\"I\'es or mothcrs as it "cr\ mcchanical - n" hraim",r" "fler Ill.: 11111,,11 
inslructlon, 

3. Dr. LO/lrdes (' /."hiol1" 
Direc"'r /I' 
Cenler tiJl- I It'LI/,h I)Cl'f:/OPJl1l'l1l - 7.al1]holll1ga PcninHllu 
Dt!l'arlmelJ/ of 1/,,"/1" 

"SOf\-t is simple Ill('lhlh .. i. CilS~ to tcach anti It'anl. and I.:a'~ 10 lbt".' PI.h .. -IH .. "al \\.I~ ,Uhf 

make women unocrs\;!nJ th"ir krtil\! \\ inoo", SDM is ac.:.:ptahk III rdlg",'" ~wur' \\ h .. _"c' 
against family planning. Empowers women on how and plan J(lr Ihcor 1:',llIh ,i/e" 

-I. Dr :Ifilaxr".\" /1"c",,·/1acll.' 
DireclIJr /I' 
Region nil 
Del'"rlmelll "rl/ca/I" 

.. , had been lecturing about NFl' hut this method makes il simpler for <:ouples I" (..,1<",; 

preferably for those couples who ha,'e no problems on being forgetful l-occausc this enl;!il, a 
conscious effort on Ihc part of the couples to mo"e the rubl-ocr band and a 1,'1 of discipline dllring 
the fertile period. Resources to manufacture the necklace· if none, p .. ohaH~ 'l'l! Ihe IKe'''''','C ;0' 
cost 
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"' /)r .\Ionla II N\'J1aharl' 
IJirtT/(/r /I' 
Nl'~/f'" 1 /I 
/)c[>(//"I/1/('/1/ (/f Ill''''''' 

"SD/\I is an efrccti,,:. sal.:. ne" dwilT (,f 1;lInil~ pl;lIllllng Illl'lhod \,JlI"h ",.,,1.1 h: accl:ptaoic Itl dicllts'l:oupic:-\ \\hl)S\.." ulJlyit.:llllll 01 rl.'ligiPll'" (,knnllllll~l!lnl1 l",mllpl ~h.'-l"·1'1 lih.ar1iJiciai conlfacl·rti\t,.· I1h.:(h,)(.1 .... '· 

f, I)r ("hanttl .llI itcH 

/)ire('/or I" 
( 'cll/('/' for Ile<lI/" /)el'c/0II/l/('1// - ( ·.I/U( ;,1 
/)cl'''r/'''c,,/ (/f IIl'"I/II 

"Thanks fnr thc 0ppoI11mity. ''The Po\\cr of Choicc" is the I""t ,Io~an fnr \/)\1 I h" will be a "springhoard" for beller and wider horizon "hieh \\ ill he left ," " Icgae~ no" ~!ltl hcyond!" 

- IJr /.ore/(/ n R(/,/ucl'l! 
J)irector III &- ()Ie 
('en/a for f-(mli~l' all</ E"l'irol1l11el1lal /lc"l/ll 
Dcp"r/lllellf of'k,,"" 

"Cnntrihlltc tn meeting unmct needs. Con\ert traditional 1·1' "'CIS h' m(l,km. milr,' scientirl( and rdi"hlc natural family planning," 

8. Ifr -"o/i/o ,It Qui/'/11g 
/Jircc/o/" 
PO!'( 'Oil Neg 1/1 

"For SDM to succeed, it must be accumpanied by values clarification sessions as \lell a_ orientation sessions that will re-enforce the \\ill and anility of acu:ptors, This prohably ean "pen the line betwccn ('3tIH)lic church and govcrnment." 
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The objective of the 
projecf is to assess FP 
counseling program 
performance 
Assessment contributes 
to efforts to improve the 
quality of FP counseling 

Improved quality FP 
counseling is vilal 
because if-
~~bt«es to OWfilU c~nt 
...... action 

!!elps ensure informed choice 

!mpr~$ FP contir'KUtion larts 

frornotes clients as dKisk)n.. 
milkers 

Quality FP counseling 
leads fo better abilitylo 
meet the country's 
Contraceptive 
Prevalence Rate (CPR) 
targets 

7 geographical sites -

_. .. ... I 
Luzon I ;'rnr wen H l;a f ~ 
VlUY.n j ~ -!~ ! \ 

i 
~~;~ :~ 

Assessment teams will 
spend about 7 days in 
each site 

~ ..... +,; ... c. 
0., 2. S1at~ 1 4 

D.tyU 'J'atS~~1III,IIiI 
~~dnc 

0.'1,""7. Ttvee~ ~ 
-~~~~
~} 

Project timetable -
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/'/WI'OSEV /i\/J'LD/E:-OT/:-OG Gl'/J)EU,\E~ J:-O TilE 
CREAT/O:" Ai"V O/'E/tATJO:\'AI.IZATJO,\ OF ITJ'\ERA:-OT 
TEA:\/S FOR YOIX:\,T AHY STEHlUZATJO:-O (\·S, SEH\'JCr.:S, 

Background 3ntl Ibtionale: 

The ultImate goal of the actl""es undertah'n by Ihe IIqWll1l('JIl of IIcal1h's Fanlll} Planning program has alwa)'s been Ihe 1I1lprol'eOlcnl of Ihe 4,,"1.1) "I hie lIf the hilp,"o fallllly The efforts of the program to promote the spacing or hmllmg ofa l'Uuplc', dllklren amI planning the number of children according to the couple's deslfe" are done 1I1Ih th(' "'tended results of healthier families enjoying a good quahlY oflofe. 

The provision for Voluntary Steroli7.ation (VS) 'en' ices .. wheiher b:lateraltubal ligation (BTL) or vasectomy is an imporlant component of the Deparlmen! of lle.hh's family I'lannmg program. However. in the 1998 demographic surn~y thefe IS a 51 tl D unmct demand among \\ omen ofreproducti\'e age. or Ihese fllldongs, II has been Idenllfled tl,", thcle :s a 21'''. lI!ln~! demand for contraception among couples \\ho do not W<lnt 10 h;ne addltlona! c:hdJrc'fl (ur \\btl \\.ould want to stop childbearing). \Vhcn specifically translated 10 1l1lmhcl~_ 1I11s. Indud("~ :lpi'ro'lI1lald~ 1.1 million potential \"S cl,ents, "ho arc unahle 10 al'all of tlles<' SO" Kes. Tllerc IS also an eS!JJl13ted 300,000 to 500,000 abortions per ye"r ,ntheatmg a huge IllII"b,,, lIf unplanned, unintended or unwanted pregnancies, 

The current use ofstlrgll:'alcolliraception JOl"llll1ClltS a melc 10 ~'-' .. F5C' ufhdatcralluhal ligation (BTL), and O.2u~ use of \'asectoIl1Y clearly ,III1'lratlllg Ihl' ullmc'l demond Ii" ,><"rnul1Cnt contraception. that requires an urgent and concerted at'lion to IcmltHCC Ih.:- pasl :mJ f..."lfl!!,omg: efforts III strengthening Ihe VS program. AdmIttedly hy ,ts IUy ""llIIe .• 1", pr""""" of \'S services had encou'ntered bigger programmatic challenges compared ,,"h ,)ther rJ' methods. Precisely to respond to the unmet demand for permanclII contracep',on. Ihe DOli and other L.ey stakeholders have been working to put IOgether and Implcnlenl a plogram to nuke '1ua"!y \'S services available to Fllipono couples. Prel"IOUS efforts undertaken under Ihe "S program IUle included the following: 

I) Improving a\'ailabili!), and acceSSIbility of scn'ices through aSSlSlan.:e to upgrade 
DOH and lGU hospitals to become VS eapahle s,les "II" appror"atc equIpment and trained VS providers. . 

2) Selected DOH-retained reg.onal hospItals and Illedleal celltees had als... be .. " 
strengthened to become funclionallraining c .. nlers for VS 

3) Strengthening Ihe capabiht)' of key FP staff III the Reglon.llkalth Offices to become 
effective monitors of the VS program . 

4) Improving referral mechallIsms between the peripheral field health unolS and Ihe \'S 
service sites to strengthen dlSSel1lU1Jtlon of InformJtion l'!} thr 3\JlIab~l:ly of V5 

(/~ 
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services to the patients and chents inSIde hospllals 3S \\ell as outSide In t~ surrounding community. 

5) ProvISion ofaug",entatlon funds/external resources through spec.al projects to neduce 
costs of the procedure (ineludmg drugs and supplies) to make the procedure more affordable. 

On top of these efforts. it was recognized that among the hngermg causal factors that contm..., to hinder clients from availing of VS services mclude physical/geographic inacceSSib,lity and t~ limited number of VS sites which have the capability to routtnely offer \'5 servIces. Anot~r persistent constramt involved the transportatIOn costs that would ha'e to be shouldered by t~ clients. hislher companion (usually a member of the family), and the Barangay ~ahh Worker. If the referral VS hospital is far from the client's resldcnce. 

All of the above constramts could be adequately addressed by the fieldmg of outreach \'S teams and by bringing the services to the communities where the potential VS chents live. 

The Department of Health AdmmlStrative Order No. 50·A s. 200 I speCifically states. that -all DOH-retained hospitals shall create FP Itinerant teams and make t~m a,,,,lable for dispatch to respond to the needs for surgical methods espeCially in urban and rural poor communolles·. Furthennore. "family plannmg shall form part of the standard sen'lces to be delivered by t~se hospitals in all its medical missions and outreach actmtles'. 

This Order is issued for compliance by DOH-retained regional hospitals and medical centers. 

CO"erage and Scope 

The coverage and scope for the proviSion of Itmerant VS services shall ,"elude areas m the country where there is a need to bnng the VS services directly to communll'es where lbe chents live. The DOH Center for Health and Developmenl in coordmalion With I;,e concemro DOHretained regional hospital or medical center and the LGU community shall Identify t~ areaS. These shall include the following: 

a) Conununities where there is a documented demand for permanent contraception and ... ~ trained service providers are nOI available to pro\"lde \'S services. 
b) Conununities where the exist 109 VS Sites are madequate to meet the dem,md for VS . 

Creation of Itinerant Teams 

A) Organizational Structure 

The itinerant VS teams shall be organized in all DOH-retained regional hospitals and medical centers. which shall serve as the base of the team. There should be a mmlmum of two VS teams per hospital. The Chief of the respective regional hospital or medical center shall be responsible for the creation and organization of the teams. A hospital order shall be Issued to create and operationalize the itinerant VS teams of the hospital/medical center. 

B) Staff Composition 

One itinerant VS team shall be composed of the followong : 
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a) A BTL surgeon who is proficient in the mmllaparotomy under local anestheSIa (MLLA) procedure 
b) A trained Vasectomy surgeon 
cj A surgical nurse or midWife 
dj A circulating staff 

IV. Operationalization 

Aj Senice Delivery 

I) Facilities, Equipment and Instruments 

• The venue or itinerant outreach VS sites shall be m a hospllal (DOH or LGU managed) with operating room facility that complies wllh the mmimum requ"e~nts for performing minor surgery. tubal Iigallon. and vasectomy procedures. 

• For the health center or non-hospital venue as lIinerant VS SlIe. It shall be refurbished to comply with the minimum requirements for prm'ldmg ML'L'\ and NSV. 
For ML,LA. a space IS Identified that could be refurbished to SImulate an operallng 
room that is restricted and measuring 3m x 3m x 3m In Slze. and prO\'ISlOn for a ~ml· 
restricted area. 
For NSV, this procedure could be performed In a c1mic that IS enclosed, well 
ventilated and with fly-proof windows. 

• The itinerant VS tearns should be equipped with a mmlmum of five mlmlaparotom)' ~1S and three no-scalpel vasectomy sets during each scheduled itinerant VS ~r"ice. The team shall bring with them an OR table. OR light and a mml-stenhzer or boiler If necessary. 

2) Drugs and Supplies 

• The DOH-retained hospital or medical center shall mamtam a ml",mum stock le\el of 
drugs and supplies adequate for a total of 30 clients for each scheduled lunerant \'S service. The itinerant teams should bring to the site drugs and supplies that IS equi\1Ilent to 30 clients per itinerant service. 

• The Regional CHD shall ensure prOVision of au~ntation support for drugs and supphes for use of the itinerant tearns in the DOH-retained hospitals 
• Alternatively and whenever appropriate. the outreach VS site or the LGU community may be tapped to provide VS drugs and supplies 

3) Manpower requirement including duties and responsibiliries 

a. Itinerant team 
• Two itinerant VS teams shall be dispatched during the scheduled itinerant ~rvices. 
• The itinerant VS surgeons shall be responsible for screenlDg and final selecllon of chents. verification of informed consent, assurance of quality of care. IDcludlDg proper infecllon prevention practices. 
• The provision of voluntary sterilization shall be performed in accordance with the DOH approved minilaparotomy under local anesthesia for female chents. and no-scalpel vasectomy technique for male acceptors. 
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• Members of the itinerant VS team must ensure proper exammallon and mOnltonng of 
clients in the immediate post-operatl\'e period and upon discharge on the same day. 

• The itinerant VS team shall be pro\'lded wllh cOpies of the records of all BTL and 
Vasectomy cases performed and shall be responSible for submllllng repons of 
performance to the DOH· Center for Health and De\ dopment eve,y month 

b. Staff of the outreach \'S site 
• FP counseling shall be provided by tramed stafT of the outreach \'S stte and shall be 

available to conduct counseling actl"llIes regularly and dUring the schedukd outreach VS 
servIces. 

• There should be medical staff available at the outreach VS site who shall be responsible 
for follow up of post·BTl and post· Vasectomy clients during the scheduled follow up 
visit. 

• . Staff of the outreach VS slles shall be responSible of pro\'idmg both verbal and "'Tltlen 
post-operative instructions and follow-up schedules to the client pnor to discharge. 

• The staff of the outreach VS site shall keep the chans/records of all BTL and Vasectomy 
clients, and these shall include complete name of client. age. address. number of children 
and date procedure and procedure performed. 

4) FP Counseling and information dissemination aeth'ilies 

• All clients undergoing BTL or vasectomy shall undergo FP counsclmg pnor to the 
procedure. The staff of the outreach VS Slle shall be tramed to pronde FP counseling. 

• Informed consent shall be explained and Signed by the \'S clients dunng the counseling 
seSSIon. 

• The Center for Health and Development shall be responsible for coordmatmg actintles 
With the Local Government Unit in relallon with strengthening referral activilles. linkages 
with other NGOs, and information dissemination for outreach \'S serylCes. 

• The barangay health workers shall be tasked to Identify potential chents from the 
surrounding communities and refer them for appropriate screenmg a~d counselmg to the 
outreach VS sites. 

• Appropriate referral forms shall be utilized by the refemng units. anJ adequately 
documented, both at the referring and referral Units. 

5) Schedules 

• The DOH-retained regional hospital or medical center shall coord ,"ate with the outmlch 
VS site in arranging a 2-day schedule for Itinerant VS services to be regularly conducted 
on a monthly basis. 

• The CHD shall assist the DOH-retained hospital and the Itmerant \'S Site in the 
appropriate scheduling of the itinerant VS servICes. 

B) Financial Resources 

a) The DOH-retained regional hospitals and medical centers shall ensure that funds for 
itinerant VS teams including medical missions and outmlch serYlces are incorporated m 
their regular annual budget. This is to reiterate the same pro"lslon in the DOH A.O. No. 
50 s. 2001. 

b) The DOH·Center for Family and Em'ironmental Health and the DOH Center for Health 
and Development shall provide assistance to the DOH·retained regional hospllals and 
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medIcal centers by prondmg augmentallon funds to support thc \·S program meludmg 
the IItnerant VS teams. 

Supenoision and Management 

a) The Chief of Hospital of the DOIl·retamed regIonal hosPJlal and medIcal center or hIs designate shall be responsIble of ensuring that the Jlmerant \OS teams are operatIonal and 
functional as pro\Oided for in the guidellneso 

b) The DOH Center for Health and Development m the concerneJ regIOns shall provIde 
o\Oersight 10 ensure Ihal Ihe regional hospitals and medIcal cenlcrs are del,,·enng outreach 
VS sen-ices Ihrough Ihe Htneranl VS leamso as they had been mandated 
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Training of Trainers on Minilaparotomy under Local Anesthesia 
in DOH-retained Medical Centers and Regional Hospitals 

Region 

I 

, II 
" I 

I III 

I 

IV 
I 

V 

VI 

VIII 

IX 

X 

XI 

XII 

• 
Caraga 

Tolal 

I/ospital 

I. lIocos Traming & Regional Medical 
Cenler. San Fdo. La Union 
2. Velerans Memorial RH 

. Dayombong, Nueva Viscaya 
3. JB Linggad Memorial RH 

I San Fernando PampanRa 
: 4. Dr. Paulino J Garcia MMRC 
2 Cabanaluan Cily. Nue\'a Eciia 
I 5. Balangas Regional Hospilal 
, Balangas Cily 
I 6. Bicol Medical Cenler 

Naga Cily. Carnarints Sur 
, 7. Bico) Regional Training & leadllng 
i Hos~i1al. LeEas~1 Cill , Albav 
I 8. Corazon Locsm Memorial RCiHonal 
1 Hos ital, Bacolod Cit -

'I" 9. \\'estem Visayas Medical ecnler 110110 
Ci 
10. Vicente SOllO Memorial Medical 
Cenler, Cebu CilY 
II. Gov. Celeslino Galla ... Memorial 
Regional Hospilal, TagbiJaran Cily, 

; Bohol 
12. Easlern Visayas Medical Cenler. 

; TaciobaD CilY, Le}.e 
i 13. lamboanga City Medical Cenler. 

lambaonga Cily 
14. Northern Mindanao Medical Cenler, 
Cagayon de Oro City 
15. Davao Medical Cenler 
Davao City 
16. Davao Regional Hospilal. Tagum 
City. Davao Norte 
17. Calabalo Regional Hospilal 
COlabalo CilY 
18. Baguio General Hospilal & Medical 

I Center. BagulO CIIY 

19. Rizal Medical Cenler 
Pasi Ci ,Metto-Manila 

! 20. Jose R Reyes Memorial Medical 
Cenler. Sla Cruz, Metro-Manila 
21. Easl Avenue Medical Cenler 
EaSI Avenue. Quezon City 
22. Eulogio Rodriguez Memo"al Medical 
Cenler. Marikina, Rizal 
23. Caraga Regional Hospilal 
Surigao City. Surigao Norte 

23 Hospilals 

Public Sector Project - DOH 
05123/02 

Val< o/TOT 
Trai"ing 

Sepl<n>bor 4-8 2000 

August 21-25 2000 

I Sepl 18-222000 

i Oclobor 2).]7 2000 

Oclobor 2-6 2000 

! Oclobor 16-20 2000 

Oclobor 2-6 2000 

OclObor 16·202000 

March 12-162001 

No\' 6-10 2000 

1 Dec 11-152000 

Nov 6-10 2000 

Dec 11-152000 

January 8-12 20U I 

December 4·8 2000 

December 4·8 2000 

Ju~ 18-22. 200 I 

: October n-27 2000 

January 8-12 2000 

I November 20-25 

1
2000 

I May 7-11 2001 

January 2002 

June 18-22, 200 I 

I "'time of T,II;nh/ Trainns 

Dr. Ge-rardo Garcia 
Dr Aurora Vakkz 

' Dr. Wilham Dh.ldy 
Dr. ()delle Tla·\"alellClJI 

Dr. Agnes Gaddl 

Dr. Teodora M'''as 
Dr. Kristine [siano) 

Dr. Angelma Villena 
Dr. Pedro COfTWI Jr 
Dr. Anloma \"IJgtron 
Dr. Calherine Duban 
Dr. Anty Rlver;3 
Dr Glerub Suso~ 
Dr. Luz AhereJos 
Dr. Marlon Tabh an 

Dr. 
Dr. 
Dr. Maya TTiOIdad-Ar-.neg 
Dr Stella Maris Amora 

Dr Emma laplana 

Dr Suzell~ \tonluno 
Dr F IIrna A barq .... z 
Dr Carol me Onnuco 
Dr. Edna Palabnca 
Dr. Ameha \'<g. 
Dr. AhCla La)'Ug 

Dr. Agnes Resunttion 
Dr. Amelia A~ 
Dr Glor .. Redobk 
Dr. Nurhrub Arufl1>K 
Dr. Mildred Tones 
Dr. JtsS< Din 
Dr. M. Rosario Pa 0 

Dr. Carrnmclla Solidum 
Dr. Ma Carmen \-edo 
Dr. Manna Alcalde 
Dr. Benjanun Curnca 
Dr. Manuel Ramos Jr 
Dr. Elenila Mojica-\'eloso 
Dr enSiIn. r.bolla 
Dr Amy Estrella 

42 

I 

~ 



-.- .-

1 
I 

~ 
! 
1, 
r 
J 

) 

! 

J 
r 

, 

1 
'1 

I , 

r 
I 

-r 
j 
f 
r 
r 
r 
r 
r 

VOLUNTARY STERlLlZA TlON (\'S) STANDARDS 

VS is a permanent FP method. It is an elective surgical procedure and one of the 
safest choice available for couples who wish to end their fenility. \'S can be 
performed either on a woman (procedure is called bi lateral tubal ligation) or on the 
man (the procedure is called vasectomy). 

Guidelines 

I. On informed Choice 

II. 

I. VS shall be provided to any individual who has voluntarily decided to 
undergo the procedure regardless of his/her age, marital status, religious or 
cultural background, occupation, number of children, or age of the 
youngest child. FOR AS LONG AS infonned choice is ensured and the 
informed consent is fully understood. 

2. L'lformed choice shall be ensured for all \'5 clients especially those for 
whom the procedure is medically or surgically indicated. 

3. Before the procedure is perfonned, the VS client, natural or legal guardian 
must sign the infonned consent after fully understanding the six (6) 

elements thereof. The consent of and/or signature of the partner is not 
required. 

4. Informed consent for mentally disabled \'S clients who are not capable of 
understanding the six (6) elements ofinfonned consent and decision 
making should be secured from the client's natural/legal guardian. 

On the Procedures 

I. For all VS clients, the standard procedure is mini laparotomy under local 
anesthesia (Pomeroy method) unless contraindication exists. The 
following conditions may require other surgicaV anesthesia techniques: 

a) Extreme obesity (8M! = 30) BMI = [weight in Kg -:- (height in 
meters)2J 

b) Previous history of abdominal or pelvic surgery 
c) Previous history ofpeJvic inflammatory disease/so 
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2, Fcmale sterilization proccdurc should be perfonncd in a hospital opcrating 
room and accordin\( to DOH standards: or in a "simulatru" OR sCllin\( for 
non-hospital venue~, ' -

3, For male \'5 clients. thc no-scalpel vascctomy techni4ue should be Ihe 
slandard procedure, 

4, Pre-operative c,'aillation of all \'S dicllls should Include complclc mruicJI 
hislory. physical and pe"'ic exalllinalion, Laboralory lest such as CBe 
urinalysis. pregnancy Icsl ami olhcrs arc /lot necessary and,/ltJIIltlllllt he 
pcrfonncd roulinely unless clinically indicatcd, 

5, The procedure should be perfonned by a duly cerlifiru VS provider, 

6, All facilities providing VS services should ha,'c al Icasl one lrainet! FP 
counselor. 

7. Thc slandard drugs for female \'S ;IIC: 

• Meperidine (Dcmcrol) 50 mg by sic", IV push for analgesia 
• Diazepam (e,g. Valium) 5 Ill)? by slow 1\' for sruallon 
• Lidocaine 2% or I % for local ill1eslhesia 

If these are not available. Ihe following altemati,'c dmgs llIay he used 

• Nalbuphine (!\'ubainJ IO-mg slow IV or BlItorjlhanollarlralC 
(Stadol) I I1lg slow IV or 2 IIlg 1M for analgesia. 

• Midazolam (Donnicum) 2.5 - 5 mg slow'" for se,iallCtll 

If diazepam ampule is not available. the diazepam tablet (5-10 mgl ma)obc 
given orally 30 minutes prior to Ihe procedure 011 all empl), slomach, 

Antibiotics are NOT routinely given or prcscribed posl-opcrali"cly . 

8, The usual drugs used for no-scalpel vasectomy (NSV) arc local anesthesia 
(Lidocaine 2%) and an oral analgesic thaI is prescribed post-opcrati"ely, 

9. Clients for bilateral tubal ligation under local anesthesia must be placed on 
nothing per Orem (NPO). except medications. for at least four (4) hours 
prior to the procedure, Clienls for "aseclom), are not re4uircd to be placed 
on NPO, 
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10. When done under local aneslhesl<l. post-BTL cllenls \\Jlh une\ enlful POSI
operalive course may be senl home oncc Ihey arc fllll~ a" J~e and Can 
lolerale oral inlake of food. Minilaparotomy under local aneslhcsla is 
considered an outpatient procedure and docs not reljllile admission for 
o\'emight stay al the hospital. Posl-NSV chenls can go hOllle after Ihirt~ 
(30) minutes observation. 

II. The following are NOT rollline procedures lor \'S: 

• Shaving the perineal area prior 10 Ihe procedure 
• Urelhral calhelerizalion for elllPtying Ihe urina:-y hladder. Ask 

the client to void prior 10 Ihe procedure. 
• Bowel cleansing prior 10 Ihe procedure such as as cleansing 

enemas, dulcolax oral or suppository 

WHO J\1edical Eligibility Criteria for Female Sterilization anti "asectom~: 

• ACCEPT: No medical reason 10 prC' enl pcrfonning Ihe 
procedure in a routine selling 

• CAUTION~ The procedure can be perfonned in a routine 
selling bUI wilh extra preparalion and precautions. 

• DELA Y: Delay the procedure condition lIluSI be 

• 

treated and resolved before the procedure can he perfonned. 
Provide temporary melhods. 

REFER: Refer cI ienl 10 a celller \\ her:: 3n 
experienced surgeon and slarT can perfoml Ihe procedure 
selling should be equipped for general aneslhesia and other 
medical supp0l1. Provide Temporary methods. 

3 
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llrpllllli[ tlr Iltt.· Philippil\('-' 
Ikl';lIlIItcltl IIf !lrJhh 

OFFICl~ 01' TilE SI':ClmTA It \' .~:1" 1.:17_:1111 \flll1l"'.II"1. SI;1 Cnl,. fI,.-I:.uib "Iclcphullc Nil 7'" KJ,tJlllIl.nt·:lllf~<'-tl.'1 

[ERTlfIED TIlE [oPY: .la"";11 y 4. 2UOO 

~uu ",hllilli~t .. "Ih-c Order 
Nil 1... s. 2000 

LillEr. REtDRDf 5~Tt:..!J 0011- M~ r~ ( I pro-
.' 

SU"JI~CT: 

.• - --., ... 
""I'ICIIII·llli"1l Glli ..... illl·~ rll'· Slrrlllllhcllilll! Ihc Tn.illill!! ill Millil"I''' .... hlllly lhllkr L.,ral Allrslhcsi" fill· Itc~idrll' I'hysici'lm ill 011 • (;},III' ill "n UOII Itel"illr" lIo~I,i':lI, ",,,I 1\ Icdintl Crllte' •. 

I. 1I>,ckg""ulld "1111 H"tiIlIH,le: 

Th~ go,,1 o( Ihe Del';nlmclIl lOr lIe:lllh'~ Family !'Iallllill!,! 1'/lI!!,alll i~ h· 
ellsurc Ihe universal Olv:lilahility lOr "n Family Plm,"ill!! (I:") lIIelh .. d~ ,,, "II I'ilil'illll 
mcn and womclI. Voluntary Stcoilil.atilln IVS). \Vhich illdllde~ Dil;ote,al Tllh.,1 
Ligalion (BTL) ror women and VOlSCttllmy 1"111 IIlt'n :I' C 11I:1In;lIIfllt fol' n ... ·lh .. t!, tl~,' 
IIrc rccugnized a5 hif-hly drcclivc n' lIlell""I~. 

Th~ slandard Icd,,,i'IUC (m lIil;llerai Tuhal Lil,!alilln (BTL) Ihal ha~ hecn 
recognized by Ihc 0011 is l\·tilllllll';t1"1I1I1m), IIntlc'· I.nl::11 AII .. ~lh~i" (MI.-I.t\). 
This has been incor",,, ;olet! in Ihe dinical Slall,larti~·for Ihe l)eparllllcl1l "f lIeah\' 
Family Planning l'rogr:II11. The use IIf rllcftl anestl1e.~ia makes Ihe: lIIelh .. d 111111\· 
a.cc~ssihle and availahlc III a I,!rclllcr IIII111her IIr I,ulcnlial BTL dknls. -n", ativalll;tr,· 
(If Ihis lechnique indutlc Ic~~er ,hh 0111.1 ("mplicatilllls. Ics~~r cllsr, lesser tlllrnli .. n 
flf hosrita liulinn. prtlCctlurc C:1I1 h.: 111:1 rlltllled where ftlC' c 3' C 1111 a'''' .. hesi .... '!!i.' •. 

, Iherefore enabling Ihe ""lCctlnr,, in Ihe hnspilob ill 'IIral .,,,1 r.r l1ung au:" •. 
, 

, A Consultal i vc meeling cllnvened ill Octlll~r. 1999 allentled hy chief Ilf 
IIDSllilals and OD dcrartlllc:nt heatl~ resllited in an agreelllent til strcl1!!lhcn 1111.· 
lraining or residenl rh)lsiciall~ ill Minil;lranM"IlIY IIntler Illcal ane~II",sia. TI ... · g .. ,,1 
of such is 10 ensure Ihal thcre \Vlluld he a I!rt:aler I1lIlI1lrer nr rhysit:ians "'h,, lin: ;ohk' 
10 "rovide qua lily QTL ,crvic~s IIsin!! Ihe ~1:lIIda't1lcchllilJlIc. 
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G"itlr';ne~: 

Minil"I' under IUGll ~1I1CSlIIL"sia !-'h;ll1l..: mdut.lnl ill lilt' 1t:'Ull"IK.Y 11;ljll'"~ P't'~I;'lm ;I) l:if~1 year Ic~idclIL"Y 
I. filsi ~iJ: «(,) IlIolllh~. (HI <iynt: In.illl'nl"- ,h;11I nHi.tf ill I11l11ii;,p 1Iu,ln 10(:'11 ;lIlC~lhcsia 
2 (;.~. ~ix (f.) ",,,"I',, .. , .hc yc;o.. 'h;ol( I'rtj",111 .II;IIil.1' .",,', .• ~UpC'-VI51t1ll 

J. sho\lltll~ ;Ihlc 111 1lC:1 furm /(1 ("Int.t ,,' lIIinii:11' 1I,,(/~r .tllI1tn·i.t;"". h) Second ye;" ,c<;"l"I'CY: 
, . .csitlcII's ,10,,11 I'C' "" "' ",;"i',,1' 11';,/""" ,,,pcrv;\i .. ,, 2. .csidclI'~"o;," he le«II;'(lI.I" IIC.'''''''" n.inillltllllllr·40 l"'C:~'" lin. m;lIg I1I;IIi';o" .",,1(1 l.lC;O' ,,"c,.II(~;;o tllII ill~ Ihe 'C';"CII'Y ,.",~,;olll Contl"el or 1 .. :O;II;n!!: 

I. There are 1 .. ;o;IIC" VS l'",vi"l"I~ ill all IJOII .cl;oi",."" h"~,,il.1< .nd IIlcdit:.1 cenlen hence Ihc:~c V~ puwitk,. .. (u!<Ou:ll1y ()n phrti~ial1q will he 'C~llCU'~il'll' in lIall~lcnill!:! Ihl' I('(hllllle'!!,. III 11ll" Il·~itklll pll~',il i;tll~ il1 111l-1i fl."",II\,hn:c;.pilal~_ 

2_ All on·Gync rC!\itll'lIl~ \Vil\ ht: 11;1i11l't11H1 Minil;!!, umln Int..';tl .. nC:~lhc~i.1 .1. Each 1)0ll-.c.,ill«1 h,,~pila'''nnlital trlllco .1",11 cn""c I lot' ,vai';,hilil)" ,.1 lI.iller~ "or M L·I.A in Ihe;. i".lillll ;111' 
4_ In ('asc~ whcl-c II;Iil1crs ;lIe 1",t ;Jv .. il;,hlc. Iht." IU)II ill c.·uull.i .. ;)1itlll "'ilh Ilk" accretlilctl VS Iraining cenlc" i,~' A VSC '"lcrnali .. n,,1 shall Irain Iraincr. rrom Ihe on·Gy.1C tlel'''lIll1elll h. hnnme cc.lilic.1 iraillc" ill MI. LA . Thi. will Ilt' done Ihruu~h Ihe CCII1tIUl"1 or nn·~ilc training nl" ";linels ;1t fit(' re(llIes'inl.! DO"·rcl .. ;nctI hll'l'il;<I/IIII:";C" ccnlCI. 5. There arc Ihrcc YS Iraining cl:lller, ill Ihc I'hilil'l'in .. ·, a. Cagay"" V"IIey Hegi,,",,' "n'I';I .. , 

h. Jose "aocll" Mcn""i;.1 ""~I'ilal 
e. Region' Mtllk;o' Ccnler 

6. COllducl or .cfr",her cnur,cs in ML·LA c~n he dn,IC III DUll VS I •• inill~ centers. 

This orllcr sh"n '"ke erlCcl illlllled;;oldy. 

A I.m~z .. 1Il .• IIfII. 
Secretar 
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RECOMMENDATIONS 
o[thll NATIONAL TECHNICAL WORKING GROUP (TWG) ON 

STRENGTHENING the VOLUNTARY STERIUZATION (VS) SERVICES 
in the PHILIPPINES 

" 
OVERALL STRATEGY: ENSURING UNIVERSAL ACCESS TO QUALITY VOLUNTARY STERILIZATION (VS) SERVICES FOR ALL FILIPINOS OF REPRODUCTIVE AGE 

MAJOR STRATEGIES I SERVICE DELIVERY 
I ------1. Improving >Determining status 
availability and of existing facilities 
accessibility of VS and capability of 
lervices service providers to 

provide VS lervices. 

Increaling VS (BTL 
and Valectomy) 
service delivery sites 
in government and 
private lectors 

> BriDcing NSV 
lervices to 
commercial/ businesa 
/Indultrial 
establishment and 
establisbinl a referral 
mechanism for BTL 
services. 

>Developing 
outreach VS teams ( 
from VS capable sites 
I to render services in 

CAPABILITY 
+_ BUILDING 

>Increaain, the 
number of accredited 
VS (Vasectomy and 
BTL) training centers 
in government and 
private sectors 

>Strengthening 
exiatiDg government 
training centers in 
BTL 

>EatabUshment of 
training centers for 
Vasectomy (at least 
one per reBion) IN 
GOVERNMENT 
AND/OR PRIVATE 
SECTOR. 

>Strengthening and 
inltitutionalizing VS 
trainin, in all DOH· 
retained trainini 
hospitals through 

-- lEe and ADVOCACy-r POLICY-and --
FINANCING --I- ----------- ---- -- ---- ---------->Identif)rin, lapa in >EnauriD, atrict 

current me for VS compliance of the 
throup a nationwide exiatiDg DOH training 
Neecla Asaeument on policy on BTL 
VS·Knowledge, (embodied in DOH 
Attitudes and A.O. no. 2 a. 2000 on 
Practices/Sldlla of BTL traiDin, on the 
Service Providers and ML-LA technique 
Potential 
clienu/Public 

>Developing IEC 
materia1l for Service 
Providers & clients 
inclucliDg materials in 
the local cUalecta 

>Coordination w / 
LGUs & Noos for the 
conduct of intensive 
community.based 
information drive, 
includiDi tappin, VS 
acceptors aa VS 
"champions" or VS 

> Dev't of policy 
makin, DOH· 
RHO/HRRDas 
lipatory to OB 
re.idents' 
certificates of 
completion of 
trng. 

>FormWation of 
training policy on 
Vasectomy (through a 
DOH Administrative 
Order) 

> FORMULATION OF 

. 
o· 
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non-capable sit... T.trict compliance to 

->Stre~ltheDiA, and 
fAatitutionalbation of 
commlUlity·b .. ed FP 
client identUlcation 
syetema and toole 

>Ensurb!.,avallabWty 
of dru,s and suppliee 
forVS 

the DOH AO No. 
2s.2oo0 
(StrenlthenfA, 
TraIDlD, fA !tUDllap 
under LA. fA Ob-GyDe 
Residency) 

> EetabllehfA, tie-ups 
with Academic 
fAstitutiona (PUA, 
PAFP, etc.) for. the 
trafAfA, of members 
fA Vasectomy aDd 
BTL 

--.-:---.--l-:-::t--l-1-:--h~- r-,- ....... L- .... L-- '. -,. ~ " 

advocates 

>EnhanclD, the ima,e 
orvs service 
providers 

>Strencthen 
networkiA, amon, 
stakeholders throu,h 
re,war partDershlpe, 
meetiD,. anll unified 
workplans 

>Development 
IExpanslon of 
modele for local 
advocacy 

> EDeuriD, that 
hospitals conduct 
"lDreach activities" or 
lD-house lDformation 
drives for FP and VS 
amon,lDpatients aDd 
outpatients 

--~"" .. ------- ~- - ----- ,. 
IMPLEMEBTING 
GUIDE-LINES ON NO
SCALPEL 
VASECTOMY (NSV) 

>Formulatlon or 
policies on VS 
Outreach teams 

> Formul'n. ff laapl. 
Quidebes For 
Outreach VS Semcee 
(Issuance of a Dept. 
Order) 

>Stren,thenfA, the 
implementation of 
FP/VS component of 
the mecUcail 
nurafA,l midwifery 
curricula 
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MAJOR STRATEGIES I SERVICE DELIVERY . , mc and ADVOCACY--- I POLICY-and "-"-CAPABILITY 
BUILDING I 2. Improving the --r>Ad,OptiDg be.t·- ---- >Enlure tollow-up ot >EnlurlDg .- . u __ Quallty otvs lervicee I practicel In VS VB trainee. by the Intormation 

implementation as training institution dialemlnation or VS appropriate through Inclu.ion in .tandarda and 

>Enlurln, Informed 
Choice through 
prOvision of Family 
Planning Counseling 
for aU cllents 

>lmplementation of 
Sentron, ligla and 
other quallty 
allurance/quallty 
improvement 
standards and tools In 
the provision of VS 
services 

the training plan pollcies 

>Strencthening the 
training and post
training foUow-up of 
FP providers in FP 
counseling 

> Development or 
Intecrated monitOring 
toola FOR THE TOTAL 
FP PROGRAM ror use 
In quallty 
improvement 

> Enlure training and 
rollow-up of VS 
service providers In 
quallty improvement 
.tandarda and tools 

> Reproduc~ion and 
dfetribution or VS 
standarda and 
pollcie. 

> DesilDation of FP 
corners In hO'pitall 
and field units ror 
pOltiDe of FP pollciel 
and Itandarda 
(Including VS pollcies 
and ltandarda) 

FINANCING. 
>Development ot 
accreditation 
ltandardl and 
pollciel ror Service 
Providers and 
facilities jointly 
adopted by 
DOH/PUIC 

>Dev't of Standards 
and Pollcies 
Expanding PHIC 
Covera,e For 
Procedures CurrenUy 
Not Covered 
(Including Outreach 
VB teams; outpatient 
lervicel) 

>Compliance to 
Bentron, Siela and 
other quality 
aIIurance stda and 
toola 

r-:---'-~'--l'-r~-""""'-- rf--...--t--- -'--.'----~ '-' -'1-. ......-- ----.. P- f' .,.. -1;r--l I' - I . ~ .. ---' 
'....., ,,",- . '5. 



- ..... "~" '. -----~.-MAJOR STRATEGIES SERVICE DELIVERY CAPABlLlTY 
~ BUD.DDfG 

3. lmproviDg the >En.urtng compHanee >Strenctbenlag the au.ta1aabWty of VS of poUele. on capacity of Rellonal .ervlc .. lacorporation of VS Health omce 
drugs and suppUe. la moalton to conduct 
ho.pltal budiets of etrective monitoring 
IOverament hospltale and supervlalon of VS 

cUnlcal and procram 
> En.uring actlvltiea appropriate 
compUance to under the 
relevant poUcl .. for decentralized .et·up 
reduction of the cost , 
of VS services, > improving the 
whether la capacity of LGU 
goverument 01' supervlaon la the 
private hospitals emcient management 

and supervlalon of the 
> Promotion of LOU's FP IVS 
continuos Unkage. Programs 
between VS service 
site., VS outreach > Ensurln, that 
team. and the tralnla, counes la VS 
peripheral neld units and FP COWlseUng 

wW lacluele budiet 
for follow-up of 
trainees 

>lDclusion ofVS 
traiDlag as part of the 
I'eslelency programs in 
OB-Gyne for 
INTERESTED non-
DOH hospitale 

>lDclusion ofVS .. 
Dart of the ReQuireel 

-,----,--,--..-.,-"r-·"-)::oJ"·h -~ '-s t-- '-
~ Io""-" 

. -me and ADVOCACY- POUCV-and-
FINANCING 

>s.tt1Dg-up of > Unlvenal co' 
aationwtde by PHIC to lac 
IDformation .yetem ellente from tli 
on va through lacUgent and 11 
IDformation secton. 
Technology 

>PoUcy Gulde1 
>Dev't ofVS upcradJng PHI' 

website to lDclude component pa, 
cUnlcal and pro cram for VS cove rag' 
update., dJrectory of 
stakeholden, >1D.titutionall 
avallable .ervlces, of budiet RUoc 
other key for VS drugs aE 
laformation. suppUe. 

>Development and >PoUcy develo] 
Implementation of on flnanclag b~ 
"Local Government al llarketlag 
Ualte (LOUsI sepentation 
Advocacy Strategy for bl non-donor 
VSI elependent flua 

sources 
> Aelvocacy for LGU cl ,overument 
fundiag of continuous mechanisms 
laformation-
dlssemlaation > PoUcy develo 
activities by on employmen 
community-baseel relateel benefit: 
health wOl'ken al Liberalleav, 

services for 
>Documentation of NSV/BTL cl 
be.t practice. for 
repUcation ia other 
are .. al IDcrealliaa: 
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-r~·- .------- I LearnLue Experi;nce-u.~.-------

~ 

I 

for Nune. and 
Mldwiv •• 

>lDclu.lon of FP 
(/.QcludLue VSI 
rotation /.Q Po.t 
Graduate lDtera.hip 
and C11uical clerluhip 
of medical .tudents 

~ lDcluaion of FP 
que.tlons in 
Ucensure exams In 
medlc/.Qe, nursing 
and midwifery 

>lDstitutionalli:ing 
the transfer of VS 
sldlla to colleacues 
throueh on-the-job 
trainine with 
appropriate 
accreditation 

,~. 
",-J, 

" . -"------ - -, ""~-.---'-PHIC/SSS beneOts for 
famWes 'III/ 3 child.ren 
or les. 

> PoUcy formulation 
for 
/.QatitutionaUzation of 
reward .ystem for 
well-performing FP 
and VS service 
providers at allievela 

alReview and 
Improve hleher PHIC 
reimbursements of 
profesaional fees 
bl Provide staff 

development and 
training updates for 
VS providers 

>Dev't of cuide11ues 
/.Q the 
implementation of 
buqet allocations for 
'VII d.rup and suppUes 

>PoUcy Dev't by LGUs 
/.Q support and 
promotion of Family 
Planning as 
stipulated in section 
17 of the local eov't 
code 

-' .--~.--~.-~,...,"-'-r----j-~r-J-1--"-' ~ ~-l--'--,...., -~,...,- ....... ~. .......~, 1-!.. 


