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EDITORIAL

Social Franchising: A Blockbuster to Address Unmet Need for
Family Planning and to Advance Toward the FP2020 Goal
Social franchising has scaled-up provision of voluntary family planning, especially long-acting reversible
contraceptives, across Africa and Asia at a rapid and remarkable pace. The approach should be pursued
vigorously, especially in countries with a significant private-sector presence, to advance the FP2020 goal
of providing access to modern contraception to 120 million additional clients by 2020.
See related articles by Munroe and by Thurston.

I

n this issue of GHSP, we showcase 2 landmark
articles on family planning social franchising. Social
franchising differs from social marketing by focusing on
providing a service (typically a clinical service), such as
inserting and removing contraceptive implants, along
with providing the accompanying needed products.
It taps the vast resource of largely small-scale private
health outlets in developing countries. While the
approach has been around for some time, Population
Services International (PSI) and Marie Stopes International (MSI) have ‘‘honed’’ the model to a highly
successful, keen intervention.

HOW DO THEY DO IT?
Among the key ingredients described by Thurston and
colleagues1 are:
1. Amenable settings with an adequate private
sector already serving low-income clients and a
favorable government policy environment, including a positive climate for task sharing
2. Motivated providers, often female, supportive of
reproductive health services and well-located in
low-income areas with little overlap with other
reproductive health providers
3. Key support including: competency-based clinical
training, minimum standards, supplies, supervision, and a variety of quality assurance mechanisms

7. Advocacy with governments on issues such as task
shifting and linkage with health insurance schemes
8. Good service products including long-acting
reversible contraceptives (LARCs)—implants and
IUDs—which are both popular among clients and
conducive to the skill level of many private providers

MAJOR PROGRESS TOWARD THE FP2020 GOAL
What has been accomplished? An amazing amount.
Munroe and colleagues2 report detail on MSI’s efforts
only. But Thurston et al. report on couple-years of
protection (CYPs) for both PSI and MSI combined. The
CYPs they provided through social franchising grew
rapidly—remarkably, by roughly 25% in just 1 year, from
8.6 million to 10.8 million between 2013 and 2014. If the
annual growth going forward were an admittedly optimistic 25%, then by 2020 CYPs provided in that year alone
would be over 40 million! Clearly this effort is destined to
be pivotal for serving great numbers of women and for
helping to reach the challenging Family Planning 2020
(FP2020) goal of providing access to modern contraception
to 120 million additional clients by 2020.3

BUT WAIT, THERE’S MORE
Munroe et al. describe many other positive accomplishments of MSI’s efforts:


A high proportion of clients were young women—
26.1% aged 15–24

4. A franchise ‘‘brand’’



5. Support for providers to build their business
though business management training and by
selectively providing affordable capital

A high proportion were low-income women—
57.4% living on under US$2.50 per day



A high proportion were ‘‘new’’ clients—40.7%
(in the sense that they had not used a modern
method in the prior 3 months), thus indicating MSI
is reaching clients otherwise often not reached and
is squarely addressing unmet need

6. Demand creation and selective use of financial
mechanisms such as vouchers to enhance access for
those least able to pay
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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68% of MSI social 
franchising clients
chose LARCs.


A very high proportion of clients selected
LARCs—68% by 2014



High reported client satisfaction, with a mean
score of 4.51 out of a possible 5 (although we
know social desirability bias may likely yield
high satisfaction scores in any case)

First, keep going with a winner and continue to
scale-up. Achievement of FP2020 goals will rise or
fall depending on success in key countries such as
Nigeria, the Democratic Republic of the Congo,
Ethiopia, and Pakistan. Nigeria, in particular, should be
a major priority. This largest country in Africa has
thus far shown little progress in family planning,
but it appears especially conducive to wide expansion of social franchising in view of its very high
reliance on private-sector providers for health
services. Other countries with less private-sector
presence will need a different strategic program mix,
notably including emphasis on mobile outreach,
which has also demonstrated remarkable success.4

required substantial donor support. But family
planning is such a good long-term investment for
individuals and society that a large degree of donor
subsidy is fully justified for a long period of time in
many countries, in return for such impressive results.
Nevertheless, one attraction of a commercial-sector
model is the possibility of recouping costs and
eventually even long-term cost self-sufficiency. After
all, the history of family planning in Latin America
saw an evolution from subsidized social marketing
though such organizations as Profamilia in Colombia,
to out-and-out true commercial marketing of contraceptives, notably oral contraceptives, that continues
to this day. As Thurston et al. point out, additional
ways of addressing sustainability are broadening
services beyond family planning (although that
would need to be done selectively and with care)
and coverage under health insurance schemes,
whether considered under the label of universal
health coverage or otherwise.
Beyond MSI and PSI, many other organizations are taking up social franchising for family
planning and for other worthy health objectives.5
The global health community should pursue
this programmatic ‘‘best bet’’ vigorously. –Global
Health: Science and Practice

Challenges
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Quality promotion, including
quality audit scores over time

improving

WHERE NEXT?

Nigeria, with its
high reliance on
the private sector,
may be especially
conducive to wide
expansion of
social franchising.

Continued growth and scale-up always present
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MSI have made many improvements and adjustments. Incremental improvements in efficiency,
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including ensuring choice of methods, is always challenging with
rapid scale-up, especially realizing private provia wide choice of
ders remain largely free agents. Franchisors must
methods, is
develop additional quality assurance mechanisms
important.
that are replicable and cost-effective. Thurston
and colleagues describe strategies that MSI and PSI
are testing, including new use of technology.
Additional challenges are continued progress in
reaching youth and low-income women.
And sustainability over the longer term must
always be on the agenda. The effort so far has
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Benefits of Advance Oxytocin Preparation Could Extend
to the Newborn
Advance preparation of oxytocin not only facilitates rapid administration after delivery to prevent
postpartum hemorrhage but also could free health workers to provide immediate neonatal resuscitation
to non-breathing newborns within the critical 1-minute time window.
See related articles by Moucheraud.

D

etails matter. To reliably ensure good care, health
workers need clearly defined processes, including
provisions to ensure reliable and timely availability of
all needed supplies and equipment. The paper by
Moucheraud and colleagues in this issue of GHSP takes
a close look at a particular service delivery setting,
documenting current practices with regard to routine
administration of oxytocin immediately after birth for
preventing hemorrhage.1 Specifically, they looked at the
extent to which timely dosing was facilitated by having
the oxytocin injection drawn up in advance.
According to guidelines released in 2006 by the
International Confederation of Midwives (ICM) and the
International Federation of Gynaecology and Obstetrics
(FIGO), oxytocin is to be given within 1 minute of birth.
The study by Moucheraud et al. assessed performance
against this standard. The investigators found that having
the injection drawn up in advance increased the
proportion of cases in which oxytocin was delivered
within this interval and shortened mean time to injection.
Although this timing threshold is arbitrary for
maternal outcomes (and has not been retained in the
current World Health Organization guidelines2),
streamlining the process and ensuring timely injection,
with high reliability, is important for other reasons. In
many country settings with high maternal and newborn mortality, many births are attended by only a
single skilled health worker who is responsible for care
of both the mother and the newborn. The most
common life-threatening complication around the time
of labor and delivery is birth asphyxia. In approximately

1 in 20 births, the baby requires help to initiate
breathing, and this needs to happen within a critical
time window.3 Under the Helping Babies Breathe
newborn resuscitation initiative, health workers are
trained on the importance of helping the baby to
breathe within the ‘‘Golden Minute’’ after birth. The
greater the delay, the higher the probability of death.
Having oxytocin at hand, already drawn up in a
syringe when the woman is still in active labor, means
that administering the drug takes mere seconds, so that
this needn’t get in the way of giving non-breathing
newborns the immediate attention required. Advance
preparation of the oxytocin should be an explicit
operational standard, as one of various preparations that,
if done reliably (helped by use of checklists), can ensure
smooth, streamlined provision of key elements of care for
both mother and newborn, even in situations where
complications arise. –Global Health: Science and Practice
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Leveraging the Power of Knowledge Management to
Transform Global Health and Development
Tara M Sullivan,a Rupali J Limaye,a Vanessa Mitchell,a Margaret D’Adamo,b Zachary Baquetc

Good knowledge is essential to prevent disease and improve health. Knowledge management (KM)
provides a systematic process and tools to promote access to and use of knowledge among health and
development practitioners to improve health and development outcomes. KM tools range from
publications and resources (briefs, articles, job aids) and products and services (websites, eLearning
courses, mobile applications), to training and events (workshops, webinars, meetings) and approaches
and techniques (peer assists, coaching, after-action reviews, knowledge cafés).

B

y its very nature, global health and development
work involves a multitude of actors working
toward common goals that transcend geographic,
sectoral, organizational, and financial boundaries.
These efforts require immediate access to the latest
research and know-how and demand optimal use of
limited resources to achieve maximum impact.1 Knowledge management (KM) can improve coordination,
enhance learning and knowledge application, and
improve capacity, thus heightening service quality,
strengthening health systems, and, ultimately, improving health and development outcomes.
The purpose of this article is to demystify KM and
advocate its increased use in global health and
development projects. We first describe knowledge,
define KM, and highlight some KM tools. Then we
trace the history of KM as used in the private sector and
in health and development. Finally, we illustrate
through a case study from Bangladesh how KM can
be used to support health and development outcomes.

WHAT DOES KM REALLY MEAN?
Knowledge is the capacity to act effectively.2 Few would
argue this is essential in our fight to prevent disease
and improve health. Knowledge, or know-how, draws
from our experience and allows us to solve problems
using a combination of information and contextual
understanding.4
a

Johns Hopkins Center for Communication Programs, Baltimore, MD, USA.
United States Agency for International Development (USAID), Bureau for
Global Health, Office of Population and Reproductive Health, Washington,
DC, USA.
c
USAID Bureau for Food Security, Washington, DC, USA.
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There are a variety of KM definitions in use. What is
common to most definitions is that KM is a systematic
or intentional process that is linked to a broader set of
organizational or project objectives. For this paper, we
define knowledge management as the systematic process
of collecting and curating knowledge and connecting
people to it so they can act effectively.2,3
Two types of knowledge are managed: explicit and
tacit. Explicit knowledge is easy to express in words and
can be shared in written documents, manuals, or
databases.4 On the other hand, tacit knowledge—that
is, knowledge that lives ‘‘in our heads’’—is difficult to
articulate and is best shared through discussion, stories,
observation, and personal interaction.5 Knowledge
management gives us the ability to tap into and share
explicit and tacit knowledge and to translate that
knowledge into action.
Within global health, lack of knowledge limits the
quality of health policy, programs, services, and practices,
but effective knowledge management can improve the
situation. Knowledge management can be applied to
boost an organization’s efficiency and effectiveness, or it
can be used to improve service delivery throughout a
health system. The Knowledge Management for Global
Health Logic Model shows how KM program inputs,
processes, and outputs work together to achieve intended
health outcomes (Figure 1). KM inputs (people, data
and information, technology, financial resources, and
infrastructure) feed into 5 processes that make up the
knowledge cycle (knowledge assessment, generation,
capture, synthesis, and sharing) that, in a myriad of
combinations, creates KM outputs, or tools.5 Knowledge
management processes are supported by a strong
KM culture and strengthened KM capacity. KM tools
are measured in terms of reach, engagement, and
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FIGURE 1. Knowledge Management for Global Health Logic Model

usefulness and result in learning and action.
Drawing on Rogers’ Diffusion of Innovation theory
of how people adopt a new idea,6 the logic model
illustrates how people generally move through
an ‘‘innovation-decision process’’ when putting
new knowledge to use, from initial awareness of
the knowledge and intention to use that knowledge (learning) to actually using the new knowledge through informed decisions, improved
practices, and better policies (action). These
actions translate into strengthened systems,
changed behavior, and, ultimately, improved health
outcomes.
Since development of the Knowledge Management for Global Health Logic Model, KM
practitioners have come to further appreciate the
central role of human interaction and people in
the transfer and uptake of knowledge and the key
role that KM can play in coordinating complex
global health work.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

Knowledge management tools can be classified into 4 categories, involving a range of lowto higher-end technologies: publications and
resources, products and services, training and
events, and approaches and techniques (Box).
Publications and resources, such as policy briefs,
guidelines, journal articles, and job aids, can help
ensure health professionals have the knowledge
and skills they need to do their jobs. Products and
services, many of which harness the latest digital
and mobile technologies, such as electronic
repositories of essential information (toolkits
and websites), eLearning courses, and mobile
applications, can help share information quickly
and widely. In addition, KM approaches and
techniques such as peer assists (bringing together
a group of peers to elicit feedback on a problem,
project, or activity and draw lessons from the
participants’ knowledge and experience), coaching, mentorship, storytelling, and online or

KM is a systematic
process of
collecting and
curating
knowledge and
connecting people
to it so they can
act effectively.
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BOX. Knowledge Management Tools
Publications and Resources
 Fact sheets
 Guidelines
 Handbooks
 Job aids

KM focuses on
people, processes,
and technology.

 Journal articles
 Manuals
 Policy or research briefs
 Project reports

Products and Services
 Databases
 eLearning platforms
 Help desks
 Mobile applications
 Resource centers or libraries
 Websites and Web portals

Training and Events
 Conferences
 Forums
 Meetings
 Seminars
 Webinars
 Workshops

Approaches and Techniques
 After-action reviews
 Coaching
 Communities of practice
 Knowledge cafés
 Peer assists
 Study tours
 Twinning

face-to-face forums such as communities of
practice, are KM tools that can assist in enhancing coordination, learning, and adaptation.
Social KM
promises to better Other KM tools include after-action reviews
(a structured debrief of an activity to learn how
incorporate
human and social it can be done better in the future) and knowledge
cafés (a type of meeting structure, which aims to
factors into KM
provide an open and creative conversation on a
processes and
topic of mutual interest to surface participants’
tools.
collective knowledge, share ideas and insights,
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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and gain a deeper understanding of the subject
and the issues involved), as well as trainings and
events such as workshops, seminars, meetings,
and webinars.

HOW HAS KM EVOLVED AS A DISCIPLINE?
Practical needs for knowledge expertise and
understanding have been present for millennia.7
However, in the last 3 decades, primarily for-profit
businesses have transformed KM into a discipline
that focuses on people, processes, and technology
to ensure the knowledge necessary for an
organization to succeed is captured, created,
synthesized, shared, and leveraged for maximum
benefit.8
First-generation KM focused on technology,
codification, and efficiency, with the goal of
providing access to explicit knowledge.9 This
technology- and codification-focused approach
was intended to increase efficiency within mostly
private-sector organizations10–12 but paid minimal attention to how or why knowledge is
generated.9 The next generation focused on
learning to maximize knowledge sharing, as
technology applications that facilitated improved
interaction became increasingly accessible.13
However, practitioners and scholars began to
recognize that, despite technology’s ability within
many companies to successfully leverage knowledge in many ways, it was not the only tool
needed to deliver comprehensive knowledge
management.14 The current generation uses
people-focused approaches, such as after-action
reviews, peer assists, and knowledge cafés.
However, it has been noted that simply focusing
on people and the technologies and tools they use
does not automatically lead to knowledge application. Rather, the interaction between these
factors is what allows an organization to manage
knowledge effectively, and this application is
dependent on a nurturing environment, including capacity building.15
All these trends have pointed to the need to
better incorporate the most critical factors of the
world we live in—human and social factors.
Social knowledge management (social KM)
promises to be the next generation of KM,
building upon past generations while adding
what has been the missing piece—the power of
social. Social KM is driven by social benefit and
recognizes the importance of social capital, social
learning, social media, and social networks, all within
the context of a larger social system.
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HOW HAS KM BEEN USED IN GLOBAL
HEALTH AND DEVELOPMENT?
Application of KM to global health and development has evolved over time, and as a result,
interest has been growing among health care
professionals about the importance of capturing,
sharing, and using explicit and tacit knowledge.16
Initially, development organizations created centralized databases, such as the Development
Experience Clearinghouse (DEC) from the United
States Agency for International Development
(USAID), and assumed users would find the
database and content useful. Organizations also
pushed explicit knowledge (for example, reports
and data) to potential users, which—thanks to
the expansion of the Web—was becoming easier
and less expensive to do. However, limited
attention was paid to how such knowledge would
or could be used and even less attention was
given to how people drove the flow of knowledge
within groups, networks, and organizations.
The World Bank played a critical role in
highlighting the strategic importance of knowledge sharing, after incorporating the idea of the
‘‘knowledge bank’’ as a central element of its work
in the late 1990s.17 Knowledge capture, synthesis,
analysis, and sharing require potential users to
seek knowledge proactively and to adapt or modify
it. Understanding this, development practitioners
started to focus more on the ways people use
expertise and less on the technology used to
facilitate sharing. The Bank was one of the first to
organize Knowledge Fairs, where thematic groups
could display their knowledge sharing activities
and could further illustrate with concrete examples
the benefits of working together. The KM program
director and staff used storytelling to sensitize the
organization to the idea that sharing knowledge
would enhance its organizational performance
and, therefore, its global impact on poverty.
Many communities of practice formed around
this time, and USAID, for example, supported the
establishment of working groups, which provided
a venue for the agency and its partners to
collaborate informally around such issues as
communication, monitoring and evaluation
(M&E), social media, and even KM itself. It was
during this time that USAID supported the
development of online and face-to-face communities, including Microlinks (microfinance, 2004),
FRAMEweb (environment, 2003), Agrilinks
(agriculture and food security, 2011), the Virtual
Leadership Development Program (management
Global Health: Science and Practice 2015 | Volume 3 | Number 2

and leadership, 2002), and the Knowledge Gateway (global health, 2004).
Today KM continues to be an important
discipline that global health and development
organizations use to make their work more
efficient and effective through its ability to
transform health care delivery systems.8 Scholars
have recognized that information is explicit and
factual, while knowledge results from the integration of information with belief and context. This
implies that while information can flow easily,
knowledge is embedded in people and must be
extracted to bridge the gap between knowledge
and its application in policy and practice.18
Evaluations of global health-related KM suggest KM can help impact clinical practice, which, in
turn, can improve health outcomes. For example,
one study suggests that through eLearning, users
are able to learn at their own pace, use customized
training tools, and save both time and costs of
travel to attend a class, increasing the potential for
knowledge gain.19 Knowledge exchange portals
create platforms for exchanging evidence-based
information through online libraries, accessing
epidemiological and demographic data, and creating or maintaining communities of practice.20
A randomized controlled trial reported that knowledge exchange portals, combined with tailored
messaging services, can be effective at encouraging evidence-based policy and program design.21
A recent evaluation of a community of practice
intended to build a critical mass of experts on
performance-based financing by sharing expertise
showed the community of practice had indeed
become the central platform for knowledge sharing
on this topic.22 In addition, KM tools and processes
implemented at multiple levels of the health
system in Malawi yielded improvements in knowledge exchange and health service delivery.23
Evidence on KM thus far has primarily
focused on the impact of eLearning, portals, and
platforms on health service delivery. The following case study from the Bangladesh Knowledge
Management Initiative (BKMI) provides an
example of how KM, particularly in the areas of
learning and adaptation, coordination, and capacity strengthening, has been used to support
health and development in Bangladesh.
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Knowledge results
from the
integration of
explicit
information with
belief and context.

A KM CASE STUDY FROM BANGLADESH
Bangladesh has a population of more than 160
million people. In the last 20 years, child
mortality has declined substantially (from 50 to
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FIGURE 2. Bangladesh Ministry of Health and Family Welfare Structures Targeted by the
Bangladesh Knowledge Management Initiative

11 deaths per 1,000 live births between 1993/94
and 2011), total fertility has dropped (from 4.3 to
2.3 children per woman between 1991 and 2011),
and use of modern contraception has increased
(from 31% of currently married women in 1991 to
52% in 2011).24 Yet deaths in the first month of
life now account for more than 60% of all under-5
deaths, and the nation has among the world’s
highest malnutrition rates.24
Social and behavior change communication
(SBCC) for health is an evidence- and theorybased process designed to improve health behavior
and outcomes. Using communication strategies to
change knowledge, attitudes, norms, and behavior
within a particular socio-ecological context, SBCC
practitioners recognize that the social and cultural
environment can influence barriers to change—
and action. The most effective SBCC programs are
strategically designed and implemented so the
selected mix of media approaches (for example,
interpersonal, group, and mass media) results in
maximum exposure to and mutually reinforcing
messaging across all levels of the socio-ecological
system.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

Within the Bangladesh Ministry of Health
and Family Welfare (MoHFW), 3 distinct government units design SBCC activities covering
particular aspects of health (Figure 2):


Health activities, including those focused
on maternal and child health, are designed
through the Bureau of Health Education (BHE)
Unit of the Directorate General of Health Services



Population activities, largely focused on family
planning, are created through the Information,
Education, and Motivation (IEM) Unit of the
Directorate General of Family Planning



Nutrition activities are carried out through the
Institute of Public Health and Nutrition (IPHN)
Unit of the Directorate General of Health Services

Two cadres of government field workers are
primarily responsible for counseling clients at the
clinic and household level: family welfare assistants (FWAs), who counsel and educate community members specifically about family planning,
and health assistants (HAs), who counsel and
communicate about general health issues such as
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FIGURE 3. Key Components of the Bangladesh Knowledge Management Initiative.

Abbreviations: HPN, health, population, and nutrition; KM, knowledge management; MoHFW, Ministry of Health and
Family Welfare; SBCC, social and behavior change communication.

maternal and child health, immunizations, and
nutrition. As both cadres have distinct technical
mandates, the field workers typically are not able
to address health issues outside their scope that
arise during counseling sessions.
In early 2011, the Knowledge for Health
(K4Health) Project—the flagship project for KM
in family planning funded by USAID’s Office
of Population and Reproductive Health—was
invited by USAID/Bangladesh and the MoHFW
in Bangladesh to undertake a scoping visit to
identify issues that could be resolved by applying
KM solutions to their SBCC work.
The project found that within each ministry
unit, capacity for SBCC was low, as was overall
SBCC coordination among ministry staff. Furthermore, coordination of SBCC activities between
ministry units and implementing partners was
weak, leading to duplication of effort and a lack of
awareness of the scope of SBCC programs in the
country. At the field level, government field
Global Health: Science and Practice 2015 | Volume 3 | Number 2

workers had little access to information and
training, and they needed stronger counseling
skills to communicate integrated health, population, and nutrition (HPN) messages to clients.
Subsequently, the Bangladesh Knowledge
Management Initiative (BKMI) was implemented
by K4Health from July 2011 to December 2013,
focusing on 3 components to support SBCC
(Figure 3):
1. Coordination of health, population, and nutrition SBCC programs and materials
2. Learning and application of an integrated
package of health, population, and nutrition
SBCC materials
3. Strengthening the SBCC capacity of the
3 units of the MoHFW
Building on the Knowledge Management for
Global Health Logic Model, the BKMI conceptual
framework theorized that KM processes and tools
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Lack of
coordination
between
organizations led
to duplication of
effort.

could work together to contribute to the 3 key
components of the project of SBCC coordination,
learning and application, and capacity strengthening (Figure 4). Coordination was an ongoing
and integral part of the project that supported the
learning and application and capacity strengthening components. Improvements in the 3 key
project components were hypothesized to yield
enhancements in SBCC knowledge and skills
among MoHFW stakeholders and partner organizations as well as improvements in service
quality.

Coordination of Health, Population, and
Nutrition SBCC Activities and Materials
The large SBCC community in Bangladesh, made
up of government bodies, local and international
NGOs, donor agencies, and private sector organizations, often worked in isolation from one
another and was not always aligned with the
MoHFW SBCC strategies. Similarly, the MoHFW
was not fully aware of all the SBCC activities in
the country, so there was a clear coordination gap.

www.ghspjournal.org

It was common to find several organizations
working on SBCC projects with similar objectives,
similar audiences, and in similar geographic
areas as a result of failure to communicate and
an absence of mechanisms for coordination.
This duplication of effort can slow progress, lead
to financial waste, and confuse the target audience with inconsistent messaging. There was a
clear need for BKMI and the MoHFW to address
inconsistent, outdated, and fragmented communication practices with cross-sectoral coordination
and harmonization of HPN SBCC activities.
The Bangladesh SBCC Working Group was
established in March 2011, following a roundtable discussion in which donors, the MoHFW,
and NGOs identified the need for better coordination of HPN activities. When BKMI began
working in Bangladesh in July 2011, it was
selected to serve as the secretariat for the working
group. Membership included the MoHFW, development partners, NGOs, and the private sector.
This group met every 2 months to share knowledge and identify synergies among SBCC stakeholders working across HPN. Representatives

FIGURE 4. Conceptual Framework of the Bangladesh Knowledge Management Initiative
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from the SBCC community voluntarily and
actively participated in the working group to
learn from each other and to update each other
on progress and upcoming events. BKMI supported the group by convening stakeholders,
developing the agenda, and arranging logistics.
BKMI also hosted a website to store and share
key documents and created a listserv for the
working group’s announcements.
Toward the end of the BKMI project, the
SBCC Working Group was officially institutionalized, and the MoHFW took ownership of the
group. A subgroup of the SBCC Working Group
began mapping existing HPN communication
programs and activities in the country to help
ensure coordination. A second subgroup, called
the Strategy Review Subgroup, conducted a
review of 17 SBCC strategies and 4 operational
plans with strong HPN communication components in Bangladesh to identify gaps, inconsistencies, synergies, and opportunities for crosssector linkages. The last subgroup, called the
Health, Population, and Nutrition SBCC Best
Practices Subgroup, began to define, identify,
and share HPN best practices.
In November 2012, the SBCC Working Group
organized a 2-day workshop to align all HPN
stakeholders and partners around a country-wide
shared communication implementation framework
and to develop a plan of action that coordinated
activities across all partners in support of the
MoHFW’s Health, Population and Nutrition Sector Development Program (HPN SDP), 2011–
2016. Over the course of the 2 days, KM tools
such as peer learning, small group work, and
guided imagery with visual reporting were introduced. For example, small cross-sectoral groups
were formed at roundtables to encourage peer-topeer learning, and the workshop facilitator took
participants through a guided imagery exercise as
part of the visioning for the framework. Participants were tasked with imagining and then
drawing what Bangladesh would look like with
improved coordination and alignment of activities
and SBCC messages. Participants then shared
their drawings at their tables, and each table
produced a common picture that was shared in a
plenary. Common themes across the pictures were
identified, which informed the vision for the
framework.
Relevant stakeholders and experts continued
to develop the framework in a participatory and
iterative manner. Finalized in 2013, the framework is now being used to inform communication
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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strategies, guide resource allocation, identify
opportunities for collaboration, and guide implementation of SBCC activities.
These coordination activities, aimed at instituting high-quality standards and processes for
the development of SBCC programs, were aligned
with the strategic plan for the 2011–2016 HPN
SDP.

Learning and Application of Integrated
HPN SBCC Activities and Materials
Because the FWAs and HAs addressed only a
single set of issues during their respective
counseling sessions (FWAs focused on family
planning while HAs covered health and nutrition
issues), they missed an opportunity to educate
and counsel clients comprehensively about other
important health issues. In the past, these
field workers also struggled to do their jobs
effectively given a number of other constraints.
For example, they had little access to up-to-date
information, few opportunities for continuing
education, insufficient (or, conversely, overwhelming) counseling materials, and job aids that often
contained conflicting communication messages.
This resulted in confusion for both field workers
and clients.
To address these challenges, BKMI conducted
an eHealth pilot from May to August of 2013 in
2 districts (Chittagong and Sylhet) that have
relatively high total fertility rates and low contraceptive prevalence rates, as well as poor maternal
and child health and nutrition status, compared
with other districts in the country. To improve
field workers’ knowledge and skills in the use of
information and communication technologies and
their ability to integrate messages, including the
ability to counsel on the full range of HPN topics,
300 field workers (150 FWAs and 150 HAs)
received netbooks containing a digital HPN Toolkit
and 8 video-based eLearning courses.
The Toolkit contained 116 HPN SBCC materials, including TV spots, flip charts, brochures,
posters, and job aids, vetted by both the MoHFW
and the field workers themselves. The MoHFW
and subject matter experts used a standardized
assessment tool (with 9 criteria) developed by the
BKMI team that measured technical accuracy
and quality of the materials and alignment with
MoHFW priorities. The field workers then vetted
the high-scoring materials with a separate assessment tool (also 9 criteria) for comprehension,
appropriateness of messaging, and usability in
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counseling. (See supplementary materials for the
assessment tool used by subject matter experts
and the tool used by field workers.) The final
materials that were vetted by both the subject
matter experts and the field workers were
uploaded into the Toolkit. The Toolkit is considered the gold-standard package of HPN SBCC
resources for field workers in Bangladesh.
The eLearning package, designed to address
the training needs of the field workers, included
2 family planning courses; 2 maternal, newborn,
and child health courses; 2 nutrition courses; a
course on interpersonal communication and
counseling; and a course on integrated messaging. Courses contained 15- to 20-minute selfpaced videos designed for low-literacy audiences.
The project periodically assessed the field workers’ knowledge to measure learning from topics
covered in the courses. These KM tools (digital
Toolkits and eLearning courses) connected field
workers to the knowledge and materials they
needed to act effectively in their work. Preliminary results indicate the package enhanced field
workers’ knowledge in family planning, exclusive
breastfeeding, complementary feeding, and
maternal health including danger signs.

Strengthening KM and SBCC Capacity
From the outset, BMKI, in collaboration with the
MoHFW, decided to second SBCC advisors within
each of the 3 units to provide hands-on coaching
and mentorship to staff. The units had limited
capacity to coordinate activities across HPN, a
problem that KM could solve through this
secondment. To guide this work, BKMI conducted a 2-part baseline assessment in each of
the government units to: (1) understand individual SBCC capacity needs, and (2) understand KM
efforts currently being used to support SBCC
within the unit. (See supplementary materials for
the SBCC and KM capacity assessment tools.)
Specifically, the SBCC assessment tool measured capacity to:


Conduct a situation analysis (including use of
frameworks or models, research data to
design SBCC programs, and activity reviews
of other stakeholders to avoid duplication)



Develop a communication strategy (including
audience segmentation, communication objectives, and messaging)



Develop materials (including creative briefs,
concept testing, pretesting)
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Implement, manage, and lead programs
(including work plan development, staffing
plans and competencies, and supervision)



Monitor, evaluate, and replan (including frameworks and mechanisms for measurement and
the use of results for replanning)

The KM assessment measured each unit’s
capacity to:


Create and use KM processes in support of
SBCC (including familiarity with concepts
and the existence of systems for identifying
and filling knowledge gaps and identifying
tacit knowledge among staff)



Manage and lead SBCC programs using KM
(including development of strategies to disseminate and promote lessons learned and use
of learning to strengthen existing skills among
staff)



Nurture support for KM (including providing
forums for knowledge sharing, fostering staff
responsibility for their own learning, and
developing a strategy to deliver SBCC programs through digital platforms)



Monitor, evaluate, and replan SBCC programs
using KM (including use of frameworks,
M&E data, and results to assess program
progress and improve current programs)

Initially, all 3 units had low SBCC capacity
and weak KM processes. Baseline data found
SBCC programs did not use evidence-based
design, SBCC materials and message development were of low quality, and M&E of SBCC
activities was limited. In addition, standard
processes for KM and SBCC were nearly nonexistent.
To address the identified capacity building
needs, BKMI, in collaboration with the unit line
director and SBCC program managers, developed
unit-specific capacity strengthening plans to
improve SBCC skills and each unit’s overall
culture to support KM. To strengthen individual
SBCC capacity, BKMI arranged workshops and
trainings and provided technical assistance and
continuous coaching and mentoring. Workshops
and trainings (on message and material design,
graphic design, and M&E) were provided to
staff of all 3 units together to ensure a uniform
understanding of SBCC and to facilitate learning
and collaboration across the units. Knowledge
management was integrated into many workshops, both to introduce the concept to
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participants and to demonstrate how it could
support SBCC work. For example, an SBCC
capacity strengthening training for 72 senior
and junior health officers from 64 districts
occurred in several increments from May to
September 2013. As they received very little onthe-job training in this area, the 4.5-day curriculum covered how to design and implement
strategic communication activities, how to use
SBCC materials effectively, how to design and
develop effective messages, monitoring and
supervision for SBCC, as well as KM for SBCC.
As KM was a new concept for the health
officers, the trainers first had to introduce the
concept and ensure the participants understood
it. After the introduction, the participants discussed typical challenges in public health, such as
national guidelines not being updated or shared,
program managers not being sure of which field
workers were performing well, field workers
leaving their jobs because they were not growing
professionally, lack of opportunity to attend
trainings, and SBCC materials being developed
that have conflicting messages. Participants then
worked in teams to discuss whether KM tools
such as peer assist, mentorship, storytelling,
online forums, and eLearning could help resolve
any of these problems. The exercise helped
participants understand how KM could support
their activities and program goals.
Using a participatory assessment tool that
scored various SBCC and KM capacity components from 1 to 4 (1 = poor, 4 = excellent), baseline and endline data were compared for each
of the government units. For SBCC, in the IEM
unit, the scores jumped from 1.92 to 3.42;
for BHE, they increased from 1.97 to 2.64; and
for IPHN, they increased slightly from 1.97 to 2.0.
For KM, the IEM unit scores rose from 1.61
to 2.48; for BHE, they increased from 1.43 to 1.65;
and for IPHN, they rose from 1.35 to 1.57.
The IEM unit had the greatest improvement
in SBCC and KM capacity compared with other
units, and SBCC capacity scores improved more
than KM scores overall. No statistical tests were
conducted.
The endline post-assessments found that staff
knowledge of how to design and implement
SBCC activities had improved, and they increasingly used a strategic process for developing
messages and materials. Staff also demonstrated
greater ability to manage data, more appreciation
for monitoring and evaluation, and improved
leadership skills. However, BKMI staff did not
Global Health: Science and Practice 2015 | Volume 3 | Number 2

successfully put KM processes in place. Although
the units recognized the need, KM processes were
not prioritized. Barriers included competing
demands and limited information sharing. BKMI
advocated improved KM with the line directors
and at higher levels, including the Secretary of
Health, specifically to develop processes and use
tools that could help improve organizational
effectiveness, knowledge sharing, and on-thejob skills. The MoHFW, however, had a greater
interest in using external KM to improve coordination between SBCC stakeholders, rather than
using it internally at the unit level.
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Lessons Learned
The BKMI project yielded many lessons that can
inform future KM initiatives in the global health
field.
Coordination of HPN SBCC Activities and Materials
Knowledge management in support of SBCC
programs requires time and space to share
knowledge in order to harmonize plans and align
messages and activities within and across health
sectors and among varying SBCC stakeholders.
Coordination allows SBCC stakeholders opportunities to collaborate, share, and validate good
practices and lessons learned, pool resources,
avoid duplication of effort, and create and
implement activities according to common
quality standards. By establishing a systematic
process for exchanging knowledge around SBCC
programs and materials and institutionalizing
a process through the working group and its
members, BKMI sought to create a sustainable
solution to chronic coordination issues. BKMI
learned that to institutionalize effective coordination practices, it is important to take a multisector approach from the outset and to work
closely with the MoHFW and align coordination
activities with the Government of Bangladesh’s
strategies and operational plans. In addition,
coordination objectives and activities must be
clear and inclusive of all who want to be involved.
The BKMI team found that inclusiveness helped
address common challenges from different
angles and ensured that those implicated in
SBCC activities in Bangladesh could have a voice
and contribute to the national conversations
occurring within the health system. Furthermore,
for the effort to be sustainable, the MoHFW
must take ownership of the group and drive the
agenda.
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Learning and Application of Integrated HPN SBCC
Activities and Materials
The eHealth pilot presented an opportunity to
use new technology to deliver effective HPN
counseling to the community and improve
knowledge in a standardized manner. While
the BKMI team had concerns about using the
netbooks with field workers, they quickly
learned how to access the digital resources,
demonstrating that technology can be a useful
tool for facilitating SBCC and strengthening
counseling skills. While not its original intenField workers
tion, field workers used the eLearning courses as
counseling tools because clients found the
used the
eLearning courses courses entertaining and easy to understand.
The BKMI team learned that providing field
as counseling
workers with digital resources on netbooks
tools—not by
empowered them, increased their confidence
design but
on the job, and heightened their credibility in
because clients
found the courses the community. The team also learned that the
field workers would have benefitted from a more
entertaining and
in-depth, in-person interpersonal communicaeasy to
tion and counseling training on how to use the
understand.
netbook and its resources during counseling
sessions. In addition, field workers would have
been better supported if their supervisors had
been part of the pilot and had been available to
answer content-related questions and to help
navigate the resources in the netbook to find
those most appropriate for a particular counseling session. Finally, the project team learned that
any activity involving technology requires
ongoing IT and monitoring support.
The major activities of the BKMI project
mutually reinforced each other. Capacity
strengthening efforts through 3 units of the
MoHFW contributed to improved SBCC capacity
of staff and increased knowledge sharing through
the coordination activities of the SBCC Working
Group. All 3 units were involved in every stage of
Toolkit and eLearning course development for the
eHealth pilot that took place at the community
level. The eHealth pilot was an important activity
to link national coordination and community
needs. Applying KM processes to SBCC activities,
especially in the context of coordination,
improved knowledge, helped people build on
each other’s work, impacted efficiency, and
ultimately strengthened the health system.
Strengthening KM and SBCC Capacity
Given the high staff turnover within the MoHFW,
it is important to go beyond strengthening the
capacity of individuals to focus on strengthening
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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the capacity of the whole organization by setting
up strong processes and employing state-of-theart tools to ensure sustainability. Furthermore,
organizations need to take responsibility for their
own capacity strengthening initiatives by recognizing their importance and helping identify
areas for improvement. Also, given competing
time pressures, capacity strengthening plans
should support and help meet the objectives
and deliverables of operational plans. To be most
effective, capacity strengthening efforts must
include the full team of SBCC staff members to
achieve a common level of SBCC ability throughout the organization. Integrating new technology
as part of capacity strengthening can motivate
staff and enable them to achieve deliverables
more efficiently. Finally, the BKMI team learned
that changing an organization’s culture and
putting KM processes in place takes time and
sustained advocacy.
With regards to sustainability of the BKMI
activities, the project successfully advocated the
institutionalization of the SBCC working group,
and it continues to conduct SBCC and KM
capacity building and coordination activities in
the 3 units of the MoHFW. In addition, the
project continues to update and expand the HPN
Toolkit and 8 eLearning courses through a local
organization called the Bangladesh Center for
Communication Programs. The netbooks used for
the eHealth pilot were deemed to not be scalable
because of the cost associated with the netbook
itself, as well as ongoing needs for IT and
monitoring support. The netbooks loaded with
the BKMI resources were therefore given to
another USAID project in Bangladesh. Rather
than pursuing scale-up through netbooks, the
project is now exploring how it can scale-up use
of the Toolkit and the eLearning courses to more
health service providers in Bangladesh through
the existing infrastructure, which includes mostly
desktop computers in clinics and tablets among
the health assistants.

CONCLUSION
Many global health programs are grappling with
issues related to coordination, learning and
application, and capacity strengthening. Addressing these issues is critical across technical topics
and sectors, as these foundational factors, if
properly achieved, can increase efficiency, maximize resources, and contribute to both short- and
long-term health goals.
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The case study from Bangladesh illustrates
how KM can improve coordination by creating
and implementing a systematic process to
exchange knowledge on a particular technical
topic—in this case, SBCC programs and materials—as well as institutionalizing such a process to
ensure sustainability. Toolkits increased HPN
knowledge among field workers and eLearning
courses strengthened field workers’ counseling
and integrated messaging skills. These changes
are hypothesized to improve service delivery
quality. From a health systems strengthening
perspective, this example illustrates that ensuring
coordination among different actors, such as
those working cross-sectorally in SBCC, supporting learning, and investing in capacity building,
can contribute to improving health and development outcomes.
Further research would be beneficial in understanding the application of KM within the health
sector. At a minimum, more rigorous studies that
isolate KM activities and compare them to the
absence of KM activities would provide stronger
evidence of its effectiveness on health outcomes.
Having a deeper understanding of how health
care organizations use KM and further testing of
various KM interventions within the health care
context would be helpful in demonstrating the
potential impact.16 Within the case of BKMI, we
are in the process of evaluating impact data to
more clearly make conclusions regarding the
impact of strengthening coordination, capacity,
and learning and application.
The discipline of KM as applied to global
health and development would benefit from
adopting more systematic processes, better defining the terms used to describe KM tools and
processes, and critically examining the ‘‘how’’ to
better integrate relevant theories into KM design,
implementation, and research. Additionally,
because the focus of today’s KM has shifted to
KM practices for capturing knowledge that are
fundamentally people-focused approaches, considering human and social factors in the KM
puzzle is critical to potentially further the impact
of health and development programs.
Because knowledge management has been
informed by and used within disciplines outside
public health, there is a crucial need to consider
how to apply KM tools and processes from other
fields to global health. Public health practitioners
must recognize that one of the primary intangible
assets we possess is knowledge and that we all
require knowledge to solve the world’s pressing
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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global health problems. The management of that
knowledge is paramount but has yet to be viewed
as such.
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COMMENTARY

Family Planning Policy Environment in the Democratic
Republic of the Congo: Levers of Positive Change and
Prospects for Sustainability
Thibaut Mukaba,a Arsene Binanga,b Sarah Fohl,c Jane T Bertrandc

Building on expressed support from the Prime Minister to the Ministries of Health and Planning, the
country’s new family planning commitment grew out of: (1) recognition of the impact of family planning
on maternal mortality and economic development; (2) knowledge sharing of best practices from other
African countries; (3) participatory development of a national strategic plan; (4) strong collaboration
between stakeholders; (5) effective advocacy by champions including country and international experts;
and (6) increased donor support. The question becomes: Will the favorable policy environment translate
into effective local programming?

INTRODUCTION

T

he Democratic Republic of the Congo (DRC)—with
a population estimated at 67.5 million1—is the
third most populous country in sub-Saharan Africa and
the most populous francophone country. Since its
independence from Belgium in 1960, the country has
had a tumultuous history.
During the dictatorship of President Mobutu Sese
Seko (1965–1997), when the country was named Zaire,
the repressive government provided periods of relative
stability but at great cost to the country and to its
citizens. In 1991, Mobutu lost control over the
population; political turmoil and social unrest, known
as the pillage (plundering), created a highly volatile
environment that caused foreign investors and international donor agencies to withdraw completely or
reduce support to the country, plunging the country
further into poverty. The First Congo War (1996–1997)
resulted in Mobutu being overthrown by the Rwandanbacked rebel leader Laurent-Desiré Kabila.2
The Second Congo War (that involved 9 neighboring
countries) occurred primarily in the eastern part of the
country between 1998 and 2002, resulting in further
economic devastation. By the early 2000s, life in the
capital city of Kinshasa and some other provinces began
a
United States Agency for International Development/Democratic Republic of
the Congo, Kinshasa, DRC.
b
Tulane International LLC, Kinshasa, DRC.
c
Tulane University School of Public Health and Tropical Medicine, Department
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returning to normalcy, although the threat of war
continued to simmer in the eastern provinces bordering
Rwanda and Uganda.3 Because of the ravages of war,
political uncertainty, external exploitation, inadequate
investment in human capital, and widespread poverty,
the DRC—one of the richest countries in the world in
minerals—ties for last place among 187 nations on the
Human Development Index.4
The DRC is typical of African countries that are just
beginning the demographic transition, with a total
fertility rate of 6.6 as of 2013,5 a doubling in population
size every 23 years, and a very young population (46% are
under the age of 15). Almost three-quarters (71.3%) of
the population live below the poverty line, and 45.9% live
in severe poverty.5 With its high maternal mortality rate of
846 per 100,000 live births5 and large population base, the
DRC is among the 5 countries that contribute the greatest
number of maternal deaths to the global total.6
Although the country established a national family
planning program (Projet National des Naissances Desirables, or PSND) in the early 1980s, it became inactive in
the early 1990s in the wake of the pillage. In the mid2000s, external donors and technical organizations
tentatively began to resume operations in the DRC.
With a myriad of challenges facing the government
from every sector, family planning was low on the
priority list; the government had more important
problems to address. Although the government established the National Program of Reproductive Health
(Programme National de Santé de la Reproduction, or PNSR)
in 2001 to address maternal mortality, family planning,
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Few tangible
benefits resulted
from holding
national family
planning
conferences
because
insufficient
attention was
paid to
substantive
follow-up.

and related issues, it drew little attention or
support from higher levels of government. While
maternal mortality did register as a national
priority, family planning did not during the first
decade of the millennium. The Growth and
Poverty Reduction Strategy failed to mention
family planning, although it did touch on leprosy,
onchocercosis, and tuberculosis7; family planning
was mentioned in the second edition released in
2010. For decades, there was little evidence of
government interest in family planning.
Some have questioned if the Roman Catholic
Church has been an obstacle to family planning in
the DRC. The Ministry of Health estimates that 40%
of health facilities in the DRC are managed by the
Church.8 In some cases, these facilities refuse to
offer modern contraceptive methods; in others,
they turn a blind eye. To the extent that the Roman
Catholic Church in the DRC has attempted to
exercise its influence in terms of family planning, it
has been to promote natural methods over
‘‘artificial contraception.’’ In contrast to selected
countries in Latin America and to the Philippines
(where the Church has tried to block government
or NGO family planning programs), it does not
constitute a source of organized opposition to
family planning programming in the DRC.
Beginning in 2012, the DRC government took a
number of actions that demonstrated its commitment to family planning, which has taken the
international family planning community and
many local observers by surprise. The purpose of
this article is to document the evolution of the
family planning policy environment in the DRC,
analyze events that led to positive change, and
identify factors that could influence the durability
of this change.

PREVIOUS ATTEMPTS TO HEIGHTEN THE
PROFILE OF FAMILY PLANNING
It is useful to begin the analysis of the family
planning policy environment in the DRC in 2004,
as the country was beginning to return to
normalcy after the pillage and subsequent political
turmoil. Two key conferences to reposition family
planning occurred in 2004 and 2009 that typified
the lack of high-level support for family planning
and inability of the PNSR to mobilize and sustain
political support for family planning.
The first Conférence pour le Repositionnement de la
Planification Familiale (Conference on Repositioning
Family Planning), held in 2004, was funded
by the United States Agency for International

Global Health: Science and Practice 2015 | Volume 3 | Number 2

www.ghspjournal.org

Development (USAID) and executed by the PNSR
with technical assistance from the Advance Africa
Project.9 Given the country’s ongoing struggle to
return to normalcy, perhaps it was premature to
expect tangible results to come from this gathering.
The second National Conference on Repositioning Family Planning in the Democratic Republic of Congo took place in 2009, again with support
from USAID in addition to the United Nations
Population Fund (UNFPA).10 This costly event,
held at the Ministry of Foreign Affairs conference
room, took place under the auspices of the First
Lady of the DRC. At a time when programs in
other health sectors (e.g., HIV, malaria, vaccination) were receiving major funding and government attention, the second conference on
repositioning family planning was designed to
heighten visibility for family planning through the
high-level endorsement by the First Lady and to
promote public dialogue around its importance.
One tangible benefit of the conference was that it
called for establishing a multisectoral committee
of family planning stakeholders (Comité Technique
Multisectoriel Permanent, CTMP), which proved to be
very useful. However, overall, the conference
produced no immediate results in terms of political
support or programmatic action. In retrospect, a
major investment of time, effort, and resources
went into planning and implementing this event,
with insufficient attention to substantive followup. For example, the First Lady was not engaged
to play a role in subsequent events, although she is
still cited as a champion of family planning.
In 2007, between the two national family
planning conferences, USAID established a
Family Planning Partners’ Group, including its
own implementing partners and the PNSR. This
group improved coordination within the USAID
program; however, the PNSR lacked the capacity
to organize coordination at the national level. In
2008, the PNSR created the Family Planning Task
Force, which was joined by members from
USAID’s Family Planning Partners’ Group. When
the CTMP was established following the 2009
conference, it included many of the same players
as the Family Planning Task Force, at which point
the task force ceased to exist.

FACTORS CONTRIBUTING TO
THE EVOLVING SUPPORT FOR
FAMILY PLANNING
Since 2012, the DRC government has boldly endorsed
family planning in a number of actions (Box 1).
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BOX 1. Evidence of DRC Government Commitment to Family Planning Since 2012
2012:
 June. The DRC government included family planning as 1 of 6 elements in its framework to accelerate achievement of

Millennium Development Goal No. 4 (reduce child mortality) and No. 5 (improve maternal health).
 August. The Cadre Permanent de Concertation des Femmes Congolaises (CAFCO, or the Permanent Consultative

Framework of Congolese Women) drafted a law favorable to reproductive health/family planning.

 October 15. PNSR, with support from UNFPA and other partners in Kinshasa, launched a family planning campaign

in Masina municipality (consisting of intensified mass communication and free distribution of contraceptives).
 December 13. CAFCO submitted the draft reproductive health/family planning law to the National Assembly for

consideration.
2013:
 February. DRC government allocated US$994,000 from the national budget toward the procurement of

contraceptives, with subsequent allocations conditional on receipt of initial order.
 July 29. The Prime Minister sent a letter to the Minister of Health, with a copy to the Minister of Planning, to prioritize

family planning, citing the negative socioeconomic impact of population growth if the issue of high fertility was not
addressed appropriately.
 August 21. The Minister of Health sent a letter of response to the Prime Minister regarding prioritizing family

planning in the 2014 budget and taking explicit steps toward strengthening work in family planning. The Minister of
Budget also sent a letter of response to the Prime Minister stating that the Ministry of Budget would allocate funding for
family planning in the 2014 budget.
 November 15. The DRC Government presented the Declaration of Commitment to Family Planning at the Third

International Conference on Family Planning in Addis Ababa.
 November 28. The Prime Minister sent a second letter to the Minister of Health declaring the importance of

finalizing the National Strategic Plan for Family Planning, formalizing the Permanent Multisectoral Technical Committee
(CTMP), and developing performance contracts for PNSR staff.
 Exact date unknown. National Assembly selected the draft reproductive health/family planning law for discussion

in the March 2014 session of the National Assembly.
2014:
 January 10. The DRC government officially approved the National Strategic Plan for Family Planning in the DRC:

2014–2020.
 February 13. The Minister of Health officially launched the National Strategic Plan for Family Planning.
 March–November. The government held additional deliberations on the proposition of the reproductive health/

family planning law.
J

March. The National Assembly sent the proposition to the Government for Avis Technique (technical opinion).

J

March. The Government forwarded the proposition to the Minister of Health to supply the Avis Technique.

J

April 4. The Minister of Health provided the Avis Technique to the Government.

J

June 12. Two members of the National Assembly—who are also members of CAFCO—presented the draft
reproductive health/family planning law to the National Assembly for deliberation.

J

August 28. The National Assembly sent the proposition to the Supreme Court to determine whether the National
Assembly is authorized to legislate on the proposition.

J

November. The Supreme Court of Justice sent the proposition to the Parquet Général de la Republique (National
General Prosecutor’s office) for consultation.

J

November. The Parquet Général de la Republique returned the proposition to the Supreme Court to pronounce
whether the National Assembly should legislate on this topic.
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BOX 1 (continued.)
 December 3–5, 2014. The Office of the Prime Minister sponsored the Third National Conference on Repositioning

Family Planning in the DRC, which was attended by more than 400 participants, including provincial ministers from the
11 provinces.
J

The Minister of Health presided over the opening and closing ceremony as well as a roundtable.

J

The Minister of Planning presided over both a plenary session on Day 1 and a roundtable.

J

The DRC government and donors attended the roundtable on December 5, at which the DRC government doubled its
family planning commitment in 2015 to US$2.5 million and representatives from multilateral/bilateral agencies and
foundations declared commitments to family planning in the coming years.

2012 marks a
turning point in
the DRC’s support
for family
planning—from
near virtual
neglect only
2 years prior.

In particular, the letters in late 2013 from the Prime
Minister’s office to the Ministry of Health and
Ministry of Planning reflected support from the
highest levels of government, which triggered
several subsequent public commitments to family
planning. How did the change from near virtual
neglect to explicit, strong support of family planning by the DRC government occur in a period of
approximately 2 years? This question does not lend
itself to statistical analysis, but a review of relevant
events points to the following factors.

Heightened Awareness of Family Planning
as a Means to Reduce Maternal Mortality
In June 2012, the Minister of Health and other
technical advisors attended the first meeting on the
Child Survival Call to Action: A Promise Renewed,11
which included participants from countries with
some of the highest maternal mortality rates in the
world, as well as those from countries currently on
Awareness of
track to achieving Millennium Development Goal
family planning’s (MDG) No. 4 (reduce child mortality) and No. 5
impact on
(improve maternal health). One aim of the meeting
reducing maternal was to encourage the participating countries to be
more accountable for these high levels of maternal
mortality
propelled the DRC mortality and to discuss strategies for taking action.
Each country was asked to develop a plan to
government to
address the question of what it was doing to reduce
take action.
infant and child mortality. These same parties, as
well as the director of the Health Office of USAID/
Regional family
DRC, participated in a follow-up meeting in
Kinshasa in late 2012.
planning
The DRC government, with support from the
conferences
United Nations Children’s Fund (UNICEF),
improved DRC
USAID, the World Health Organization (WHO),
stakeholder
knowledge of best and others, responded by developing the ‘‘Plan
for Accelerating Achievement of the MDGs,’’ in
practices from
which family planning was 1 of 6 actions to
other African
achieve MDG 4 and 5. This plan provided one of
countries.
the first signs that the DRC government intended
to pay more than lip service to family planning.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

Strengthened Ties Between Partners
Although the PNSR is a government entity,
historically its dealings with higher levels of
government were limited and perfunctory. However,
beginning in 2012 ties strengthened between the
PNSR and the government bodies that it represents
(10ème Direction [D10], Ministry of Health). Also,
an expert within the Direction d’Etudes et Planification
(DEP) (Studies and Planning Directorate) came
forward as a champion for family planning.
Although responsible for multiple areas of health,
he strategically used his time and influence to
participate in key meetings, intercede on behalf of
the PNSR, and liaise with higher-level government
officials on issues related to family planning. He
also recognized the role that external partners could
play in advancing the family planning agenda
within the country and embraced their participation, although doing so on his own terms.

Increased Awareness About Best Practices
From Other African Countries
Between 2008 and 2012, USAID invited PNSR, the
Programme National de Santé de l’Adolescent (PNSA)
(National Adolescent Health Program), and key
implementing partners to participate in successive
regional family planning meetings held in Kenya,
Rwanda, and Tanzania, that convened up to
14 African countries. Participants at the regional
meetings discussed strategies for meeting the
family planning demand to achieve the MDGs,
effective community approaches to family planning,
and using mobile technology to improve family
planning and health services. In addition, the same
DRC organizations attended the International
Conference on Family Planning in Kampala in
2009 and in Dakar in 2011. Attending these
conferences not only improved DRC stakeholders’
knowledge of successful family planning models
from across the continent but also reinforced ties
among family planning activists in the DRC and
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facilitated collaboration within coordination bodies
that were created later.

Greater Cohesiveness and Teamwork
Among Technical Partners
Prior to 2010, some 10 organizations (funded by
USAID, UNFPA, the World Bank, the Department
for International Development [DFID], the International Planned Parenthood Federation [IPPF],
and others) implemented family planning service
delivery in Kinshasa, albeit in a relatively isolated
manner. Others operated in the 10 provinces
outside Kinshasa. Each organization diligently
pursued individual projects or institutional objectives, but none (including the PNSR) was
addressing the larger questions: How can we
increase the availability of contraceptive methods? Can we increase contraceptive use? The
PNSR was unable to operate effectively in its
convening capacity, given insufficient human and
financial resources.
Two coordinating mechanisms based in Kinshasa—the CTMP and the Kinshasa Family
Planning Coalition—helped to bring greater
cohesiveness among these different partners
and greater collaboration with the PNSR in the
capital city of Kinshasa. The CTMP—mandated
by the 2009 Conference on Repositioning Family
Planning—gained a new level of functionality as
it planned a conference in Kinshasa in June 2012.
The conference, entitled ‘‘Advocacy for the
Financing of Family Planning in the DRC,’’ aimed
at increasing awareness of the work of different
partners in promoting family planning.9 In late
2013, the CTMP became the main liaison
between the organizers of the 2013 International
Conference on Family Planning in Addis Ababa
and the delegation from the DRC, which numbered more than 40 participants. In addition, the
CTMP served as a key intermediary in organizing
the presentation of the DRC government’s
declaration of commitment at the Addis meeting.
Once in Addis, the CTMP arranged meetings with
the DRC delegation (including government and
NGO representatives) and foundation representatives, as well as a press conference with
international correspondents. In February 2015,
the Office of the Prime Minister gave official
status to the CTMP, further strengthening its
mandate as a coordinating body.
The second group that has brought greater
cohesiveness among the organizations implementing family planning service delivery is the
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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Kinshasa Family Planning Coalition. Since its
creation in December 2012, this group of
10 service delivery organizations and 4 key donors
has met quarterly. In 2013, the group aimed to
increase the percentage of health structures
offering ‘‘3-star’’ quality services from 44%
(determined by a 2012 baseline survey) to 80%.
Results from a follow-up survey showed that by
the end of 2013, the number of health facilities
reporting that they provided family planning
services increased from 184 to 395. The percentage of health facilities with a 3-star quality rating
increased from 44% to 63% among the total
number of sites surveyed in 2013.12 Although
short of the 80% aspirational goal, this significant
increase provided evidence that local organizations could effectively increase access to and
quality of family planning services in Kinshasa.
Donor-funded implementing partners have
had a major role in advancing the family
planning agenda to date. For example, external
donors bear 85% of the costs of contraceptive
procurement in the DRC, while households
shoulder 15% of the costs and the DRC

In November 2013, DRC government and NGO representatives held a press
conference at the Third International Conference on Family Planning in Addis
Ababa, where the government presented its Declaration of Commitment to
Family Planning. Left to right: Dr. Arsene Binanga (Tulane’s Director of Family
Planning Programs in the DRC), Dr. Thomas Kataba (of the Ministry of
Health’s Studies and Planning Directorate), Mr. Dieudonné Kwete (advisor to
the Prime Minister), Dr. Therese Kyungu (Director of the National Program of
Reproductive Health), and Mr. Mbadu Mwanda (Director of the National
Program for Adolescent Health).
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government less than 1%.13 While commitment
of donors is commendable, eventual success
of the national family planning program
must involve solid collaboration between the
government and the private sector, including
international and local NGOs and faith-based
organizations.
The strength of the ongoing collaboration
among multiple donors and partner organizations
was evident in the organization and execution of
the Third National Conference on Repositioning
Family Planning in the DRC, held in Kinshasa
from December 3–5, 2014, and attended by more
than 400 participants. The event included
4 plenary sessions, 12 parallel technical sessions,
8 mini-workshops, and 2 consultative sessions
with more than 40 officials representing the
11 provinces of the DRC. Sponsored by the Office
of the Prime Minister and opened by the Minister
of Planning, this event had strong government
representation. It culminated with a roundtable
of donors and ministry officials. The Ministers of
Planning and Health jointly presided over this
event, in which the DRC government doubled its
commitment to the procurement of contraceptives from the previous year to $2.5 million for
2015.

Development of a National Strategic Family
Planning Plan
In 2012, the CTMP took on the task of developing
the National Strategic Plan for Family Planning,
soliciting and obtaining financial assistance to
support the process from various implementing
partners, thus drawing in multiple parties. The
President of the CTMP led the highly participatory process, consisting of 4 workshops between
December 2012 and October 2013 and involving
more than 200 participants from the provinces
and from different ministries. In the fourth and
final workshop, the Provincial Ministers of Health
and Provincial Medical Directors (Médecins Inspecteurs) from the 11 provinces of the DRC were
invited to Kinshasa to discuss the key compoUsing a
nents of the plan.
Because the large majority of family planning
participatory
process to develop stakeholders, especially those based in Kinshasa,
had participated in one or more of the workshops,
the national
the final strategic plan had considerable buy-in
strategic family
throughout the family planning community. The
planning plan
final draft was ready just in time for the Addis
helped create
Ababa International Conference on Family Planbuy-in.
ning, which gave added weight and credibility to
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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the government’s declaration of commitment to
family planning. The national strategic plan outlined objectives and sub-objectives, along with
concrete activities to achieve them at specified
points in time (in other words, a roadmap for
increasing contraceptive prevalence in the DRC).
The Minister of Health participated in the process
at regular intervals and presided over the highprofile launch of the strategic plan on February 13,
2014, where he gave a very impassioned public
endorsement of it.

Informed Advocacy From
International Experts
The presence of international experts with a keen
interest in the DRC combined with years of
experience in other African countries allowed
them to effectively advocate increased support for
family planning from different vantage points.
Three family planning champions, in particular,
contributed to the momentum in the DRC that
dates back to 2012 (Box 2). These individuals
ensured that family planning was on the public
health agenda at a time when there was very little
public discourse about family planning, made
visible the economic benefits of lower fertility
rates, and encouraged partners on the ground
that improving access to and use of family
planning in the country was in fact possible.

Increased Technical and Financial Support
From Donors
Historically, USAID and UNFPA have been the
primary donors for family planning in the DRC.
Between 2002 and 2014, USAID’s budget for
family planning in the DRC increased steadily.
The World Bank also funded family planning as
part of integrated health programming through
June 2014 through the Project d’Appui à la
Réhabilitation du Secteur de la Santé (PARSS) (Health
Sector Support Project); similarly, DFID has supported family planning through its rural healthstrengthening project, Projet d’Accès aux Soins de Santé
Primaire (Access to Primary Health Care Project).
Since 2012, new donors have entered the
DRC. The Bill and Melinda Gates Foundation
supported a project to build the evidence base
for family planning in Kinshasa, starting in
2010, and then expanded its activities to
include advocacy work (through the Advance
Family Planning initiative of the Johns Hopkins
Bloomberg School of Public Health, which
supported work in preparation for the Addis
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BOX 2. Champions Contributing to the Family Planning Momentum in the DRC
Many individuals, both local and international, have contributed to the family planning momentum in
the DRC. Here, we highlight the contributions of 3 international family planning experts in particular.
Dr. Richard Dackam-Ngatchou served as UNFPA Representative for the DRC from 2010–2012.
Within UNFPA, he gave heightened priority to family planning activity. Moreover, he lost no
opportunity to advocate family planning in private meetings with government officials and in public
fora with large audiences. At a time when there was too little public discourse on family planning,
Dr. Dackam-Ngatchou ensured this topic remained part of the public health agenda.
Dr. Jean-Pierre Guengant, demographer and economist from the Université Paris 1 PanthéonSorbonne, has performed analyses involving population projections, socioeconomic consequences,
and the demographic dividend in countries throughout francophone Africa (including for all
9 countries participating in the Ouagadougou Partnership).14 Although he visited the DRC several
times in the early 2000s, he returned in 2012 to continue this work in a more sustained manner,
meeting periodically with different government officials and presenting his findings to selected
audiences. In addition, he directly contributed to the costing section of the Strategic Plan. His
research, published in 2014 under the title Bénéficier du Dividende Démographique? Replacer la
population au centre des trajectoires de développement de la République Démocratique du
Congo,15 provided the evidence base for public dialogue on the demographic dividend. It was the
lead theme at the December 2014 Third National Conference on Repositioning Family Planning in
the DRC, which gave a highly visible platform to the linkage between lower fertility rates and
economic progress.
Dr. Sahlu Haile, African Advisor for the David and Lucile Packard Foundation, had worked on family
planning programming in Kinshasa in the 1980s. He returned in 2009 for an exploratory visit and
again in June 2012 to speak at the meeting on Advocacy for the Financing of Family Planning in the
DRC. During his presentation at the conference and in 3 subsequent visits to the country, he was able
to draw parallels between the situation in Ethiopia (in the years before family planning had yet to
take off) and the DRC (currently at a similar point in its history). His return visits to the DRC and
relentless encouragement to implementing partners—despite the obvious challenges—allowed
government officials and implementing partners to believe that increasing contraceptive prevalence
at the national level was in fact an attainable objective.
declaration) and improved monitoring and
evaluation of contraceptive uptake (through the
projects PMA2020 [Performance Monitoring and
Accountability 2020] and Track 20). In 2014, the
Gates Foundation provided additional support for
strengthening the contraceptive logistics system,
introducing the subcutaneous injectable Sayana
Press, and piloting a system to track contraceptive
stock levels using cell phones.
Other new donors in the DRC include the
Packard Foundation, which funded a major
initiative to increase access to, quality of, and
demand for family planning services in Kinshasa.
In addition, Agence Franc¸aise de Développement
(AFD) (French Development Agency) began
supporting the demographic analysis of the
consequences of population growth, as well as
collaborating with the PARSS project of the World
Bank. In 2013, the Norwegian government
allocated US$20 million to a population and
Global Health: Science and Practice 2015 | Volume 3 | Number 2

environment project. Furthermore, while USAID
funding has continued at a fixed level for
population activities, the national family planning program has benefitted from additional
funding from PEPFAR (the United States President’s Emergency Plan for AIDS Relief). The
identification of family planning as the second
pillar of preventing mother-to-child transmission
of HIV has resulted in the introduction of new
family planning services in Kinshasa and elsewhere in the country.
Signs of increased government support of family
planning and the existence of a costed strategic plan
provide donors with additional justification to invest
in the national program, creating a virtual cycle.
Several other organizations are currently exploring
their entry into family planning activity in the DRC,
and recently the European Union committed 150
million euros to health programs, which include
those to address MDG 4 and 5, beginning in 2014.16

Increased
government
support of family
planning has
encouraged
increased donor
support.
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POSSIBLE THREATS TO DURABILITY
OF THE MOMENTUM
Given how recently this change in the family
planning policy environment has occurred (basically, since 2012), the question arises whether it
will have staying power or whether it will be
reversed as quickly as it came about.
The most positive argument for sustained
government commitment is that key government
authorities and divisions have been involved in
developing, validating, and approving important
documents that signal this engagement (e.g., the
General Secretary for Health, the DEP, PNSR,
PNSA, D10, and others). Moreover, the current
alignment of vision between the government, local
implementing partners, and external donors
serves to reinforce this commitment. Certain
groups within civil society (e.g., Cadre Permanent
de Concertation des Femmes Congolaises [CAFCO], or
the Permanent Consultative Framework of Congolese Women) currently play a key role in
advocating laws in favor of reproductive health
and sustaining government commitment to family
planning (Box 1).
Potential threats
However, continued government commitment
is by no means guaranteed; multiple threats exist.
to sustained
First, the periodic reshuffling of DRC government
government
officials may lead to the departure of key personnel
commitment are
who have been instrumental in championing
many, including
family planning in the DRC. Second, although the
turnover in
government allocated funds for the procurement of
government
staffing and lack contraceptives and supplies in 2013, there is no
of a fixed line item fixed line item for this activity in the MOH budget,
risking possible reduction or loss of this support if
for family
there are competing priorities. Third, the country is
planning in the
expected to enter the electoral period when the
MOH budget.
current presidential term ends in 2016. The election
process could trigger political instability and uncertainty, which could cause external donors to reduce
or suspend their aid to the DRC. Finally, in 2013 the
country made large strides in consolidating peace in
the east. However, the challenge ahead is demobilizing and reintegrating combatants from eastern
Congo into mainstream society. If the country fails
to secure peace, the fragile progress made in family
planning (and many other sectors) may be
jeopardized by another cycle of violence.

DISCUSSION
For long-time observers of the policy environment for family planning, the recent changes in
the DRC are unprecedented and groundbreaking.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

www.ghspjournal.org

BOX 3. Key Ingredients to Family
Planning Policy Change in the DRC
 Directives from the highest levels of

government (i.e., Office of the Prime
Minister) effectively increased involvement and concrete actions on the parts
of several Ministries (e.g., Planning,
Health, and Gender).
 Developing a cohesive group of family

planning stakeholders—from government, implementing agencies, and
donors—took time but proved to be an
invaluable investment (e.g., CTMP, Kinshasa Family Planning Coalition).
 Concrete achievements—such as the

DRC government’s Statement of Commitment in Addis Ababa, the launch of the
Strategic Plan for Family Planning,
granting official status to the CTMP,
and a growing body of family planning
research—have contributed to the
momentum and have increased morale
for those working in family planning.

At the high levels of government, family planning
is no longer a neglected area for intervention but
rather an activity that has gained visibility and
political support. Key to spurring this change was
the expressed support from Office of the Prime
Minister and the directives for the relevant
Ministries to take explicit action to prioritize
family planning (Box 3).
A national law addressing reproductive health
and family planning in the country is currently
making its way through a series of judicial and
legislative reviews, providing further evidence of the
momentum for family planning (Box 1). This
favorable reproductive health and family planning
law includes comprehensive measures such as the
protection of legal ethics and quality of life;
improvement of gender relations; accountability
of public authorities, civil society, and local
communities; fertility assistance; availability of
contraceptives and quality services; and the decriminalization of reproductive health. Whereas some
might consider the multiple steps outlined in Box 1
as evidence of stalling, others familiar with
the situation believe the multiple steps are a
good-faith effort to ensure that all possible considerations are reviewed before the proposition comes
up for a vote in the National Assembly.
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Although much has been achieved at the
central level, this progress has yet to diffuse to
the 10 other provinces of the DRC, which is a vast
country equivalent to the size of the United States
east of the Mississippi River or of Western Europe.
The Provincial Ministers of Health and Provincial
Medical Directors have participated in key events
relating to the acceleration of the MDGs (including
family planning) and the development of the
Strategic Plan for Family Planning in the DRC:
2014–2020. However, much policy work remains to
be accomplished in the provincial capitals, with the
aim of translating policy to action (e.g., family
planning service delivery and demand generation)
at the local level. In fact, because of the prolonged
conflict in the eastern Congo, there has been a
proliferation of NGOs in Kivu Province that work in
reproductive health, gender-based violence, and
family planning. Although we have no data to
demonstrate cause-and-effect, North Kivu had the
third highest modern contraceptive prevalence rate
(mCPR) in the DRC as of 2013.5
Similar changes in the family planning policy
environment have begun to occur in other
francophone African countries, which generally
have made less progress in family planning than
their anglophone counterparts.17 For example,
Senegal’s policy environment for family planning
has shifted to include more concrete and explicit
support from leaders in recent years. In 2011, the
government hosted the International Conference
on Family Planning, and in 2012 it made a
financial commitment to double the national
budget for contraceptive procurement the following year. The national program has tested and/or
adopted innovative programming supported by
research, including use of the ‘‘informed push
model’’ for contraceptive logistics management
and a pilot program to introduce Sayana Press.18
Although there are likely many contributing
factors, modern contraceptive prevalence jumped
from 12% to 16% between 2011 and 2013.19
Additionally, 8 francophone countries took part
in a regional meeting in 2011 entitled ‘‘Population,
Development, and Family Planning in West Africa:
An Urgency for Action.’’ Also known as the
Ouagadougou Partnership, the multi-agency delegations developed action plans for strengthening
family planning programs and policies in their
countries. Subsequently, several of these countries
have made additional progress in this realm.20 For
instance, in 2011, Burkina Faso committed a line
item in its national budget for contraceptive
procurement.
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The policy environment is also improving in
Côte d’Ivoire. Prior to 1991, the government
actively discouraged family planning services.
The IPPF member association, the Association
Ivorienne Pour le Bien-Être Familial (AIBEF),
was prohibited from publicizing its services, and
provision of contraceptive methods to the public
sector was restricted. Since then, the government
position on family planning has improved, but
use of contraception remains low. However, as of
2011, the government made more concrete
commitments to improving contraceptive prevalence when President Alassane Ouattara issued a
declaration on maternal health, including
increasing family planning availability via health
facilities from 60% in 2010 to 100% by 2015;
expanding method access for women living with
HIV and for youth; and increasing contraceptive
commodities by including them in the recommended list of essential medicines to be subsidized and made more affordable.21
Niger, the fastest growing country in the
world, was characteristic of the countries of
francophone Africa that historically gave little
priority to family planning. However, in 2013
political commitment changed dramatically with
a quadrupling of its family planning budget for
that year. Also, the government has taken several
innovative actions, such as authorizing community health workers to provide Sayana Press,
creating new mobile clinic services for isolated
communities, and integrating family planning in
the school health curriculum.22
The larger question is whether change in the
policy environment of a country will lead to
effective programmatic action that translates into
increased contraceptive use and decreased fertility rates. One marker of political support is an
official population policy, but literature on its
effect is mixed. Some of the most effective
programs in the world have been led by countries
with strong official population policies (e.g.,
China, Indonesia, and Mexico, to name a
few).23 In other countries, especially in Latin
America, NGOs provided leadership in family
planning in the early years when governments
still feared political fall-out, especially from the
Catholic Church, for endorsing family planning.24
Conversely, not all countries that promulgated a
strong population policy converted this into
increased contraceptive use (e.g., Ghana, which
in 1969 had one of the first population policies in
sub-Saharan Africa but did not see much increase
in its mCPR until 3 decades later).25 In earlier

Much work
remains to be
done at the local
level to translate
national policy to
programmatic
action.

Similar positive
changes in the
family planning
policy
environment have
begun to occur in
other francophone
African countries.
Niger, the fastest
growing country,
quadrupled its
family planning
budget in 2013.
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years, population policy often signaled that family
planning programming was well underway rather
than a driver of the process.26 In the context of
francophone sub-Saharan African countries, government commitment would seem to be a prerequisite to meaningful change in family planning
programming and contraceptive use. However,
verbal support for policies and programs is insufficient to trigger meaningful change; it must be
accompanied by financial support and programmatic action.
Observers of the international family planning movement will follow the promising policy
advances in the DRC with great interest. Given
the significant cultural and financial barriers to
family planning in the DRC, change—to the
extent it occurs—will be gradual. The recent
advances in the policy environment represent an
unprecedented platform on which to work
toward this change.

Acknowledgments: The preparation of this manuscript was supported
by the Advance Family Planning (AFP) initiative at the Bill & Melinda
Gates Institute for Population and Reproductive Health at the Johns
Hopkins Bloomberg School of Public Health, which is funded by the
Bill & Melinda Gates Foundation, the David & Lucille Packard
Foundation, and The William and Flora Hewlett Foundation.
Competing Interests: None declared.

REFERENCES

www.ghspjournal.org

7. Gouvernement de la RDC. Document stratégie de croissance et
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Sociale, Direction de la Santé Division de la Santé de la
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COMMENTARY

How Can We Better Evaluate Complex Global Health
Initiatives? Reflections From the January 2014 Institute
of Medicine Workshop
Sangeeta Mookherji,a Kate Meckb

An IOM workshop on evaluation design drew on recent evaluations of 4 complex initiatives (PEPFAR;
the Global Fund to Fight AIDS, TB and Malaria; the President’s Malaria Initiative; and the Affordable
Medicines Facility-malaria). Key components for good evaluations: (1) a robust theory of change
to understand how and why programs should work; (2) use of multiple analytic methods; and
(3) triangulation of evidence to validate and deepen understanding of results as well as synthesis
of findings to identify lessons for scale-up or broader application.

T

he context for global health interventions and their
evaluations has become more complex in the 21st
century. Donor assistance for global health has
increased dramatically in the last 15 years, and most
of these resources are channeled through complex
global health initiatives that target various health
outcomes through a multitude of interventions, implemented by diverse partners in multiple countries and
regions of the world. Rigorous evaluations are needed
to assess the achievements of these initiatives and to
justify and increase investments in them. Large-scale
evaluations of complex global health initiatives are
relatively new, and knowledge of how to improve such
evaluations is needed.
Our recent experiences have repeatedly exposed the
challenges in evaluating global health initiatives that
involve any degree of complexity. Health initiatives are
often implemented at national scale, and reasonable
comparison groups cannot be identified. Even though
many initiatives monitor progress toward outputs and
outcomes using performance- or results-based strategies, these strategies rarely provide insight as to
whether or how different implementing partners were
able to achieve success; what problems were or were not
addressed successfully; and how situational variability
affected successes and challenges. Often, we simply don’t
gain the learning needed from evaluations about how a
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complex intervention worked or did not, and how
implementation context affected intervention success.
We need to do better with designing and
conducting more complex evaluations of complex
global health initiatives and to do this in creative yet
robust ways that allow us to understand both the
complexity and the specificity of implementation
context. This will require support and input from
program implementers, evaluators, and commissioners of evaluations. In this article, we report on
key messages from a workshop on ‘‘Evaluation
Design for Complex Global Health Initiatives,’’
convened by the Institute of Medicine (IOM) in
January 2014, during which workshop participants
discussed just how this might be done.

OVERVIEW OF IOM WORKSHOP
What information do we need to scale-up and sustain a
success story? What can failure to achieve expected health
effects teach us about how implementation conditions
and the political landscape contributed to the observed
results? What can evaluators do better when evaluating
complexity in global health initiatives?
The IOM asked workshop participants to address
these important questions. The goal of the workshop
was to extend evaluation methodology by capturing
lessons learned from recent large-scale, complex,
multinational global health initiatives. The workshop
derived lessons learned from the execution of evaluations and discussed how to apply lessons to future
evaluations.1
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Four recent evaluations served as core examples for the workshop:


The US President’s Emergency Plan for AIDS
Relief (PEPFAR)2



The Global Fund to Fight AIDS, Tuberculosis
and Malaria (Global Fund)3



The US President’s Malaria Initiative (PMI)4



The Affordable Medicines Facility-malaria
(AMFm)5

For the core examples, ‘‘large-scale’’ was
defined as having total cumulative budgets, over
multiple years, in at least the hundreds of millions
of US dollars. ‘‘Multinational’’ meant implementation on a global scale, including multiple countries
and regions or subregions of the world. ‘‘Complex’’
referred to several dimensions of the initiative:
multiple activity components; varied settings for
implementation of different sets of activities;
systems-strengthening efforts; capacity building;
efforts to influence policy changes; use of health
diplomacy to achieve the aims of the initiative; and
implementation at multiple levels through a large
number of diverse, multisectoral partners at the
country level.1
The IOM invited representatives from each of
the 4 core evaluations to elucidate the decision
making process and the options that were
available to develop and implement a credible
and rigorous evaluation that was also feasible,
affordable, and maximally matched to the
priority evaluation questions, aims, and audiences. In addition, representatives from other
evaluations that met some, but not necessarily
all, of the criteria above (Box), were asked to
serve as panelists and to present their experiences and perspectives on the methodological
challenges they addressed. Evaluation experts
from other relevant disciplines, including education, climate and environment, and other nonhealth areas, along with commissioners of
evaluations, held honest discussions over the
course of 2 days regarding the challenges of and
lessons learned from conducting evaluations of
complex, large-scale, multinational global health
initiatives.
The IOM workshop proceedings were published
in June 2014.1 We used the published proceedings
as a data source and applied 34 codes using NVivo
to distill the large amount of information in
the proceedings text into key messages. (See the
supplementary materials for details about the
coding methodology and summary.) Although
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BOX. Global Health Initiatives and
Evaluations Represented at IOM
Workshop, January 2014
Four recent evaluations of large-scale,
multinational, complex global health initiatives served as core examples for the
workshop:
 Global Fund to Fight AIDS, Tuberculosis

and Malaria (Global Fund)

Evaluations of
complex global
health initiatives
need to provide
information on
both the
complexity and
specificity of
implementation
context.

 US President’s Malaria Initiative (PMI)
 Affordable Medicines Facility–malaria

(AMFm)
 US President’s Emergency Plan for AIDS

Relief (PEPFAR)
Other evaluation experiences were presented that had addressed issues of complexity and scale:
 Global Environment Fund (GEF)
 Gavi (formerly, the Global Alliance for

Vaccines and Immunisation)
 Integrated Management of Childhood

Illness (IMCI)
 Accelerated Child Survival Development

(ACSD) Program
 Africa

Routine Immunization System
Essentials (ARISE)

 Saving Mothers, Giving Life
 Avahan in India
 Expanded Quality Management Using

Information Power (EQUIP)
the proceedings are comprehensive, the publication
organizes the workshop information chronologically. The free-form discussion sessions and information sharing, as well as the linkages among
dedicated panel sessions, meant that, for example,
relevant lessons on addressing context could be
found throughout the 115-page text. We used the
coding exercise to further organize the information
in the proceedings document to make the important lessons and messages more accessible for
practitioners of global health evaluations. Both
authors were workshop participants, and one a
panelist, so we also used our own participant
observations to triangulate and synthesize the
following lessons and recommendations from the
workshop.
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KEY MESSAGES ABOUT EVALUATING
COMPLEX GLOBAL HEALTH INITIATIVES
FROM THE IOM WORKSHOP
Three areas of focus to improve future evaluation
of complex global health initiatives were identified at the IOM workshop: (1) the importance of
theory of change for grounding complex evaluations; (2) the need to use multiple methods to
address complexity; and (3) the need to focus
more on triangulation and synthesis of findings.

Theory of Change Grounds Complex
Evaluations
A theory of
change depicts the
series of expected
causal steps
leading from
program activities
to outcomes and
impacts.

Workshop participants confirmed the critical role
of theory of change (ToC) that depicts the series
of expected causal steps between activities and
impacts for optimizing complex evaluations.
Participants used various terms—logic models,
results chain, causal chain pathway, program
impact pathway, program theory, and program
impact theory—but whatever the name, workshop participants confirmed that a ToC is most
Theories of change useful when it identifies the links in program
planning, implementation, and delivery and
help evaluators
address the critical especially the central assumptions, implementation conditions, and contextual factors that are
role of context.
likely to influence a complex initiative. The panel
discussions confirmed the crucial need for developing a ToC for all program purposes: design,
implementation, and continuous performance
improvement, as well as for evaluation.
A critical early step in the PEPFAR evaluation
was developing a ToC (program impact pathway)
that incorporated the various inputs into the
PEPFAR initiative, including the considerable
financial and technical assistance resources and
the strategies, guidance, and planning activities
that support implementation of the initiative.2
This ToC was then simplified to cover the
diversity of programs and used to communicate
to a variety of audiences about the evaluation.
The ToC helped the evaluation committee explore
the feasibility of the various designs and methods
that might be used in the evaluation, and then it
was used during analysis to help the committee
understand the impacts of PEPFAR in terms of
proximal, intermediate, and distal effects.1
The AMFm evaluation team developed a ToC
to depict the causal pathways through which
AMFm interventions were intended to work. This
ToC was used to target the collection of quantitative and qualitative data that would be used to
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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prepare case studies for each country, thereby
providing a standard framework for evaluation
across countries for data collection and later for
analysis. The evaluation team collected qualitative data through interviews with key stakeholders from the public and private sector and a
review of key documents to understand the
AMFm implementation processes and contextual
factors identified by the ToC within each country.
The evaluation team used quantitative data from
the outlet surveys on process-related outcomes,
such as coverage of training and exposure to
communications messages. These were analyzed
separately for each country case study and then
synthesized into findings across countries.
ToCs helped evaluators address the critical
role of context. The Global Fund explained that it
takes an open approach to causation that
considers alternative hypotheses involving context, often starting with impact and outcomes
and working back along the causal chain pathway
to identify other change factors that could be
dependent on context.1 In the PEPFAR evaluation, the issue of context surfaced early during
design of the evaluation, as the committee
understood that the program impact pathway for
PEPFAR operations was embedded in the context of
many other factors in each country; the evaluation
team then examined a variety of indicators across
countries to give a contextual background to
PEPFAR’s operating environment. Contextual
issues in countries visited were explored through
the significant qualitative data collection component of the PEPFAR evaluation.1 One of the lessons
from the AMFm evaluation was the importance of
documenting the process of implementation using
a ToC model when large-scale, complex interventions are being implemented in a messy, real-world
setting.1 In fact, the AMFm evaluation found that
context probably made the most crucial difference
between countries in terms of performance.
Workshop participants continually emphasized the need to pay more attention to context
and challenged each other to ‘‘really unpack what
the notion of context means,’’ including recognizing that contextual issues arise at micro-,
meso-, and macro- levels and that they can evolve
over time. The participants called for better
differentiation between contextual ‘‘constants,’’
which cannot be influenced; contextual factors
that can be influenced; and contextual factors
that directly support the observed changes. If
evaluators parse context in this way, it may
become clear that controlling for contextual
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complexity through study design may not be
desirable in many evaluation situations, because
this could strip out the very things that are
important mechanisms for change.1 Including
contextual factors and categorizing them this way
in a comprehensive ToC is the crucial step that
allows comprehension of how and why a program
worked the way it did, and whether it would
work that way somewhere else or at larger scale.

Using Multiple Methods Helps
Address Complexity
Workshop participants affirmed that for complex
global health initiatives, evaluations need to use a
methodological approach that includes multiple
data collection and analysis methods, often through
nested study designs that combine qualitative and
quantitative approaches to data collection and
analysis, to address a variety of evaluation questions. ‘‘Multiple’’ and ‘‘mixed’’ methods described
how the 4 large-scale evaluation examples used a
number of complementary methods to arrive at
evaluation findings and conclusions. Most panelists
agreed that 2 sources of data are often not enough
to have confidence in the results from a complex
evaluation—hence, panelists mostly referred to
‘‘multiple’’ methods, and not just mixed methods.1
The critical question faced by each of the
4 core examples was how to ensure that these
multiple methods were mixed, and not mixed up
or parallel. These issues had to be addressed
during both the design and the analysis stages, to
ensure that any qualitative and quantitative data
collection conducted in parallel were linked during
analysis and that data from different sources were
collected in a way to allow triangulation later on.
The end result of the PEPFAR design phase was
a ‘‘hybrid’’ evaluation that included retrospective
and cross-sectional elements, as well as time series
and time trend data and nested in-depth
approaches on different topical areas. The approach
used multiple sources of qualitative and quantitative data to balance the limitations of each other.1
One of the primary challenges was that few data
sources were available consistently across the entire
PEPFAR program. The PEPFAR evaluation team
instead focused on using the best methods for each
type of data and matched the appropriate analytical
methods to different types of data.
The AMFm team learned the importance of
standardizing data collection and analysis methods
to assure quality. The team also recognized the
challenges of mounting a large primary data
collection exercise that is constrained on the one
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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hand by epidemiology and logistics and on the other
hand by dependency on countries for data that may
not be forthcoming within the required timeline.
Finally, relying on secondary analysis for key outcomes was a limitation but one that could not be
overcome because of budgetary and time restrictions.
The PMI evaluation started with a qualitative
management review exercise in which the primary
sources of data were key stakeholder interviews
with PMI leadership, as well as global, regional,
and in-country stakeholders who benefit from the
initiative. While this was a relatively straightforward activity, the evaluation team soon recognized
that it needed to explore other data to understand
what the program was actually doing. This
included both quantitative data about key interventions and qualitative data about strengthening
health systems and capacity building within
national malaria control programs; for the latter,
it was useful to look at program data from other
donors supporting malaria control, such as the
Global Fund, as yet another source of data.
The Global Fund data, for example, might show
the total number of drugs and nets purchased and
delivered to a country, but to understand distribution and consumption, the PMI evaluation team
had to look to other sources. It was more difficult
to understand whether PMI was strengthening
health systems or national malaria control efforts.
The evaluation team considered the methodological trade-offs when deciding on the right mix of
qualitative and quantitative methods and use of
routine program monitoring data, and the need to
balance these trade-offs to generate results that
were useful and informative.
To implement multiple methods well and
produce useful evaluations of complex interventions, multidisciplinary teams of evaluators are
needed. Evaluators and commissioners of evaluations noted it is difficult to assemble teams
comprising individuals with the wide range of
skills required for evaluating complex programs.
Working with a multidisciplinary team of investigators to do good multidisciplinary science also
is a major challenge. The approach taken by the
PMI evaluation team was to match the team
member with the dominant relevant expertise for
each key issue with someone who had a
completely different set of expertise—someone
with a different perspective. The result was a
richer understanding of the analysis. Investing in
multidisciplinary collaboration and capacity
building for complex evaluation, especially
among local partners, often required more time

Recent
evaluations of
4 complex global
health initiatives
used multiple,
complementary
research methods.

Multidisciplinary
teams of
evaluators are
needed to
implement the
multiple research
methods needed
for large-scale
evaluations.
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and focus than the evaluation study time frame
and budget allowed; rectifying this imbalance will
require evaluation commissioners to develop
more realistic budgets and timelines, preferably
done in partnership with evaluators.

Triangulation and Synthesis Validates and
Builds Confidence in Evaluation Findings

Triangulation
validates results
from different
sources of data
while synthesis
brings together
findings from
different units of
analysis.

A theory of
change supports
robust
triangulation and
synthesis
processes.

Using multiple methods to address complexity
demands triangulation. There is no other way to
consolidate multiple sources of qualitative and
quantitative information, collected and analyzed
using different methods, and to arrive at useable
evaluation findings and conclusions. In the
evaluation process, when data are unreliable,
scarce, or inconsistent across implementation
settings, methodological triangulation is necessary
to accurately interpret data from different sources
and methods. Workshop participants distinguished between triangulation, which is the analytical process to validate results from different
sources of data or address discordance in findings
related to different sub-questions of an evaluation,
and synthesis, which is the analytical process that
pulls together findings across different units of
analysis to identify context-neutral findings that
can be used in other settings or for scale-up.
All 4 of the large-scale evaluations used
purposive, case-based selection of study units, either
exclusively or as part of their multiple methods
approach. Findings from these nested studies did
not use statistical methods but had to be integrated
with findings from other nested studies that did, in
a robust way to support generalizability of the
overall findings. This could only be done through a
systematic triangulation process and synthesis of
context-specific and context-neutral findings.
In the core workshop examples, triangulation
was done to validate the results and deepen and
broaden the understanding and insights gained
from the evaluation findings. All the triangulation
and synthesis approaches described in the core
examples were grounded in the evaluation’s
purpose and ToC. The PEPFAR evaluation team
conceptualized data triangulation happening at the
levels of analyses and interpretation, instead of data
collection, since data across the entire PEPFAR
program were scarce. They were careful to document what analytical methods were used for what
data, to ensure that the analysis of data from the
multiple methodological sources was as transparent, purposeful, and rigorous as possible. The
PEPFAR evaluation team noted that the quality
and rigor of the causal contribution analysis were
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improved by using triangulation for the different
types of data and different analyses. When
combined with the ToC, this provided a solid basis
to help determine not just whether PEPFAR was
affecting health outcomes but also how and why.
The AMFm team distinguished that triangulating data from multiple sources deepened the
evaluators’ understanding of within-country results,
while synthesizing the findings across countries
contributed to an understanding of how an AMFm
intervention could work in other countries in the
future, by identifying the key factors that contributed to strong performance and those that
were associated with weaker performance.
Evaluations from the Global Environment
Fund (GEF) examined progress from outcomes to
impact, usually in the face of sparse data, in
particular country program objectives and indicators
and national statistics on environmental indicators
and data series over the 20 or so years of a typical
evaluation time frame. To overcome this data
scarcity, GEF uses a standard set of data-gathering
methods and tools that include desk and literature
reviews, portfolio analyses, and in-depth interviews,
in addition to GEF-specific methods, such as
analyses of a country’s environmental legal framework. All these methods are deployed within the
context of an evaluation matrix that the GEF
develops for each evaluation, which then feeds
into a triangulation matrix.1 In the triangulation
process, the evaluation team brainstorms questionby-question to populate the matrix and discuss
which findings are credible and which need further
analysis. After the brainstorming meeting, the team
tries to confirm or challenge the key preliminary
evaluation findings and identify what else can be
done to fill in the missing information, using the
GEF’s theory-based approach to examine progress
from outcomes to impact.
Presenters of the 4 core examples emphasized
the importance of the ToC in supporting robust
triangulation and synthesis processes. For example, in reaching the conclusion that context was
most likely the most important contributing
factor to performance differences across countries, the AMFm evaluation relied on the ToC to
help them parse the findings. The PEPFAR
evaluation was able to determine not only
whether PEPFAR was affecting health outcomes
but also how and why, through a process of
triangulation of multiple sources of data and
multiple analyses, in combination with the ToC.1
The PEPFAR ToC was the key to high-quality,
rigorous causal chain analysis that provided
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a solid evidence base for the evaluation’s conclusions and recommendations.
Workshop participants expressed that evaluators
need better guidance on triangulation and synthesis
and that implementers and commissioners need to
understand what is involved with these analytical
processes, because they take time, yet are crucial for
producing the evaluation results that are expected.
Systematic triangulation and synthesis across
study units is important for increasing confidence
in the reliability, credibility, and applicability of
evaluation findings, especially when case-based,
non-probability–based evaluation designs are used.
However, participants agreed that evaluators should
continually assess the purpose of the triangulation
or synthesis exercise: Is it enriching survey data
with qualitative findings? Assessing hypotheses
emerging from analysis of one data source with
results from another? Explaining unexpected results
using another source of data? Verifying or rejecting
conclusions based on the concordance or discordance of results from different sources of data? Each
requires a different process of triangulation and
synthesis, and each requires sufficient time and
input from the multidisciplinary team that must be
adequately budgeted and planned by evaluators and
evaluation commissioners.

WHY ARE THE KEY MESSAGES FROM THE
IOM WORKSHOP IMPORTANT?
Each of the 3 areas identified at the IOM
workshop presents an important opportunity for
evaluators, commissioners, and implementers to
do better with evaluating large-scale and complex
global health initiatives. Addressing the 3 critical
areas identified here will become increasingly
important in the future: our evaluation questions,
the settings in which we implement, and the
initiatives themselves, are becoming more complex and interlinked. Evaluators, program implementers, and commissioners of evaluations must
address the issues identified through the IOM
workshop, and soon. We need evaluations of
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large-scale global health initiatives that speak to
both their complexity and the specificity of
implementation context in order for the findings
to be useful. We need to improve how we
commission, conduct, consume, and convert
evaluation findings from complex global health
initiatives to improvements in implementation
and impact. Without sufficient and immediate
attention to these 3 areas from all parties, we risk
continued low returns on our evaluation investments and minimal progress in building the
evidence base for improved global health.
Acknowledgments: The workshop was sponsored by the Doris Duke
Charitable Foundation, the Bill and Melinda Gates Foundation, the
William and Flora Hewlett Foundation, and the Wellcome Trust. The
Wellcome Trust hosted the workshop. Individual presentations and
videos from the IOM workshop can be found on the IOM website at:
http://iom.edu/Activities/Global/EvaluationMethodsGlobalHealth/
2014-JAN-07.aspx. The authors would like to thank the IOM for
conducting the workshop, and Bridget Kelly of the IOM for her input and
guidance on this commentary. The authors did not receive financial
support from IOM or any other sources to produce this commentary.

Systematic
triangulation and
synthesis is
important for
increasing
confidence in the
reliability,
credibility, and
applicability of
evaluation
findings.

Competing Interests: None declared.

REFERENCES
1. Institute of Medicine of the National Academies. Evaluation
design for complex global initiatives: workshop summary.
Washington (DC): National Academies Press; 2014. Available
from: http://www.nap.edu/catalog.php?record_id = 18739
2. Institute of Medicine. Evaluation of PEPFAR. Washington (DC):
National Academies Press; 2013. Available from: http://books.
nap.edu/openbook.php?record_id = 18256
3. Sherry J, Mookherji S, Ryan L. The five-year evaluation of the Global
Fund to Fight AIDS, Tuberculosis and Malaria: synthesis of study
areas 1, 2 and 3. [Fairfax (VA)]: Macro International; 2009.
Available from: http://www.theglobalfund.org/documents/terg/
TERG_FiveYearEvaluationSynthesisOfSAs_Report_en/
4. Simon J, Yeboah-Antwi K, Schapira A, Cham MK, BarberMadden R, Brooks MI. External evaluation of the Presidents
Malaria Initiative: final report. Washington (DC): Global Health
Technical Assistance Project; 2011. Available from: http://www.
pmi.gov/docs/default-source/default-document-library/pmireports/audit_execsum.pdf?sfvrsn = 9
5. Tougher S; ACTwatch Group, Ye Y, Amuasi JH, Kourgueni IA,
Thomson T, et al. Effect of the Affordable Medicines Facility—
malaria (AMFm) on the availability, price, and market share of
quality-assured artemisinin-based combination therapies in seven
countries: a before-and-after analysis of outlet survey data.
Lancet. 2012;380(9857): 1916–1926. CrossRef. Medline

Peer Reviewed
Received: 2014 Oct 23; Accepted: 2015 Apr 14; First Published Online: 2015 May 20
Cite this article as: Mookherji S, Meck K. How can we better evaluate complex global health initiatives? reflections from the january 2014
institute of medicine workshop. Glob Health Sci Pract. 2015;3(2):174-179. http://dx.doi.org/10.9745/GHSP-D-14-00184.
& Mookherji et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the original author and source are properly cited. To view a copy of the
license, visit http://creativecommons.org/licenses/by/3.0/. When linking to this article, please use the following permanent link: http://dx.doi.
org/10.9745/GHSP-D-14-00184.

Global Health: Science and Practice 2015 | Volume 3 | Number 2

179

ORIGINAL ARTICLE

Establishing and Scaling-Up Clinical Social Franchise
Networks: Lessons Learned From Marie Stopes
International and Population Services International
Sarah Thurston,a Nirali M Chakraborty,b Brendan Hayes,c Anna Mackay,c Pierre Moonb

Family planning social franchising has succeeded in countries with an active private sector serving
low- and middle-income clients, with services provided mostly by mid-level providers, such as nurses and
midwives. Key support for social franchising includes: clinical training and supportive supervision, help
building sustainable businesses, marketing and demand creation, and mechanisms to make services
affordable for clients. The forward agenda includes selectively introducing other priority health services,
improving cost-effectiveness of the model, and promoting sustainability and health systems integration.

ABSTRACT
In many low- and middle-income countries, a majority of people seek health care from the private sector. However,
fragmentation, poor economies of scale, inadequate financing, political opposition, a bias toward curative services, and weak
regulatory and quality control systems pose serious challenges for the private sector. Social franchising addresses a number of
these challenges by organizing small, independent health care businesses into quality-assured networks. Global franchisors
Marie Stopes International (MSI) and Population Services International (PSI) have rapidly scaled their family planning social
franchising programs in recent years, jointly delivering over 10.8 million couple-years of protection (CYPs) in 2014—up 26%
from 8.6 million CYPs just 1 year prior. Drawing on experience across MSI’s 17 and PSI’s 25 social franchise networks across
Africa, Asia, and Latin America and the Caribbean, this article documents the organizations’ operational approaches,
challenges faced, and solutions implemented. The organizations provide intensive capacity building and support for privatesector providers, including clinical training, branding, monitoring quality of franchised services, and commodity support. In
addition, franchising programs engage providers and clients through behavior change communication (BCC) and demand
generation activities to raise awareness and to attract clients, and they implement initiatives to ensure services are affordable for
the lowest-income clients. Social franchise programs offer the private sector a collective platform to better engage government
in health policy advocacy and for integrating into new public health care financing and procurement mechanisms. The future of
social franchising will require developing approaches to scale-up and sustain the model cost-effectively, selectively integrating
other health services into the franchise package, and being responsive to evolving health care financing approaches with the
potential to contribute to universal health coverage.

INTRODUCTION

I

n many low- and middle-income countries,
a majority of men and women seek health care from
the private sector, be it a clinic, a pharmacy, or a roadside
kiosk. As an example of this trend, analysis of data from
the Demographic and Health Surveys since 2000 indicates
that 51% of the population in sub-Saharan Africa, 66% in
a
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Southeast Asia, and 79% in South Asia sought health care
in the private sector in response to children’s illness,1
without meaningful differences between the rich and poor.
Patients often prefer the private sector over public
hospitals or clinics for their perceived availability,
including shorter waiting times and better customer
service orientation.2 Two systematic reviews have
determined that these perceptions are well founded.3,4
A number of assessments of the effectiveness of
private-sector strategies on health outcomes have been
conducted,5-7 although results have been largely mixed
or inconclusive.3,4,8
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In most contexts, the private sector is highly
fragmented and lacks economies of scale, adequate
financing, and quality control and assurance
systems. Among the strategies used to engage the
private sector, social franchising has been shown to
improve quality, client satisfaction, and access to
services,9-12 especially preventive services that may
be underprovided due to lower profit potential.
Social franchising aims to address challenges of
oversight, quality, and scale in the private sector by
organizing small, independent health care businesses into quality-assured networks. Social franchising is among the only models to leverage
existing private-sector infrastructure to expand
access to and improve quality of services. The
model applies the principles of commercial franchising to achieve social goals. Under the social
franchising model, the franchisor is the entity that
organizes private clinics into quality-assured networks while providing a comprehensive support
package, ranging from training, quality monitoring,
and commodities to branding, marketing, behavior
change communication (BCC), and demand generation support. Clinic members, called franchisees,
retain ownership and management of their facilities
but maintain compliance with franchise quality
standards and monitoring.
The franchising model explicitly addresses
failures in providing high-quality, high-priority,
accessible health services,13 and it speeds the
dissemination of new health technologies in the
private sector. However, to deliver its promise of
health impact, social franchising must be brought
to scale. Scaling the franchise model poses a
number of operational challenges that Marie
Stopes International (MSI) and Population
Services International (PSI), two of the largest
global franchisor entities, have been working
through in recent years.
This article describes MSI and PSI’s franchising
approaches, from launch through scale-up. It
begins with background on MSI and PSI clinical
social franchising programs before setting out key
contextual factors in policy environments and
health markets that support franchising success.
The paper goes on to examine social franchising
from the supply side (that is, MSI and PSI inputs
for building the capacity of franchisee clinics)
followed by an exploration of the support given to
the demand side (for example, client engagement,
BCC, and strategies for equitable access). The article
closes with a discussion of the opportunities for
integrating social franchising into health systems
and of the future of social franchising, specifically
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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examining how MSI and PSI work toward the
long-term goals of franchise sustainability and
contributing to achieving universal health coverage.

MSI AND PSI SOCIAL FRANCHISING
PROGRAMS
As international global health organizations, MSI
and PSI approach franchising with the same core
objective: to strengthen the private sector’s role in
meeting health care needs in countries where
poor health and inequities in health outcomes
persist. Influenced by their respective histories
and the evolution of their franchising models, the
MSI and PSI approaches to social franchising
share many characteristics but differ on a number
as well.
Both organizations operate a fractional franchise
model, whereby the organizations franchise a
specific package of services while franchisee clinics
continue to offer other services without MSI or PSI
involvement. This is in contrast to well-known, fullformat commercial franchising models, such as
McDonald’s, in which the franchisor has extensive
control over all aspects of the franchisee’s business.
The fractional approach allows for rapid scale-up of
services because it builds on the franchisee’s
existing basic health care and business infrastructure and takes advantage of the clinic’s existing
client base to expand access to services. It also
provides a solid foundation for introducing preventive and other high-impact but underprovided
services (Box 1).
MSI began franchising in 2001 in Latin
America after decades of experience operating
an extended network of wholly owned clinics,
which in 2014 comprised more than 620 facilities
in 37 countries. Social franchising provided a
mechanism to accelerate access to family planning
and other sexual and reproductive health (SRH)
services by working with existing private providers
in contexts where it was either not feasible or not
cost-effective to open new MSI clinics. MSI
currently operates social franchise networks in
17 countries in Africa and Asia (Figure 1).
MSI’s franchising focus on family planning
has most often involved adding missing health
technologies and services, especially voluntary
long-acting reversible contraceptives (LARCs), to
franchisee clinics’ existing service platform,
alongside strengthening counseling and shortacting method provision, in order to expand
contraceptive choice. As detailed in the companion paper in Global Health: Science and Practice, 70%

Social franchising
organizes small,
independent
health care
businesses into
quality-assured
networks.
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BOX 1. What Is the Difference Between Social Marketing and Clinical Social
Franchising?
Both MSI and PSI deliver social marketing and clinical social franchising programs; the focus of this
paper is on clinical social franchising.
Social marketing programs make health products, including contraceptives, accessible and
affordable through private-sector outlets, such as pharmacies and shops, while using commercial
marketing techniques to achieve specific behavioral goals.14
Clinical social franchising focuses on building the capacity of existing private-sector health
facilities (typically clinics and, in some cases, hospitals) and their staff providers to deliver important
yet often underprovided health care services, such as contraceptive methods that require a clinical
procedure (i.e., implants, intrauterine devices, or permanent methods).
While social marketing and clinical social franchising share a number of functional requirements,
such as provider and client behavior change communication, clinical social franchising requires
more-involved clinical training and monitoring, from provider recruitment and skills transfer to
quality assurance.

MSI and PSI
together delivered
over 10.8 million
couple-years of
protection in
2014.

of the 1.24 million family planning clients served
through MSI’s franchisees in 2014 chose a
voluntary LARC or permanent method.15
PSI’s work in social franchising began more
than 20 years ago in Pakistan, emerging from its
focus on product social marketing to strengthen
the existing private sector. PSI identified the need
to complement health products with access to

clinical services, and social franchising provided a
strategic expansion opportunity to better serve
clients with both products and the services.
Currently, PSI social franchise networks operate
in 25 countries across Africa, Asia, and Latin
America and the Caribbean (Figure 1).
PSI approaches franchising with a broader
range of services beyond family planning. In
some cases, PSI has introduced new products, for
example, malaria rapid diagnostic tests, but most
often the approach focuses on changing provider
behaviors and practices to improve the quality of
existing services. While most PSI franchise networks began with contraceptive services, PSI’s
networks in southern Africa initiated franchising
with HIV services and in Somaliland with child
health services. PSI’s franchise networks expand
their service offerings into new health areas—for
example, child health or tuberculosis—as franchisee capacity develops and financing opportunities and donor interests align.

Growth in Franchise Networks

A midwife in Uganda, operating under the PSI ProFam social franchising
brand, examines a young child. Most PSI franchise networks began with
family planning services, but some have expanded their offerings into new
health areas, such as child health.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

Between 2008 and 2014, MSI and PSI’s social
franchising footprints grew exponentially. In 2013,
the organizations’ combined social franchising
programs delivered 8.6 million couple-years of
protection (CYPs) (Figure 2). In just 1 year, the
CYPs they delivered rose by 26%, to over
10.8 million, based on preliminary 2014 data from
MSI and PSI internal records. (CYPs provide a
measure of the amount of time a couple will be
protected against unintended pregnancy per unit of
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FIGURE 1. Global Footprint of MSI and PSI Social Franchise Programs in 2013

Abbreviations: DR, Dominican Republic; DRC, Democratic Republic of the Congo; MSI, Marie Stopes International; PSI, Population Services
International.

the particular contraceptive method used. One CYP
is the equivalent of 1 year of protection from
unintended pregnancy for 1 couple.)
The overall health impact of the family
planning services provided by MSI and PSI social
franchise networks can be measured in terms of
the disability-adjusted life years (DALYs) averted.
DALYs are calculated as the sum of years of life
lost due to premature mortality in the population
and the years lost due to disability for people
living with a health condition or its consequences. One DALY can be thought of as 1 lost
year of ‘‘healthy’’ life, and the sum of DALYs
across a population can be thought of as a
measurement of the gap between current health
status and an ideal health situation whereby the
entire population lives to an advanced age, free of
disease and disability.17 In 2013, PSI’s social
franchising family planning services averted more
than 2 million DALYs in Africa, and MSI averted
about 1.6 million DALYs in the continent
Global Health: Science and Practice 2015 | Volume 3 | Number 2

(Figure 3). Similarly in Asia, PSI averted about
2 million DALYs while MSI averted nearly
0.5 million DALYs.

FEASIBILITY AND POSITIONING OF
FRANCHISE NETWORKS IN NEW MARKETS
MSI and PSI make the decision to launch social
franchising in a new country context after a
thorough assessment of the health market and
policy environment. Each organization conducts
feasibility assessments to determine whether the
context is conducive to franchising and how a new
franchise might be best positioned in the health
market. Through experience, MSI and PSI have
honed their approach to identifying and evaluating
the contextual factors that matter most (Box 2).

Determining Feasibility
In addition to assessing whether a particular
context is conducive to franchising, feasibility
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FIGURE 2. Couple-Years of Protection (CYPs) Delivered Through MSI and PSI Social Franchise Clinics in 2013
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Abbreviations: MSI, Marie Stopes International; PSI, Population Services International.
Data are from Viswanathan et al.16

assessments also offer a platform for engaging
with stakeholders in government and civil
society. Social franchising may be new to
in-country audiences, especially in cases where
previous public-private partnerships focused on
tertiary care rather than small and medium
enterprise.
MSI and PSI work
Because fractional franchising works through
the existing private sector, a base level of activity
through the
in the private sector must be present, and these
existing private
providers must be actively serving catchment
sector in areas
areas where low- and middle-income clients live
where private
providers already or work. Franchising has flourished in countries
serve low-income where lower-income clients already seek care in
the private sector, such as in India, Kenya,
clients.
Pakistan, and Uganda. Conversely, the model
has not flourished as well in places without a
strong private sector or where the private sector
serves mainly wealthier clients, for example, in
Angola, Rwanda, and Sierra Leone.
Experience shows, however, that few contexts
are perfect for franchising; barriers exist in any
Global Health: Science and Practice 2015 | Volume 3 | Number 2

health market. Franchising success depends on early
identification of barriers so that strategies to overcome them can be developed and implemented.

Positioning a New Franchise Brand
MSI and PSI use commercial brand positioning
principles to introduce new franchise brands.
Brand positioning refers to the space that a brand
occupies in the minds of clients in relation to
alternatives. MSI and PSI work to define and
communicate what is special about their franchise. What positive attributes does the brand
signal to clients? How will it deliver its promise of
quality, choice, and affordability?
MSI and PSI communicate these brand
attributes through targeted marketing of their
social franchise networks to a wide potential
client base. A range of traditional marketing
approaches may be used—for example, signs and
billboards or radio advertisements—but the specific approaches used depend largely on what
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FIGURE 3. Disability-Adjusted Life Years (DALYs) Averted Through MSI and PSI Social Franchise Clinics in 2013
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types of marketing and advertising are permitted
for health services in a given country.
MSI has adopted a strategy of uniform brand
identity through the BlueStar brand and uses this

name, logo, and brand across country platforms with
only a few exceptions. To better customize the brand
to the local context, an appropriate tag line such as
health care network (in the local language) is also used.

BOX 2. Where Can Social Franchises Succeed? The Factors That Matter the Most
MSI and PSI’s experience has shown that the ideal scenario for establishing a social franchise occurs
in health markets where:
 The private medical sector, especially the outpatient sector, has adequate institutional capacity
 Poor and underserved client groups currently seek care from private providers
 The public sector is overburdened and/or unable to meet unmet need for family planning
 The government is interested in and supportive of developing, regulating, or contracting the

private sector
 Clients or third-party payers are willing to buy health services offered in small private-sector outlets
 Clients or third-party payers are able to pay for services, either through out-of-pocket payments,

health insurance, or other demand-side financing schemes
 Adequate resources are available for franchise set-up and ongoing management
 The policy environment is favorable to task sharing whereby mid-level providers can offer the

franchised package of services
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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Social franchising in PSI originally grew out
of the needs of each country, and so PSI enabled
the brands, products, and services of each social
franchise to evolve according to the marketing
and health needs of each country. More recently,
PSI has begun promoting a regional brand
strategy, where possible, to enable coordination
and economies of scale. The Tunza and ProFam
brands are common in East and West Africa,
respectively, the Sun Quality Health network
operates in Asia, and Red Segura serves Latin
America. The approach still allows for local
customization—for example, branding in Swahili
in East Africa and in Spanish in Latin America—
but equally keeps costs down by allowing new
franchises to leverage existing brand strategy,
marketing materials, and other inputs.

Shared Risk to the Brand
Brand is an important part of the value that social
franchising adds to participating clinics. Positive
brand association can increase client volumes and
improve clinic profitability.15 It may also raise the
prestige of franchise providers among their
colleagues and in their communities, although
more research is needed to test and quantify this
effect.

BOX 3. Who Makes for Good Franchisee Candidates?
As an absolute minimum standard, MSI and PSI require all
prospective franchisees to be licensed to practice and the clinic to
be registered with the national regulatory authority.
Beyond this requirement, recruitment strategies for MSI and PSI
differ but may favor providers who:
 Are employed full-time in their private practice, rather than

part-time while also being employed in the public sector
 Demonstrate interest in SRH services, for example, by

previously offering some SRH services (or other target areas)
but not necessarily the full range
 Are supportive of SRH services, for example, supportive of

family planning
 Are located in a low-income area and are willing and

motivated to serve the poor
 Are not located too close to other outlets for franchised services

(for MSI, this includes clinics owned and operated by MSI)
 Are female, in contexts with strong client preferences for

female providers, such as in Pakistan and Yemen
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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Although the fractional franchise model that
MSI and PSI operate can be more rapidly scaled
than a full franchise model, fractional franchising
carries inherent brand risk. Because franchisees
continue to offer non-franchised services that
MSI and PSI do not regulate or monitor for
quality, an ever-present risk exists that the nonfranchised services could be of poor quality or
could result in an adverse event that could
damage the franchise brand, not only in one
franchisee clinic but across the network.
In recent years, both MSI and PSI have begun
partnerships with Netherlands-based SafeCare, a
certification scheme taking root in East Africa that
acts as a quality assurance, improvement, and
accreditation scheme for an overall clinic. The
certification program aims to help providers deliver
safe and quality-secured care to their patients,
according to internationally recognized standards.
This type of program may be one solution to
address the inherent limitations of a fractional
franchise model that has historically focused on
specific health interventions, such as family
planning or maternal health.
To date, the risks of fractional franchising
have not materialized into brand damage for
either MSI or PSI. Still, the tension in fractional
franchising is clear, and so special attention must
be paid to franchisee selection and brand
management. Specific franchisee recruitment
strategies differ between MSI and PSI, but both
organizations tend to favor a shared set of
characteristics in providers, such as being
employed full-time in their private practice and
demonstrating interest in providing the franchised package of services (Box 3).

THE SUPPLY SIDE OF FRANCHISING:
WORKING WITH PROVIDERS
Choosing the right providers for franchising and
effectively supporting them to deliver franchised
services—many of which are new to the
providers—are essential franchise management
functions.
It can be tempting to selectively choose only
the highest-capacity providers for recruitment
into the network. However, such providers do
not typically operate in areas where low- and
middle-income clients live. Further, working with
lower-capacity providers to improve quality and
expand their range of services is an important
part of improving standards of care in the private
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sector, a key promise of franchising and one that
selectively choosing only high-capacity providers
negates.
In the franchisee recruitment process, MSI
and PSI work to strike the right balance between
acceptable standards and room for improvement.
Critically, prospective franchisees must be willing
and committed to improving their clinical quality
and expanding their range of services to include
franchised services, typically encompassing primary care and preventive services with lower
profit margins than curative services.
Both MSI and PSI have had good experiences
working with owner-operated facilities. When
franchise providers own their facility, buy-in and
accountability for agreed quality improvements
can be more easily ensured. For recruitment, both
organizations seek out clinics run by mid-level
provider cadres, such as clinical officers, midwives, and nurses. Experience has shown that the
behavior and practices of doctors is harder to
influence.

Recruiting Providers Into the Network
Mapping existing facilities in target regions is the
first step in franchisee recruitment. Using a combination of official records and site visits for scoping,
MSI and PSI identify the number and distribution
of prospective franchisees. This mapping work is
combined with analysis of population and health
data to determine the concentrations of underserved
clients.
MSI and PSI visit prospective franchisees and
assess their capacity using a standardized tool
that is customized to the country context.
Standardization and transparency in the selection
process is important. It provides a basis to explain
to clinics that are not selected what they can do to
improve their prospects for future consideration.
Prospective franchisees need to see value in
joining the franchise network. In Malawi, MSI’s
affiliate Banja La Mtsogolo (BLM) engages
current franchisee providers to speak with prospective franchisees in a group setting. Hearing
from other providers they deem credible helps
prospective franchisees understand the benefits
of membership and how franchisee and franchisor can best work together.
There is no exact right number of franchisees
for a network. Volume depends on program
objectives, expected client volumes, and likely
attrition rate. Attrition due to relocation, retirement, or drop-out happens in the course of
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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In the Philippines, a client with her children leaves a private family planning
clinic run by a midwife. The clinic is part of the MSI BlueStar social
franchising network, which generally recruits mid-level provider cadres, such
as nurses and midwives.

managing a franchise network. De-franchising
due to breaches in compliance is also a reality.
Good recruitment practices help keep attrition
and de-franchising to a minimum.

Clinical Training and Monitoring Quality
of Services
Clinical training, provider certification, and ongoing
quality assurance are important functions of
franchise management (Box 4). Competency-based
classroom and practical training relate specifically to
the services being franchised but include general
good clinical practices as well.
For example, MSI and PSI train their franchisees on a full range of family planning
information and methods including comprehensive client counseling, provision of voluntary
LARCs, refresher training on short-acting methods, and referral for voluntary permanent methods. Building franchisees’ skills to offer voluntary
LARCs involves classroom and practical training
modules covering quality monitoring; counseling;
infection prevention; method insertion and
removal; and preparedness to handle medical
emergencies. Once franchisees demonstrate competence in all clinical quality areas, they are
branded as part of the franchise network and can
begin delivering franchised services.
Both MSI and PSI undertake a regular
program of monitoring and support for their
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Mid-level
providers, such as
nurses and
midwives, tend to
be a better fit for
social franchising
than doctors.
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BOX 4. How Do MSI and PSI Quality-Assure Social Franchise Providers?
 Establish clinical minimum standards aligned with national standards
 Issue clinical governance policy, which includes requirements for clinical quality audits, client

satisfaction surveys, and incident reporting protocols
 Deliver competency-based training on the package of franchised services, including training for

procedures, comprehensive client counseling, infection prevention, management of clinical
emergencies, and referrals
 Facilitate supply of appropriate commodities and equipment
 Provide quarterly supportive clinical supervision and routine use of quality monitoring audits (see

supplementary material)
 Conduct independent audits of the quality assurance system and practices (for PSI)

franchisees. Through this supportive supervision,
the franchise managers work to reinforce clinical
skills; ensure uninterrupted access to medical
commodities; and help franchisees build demand
for franchised services in their communities. MSI
and PSI standards of practice require at minimum
quarterly monitoring visits for each franchisee;
however, many franchisees require more frequent
visits, especially in the early months when skills
are first being developed. (See supplementary
material for sample indicators used by MSI to
assess franchisees’ clinical standards during
quality audits.)
Supportive supervision visits offer the opportunity to hear from providers on a range of issues
and to identify potential problems, including
problems stemming from low provider confidence. In Uganda, MSI’s BlueStar providers were
trained to offer a full range of short- and longacting contraceptive methods. However, during a
client tracing survey, a significant number of
respondents reported that their franchisee provider had not counseled them about intrauterine
devices (IUDs). After following-up with franchisees, Marie Stopes Uganda learned that many
franchisees, although trained to provide IUDs, felt
less confident with counseling and inserting IUDs
than they did with providing implants and shortacting methods. BlueStar retrained franchisee
providers on IUD counseling, insertion, and
removal, and it established a mentoring program
between more-experienced franchisees and those
reporting low confidence. As a result, IUD
provision among BlueStar franchisees in Uganda
grew from 12% of LARCs provided in 2012 to 24%
at the end of 2013 (data from internal MSI
sources).
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Strong communication and effective interaction with providers is key. As a backdrop to all
interactions with franchisee providers, PSI field
staff use medical detailing or provider BCC
techniques and skills. Medical detailing and
provider BCC are similar processes (as they relate
to franchising) that involve a PSI staff member
visiting individual health clinic providers or
owners of pharmacies or drug shops to educate
them about a particular product or service and to
promote that product or service. During medical
detailing, PSI staff will explain how a particular
product works, its benefits, and its side effects.
This information is intended to influence
provider/owner behavior, and the provider can
also transfer the information to clients during
counseling and service provision.
PSI has found that training providers on
clinical skills does not always translate into
immediate uptake or practice of those skills in
the clinical setting (for a variety of reasons). PSI’s
provider BCC approach addresses the training-topractice gap by complementing training with
follow-up medical detailing but also by managing
the overall relationship with the provider effectively and maximizing opportunities to support
and influence provider behaviors and providerclient interaction skills. The specialized communications skills of the medical detailers, modeled
after those used in the pharmaceutical industry,
allow PSI field staff to identify underlying
provider needs, motivations, and/or barriers and
biases to performing the desired behavior or
service. PSI field staff can then offer the provider
a variety of relevant and actionable solutions
designed to meet the individual provider’s needs
and motivations—solutions that are valuable to
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the provider. The medical detailers distribute
resources such as literature, counseling charts,
and patient brochures to assist providers in
adopting the desired behaviors.

Helping Franchisees Build Sustainable
Businesses
The quality improvements that clinics achieve
through their franchise membership continue to
deliver impact so long as the franchisee remains in
business. Helping franchisees strengthen and
expand their businesses is often a key part of the
value promised by the franchisors. For example,
business management training for franchisees was
developed by Banyan Global and has been used by
PSI and MSI to train franchisees in a number of
countries, including Ethiopia, Malawi, Sierra Leone,
and Zimbabwe. The training, covering such topics
as assessing one’s business, recordkeeping, financial statements and analysis, cash flow plans, and
accessing finance, is popular with franchisees.
Some franchise networks approach business
strengthening by linking franchisees to services
present in the market: PSI is currently piloting
various approaches, including recruiting specialist
‘‘business advisors’’ in Kenya and outsourcing
business support to franchisees to a third-party
supplier in Tanzania. In addition, several networks
have used their platform to connect franchisees to
private and public health insurance companies in a
bid to help diversify sources of revenue for
franchised businesses.
Access to affordable capital for business
expansion is limited in many developing countries, especially for small health care businesses
with little loan collateral. MSI, PSI, and Society
for Family Health (SFH) have worked to align
franchising with programs designed to help small
and medium enterprises develop business plans
and secure capital. Franchisees in Ghana, Kenya,
and Nigeria are eligible for small-business loans
facilitated by the Medical Credit Fund (MCF) of
PharmAccess. Small loans, in the amounts
ranging from US$2,000 to $5,000, can be used
to finance clinic renovations, procure new medical equipment, improve technology, buy assets,
or upgrade administrative systems. Once franchisees pay off their first loan, they are eligible for
follow-on lending.
PSI is also partnering with the private sector
to scale-up social franchising while improving
financial sustainability. For example, in rural
Uganda PSI is collaborating with a corporate
partner to support the PSI franchise and ensure
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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greater access to maternal health facilities
and commodities for pregnant women. Alongside this partnership, PSI’s social franchising
programming in Uganda is developing a sustainable supply chain for maternal health
products through wholesale pharmacies and
drug shops.

Taking Provider-Side Approaches to Scale
Social franchising can make a great difference in
quality and access to care at the community
level.19 However, to achieve a wider and sustained
health impact, social franchising must operate at
scale. Scaling a model that requires a high level of
interpersonal interaction and support is challenging and costly; therefore, MSI and PSI must
work to develop quality-assurance mechanisms
that are replicable and cost-effective at scale.
Technology has a role to play in reaching that
scale cost-effectively. In Zimbabwe, MSI’s BlueStar
network has created a mentoring program that
uses WhatsApp, a free mobile phone application
that allows real-time communication and problem solving between new franchisees and moreestablished clinic mentors. PSI has begun using
technology for improved data collection and
better, more-targeted monitoring and supportive
supervision visits. In Nepal, for example, PSI
franchise staff are equipped with tablet computers that they use to collect real-time data, but the
tablets are also programmed with a variety of
clinical reference guides and behavior change
tools. For staff stationed in hard-to-reach areas,
the tablets allow them to keep up-to-date on new
and revised materials efficiently, as well as to
improve timely data collection.
Strategies such as improved use of technology
help overcome operational challenges to make
franchising more cost-effective at scale. Finding
such cost-effective solutions is an important
precursor to positioning franchise networks for
longer-term sustainability.

Technology can
help scale social
franchising
mechanisms costeffectively.

ENGAGING CLIENTS TO OVERCOME
DEMAND-SIDE BARRIERS
Social franchising is often understood to be a
supply-side intervention aimed at improving
provider capacity. While intensive work with
providers plays a big part in implementation,
engaging clients is also key. Franchisees themselves are at the frontline of community-level
marketing and client engagement in their
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catchment areas, as fractional franchising builds
off their brand equity.
However, MSI and PSI play an important
support role, namely to target key underserved
groups with health information and ensure communities are aware that quality, affordable services
are available at their local franchisee clinic.
Franchisors use BCC approaches to encourage
positive health-seeking behavior and demand
Voucher
generation strategies to raise awareness about
franchised services and the health benefits they
programs,
offer. BCC and demand generation messages may
although often
costly to run, may be delivered through various channels including
mass media and interpersonal engagement.
improve service
In addition, both MSI and PSI selectively use
access for the
financing mechanisms, such as vouchers, to
poor.
reduce barriers to access and to attract clients to
the franchised clinics.

Attracting Clients With BCC and Demand
Generation
Franchisors use
behavior change
communication to
generate demand
for franchised
services.

BCC and demand generation activities undertaken by MSI and PSI work to reduce information
and behavioral barriers that can restrict service
uptake. One key BCC and demand generation
strategy is interpersonal engagement. Reaching
clients where they live and work is both highly
interactive and time-intensive. However, this
work is an important part of the franchise
network’s added value; small owner-operated
facilities rarely have the time or resources to
undertake person-to-person engagement at scale.
PSI’s Latin America franchise, Red Segura,
works inside garment factories, visiting the
factory floors to educate young female employees
about their SRH choices and how and where to
access services through franchisees. In India,
PSI’s network conducts door-to-door mapping
and household visits, working to reach young
married women in their homes. In Pakistan,
MSI’s Suraj network takes a similar approach by
engaging female health educators to conduct
door-to-door visits with information on SRH
topics and franchisee locations.

Making Services More Affordable Through
Demand-Side Financing
Considerable evidence suggests that out-ofpocket payments reduce use of preventive health
services in low- and middle-income countries.20
To expand access for low-income clients, MSI and
PSI have piloted and adopted different mechanisms to reduce client out-of-pocket payments.
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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These include setting price caps, encouraging
sliding-scale fees, distributing targeted vouchers,
and offering periodic free service days, often
coupled with provider training.
While many of these mechanisms have
demonstrated success, they are not without
challenge. For example, price caps can be difficult
to enforce in practice, and differential, slidingscale fees introduce the risk of friction between
clients or between client and provider. Vouchers
and free service days have increased service
uptake in several MSI and PSI franchise networks, with some evidence of improved equity in
service access.21,22 Voucher programs, however,
can be costly to run and therefore should be
used in appropriate circumstances as an equity
intervention and not solely as a marketing
device.
In Pakistan, PSI integrated safe motherhood
vouchers into its client engagement approach.
The safe motherhood voucher provided clients
with subsidized access to 8 services, including
3 antenatal care (ANC) visits, normal delivery,
referral for cesarean section if needed, postpartum family planning, and postnatal care visits.
In the pilot study, women who purchased
vouchers had a significantly higher uptake of
ANC and institutional delivery than women who
did not purchase vouchers.21 When the intervention was expanded, results indicated that while
poorer women were less likely to use ANC and
institutional delivery, those living in areas with
vouchers had a significantly increased likelihood
of doing so than those living in control areas.22
In Madagascar, MSI has successfully used
vouchers to increase access to family planning for
underserved groups. From 2012 to 2014, more
than 50,000 poor women were able to access
family planning using a voucher. Research in
2013 showed that 85% of voucher clients were
poor, as measured by multidimensional poverty
index (MPI), compared with 25% of franchisee
family planning clients overall. Moreover, franchisee client records showed that the volume of
paying clients rose significantly between 2012
and 2014, indicating that well-targeted vouchers
can be used to attract poor or underserved clients
without compromising the paying-client revenue
model that franchisees often rely on (data from
MSI internal sources). In 2014, MSI combined
a voucher program for adolescents with training
on youth-friendly services for franchisees. Where
franchisees previously served very few adolescents, more than 3,000 adolescents a month are
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now using the vouchers to access voluntary
family planning services from franchisees (data
from MSI internal sources).

HEALTH SYSTEMS INTEGRATION
Social franchise networks offer a platform to
more successfully engage the private sector in
countries’ wider health systems. Two important
areas gaining traction are articulation of a privatesector voice in health policy advocacy and
integration of the private sector into new public
health care financing and procurement
mechanisms.

Engaging the Voice of the Private Sector
in the Health System
Fragmentation in the market results in missed
opportunities for the private sector to engage in
dialogue on important national health care
issues. Through social franchise networks, private
providers can engage with a collective voice,
amplifying their agenda and offering a platform
for government and other stakeholders to effectively engage with them. In some countries,
groups of franchisors have formed franchise
associations, providing a unified platform for
knowledge sharing and advocacy. For example,
in Kenya, the Association of Social Franchising
for Health brings together more than
1,000 private providers from 6 franchise networks, with the aim of entering into policy
engagement and dialogue with the government
and other decision makers.
Advocacy for task sharing and task shifting
provides examples of successful use of this
collective voice for policy change on issues
directly affecting lower- to mid-level provider
cadres. In Mali, PSI’s ProFam network is changing
norms around public-sector task shifting by
piloting an approach to task shift IUD provision
to midwives in private ProFam clinics. After
advocating the change in national health guidelines, PSI conducted training of trainers for
Ministry of Health staff to ensure the ministry
would be able to adopt and replicate the task
shifting approach independently. In 2009, only
4 public-sector locations provided IUD services;
by 2013, trained midwives were providing IUDs
in 248 community health centers.
Task-sharing policies, however, do not always
change in a direction that is favorable to franchising, as PSI’s Sun Quality Health franchise experienced. In Laos and Myanmar, the Sun Quality
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Health franchise trained nurse-owned private
facilities to deliver voluntary LARCs. Training was
complete and the franchise up and running when
policies changed in both countries. In Myanmar,
the government reversed permission for nurses to
offer IUDs and implants; in Laos, private-sector
provision of LARCs was banned. Through its
franchise network, PSI immediately engaged
partners in both countries and, in Myanmar, has
successfully advocated policy change back to allow
nurses to provide voluntary LARCs.
Additional important advocacy areas include
private-sector licensing requirements. In Ethiopia,
MSI’s BlueStar network was able to successfully
advocate a 12-month delay and reconsideration of
minimum facility size standards for clinic licenses,
regulations that would have negatively impacted
the ability of smaller-sized clinics to offer a wide
range of services to their clients.

Linking the Private Sector to Opportunities
in the Broader Health System
In many countries, governments see the private
sector as an important player in the health system
and, in response, are prioritizing better regulation
of the private sector. Further, many governments
are working to integrate a better-regulated, highercapacity private sector into structures and
mechanisms previously reserved for the public
sector. Examples of this integration include
permitting private health facilities to access public
medical commodity supplies and linking private
providers with emerging health financing schemes
such as national health insurance.
Reliable access to medical commodities is
central to high-quality service delivery. Across
many countries, the Ministry of Health or other
government entity runs commodity procurement
and distribution programs. However, these programs are often closed to the private sector or
very difficult for small, independent private
providers to access due to bureaucratic barriers,
high minimum order quantities, or poor information about eligibility criteria. On behalf of their
franchise networks, MSI and PSI have tapped
into government supply chains in a number of
countries. In some instances, commodities are
accessible free of charge, while in others subsidies
or purchasing pool discounts are available. These
cost savings can then be passed on to franchisee
clients in the form of lower service fees.
A second and strategically important area
where inroads are being made is integrating the
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private sector into health financing schemes run by
the government. Although national health insurance schemes are not yet established in most
countries where MSI and PSI work, the movement
is expanding in keeping with the principles of
universal health coverage.23,24 In countries with a
more developed insurance sector, both MSI and PSI
are helping their franchisees gain insurance accreditation, which translates into reduced out-of-pocket
payments for clients. In the Philippines, MSI’s
BlueStar network has worked successfully with 188
of its 267 franchisees to pass the stringent
accreditation process by the national health insurance, PhilHealth. Even after passing, claims submission challenges persist for small franchisees.
Insurance claims must be submitted on paper at
locations some distance from franchisees’ towns
and villages, requiring them to close their clinics to
make the journey. In response, BlueStar began
integrating claims submission into its routine
supportive supervision for franchisees. Now,
BlueStar staff collect and submit quarterly national
insurance claims, allowing franchisees to focus on
client care.25 Further, in an effort to help bridge
cash flow constraints caused by weeks or months of
waiting for claims to be paid by PhilHealth, BlueStar
offers short-term loans to help franchisees cover
costs while waiting for their reimbursements.

LOOKING FORWARD: THE FUTURE
OF SOCIAL FRANCHISING
For social franchising to be effective, both in
terms of health impact and financial sustainability, franchisors such as MSI and PSI and their
stakeholders should consider the following priority areas, many of which are already underway:
developing and using uniform metrics to measure
success; addressing operational challenges and
improving cost-effectiveness; integrating new
franchised services; adapting to new health
financing landscapes; and continuing to play an
active role in health systems strengthening.

Toward Development and Use
of Uniform Metrics
Social franchising has shown promise in its
ability to improve quality and increase uptake of
underutilized preventive and primary care services among low- and middle-income clients.
However, franchise results are often not comparable. MSI and PSI are active participants in the
Social Franchising for Health community of
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practice (see www.sf4health.org) to define and use
standard metrics, and both organizations are strong
advocates of using research to quantify the social
franchising model’s potential to achieve equity, costeffectiveness, and health market expansion.

Opportunities for Domestic Autonomy
MSI and PSI continue to work through operational
questions that have implications for financial
sustainability and for the sustainability of health
impact delivered through franchise networks. Both
organizations are interested in increasing scale to
improve access to quality services. However, it is not
clear if the current quality assurance systems,
including supportive supervision, provider behavior
change, and clinical monitoring, are scalable in a
cost-effective way. Without ongoing donor subsidy,
it is also unclear whether networks structured
around preventive health services such as family
planning can deliver value for franchisees as small
businesses. Finally, the goal of franchisors’ financial
sustainability can be debated, as we do not know
what will happen to service availability, quality, and
equity if franchisors leave the market. As noted
below, the emergence of increased domestic finance
for health (for example, social health insurance
schemes) as a replacement for donor subsidy may
provide some opportunities, provided that such
schemes are accessible to the non-state/private
sector (including small private providers) and that
they adequately reimburse for preventive care
measures such as family planning.
Experiences from successful social marketing
programs including Social Marketing Company
(SMC) Bangladesh and GreenStar Pakistan suggest
that country-level programs can move toward
autonomy from previous international franchisor
support structures. However, this autonomy is at a
governance level, and donor support often remains
important for commodities and operations. Clinical
social franchise networks may also have opportunities for greater or full domestic autonomy, as seen
with the Well Family network in the Philippines25
(not affiliated with MSI or PSI), and the need for
donor subsidy is likely to decline in countries where
domestic financing systems are able to cover health
care costs for the poor while a growing middle class
may increase the number of clients willing and able
to pay for services.
Ultimately, franchise network sustainability
will depend on franchisors creating value for their
franchisees and for the health systems they are
supporting.
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Opportunities for Service Integration
Today, family planning services comprise the majority of services delivered through social franchise
networks.16 That being said, most PSI franchise
networks include integrated provision of HIV
counseling and testing, management of childhood
illness, and fever case management including
malaria treatment. PSI sees this scope expansion
as a cost-effective way to leverage existing provider
relationships, take advantage of improvements in
cross-cutting clinical areas such as infection prevention, and deliver a franchise offering that covers a
larger share of the revenue-generating services
offered by their providers.
MSI’s approach largely continues to focus on
the reproductive health needs of women but is
testing an expanded basket of services in several
countries to meet those needs beyond family
planning. Offering a broader package of services
can also facilitate access to family planning, whether
for young people interested in a broader range of
SRH services or for women with young children
seeking maternal and child health services. For
example, both MSI and PSI are increasing access to
postpartum contraception by strengthening franchisee family planning counseling during ANC visits
and by introducing postpartum IUD services to
franchisees already providing obstetrics services.
Irrespective of the degree of service integration, both of these approaches have historically
encountered challenges with vertical funding
streams of priority health areas. Increasingly,
however, donors are funding an expanded package of franchised services through the same
financing mechanism.

Health Financing and Health Systems
Strengthening
With momentum building around universal
health coverage, there is increasing attention on
public financing of health care for the poor and
underserved and on a reduction in cash payments
at the point of service. The benefits achieved to
date of organizing small private providers into
networks could translate into reduced transaction
costs for public payment mechanisms as well as
ensure that the small private providers that many
of the poor currently use can be included in the
universal health coverage agenda.
While franchisors need to continue to be
advocates for including their network members
into payment schemes (small private providers in
the case of most of the networks), other
Global Health: Science and Practice 2015 | Volume 3 | Number 2

stakeholders should also remember that the
private sector is a vast resource and that an
organized, quality-assured private sector can be
more easily accredited for inclusion in emerging
insurance networks, similar to MSI’s successful
integration into the Philippines’ National Health
Insurance Programme (NHIP).
While the discussion continues on where social
franchising will be in 10 or 15 years, it is clear that
organizations such as PSI and MSI are working in
diverse, dynamic, and quickly evolving health
markets. In many countries, there will continue to
be a compelling case for franchise networks to scale
health care access with the benefit of subsidies.
However, franchisors will also need to be responsive
to changing health care needs and to the evolution
of how health care is paid for. In some countries,
such changes may mean a business model that
works toward health impact goals while optimizing
services in a predominantly cash-based private
health care market. This could evolve into autonomous domestic franchise networks or a process of
graduating individual high-capacity franchisees out
of franchise programs. In other countries, evolution
may mean integration into public financing systems.

www.ghspjournal.org

Integrating other
priority health
services beyond
family planning
into the social
franchise package
can be a costeffective way to
leverage existing
provider
relationships.

CONCLUSION
The benefits of organizing and quality-assuring
small health care businesses that serve the poor, at
scale, presents tantalizing opportunity in the context of the universal health coverage debate. With a
growing body of evidence on social franchising and
operational experience across a greater number of
country contexts and health areas, the coming years
promise to be an exciting time for this model and
for the access, quality, and equity objectives that the
global health community shares.
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Private-Sector Social Franchising to Accelerate Family
Planning Access, Choice, and Quality: Results From Marie
Stopes International
Erik Munroe,a Brendan Hayes,a Julia Tafta
In just 7 years, Marie Stopes International (MSI) has scaled-up social franchising across Africa and Asia,
from 7 countries to 17, cumulatively reaching an estimated 3.75 million clients including young adults and
the poor. In 2014, 68% of clients chose long-acting reversible contraceptives, and many clients had not
been using modern contraception in the past 3 months. Service quality and efficiency (couple-years of
protection delivered per outlet) also improved significantly.

ABSTRACT
Background: To achieve the global Family Planning 2020 (FP2020) goal of reaching 120 million more women with voluntary
family planning services, rapid scale-up of services is needed. Clinical social franchising, a service delivery approach used by
Marie Stopes International (MSI) in which small, independent health care businesses are organized into quality-assured
networks, provides an opportunity to engage the private sector in improving access to family planning and other health services.
Methods: We analyzed MSI’s social franchising program against the 4 intended outputs of access, efficiency, quality, and
equity. The analysis used routine service data from social franchising programs in 17 African and Asian countries
(2008–2014) to estimate number of clients reached, couple-years of protection (CYPs) provided, and efficiency of services; clinical
quality audits of 636 social franchisees from a subset of the 17 countries (2011–2014); and exit interviews with 4,844 clients
in 14 countries (2013) to examine client satisfaction, demographics (age and poverty), and prior contraceptive use. The MSI
‘‘Impact 2’’ model was used to estimate population-level outcomes by converting service data into estimated health outcomes.
Results: Between 2008 and 2014, an estimated 3,753,065 women cumulatively received voluntary family planning services
via 17 national social franchise programs, with a sizable 68% choosing long-acting reversible contraceptives (LARCs). While
the number of social franchisee outlets increased over time, efficiency also significantly improved over time, with each outlet
delivering, on average, 178 CYPs in 2008 compared with 941 CYPs in 2014 (P = .02). Clinical quality audit scores also
significantly improved; 39.8% of social franchisee outlets scored over 80% in 2011 compared with 84.1% in 2014. In 2013,
40.7% of the clients reported they had not been using a modern method during the 3 months prior to their visit
(95% CI = 37.4, 44.0), with 46.1% (95% CI = 40.9, 51.2) of them reporting having never previously used family planning at
all. Analysis of age and poverty levels of clients indicate mixed results in bridging equity gaps: 57.4% of clients lived on under
US$2.50/day in 2013 (95% CI = 54.9, 60.0) and 26.1% were 15–24 years old (95% CI = 23.8, 28.4), but only 15.1% lived
on less than $1.25/day (95% CI = 13.8, 16.4) and 5.0% were 15–19 years old (95% CI = 3.9, 6.1). The services provided via
social franchising are estimated to avert 4,958,000 unintended pregnancies and 7,150 maternal deaths.
Conclusion: Social franchising through the existing private sector has the ability to rapidly scale-up access to highquality family planning services, including LARCs, for the general population as well as young women and the poor,
providing a promising model to help achieve the global FP2020 goal.

INTRODUCTION

T

he London Summit on Family Planning in 2012 set a
bold ‘‘FP2020’’ commitment to expand access to

a
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modern contraceptive methods for 120 million more
women and girls by 2020.1 By 2013, an additional
8.4 million women and girls were using contraception in
the 69 FP2020 focus countries. While the achievement represents an important milestone, progress must be greatly
accelerated to reach the goal of 120 million by 2020.1
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An estimated
90 clinical social
franchising
programs are
operating in
low- and middleincome countries.

The private sector is a critical contributor to
achieving the FP2020 goal, as a large proportion
of the world’s population procures health care
outside the public sector. Almost 60% of health
care expenditures in the least-developed countries is spent in the private sector,2 and almost
two-fifths of women using modern contraceptive
methods report obtaining them from the private
sector.3 While this represents a significant proportion of family planning service delivery, the
quality of services provided by the private sector
and the range of contraceptive method choices
available are often limited.
Clinical social franchising is a service delivery
approach in which small, independent health care
businesses are organized into quality-assured networks. Social franchising involves intensive capacity
building and support for providers, including
clinical training, branding, quality monitoring, and
commodity support, as well as marketing and
demand generation among potential clients. In
addition, franchising programs engage providers
and clients through behavior change communication (BCC) and initiatives to ensure access for the
lowest-income clients. Social franchising presents
an opportunity to engage private providers in health
care delivery to increase access to high-quality
family planning and other services.4
There has been a large expansion in the
number of clinical social franchising programs in
the past 5 years, with an estimated 90 programs
operating in low- and middle-income countries in
2013.4 Operational approaches and lessons
learned from the clinical social franchising
programs of Marie Stopes International (MSI)
and Population Services International (PSI), two
of the largest global franchisor entities, both of
which experienced rapid growth in recent years,
are described in a companion paper in Global
Health: Science and Practice.5
Despite the large increase in clinical social
franchising programs, there is limited peerreviewed published evidence of their health
impact. A 2009 systematic review on social
franchising found no studies eligible for inclusion
in the review.6 More recently, a 2013 review that
included gray as well as peer-reviewed literature
identified 23 studies of 9 social franchising
programs.7 The authors concluded that while
social franchising has been shown to increase the
number of clients and improve client satisfaction,
there is limited and mixed evidence on whether
clinical social franchising improves health
care quality, equity, or population-level health
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outcomes.7 In addition, a recent technical consultation identified several evidence gaps related
to the provision of voluntary long-acting reversible contraceptives (LARCs) and permanent
methods of family planning via social franchising,
including whether social franchising could reach
new users of LARCs and the ability of social
franchisees to provide permanent methods.8
The purpose of this paper is to present results
from MSI’s social franchising programs through
the end of 2014 to address key research gaps in
global knowledge of social franchising, particularly the ability of social franchisees to increase
access to LARCs and permanent methods as part
of a broad method mix, to improve the quality of
services provided, and to reach clients from
groups that typically have high unmet need, such
as those of lower-income levels.
MSI is one of the largest global providers of
voluntary family planning services, delivering
services in 2013 in 37 countries through 5 service
delivery channels: static clinics, mobile outreach,
social franchising, community-based distribution,
and product social marketing.9 The international
organization started its social franchising
program in 2008 in 7 countries; by 2014, MSI
was operating social franchising programs in
17 country programs across Africa and Asia.
MSI uses a fractional franchising model in
which only selected franchisee services and
commodities (typically, family planning for MSI
franchising) are franchised. In other words,
franchisees may provide other health services
beyond family planning, but without MSI involvement and quality assurance. This fractional
approach enables rapid scale-up of family planning services because it builds on existing service
delivery mechanisms and infrastructure. More
information on the operation of MSI’s fractional
social franchising program, as well as the
approaches used by PSI, can be found in the
companion paper.5

METHODS
Data Sources
To assess the performance of the MSI social
franchising program, we extracted data from
3 sources: routine program monitoring data,
clinical quality audits, and client exit interviews.
All 3 sources contained data from a small number
of public-sector franchisees, which could not be
removed readily and thus are included in all
results shown. The proportion of facilities and
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services from the public sector were under 5% of
those included in the analysis, and the results are
considered to still be representative for privatesector franchising. All data collection and analysis
were conducted according to international principles of maintaining privacy and confidentiality
of personal information.
Routine Program Monitoring Data
Within country programs, social franchisees are
required to maintain records of all family planning services provided. For short-acting contraceptive methods, such as pills and condoms,
franchisees record the number of commodities
distributed or sold to the end user, whereas for
LARCs and permanent methods, they record each
service provided (e.g., insertion, follow-up,
removal). (Family planning counseling resulting
in no service provision is also captured through
routine data collection but was not used in this
analysis.) Reporting procedures and formats (e.g.,
paper or electronic, weekly or monthly aggregated
reporting, etc.) vary between countries, but at a
minimum all franchisees periodically report the
number of contraceptive commodities and services provided to the central support office in each
country. This information is collected and aggregated at a national level, before being submitted
electronically via Infor SunSystems (typically
version 5.1 in early 2014 and version 6.1 by the
end of the year) to the international MSI support
office in London each month.
For this analysis, routine program monitoring
data from January 1, 2008, to December 31, 2014,
for the 17 MSI country programs operating social
franchising were extracted and analyzed using
Stata version 11. The 17 countries comprised
12 countries in Africa (Ethiopia, Ghana, Kenya,
Madagascar, Malawi, Mali, Nigeria, Senegal,
Sierra Leone, Uganda, Zambia, and Zimbabwe)
and 5 countries in Asia (India, Pakistan, the
Philippines, Vietnam, and Yemen).
Clinical Quality Audits
MSI globally oversees and operates a quality
technical assistance (QTA) program with an annual
external assessment to ensure country programs
maintain a high standard of clinical quality and
service delivery throughout their service delivery
channels. The external audit complements the
continuous review process, including internal audits
conducted by the country program. External audits
are carried out by global MSI medical advisors or
approved consultants of clinical social franchisee
Global Health: Science and Practice 2015 | Volume 3 | Number 2

outlets that have been operating as franchisee
clinics for at least 12 months.
Using a standard checklist, auditors assess
clinical governance, client focus, infection prevention, medical emergency management, management of equipment and supplies, and
provision of core sexual and reproductive health
services including family planning. Each checklist
item is scored between 0 and 2, and each section
is scored as the sum of all component scores out
of the maximum possible score. An overall
compliance score is calculated as the mean of
the scores from each quality component assessed.
The results of the QTA are used as part of ongoing
program monitoring at a country and global level,
as well as to inform improvements to services
where required.
External audits of social franchisees commenced in 2011 for 9 country programs, but
sampling size varied by country. Consequently,
MSI standardized sampling approaches such that
a sample of 10% of franchisees, with a maximum
of 25, was audited. In 2011, only 3 country
programs achieved this level of randomly selected
social franchisee outlets. In 2012, after standardizing the sampling guidance, 10 country
programs met the sampling requirements;
15 countries qualified in 2013; and 14 countries
achieved the minimum sample of facilities in
2014.
QTA results for social franchisees are entered
into a Microsoft Excel-based tool, which guides
the QTA visit and is completed by the assessor
while in-country. The final completed Excel tool,
which automatically generates scores, is subsequently sent to the support office in London,
where data across programs are managed and
analyzed. A list of elements in the tool can be
found in the supplementary material.
For this analysis, QTA scores from 2011 to
2014 for 636 audited social franchisees were
extracted and analyzed using Stata version 11
and SPSS version 21.
Client Exit Interviews
Most MSI country programs conduct interviews
annually with a random sample of family
planning clients at different service delivery sites
and channels. These exit interviews consist of a
short, interviewer-administrated, standardized
questionnaire following a client’s service visit to
gather more detailed information about client
demographics and socioeconomic status, services
obtained, choice of contraceptive methods, and

197

Social Franchising and Family Planning: Results From Marie Stopes International

client experience. In 2013, exit interviews were
conducted with 4,844 clients at 14 of the
17 national social franchise networks; Yemen
did not complete exit interviews due to political
instability, Zambia because the franchise had only
been recently established, and Zimbabwe due to
programmatic challenges that caused delays.
In the exit interviews, client satisfaction is
measured by asking interviewed clients to rate
their experience on a scale of 1 (very poor) to
5 (very good) on a range of questions, including
friendliness and respect demonstrated by providers, waiting time, and facility cleanliness.
Poverty is measured using the Progress out of
Poverty Index (PPI)10 in the countries where this
index is available (i.e., all MSI countries with
franchising except Madagascar and Zimbabwe);
for MSI country programs where the PPI is not
available, the Multidimensional Poverty Index is
used instead.11 Results from the PPI enable
estimation of the proportion of clients living on
less than US$1.25/day and those living on less
than $2.50/day, two commonly used measures of
national poverty.12
Clients are also asked about their recent use of
contraception. ‘‘Family planning adopters’’ are
defined as clients who had not been using any
modern method of family planning during the
3 months prior to their visit.
Data from exit interviews were entered at a
national level into version 3.5.4 of Epi Info and
then imported into version 21 of SPSS for
analysis at a country level. For the analysis in
this paper, 2013 client exit interview data from
13 countries were exported from SPSS and
analyzed using Stata version 11.

Data Analysis
Results of the MSI
social franchising
program are
based on routine
service data,
clinical quality
audits, and client
exit interviews.

We combined information from the routine program
monitoring data, clinical quality audits, and client
exit interviews to examine success of the social
franchising program in achieving the 4 intended
outputs under the MSI results framework: access,
efficiency, quality, and equity (Table 1).13
Access was assessed using both estimated
numbers of clients and couple-years of protection
(CYPs). The number of clients receiving shortacting contraceptive methods was estimated by
dividing the number of commodities provided by
the number of commodities needed for a full year of
contraceptive protection (e.g., 13 for oral contraceptive pills; 98 for condoms; or 4 for DMPA
contraceptive injections, given every 3 months).
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The number of clients receiving LARCs was
obtained from the number of voluntary IUD and
implant insertion services delivered, and the
number of clients receiving voluntary permanent
methods was obtained from the number of tubal
ligation and vasectomy services provided. International conversion factors were used to convert the
number of services and commodities provided into
CYPs, a standard measure of the estimated amount
of time a couple will be protected against unintended pregnancy per unit of the contraceptive
method used.14 CYP conversion factors differ
slightly from the estimates used in the ‘‘number
of clients’’ calculation because CYP factors account
for method effectiveness and wastage. (For a list of
the conversion factors, see http://www.usaid.gov/
what-we-do/global-health/family-planning/coupleyears-protection-cyp.) Changes over time were
assessed using a non-parametric test for trend across
ordered groups.
Efficiency was measured at the national level
by dividing annual countrywide CYPs (for the entire
franchise network) by the number of franchisees in
operation at the end of each calendar year, with the
exception of the first year of a franchise’s operation.
For these new country franchises, the number of
franchisees at year’s end was divided by the total
number of months the franchise had been operating to smooth the data during the period of largest
proportional growth. Changes over time were
assessed using a non-parametric test for trend
across ordered groups.
Quality was assessed using overall clinical
audit scores and overall client satisfaction scores.
Raw clinical quality audit scores were compared
using pairwise adjusted Wald tests. The proportion of franchisees scoring above a minimum
acceptable score of 80% was compared over time
using chi-square tests. Countries were treated as
strata, and QTA results were weighted by the
number of social franchisee outlets operating in
each country at the end of the calendar year.
Client satisfaction was weighted by the number
of family planning clients in each country over
the calendar year. The significance of multiple
pairwise comparisons was adjusted using Holm’s
method15; all P values presented in the results
include these adjustments.
Equity was evaluated using client exit interview data to assess the proportion of clients who
were family planning adopters (i.e., those who had
not used any modern method during the 3 months
preceding the service), youth, or living under
US$1.25/day or $2.50/day. Results from Madagascar
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TABLE 1. Marie Stopes International Social Franchising Results Framework: Measures of Intended Outputs
Intended
Output

Definition

Data Source

No. of Countries
and Years

Indicators

Routine
program
monitoring
data

Starting in 7 countries Estimated number of family planning
in 2008 and growing clients
to 17 countries by the
Number of couple-years of protection
end of 2014
(CYP)

Efficiency How inputs (financial, human,
technical) are used to produce the
maximum output

Routine
program
monitoring
data

Starting in 7 countries Average number of CYPs generated
in 2008 and growing per social franchisee per year
to 17 countries by the
end of 2014

Quality

Clinical quality 10
audit
10
15
14

Access

Equity

The extent to which a program ensures
potential clients can reach or obtain
services regardless of financial,
geographic, or cultural barriers
to access

The degree to which a provider or
facility meets certain objectives and
perceived levels or expectations
of health care delivery standards

countries
countries
countries
countries

in
in
in
in

2011, Mean quality score of audited social
2012, franchisees
2013,
2014 Proportion of audited social
franchisees scoring over minimum
standard (score Z80%)

Client exit
interviews

14 countries in 2013

Self-rating of overall experience

The extent to which a program ensures Client exit
all potential clients have an equal or interviews
fair opportunity to obtain services.

14 countries in 2013

Family planning adopters: Proportion
of family planning clients who newly
adopt a modern contraceptive method
(defined as not using a modern
method during the 3 months prior to
their visit)

Client exit
interviews

14 countries in 2013

Age: Proportion of clients under
25 years old and proportion under
20 years old

Client exit
interviews

12 countries in 2013

Poverty: Proportion of clients living
below US$1.25/day and proportion
living below $2.50/day

and Nigeria were excluded from the poverty
analysis as they used non-comparable measures
to the PPI (Madagascar used the Multidimensional
Poverty Index and Nigeria’s PPI calculates the
proportion living under the national poverty line
rather than under international poverty lines).
Countries were treated as strata, and franchisees
served as the primary sampling unit for clustering
in the analysis; exit interview results were weighted
by the number of family planning clients in each
country over the calendar year.
Outcomes were estimated using MSI’s
‘‘Impact 2’’ model. Full details of the model are
described elsewhere16; in short, the model enables
conversion of service data into a variety of
estimated health outcomes using the best available
data on country demographics, fertility, mortality,
Global Health: Science and Practice 2015 | Volume 3 | Number 2

and more. To estimate the number of unintended
pregnancies that will be averted, for example,
method-specific failure rates are applied to modeled users of each, taking discontinuation into
account. The results are then compared with the
average number of pregnancies that would have
occurred had the woman not been using any
contraception. Other measures, such as the
number of maternal deaths averted, are more
complicated. Estimating the number of maternal
deaths averted involves 6 point estimates from the
World Health Organization of the maternal mortality ratio (MMR) for each country, modeling of
the ratio’s change over time in each country,
isolating the portion of maternal mortality due to
live births, and combining that mortality with the
estimates of unintended pregnancies averted.
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MSI social
franchising
programs
cumulatively
reached 3.75
million family
planning clients
over 7 years.

For this analysis, routine program monitoring
data (number of services and number of commodities) was used to estimate the number of
unintended pregnancies, maternal deaths, maternal disability-adjusted life years (DALYs) lost, and
costs in direct health care spending that will be
averted due to services delivered by MSI’s social
franchising program from 2008 through 2014.

RESULTS
Access
Number of Family Planning Clients
68% of the social In 2008, the MSI social franchise program
franchising clients provided voluntary family planning services to an
estimated 25,335 clients. By 2014, this provision
chose LARCs.

www.ghspjournal.org

had grown to an estimated 1,239,727 clients,
soaring by nearly 49-fold (Figure 1). Over the
entire 7-year period, MSI reached an estimated
3,753,065 family planning clients cumulatively.
Clients receiving LARCs and permanent methods accounted for an estimated 50% of clients in
2008, rising significantly to 70% by 2014 (P = .02).
The increasing number of clients was significant
across all client types (P = .02 for short-acting
method clients, LARC clients, and all clients, and
P = .047 for permanent method clients). The vast
majority of these services were for LARCs. Methodspecific results can be found in the supplementary
material.
In the Asian countries where MSI has social
franchising programs, the LARCs provided were

FIGURE 1. Annual Number of Family Planning Clientsa by Type of Contraception and Annual Couple-Years of Protection
Provided by MSI Social Franchising Programs in Selected African and Asian Countries,b 2008–2014
Permanent Methods
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Abbreviations: CYPs, couple-years of protection; LARCs, long-acting reversible contraceptives; MSI, Marie Stopes International.
a
The number of family planning clients was estimated as follows: for short-acting methods, the number of commodities provided each year divided by the
number of commodities needed for a full year of contraceptive protection (i.e., 13 for oral contraceptive pills; 98 for condoms; 4 for DMPA contraceptive
injections, given every 3 months; these factors differ slightly from CYP conversion factors because CYP conversion factors take into account method effectiveness
and wastage); for LARCs, the number of IUD and implant insertion services provided each year; and for permanent methods, the number of tubal ligation and
vasectomy services provided each year.
b
Data are from routine program monitoring, from 7 countries in 2008 and growing to 17 countries in 2014.
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Efficiency

exclusively IUDs through 2011. Implant provision
has been increasing in these countries since 2012
but still accounted for only 1% of LARCs in 2014.
African programs initially distributed more IUDs
than implants, but, overall, that pattern was
reversed by 2010 (slightly earlier in West Africa,
and slightly later in Southern Africa). The
disparity between the two LARC methods peaked
around 2012, but since then IUDs have increased
as a proportion of LARCs in Africa. Still, in 2014,
75% of LARCs provided through franchisees in
Africa were implants.

The absolute number of MSI social franchisee
outlets has increased over time, from 695 outlets
in 7 countries at the end of 2008 to 4,070 outlets in
17 countries by the end of 2014. In 2014, the
median number of social franchise outlets per
national social franchise program was 225, ranging
from 25 outlets in Sierra Leone to 589 outlets in
Ethiopia. The next smallest franchise was Zambia,
with 38 franchisees.
While the number of franchisees has grown
substantially, the increase in outlet numbers did not
account solely for the increase in client numbers or
CYPs. Efficiency, measured by CYPs generated each
year by each social franchisee outlet, has also
increased over time, from an average of 178 CYPs
per outlet in 2008 to 941 CYPs per outlet in 2014
(P = .02) (Figure 2). Increases in efficiency have
accounted for an estimated 61% of the growth in

Number of CYPs
Total CYPs delivered by MSI social franchising programs increased 54-fold, from 71,606
in 2008 to 3,829,193 in 2014 (Figure 1). The trend
for this increase was statistically significant
(P = .02).

Improved
efficiency of social
franchisees has
accounted for 61%
of the growth in
couple-years of
protection
provided over
time.

FIGURE 2. Annual Couple-Years of Protection Provided per MSI Franchisee,a 2008–2014
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Abbreviations: CYPs, couple-years of protection; MSI, Marie Stopes International.
a
Data are from routine program monitoring, based on 695 social franchisee outlets in 7 countries at the end of 2008 and growing to 4,070 outlets in
17 countries by the end of 2014.
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total CYPs, while increases in the number of
franchisees have accounted for the remaining 39%.
Nearly all (98%) of the increase in efficiency was
due to rising numbers of family planning clients per
franchisee; provision of longer-acting contraceptive
methods, which contribute higher CYPs per contraceptive unit, accounted for little more than 2% of
growth in efficiency.

Quality
Mean Quality Score
The mean quality score among audited clinical
social franchisees has also increased significantly
About one-quarter over time (Po.002); among the 61 franchisees
audited in 2011, the mean score was 78.5
of social
franchisee clients (95% confidence interval [CI] = 73.5, 83.5),
were 15–24 years increasing to 87.9 (95% CI = 86.5, 89.3) among
the 200 franchisees assessed in 2014 (Table 2).
old.
Quality scores in adjacent years were not significantly different, except between 2012 and
2013. The overall significance over time, however,
held whether scores for all audited social franchisees were included or only scores from social
franchisees in which there was a national social
franchise program operating during all 4 years
being assessed (n = 8 countries).
Social franchisees
reached more
clients living in
near poverty than
in extreme
poverty.

Proportion Scoring Above Minimum Standard
In 2011, 39.8% of audited social franchisee outlets
scored higher than the minimum standard score
of 80%. The proportion scoring higher than the
minimum standard score increased to 84.1% in
2014 (Table 2). Comparisons between years were
similar to those of the raw scores, with no
significant difference detected between 2011
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and 2012 or between 2013 and 2014. But the
overall increase in scores was statistically significant between the first two years and final two
years (Po.001).
Client Satisfaction
In 2013, the average weighted client satisfaction
score among outlets in 14 countries was 4.51
(95% CI = 4.46, 4.56), out of a total possible score
of 5 (Table 2).

Equity
Age
Among the MSI franchise programs in 14
countries that conducted client exit interviews
in 2013, the overall proportion of clients aged
15–19 years was 5.0% (95% CI = 3.9, 6.1), and the
overall proportion aged 15–24 years was 26.1%
(95% CI = 23.8, 28.4) (Table 3). The highest
proportion of clients aged 15–24 years were in
Mali (42.9%, 95% CI = 36.3, 49.5) and Uganda
(41.4%, 95% CI = 25.5, 57.3), and the lowest
proportion in Vietnam (8.6%, 95% CI = 5.4, 11.8)
and Pakistan (11.0%, 95% CI = 9.7, 12.3) (see
supplementary material).
Poverty
In 2013, the overall proportion of clients living on
under US$1.25 a day was 15.1% (95% CI = 13.8,
16.4), and the overall proportion living on under
$2.50 a day was 57.4% (95% CI = 54.9, 60.0)
(Table 3). The highest proportion of clients living
on under $1.25 a day was in Mali (39.6%,
95% CI = 32.3, 46.8) and Sierra Leone (32.2%,
95% CI = 25.2, 39.1), but in both countries, the

TABLE 2. Quality Audit and Client Satisfaction Scores of Selected Marie Stopes International Social Franchisee
Outlets, 2011–2014
2011
(N = 61)

2012a
(N = 164)

2013
(N = 211)

2014
(N = 200)

Overall quality score, mean (95% CI)

78.5
(73.5, 83.5)

80.8
(79.4, 82.3)

86.6
(85.3, 88.0)

87.9
(86.5, 89.3)

Proportion of audited outlets scoring higher than minimum
standard score of 80%, % (95% CI)

39.8
(20.9, 58.8)

58.7
(49.5, 67.9)

77.4
(71.7, 83.1)

84.1
(78.5, 89.6)

Client satisfaction score,b mean (95% CI)

4.51
(4.46, 4.56)

Quality scores are from clinical quality audits while client satisfaction scores are from client exit interviews.
a
The program in Pakistan used a slightly amended scoring methodology for clinical audits in 2012.
b
Total possible client satisfaction score was 5.
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TABLE 3. Equity in Access to Family Planning Through Marie Stopes International Social Franchising Programs in
Selected Countries, 2013
Equity Domain

%, (95% CI)

Age of clients
15–19 years

5.0 (3.9, 6.1)

15–24 years
Poverty level of clients

26.1 (23.8, 28.4)
a

Living on under US$1.25/day

15.1 (13.8, 16.4)

Living on under US$2.50/day

57.4 (54.9, 60.0)

Family planning adopters

b

Newly adopted a modern contraceptive method

40.7 (37.4, 44.0)

Data are based on client exit interviews in 14 countries (Ethiopia, Ghana, India, Kenya, Madagascar, Malawi, Mali, Nigeria, Pakistan, Philippines,
Senegal, Sierra Leone, Uganda, and Vietnam), except for the ‘‘poverty’’ indicator, which excludes results from Madagascar and Nigeria because they
used non-comparable measures of poverty than the other 12 countries.
a
Measured using the Progress out of Poverty Index (PPI).13
b
Defined as modern contraceptive method clients who had not been using a modern method during the 3 months prior to their visit.

proportion of clients living on under $1.25 a day
was still lower than the proportion of the national
population living on under $1.25 a day. The
countries with the lowest proportion of clients
living on under $1.25 a day were Ghana (2.1%,
95% CI = 0.6, 3.6) and Vietnam (4.9%,
95% CI = 3.3, 6.6%). More country-specific information can be found in the supplementary material.
Family Planning Adopters
In 2013, 40.7% of family planning clients reported
they had not been using a modern method during
the 3 months prior to their visit (i.e., that they
were family planning adopters) (95% CI = 37.4,
44.0) (Table 3). In 5 of the 14 countries, more
than 50% of family planning clients reported they
were new family planning adopters (see supplementary material). Of the family planning
adopters, 46.1% (95% CI = 40.9, 51.2) reported
having never previously used family planning,
including traditional methods.

Outcomes
Using the MSI Impact 2 model, family planning
services provided by MSI’s social franchising
program between 2008 and 2014 will avert an
estimated 4,958,000 unintended pregnancies and
7,150 maternal deaths. The services will also avert
an estimated 6,986,500 maternal DALYs lost, and
Global Health: Science and Practice 2015 | Volume 3 | Number 2

save US$197,812,500 in direct health care
spending.

DISCUSSION
Clinical social franchising through an existing
network of private providers offers a promising
model to rapidly scale-up access to voluntary
family planning information and services, while
simultaneously improving quality of services.
Such scale-up is needed to achieve the visionary
goal set at the London Family Planning Summit
to reach 120 million more women and girls with
contraception.
In just 7 years, MSI has successfully
expanded its social franchising program to more
than 4,000 social franchisees across 17 countries,
providing voluntary family planning services to
almost 3.75 million women cumulatively, many of
them poor. Furthermore, two-fifths of modern
contraceptive users had not used family planning
recently, and nearly half of these women had
never used family planning at all—these users
are a key group in addressing unmet need.
A substantial 68% of the women reached by
MSI social franchising opted for voluntary LARCs.
At the same time, MSI was able to greatly
increase the efficiency of franchisees as measured
by the number of CYPs generated each year by

Clinical social
franchising offers
a promising model
to rapidly scale-up
access to family
planning services.
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each franchised outlet. By expanding the number
and productivity of franchisees, MSI has
increased its reach to clients by almost 5000%
over 7 years. A number of specific country-level
approaches, such as introduction of new services
including postpartum IUD insertions, have contributed to the improved quality and expansion of
services (Box).

Impact on Population-Level Outcomes
MSI’s social
franchising
program averted
nearly 5 million
unintended
pregnancies and
about 7,000
maternal deaths,
saving over $197
million in direct
health care costs.

Through these expansions, we estimate that
MSI’s program will avert nearly 5 million unintended pregnancies and approximately 7,150
maternal deaths, and lead to estimated savings
in direct health care costs of over US$197 million.
A previously published study found that MSI’s
social franchise program in Pakistan increased
the overall contraceptive prevalence rate by
almost 20% in intervention districts compared
with control districts.17 Together, these findings
provide evidence of the positive impact that social
franchising programs can have on populationlevel health outcomes. Further evidence of health
outcomes from social franchising is expected to
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be generated from a randomized controlled trial
currently being conducted through the impact
evaluation of the African Health Markets for
Equity program,18 as well as one planned by MSI
of its own franchising activities in Pakistan.

Expanding Contraceptive Choice
In addition to providing family planning services to
those with unmet need, expanding access can be
viewed through the lens of providing additional
contraceptive method choices to users. LARCs and
permanent methods are safer and more reliable for
women than many short-acting methods, but these
clinical methods require more training than shortacting methods and thus are seen as more difficult
to provide. Furthermore, community myths and
misconceptions about LARCs and permanent
methods, as well as the associated upfront costs
for clients, compound the issue.19-21 A recent
technical meeting highlighted the question of
whether social franchising could increase access to
LARCs and permanent methods among family
planning adopters.7 The 7 years of data analyzed
in this paper clearly demonstrate that franchising

BOX. Strengthening Social Franchising: Case Examples
Several of MSI’s national social franchising programs have improved the quality and expanded the
range of services that franchisees provide through different approaches. Some examples include:
 Improving quality: The social franchise network in Pakistan had the highest level of clinical

quality in 2013 of all MSI national social franchise networks. A centralized procurement system
that ensures control over commodities and supplies may be a contributing factor. Additionally,
the network has invested heavily in supportive supervision, with a ratio of 1 field supervisor to
every 10 franchisees.
 Introducing new services: In Kenya and Nigeria, many social franchisees provide obstetric

services including antenatal care and safe delivery. Recently, these franchisees have been trained
in postpartum IUD insertion services. Providing IUDs during the postpartum period further
expands contraceptive choice for women at a time of high unmet need. This intervention has
resulted in increased access to IUDs as part of a broad range of family planning methods
available. The external QTA conducted among 4 providers in Kenya found an average score
above the minimum benchmark, suggesting strong retention of skills.
 Expanding choice: In Uganda, social franchisees expanded contraceptive choice by

addressing supply- and demand-side constraints. On the supply side, social franchisees received
counseling training on all contraceptive methods, qualified providers received training on LARC
and permanent method service provision while referral pathways were established for providers
not able to provide permanent methods, and providers were supplied with equipment and
commodities. Demand-side constraints were addressed through a voucher program that reduced
financial barriers and facilitated access to voluntary family planning services for poor women. In
2013, 40% of Uganda’s social franchise clients were ‘‘family planning adopters’’ (i.e., they had
not been using a modern method during the prior 3 months) and 61% lived on less than
US$2.50/day.
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can increase access to LARCs. By 2014, 68% of
methods provided by MSI social franchising
programs were LARCs, and nearly half of MSI’s
family planning clients who had not been recently
using family planning opted for LARCs. We are
seeking additional information on the proportion of
providers who had lacked skills to offer LARCs prior
to being franchised, but initial reports suggest a
sizable majority of providers gained new skills in
family planning service delivery by joining a
franchise network.
While there is strong evidence for the ability of
social franchising to offer LARCs, there remains
less clarity for provision of permanent methods.
Less than 25% of MSI’s national social franchise
networks offered permanent methods in 2014,
and delivery of these methods remains low,
accounting for less than 2% of overall client
numbers in 2014. In addition, in many franchise
networks, MSI deliberately recruited lower-level
providers, such as midwife- and nurse-led clinics,
based on the belief that such franchisees are better
able to reach poorer and more underserved clients
than doctor-led clinics.5 While focusing on lowerlevel providers may improve equity in service
delivery, these providers are commonly unable to
offer permanent methods under national regulatory frameworks. Further investigation of strategies, such as task sharing or strengthened referral
mechanisms, to safely increase the number of
social franchisees that are able to provide voluntary permanent methods is needed.22

Improving Quality
During scale-up, it is critical to ensure that the
services provided are, and remain, of high quality.
We recorded high levels of client satisfaction
through client exit interviews. We also, encouragingly, found a significant increase over time in
external quality audit scores, at the same time
that MSI’s social franchise networks were rapidly
expanding. However, ensuring quality of all
outlets across large, geographically dispersed
networks remains a challenge and requires major
investment of resources. MSI is currently improving its quality monitoring systems through use of
a new quality assurance framework, which
emphasizes ongoing monitoring of quality to
reduce reliance on an annual audit cycle. The
new framework includes using information and
communications technology to continually gather
and analyze data, feed results back to franchisees,
and support a supervision process tailored to
Global Health: Science and Practice 2015 | Volume 3 | Number 2

individual outlet needs. Beginning in 2015,
external audit resources will be aligned to
emphasize quality assurance in sites that have
the most variability or that have lagged in quality
increases over the past several years. Additionally,
a number of organizations are engaged in a global
discussion around measuring the process quality
in franchised facilities and gaining a more
rigorous understanding of other dimensions of
quality such as client satisfaction.

Bridging Equity Gaps
Although MSI has successfully scaled-up access
to family planning services through social franchising, it is important to also consider the types
of clients being reached to ensure equitable access
to services. In 6 of the 14 MSI national social
franchise programs that conducted exit interviews in 2013, the proportion of clients aged
15–24 years was significantly larger than the
proportion of family planning demand in the
national married population from those aged
15–24 (see supplementary material), pointing to
MSI’s ability to reach younger populations, a
group which is often underserved.23 Still, only a
relatively small proportion of MSI’s clients were
under 20 years, a group that, as they become
sexually active, is critical to access with services to
prevent pregnancy at a young age and the
associated health and social risks.23 However,
the social franchisee model, including its associated fee structure, may not be the most
appropriate channel to reach this demographic
without associated mechanisms to reduce financial or other barriers to access.
We found mixed results in reaching poor
clients; while 57% of MSI social franchising
clients lived on under US$2.50 a day—the
median poverty line in all but the 15 poorest
countries12—only 15% of clients lived on less
than $1.25 a day. No country programs had a
significantly larger proportion of clients living on
less than $1.25 a day than the proportion of the
national population living on under $1.25 a day.
But we had better results with clients living on
under $2.50 a day; several countries had franchise
networks with significantly more clients living on
under $2.50/day than the proportion of the
national population living on under the same
amount. Details can be found in the supplementary material.
One country with substantially more nearpoor clients than in the national population was

Social franchising
clearly improved
access to LARCs,
but other
strategies may be
needed to
improve the
ability of social
franchisees to
provide
permanent
methods.

205

Social Franchising and Family Planning: Results From Marie Stopes International

Pakistan. In Pakistan, only providers in periurban
and rural areas are selected to be franchised.
Additionally, a network of community mobilizers
builds demand in communities, and many of
these mobilizers provide vouchers to those unable
to afford family planning. While such characteristics could be associated with success in reaching
those living in poverty, more evidence is needed of
successful programs. There are ongoing debates
about the ability of clinical social franchising to
reach the poorest, particularly in the absence of
financing mechanisms such as voucher programs
and publicly financed health care6,24,25; only 6 of
the 17 social franchisee programs included in this
analysis were operating voucher programs during
the time frame of this analysis. In addition, many
social franchisees may not be located in areas
where the majority of the population is poor, or, if
they are, the poorest clients may still be unable to
access these services due to actual or perceived
costs and may instead be accessing private health
care through the informal sector.26 Further
analysis of other clinical social franchise programs, including their use of various health
financing mechanisms and use of national wealth
indices to measure relative wealth, would greatly
assist in understanding the current situation
before formulating approaches to better reach
the poorest, whether through social franchising
or other service delivery mechanisms such as
mobile outreach services.27
While there were mixed results in reaching
particular groups of clients with high unmet
need—reaching some in near poverty but few in
extreme poverty, and successfully serving youth
aged 20–24 but few under 20—MSI’s social
MSI’s social
franchising program was more consistently able
to reach women who had not been using
franchising
family planning recently and those who had
program
never used family planning. Some clients have
successfully
not used family planning recently because they
reached women
who had not been were not sexually active at the time or because
they recently changed their fertility intentions
using
(i.e., they had been trying to get pregnant).
contraception
recently, including However, many who have not been using contraception actually do not want children in the near
those who had
future and have a real unmet need for family
never used it.
planning. Providing family planning services to
those who have not used contraception for a
period longer than 3 months is therefore key to
addressing unmet need. In addition, serving such
family planning adopters suggests social franchisees are not solely competing with other providers
for existing clients. In some countries, over 70%
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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of MSI’s social franchising family planning
clients were family planning adopters.

Limitations
There are some limitations to the analyses
discussed above. Client numbers were estimated
from number of services and commodities provided, which may lead to over- or underestimates
of true client numbers. Client numbers may also
be underestimated as we did not include clients
who had received family planning services such
as counseling or the removal of IUDs or implants
but who did not also choose to receive a modern
contraceptive method at the same time. It is
possible that franchisee reports of provision of
short-acting methods are underreported compared with long-acting methods, as several social
franchising programs include voucher programs
aimed at reducing barriers to accessing more
expensive LARCs; thus, there are direct incentives
to report all LARCs provided. These limitations
will generally lead to under- rather than overestimation of the true client numbers, and thus
are likely conservative in their potential bias.
Aspects of the outputs assessed could not be
included. For example, efficiency measures based
on cost-effectiveness or access measures based on
geographical location or provider discrimination
were unable to be included at this stage. We are
working to add such indicators to subsequent
evaluations.
The location of several franchise networks
also led to imperfect data collection. Due to the
fragile security situation in Yemen, the Ebola
outbreak in Sierra Leone, and a temporary
suspension in operations in Uganda, the quality
and equity results contain several gaps, and thus
are not completely representative of MSI’s entire
franchising program. With clinical quality audits,
there have been slight amendments made over
time to the sampling and checklists used. These
changes were intended to strengthen the audits
based on lessons from previous years but could
reduce comparability between years. Client satisfaction questions are often affected by courtesy
bias in responses, and collection of true satisfaction could be imperfect as well.
Health outcomes were modeled rather than
directly assessed. These estimates were based on
the best available data but cannot provide the
accuracy of other methods. Efforts were made to
minimize the occurrence and impact of these
limitations, but many of them reflect the reality
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of the environments these franchise programs
operate in.

6. Koehlmoos TP, Gazi R, Hossain SS, Zaman K. The effect of social
franchising on access to and quality of health services in low- and
middle-income countries. Cochrane Database Syst Rev. 2009;(1):
CD007136. CrossRef. Medline

CONCLUSION

7. Beyeler N, York De La Cruz A, Montagu D. The impact of clinical
social franchising on health services in low- and middle-income
countries: a systematic review. PLoS One. 2013;8(4):e60669.
CrossRef. Medline

Through social franchising, MSI reached almost
3.75 million women with voluntary family planning services, many of whom were considered
new contraceptive users, and a substantial 68%
chose LARCs. At the same time as rapidly
expanding its network, MSI increased efficiency
of its outlet operations, significantly increased
clinical quality, obtained high levels of client
satisfaction, and reached a substantial proportion
of young women and women living on under
$2.50/day. Taken together, these results reflect the
ability of clinical social franchising to rapidly
scale-up global access to voluntary family planning services in the coming years and to make a
substantial contribution to achieving the FP2020
goal.
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Toward a Systematic Approach to Generating Demand for
Voluntary Medical Male Circumcision: Insights and Results
From Field Studies
Sema K Sgaier,a James Baer,b Daniel C Rutz,c Emmanuel Njeuhmeli,d Kim Seifert-Ahanda,b
Paulin Basinga,e Rosie Parkyn,f Catharine Laubeg

Using an analytical framework to design and implement voluntary medical male circumcision (VMMC)
programs can lead to more effective interventions, especially when insights are incorporated from
disciplines such as behavioral science and commercial market research. Promising VMMC behavior
change practices: (1) address individual, interpersonal, and environmental barriers and facilitators;
(2) tailor messages to men’s behavior change stage and focus on other benefits besides HIV prevention,
such as hygiene and sexual pleasure; (3) include women as a key target audience; (4) engage traditional
and religious leaders; (5) use media to promote positive social norms; and (6) deploy community
mobilizers to address individual concerns.

ABSTRACT
By the end of 2014, an estimated 8.5 million men had undergone voluntary medical male circumcision (VMMC) for HIV
prevention in 14 priority countries in eastern and southern Africa, representing more than 40% of the global target.
However, demand, especially among men most at risk for HIV infection, remains a barrier to realizing the program’s full
scale and potential impact. We analyzed current demand generation interventions for VMMC by reviewing the available
literature and reporting on field visits to programs in 7 priority countries. We present our findings and recommendations
using a framework with 4 components: insight development; intervention design; implementation and coordination to
achieve scale; and measurement, learning, and evaluation. Most program strategies lacked comprehensive insight
development; formative research usually comprised general acceptability studies. Demand generation interventions
varied across the countries, from advocacy with community leaders and community mobilization to use of interpersonal
communication, mid- and mass media, and new technologies. Some shortcomings in intervention design included using
general instead of tailored messaging, focusing solely on the HIV preventive benefits of VMMC, and rolling out individual
interventions to address specific barriers rather than a holistic package. Interventions have often been scaled-up without
first being evaluated for effectiveness and cost-effectiveness. We recommend national programs create coordinated
demand generation interventions, based on insights from multiple disciplines, tailored to the needs and aspirations of
defined subsets of the target population, rather than focused exclusively on HIV prevention goals. Programs should
implement a comprehensive intervention package with multiple messages and channels, strengthened through
continuous monitoring. These insights may be broadly applicable to other programs where voluntary behavior change is
essential to achieving public health benefits.
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INTRODUCTION

G

enerating demand for voluntary medical male
circumcision (VMMC) is a key component of
HIV prevention in 14 priority countries with high
HIV prevalence in eastern and southern Africa.1,2
If 80% of men in
Modeling studies conducted in 2009–2011 estab14 priority African lished that if 80% of males aged 15 to 49 years in
these priority countries were circumcised within
countries were
5 years, and if coverage levels were maintained
circumcised,
thereafter, 3.4 million HIV infections could be
3.4 million HIV
infections could be prevented over 15 years, saving lives as well as
US$16.5 billion in HIV treatment costs.3 Global
prevented over
public health leaders have endorsed an overall goal
15 years.
of achieving 20.3 million male circumcisions
between 2012 and 2016.2
VMMC scale-up has been variable among the
14 priority countries, but overall momentum has
been building since early 2013. The World Health
Organization provisionally estimates that 8.5
million circumcisions had been completed by
the end of 2014—an increase of 2.5 million over
2013.4 VMMC scale-up is close to reaching half of
the overall goal and will have tangible public
health benefits.
A wide range of demand generation activities
has contributed to the progress of VMMC scaleMost of the 14
up.5 However, most of the 14 countries are
priority countries running behind the pace needed to reach their
VMMC goals. Apart from adequate funding and
are running
service delivery capacity, a substantial increase in
behind the pace
demand for VMMC is also essential.
needed to reach
The VMMC demand generation effort faces
their VMMC goals.
unique challenges. First, research suggests that
men are less likely than women to seek health
care.6 Second, VMMC is a ‘‘hard sell’’ because it
requires healthy men to undergo a surgical
procedure involving appreciable discomfort and
inconvenience and which offers only partial
protection against an uncertain (and often
unacknowledged) individual HIV risk.2 Third,
while circumcision is a centuries-old practice
with established cultural and religious significance and sensitivity, its ability to reduce risk of
HIV and other sexually transmitted infections
(STIs) for males has only recently become
widely recognized. Scaling-up VMMC, therefore,
requires reorienting long-held beliefs to include
an appreciation of its protective health benefits.
Finally, experience has shown that current
approaches to demand generation are often
inconsistent, not evidence-based, and poorly
coordinated. Political and social factors, including ignorance of the need for strategic demand
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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generation, may contribute to inadequate funding and focus.
There is growing consensus among stakeholders that more strategic use of demand
generation resources and opportunities is
needed, taking into consideration fresh perspectives and disciplines, to improve uptake of
national VMMC programs.7 In this paper, we
review the available literature on VMMC demand
generation and report on field visits to VMMC
demand generation programs in 7 countries to
assess current strategies and identify gaps, and
we suggest fresh approaches to better motivate
VMMC candidates to accept services. We do not
attempt a systematic review of current VMMC
demand generation approaches because there is
not yet an extensive or strong evidence base for
such a review. Instead, we leverage our extensive
collective experience as funders and implementers in the field to present some promising
practices and situate these within a framework
that may be useful for the systematic creation of
more effective and efficient demand generation
strategies. The approach and lessons from
VMMC scale-up may also be applicable to other
public health programs seeking new or improved
evidence-based approaches to increase service
uptake, retention, and adherence.

FRAMEWORK FOR VMMC DEMAND
GENERATION
In this paper, we present our findings and
insights in terms of a framework for VMMC
demand generation that draws from elements
of other behavior change theories and frameworks. Our illustrative VMMC demand generation framework has 4 components: (1) insight
development, (2) intervention design, (3) implementation and coordination to achieve scale,
and (4) measurement, learning, and evaluation
(Figure 1). The first 3 components are interdependent and may overlap. The fourth component
underpins the other components, since measurement, learning, and evaluation are foundational
for all stages of demand generation.
Insight development. This foundational
phase of VMMC demand generation programs
consists of a process of conducting quantitative
and qualitative research (i.e., formative research)
to understand what drives or limits demand for
VMMC and how VMMC can be framed for greatest
appeal at both the individual and the population
levels. Established theories of behavior change
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FIGURE 1. Components of Demand Generation for Voluntary Medical Male Circumcision (VMMC)

Measurement,
Learning, and
Evaluation

Action

Insight Development

Intervention
Design

Implementation and
Coordination
to Achieve Scale

• Determine root cause of low
demand for VMMC stratified
by geography and subpopulation.

• Develop innovative solutions
(interventions) that directly
address the root causes.
• Design a package of
interventions using multiple
messages, channels, and
approaches.

• Manage implementation, take
to scale to reach whole of
target audience, and
coordinate efforts to maximize
efficiency and effectiveness.

• Quantify potential levels of
demand.
• Use comprehensive set of
approaches/tools to define
and quantify barriers,
facilitators, and triggers to
seeking circumcision,
segmented by population.

• Develop monitoring and
evaluation plan.
• Build in indicators for
measuring performance.

• Undertake ongoing and realtime performance monitoring.
• Use metrics to refine and
adjust intervention over time.
• Evaluate effectiveness of
interventions and overall
program design.

provide a roadmap for how VMMC candidates may
journey toward the commitment to seek services—
progressing from unawareness to awareness (sometimes coupled with apathy or opposition), followed
by interest, preparation, and finally action.8–11
Intervention design. Innovative solutions to
generate demand do not focus simply on the
public health benefits of VMMC, but address the
cognitive, emotional, cultural, and structural
barriers that can hinder a man’s decision to be
circumcised—and the corresponding triggers that
can facilitate that decision. Successful interventions tend to use carefully designed and coordinated messages delivered via multiple channels.
Implementation and coordination to
achieve scale. Most effective demand generation
activities must be delivered at scale, combining
high levels of coverage and intensity. This requires
more than money: it involves sound implementation management to ensure coordination among
key VMMC stakeholders.
Measurement, learning, and evaluation.
The environment in which public health programs operate and their beneficiaries live is
complex and evolving, and demand for VMMC
changes accordingly. A robust, dynamic approach
Global Health: Science and Practice 2015 | Volume 3 | Number 2

is needed to gather data on levels of demand and
on the effectiveness and cost-effectiveness of
demand generation programs. Given that global
and country-level scale-up targets were originally
developed without taking into account the interaction between demand- and supply-side interventions, key questions for VMMC programs are:
How much demand is realistic in the context of
available supply and the known level of interest
at a given time, and how should this level of
demand be defined and measured? Setting a
demand-based denominator helps establish feasible targets and provides metrics to measure the
effectiveness of specific demand generation
activities.

METHODS
We reviewed available literature on VMMC
demand generation programs, including peerreviewed publications, gray literature, and a
2013 landscape analysis and documentation.1,12–15 We also conducted field studies of
VMMC demand generation programs over a
4-month period during 2013–2014 in 7 of the
priority countries for VMMC2—Kenya, Malawi,
South Africa, Tanzania, Uganda, Zambia, and
Zimbabwe.16
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VMMC
acceptability is
generally higher
among younger
than older men
and women.

For the field studies, following desk research,
we mapped current demand generation practices
for VMMC in each of the 7 countries. We
then reviewed 45 interventions and held
112 in-country interviews with implementers
and other stakeholders to identify examples of
promising practices for wider learning and
potential scale-up (see supplementary materials
for the phase 1 discussion guide). A brief overview of each example was presented at a meeting
of researchers, implementing partners, and government and donor representatives, held in
Lusaka, Zambia, in April 2014.7 The research
team then returned to each country to document
each promising practice in greater detail (see
supplementary materials for the phase 2 discussion guide).

FINDINGS
The literature review produced scant evidence on
approaches to demand generation for VMMC,
both in terms of understanding drivers of
demand and in terms of evaluating existing
interventions. Based on our field studies, we
produced 27 implementation profiles of interventions that were sufficiently developed to inform
adoption, adaptation, and scale-up by colleagues
involved in VMMC demand generation in eastern
and southern Africa.16 The Table provides a
summary of the 27 interventions. The findings
and recommendations we present here are based
primarily on the 27 implementation profiles
documented through the field studies and on
the gaps revealed by the literature review, as well
as on our own field experience.
Messages should
be tailored to
men’s behavior
change stage.

Insight Development
Our analysis and experience suggest that the
extent to which programs currently apply behavior change theories to their VMMC demand
generation efforts varies, due to limited expertise,
constraints on time, budget, or feasibility, or a
combination of these factors. While some degree
of research is conducted in most settings, many
programs lack a sufficiently systematic and
granular view of how men progress through the
different stages of behavior change and of all the
influences along this path.
The formative research that has been conducted has consisted primarily of acceptability
studies in several of the VMMC priority countries, focusing on the perceived barriers and
benefits to VMMC.15 These studies have favored
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qualitative methods, using in-depth interviews,
focus groups, or self-administered surveys.17
Acceptability of VMMC has been found to vary
by demography and geography. In general,
studies have found acceptability to be higher
among females and males aged 15–25 years
than among older people,18,19 and to be higher
in eastern Africa than in southern Africa.20,21
Commonly identified factors that make VMMC
acceptable to males included supportive social
norms demonstrated by peers, family, or female
partners. Commonly cited barriers included
cultural and traditional norms, fear of pain,
length of the healing period, perceived threat to
masculinity, and financial and other opportunity
costs.15 These triggers and barriers varied by
age: adolescents were likely to be more amenable to peer pressure or parental persuasion
than older men, while older men were more
likely than adolescents to view financial costs
and sexual abstinence during the recovery
period as barriers.
A limitation of acceptability studies is that the
insights they provide are general, and the studies
are thus often only useful for designing interventions that move an individual from opposition or
apathy toward VMMC to a state of interest in the
procedure. A few recent studies in Zimbabwe
have described the triggers that influence males
to seek VMMC once they are interested in the
procedure and understand its benefits.11,13,22
These studies have identified a dominant pattern
in which behavior change occurs along a continuum of 3 fluid stages—pre-intention, intention, and action (Figure 2).
One of the studies identified interventions
that are likely to move men more quickly
through this process of change.23 It emphasized
the value of tailoring messages and activities to
the men’s stage-specific needs and concerns. For
example, during the pre-intention stage, the aim
of behavior change interventions should be to
increase men’s exposure to VMMC messages
through multiple channels, then make VMMC
relevant to individuals through targeted messaging. Social pressure and encouragement to
ascribe positive values to VMMC help move
men further toward the decision to act, and
addressing men’s fears about the procedure may
remove the final barrier. Male friends who have
undergone circumcision and female partners are
the key influencers throughout the process. At
the same time, more should be done to provide
information about the procedure itself and to
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TABLE. Summary of 27 Promising-Practice Interventions for VMMC
Country and Name/
Description of
Intervention

Types of Interventions

Implementing Partner

Brief Description

Demand creation
toolkit

Research, messaging,
social mobilization, IPC

Impact Research and
Development Organization
(IRDO)

Tool to assist social mobilizers to
communicate consistent
messages during IPC

Journalism training

Media

Internews

Training journalists to report
accurately and impartially on
VMMC

MCC coordination

Coordination

National AIDS & STI
Control Programme
(NASCOP)

National and provincial
coordination

BRIDGE II project

Social mobilization, IPC,
engaging traditional
leaders and female
partners, coordination,
messaging incentives

Johns Hopkins Center for
Communication Programs
(CCP)

Combining low- and highintensity efforts at behavior
change, balancing supply and
demand, and reaching female
partners

Lilongwe district
scale-up

Social mobilization,
media, IPC, engaging
traditional leaders and
female partners,
coordination

International Training &
Education Center for
Health (I-TECH)

Using satisfied VMMC clients as
community mobilizers and
training women to reach other
women

Brothers for Life

Social mobilization,
IPC, media, ICT,
messaging

Johns Hopkins Health and
Education in South Africa
(JHHESA)

Award-winning multipronged
and adaptable marketing and
awareness campaign involving
print media, TV, billboards,
community outreach projects,
canvassing, education, and
information

CareWorks

Social mobilization,
IPC, ICT, incentives
payment

CareWorks

Workplace programs and a call
center to move potential clients
from contemplation to action

Centre for HIV and
AIDS Prevention
Studies (CHAPS)

Social mobilization,
IPC, research,
incentives and
performance-based
payment

CHAPS

Record numbers of VMMCs
performed, perpetual research,
reflection and revision of strategy,
tight feedback loop with
mobilizers, collective incentive
structure translated into highly
motivated staff

New Start

Social mobilization,
engaging traditional
leaders, messaging,
research, media

Society for Family Health
(SFH)

Use of the DELTA process to
design demand creation
interventions and pretesting of all
materials

Soul City

Research, messaging,
media

Soul City

Insertion of VMMC storylines
into long-running TV series

KENYA

MALAWI

SOUTH AFRICA
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TABLE (continued).
Country and Name/
Description of
Intervention

Types of Interventions

Implementing Partner

Brief Description

Champion project

Social mobilization,
IPC, engaging female
partners, media

EngenderHealth

Beyond HIV messaging,
engendering long-term
commitment of social mobilizers

Community
mobilization and GIS
technology

Social mobilization,
IPC, media, engaging
female partners,
research,
advocacy, IPC

Jhpiego

Community mobilization for
older men, use of SMS and GIS
technology

Community
mobilization and SMS
technology

Social mobilization,
IPC, ICT

IntraHealth and Tanzania
Youth Alliance (TAYOA)

Innovative approach combining
SMS technology with popularopinion leaders at grassroots
level to create tailored strategy
for reaching older men,
adaptation of IEC materials to
suit local communities

Printed materials and
radio spots

Media and messaging

CCP

Printed materials and radio spots

AMAKA (Adult Male
Medical Circumcision
in Kampala)

Social mobilization,
research

Infectious Diseases Institute

Use of existing community
resources and structures for
demand creation

Be the Pride of Your
Tribe campaign

Social mobilization,
advocacy, research

STAR-E

VMMC campaign in
traditionally circumcising
communities

Makerere University
Walter Reed Project

Social mobilization,
advocacy, media, IPC,
research

US Military HIV Research
Programme

Use of cross-country learning to
create VMMC demand and meet
VMMC need

Stand Proud, Get
Circumcised
campaign

Research, messaging,
social mobilization

Health Communication
Partnership (HCP)

Use of research to inform communication strategy development and
implementation, national tools with
standardized branding and
information to ensure consistency
and recognition of VMMC but
which can also be tailored to
specific communities and contexts

Stylish Man campaign

Research, media,
messaging, IPC

Rakai Health Sciences
Program

Demedicalizing demand creation
for VMMC

Community
mobilization

Social mobilization,
IPC, media, engaging
female partners

Marie Stopes International

Community mobilization, health
counselor training, and local
media

Community
mobilization and
campaigns

Social mobilization,
research, ICT

Society for Family Health

Community mobilization through
existing volunteer structures,
mobile clinical outreach, client

TANZANIA

UGANDA

ZAMBIA
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TABLE (continued).
Country and Name/
Description of
Intervention

Types of Interventions

Implementing Partner

Brief Description
voucher/feedback system to
disaggregate effective elements
of demand creation, and toll-free
family planning help lines
incorporate VMMC

Mini campaigns and
training

Social mobilization.
IPC, media, advocacy

Jhpiego

Close linking of demand creation
activities with supply, including
mini campaigns to marry the two
and emphasis on a positive client
experience

National MC Month
and technical working
group

Mass media
communication,
advocacy, engaging
tribal leaders,
community
mobilization, IPC

National technical working
group

National and district-level
coordination, advocacy by
traditional leaders and public
officials, thrice yearly MC drives
and engagement with health
workers

Safe Love campaign

Research, media,
messaging, IPC, ICT,
community
mobilization

Communications Support for
Health

Innovative multiplatform, multiformat content, use of SMS to
move from contemplation to action

U Report SMS pilot

ICT, advocacy,
community
mobilization, IPC

United Nations Children’s
Fund (UNICEF)

SMS pilot for VMMC demand
creation among adolescents and
young adults

Identifying optimal
messaging

Research, messaging

Battelle Health and Analytics

Qualitative and quantitative
research to establish optimal
messages to promote demand for
VMMC

SMART campaign

Messaging, media,
social mobilization, IPC

Population Services
International (PSI)

Research-led message
development for ‘‘SMART’’
campaign, management of social
mobilization

ZIMBABWE

Abbreviations: GIS, geographic information system; ICT, information and communications technology; IEC, information, education, and
communication; IPC, interpersonal communication; MC, male circumcision; SMS, short message service (text message); VMMC, voluntary
medical male circumcision.

address the supply-side issues that prevent many
males interested in VMMC from accessing it.
Overall, most formative research studies fall
short in two ways. First, there is growing acknowledgment that psychographic variables such as
attitudes, perceptions, aspirations, emotions, biases,
and mental models play a very important role in
decision making: most decisions are not rational.24
However, the studies we reviewed were not designed
to uncover such variables. Second, given the
Global Health: Science and Practice 2015 | Volume 3 | Number 2

heterogeneity of VMMC’s target population and
the people and institutions that may influence these
populations, generalized results from acceptability
studies are likely insufficient for designing strategies
to reach members of a specific sub-population with
compelling information that meets them ‘‘where
they are.’’ It is this failure to understand the precise
needs and concerns of segmented sub-populations
of males, and to design interventions and messaging
accordingly, that likely accounts for the significant
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FIGURE 2. Behavior Change Continuum for Voluntary Medical Male Circumcision (VMMC),
Based on Insights from VMMC Program in Zimbabwe

Key: +, motivators; –, barriers.

gap between interest in VMMC and actual uptake of
the procedure.

VMMC identified in acceptability studies. The
interventions included5:


Advocacy with community leaders (political,
traditional, or religious) and through existing
community structures



Community mobilization, including engagement of women

Intervention Design
Our analysis identified different demand generation interventions used by VMMC priority countries to address the barriers and facilitators to
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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Interpersonal communication (IPC) through
community mobilizers



Mid- and mass media campaigns



Use of information and communications
(ICT) technologies

Many interventions combined different techniques and approaches, which were likely to be
more effective the more closely they were aligned
with one another. However, most interventions
have not yet been formally evaluated. Box 1
provides a summary of the key promising practices.
Many countries have found that engaging
with traditional leaders can provide reassurance
to VMMC candidates that being circumcised will
not change their ethnic, religious, or cultural
identity. In Malawi, early and ongoing engagement
with leaders of traditionally non-circumcising communities has been instrumental in mobilizing
community-level support for the VMMC program
and in encouraging males to undergo circumcision.25 In eastern Uganda, safe male circumcision
was promoted among traditionally circumcising
communities through the ‘‘Be the Pride of Your
Tribe’’ campaign, which engaged religious and
tribal leaders as well as health care providers.26
The deployment of community mobilizers
to undertake one-on-one messaging with
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prospective clients has been one of the most
consistently employed and effective strategies
across the region.5 This kind of IPC allows men
who may be contemplating the procedure to ask
questions specific to their own concerns in
privacy. It works best when mobilizers use a
standardized, comprehensive discussion guide
and package of information.27 In South Africa,
training, strong management oversight, and a
collective incentive structure strengthened the
effectiveness of community mobilizers.28 In
Malawi, satisfied clients have been employed as
mobilizers.29 In Kenya, the Impact Research and
Development Organization (IRDO) produced an
IPC toolkit to support counselors in conveying
information tailored to the individual’s stage in
the decision-making process.30 In Zambia,
Society for Family Health (SFH) has used the
community engagement methodology of education through listening, which emphasizes
the need to draw out and address individual
barriers.31 Counseling women on the benefits of
VMMC is recognized as an important facilitator of
VMMC uptake in most of the priority countries,
and the Kenya program has gone a step further in
using married women to educate other women
and couples about VMMC in women’s groups,
antenatal clinics, and other health care settings.32

Deployment of
community
mobilizers to
address men’s
individual
concerns has been
one of the most
effective VMMC
strategies.

Early engagement
with leaders of
traditionally noncircumcising
communities in
Malawi has been
key to mobilizing
VMMC support.

BOX 1. Promising Practices for Voluntary Medical Male Circumcision (VMMC)
Demand Generation
 Tailoring messages carefully to the audience. Find the most appropriate message for

the demographic—and for the individual’s place on the continuum of pre-intention, intention, and
action behavior change stages.
 Reaching out to traditional leaders. Tribal and religious leaders can change an existing

norm, give reassurance, and lend authority to a program.
 Using mobilizers. Interpersonal communication can address the client’s individual concerns.
 Targeting women as an audience for messaging and using them as change

agents. Women (wives, girlfriends, and mothers) can be change agents; the protective benefits
of VMMC are important to them, too.
 Appealing to reasons/motivations other than HIV prevention. Men’s motivations to

get circumcised may be other than protection for HIV; more near-term benefits such as protection
from STIs might be more relevant, and VMMC may be seen as ‘‘modern’’ or aspirational. The
appeal of belonging to a group can also be persuasive.
 Packaging VMMC with other interventions. Men undergoing HIV testing and

counseling, or women receiving treatment for prevention of mother-to-child transmission of
HIV, may be open to a VMMC referral.
 Using new technologies. Messaging delivered via the Internet, social media, and mobile

phones should be part of the mix along with traditional media.
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Media work has included training Kenyan
journalists to report accurately on the science
behind VMMC33; use of radio magazine broadcasts in Zambia incorporating key messaging on
VMMC34; and radio spots and print materials
tailored to different regions of Tanzania, featuring
the voices of ‘‘satisfied customers’’ and local
health experts.35 Generally, implementers workMany men are
ing through the media have sought more
resources to roll out campaigns and to achieve
more likely to
greater coverage. In Malawi, campaigns were
consider VMMC
for other reasons ramped up to correspond to periods of increased
supply29; elsewhere, mobile vans have been used
besides HIV
to meet increasing demand.36 In Tanzania, a
prevention.
program uses a geographic information system
(GIS) to map its VMMC activities, including the
location of facilities and infrastructure, to help
determine where to conduct demand generation
activities and to identify unreached populations.37
These examples show that implementers have
acted on several behavioral determinants to drive
demand for VMMC, but the analysis of these
determinants in the planning stage has not
always been rigorous. Ideally, interventions
should incorporate formative research during
the design phase to understand the cognitive
and social barriers and motivators to undertaking
VMMC. In Zimbabwe, for example, Population
Services International (PSI) conducted such
research through in-depth interviews as opposed
to focus groups, arguing that interviews deliver a
deeper, more truthful insight into these barriers
and motivators than focus groups.13,27 PSI also
conducted a TRaC (Tracking Results Continuously, a multi-round survey-based research
approach) study in Zimbabwe, which segmented
respondents according to their stage in the
decision-making process.13,27 Media outputs
should be pretested, and interventions should
be continually evaluated once implementation is
underway to enable course correction and to
develop a clear evidence base to support scale-up.
National branding
There are other ways in which intervention
design has fallen short. First, many country
of VMMC should
programs have attempted to reach all audiences
be combined
with a standard set of promotional materials and
with tailored
to apply general messaging in all demand
messaging for
different groups of generation activities. While it is vital to try to
achieve scale at the national level, this ‘‘one-sizemales.
fits-all’’ approach fails to recognize the difference
in attitudes, knowledge, and favored communication channels of, for example, a rural Kenyan
schoolboy compared with a professional man in
the capital city of Nairobi. It is entirely possible to
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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reach large numbers of people with a single brand
identity while targeting and tailoring communications to specific groups within that brand.
Second, most demand generation messaging
has focused on the programmatic and public
health imperatives of VMMC, emphasizing prevention of HIV and other STIs,38 rather than the
values, perceived needs, and aspirations of men.
While many VMMC clients may understand the
protective benefits of circumcision (which should
continue to be explained in counseling sessions
before the procedure), they are more likely to
consider VMMC for other reasons, including
hygiene, pleasing a sexual partner, and conforming
to peer norms.39 The Rakai Health Sciences Program
has been conducting safe male circumcision in
Uganda since 2003 but experienced a demand
plateau in 2013. Research suggested that the
protective benefits were well understood by men
and that future campaigns could overcome that
plateau by presenting VMMC as an aspirational
procedure.40
Third, programs have often been rolled out
individually to address specific barriers to
demand, rather than forming part of a package
of interventions that holistically address all the
touch-points along the behavior change continuum for VMMC. PSI’s work in Zimbabwe is a
good example of how IPC can be deployed as an
effective supplement to mass media interventions: the media element supports development
of supportive social norms and sparks private
conversations with social mobilizers, religious
and community leaders, partners, and peers that
could result in a decision to undertake VMMC.27
In South Africa, the Centre for HIV and AIDS
Prevention Studies (CHAPS) regards the quality
of the service itself as a crucial touch-point. To
illustrate, a client who attends a VMMC clinic has
already made the decision to undertake VMMC,
but his experience at the clinic will inform
whether he recommends the procedure to his
peers.41
Finally, many programs would benefit from
paying more attention to the value of discussion,
as opposed to direct messaging, in driving the
development of supportive social norms around
VMMC. Discussion between prospective clients
and counselors or peers is already proving
effective in addressing individual concerns and
questions a client may have about the procedure,
but the media may also have a role to play in
sparking or providing a space for audiences to
engage in public discussion about VMMC.42 For
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example, in India, where people were embarrassed to say the word condom, a condom
normalization campaign humorously encouraged
people to shout it in public.43

Implementation and Coordination
to Achieve Scale
As with most health interventions, plans for
VMMC scale-up generally have discounted
demand-side challenges.2,44 Regional and
national VMMC strategies have set targets based
on epidemiologic considerations, rather than on
demand forecasts or other feasibility considerations, even where these constraints are acknowledged.2 Few national VMMC operational plans
have developed comprehensive demand-side strategies based on current data.45,46 There is insufficient understanding of the proportion of program
funds needed for demand generation and
how this may vary for easy- versus hardto-reach populations.47 Demand generation is
frequently perceived as expensive, even though
evidence from VMMC and other public health
programs suggests that up-front investment in
demand generation activities gradually reduces
the cost per service provided by fueling higher
sustained volume and thus greater efficiency.48,49
In fact, clinical service volume creates more
variability in VMMC unit costs than any other
variable.50,51 But promising interventions have
not always been implemented at scale, thereby
diminishing their potential impact.7
Demand generation interventions, particularly those employing mass media communications, can reach far beyond a service catchment
area, necessitating intensive coordination to
ensure activities are mutually reinforced across
sites and implementers—that is, that they
disseminate consistent and complementary messaging, enable efficient client referrals, and reach
but do not oversaturate crucial stakeholders and
priority audiences. Ideally, national VMMC operational plans would assign the geographic focus,
roles, and responsibilities of demand generation
partners and identify standing coordination
mechanisms to ensure programs remain aligned as
the demand generation strategies evolve. Kenya has
such a mechanism in place: the National AIDS &
STI Control Programme (NASCOP) convenes quarterly meetings with national and provincial VMMC
implementing partners to coordinate their efforts
and plan joint initiatives. In addition, a Male
Circumcision Consortium provides technical support
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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to NASCOP to enhance coordination and quality
assurance.52

Measurement, Learning, and Evaluation
Evaluation of VMMC demand generation programs is essential, but few interventions have
been evaluated for effectiveness, and fewer still
for cost-effectiveness. In Zimbabwe, a cluster
randomized controlled trial (RCT) tested the
effectiveness of the ‘‘Male Circumcision Uptake
Through Soccer’’ program, in which soccer teams
were randomized to a brief VMMC education and
motivation intervention.53 Those receiving the
intervention were relatively more likely to take up
VMMC, although the absolute effect was small.
In Kenya, an RCT found that conditional economic compensation (in the form of food
vouchers) to address reported economic barriers
to VMMC uptake led to a modest increase
in circumcision coverage among men aged
25–49 years.54 Five other interventions that
explore the use of incentives, advertising, and
ICT platforms have been evaluated (publication of
results is pending).55 Nevertheless, there is a
need for systematic evaluation to be consistently
included in demand generation programs, including evaluating a package of interventions for their
collective effectiveness.
Equally important is the ability to monitor the
performance and cost of demand generation
interventions as they are being introduced and
scaled-up, using key performance indicators to
assess strategies and inform the program
throughout its course. Typically, programs have
judged the performance of demand generation
interventions by assessing VMMC outputs (i.e.,
the number of men circumcised). However, this is
an unreliable approach since multiple demandand supply-side variables contribute to these
results, making it difficult to judge the performance of a specific factor. In a study in Zambia,
17 of 40 interviewed men noted they had had
1 to 4 failed prior attempts to get circumcised,
suggesting significant supply-side issues creating
unmet need.23

Few national
VMMC
operational plans
have developed
comprehensive
demand-side
strategies.

DISCUSSION
While relatively few VMMC demand generation
programs have been formally evaluated, our research
identified key approaches that we believe will make
interventions more effective and cost-effective. These
approaches are summarized in Box 2 and described
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BOX 2. Recommendations for an Innovative and Systematic Approach to VMMC
Demand Generation
 Measure demand and set appropriate targets. Supplement existing research with fresh

assessments where needed; ensure that targets take into account supply-side capacities.
 Place the customer at the center of the campaign. Segment target audiences by

psychographic variables as well as demographic ones, and tailor strategies to each audience.
 Take a multidisciplinary approach. Tap into disciplines beyond public health such as

behavioral economics, the science of decision making, private-sector market research methods,
and network analyses.
 Design and test interventions. Use formative research; test effectiveness of interventions;

adjust as needed based on data before scaling-up.
 Apply a comprehensive demand generation strategy. Use multiple messages,

channels, and approaches, coordinated to be mutually reinforcing.
 Invest in data monitoring systems. Ensure there is real-time and more proximal feedback

on intervention outputs.
 Strengthen program management. Analyze the cost of demand generation activities, and

advocate increased funding to take effective interventions to scale.
 Ensure

coordination between donors, governments, and implementing
partners. Avoid a patchwork of initiatives: ensure that interventions are consistent and
complementary and that roles and responsibilities allow partners to contribute from their core
areas of expertise.

in detail below in terms of the framework for VMMC
demand generation.

Insight Development: Borrow Behavior
Change Theories and Tools From Other
Disciplines to Understand Demand More
Systematically
In addition to stage models of behavior
change,8–11,56,57 a socio-ecological model can provide
insight into the individual and interpersonal factors,
community and organizational influences, and public
policies that shape behaviors.58–60 Some implementing partners use one or more of these models, but
blending these into a single behavioral framework
can unify, systematize, and strengthen the behavior
change strategy. A ‘‘user-centric’’ framework, such as
the illustrative example in Figure 3, describes the
steps in a typical client’s progression to changed
behavior, with a focus on the individual’s perceived
VMMC values and needs. At each step, internal
factors (e.g., cognitive and emotional) as well as
environmental ones (e.g., cultural and ethical factors
or issues around service delivery) influence the
individual’s immediate needs and wants, which, in
turn, govern subsequent actions.
While stage and socio-ecological models of
behavior change typically underpin social and
Global Health: Science and Practice 2015 | Volume 3 | Number 2

behavior change communication, we can open
the door to a wider range of novel, effective, and
efficient demand generation interventions by
borrowing formative research tools from disciplines outside classic public health communication. Specifically, research into decision making
and behavioral economics reveals a myriad of
factors—biological, cognitive (conscious and subconscious), social, cultural, and economic—that
drive decision making.61,62 For example, in rural
Rajasthan, India, families were deterred from
completing the full immunization schedule for
their children by high transportation costs and
wage loss. Offering small non-cash incentives
(raw lentils and metal plates) proved considerably more effective than simply improving the
reliability of services.63 In Vietnam, social norms
were identified as one of the barriers to initiation
of early and exclusive breastfeeding.64
Commercial marketing takes a systematic,
evidence-driven approach to identifying and fulfilling consumer needs and aspirations.65 Key
insights, identified through qualitative and quantitative market research, measure and prioritize
market opportunities.66–68 This translates to the
public health field, where, for example, individual
adults’ acceptance of influenza vaccine has been
found to be correlated with positive community
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FIGURE 3. User-Centric Behavioral Framework for Voluntary Medical Male Circumcision
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attitudes, as well as with the individual having
previously had a flu shot; this can enable
officials to identify potential markets for flu
vaccination and target them with appropriate
messaging.69 Potential customers can be
segmented and prioritized according to their
values, opinions, attitudes, interests, and lifestyles.70 Similarly, market research into demand
for VMMC can offer an evidence-based understanding of how men progress through the
stages of awareness, interest, preparation, and
action (Figure 3).
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Action
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Intervention Design: Consider Evidence
From Insight Development to Develop
Effective Interventions
It is important that programs consider evidence
about cognitive, emotional, cultural, and structural barriers to VMMC to develop and fine-tune
their intervention strategies. Knowledge gained
from the insight development phase can reveal
the best platforms and channels for delivering the
right message in the right way and at the right
time. For example, the word of traditional leaders
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is extremely powerful in some communities.
Effective platforms may also include mass and
mid-media, IPC, social media, and other new
technologies. IPC needs to be localized and
personalized. With a strong emphasis on training,
management, and use of data, IPC platforms can
be scaled-up effectively, even in large, far-flung
programs. Tailored training of community mobilizers and other IPC agents can enable them to
better share information about VMMC with
diverse population segments.71,72 For example,
the Avahan HIV prevention program in India
found that illiterate sex workers, when mobilized
as peer outreach workers, were able to track the
number and content of their meetings with their
outreach contacts via tools that used symbols and
stickers, when trained to use them in a standardized manner.73 We can envisage simple,
research-based tools that would enable community mobilizers to identify a man’s precise
position along the VMMC behavior change
continuum (Figure 3) on the basis of a small
number of screening questions. The community
mobilizer could then use IPC tools (scripts,
questions, discussion points, etc.) to address the
barriers relevant to the man at that time and to
strengthen triggers for positive action. The
experience of Kenya provides an example of
how a country has used evidence to inform its
demand generation activities, which evolved over
the course of the program to address specific
subgroups of the population (Box 3).
Messaging often emphasizes HIV prevention as
the primary benefit of VMMC, while at the same
time communicating that the procedure provides
only partial protection against HIV.26 Successful
advertising positions the product or service in a way
that resonates with the prospective customer rather
than communicating only the most obvious features. For example, research found that antismoking campaigns targeting youth were most
effective if the messages did not emphasize the
negative long-term effects of smoking, but rather
the deceptive promotional practices of cigarette
manufacturers and the effects of secondhand
smoke on others.74 Given that HIV prevention—
Word-of-mouth
the public health goal of VMMC—may not be the
recommendations highest priority or most attractive benefit of the
for VMMC
procedure for most males, it is important to
influence men’s
consider positioning and messaging VMMC in
decisions, thus
ways that move beyond HIV.
emphasizing the
Implementation experience supported by the
need for highliterature shows that clients frequently cite wordquality services.
of-mouth as influential in their decision to seek
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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VMMC.75,76 This underscores the importance of
ensuring that clients are well cared for throughout
their VMMC experience. Technical excellence provided in an environment that fosters trust, affirmation, and respect increases client satisfaction and
makes it more likely that early adopters will
encourage their peers to opt for VMMC, in line
with the theory of diffusion of innovation.77
Ensuring that services are not just available and
accessible but also acceptable (i.e., staff are
respectful and have a good bedside manner, and
counseling is honest and appropriate) may help to
drive demand. Maintaining customer-service standards for all facility staff providing VMMC may help
generate consistently favorable client narratives
about the VMMC experience. Intervention design
must also take into account supply,23 so that the
service is available and accessible to men who are
persuaded by the demand generation activity.

Implementation and Coordination to
Achieve Scale: Foster a Coordinated
Response
Demand interventions must be scaled strategically.
In order to avoid mismatches between supply and
demand, partners on both sides of the equation need
to use data to drive their decisions, and they must
coordinate their work.1 Coordination minimizes
confusion by ensuring that messaging is accurate,
culturally appropriate, and not in contradiction with
other VMMC messages likely to be encountered by
the target population. Coordination between country
governments and donors is also important to avoid
duplication of activities and to solve infrastructure
challenges. In the absence of a national VMMC
operational plan, we recommend that countries
establish alternative, ongoing national coordination
mechanisms for all demand generation partners.
In some countries where seasonal demand is
pronounced (e.g., demand is traditionally high
during certain seasons of the year or campaigns
during school holidays drive high uptake among
adolescents), it may be necessary to change attitudes
among providers as well as among the male
population itself, so that resources are not underused
for periods of the year, which drives up unit costs.78

Measurement, Learning, and Evaluation:
Evolve the Strategy Over the Course
of the VMMC Program
There are currently no standard methods for
measuring demand for VMMC, but several possible
avenues could be explored. Acceptability studies
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can estimate the proportion of the population that
is interested in VMMC and that can therefore
potentially be persuaded easily to get circumcised,
as well as the proportion that would need to be

convinced first to change their minds about VMMC
in order to reach the VMMC program target—what
we refer to as the ‘‘interest deficit’’ (Figure 5).
These subgroups will require different strategies in

BOX 3. Kenya Case Study: Using Evidence to Evolve VMMC Demand Generation Strategies
The Kenya VMMC program, which has achieved about 70% VMMC coverage, against its target of 80%, provides a good
example of how programs should use evidence to inform their demand-side response and to evolve over the course of the
program.
First, formative research identified a number of individual, interpersonal, cultural, and structural barriers to circumcision,
and the program developed different interventions to address each of these barriers (Figure 4). One of the main barriers
to circumcision was cultural—the Luo tribe was traditionally non-circumcising, differentiating the Luo from other tribes.
Demand-side interventions in the early days of the VMMC program focused on working with the traditional leaders of the
Luo community in Nyanza to build a strong enabling environment for the program and to address traditional barriers to
uptake.
As these community-level barriers were broken, the program then focused on one-to-one promotion to address individual
barriers (such as fear of pain) by deploying a massive and incentivized outreach campaign with community mobilizers.
Journalist training and radio shows ensured a positive ‘‘noise’’ in the environment.
Currently in its final stage, the program focuses on interventions to reach the hardest-to-reach men (those over 25 years
old and employed). Several studies have identified financial concerns, specifically lost wages from taking time off for
surgery, as a barrier to VMMC uptake among this subgroup. An incentive-based demand creation strategy was therefore
evaluated.54 The study found that small amounts of fixed compensation in the form of food vouchers were effective in
removing structural barriers for men who had already committed to getting circumcised. The national program is currently
exploring scaling-up this intervention.

FIGURE 4. Addressing Barriers to Voluntary Medical Male Circumcision in Kenya: An Evidence-Based, 360˚,
Well-Coordinated, Evolving Approach
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FIGURE 5. Identifying the ‘‘Interest Deficit’’ for Voluntary Medical Male Circumcision (VMMC)
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order to be persuaded. Our synthesis of findings
from country-level studies between 2008 and 2010
indicates that the level of potential demand varies
widely between countries, resulting in interest
deficits ranging from 8% in Kisumu, Kenya, to
49% in Zambia (Figure 6). Ideally, market research
tools should be used throughout the evolution of a
VMMC program to measure interest and accurately
track the changing proportions of the target
population at each stage of the path toward
choosing VMMC (Figure 2). Equipped with these
objective data, stakeholders in each country can
more accurately estimate demand for VMMC and
set realistic demand generation goals.
Programs should develop and use interventionspecific indicators that can help monitor the
performance of demand generation interventions
well before they translate to the obvious VMMC
output of circumcisions performed. For example,
indicators should address such questions as: Is the
intervention being implemented as designed? Is it
reaching the targeted population? Could operations
be more efficient? For a mass media campaign, for
instance, this could include measuring exposure to
and attitudes about the messages.58
Demand generation interventions must change
over the course of a VMMC program to reflect
evolving norms and preferences, with information
continuously fed back into the program to identify
needs for program refinement or course correction.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

An early adopter of VMMC may respond to different
appeals than a member of the late majority.
Similarly, as community knowledge and experience
with VMMC increases, the information required to
spur demand may change. At the outset of Kenya’s
VMMC program, for example, demand generation
interventions engaged leaders of the traditionally
non-circumcising Luo community in Nyanza to
address traditional barriers to uptake and to build a
strong enabling environment. As the communitylevel barriers were overcome, the program turned to
individual barriers by way of a large-scale, incentivized, peer-led outreach campaign.87
Properly evaluating the effectiveness and costeffectiveness of interventions can help programmers
design and scale-up programs to achieve the best
possible results. Many of the promising practices
highlighted in this paper have not yet been
evaluated, and we encourage all field practitioners
to formally evaluate VMMC interventions targeting
specific barriers and triggers of demand, both to
know how well their programs are working and to
strengthen the overall evidence base informing
demand generation. We also encourage a clearer
definition of what constitutes sufficient evidence of
impact. While demonstrating attribution, especially
through RCTs, has been the gold standard,88 this can
prove too conservative an approach in the context of
VMMC. RCTs are of limited use in addressing
behavior change interventions,89 and given the
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FIGURE 6. The ‘‘Interest Deficit’’ for Voluntary Medical Male Circumcision (VMMC) in Selected
VMMC Priority Countries of Eastern and Southern Africa
WHO/UNAIDS
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male circumcision
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Data (and age range) based on country studies: Tanzania (ages 18–44),79 Kenya (ages 15–49),80 South Africa (ages
15–49),81 Rwanda (ages 15–59),82 Uganda (ages 18–80),83 Swaziland (ages 15–29),84 Malawi (ages 15 and older),85
Namibia (ages 15–29),84 Botswana (ages 15–29),84 Zambia (ages 15–59).86

complexity of the VMMC environment, most often
no single intervention is likely to be able to tackle all
barriers to demand. Therefore, consideration should
be given to using mixed methods to evaluate
effectiveness90 and to judging ‘‘contribution’’ as a
sufficient measure of effectiveness.
Studies highlight the paucity of data on the
actual cost of demand generation activities.1,47,48,91 We recommend building rigorous
yet rapid impact evaluation of demand generation
interventions into program implementation processes and tracking the cost of interventions more
systematically and over the course of the program. This will help programs monitor how
different levels of investment affect clinic volume
and cost per circumcision performed.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

The dynamic environment of VMMC demand
sets a high bar for measurement, learning, and
evaluation strategies. Nevertheless, national governments and donors can look to strategic measurement and evaluation as an investment that is
likely to pay a quick dividend. More research into
the effectiveness of demand generation interventions is urgently needed. The time and money spent
in this often overlooked area can replace speculative
demand generation with strategic interventions for
greater effect and efficiency.

CONCLUSION
VMMC is key to achieving sustained declines in HIV
incidence across eastern and southern Africa—a
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region with the world’s highest HIV prevalence.
Averting infections, saving lives, and conserving
financial and human resources that can be used to
address other threats to public health is no longer a
far-fetched prospect. The sooner VMMC goals are
reached, the sooner countries can expect to enjoy
the public health benefits this intervention offers. To
get there, VMMC service delivery and demand
generation must move forward in tandem. All
stakeholders—governments, donors, implementing
partners, and the private sector—must coordinate
their work, not only to ensure demand for VMMC is
balanced with supply but also to better tailor
demand generation to the unique environment
and circumstances of each country or region, thus
ensuring successful programs.
Operations research points the way to more
efficient and effective service delivery.92–95 It is time
to apply a similar approach to demand generation,
so that promising practices can be identified, tested,
adapted, scaled-up, evaluated, and continually
renewed. National governments, working with
donors and other partners, can look to the
components of demand generation described in
this paper—insight development, implementation
design, implementation and coordination for scale,
and measurement, learning, and evaluation—as
foundations for their evidence-based strategy for
increasing VMMC uptake. This multidisciplinary
and systematic approach to demand generation
offers benefits extending beyond HIV prevention to
issues across the field of health promotion.
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Appropriate Management of Acute Diarrhea in Children
Among Public and Private Providers in Gujarat, India:
A Cross-Sectional Survey
Christa L Fischer Walker,a Sunita Taneja,b Amnesty LeFevre,a Robert E Black,a Sarmila Mazumderb

Training public-sector providers to treat diarrhea in children with low-osmolarity oral rehydration salts
and zinc appeared to be effective. Among private providers, drug-detailing visits by pharmaceutical
representatives seemed less effective, particularly in improving knowledge of the correct dosage and
duration of zinc treatment. Consistent supplies and sufficient attention to training all health care cadres,
especially community health workers who may be new to diarrhea treatment and informal-sector
providers who are typically excluded from formal training, are critical to improving knowledge and
prescribing behaviors.

ABSTRACT
Diarrhea remains a leading cause of morbidity and mortality among children under 5 years of age in low- and middleincome countries. In 2006, the Indian government formally endorsed the World Health Organization guidelines that
introduced zinc supplementation and low-osmolarity oral rehydration salts (ORS) for the treatment of diarrhea. Despite this,
zinc is rarely prescribed and has not been available in the public sector in India until very recently. The Diarrhea Alleviation
Through Zinc and ORS Treatment (DAZT) project was implemented in Gujarat between 2011 and 2013 to accelerate the
uptake of zinc and ORS among public and private providers in 6 rural districts. As part of an external evaluation of DAZT,
we interviewed 619 randomly selected facility- and community-based public and private providers 2–3 months after a
1-day training event had been completed (or, in the case of private providers, after at least 1 drug-detailing visit by a
pharmaceutical representative had occurred) and supplies were in place. The purpose of the interviews was to assess
providers’ knowledge of appropriate treatment for diarrhea in children, reported treatment practices, and availability of
drugs in stock. More than 80% of all providers interviewed reported they had received training or a drug-detailing visit on
diarrheal treatment in the past 6 months. Most providers in all cadres (range, 68% to 100%) correctly described how to
prepare ORS and nearly all (range, 90% to 100%) reported routinely prescribing it to treat diarrhea in children. Reported
routine prescription of zinc was lower, ranging from 62% among private providers to 96% among auxiliary nursemidwives. Among providers who reported ever not recommending zinc (n = 242), the 2 most frequently reported reasons
for not doing so were not completely understanding zinc for diarrhea treatment and not having zinc in stock at the time of
contact with the patient. In a multiple logistic regression analysis, recent training or drug-detailing visits and having zinc in
stock were associated with reported zinc prescribing (Po.05). Recent training among public providers was significantly
associated with having correct knowledge of zinc treatment duration and dosage, but the same was not true of drugdetailing visits among private providers. Treating diarrhea with zinc and low-osmolarity ORS is new for public and private
providers in India and other low- and middle-income countries. Sufficient training and logistics support to ensure consistent
supplies are critical if providers are to begin routinely treating all diarrhea episodes with zinc and ORS.

INTRODUCTION

D

iarrhea is the second leading cause of death globally
among children aged 1–59 months and accounts
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for 12.4% of deaths among all children under 5 years
old in India.1 Diarrhea also causes substantial morbidity; children under 5 years old in India experience
2.4 episodes of diarrhea each year.2 Without prompt
and correct treatment, frequent episodes can lead to
stunting, which also contributes to cognitive delays.3,4
In 2004, the World Health Organization (WHO)
released new recommendations for the treatment of
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diarrhea, including the liberal use of lowosmolarity oral rehydration salts (ORS) and zinc
supplementation.5 The Indian Academy of Pediatrics endorsed these guidelines in 2004 and again
in 2006.6,7 In 2007, the Ministry of Health and
Family Welfare stated that zinc along with ORS
should be available over-the-counter and in the
public sector at the community health worker
level–that is, among Accredited Social Health
Activists (ASHAs) and Anganwadi workers
(AWWs).8,9
Despite publication of these recommendations nearly 10 years ago, zinc and ORS are not
widely used in India for the treatment of
diarrhea. In many districts, availability of zinc
remains scarce. Exact coverage has not yet been
reported in state or national surveys. On the other
hand, ORS has been widely available since the
1980s, but it is still not used in 74% of diarrhea
cases.10
Little is known about the knowledge and
prescription practices of public and private
providers in India. In this article, we provide a
brief description of a project implemented in
2 states of India that aimed to increase use of zinc
and ORS to treat diarrhea in children by training
public and private providers. We then report
results of a survey of public and private providers’
knowledge and reported prescription practices
after receiving the training.

www.ghspjournal.org

promote appropriate diarrhea management policies and to establish a plan to routinely procure
long-term zinc supplements. Initially, MI secured
zinc and ORS products using its own tender
scheme, to ensure the products were available in
the intervention areas once training had started,
until the state government was able to selfprocure the products.
MI worked with the Ministry of Health in
Gujarat and Uttar Pradesh to lead the training of
all clinic and community health workers, including auxiliary nurse-midwives (ANMs), medical
officers (MOs), ASHAs, and AWWs, on appropriate diarrhea management and the introduction
of zinc treatment. MI first conducted a training of
trainers, and the trainers subsequently trained
groups of providers in each health worker cadre.
The training continued until all providers in each
project district had an opportunity to attend
training. The training target was set at 100% of
providers.
The 1-day training sessions were conducted in
the local languages (Gujarati in Gujarat and Hindi
in Uttar Pradesh) and covered:


Signs and symptoms
dehydration



Treatment of diarrhea, including how and why
to prescribe zinc and ORS and the appropriate
dose and duration of zinc and ORS



Why to avoid unnecessary antibiotics

PROGRAM DESCRIPTION



The Diarrhea Alleviation Through Zinc and Oral
Rehydration Salts Therapy (DAZT) project aimed
to enhance the uptake of zinc and ORS among
children 2–59 months of age over the course of
4 years in 12 districts of Uttar Pradesh and
6 districts of Gujarat in India. The main strategy
of the project was to train public and privatesector providers on the appropriate use of zinc
and ORS for diarrhea treatment.

When to refer diarrhea cases to higher-level
health facilities

MOs and ANMs were trained together while
community-based workers (ASHAs and AWWs)
were trained in a separate group. The timing of
the training sessions coincided with supply
availability in each district so health care providers could start using their knowledge
immediately.

Public-Sector Activities

Private-Sector Activities

Micronutrient Initiative (MI), an international
NGO, led the public-sector aspect of the project in
all intervention districts. Public-sector activities
focused on increasing the supply of zinc and ORS
for diarrhea management and enhancing the
diarrhea treatment capacity of all cadres of
public-sector health care workers. To ensure the
political and policy environment was primed for a
public-sector campaign, MI collaborated with
state and district governments to develop and

FHI 360, an international NGO, led the privatesector aspect of the DAZT project. The primary
goals in the private sector were to increase the
supply of zinc and ORS for diarrhea management,
as in the public sector, and to provide necessary
information to change the prescription practices
among private providers in rural areas, including
those in the formal sector (trained physicians),
those in the informal sector (without formal
medical degrees), and drug sellers/chemists.
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diarrhea

As part of the
DAZT project,
public-sector
providers received
training on
appropriate
management of
diarrhea in
children.

and
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FHI 360 worked with selected pharmaceutical
companies and local NGOs to ensure quality zinc
products were available in the targeted rural areas.
To train physicians in the formal sector, FHI 360
conducted continuing medical education sessions
on appropriate diarrheal management. Within
each community, FHI 360 created lists of the most
influential formal providers (i.e., eminent pediatricians and formal providers of the medical
community) and then tracked and trained formal
providers with smaller practices throughout the
The DAZT project course of the project. For private providers in the
informal sector and drug sellers/chemists, FHI 360
trained
trained local NGO and pharmaceutical represenpharmaceutical
representatives to tatives to provide one-on-one drug-detailing visits
to these providers, with the ultimate goal of repeat
provide supplies
visits and thus ongoing drug-detailing visits
and information
on zinc and ORS to throughout the program. During the short visits,
private providers the drug detailers distributed information, education, and communication (IEC) materials with
during drugbasic information about treating diarrhea with
detailing visits.
zinc and ORS, and they also distributed the actual
products themselves. Because rural providers in
the informal sector often practice without formal
training, this method enabled the project to access
providers who did not have qualifications recognized by the government.
The private-sector strategy was based on a
cascade of knowledge from the formal to informal
sector, and finally to the community to ensure
demand creation and long-term sustainability. The
project focused first on physicians with formal
training because they have long-standing influence
in their communities. Reaching informal providers,
who are mostly not recognized by the government,
was also important because they typically treat the
majority of diarrhea patients in rural India.
Additional details describing the implementation
of the program and other aspects of the evaluation
have been published elsewhere.11

METHODS
The Johns Hopkins Bloomberg School of Public
Health (Baltimore, Maryland) and the Society for
Applied Studies (New Delhi, India) conducted an
external evaluation of the DAZT project. The
external evaluation team was not involved in
program decision making or field implementation
in any way. One component of the evaluation was
a provider assessment survey conducted in
4 project districts in Gujarat state, which we
present in this article. The survey was designed
to capture the knowledge and reported zinc
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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and ORS prescribing behaviors of providers
2–3 months after training had been completed
and supplies were in place in the public sector
and drug detailing was completed in the private
sector. We interviewed private providers practicing in the targeted districts, as identified by
FHI 360, and 4 cadres of public-sector providers:
MOs, ANMs, ASHAs, and AWWs. During the
interviews, we questioned providers about their
knowledge of diarrhea treatment and attitudes
toward prescribing zinc for diarrhea. We also
assessed current stocks of zinc and ORS.

Study Site
The study was conducted in Gujarat, which is
home to more than 50 million people, including
more than 4.7 million children under 5 years
old.12 The DAZT project was implemented in 6 of
the 26 districts of Gujarat, covering more than 10
million people, or 21.6% of the total population of
Gujarat.12 The under-5 mortality rate in Gujarat
was 56 per 1,000 live births in 2010,12 which was
below the Indian national average of 61.3 per
1,000 live births.1 Until the start of the DAZT
project, zinc had not been part of the routine
treatment provided by either private or publicsector health care providers in Gujarat.
The provider assessment survey was conducted in 4 project districts (Banaskantha, Patan,
Sabarkantha, and Surendranagar) in Gujarat,
from December 2011 through January 2012. In
the remaining 2 project districts, the public sector
had not yet received products or training at the
time of the provider assessment and were thus
excluded from the assessment.

Sample Size and Sampling Strategy
We calculated sample sizes for each group of
providers separately. The sample sizes for ASHAs,
AWWs, and private providers were based on
anticipated zinc-prescribing of 10%, 10%, and
20%, respectively, and assumed a 10% margin of
error, a design effect of 1.365,10 and a 15% to 20%
increase for refusal to participate or for incomplete forms. We thus randomly selected
165 ASHAs, 165 AWWs, and 231 private providers to achieve a minimum of 140, 140, and
188 completed interviews, respectively. For MOs
and ANMs, we calculated a Lot Quality Assurance
Sample (LQAS) and interviewed 1 MO and
2 ANMs per primary health center (PHC).13
We included public-sector providers from 33 of
the 236 PHCs in the 4 districts of Gujarat. The
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number of PHCs sampled per district was determined using a probability proportional to size
(PPS) sampling design, such that the number of
PHCs selected was based on the proportion of
PHCs in that district to overall PHCs in all districts.
We used STATA 12.0 to generate a random sample
of PHCs from within the district. We obtained a list
of all MOs, ANMs, ASHAs, and AWWs at each
PHC in advance. At each PHC, 5 ASHAs, 5 AWWs,
2 ANMs, and 1 MO were selected for inclusion in
the study. There were no additional inclusion/
exclusion criteria for the providers other than
actively practicing as an ASHA, AWW, ANM, or
MO. For MOs and ANMs, there were often not
more than 1 MO and 2 ANMs from which to
choose; if more than 1 MO or 2 ANMs were
practicing at the selected PHC, the names were
randomly selected. The names of all active ASHAs
were collected in advance, and 5 ASHAs were
randomly selected from each PHC. In order to aid
in the logistics of conducting the survey, we
selected the AWW posted closest to the randomly
selected ASHA. In the case of MOs and ANMs, if
not enough MOs or ANMs were present at the
PHC, an additional PHC was visited from the same
district to ensure the entire samples size was
achieved. For ASHAs and AWWs, the health
workers were identified randomly in advance; if
the identified health worker was not available
during the 2 days of interviews at each PHC, the
next ASHA/AWW from the randomization list was
included in the survey.
At the time of the provider assessment,
FHI 360 had collected the names of 1,337 private
providers working in the 4 target districts
included in this survey. Private providers were
randomly selected in advance from the corresponding villages serviced by the randomly
selected PHCs; we selected 7 private providers
per PHC area. Locating specific private providers
in this informal sector was often challenging. We
created a system of asking at least 3 community
leaders for the location of the identified provider
before accepting his/her absence and selecting the
next private provider from the randomization list.
If the private provider was not located within
48 hours of the desired interview time or after
3 village leaders confirmed that the private
provider did not exist or was no longer present,
the private provider was replaced with the next
private provider on the randomization list. If the
sample size of private providers could not be met
in the selected villages, the next randomly
selected PHC area and the corresponding private
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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providers were chosen from within the corresponding villages.

Survey Methods
We trained all interviewers using a standard
protocol and implemented the survey 2–3 months
after completion of training to minimize knowledge loss. Interviewers obtained written informed
consent and administered closed-ended survey
questionnaires to selected providers. The survey
lasted approximately 1 hour and included questions on diarrhea treatment knowledge and
practices, as well as access to routinely available
ORS and zinc supplies. All questions on knowledge were asked before questions on typical
practice. To ensure confidentiality, all interviews
took place in private locations (i.e., in the clinic,
health facility, or home of community-based
workers). All data were checked in the field and
inconsistencies/incomplete forms were corrected
immediately by returning to the provider for
verification before the team moved to another
PHC. Data were entered twice (double data entry)
into a standardized data entry system; queries
and inconsistencies were verified by calling the
provider if necessary.

Ethical Approval
We received ethical approval for this study by
both the Johns Hopkins Bloomberg School of
Public Health Institutional Review Board and the
Society for Applied Studies Ethical Review Board.
All providers were informed about the risks and
benefits of the study, and they signed consent
forms before participating in the survey. We also
obtained permission from the Government of
Gujarat to interview public-sector health workers
before starting the survey.

Analytic Methods
We calculated means and standard deviations,
medians, and corresponding ranges, as well as
proportions for selected characteristics of ANMs,
MOs, ASHAs, AWWs, and private providers. We
assessed knowledge and reported practices among
ASHAs, AWWs, and private providers and calculated the proportions who reported correct
responses for key knowledge and practice indicators. We performed a chi-squared test for multiple
comparisons to determine if there were any
statistically significant differences in responses
across provider types. We then conducted a multiple logistic regression to determine if provider
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education, experience, training/drug-detailing
visits, and product availability were independently
associated with provider prescribing practices or
knowledge of dose, duration, and/or ORS preparation for ASHAs, AWWs, and private providers. All
statistical tests were conducted using STATA 12.0
Statistical Software.14 For ANMs and MOs, we
calculated the proportion of providers who
reported correct responses for key knowledge and
practice indicators.

RESULTS
We interviewed in total 619 providers: 190 private
providers (Figure 1), 165 AWWs, 165 ASHAs,
33 MOs, and 66 ANMs (Figure 2), achieving our
desired sample size for each provider category. To
achieve the minimum sample size, we had to
include providers from 11 additional PHCs/
villages (for the community-based workers).
While every effort was made to find and interMore providers
reported they had view the provider selected according to the
ORS in stock than random selection procedure a priori, in some
cases the individual selected could not be found
zinc.

www.ghspjournal.org

or too few providers of that provider type were
available and working at the selected PHC. For
example, to achieve the minimum sample size
among private providers, we initially randomly
selected 231 providers and then randomly
selected an additional 61 providers during a
second round, which led to 190 (65%) completed
interviews.
All interviewed ANMs, ASHAs, and AWWs
were women while nearly all the private providers
(97%) and MOs (82%) were men (Table 1).
Community health workers (ASHAs and AWWs)
had a median of 10 years of education, and ANMs
and private providers had a median of 12 and
16 years of education, respectively. (All MOs were
trained physicians who had passed their medical
examinations successfully.) Most providers (around
83% to 88%) reported receiving training/
drug-detailing visits in the treatment of diarrhea
within the last 6 months. Higher proportions of
providers of all cadres had ORS than zinc in stock.
ANMs were most likely to report zinc in stock
(66.7%) while MOs were most likely to report ORS
in stock (93.9%); private providers were least likely

FIGURE 1. Flowchart of Private Provider Survey Participants
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FIGURE 2. Flowchart of Public Provider Participants

Abbreviations: ANMs, auxiliary nurse-midwives; ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers; MOs, medical officers;
PHCs, primary health centers.

to report zinc or ORS in stock (36.3% and 55.3%,
respectively).
Most providers answered correctly that children with diarrhea should increase fluid intake,
with the highest level of correct knowledge among
private providers (77%) (Table 2). Few or no
providers in any cadre thought that children with
diarrhea should decrease fluid intake. Most providers also answered correctly that children with
diarrhea should maintain or increase their food
intake, but a smaller proportion of private providers knew this compared with the other cadres
(72% of private providers vs. 85% of MOs and
about 90% of ASHAs, AWWs, and ANMs). High
percentages (85% or higher) of all provider types
could recall at least 2 signs or symptoms requiring
referral, but much lower proportions (15% to 39%)
could name 4 or more signs or symptoms.
The percentage of providers stating they
usually prescribed zinc for childhood diarrhea
ranged from only 62% of private providers to 96%
Global Health: Science and Practice 2015 | Volume 3 | Number 2

of ANMs. Among providers who reported ever
not recommending zinc (n = 242), we asked
unprompted questions about why. The two most
frequent responses were not knowing of or
completely understanding zinc for diarrhea treatment and not having zinc in stock at the time of
contact with the patient (Figure 3).
Among public-sector providers, 85% or higher
recalled the correct duration of zinc treatment
(14 days), but much lower percentages recalled
the correct dosage (Table 2). For example, only
36% and 53% of ASHAs stated the correct dosage
for children 2–5 months and 6–59 months of age,
respectively. Among private providers, only 47%
stated the correct duration of zinc treatment and
77% did not know or refused to answer when
asked about the correct dose of zinc.
Much higher percentages of providers of all
cadres had correct knowledge of ORS and
reported routinely prescribing ORS compared
with zinc. In fact, reported prescribing practices

Most providers
knew that children
with diarrhea
should increase
fluid intake.

The most
commonly
reported reasons
for not prescribing
zinc were lack of
knowledge about
zinc for diarrhea
treatment and not
having zinc in
stock.
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TABLE 1. Characteristics of Health Care Providers in 4 Districts of Gujarat, India
ASHAs (n = 165)

AWWs (n = 165)

ANMs (n = 66)

MOs (n = 33)

PPs (n = 190)

34.3 (7.4)

43.2 (13.8)

Age, mean (SD), y

29.4 (6.4)

39 (8.2)

39.6 (9.3)

Female, No. (%)

165 (100)

165 (100)

66 (100)

Years of education, mean (range)
Years practicing in current position,
median (range)

6 (18.2)

5 (2.6)

a

16 (9, 22)
10 (1, 45)

10 (4, 17)

10 (4, 17)

12 (10, 19)

NA

3 (1, 18)

13 (1, 32)

19 (1, 28)

3 (1,24)

138 (83.6)

144 (87.3)

55 (83.3)

29 (87.9)

168 (88.4)

Providers who had any zinc in stock,
No. (%)

93 (56.4)

81 (49.1)

42 (66.7)

21 (63.6)

69 (36.3)

Providers who had any ORS in stock,
No. (%)

108 (65.5)

94 (57.0)

51 (77.3)

31 (93.9)

105 (55.3)

Providers who have received training/
drug-detailing visits for diarrhea
treatment in last 6 months, No. (%)

Abbreviations: ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers; ANMs, accredited nurse-midwives; MOs, medical officers;
ORS, oral rehydration salts; PPs, private providers; SD, standard deviation.
a
All MOs were trained physicians who had passed their medical examinations successfully.

for ORS were nearly universal, ranging from
90% of private providers to 100% of ANMs. Nearly
all public-sector providers correctly described how
to prepare ORS (93% or higher among publicsector provider cadres), but only 68% of private
providers described the process correctly.
Recent training or
In multiple logistic regression analysis of
factors predicting public-sector provider knowldrug-detailing
edge and prescribing patterns, receiving training
visits was
in diarrhea treatment within the last 6 months
significantly
was predictive of routinely recommending zinc
associated with
treatment and of generally having correct knowlproviders
edge of zinc treatment duration and dosage
reporting
among ASHAs and AWWs (Po .01) (Table 3).
regularly
prescribing zinc to Similarly, among private providers, receiving
drug-detailing visits (and CME training, in the
treat diarrhea.
case of formal-sector providers) for diarrhea
treatment within the last 6 months was preCorrect
dictive of recommending zinc treatment (P = .01)
knowledge of ORS but not for having correct knowledge of the
preparation was duration or dosage of zinc. ASHAs and private
providers who had zinc in stock were also more
generally higher
likely to report routinely prescribing zinc than
than of zinc
their counterparts who did not have zinc in stock
duration or
(odds ratio [OR] = 4.98 and 7.00, respectively).
dosage among
Among private providers, years of education
all provider
(OR = 1.44), receiving a recent drug-detailing visit
cadres.
(OR = 3.86), and having ORS in stock (OR = 4.12)
were all predictive of the provider reporting
routinely prescribing ORS. The regression model
Global Health: Science and Practice 2015 | Volume 3 | Number 2

for the outcome of reported routine ORS prescribing was invalid among ASHAs and AWWs because
more than 99% of these providers reported
routinely recommending ORS.

DISCUSSION
In our survey of public and private providers’
knowledge and reported prescribing practices for
treatment of childhood diarrhea, nearly all
providers in all cadres correctly described how to
prepare ORS (except for private providers, for
whom only 68% had such correct knowledge) and
reported routinely prescribing ORS to treat
diarrhea in children. In contrast, knowledge of
the correct duration, and particularly of the
correct dosage, of zinc treatment for diarrhea
was generally lower among provider cadres.
Public-sector providers who had received recent
training were more likely to have correct zinc
knowledge and reported prescribing practices
while private providers who had received recent
drug-detailing visits in diarrhea treatment, or
recent CME training in the case of formal-sector
providers, were more likely to report prescribing
zinc to treat diarrhea but not to have correct
knowledge of the duration or dosage of zinc.
The results of this cross-sectional survey
represent an initial point in time by which all
public-sector providers should have received
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TABLE 2. Diarrhea Management Knowledge and Reported Prescribing Behaviors Among Public and Private Providers,
Gujarat, India
Public-Sector Providers
ASHAs (n = 165) AWWs (n = 165) ANMs (n = 66) MOs (n = 33) PPs (n = 190)
No. (%) reporting a child with diarrhea should:
Increase fluid intake* (correct response)

106 (64.2)

118 (71.5)

49 (74.2)

24 (72.7)

147 (77.4)

Maintain usual fluid intake

48 (29.1)

40 (24.2)

17 (25.8)

9 (27.3)

40 (21.1)

Reduce fluid intake*

11 (6.7)

7 (4.2)

146 (88.5)

150 (90.1)

59 (89.3)

28 (84.8)

136 (71.6)

19 (11.5)

15 (9.1)

7 (10.6)

5 (15.2)

54 (28.4)

No. (%) recalling Z 2 signs/symptoms
requiring referral to higher-level facility*a

141 (85.5)

154 (93.3)

65 (98.5)

30 (90.9)

162 (85.3)

No. (%) recalling Z 4 signs/symptoms
requiring referral to higher-level facility*a

40 (24.2)

56 (33.9)

26 (39.4)

5 (15.2)

44 (23.2)

137 (83.0)

146 (88.5)

63 (95.5)

29 (87.9)

117 (61.6)

140 (85.0)

144 (87.0)

63 (95)

31 (94)

90 (47.0)

Correct dose for children 2–5 months old
(10 mg/day, i.e., 1/2 tablet or 5 mL)*b

60 (36.0)

53 (32.0)

47 (71)

20 (61)

33 (17.0)

Correct dose for children 6–59 months old
(20 mg/day, i.e., 1 tablet or 10 mL)*b

88 (53.0)

84 (51.0)

49 (74)

22 (67)

47 (25.0)

Refused to answer/did not know correct
dosea

18 (11.0)

10 (6.0)

0 (0)

0 (0)

146 (77.0)

No. (%) reporting routinely recommending ORS*

164 (99.4)

164 (99.4)

66 (100)

32 (97.0)

170 (89.5)

No. (%) correctly describing how to prepare
ORS (i.e., 1 L packet in 1 L water or 200 mL
packet in 1 cup of water)*

157 (95.7)

153 (93.3)

62 (93.9)

33 (100)

114 (67.5)

Maintain usual or increase breastfeeding/
food intake* (correct response)
Reduce food intake*

No. (%) reporting usually recommending zinc
treatment*

0 (0)

0 (0)

3 (1.6)

No. (%) correctly stating the dose and duration
of zinc syrup or tablet
Duration of 14 days*

Abbreviations: ANMs, accredited nurse-midwives; ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers; MOs, medical officers;
ORS, oral rehydration salts; PPs, private providers.
*
Signifies differences in response by provider type using chi-squared test for multiple proportions (Po .05).
a
Signs/symptoms included: unconscious, lethargic, convulsions, unable to drink or breastfeed, persistent diarrhea, sunken eyes, skin pinch goes back
slowly, irritable/restless, blood in stool, signs of mild dehydration, fast breathing, difficulty breathing, and vomiting.
b
Government and training documents state infant dosing is from 2 months and up to 6 months of age. We considered 2–5 months and 2–6 months as
correct responses. For this reason, we also accepted 6 or 7 months as the lower bound of the older age category. Zinc should be given until 5 years of
age, and thus 59 or 60 months were accepted as the upper bound for the older age category.

training and all private-sector providers should
have received at least 1 drug-detailing visit. The
DAZT project is responsible for reaching scale in
these 4 districts, which cover a population of more
than 7 million people. This is one of the first surveys
Global Health: Science and Practice 2015 | Volume 3 | Number 2

to include both public and private-sector providers
in a diarrhea treatment program of this scale.
In rural Gujarat, there are many types of
private providers loosely categorized as rural
medical practitioners including those with little
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FIGURE 3. Main Reasonsa for Not Recommending Zinc Among Providers Who Reported Ever Not
Recommending Zinc, Gujarat, India (n=242)b

Abbreviations: ANMs, auxiliary nurse-midwives; ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers;
MOs, medical officers; PPs, private providers.
a
Other reasons (not shown on chart) reported by private providers but no other provider cadre: caregiver could not afford
zinc (17); caregivers prefer treatments that provide quick recovery (7); other drugs are better for diarrhea treatment (4); zinc is
not widely accepted among providers (3); profit margin for zinc is not as large as for other drugs (2); zinc is not an effective
treatment (2).
b

The 242 providers who reported ever not recommending zinc included 107 private providers, 56 AWWs, 38 ASHAs, 19
MOs, and 22 ANMs.

to no formal education,14 yet in our survey 76% of
private providers had education beyond grade 12.
The higher education level of private providers in
our survey may represent the early stages of the
project’s private-sector implementation strategy,
which focused on reaching providers who were
key opinion leaders; such providers tended to be
pediatricians and formal medical providers or
very well trained providers in the informal sector.
The project expanded to harder-to-reach providers, who were likely less educated, later in the
Formal training of program.
The survey found much confusion among
private providers
providers about the correct dose and duration of
on appropriate
zinc. While public-sector training did address zinc
treatment of
diarrhea, instead dosage and duration, further on-the-job training
and distribution of job aids are probably warof relying solely
on drug-detailing ranted, especially for community health workers
visits, is probably (ASHAs and AWWs). Knowledge of the correct
dose and duration of zinc was particularly poor
needed.
among private providers; more than 75% refused
Global Health: Science and Practice 2015 | Volume 3 | Number 2

to answer the question about zinc dosage or
admitted to not knowing the answer. The
pharmaceutical package of IEC materials for zinc
provided information on dose and duration of
treatment, but it may have been overlooked
during the detailing visit as a minor detail,
especially if time for the visit was cut short. In
addition, there are many brands of zinc in both
tablet and syrup formulas available in the private
sector, which may create an additional level of
uncertainty among private providers. Formal
training of private providers is probably needed,
rather than depending solely on drug detailing by
pharmaceutical company representatives.
The DAZT project did not implement demandside interventions such as community education or
social marketing activities. All changes in reported
prescribing practices were thus driven by introducing zinc and reinforcing ORS to the providers. Drug
detailing among private providers focused on the
positive elements of zinc and ORS only, without
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TABLE 3. Demographic and Training Variables Associated With Knowledge and Reported Practice Indicators for
Diarrhea Treatment With Zinc and ORS by Type of Provider,a Gujarat, India
Knowledge and Reported Practice Outcome Variables

Demographic and
Training Variables

Reported
routinely
recommending
zinc

Knew correct Knew correct
Reported
zinc dose for zinc dose for
routinely
Knew correct
6–592–5Knew correct
recommending
ORS
month-old
month-old
duration of
ORS
preparation
child
child
zinc treatment

OR

P value

OR

P value

OR

P value

OR

P value

0.88

.25

1.05

.68

1.01

.94

1.03

.65
.45

OR

P value

OR

P value

NAb

1.28

.27

NA

b

2.60

.02

b

1

NA

ASHAs (n = 165)
Years of education
Years practicing as ASHA

0.87

.13

0.92

.40

1.00

.59

0.94

Received training in diarrhea
treatment in last 6 months

9.04 o.001

4.85 o.001 3.45

.04

4.80 o.001

NA

Zinc in stock

4.98

7.20

0.00

.99

3.52

.05

NAb

7.10

.09

b

0.15

.13

ORS in stock

.02

.01

0.38

.22

0.73

.64

0.00

.99

0.37

.14

NA

Years of education

0.93

.58

1.04

.73

1.04

.56

1.03

.65

NAb

1.14

.35

Years practicing as AWW

1.01

.71

1.00

.94

1.03

.17

0.99

.82

NAb

1.10

.06

b

1.51

.61

AWWs (n = 165)

Received training in diarrhea
treatment in last 6 months
Zinc in stock
ORS in stock

16.05 o.001
1.94
0.72

.48

5.68 o.001 2.80

.13

4.85

.01

NA

34.82 o.001 2.16

.36

1.18

.81

NAb

6.84

.05

b

0.27

.13

o.001 0.98

.72

.70

0.15

.01

0.47

.37

1.21

.78

NA

PPs (n = 190)
Years of education

1.24 o.001

1.20 o.001 1.17

.06

1.16

.04

1.44

Years practicing as PP

1.01

.57

0.99

.68

1.01

.47

1.00

.86

1.02

.42

0.98

.18

Received drug-detailing visit for
diarrhea medications in last
6 months

3.95

.01

1.96

.21

3.77

.21

2.79

.19

3.86

.04

0.55

.25

Zinc in stock

7.00 o.001

2.51

.01

1.98

.12

2.29

.03

5.55

.12

1.82

.10

ORS in stock

0.57

0.99

.98

1.05

.91

0.84

.64

4.12

.03

1.11

.75

.14

Abbreviations: ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers; NA, not applicable; OR, odds ratio; ORS, oral rehydration
salts; PPs, private providers; RMP, rural medical practitioner.
a
Results are from a multiple logistic regression (MLR) analysis. Statistically significant results at Pr .05 are shown in boldface.
b
Not applicable in the MLR analysis because 99.4% of ASHAs and AWWs reported routinely recommending ORS for the treatment of diarrhea.

specifically addressing the unnecessary use of
antibiotics. A high proportion of private providers
reported antibiotics as appropriate treatments for
simple acute watery diarrhea (data not shown),
highlighting the need for training specifically on
Global Health: Science and Practice 2015 | Volume 3 | Number 2

this issue. As mentioned above, an alternative
approach besides drug detailing by pharmaceutical
companies, that have profits in mind and may not
want to discuss the potential harm of antibiotics,
will be needed to address the issue of antibiotics.
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This is especially challenging because in many
countries private providers often do not have formal
training and are not recognized by the government
as legitimate health care providers.

Limitations
In this survey, we interviewed randomly selected
providers and emphasized that the interview team
was in no way associated with the government or
any regulating body. Interviewers encouraged the
interviewees to answer questions openly and
honestly and reminded them that their answers
would not be revealed to supervisors. Despite this,
providers may have been swayed to answer
practice questions with a known ‘‘right’’ answer
even if it did not accurately reflect their true
practices. It is possible that by notifying PHCs and
MOs in advance of our visit, active brief refresher
trainings could have been initiated, although the
advance warning was only 1–2 days so it would
not have been possible to do anything more than
minimal preparation. Additional insights from
direct observation would validate and/or challenge
the responses provided in this survey.
In addition, drawing the sample of private
providers from the same communities captured in
the sample of public-sector providers may have
reduced apparent reported differences between
public and private providers. Furthermore, we are
limited in the interpretation of the survey results
and attribution of correct knowledge and reported
prescribing practices to the DAZT project without
a baseline survey to measure change over time.
However, because there had been no prior training
or drug detailing with regard to zinc in either the
public or the private sector, it is likely that zinc
knowledge was very limited prior to this program.
It also would have been interesting to conduct a
survey at the end of the project to measure change
in knowledge and reported practices after the
providers had had more experience with prescribing zinc and ORS but not necessarily additional
opportunities for continued training. Finally, failure to identify all originally selected providers
creates possible bias in that we were more likely to
exclude harder-to-find providers or those who
may not be available to treat patients full time—
also the same kinds of providers who would not
be present for training opportunities.

www.ghspjournal.org

access to the products, some providers report
prescribing zinc, but long-term sustained use and
comfort with the new recommendations will
require additional training and distribution of
job aids, and possibly other behavior change
approaches, to help providers overcome early
skepticism and increase familiarization with the
correct dose and duration. Overcoming inconsistencies with the supply chain will also be
critical to create an early habit of prescription for
both community-level workers who are new to
community case management, such as ASHAs
and AWWs, and private providers who have a
history of relying on inappropriate use of antibiotics and antidiarrheals for the treatment of all
diarrhea episodes. While the focus of the DAZT
project was on improving knowledge and use of
zinc and ORS among providers, community-level
introduction and public awareness of zinc and
ORS for diarrhea treatment could generate a
demand-side pull that might also promote correct
prescribing practices from both public and private
providers. Health systems will need to monitor
how barriers to prescribing zinc and ORS change
as diarrhea management programs mature and
communities become more familiar with new
treatment protocols in both the public and the
private sectors.
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ORIGINAL ARTICLE

Motivations and Constraints to Family Planning: A
Qualitative Study in Rwanda’s Southern Kayonza District
Didi Bertrand Farmer,a Leslie Berman,a Grace Ryan,b Lameck Habumugisha,a Paulin Basinga,c
Cameron Nutt,d Francois Kamali,e Elias Ngizwenayo,a Jacklin St Fleur,a Peter Niyigena,a
Fidele Ngabo,f Paul E Farmer,d,g,h Michael L Richd,g,h

Community members and health workers recognized the value of spacing and limiting births, but a
variety of traditional and gender norms constrain their use of contraception. Limited method choice,
persistent side effects, transportation fees, stock-outs, long wait times, and hidden service costs also
inhibit contraceptive use.

ABSTRACT
Background: While Rwanda has achieved impressive gains in contraceptive coverage, unmet need for family
planning is high, and barriers to accessing quality reproductive health services remain. Few studies in Rwanda have
qualitatively investigated factors that contribute to family planning use, barriers to care, and quality of services from the
community perspective.
Methods: We undertook a qualitative study of community perceptions of reproductive health and family planning in
Rwanda’s southern Kayonza district, which has the country’s highest total fertility rate. From October 2011 to December 2012,
we conducted interviews with randomly selected male and female community members (n = 96), community health workers
(n = 48), and health facility nurses (n = 15), representing all 8 health centers’ catchment areas in the overall catchment area of
the district’s Rwinkwavu Hospital. We then carried out a directed content analysis to identify key themes and triangulate findings
across methods and informant groups.
Results: Key themes emerged across interviews surrounding: (1) fertility beliefs: participants recognized the benefits of
family planning but often desired larger families for cultural and historical reasons; (2) social pressures and gender roles:
young and unmarried women faced significant stigma and husbands exerted decision-making power, but many
husbands did not have a good understanding of family planning because they perceived it as a woman’s matter;
(3) barriers to accessing high-quality services: out-of-pocket costs, stock-outs, limited method choice, and long waiting
times but short consultations at facilities were common complaints; (4) side effects: poor management and rumors and
fears of side effects affected contraceptive use. These themes recurred throughout many participant narratives and
influenced reproductive health decision making, including enrollment and retention in family planning programs.
Conclusions: As Rwanda continues to refine its family planning policies and programs, it will be critical to address
community perceptions around fertility and desired family size, health worker shortages, and stock-outs, as well as to
engage men and boys, improve training and mentorship of health workers to provide quality services, and clarify and
enforce national policies about payment for services at the local level.
a
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INTRODUCTION

A

t the 2012 London Summit on Family Planning,
donors and national governments committed to
providing access to modern contraceptives by 2020 to
an additional 120 million women around the world
who have unmet need for family planning, as well as to
focusing on the human rights of women and girls and
to launching a reinvigorated global platform for achieving
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universal access to family planning. Yet this
renewed commitment also highlighted the challenges of achieving universal access to family
planning, including in countries such as Rwanda
that have seen impressive gains.
Rwanda is among the most densely populated
countries in Africa; between 2002 and 2012, the
average annual population growth was 2.6%.1
Population pressures are compounded by the
country’s young population, with 61.5% under
the age 25 as of 2010,1 highlighting the importance of ensuring access to sexual and reproductive health (SRH) services as the majority of the
population enters its reproductive years.
Rwanda’s ambitious national development
plan, Vision 2020, outlines a framework to improve
population welfare, including a goal of increasing
contraceptive coverage among married women to
70% by 2015.2 Rwanda’s National Reproductive
Health Policy3 and National Family Planning Policy4,5
provide a platform for expanding access to modern
contraceptives and strengthening service delivery.
Further, mass media information campaigns,
alongside the decentralization of family planning
services to health centers and by Rwanda’s
roughly 45,000 community health workers
(CHWs),6 have brought behavior change messages close to home, promoting reproductive
choice, birth timing, and birth spacing.
Rwanda reports significant gains in contraceptive coverage since 2000. According to the
Rwanda Demographic and Health Survey (DHS),
use of modern contraception among married
women has risen from 5.7% in 2000 to 45.1% in
2010.7 This increase in contraceptive prevalence
has been accompanied by a decrease in the
estimated total fertility rate (TFR), from 6.1 in
2005 to 4.6 in 2010,7 attributed in part by the
World Bank to improved education and housing
for women.8 Rwanda’s 2012 census showed a
further decline in the TFR to 4.0 that year and an
average annual rate of decline in the TFR of 6.0%
since 2005.1 Equity gaps in contraceptive use
between the wealthiest and poorest women also
appear to have shrunk considerably (Figure 1).
Furthermore, reported family size preferences
among women fell from an average of
4.9 children in 2000 to 3.3 in 2010.7 Future gains
thus seem likely, if access to and retention in
family planning services are adequately supported. Yet despite these gains, there remains
high unmet need for contraception, at 19% of
married women,7 and households continue to
face barriers to accessing quality family planning
Global Health: Science and Practice 2015 | Volume 3 | Number 2

services, including physical access, cost, lack of
accurate information, limited knowledge, side
effects, and partner communication.9–13
In order to increase uptake and promote
retention in family planning programs, it is
critical to understand local perspectives on birth,
fertility, contraception, and family composition.
While social norms have been shown to affect
both contraceptive demand and family planning
practice in Rwanda,8 relatively few studies have
undertaken qualitative research to investigate
factors that affect family planning use in
communities, with some notable exceptions.12
Several recently published studies have provided
important qualitative insight into barriers to
accessing contraception and benefits of longacting methods.13,14 This study adds further
exploration of the underlying factors contributing
to women’s and men’s perceptions of family
planning within broader understandings of SRH.
The Department of Community Health and
Social Development of the NGO Partners In
Health-Inshuti Mu Buzima (PIH-IMB) undertook
a broad qualitative investigation to explore
general public perceptions of reproductive health
and family planning in southern Kayonza district,
a rural area in the country’s eastern province.
The study was conducted in partnership with
Rwinkwavu District Hospital and the Maternal
and Child Health Unit of the Ministry of
Health. The main foci of the research included:
(1) community perceptions of reproductive health
and family planning; (2) quality of services;
(3) adherence to and discontinuation of contraception; and (4) barriers to accessing family planning and reproductive health services. This paper
describes findings from the first phase of research,
which was comprised of interviews with health care
providers, CHWs, and community members.

www.ghspjournal.org

Modern
contraceptive use
among married
women in
Rwanda rose from
about 6% in 2000
to 45% in 2010.

METHODS
Population and Setting
Since 2005, PIH-IMB has worked in partnership
with the Rwandan Ministry of Health to provide
an enhanced package of health services and support
in 3 rural districts in Rwanda. In southern Kayonza
district, PIH-IMB works in collaboration with
Rwinkwavu District Hospital, 8 health centers,
and approximately 1,000 CHWs.
As of 2012, southern Kayonza had a population
of 188,363 individuals, including 44,681 women of
reproductive age (15–49 years old).1 In addition to
national media campaigns, information on SRH is
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FIGURE 1. Use of Modern Contraceptives Among Married Women Ages 15–49 in Rwanda, by
Wealth Quintile, 2005 and 2010

Source: Rwanda Demographic and Health Surveys.7

available at the community level through
village meetings and home-based counseling
by CHWs. Family planning services are available
at each of the 8 health centers in the catchment
area, as well as at the community level through
CHWs as part of the national decentralization
strategy. Rwanda’s southern Kayonza district
has a high rate of enrollment in the family
planning program, similar to other parts of
Rwanda,7 but also has high rates of contraceptive discontinuation (Figure 2). Given the
roughly equal proportion of facility clients who
continue and discontinue contraception each
month, the critical importance of understanding why women discontinue use was taken into
consideration in our study design.
The eastern
The eastern province in which southern
province in which Kayonza is located has Rwanda’s highest total
southern Kayonza fertility rate and adolescent fertility rate, with
16% of women giving birth by the age of 19.15
is located has
Rwanda’s highest Fertility in the eastern province has also fallen
total fertility rate. more slowly in recent years than in other
provinces, a trend that the National Institute of
Statistics of Rwanda attributes in part to the
relatively young population of the region.16

Recruitment and Data Collection
Between October 2011 and December 2012, a
PIH-IMB research team conducted a series of
Global Health: Science and Practice 2015 | Volume 3 | Number 2

semi-structured interviews with adult participants. Interview discussion guides included questions on knowledge of and beliefs regarding
fertility, reproductive health, and family planning;
the role of religious and other local leaders and
health care providers in promoting family planning; experiences using contraceptive methods;
and interpersonal relationships with friends,
spouses, relatives, and health care providers.
Adult participants were recruited from all
8 health centers’ catchment areas in southern
Kayonza district. The family planning nurse and
maternity nurse were interviewed at each health
center. Three villages per health center catchment
area were then selected at random, and the
2 maternal and child health CHWs in each village
were interviewed. These CHWs keep logs of all
households in their catchment areas, including
the name and age of each household member. The
names of all adults aged 18 or over were compiled
from these household logs into a single list, from
which 1 male and 1 female adult community
member per village were randomly selected for
interview. In order to explore the diverse perspectives of community members in southern
Kayonza, no upper age limit was imposed.
Participants were compensated 2,000 Rwandan
Francs (approximately US$3) for their time. All
participants provided informed consent. All focus
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FIGURE 2. Average Number of New Contraceptive Users and Discontinuers Across All 8 Health
Centers in Southern Kayonza District, January–June 2012

Source: Rwanda Health Management Information System.15

groups and interviews were audio-recorded and
conducted in the local language, Kinyarwanda, by a
team of trained data officers.

ensuring the reliability of coded data and
consistent coding of transcripts. Identifying
information was omitted during data analysis
to protect participant confidentiality.

Ethical Approval
This study received approval from the Rwanda
National Ethics Committee in Kigali, Rwanda,
and from the Brigham and Women’s Hospital
Partners Human Research Committee in Boston,
Massachusetts, USA.

Data Analysis
Data were transcribed in Kinyarwanda and
translated into English. Data were analyzed
using NVivo and Dedoose software. The PIHIMB research team read through and in vivo
coded all transcripts to develop lists of preliminary themes using participants’ own words.
The research team met regularly to discuss
emerging themes and to develop a formal
codebook, which linked each content area with
specific thematic codes. The team then recoded
the transcripts following the content areas
outlined in the codebook. Seven themes
emerged as the key analytical categories under
which the team grouped related subcodes.
Regular meetings among the coding team
allowed discussion of any discrepancies in code
definitions and in the application of codes,
Global Health: Science and Practice 2015 | Volume 3 | Number 2

RESULTS
Characteristics of Study Participants
In total, we recruited 159 participants: 15 family
planning and maternity nurses based at health
centers, 48 maternal and child health CHWs, and
96 community members. The mean age of the
96 community members was 38 years (Table),
with a range of 20 to 87 years. Community
members reported an average of 4 children, and
86.5% were either married or cohabitating. Most
(86.5%) were subsistence farmers, and they had,
on average, 4 years of schooling (over half had not
completed primary school).
Of the 159 adult participants, 15%
(15 community members, 6 CHWs, and 3 health
facility nurses) reported never using contraception (Figure 3). Among those who said they
(or their partners, in the case of male participants) had used modern contraceptive methods,
the most commonly reported contraceptive
method currently used was injectables at 45%,
followed by pills (19%) and condoms (10%).
Implants were used by 3% of the participants and
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TABLE. Demographic Characteristics of Study Participants, Kayonza District, Rwanda
(N = 159)
Community Members
(n = 96)

Community Health
Workers (n = 48)

Nurses
(n = 15)

38

38

31

Male

48 (50.0)

24 (50.0)

7 (46.7)

Female

48 (50.0)

24 (50.0)

8 (53.3)

No. of children, mean

4

4

1.5

No. of years of school, mean

4

7

12

4 (4.2)

6 (12.5)

4 (26.6)

83 (86.5)

42 (87.5)

11 (73.3)

9 (9.3)

0 (0.0)

0 (0.0)

Farmer

83 (86.5)

--

--

Other

13 (13.5)

--

--

Age, mean, y
Sex, No. (%)

Marital status, No. (%)
Single/unmarried
Married/cohabitating
Other
a

Occupation of community members, No. (%)

a

Community health workers were not asked to describe employment in addition to community health work.

the other long-acting and permanent methods
were not used at all.

Four Main Themes Influencing Reproductive
Health Decision Making
Many participants
had learned about
family planning
through national
messaging.

Four key themes emerged from the interviews:
(1) fertility aspirations and perceptions of family
planning, (2) social pressures and gender roles,
(3) access to quality services, and (4) impact of side
effects (Figure 4). These themes were interwoven
throughout participants’ narratives, influencing reproductive health decision making, including enrollment and retention in family planning programs.
Participants exhibited general awareness of
family planning and its benefits; however, many
also shared ambitions for large families and related
experiences cycling in and out of the family
planning program as they navigated between
these fertility aspirations. While family planning
services are widely available at health centers,
participants continued to face barriers to accessing
high-quality services, and persistent side effects
also affected family planning use. Gender roles
and social networks further exerted pressure on
family planning use. When spouses, friends, or

Global Health: Science and Practice 2015 | Volume 3 | Number 2

parents did not support family planning use, many
women considered enrolling in the program
secretly and without familial support.
Fertility Aspirations and Perceptions of Family Planning
All participants had some knowledge of contraceptive methods, and many had learned about
family planning through national messaging, echoing findings from the 2010 Rwanda DHS, in which
70% of married women had heard a family planning
message on the radio or television or in the
newspaper.17 Participants often viewed family planning as a means of improving the socioeconomic
condition of one’s family and community, explaining
that contraception facilitates birth spacing and timing, which can, in turn, improve marital relations,
sanitation, and hygiene; give a mother time to work
and care for her children; and lead to better health
outcomes for pregnant women. Further, participants
shared that using contraception allows a family to
save money in order to feed and clothe their children
and to pay school and health insurance fees:
Family planning is good y [without family
planning] you can give birth to many children
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FIGURE 3. Current Contraceptive Use Among All Participantsa (N=159)

a
Current contraceptive method use was self-reported at the time of the interview either by female participants or by male
participants about their partner or spouse.

and your life becomes very complicated. Now
I have only 2 children and their life is very
different from if I’d had 5 children. When you
give birth to many children y they need soap and
clothing and they will often be dirty. So for me,
family planning use was good and I would even
educate those who are not yet using family
planning to start. (Female community member, 38 years old)
Community members explained that
their health care providers and CHWs counseled them about a range of methods. Participants explained that injectables (the most
commonly used method among study participants) are preferable to other methods because
it is easier to get an injection every 3 months
than to take a pill every day. As 1 participant
explained:
You know taking pills is not easy, since you are
always working in your fields, you may forget to
swallow your pills y so that is the reason why my
Global Health: Science and Practice 2015 | Volume 3 | Number 2

wife decided to choose to use injections. (Male
CHW, 36 years old)
Often condoms were used after an unsuccessful trial of hormonal methods. Natural methods
such as withdrawal, CycleBeads, and the traditional calendar method were common among
participants whose religious beliefs prohibited
them from using modern contraception. While
some participants had heard of long-acting
methods, such as intrauterine devices and
vasectomy, these methods were used by few
participants and were not routinely offered at all
health centers in southern Kayonza district.
Family planning was also seen by many as a
mechanism for contributing to the nation’s
development by limiting population strain and
land shortages, thereby reducing poverty:

Long-acting and
permanent
methods were not
routinely offered
at all health
centers in the
district.

Participants
preferred
injectables
because they
thought it was
easier to get an
When we are in community meetings, they tell us injection every 3
about family planning and about the problems of months than to
overpopulation in our country. (Male community take a pill every
day.
member, 47 years old)
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FIGURE 4. Key Family Planning (FP) Themes Emerging From Interviews

Although
participants
recognized the
benefits of family
planning, many
also valued large
families.

Another participant explained:
I don’t believe that there are disadvantages to using
family planning because we live in different times
today than we did in the past. People used to have
large plots of land in the past and parents had land
to give to their children. But today people have no
land to give to their children. (Male community
member, 48 years old)
In addition to reflecting on land shortages
and population changes, participants also
reflected on changes in the availability and
promotion of family planning information and
services over time. The 1994 Rwandan genocide
often figured prominently in these reflections, as
a key turning point in the country’s history that
reshaped the political and social landscape:

Although participants readily discussed the
benefits of family planning, many also valued
large families and high parity. In addition to
serving as a status symbol, participants viewed
large families as a form of insurance in a context
where many had witnessed the loss of a child
from childhood illness, due to birth complications, or during the 1994 genocide. As many
participants in our study recounted experiences of
losing children, having multiple children was
often discussed as a means of ensuring the
longevity of one’s family in the face of future
uncertainty. One participant shared:
Rwandans say that if you give birth to few children,
what will happen if they die? (Female community member, 58 years old)
Yet she continued:

In our time there, family planning was not known
everywhere. People hear about it now after the
genocide. Before the genocide no one used family
planning. (Female community member,
58 years old)
While these changes were often recounted
first-hand by older participants, a narrative of
change over time in population, land availability,
and increased family planning access was also
echoed by younger participants.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

But don’t think like that y Today there is
malnourishment everywhere. We don’t have any
land left to cultivate and farm. Many don’t eat all
day and all night, and children often become
homeless y For this reason, family planning is
good y You should give birth to few children that
you are able to bring up properly.
Through such narratives, participants
weighed the benefits of family planning alongside desires for large families and recounted
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experiences cycling in and out of the family
planning program as they reconciled these
vying fertility aspirations.
Social Pressures and Gender Roles
Gender roles and relationships with family
members were critical factors in women’s
decisions to enroll in the family planning
program and structured beliefs about childbirth
and fertility. Many female participants
explained that without a husband’s approval,
contraception had to be used in secret. At the
same time, family planning was also described
as a woman’s matter with which men should
not be concerned:
The problem is that men feel that family planning is
only for women y No men ever come to the health
center asking for family planning. Men say that
family planning is just for women. (Female CHW,
48 years old)
As a result, CHWs and health facility staff
explained that a large part of their role in
promoting family planning was educating men
on the importance of family planning:
Sometimes, husbands and wives disagree. We try to
teach men so that they will see that family planning
is necessary. But some men don’t understand. They
say that they don’t enjoy sexual intercourse when
using contraception. (Female CHW, 50 years old)
CHWs employed many techniques for reaching
male community members, for example, by interacting with men during household visits and at
community meetings. In interviews, male CHWs
shared that part of their role was acting as an
ambassador for promoting family planning to other
men in the community, often teaching by example,
starting with their own households:
I educated my wife about family planning and she
understood it. (Male CHW, 47 years old)
Gendered behavior further influenced reproductive health decision making, as unmarried women
were often discouraged from accessing contraceptive
services at health centers, both within their communities and by providers themselves. For example,
informal rules enforced at some health centers
required women to be accompanied by male
partners. Participants described both marital status
and age as important factors affecting access to
contraception. Unmarried and young women often
faced stigma if they were interested in accessing
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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family planning services and would rarely go to the
health center for fear of judgment—specifically, fear
of being labeled ‘‘prostitutes.’’ Some providers shared
the stigmatizing attitudes of community members:
People who aren’t married yet don’t use family
planning, except for those who are prostitutes.
Prostitutes are the only ones who come to get family
planning. (Female CHW, 42 years old)
CHWs reported that on rare occasions young
people would seek them out to ask questions and
access contraception, although this behavior was Participants
more common among young men than women: described family
A few young men come to me to ask me for
condoms, but as for young women, I have to go
looking for them because they think that if people
know that they use family planning, people will
think they are prostitutes. y Recently, only one
young man came to ask me for condoms. I gave
them to him, but no young woman has ever
come to see me. Maybe they [young women]
go to the health center, but generally they are too
embarrassed. They explain that they can’t go to get
family planning when they aren’t married.
(Female CHW, 50 years old)

planning as a
woman’s matter,
but men often
exerted power
when making
reproductive
decisions.

While social pressure in some cases acted as
a barrier to access, local leaders and CHWs also
used social strategies to reinforce messages
surrounding the benefits of family planning
use. In community meetings at the village
level, local leaders advocated family planning
use, and CHWs made home visits and held
meetings encouraging families to enroll in the
program. Religious institutions offered mixed
messages. While some religious leaders endorsed
family planning, others promoted only natural
methods, and still others prohibited all family
planning use:

Some religious
leaders endorsed
family planning
while others did
Religious leaders do talk about family planning. not or promoted
And some Christians do use family planning only natural
methods, but there are others who don’t use family methods.

planning. Not all people place the same value on
family planning. (Male community member,
45 years old)
Access to Quality Services
Despite national gains in contraceptive availability over the past decades,17 participants recounted
many barriers remaining that inhibited widespread access to quality family planning services,
such as transportation, variable quality of care,
lack of diversity in the contraceptive methods

Young and
unmarried women
often faced stigma
when accessing
family planning
services.
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Many barriers
inhibited
widespread access
to family planning,
including stockouts.

available at health centers, and costs associated
with services. Lack of transport and long wait
times upon arrival at the health center, combined
with the opportunity cost of lost work, often
made going to a health center prohibitive for
women in southern Kayonza. Stock-outs at
health centers also impacted the quality of
services women received:
The biggest challenge is stock-outs of medicines and
related materials y And many women stop using
contraception, not because they’ve decided to but
because of stock-outs. You must understand that
when stock-outs occur, women can become pregnant
while waiting for contraceptives to be delivered to the
health center. (Female nurse, 28 years old)

Side effects
affected marital
relationships and
women’s ability to
work.

While family planning services at health
centers are free of change, some participants
shared that if they did not have mutuelle de santé
(‘‘mutual health,’’ Rwanda’s community-based
health insurance system),18 they felt they could
not go to the health center to receive services.
Further, despite policies meant to eliminate the
cost of family planning services, community
members were often asked to make co-payments
if they returned to the health center to change
methods or to receive monthly contraceptive
services:
When people come for a family planning method, they
are asked to pass through the mutuelle de santé office
instead of coming directly to the family planning office.
And when they go to the mutuelle office, they are asked
to pay 200 Rwandan Francs [about US$0.29], when
it is known that family planning services are free of
charge. (Male nurse, 41 years old)

Impact of Side Effects
Side effects were a salient feature in nearly all
interviews with community members, influencing
women’s decisions to adhere to or discontinue
contraceptive use and impacting interpersonal
relationships, work productivity, and marital relaWhen women
tionships. In the context of minimal counseling,
long waits at health centers, and fees for services,
experienced
many women discontinued their contraceptive
persistent side
methods when side effects persisted, rather than
effects, many
discontinued their returning to the health center for additional
consultations. Participants experienced a range of
method rather
than return to the side effects that they associated with hormonal
contraceptive methods, including excessive bleedhealth clinic.
ing, weight fluctuation, headaches and backaches,
low libido, and vaginal dryness:
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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Many women deal with frequent side effects. When we
go to see them, some tell us that they have a headache
or a backache. Another side effect women experience is
bleeding heavily; they won’t stop bleeding for an entire
month. Others say that they no longer menstruate.
(Female CHW, 42 years old)
These side effects affected women’s ability
to work and their marital relationships. As
1 participant shared:
Family planning was killing me. I suffered from
headaches, and I would spend like 2 days non-stop
with a headache. I suffered from backaches and
I could not do hard work. (Female community
member, 39 years old)
Side effects also impacted marital relationships when women felt concerned they were no
longer able to please their husbands or maintain
their regular sexual activity:
Some women who use family planning begin to
have headaches. Later, they may experience low sex
drive or may not seem sexually desirable to their
husbands. And this can cause misunderstandings
between husbands and wives y Women may
choose to discontinue using family planning after
struggling every day with their husbands. When it’s
time to make love, she doesn’t want to. (Female
CHW, 42 years old)
Women managed side effects through a
variety of techniques. Some women expressed
the importance of ‘‘perseverance’’ in the face of
challenges:
There are some people who have side effects; they no
longer have periods, some gain a lot of weight, they
have problems in their bodies, but they persevere.
(Female community member, 37 years old)
Others spoke with their CHW or returned to
the health center to switch methods:
Community health workers educate people about
family planning and people choose the method they
want to use. If they find that the method they first
chose doesn’t work well for them, community health
workers let them choose another method until they
find the method that works best with their body.
(Male community member, 45 years old)
Yet many women felt the side effects were too
great and eventually discontinued family planning use, sometimes after trying several different
methods:
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[Some] women use injections. Then they change
and start using pills. Another woman now has an
implant, but she also wants to discontinue. She
wants to discontinue because she is bleeding
excessively. When she has her period it never seems
to end. (Female CHW, 48 years old)
Participants’ experiences of side effects were
often shaped by rumors and misinformation in
the community, coupled with limited opportunities to receive in-depth information and counseling from providers. The combination of
negative experiences, misinformation, and
rumors contributed to fears that even popular
methods of family planning such as injectables
could have harmful long-term consequences,
such as infertility, cancer, or death:
What I can tell you is that there were some rumors
among women. Women were saying that family
planning causes cancer and that there was a program
to inject women with cervical cancer y those rumors
spread and many women did not want to try family
planning. (Female CHW, 42 years old)
Upon hearing about negative side effects and
potential life-threatening illnesses linked to
family planning, many women were wary of
joining the family planning program. As 1 CHW
explained:
There are people who fear using family planning
because of information they get from their friends
about side effects. When 1 woman experiences a side
effect, she may go around to her neighbors and
friends talking to them about her problem, and
this makes them fear joining family planning.
(Male CHW, 34)

DISCUSSION
In interviews, participants shared both the
benefits and challenges of family planning in
the context of desires for large families, social
pressures, gender roles, side effects, and barriers
to accessing services. Our study reinforces that
individual and community perceptions exert a
strong influence on reproductive health and
family planning choices,19–21 and that understanding providers’ and communities’ perspectives is critical if family planning program
priorities and messaging are to respond to the
needs of the local context.22
Participants spoke openly about the numerous benefits of family planning to promote
Global Health: Science and Practice 2015 | Volume 3 | Number 2

poverty eradication, familial development, and
better health. The fact that these positive statements of family planning often echoed the
messages shared by local leaders, in national
campaigns, and on radio broadcasts does suggest
that public health information campaigns on
family planning are raising awareness in this
rural district of Rwanda. However, awareness is not
sufficient to ensure behavior change, as is evident
in participants’ reflections on the pragmatic and
sociocultural challenges of adopting and adhering
to family planning. This finding is not uncommon
among family planning programs.23
Participants shared desires for larger families
as a sign of prestige or protection against
unforeseen disaster and child mortality. This
echoes literature that has shown a strong replacement effect on fertility in Rwanda following the
1994 genocide.24 Further, although Rwanda has
achieved impressive declines in child mortality, in
2010 16.6% of women had experienced 2 or more
child deaths.7
Over the past decade, Rwanda’s family planning program has expanded significantly in
national health centers17 and through national
policies that require family planning services to
be offered free of charge in order to eliminate
financial barriers. CHWs have taken on additional
responsibilities to educate communities about
family planning, and in pilot districts, CHWs are
able to administer some contraceptive methods.
Yet structural factors such as hidden costs
associated with services, transportation fees, and
supply shortages created barriers to sustained
enrollment in the family planning program for
participants in this study. These barriers are noted
throughout sub-Saharan Africa in areas where
human resources for health are below recommended thresholds and health system infrastructure remains weak.25 And while Rwanda has
initiated a model program for the scale-up of
human resources for health,26 the country still
requires additional health workers to meet
national health worker needs. In our study, these
human resource shortages were reflected in the
long wait times and short appointments with
service providers, which often led to insufficient
counseling on family planning.
In addition, the reach and quality of services
can be strengthened by providing training and
mentorship for CHWs and health care providers
alike to facilitate the delivery of appropriate
counseling and services, so that women
can make informed choices when selecting

www.ghspjournal.org

Rumors and
misinformation
contributed to
fears of
contraceptive
methods.

While Rwanda’s
family planning
program has
made great strides
to improve access
to family
planning,
structural
barriers still
persist.

Training health
workers to
provide
appropriate
counseling,
including proper
management of
side effects, is
critical.
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contraceptive methods and better anticipate side
effects. CHWs specifically could be provided with
side effect management protocols and supplies to
distribute throughout their communities to help
women cope (e.g., sanitary napkins and pain
relievers).
Factors contributing to stock-outs of reproductive commodities have recently been analyzed in
Rwanda,27 and efforts to address these areas will
be needed to narrow gaps between national policy
and local implementation. Additionally, assuring
family planning services are truly free of charge
to clients will be instrumental to improving
coverage. Clarifying and enforcing national policies regarding payment at the local level are
essential to ensure that unnecessary costs are not
incurred by program recipients and to encourage
individuals to seek care at health centers.
Given these structural challenges, when women
faced persistent and significant side effects, many
chose to discontinue use, a common theme in the
literature on family planning in low-resource
settings.28,29 Negative experiences were often
shared through social networks and affected the
willingness of others in the community to try
contraceptive methods, exacerbating fears of
potential long-term negative health impacts.
Such fears have been documented as a common
reason for contraceptive discontinuation in similar
settings.30,31
Interpersonal relationships, particularly with
male partners, exerted significant influence on
reproductive health decision making, with male
partners often exercising control over women’s
reproductive choices, a finding echoed by
researchers implementing similar programs
in diverse countries throughout sub-Saharan
Africa.32,33 Yet while male partners exerted
control over reproductive choices, family planning
was often seen as a matter that concerned only
Expanding efforts women. Recognizing the critical importance and
significant benefits of engaging men and boys in
to engage men
reproductive health and family planning efforts,34
and boys in
the
Government of Rwanda has initiated
reproductive
successful
programs to involve male partners in
health programs
reproductive
health services, which could be
could be
considered
for
expansion. These include a
considered.
national program for the prevention of motherto-child transmission of HIV, in which 81% of
men in 2010 took advantage of HIV counseling
and testing services during their female partner’s
antenatal care visits.35
Further, closing the gap between national
policies that target all women of reproductive age
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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(15–49) and local realities that limit the access of
young and unmarried women, is essential to
ensuring that young women, in and out of school,
have access to information and services and the
ability to make informed choices about their SRH.
Youth-friendly health centers and targeted
national messaging can also make an important
contribution toward improving access to SRH
information and services for young people.

Limitations
These results should be interpreted with limitations in mind. While this study offers a broad
overview of perspectives on reproductive health
and family planning for a large sample of
participants in southern Kayonza, Rwanda, our
findings should not be generalized beyond the
study population. Although we have described
common perspectives shared by many participants in our study, these participants varied
significantly in key social and demographic
factors such as age and occupation, in their
personal experiences and beliefs, and accordingly,
in the responses they provided during interviews.
Unfortunately these nuances cannot be adequately explored in a single journal article, and
further sub-analysis, for example, stratified by
age and gender, is outside the scope of this paper.
We did, however, identify in this first phase of
research a critical need to explore the perspectives
of young people in-depth, which was addressed
through a second round of data collection with
adolescents, the results of which are forthcoming.
Finally, the position of the research team must be
acknowledged. Data collectors were hired independently of the service delivery personnel of
PIH-IMB, and participants were assured throughout the interview and during the informed
consent process that their responses would be
held in confidence and would not affect the
services provided; however, it was impossible to
entirely divorce ourselves from any association
with this public-private partnership, and such
association likely affected the information that
was disclosed.

CONCLUSIONS
Although Rwanda has achieved impressive gains
in contraceptive coverage, and people generally
are aware of the benefits of family planning, our
findings suggest that awareness is not always
enough to change behavior and expressed desires
regarding fertility and family size. Rwanda has
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demonstrated strong political will to promote
family planning as a pillar of its approach to
sustainable development,36 and the country
recently adopted a national target to increase
coverage of voluntary contraceptive use among
women of reproductive age to 72% by 2018.37 As
Rwanda continues to refine its policies to achieve
these goals, it will be critical to ensure that
national messaging campaigns address local
perceptions and engage men and boys, and that
strategies are adopted to mitigate the very real
social, economic, and health challenges that
women, including young and unmarried women,
face in accessing and continuing to use family
planning. Without such strategies, it is likely that
family planning services will fail to reach all those
who could benefit from these services.
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Predictors of Essential Health and Nutrition Service
Delivery in Bihar, India: Results From Household and
Frontline Worker Surveys
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Only about 35% of sample households reported receiving immunization, food supplements, pregnancy
care information, or nutrition information. Monetary incentives for such product-oriented services as
immunization improved performance and may have spillover effects for information-oriented services.
Immunization day events and good frontline worker recordkeeping also improved service delivery.

ABSTRACT
Background: In Bihar, India, coverage of essential health and nutrition interventions is low. These interventions are
provided by 2 national programs—the Integrated Child Development Services (ICDS) and Health/National Rural Health
Mission (NRHM)—through Anganwadi workers (AWWs) and Accredited Social Health Activists (ASHAs), respectively.
Little is known, however, about factors that predict effective service delivery by these frontline workers (FLWs) or receipt
of services by households. This study examined the predictors of use of 4 services: (1) immunization information and
services, (2) food supplements, (3) pregnancy care information, and (4) general nutrition information.
Methods: Data are from a 2012 cross-sectional survey of 6,002 households in 400 randomly selected villages in
1 district of Bihar state, as well as an integrated survey of 377 AWWs and 382 ASHAs from the same villages. For each
of the 4 service delivery outcomes, logistic regression models were specified using a combination of variables
hypothesized to be supply- and demand-side drivers of service utilization.
Results: About 35% of households reported receiving any of the 4 services. Monetary immunization incentives for
AWWs (OR = 1.55, CI = 1.02–2.36) and above-median household head education (OR = 1.39, CI = 1.05–1.82) were
statistically significant predictors of household receipt of immunization services. Higher household socioeconomic status
was associated with significantly lower odds of receiving food supplements (OR = 0.87, CI = 0.79–0.96). ASHAs
receiving incentives for institutional delivery (OR = 1.52, CI = 0.99–2.33) was marginally associated with higher odds of
receiving pregnancy care information, and ASHAs who maintained records of pregnant women was significantly
associated with households receiving such information (OR = 2.25, CI = 1.07–4.74). AWWs receiving immunization
incentives was associated with significantly higher odds of households receiving general nutrition information
(OR = 1.92, CI = 1.08–3.41), suggesting a large spillover effect of incentives from product- to information-oriented services.
Conclusion: Product-oriented incentives affect delivery of both product- and information-oriented services, although
household factors are also important. In India, existing government programs can mitigate supply- and demand-side
constraints to receiving essential interventions by optimizing existing incentives for FLWs in national programs, helping
FLWs better organize their work, and raising awareness among groups who are less likely to access services.
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INTRODUCTION

G

lobally, undernutrition is the underlying cause
each year of some 3.1 million deaths in children
under 5 years old (45% of all deaths in this group).1
Delivering 10 evidence-based essential interventions in
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such areas as adolescent and pregnancy nutrition,
infant and young child feeding practices, immunization, and micronutrient supplementation at
90% coverage could reduce these total deaths by
an estimated 15%.1
Community-based
Community-based strategies are recognized as
important for delivering such health and nutrition
strategies are
interventions—particularly those that require
important for
2
delivering health household behavioral changes. Specifically, frontline workers (FLWs)—paid or volunteer nonprofesinterventions
sional community health care providers3—can
requiring
improve access to essential interventions4 and have
household
been effective at preventing and managing neonatal
behavioral
childhood illnesses.5,6 Behavioral change intervenchanges.
tions such as promotion of breastfeeding and hand
washing,4 as well as instruction on the value of
immunization,7 micronutrients, and insecticidetreated nets, can be delivered in the community
by trained health professionals or by lay workers.4
FLW roles are quite diverse; some FLWs provide
a wide range of preventive and curative services
while others provide only selected services.8 Careful
selection and training, continued support including
monetary and non-monetary incentives, establishing
routine contact with families in the community,
and monitoring are critical for a successful FLW
program.2,8–11 Supportive supervision is also recognized to improve work productivity of FLWs
providing preventive or curative services.12 There
is, however, limited understanding of the differing
determinants of effective FLW service delivery for
preventive vs. curative services. Some researchers
have noted that FLW workloads and preferences
can play a role in shaping which services FLWs
prioritize for delivery.13–15
In India, all essential health and nutrition
interventions are delivered by FLWs through
2 national programs: the Integrated Child Development Services (ICDS) scheme and the Health/
National Rural Health Mission (NRHM). Two types
of FLWs are responsible for delivering services to
communities: Anganwadi workers (AWWs) and
Accredited Social Health Activists (ASHAs) (Table 1).
AWWs are part-time female ICDS workers who
receive a fixed monthly honorarium based on their
educational qualifications and who may also receive
monetary incentives for specific activities such as
attending training sessions (payment per training
attended) and encouraging families to use immunization and family planning services (payment per
beneficiary vaccinated or referred, respectively).
AWWs have at least a 10th-grade education and
are recruited from local communities. They deliver
services through Anganwadi centers (AWCs),
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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serving a catchment area of a population of 1,000.
AWWs provide monthly food supplements, facilitate
immunization and health check-ups, and provide
referral services, non-formal preschool education,
and nutrition and health education (including
information on pregnancy care and infant and child
feeding practices)—both at the AWC and during
home visits. Under the supplementary nutrition
service, AWWs are responsible for providing readyto-eat food supplements on the 15th day of every
month to all pregnant and lactating mothers and
children under 3 years old as well as hot cooked
meals on at least 25 days each month to 3–6-yearold children at the AWCs. In Bihar state, this
remains a more limited service where guidelines
note that supplementary foods are to be provided at
each AWC to only 28 malnourished children and to
12 severely and acutely malnourished children aged
6 months to 3 years, 16 pregnant and lactating
women, and 3 adolescent girls.16
ASHAs are the non-salaried, part-time FLWs of
the NRHM. They are literate women from the local
communities, who are 25–45 years old and who
preferably have at least a 10th-grade education.
Once hired as ASHAs, they receive in-service
training and attend monthly meetings. ASHAs
deliver services in the same catchment areas
(population of 1,000) as the AWWs, and receive
performance-based incentives for promoting universal immunization, motivating pregnant women
to have institutional deliveries, referring clients to
Reproductive & Child Health (RCH) and other
health care programs, and constructing household
toilets.17 As with AWWs, the incentive amount
ASHAs receive for providing a specific service is
fixed and paid for each beneficiary who receives
the service.18 ASHAs are expected to motivate
families to use immunization, family planning,
and institutional delivery; provide information on
pregnancy, newborn, and infant care (including
nutrition information; and provide other services
pertaining to communicable diseases. Additionally,
AWWs and ASHAs together plan and organize
immunization days as well as Village Health and
Nutrition Days (VHNDs) once a month, at which
ICDS and health services are delivered.
Despite the systems in place for delivering
essential health and nutrition services to communities, the poor state of service delivery
for nutrition in India has been noted by
several authors,19,20 and the problem is worse
in states such as Bihar—one of India’s poorest.
For example, only 28% of children under
6 months are exclusively breastfed, only a third
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TABLE 1. Roles and Responsibilities of Frontline Workers in Bihar, India
Anganwadi Workers (AWWs)

Accredited Social Health Activists (ASHAs)

Employment Terms


Part-time female workers recruited from local communities 



Employed by the Integrated Child Development Services



Receive fixed monthly honorarium based on educational
qualifications



Part-time female workers recruited from local
communities



Employed by the National Rural Health Mission



Non-salaried but receive monetary incentives for
specific activities
J Promoting universal immunization

May receive monetary incentives for specific activities
Encouraging families to use immunization

J
J

Encouraging families to use family planning services

J

Promoting institutional deliveries

J

Attending training sessions

J

Referring clients to RCH & other programs

J

Constructing household toilets

Education


Have at least 10th-grade education



Literate, preferably with at least 10th-grade
education



Deliver services in same catchment area as AWWs
through home visits or in AWC

Catchment Area


Deliver services through Anganwadi centers, serving
catchment area of 1,000 population

Services Provided


Facilitate immunization



Motivate families to use immunization



Provide monthly food supplements to pregnant women,
lactating mothers, and children



Motivate pregnant women to have institutional
deliveries




Provide nutrition and health education, including
information on pregnancy care and infant and child feeding
practices, at AWCs and during home visits




Plan and organize immunization days and VHNDs once a
month with ASHAs



Provide non-formal preschool education



Facilitate health check-ups



Provide referral services

Provide information on pregnancy, newborn, and
infant care (including nutrition information)
Provide other services related to communicable
diseases



Plan and organize immunization days and VHNDs
once a month with AWWs



Motivate families to use family planning

Abbreviations: AWCs, Anganwadi centers; RCH, reproductive and child health; VHNDs, Village Health and Nutrition Days.

of children are fully immunized, and only 23% of
6–23-month-old children are fed according to the
World Health Organization’s recommendations.
Furthermore, only 0.6% of pregnant and lactating
women reported receiving food supplements, and
only 0.2% reported receiving health and nutrition
education.21
In this context, understanding factors that
predict provision and receipt of services can
Global Health: Science and Practice 2015 | Volume 3 | Number 2

provide direction to improve service delivery. We
conducted a study in Bhojpur district of Bihar to
examine the use of 4 services delivered through
the FLWs of the ICDS and NRHM: (1) immunization services, (2) food supplements, (3) pregnancy
care information, and (4) general nutrition information. In this article, we refer to immunization
information and services and food supplements
as product-oriented services, as they involve
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a product or the provision of information aimed
solely at increasing uptake of a specific product.
AWWs and ASHAs are expected to sensitize and
motivate families to use immunization services;
auxiliary nurse-midwives (ANMs) are responsible for providing the vaccines. Only AWWs
provide food supplements, through AWCs. We
consider pregnancy care and general nutrition
information to be information-oriented services, as they require information provision and
counseling without a specific product being associated with the information. AWWs and ASHAs are
expected to provide this information at the AWCs
Differentiating
and during home visits. Understanding the differbetween product- ent factors influencing delivery of each service type
and information- can help identify strategies tailored to the specific
oriented services features of a given service, to ultimately help
improve its delivery.
can help identify
factors influencing
delivery of each
type of service.

METHODS
Hypotheses
In this analysis, we tested 3 main hypotheses
concerning household receipt of specific health
and nutrition services:
1. Providing FLWs with monetary incentives for
service provision can increase delivery of those
and other closely associated services
2. Greater health and nutrition information and
knowledge on the part of FLWs will increase
delivery of information-oriented services
3. Household characteristics predict receipt of
food supplements (given the country’s goal for
universal access to food supplementation
programs but within a targeted approach that
identifies the most needy, in the case of Bihar)

Data Sources
The data for this study are from 2012 and come
from household and FLW surveys conducted in
400 randomly selected villages located in 14 blocks
of Bhojpur district in Bihar State. Similar trends
are observed in Bhojpur as in the state of Bihar
overall. About a third of the children in Bhojpur
are fully immunized. The coverage for DPT3 is
about 54% in Bihar, while it is 49% in Bhojpur.22
We added a brief module on the receipt of
health and nutrition services during the last
3 months to an ongoing household survey that
formed the baseline for a recent impact evaluation.23 The household survey covered 15 randomly sampled households in each village, for a
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total of 6,002 households. The survey gathered
information on household composition, demographics, and food consumption, among other
variables relevant to the main impact evaluation.
The survey of FLWs was conducted specifically for this study. We attempted to interview
1 AWW and 1 ASHA per survey village. If a village
had more than 1 AWW or ASHA, we interviewed
the worker serving the main village. If it was still
unclear whom should be interviewed, we randomly chose one of the workers. For the few
villages lacking a local AWW or ASHA, we used
information on the AWW or ASHA most frequently serving the village. In total, we interviewed 377 of 394 AWWs and 382 of 396 ASHAs.
Of the 17 AWWs not interviewed, 15 were not
found and 2 were temporarily unavailable. Of the
14 ASHAs not interviewed, 10 were not found,
3 were temporarily unavailable, and 1 refused to
participate. The AWW and ASHA surveys provide
information on demographics, education, experience, knowledge, training, available equipment
and resources, recordkeeping practices, monetary
incentives, and the monitoring, support, and
supervision they received.
We merged the household and FLW datasets to
generate a household-level dataset containing
information on both service users and their
providers. We focused on outcomes for households
with women and young children, thus restricting
our analysis sample to between 500 and 2,038
observations, depending on the outcome.

Dependent Variables
The dependent variables were constructed using
questions regarding receipt of services from
government service centers and at home. The
analytic sample for each outcome was restricted to
a subset of households, based on their eligibility to
receive the services.


Outcome 1: Immunization services.
Households that reported receiving any immunization in the last 3 months at the AWC, subcenter, primary health center (PHC), or from
an ANM at home. Sample: Only households
with at least 1 child under 24 months of age
were included (N = 1,199), because according
to the national immunization schedule,24
most children in this age range should have
received at least 1 immunization in the last
3 months.



Outcome 2: Food supplements. Households
that reported receiving food supplements at
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the AWC in the last 3 months. Sample:
Households with at least 1 pregnant woman
or with at least 1 child between 6 months and
3 years old (N = 2,038)


Outcome 3: Information on proper care
during pregnancy. Households that reported
receiving pregnancy care information from an
AWW, ASHA, or ANM at home in the last
3 months. Sample: Households with at least
1 pregnant woman or with at least 1 child
0–3 months old (N = 500)



Outcome 4: Information on general
nutrition. Households that reported receiving breastfeeding, child feeding, and general
nutrition information at home from AWWs or
ASHAs in the last 3 months. Sample: Households with at least 1 pregnant woman or with
at least 1 child under 6 years old (N = 1,764)

As the focus of the study was to understand the
determinants of service delivery, and the household data are from a secondary dataset, data
from the dependent variables do not include
standard indicators used to assess the outcomes
of those services (for example, full immunization, actual pregnancy care, and child feeding
practices). We also lacked data to construct such
indicators.

Independent Variables
For each of the 4 outcomes, we specified a
different set of independent variables determined
by their relevance to the delivery of the service.
Some of the services are primarily the domain of
either the AWW (food supplements) or ASHA
(pregnancy care information), while others are
provided by both (promoting immunization and
providing general nutrition information). In
addition, it is possible that different factors affect
the delivery of product- vs. information-oriented
services. For example, delivery of productoriented services requires specific facilities and
equipment (such as weighing scales to give food
supplements). The provision of informationoriented services requires specific knowledge on
the part of providers (for example, information on
recommended breastfeeding practices).
The complete set of control variables
comprised:
1. Education and experience variables: These
include indicator variables for the worker
having the median level of education or higher
(class 10+ for ASHAs and class 11+ for
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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AWWs) and the median number of years
of experience or higher (6+ for ASHAs and
11+ for AWWs).
2. Monetary environment variables: All of
these variables were constructed based on
FLW self-reports of whether they had ever
received incentives (for immunization, training, or institutional deliveries)—not whether
they are eligible to receive them. They were
not coded based on whether the FLW received
incentives in conjunction with the services
provided to any particular household surveyed. The guidelines on payments for ASHAs
in Bihar are unclear. Payments for institutional deliveries by Janani Suraksha Yojana
(JSY) (the NRHM safe motherhood intervention) are made in cash, while payments for
other services are made by check or wire
transfer.25 Only for institutional delivery
incentives did we know the actual amount
received. Furthermore, payment of incentives
is not uniform across villages for several
reasons. First, receipt of incentives requires
knowledge on the part of FLWs about the
payments to which they are entitled. An
effective system to record and monitor what
services FLWs have delivered is also needed,
in addition to actually delivering the incentive
payments. A breakdown in this process can
lead to a failure to receive incentives for work
performed. Furthermore, incentives for
AWWs in Bihar were meant to be gradually
eliminated around 2011–2012, as ASHAs
became more firmly entrenched as the FLWs
receiving
performance-based
incentives.
Some blocks, and some villages within blocks,
appear to have phased out incentives for
AWWs more quickly than others for financial
and logistical reasons, generating variation in
access to incentives by AWWs.
3. Effort and organization variables: These
include indicator variables for holding designated immunization days and VHNDs, keeping immunization and pregnancy registries,
attending monthly FLW meetings, and having
a weighing device for food.
4. Supervision, training, and knowledge
variables: These include indicator variables
for FLWs correctly identifying the position
their supervisor occupies, receiving training on
pregnancy- and nutrition-related topics in
either their first or last training, listing
pregnancy as one use of iron pills, and
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knowing the proper ages to start liquids other
than breast milk and solid foods.
5. Household and village control variables:
These include household head education,
household socioeconomic status quintile, variables recording whether the caste of the
household head is the same as that of the
ASHA and of the AWW, number of pregnant
women in the catchment area (10s), and
village population (1,000s).

Analysis
Logistic regression models were specified based
on theoretical and programmatic considerations
for each of the 4 service delivery outcomes, using
a combination of variables:


P
log 1 j Pj ¼ a0 þ a1 AWW =ASHA variablesi þ

About 35% of
households
a2 HH variablesi þ a3 controlsi þ Ei
reported receiving
any of the 4 health
Where Pj is the probability that household i
services.

accesses service j and controls included the village
population and dummies for the season and
block of residence. In all models, standard errors
were clustered at the village level, as the
availability and quality of health and nutrition
services vary at this level and thus influence all
household decisions within the village. This
corrects for heteroskedasticity and allows for
correlation of errors within villages.

RESULTS
Characteristics of Frontline Workers
Monetary
incentives for
immunization
were significantly
associated with
household receipt
of immunization
services.

Table 2 summarizes the key independent variables across the 377 AWWs and 382 ASHAs for
which we have data. AWWs were more experienced than ASHAs; just over half of ASHAs had
6 or more years of experience, while just over
half of AWWs had 11 or more years of
experience. With regard to the incentive environment, only about 25% of AWWs reported ever
receiving incentives for immunizations and 37%
reported ever receiving training incentives. That
About one-quarter such incentives were received by only selected
of AWWs reported AWWs is due both to imperfect policy implementation and a slow and non-uniform effort in
ever receiving
phasing out AWW monetary incentives, taking
immunization
place at the time of our survey. About 88% of
incentives.
AWWs held a designated immunization day, and
59% of ASHAs had a registry of pregnant women
in the village.
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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Receipt of Product- and InformationOriented Services
More households reported receiving productoriented services than information-oriented
services. In the sample used to assess outcome 1
(immunization services), 31% of households
reported receiving immunization in the last
3 months, and of those, about 46% reported
receiving them at the AWC (Table 3). About 13%
of the outcome 2 (food supplements) sample
reported receiving food supplements. In contrast,
only 11% of the outcome 3 sample reported
receiving information on proper care during
pregnancy, and only 5% of the outcome 4 sample
reported receiving general nutrition information
(Table 3). Looking over all households in any one
of the four samples—that is, looking at households
with either a pregnant woman or a child under
age 6—about 35% reported receiving any of the
4 services, either at home or at a government
facility.

Correlates of Using Product-Oriented
Services
Immunization Services
Among households in the outcome 1 (immunization services) sample, just under a quarter had
AWWs who had received immunization incentives,
and 38% had AWWs who had received training
incentives (Table 4). About half (47%) resided in
villages where AWWs reported frequent delays in
payments for immunizations. Almost 90% of such
households lived in villages where the AWW had
held a designated immunization day, while only 8%
lived in villages where the AWW had held a VHND.
In multivariate logistic regression analysis of
factors predicting household receipt of immunization services in the last 3 months, we found that
households that were in villages where the AWW
received monetary incentives for providing immunizations had a 55% higher chance of receiving
immunization services than did households in
villages without such incentives (confidence interval [CI] = 1.02–2.36; P = .04) (Table 5). Holding a
designated immunization or VHND was not
associated with receipt of immunization services,
nor was greater educational attainment or years of
experience of the workers.
Among household and village characteristics,
an important predictor of household receipt of
immunization services was the education level of
the head of the household. Specifically, households with a head who had completed class 7 or
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TABLE 2. Characteristics of ASHAs and AWWs in Bhojpur District, Bihar State, India
Value

N

43.5

382

Education and experience
ASHAs who completed class 10+, %
AWWs who completed class 11+, %

39.3

377

ASHAs who have 6+ years of experience, %

52.6

382

AWWs who have 11+ years of experience, %

54.1

377

AWWs who have ever received immunization incentives, %

24.9

370

AWWs who have ever received training incentives, %

37.1

356

Amount ASHAs receive for institutional delivery (100s), mean, rupees

3.91

369

AWWs who have experienced frequent delays in payments for immunizations, %

46.7

360

AWWs who have experience delayed payment for food supplements sometime in
last 6 months, %

64.6

370

Primary reason for working is income generation, ASHAs, %

78.3

374

Primary reason for working is income generation, AWWs, %

61.3

372

87.5

377

Monetary incentives

Worker effort and organization
AWWs who have held a designated immunization day, %
AWWs who have held a Village Health and Nutrition Day, %

7.4

376

ASHAs who keep children’s immunization registry, %

88.2

382

AWWs who keep children’s immunization registry, %

97.6

370

ASHAs who keep registry of pregnant women in village, %

58.9

382

ASHAs who attended 6+ meetings in past 6 months, %

74.3

382

AWWs who have weighing device for food, %

89.7

377

45.1

381

Supervision, training, and knowledge
ASHAs who know who their supervisor is, %
AWWs who know who their supervisor is, %

92.6

377

ASHAs who have received training on pregnancy-related topics, %

70.5

308

ASHAs who have received training on nutrition-related topics, %

45.7

302

AWWs who have received training on nutrition-related topics, %

71.0

365

ASHAs who list pregnancy as one use of iron pills, %

84.6

382

ASHAs who know age to start liquids other than breast milk, %

86.6

382

AWWs who know age to start liquids other than breast milk, %

88.0

376

ASHAs who know age to start food other than breast milk, %

50.0

382

AWWs who know age to start food other than breast milk, %

66.0

377

Pregnant women in catchment area (10s), mean

1.52

374

Village population (1,000s), mean

2.07

354

Household and village variables

Abbreviations: ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers.
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TABLE 3. Percentage of Households Reporting Receipt of Health and Nutrition Services, Bhojpur
District, Bihar State, India
Service and Surveyed Sample
Immunization

Food Supplements

Pregnancy Care
Information

General Nutrition
Information

HHs with pregnant HHs with pregnant HHs with pregnant
HHs with children women or children women or children women or children
0–2 y (N = 1,199) 6 m–3 y (N = 2,038) 0–3 m (N = 500) under 6 y (N = 1,764)
Received service

31

13

11

5

AWCs

46

100

NA

NA

PHCs

7

NA

NA

NA

SCs

8

NA

NA

NA

ANMs

48

NA

21

NA

ASHAs

NA

NA

72

47

AWWs

NA

NA

15

78

Received service at
government facilities

Received service
during home visits via:

Abbreviations: ANMs, auxiliary nurse-midwives; ASHAs, Accredited Social Health Activists; AWCs, Anganwadi centers;
AWWs, Anganwadi workers; HHs, households; NA, not applicable (service not available at that location or through that
provider cadre); PHC, primary health center; SCs, sub-centers.

higher had a 39% higher chance of receiving
immunization services than did households with
a less educated household head (CI = 1.05–1.82;
P = .02) (Table 5). After adjusting for education,
household socioeconomic status did not have a
significant impact on receipt of immunization
services (OR = 1.04, CI = 0.94–1.15; P = .41). The
results on whether caste predicted receipt of
immunizations were not consistent; when ASHAs
and household heads were of the same caste,
there was greater likelihood of receiving immunization services (OR = 1.86, CI = 1.05–3.31;
P = .03), but when AWWs and household heads
were of the same caste, there was lower
likelihood of receiving immunization services
(OR = 0.45, CI = 0.22–0.91; P = .03). Finally, a
1,000 person increase in the village population
was associated with significantly lower use of
immunization services (OR = 0.89, CI = 0.82–0.96;
Po.01).
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Food Supplements
Among households in the outcome 2 (food
supplements) sample, almost two-thirds had
AWWs who reported receiving a delayed payment
for food supplements sometime in the last
6 months. However, 90% of households’ AWWs
reported having a device for weighing food, and
93% knew their supervisor (Table 4).
In multivariate logistic regression analysis,
there was no significant association between
households receiving food supplements and any
AWW characteristic (e.g., education, experience,
knowing their supervisor), contextual factor (e.g.,
monetary incentives for immunization or training, on-time payment, holding VHNDs, having a
food-weighing device), or most household or
village characteristics (e.g., caste or education
level of household head, or village size) (Table 6).
The only factor that was significantly associated
with household receipt of food supplements was
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TABLE 4. Relationship Between Frontline Worker and Household Characteristics and Household Receipt of Health and
Nutrition Services, Bhojpur District, Bihar State, India
Service and Sample Reporting Receipt of Service
Immunization

Food Supplements

Pregnancy Care
Information

General Nutrition
Information

HHs with pregnant
HHs with pregnant
women or children HHs with pregnant women or children
HHs with
under 6 y
women or children
6 m–3 y
children 0–2 y
(N = 1,764)
0–3 m (N = 500)
(N = 2,038)
(N = 1,199)
Education and experience, % (95% CI)
ASHAs who completed class 10+

46 (43–49)

NA

43 (39–47)

AWWs who completed class 11+

40 (37–43)

40 (38–42)

ASHAs who have 6+ years of experience

56 (53–59)

AWWs who have 11+ years of experience

56 (53–58)

59 (57–61)

NA

59 (57–61)

AWWs who have ever received immunization
incentives

22 (20–25)

25 (23–26)

NA

22 (20–24)

AWWs who have ever received training
incentives

38 (35–41)

40 (37–42)

NA

44 (42–46)

Amount ASHAs receive for institutional delivery
(100s), rupees

NA

NA

AWWs who have experienced frequent delays in
payments for immunizations

47 (44–50)

NA

NA

NA

AWWs who have experienced delayed payment
for food supplements sometime in last 6 months

NA

65 (63–67)

NA

NA

Primary reason for working is income
generation, ASHAs

79 (76–81)

NA

Primary reason for working is income
generation, AWWs

60 (58–63)

62 (60–64)

NA

89 (88–91)

NA

NA

NA

8 (7–10)

8 (7–9)

6 (4–8)

7 (6–8)

ASHAs who keep children’s immunization registry

90 (88–91)

NA

NA

NA

AWWs who keep children’s immunization registry

98 (97–99)

NA

NA

NA

ASHAs who keep registry of pregnant women in
village

NA

NA

63 (59–68)

79 (77–82)

NA

83 (79–86)

NA

90 (89–91)

NA
66 (62–70)

45 (42–47)
40 (38–42)
65 (63–67)

Monetary incentives, % (95% CI)

3.95 (0.99)

76 (73–80)

3.88 (0.95)

76 (74–78)
63 (60–65)

Worker effort and organization, % (95% CI)
AWWs who have held a designated
immunization day
AWWs who have held a VHND

ASHAs who attended 6+ meetings in past
6 months
AWWs who have weighing device for food
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NA

NA
80 (78–82)
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TABLE 4 (continued).
Service and Sample Reporting Receipt of Service
Immunization

Food Supplements

Pregnancy Care
Information

General Nutrition
Information

HHs with pregnant
HHs with pregnant
women or children HHs with pregnant women or children
HHs with
under 6 y
6 m–3 y
women or children
children 0–2 y
(N = 1,764)
(N = 2,038)
0–3 m (N = 500)
(N = 1,199)
Supervision, training, and knowledge, % (95% CI)
ASHAs who know who their supervisor is

46 (43–49)

NA

50 (46–55)

52 (50–55)

AWWs who know who their supervisor is

92 (91–94)

93 (92–94)

ASHAs who have received training on
pregnancy-related topics

NA

NA

ASHAs who have received training on nutritionrelated topics

NA

NA

NA

46 (43–48)

AWWs who have received training on nutritionrelated topics

NA

NA

NA

73 (71–75)

ASHAs who list pregnancy as one use of iron pills

NA

NA

92 (91–94)
72 (68–76)

83 (80–86)

ASHAs who know age to start liquids other than
breast milk

NA

NA
89 (88–91)

AWWs who know age to start liquids other than
breast milk

NA

NA

NA

87 (86–89)

ASHAs who know age to start food other than
breast milk

NA

NA

NA

49 (47–51)

AWWs who know age to start food other than
breast milk

NA

NA

NA

69 (67–71)

Household and village variables
ASHAs and household head of same caste,
% (95% CI)

5.0 (3.8–6.2)

AWWs and household head of same caste,
% (95% CI)

5.1 (3.8–6.3)

Pregnant women in catchment area (10s),
mean (SD)

NA
5.9 (4.9–6.9)

5.0 (3.1–6.9)
NA
1.55 (0.80)

5.8 (4.7–6.9)
7.2 (6.0–8.4)

NA

NA

Household heads who have completed class
7+, % (95% CI)

42 (39–45)

42 (40–44)

Household socioeconomic status index,
mean (SD)

3.20 (1.41)

3.13 (1.44)

3.26 (1.42)

3.06 (1.43)

Village population (1,000s), mean (SD)

2.08 (2.34)

2.11 (2.38)

2.37 (2.75)

2.27 (2.58)

43 (38–47)

NA
43 (41–45)

Abbreviations: ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers; NA, not applicable; SD, standard deviation; VHND,
Village Health and Nutrition Day.
Prevalence rates and 95% confidence interval are reported for all binary variables. For non-binary variables, means and standard deviations are
reported.
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TABLE 5. Multivariate Logistic Regression Model Showing Predictors of Receipt of Immunization Services For
Households With Children 0–2 Years, Bhojpur District, Bihar State, India (N = 1,199)
OR

95% CI

P

ASHAs who completed class 10+

0.929

0.694–1.244

.62

AWWs who completed class 11+

1.040

0.769–1.408

.80

ASHAs who have 6+ years of experience

0.853

0.636–1.144

.29

AWWs who have 11+ years of experience

1.120

0.786–1.595

.53

AWWs who have ever received immunization incentives

1.552

1.019–2.363

.04

AWWs who have ever received training incentives

0.967

0.719–1.301

.83

AWWs who have experienced frequent delays in payments for immunizations

0.999

0.743–1.344

1.00

Primary reason for working is income generation, ASHAs

0.766

0.538–1.091

.14

Primary reason for working is income generation, AWWs

1.266

0.936–1.711

.13

AWWs who have held a designated immunization day

1.119

0.764–1.641

.56

AWWs who have held a VHND

1.078

0.695–1.670

.74

ASHAs who keep children’s immunization registry

0.860

0.538–1.373

.53

AWWs who keep children’s immunization registry

0.742

0.329–1.673

.47

ASHAs who attended 6+ meetings in past 6 months

0.936

0.663–1.322

.71

ASHAs who know who their supervisor is

0.999

0.746–1.338

1.00

AWWs who know who their supervisor is

0.906

0.501–1.640

.75

ASHAs and household head of same caste

1.863

1.048–3.312

.03

AWWs and household head of same caste

0.445

0.217–0.913

.03

Household heads who have completed class 7+

1.385

1.052–1.823

.02

Household socioeconomic status index

1.043

0.944–1.153

.41

Village population (1,000s)

0.885

0.816–0.959

o.001

Education and experience

Monetary incentives

Worker effort and organization

Supervision, training, and knowledge

Household and village variables

Abbreviations: ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers; CI, confidence interval; OR, odds ratio; VHND, Village
Health and Nutrition Day.
Variables shown in italics are statistically significant at P o .10.

household socioeconomic status: a 1-quintile
increase in the household’s socioeconomic status
index was associated with a 13% lower chance
of the household receiving food supplements
(OR = 0.87, CI = 0.79–0.96; P = .01).
Global Health: Science and Practice 2015 | Volume 3 | Number 2

Correlates of Using Information-Oriented
Services
Information on Proper Care During Pregnancy
Among households in the outcome 3 (pregnancy
care information) sample, 72% had ASHAs who
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TABLE 6. Multivariate Logistic Regression Model Showing Predictors of Receipt of Food Supplements
For Households With Pregnant Women or Children 6 Months to 3 Years, Bhojpur District, Bihar
State, India (N = 2,038)
OR

95% CI

P

AWWs who have completed class 11+

1.303

0.931–1.824

.12

AWWs who have 11+ years of experience

0.838

0.581–1.210

.35

AWWs who have ever received immunization incentives

1.220

0.773–1.925

.39

AWWs who have ever received training incentives

0.885

0.633–1.237

.47

AWWs who have experience delayed payment for food
supplements sometime in last 6 months

1.022

0.694–1.504

.91

Primary reason for working is income generation, AWWs

1.079

0.781–1.492

.64

AWWs who have held a VHND

0.847

0.497–1.446

.54

AWWs who have weighing device for food

1.275

0.735–2.211

.39

1.599

0.812–3.151

.18

AWWs and household head of same caste

1.011

0.536–1.907

.97

Household heads who have completed class 7+

0.839

0.633–1.112

.22

Household socioeconomic status index

0.871

0.789–0.962

.007

Village population (1,000s)

1.015

0.972–1.060

.51

Education and experience

Monetary incentives

Worker effort and organization

Supervision, training, and knowledge
AWW knows who is their supervisor
Household and village variables

Abbreviations: AWWs, Anganwadi workers; CI, confidence interval; OR, odds ratio; VHND, Village Health and Nutrition
Day.
Variables shown in italics are statistically significant at P o .10.

had received training on pregnancy-related
topics, and 83% had ASHAs who correctly listed
pregnancy as one possible use of iron pills
(Table 4). Further, 63% of such households had
ASHAs who kept a registry of pregnant women.
These ASHAs were paid almost 400 rupees
(approximately US$7.50 in 2012), on average,
Monetary
for each institutional delivery under the JSY
incentives for
conditional cash transfer scheme.
institutional
In multivariate logistic regression analysis,
deliveries were
neither educational attainment nor years of
associated with
experience of the ASHAs was significantly assohousehold receipt ciated with receipt of pregnancy care information
of pregnancy care by the target population (Table 7). However,
information.
monetary incentives for institutional deliveries
Global Health: Science and Practice 2015 | Volume 3 | Number 2

was significant: a 100-rupee increase in payment
per delivery was associated with a 52% greater
chance of households receiving pregnancy care
information in the past 3 months (CI = 0.99–2.33;
P = .06). There was no evidence that ASHAs being
primarily motivated by income generation affected
households’ receipt of pregnancy care information.
Households living in villages where ASHAs
kept a register of pregnant women were more than
twice as likely to receive pregnancy care information as were households in villages lacking such a
register (OR = 2.25, CI = 1.07–4.74; P = .03). There
was no significant association between receipt of
pregnancy care information and any other worker
effort, training, knowledge, or supervision factor.
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TABLE 7. Multivariate Logistic Regression Model Showing Predictors of Receipt of Pregnancy Care
Information For Households With Pregnant Women or Children Under 3 Months, Bhojpur District,
Bihar State, India (N = 500)
OR

95% CI

P

ASHAs who have completed class 10+

1.113

0.591–2.094

.74

ASHAs who have 6+ years of experience

0.740

0.371–1.473

.39

Amount ASHAs receive for institutional delivery (100s)

1.519

0.989–2.334

.06

Primary reason for working is income generation, ASHAs

1.095

0.535–2.241

.80

AWWs who have held a VHND

1.097

0.344–3.497

.88

ASHAs who keep registry of pregnant women in village

2.254

1.072–4.740

.03

ASHAs who have attended 6+ meetings in past 6 months

1.355

0.490–3.748

.56

ASHAs who know who their supervisor is

1.501

0.761–2.964

.24

ASHAs who have received training on pregnancy-related topics

0.580

0.249–1.355

.21

ASHAs who list pregnancy as one use of iron pills

1.180

0.482–2.888

.72

ASHAs and household head of same caste

1.198

0.392–3.659

.75

Pregnant women in catchment area (10s)

0.495

0.260–0.942

.03

Household heads who have completed class 7+

1.099

0.608–1.984

.76

Household socioeconomic status index

1.002

0.790–1.271

.99

Village population (1,000s)

1.076

0.985–1.175

.11

Education and experience

Monetary incentives

Worker effort and organization

Supervision, training, and knowledge

Household and village variables

Abbreviations: ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers; CI, confidence interval; OR, odds
ratio; VHND, Village Health and Nutrition Day.
Variables shown in italics are statistically significant at P o .10.

Similarly, household and village characteristics
were not important predictors of households receiving pregnancy care information except for the
number of pregnant women in the catchment area.
For every 10 additional pregnancies, households had
50% less chance of receiving pregnancy care
information (CI = 0.26–0.94; P = .03).

General Nutrition Information
Among households in the outcome 4 (general
nutrition information) sample, only 46% had ASHAs
who had received training on nutrition-related
Global Health: Science and Practice 2015 | Volume 3 | Number 2

topics, while 73% had AWWs who had received
such training (Table 4). Similarly, only 49% of such
households had ASHAs who knew the appropriate
age to start foods other than breast milk, while 69%
had AWWs who knew the appropriate age.
In multivariate logistic regression analysis,
more years of work experience for AWWs (but
not for ASHAs) was marginally associated with
greater receipt of nutrition information by households: target households with an AWW having at
least 11 years of experience had a 59% higher
likelihood of receiving nutrition information than
did target households with less experienced

Monetary
incentives for
immunization
were significantly
associated with
household receipt
of general
nutrition
information.
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TABLE 8. Multivariate Logistic Regression Model Showing Predictors of Receipt of General Nutrition
Information For Households With Pregnant Women or Children Under 6 Years, Bhojpur District,
Bihar State, India (N = 1,764)
OR

95% CI

P

ASHAs who have completed class 10+

0.770

0.466–1.271

.31

AWWs who have completed class 11+

1.181

0.719–1.940

.51

ASHAs who have 6+ years of experience

0.764

0.456–1.279

.31

AWWs who have 11+ years of experience

1.588

0.923–2.732

.10

AWWs who have ever received immunization incentives

1.919

1.081–3.406

.03

AWWs who have ever received training incentives

1.340

0.820–2.190

.24

Amount ASHAs receive for institutional delivery (100s)

0.988

0.748–1.303

.93

Primary reason for working is income generation, ASHAs

1.180

0.674–2.066

.56

Primary reason for working is income generation, AWWs

1.139

0.684–1.895

.62

AWWs who have held a VHND

1.182

0.432–3.239

.75

ASHAs who have attended 6+ meetings in past 6 months

0.903

0.520–1.571

.72

ASHAs who know who their supervisor is

1.179

0.698–1.992

.54

AWWs who know who their supervisor is

0.828

0.324–2.113

.69

ASHAs who have received training on nutrition-related topics

0.982

0.602–1.603

.94

AWWs who have received training on nutrition-related topics

1.300

0.769–2.197

.33

ASHAs who know age to start liquids other than breast milk

1.611

0.586–4.431

.36

AWWs who know age to start liquids other than breast milk

1.081

0.524–2.229

.83

ASHAs who know age to start food other than breast milk

1.093

0.677–1.765

.72

AWWs who know age to start food other than breast milk

0.792

0.487–1.289

.35

ASHAs and household head of same caste

1.477

0.524–4.162

.46

AWWs and household head of same caste

0.672

0.229–1.972

.47

Household heads who have completed class 7+

1.286

0.782–2.115

.32

Household socioeconomic status index

1.069

0.912–1.254

.41

Village population (1,000s)

0.957

0.865–1.058

.39

Education and experience

Monetary incentives

Worker effort and organization

Supervision, training, and knowledge

Household and village variables

Abbreviations: ASHAs, Accredited Social Health Activists; AWWs, Anganwadi workers; CI, confidence interval; OR, odds
ratio; VHND, Village Health and Nutrition Day.
Variables shown in italics are statistically significant at P o .10.
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AWWs (CI = 0.92–2.73; P = .10) (Table 8). There
was no significant association between receipt
of general nutrition information and worker
knowledge. However, receipt of monetary incentives by AWWs for providing immunizations
was significantly associated with households
receiving general nutrition information (OR = 1.92,
CI = 1.08–3.41; P = .03).

DISCUSSION
This article describes one of the few studies to
differentiate maternal and child health preventive
services as product-oriented and information-oriented
services. It examines both supply- and demand-side
factors influencing the provision of each type of
service using an integrated household and FLW
dataset. Overall, results show that receipt of essential
health and nutrition services remains low in Bihar,
India, with only about 35% of study households
(those with a pregnant woman or a child under age
6) reporting receiving any of 4 services: immunization, food supplements, information on proper care
during pregnancy, or nutrition information.
Although the outcomes in our study are not based
on coverage indicators, the receipt of services are in
congruence with the coverage indicators reported in
other surveys.21 Receipt of information-oriented
services was particularly low even though government program guidelines stipulate that FLWs are
expected to conduct regular home visits to promote
nutrition and health education. These findings are
supported by other studies.26–28

Monetary Incentives
In terms of our study hypotheses, first, we found
that monetary incentives provided to FLWs for
product-oriented services were associated with
increased receipt of those services as well as a
modest effect on receipt of information-oriented
services that could be delivered during the same visit.
For example, receipt of monetary incentives by FLWs
for immunization was associated with households
receiving immunization services as well as information on general nutrition. In addition, receipt of
monetary incentives for institutional deliveries was
marginally associated with households receiving
information on proper care during pregnancy. This
suggests possible spillover effects of incentives.
Given the poverty of such FLWs as AWWs and
ASHAs,29 incentives may motivate them,30 reduce
attrition,8,10 and improve performance.4 It is also
plausible that when FLWs receive incentives to
increase immunization and other product-oriented
Global Health: Science and Practice 2015 | Volume 3 | Number 2

services, they take advantage of the opportunity to
provide nutrition and other health information
while in contact with these individuals. It is also
plausible that incentives motivate FLWs to provide
high-quality services and improve their outreach,
which more generally raises households’ familiarity with FLWs and increases their likelihood of
using services—including non-incentivized ones.
More research is needed to understand what
combinations of FLW incentives and policy or
institutional reforms will best strengthen the
delivery of health and nutrition services in Bihar,
but incentives are likely to play a role.
Given such spillovers from product- to
information-oriented services, our findings have
especially important implications for cost-effectiveness analysis of performance-based incentives. In
the context of overall low coverage of informationoriented services, the spillover effects are modest.
Even a large percentage increase in the provision of
information on proper care during pregnancy (with
a base rate of access of 11%) or on general nutrition
(with a base rate of access of 5%) translates to only a
small number of additional individuals receiving
such services. However, if India continues to provide
monetary incentives for product-oriented services,
our findings suggest that a large number of people
would likely start to gain access to informationoriented services not specifically targeted by the
incentives. As immunization incentives are already
part of the existing incentive structure within the
national program, policy should take into account
how they might be best leveraged to improve the
delivery of multiple services. Our findings contribute
to the ongoing debate on the nature of incentives
(i.e., cash, in-kind, or a combination) that are
optimal for FLWs.11
It is important to note that while incentives for
product-oriented services were associated with
greater use of some information-oriented services,
they were not associated with greater use of other
product-oriented services. Future research is needed
to understand what factors or service characteristics
seem to maximize spillover impacts, which is
relevant for designing more cost-effective incentive
schemes that fully take into account both direct and
spillover impacts of those schemes.

www.ghspjournal.org

Monetary
incentives for
product-oriented
services improved
performance for
that service and
may also have
had spillover
effects for
informationoriented services.

Frontline Worker Knowledge and Delivery
of Information Services
We did not find support for our second hypothesis,
that greater FLW knowledge increases delivery of
information-oriented services. However, the level of
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effort or organization of a FLW was an important
predictor of households receiving pregnancy
care information. Specifically, households living in
villages where ASHAs kept a register of pregnant
women were more than twice as likely to receive
pregnancy care information as were households in
villages lacking such a register. This may suggest
that FLW knowledge is already at acceptable levels
and that the effort and ability of FLWs are the more
binding constraints on service delivery. Alternatively,
the findings might suggest that given other
constraints on service delivery, information and
knowledge gaps of FLWs are not as important.

Household Socioeconomic Status and
Receipt of Food Supplements
Lower-income
households were
more likely to
receive food
supplements than
were higherincome
households,
suggesting food
supplements were
reaching those
most in need.

With regards to our third hypothesis, household
socioeconomic status did impact receipt of food
supplements: households with lower socioeconomic status were more likely to receive food
supplements, suggesting that food supplements
are reaching the segment of population that
needs them the most. This is contrary to the
intent of the ICDS program of universalizing
access to food supplements, but it is in line with
the Bihar government’s guidelines for a targeted
approach.16 It is important to note that the
government’s guidelines are unclear on what
form this targeted approach should take and
exactly how malnourished targeted children
should be. Because our study lacked data on
child anthropometrics, we can neither confirm
that the government has achieved its vision of
how targeting should work, nor that child
anthropometrics are improving in response to
the employed targeting scheme.
Receipt of food supplements was poor overall, which has been highlighted in other studies
in Bihar as well. Such studies report the
proportion of beneficiaries receiving supplements to be as low as 0.6%,21 and the total
number of days beneficiaries receive supplements to be fewer than program guidelines
require.31 The poor reach of food supplements
is likely due to inadequate supplies,29 poor food
quality, or lack of perceived need for additional
food. Indeed, at the time of our study, the state
of Bihar capped the resources to each AWW to
provide food supplements to a fixed number of
beneficiaries,32 likely leading to an ad hoc
process of identifying the most needy beneficiaries. Given that only household socioeconomic
status predicted receipt of food supplements, our
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results suggest that changes in the AWW’s
operating environment itself may not matter
much for whether households receive this
product-oriented service.

Predictors of Information-Oriented Services
In terms of information-oriented services,
FLW experience and level of organization (i.e.,
keeping records), as well as the number of
potential beneficiaries in the catchment area,
were important predictors of receiving such
services. ASHAs who maintained a registry for
pregnant women were more likely to provide
pregnancy care information. The need for
adequate beneficiary registers to be able to
provide necessary services has been recognized
previously.2 In this context, maintaining a
pregnancy registry could be indicative of
an ASHA’s level of engagement with the
community as well as motivation to track
pregnant women to avail JSY incentives at
the time of delivery. The higher the number
of pregnant women in the catchment area,
however, the less likely it was that pregnant
women received information. This may indicate
that FLWs’ resources and capacity to provide
pregnancy information is strained by high
demand for services. Areas with higher
fertility rates may require additional human
resources to ensure that pregnant women get
appropriate information and counseling on their
pregnancies.

Predictors of Product-Oriented Services
In general, AWW and ASHA education, training,
supervision, and experience were not significant
predictors of receipt of product-oriented services,
according with existing findings that preservice
training is not an important determinant of the
quality of care provided by FLWs.33 This finding
may be good news because recruiting more
educated and well-trained workers to deliver
services could be expensive or not feasible. It
merits noting, however, that existing literature
identifies training and supervision as important
factors for successful service delivery,2 highquality care and communication by FLWs,34 and
effective FLW performance more broadly.35 It is
possible that we did not find similar effects due to
contextual differences unique to India. Training
content and its duration, rigor, and implications
for service provision are determined by the larger
context within which the program operates.10

270

Frontline Worker Delivery of Health and Nutrition Services in Bihar, India

Poor training, staff vacancies, and irregular supervision have been long-standing issues in India’s
nutrition program,19 which may explain the
insignificant effects in our study.
In terms of household characteristics or
demand-side factors, households with more
educated household heads were more likely to
receive immunization services than those with
lower educated household heads, possibly
because educated household heads might be
more aware of services and knowledgeable of
the benefits of using the services. Other studies
have found a positive association between maternal education and full immunization,36,37 according well with our results. Further, well-educated
household heads might have the agency to access
the services. One implication of our findings is
that in the short-term, less educated households
might need to be specifically targeted by outreach
activities to enhance awareness of services such
as immunization.
Our study showed mixed results on the role of
caste in receipt of services. Caste match between
ASHAs and the household head was a positive
predictor of receipt of immunization services, but
caste match between AWWs and the household
head was a negative predictor of the same service.
Families that are of similar caste as AWWs may
belong to a higher social group and thus do not
avail services from the AWCs or other government facilities, instead choosing to use private
providers. On the other hand, ASHAs were
introduced into their communities only after
2006 and hence are relatively new compared
with AWWs who have been working in the same
communities for much longer. ASHAs may
prioritize working with families of their caste,
since it might be easier for them to approach and
convince such families to avail immunization
services than families from other castes, given
their relatively new role as FLWs in the community. Although our discrepant findings require
further inquiry, there is evidence supporting the
overall influence of social barriers such as caste,
disability, and migrant status on service utilization.27 Addressing any systemic exclusions of
particular groups and building trust requires
long-range strategies that incorporate an awareness of any such exclusions.

CONCLUSION
Existing government programs in India have the
potential to increase use of essential health and
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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nutrition interventions, but greater efforts are
needed to mitigate supply- and demand-side
constraints. While our study is narrow in
geographic scope, it shows that incentivizing
FLWs and helping them organize their work is
associated with greater receipt of services by
households, suggesting that effective implementation of existing program elements has the
potential to provide the necessary momentum
to improve the delivery of services. Furthermore,
providing performance-based incentives for productoriented services is associated with improved delivery
of those services and may also have important
spillover effects on information-oriented services.
Given the continued debate on the appropriate
incentives for FLW motivation and performance,
further research is needed to identify appropriate
combinations of incentives tailored to the context of
programs.
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PEPFAR Transitions to Country Ownership: Review
of Past Donor Transitions and Application of Lessons
Learned to the Eastern Caribbean
Abigail Vogus,a Kylie Graffa

Six key steps for effective transition: (1) develop a roadmap; (2) involve stakeholders; (3) communicate
the plan; (4) support midterm evaluations; (5) strengthen financial, technical, and management capacity;
and (6) support ongoing M&E. The Eastern Caribbean will need to identify HIV champions; strengthen
leadership and management; improve policies to protect key populations; engage the private sector and
civil society more; integrate HIV programs into primary care; improve supply chain capacity; and address
health worker shortages.

ABSTRACT
The US President’s Emergency Plan for AIDS Relief (PEPFAR) has shifted from an emergency response to a sustainable,
country-owned response. The process of transition to country ownership is already underway in the Eastern Caribbean; the
Office of the US Global AIDS Coordinator (OGAC) has advised the region that PEPFAR funding is being redirected away
from the Eastern Caribbean toward Caribbean countries with high disease burden to strengthen services for key populations.
This article seeks to highlight and apply lessons learned from other donor transitions to support a successful transition of HIV
programs in the Eastern Caribbean. Based on a rapid review of both peer-reviewed and gray literature on donor transitions
to country ownership in family planning, HIV, and other areas, we identified 48 resources that addressed key steps in the
transition process and determinants of readiness for transition. Analysis of the existing literature revealed 6 steps that could
help ensure successful transition, including developing a clear roadmap articulated through high-level diplomacy; investing in
extensive stakeholder engagement; and supporting monitoring and evaluation during and after the transition to adjust course
as needed. Nine specific areas to assess a country’s readiness for transition include: leadership and management capacity,
political and economic factors, the policy environment, identification of alternative funding sources, integration of HIV
programs into the wider health system, the institutionalization of processes, the strength of procurement and supply chain
management, identification of staffing and training needs, and engagement of civil society and the private sector. In the
Caribbean, key areas requiring strengthening to ensure countries in the region can maintain the gains made under PEPFAR
include further engaging civil society and the private sector, building the capacity of NGOs to take on essential program
functions, and maintaining donor support for targeted capacity building and long-term monitoring and evaluation efforts.

INTRODUCTION

T

he US President’s Emergency Plan for AIDS Relief
(PEPFAR) has helped introduce lifesaving treatment to 7.7 million people living with HIV (PLHIV)
worldwide.1 Since its inception, the program has
shifted from an emergency response against a growing
epidemic (PEPFAR I, from 2003–2007) to a more
targeted, sustainable approach with greater country
a
Abt Associates, Inc, Bethesda, MD, USA.
Correspondence to Kylie Graff (Kylie_Ingerson@abtassoc.com).
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ownership (PEPFAR II, from 2008–2012).2 PEPFAR 3.0
(2013–2019) seeks to maximize the impact of investments by targeting evidence-based interventions for
key geographic areas and populations with the highest
incidence rates.3 Its goal is to accelerate progress toward
epidemic control and sustain achievements and gains.4
The Sustainability Agenda, a key dimension of
PEPFAR 3.0’s new business model, acknowledges that
long-term epidemic control and maintenance of the
progress to date will require country-owned responses.4–5
PEPFAR’s new Country Operational Plan (COP) Guidance
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requires countries to assess progress over time in
5 domains of sustainability: (1) availability of
current data for decision making; (2) local leadership in service delivery; (3) domestic health
financing and resource mobilization; (4) accountability for and transparency of results and spending;
and (5) an enabling environment (appropriate
policies, laws, regulations, as well as effective
planning and coordination) for successful program
implementation.4 Countries must now implement
strategies that improve program sustainability and
capacity to manage, lead, coordinate, and implement national HIV programs.
In 2013, in preparation for regional PEPFAR
planning, the US Agency for International Development (USAID) Mission in Barbados and the Eastern
Caribbean requested assistance from Abt Associates
in framing the transition of PEPFAR programming
to country ownership in the Caribbean with an eye
toward greater sustainability (Box). Specifically, we
were tasked with gathering and analyzing findings
from other donor transitions, including graduation
from USAID family planning programs in Latin
America and the Caribbean and from current
PEPFAR transitions, to identify key themes and
lessons learned that might be applied to the
Caribbean. The Office of the US Global AIDS
Coordinator (OGAC) has since published PEPFAR
3.0 and the revised COP guidance. OGAC has also
advised the Caribbean of a shift in the program’s
strategy, focus, and geographical footprint. Under the
new strategy, funding is being redirected away from
the Eastern Caribbean toward Caribbean countries
with higher disease burden to strengthen services for
key populations.
This article helps support these new developments by identifying themes and lessons learned
from our literature review to successfully plan,
develop, and implement transition strategies that
can translate across all PEPFAR countries. Many of
the determinants for successful transition identified
in the literature closely align with those outlined in
PEPFAR’s recent guidance.4 In this article, we place
specific emphasis on applying the findings from the
literature on successful transition to the Caribbean
context in preparation for the shift from the
PEPFAR-Caribbean Regional Partnership Framework (‘‘Partnership Framework’’) (2010–2014)
toward programs with greater country ownership.

PROFILE OF THE CARIBBEAN REGION
Comprised of a series of small island nations and
mainland countries, the Caribbean has the
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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BOX. Defining ‘‘Transition to Country
Ownership’’
For the purposes of this review, we used the
Global Health Initiative’s definition of country ownership5:
y the continuum of actions taken by
political and institutional stakeholders in
partner countries to plan, oversee, manage, deliver, and finance their health
sector. These actions advance sustainable, quality health programs that are
locally owned and responsive to the
needs of host country nationals.

PEPFAR’s new
business model
recognizes that
long-term control
of the HIV
epidemic will
require countryowned responses.

We acknowledge that country ownership
requires a comprehensive response from the
public, private for-profit, private not-forprofit, and civil society communities. We
define ‘‘transition to country ownership’’ as
the conscientious shifting of donor-led
health initiatives to country ownership.5

second highest regional HIV prevalence rate in
the world behind sub-Saharan Africa. Adult HIV
prevalence among Partnership Framework countries, namely Antigua and Barbuda, Bahamas,
Barbados, Belize, Dominica, Grenada, Jamaica,
St. Kitts and Nevis, St. Lucia, St. Vincent and the
Grenadines, Suriname, and Trinidad and Tobago,
is approximately 1%. The epidemic is primarily
concentrated among key populations, including
commercial sex workers (CSWs), men who have
sex with men (MSM), and prisoners.6 A low
regional average masks much higher estimated
prevalence rates among these key populations.
Research shows that seroprevalence rates among
CSWs are 9% in Jamaica and 21% in Suriname.7
Unprotected sex between men accounts for at
least 10% of HIV infections in the Caribbean and
as high as 30% of infections in Jamaica.8
The Caribbean’s geopolitical, economic, and
cultural context presents unique challenges when
planning sustainable, country-owned responses.
Although the region is comprised predominantly
of middle-income countries, many of the countries rely significantly on PEPFAR funding for HIV
programming. For example, recent national
health accounts exercises in Dominica and
St. Kitts and Nevis indicate that international
donors provide 27% and 47% of HIV funding,
respectively.9,10 Over the course of the Partnership

The HIV epidemic
in the Caribbean is
concentrated
primarily among
commercial sex
workers, men
who have sex
with men, and
prisoners.
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Framework period, this funding has supported
counseling and testing services for nearly
175,000 individuals and care and support services
for more than 4,000 people.11 National human
and financial resources are oftentimes directed
toward chronic noncommunicable diseases,
which account for almost 8% of gross domestic
product in some Caribbean countries.12 National
budgets also help address emerging health
threats such as chikungunya and Ebola. Meanwhile, financial assistance from the US government (USG) to support health initiatives in the
Latin American and Caribbean region declined
31% between fiscal years 2011 and 2014.13 The
USG has since communicated its intentions to
further divert HIV funding away from Eastern
Caribbean countries with lower prevalence rates
(letter from Larry Palmer, US Ambassador to the
Eastern Caribbean and the Organization of Eastern Caribbean States, 13 Aug 2014).
Small population bases limit the number of
qualified health workers available to implement
HIV interventions. With the exception of Jamaica
(19 per 10,000 population), English-speaking
Caribbean countries meet the World Health
Organization’s benchmark of 25 trained health
professionals (physicians, nurses, midwives) per
10,000 population.14 However, most countries still
claim human resource shortages, citing brain
drain, particularly among experienced, midlevel
health professionals.14 A 2007 World Bank
study estimated a shortage of approximately
7,800 nurses in the English-speaking Caribbean;
the shortage is expected to increase to roughly
10,700 nurses by 2025 due to the health needs of
a rapidly aging population.15
Culturally, small population sizes with largely
conservative religious influences reduce confidentiality and cultivate widespread stigma and
discrimination against PLHIV. This is exacerbated
by conservative public policies that outlaw transactional sex and criminalize homosexuality. The
result is largely isolated key populations unwilling or unable to access essential HIV prevention,
care, and support services from the public health
NGOs, with
sector. This has placed the onus of reaching key
populations on an NGO sector that is often small
support from
and fragmented. Since the beginning of the
PEPFAR, have
been instrumental Partnership Framework, PEPFAR has helped
these NGOs deliver HIV prevention interventions
in reaching key
11
populations with to nearly 57,000 individuals in key populations.
Many of these NGOs are now heavily reliant upon
HIV services.
PEPFAR funding and require additional capacitybuilding efforts to support long-term organizational
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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viability and continued access to services for key
populations.

METHODS
We sought to answer the following question:
What lessons can be drawn from existing literature to
help ensure an effective transition of HIV programs to
country ownership, and what determinants can be used
to assess the Caribbean’s readiness for such a transition?
To answer this question, we conducted a rapid
review of both peer-reviewed and gray literature
with expansive search terms to reflect the shifting
language and changing contexts around donor
transitions to country ownership. We initially
focused on articles discussing the ‘‘withdrawal’’
of donor funding but later expanded the search
terms to include ‘‘country ownership,’’ ‘‘graduation,’’ and ‘‘sustainability’’ to address the
expanding definition of transition beyond selffinancing HIV programs. For example, USAID’s
transition away from funding large family planning programs in Latin America and the Caribbean is typically referred to as graduation. While
the term graduation was also used in early
discussions around PEPFAR transitions, there
has been a steady movement in the dialogue
toward country ownership, country-owned
responses, and sustainability. We searched Google
and PubMed for English-language publications
using combinations of these terms to ensure a
more comprehensive literature review (Table 1).
Using these search terms, we scanned existing literature, including reports, case studies, and
scholarly journal articles, and reviewed abstracts
and executive summaries to determine relevance
to the research question. Those selected for
inclusion focused on the shifting dynamic of
health programming between one or more donor
agencies and partner countries and addressed at
least one of the following questions:


What does or could transition to country
ownership mean within the PEPFAR context?



What are key steps in the transition to
country ownership?



What actions make for a successful transition
to country ownership?

We identified 48 resources that matched these
criteria (Table 2). Then we read and analyzed the
full text of the selected resources to determine key
steps required to implement a successful transition
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TABLE 1. Key Search Terms Used on Google and PubMed
Health Area Search Terms
(Using ‘‘OR’’ Boolean
Operator)

Transition Search Terms
(Using ‘‘OR’’ Boolean
Operator)

Donor Funding Search
Terms (Using ‘‘OR’’
Boolean Operator)
Donor

AND

Withdrawal

AND

HIV

Development assistance

Graduation

Family planning

Funding

Transition

[none]

Sustainability
Country ownership

to country ownership and to identify potential
determinants of readiness for transition. We also
supplemented the findings with anecdotal evidence from our experience working in the Eastern
Caribbean to assist USAID/Barbados and the
Eastern Caribbean to better tailor its transitionplanning process. The initial review was conducted
in January 2013 and then updated in May 2014
and February 2015 to prepare for this publication.

RESULTS
Key Steps in Transitioning to Country
Ownership
Our analysis of existing literature revealed
a series of 6 key steps in planning an effective

transition to country ownership: (1) develop
a roadmap; (2) invest in stakeholder participation; (3) communicate the plan through
high-level diplomacy; (4) support midterm evaluations; (5) provide technical assistance throughout the process; and (6) provide long-term
monitoring and evaluation (M&E) support.
1. Develop a Roadmap
Concise roadmaps are necessary to clearly communicate transition goals and processes. Findings
from the literature revealed a lack of clarity
among stakeholders about what transition to
country ownership meant in practical terms. A
clear strategy did not exist in the early stages of
graduation from family planning programming in

Roadmaps are
needed to clearly
communicate
transition goals
and processes.

TABLE 2. Publication Types and Methods of Analysis
Resource Type

No.
Reviewed

Citations

Method(s) of Analysis

9, 10, 13, 16–18, 20, Quantitative data analysis, qualitative data
analysis, key informant interviews, literature
21, 23–25, 28,
reviews
31–36, 38, 40,
44–48

Reports

25

Scholarly
journal
articles

10

22, 26, 27, 29, 30,
37, 39, 41–43

Quantitative data analysis, qualitative data
analysis, key informant interviews, literature
reviews

Policy
documents

8

2–5, 7, 14, 15, 19

Policy directives, key informant interviews,
literature reviews

Fact sheets

4

1, 6, 8, 12

Secondary quantitative analysis

Online
databases

1

11

Secondary quantitative analysis

TOTAL

48
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Involving
stakeholders in
the planning
process increases
the chances of
their buy-in but
requires more
time for the
transition.

the 1990s; a published review of those early
graduations revealed that formal strategies were
essential to successful transitions, resulting in
establishment of a systematic process by 2004.16
In South Africa, the Center for Strategic and
International Studies found that lack of a written
plan and clear communication about PEPFAR’s
transition created substantial resentment and
frustration among South African officials.17,18
The absence also contributed to skepticism
among civil society organizations (CSOs) that
the impetus of the transition was PEPFAR withdrawal amidst USG budget cuts.18 South Africa’s
Partnership Framework made it clear that funding would decrease over time, but it did not
specify the pace of the reductions.18 The plan also
focused primarily on the transition of care and
treatment but did not discuss what the transition
would mean for prevention activities. This
resulted in largely underfunded prevention programs and a lack of sufficient focus on highimpact interventions and strategies that were
historically funded by donors.18 Africa’s experience highlights the need for clear guidance on all
HIV program areas. This is a critical lesson for
Caribbean roadmap development, as prevention
programs are widely supported by international
donors.
One potential approach to optimize success is
to develop 2 separate roadmaps. The first roadmap could be within PEPFAR to outline the basic
process for transition planning. For example,
PEPFAR’s ‘‘FY2014 Sustainability Planning Guidance Document: Advancing Country Ownership
in PEPFAR III’’ (‘‘Sustainability Planning Guidance’’) outlines PEPFAR’s approach to achieving
high-impact national HIV responses that maintain service levels and quality under the ownership of ‘‘government, civil society, the private
sector, and other stakeholders in the partner
country.’’5 The second roadmap could be countryand/or region-specific and negotiated with countrylevel stakeholders. These roadmaps could lay out
the shared responsibilities between USG agencies
and local governments, donors, and other stakeholders, including intended funding levels.16 This
plan could clearly outline expectations, objectives,
activities, timelines, and human and financial
resource commitments among all stakeholders
while indicating the seriousness of donor withdrawal. A mutually agreed upon roadmap of this
nature would promote transparency between donor
and recipient countries while minimizing
misconceptions.16
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2. Invest in Stakeholder Participation
Stakeholder participation is a vital component
of any successful transition-planning process.18–22 A variety of stakeholders should be
involved, including high-level diplomats, officials from the Ministry of Health and Ministry
of Finance, CSOs, other donors, and privatesector representatives. Involvement of country
stakeholders increases the likelihood that counterparts at all levels buy into the plan, understand its intentions, and accept stakeholder
responsibilities.22 Country counterparts need to
own the process of mobilizing new resources
and shaping the next phase of PEPFAR-partner
country relations.
Intensive stakeholder participation will
require a longer time frame for transition.
According to Slob and Jerve, no less than 2 years
is required to sufficiently involve the full set of
key stakeholders in the transition-planning process.19 In Mexico, family planning graduation
was originally planned as a 5-year process. Two
additional years were ultimately added to transition full ownership of family planning programs.26 In South Africa, health practitioners
have already cautioned that while country ownership is essential to long-term sustainability,
a hasty transition could undercut access to
services.26,27 South Africa’s experience to date
has shown that the speed of PEPFAR’s withdrawal of human resources and funding has
seriously disrupted treatment to an estimated
50,000 to 200,000 PLHIV.18
3. Communicate Transition Strategies Through
High-Level Diplomacy
Leaders from donor and recipient countries
should be viewed as active partners with shared,
consistent core messaging around why and how
transition will happen.17 Messaging should also
acknowledge challenges to successful transition.
Donors, for example, should clearly communicate
the method in which PEPFAR funds are approved
by Congress and the uncertainties this may cause
in the resource-allocation process. Early reports
from the family planning graduation process
found that many countries also experienced
mixed messaging from donors about funding
timelines. This contributed to unwise resource
utilization because of misunderstanding over how
long funding would be provided.16 Developing
messaging through high-level diplomacy helps
alleviate these issues and strengthens country
engagement by encouraging active stakeholder

278

PEPFAR Transitions to Country Ownership

participation while stressing the seriousness of
proposed donor withdrawals.17,20,21
4. Support Midterm Evaluations and
Allow Flexibility
Midterm assessments provide an opportunity to
validate initial assumptions underlying transition
plans and to respond to emerging challenges.
Early reviews of family planning graduations
found that the most successful transition plans
were flexible to accommodate changing needs
and contexts, oftentimes identified via midterm
assessments.16,21,24 A critical failure identified in
South Africa’s transition is the lack of a system to
track patients who may be lost to follow-up as
services shift from NGO partners to government
clinics.18 The lack of a tracking system means
that the exact size, scope, and location of the
problem is largely unknown, making it virtually
impossible to make midcourse corrections. In
Brazil, the family planning transition incorporated a midterm assessment, which validated the
strategy and recommended additional management components for 2 states.16 In Mexico, a
midterm assessment led to an extension of the
phase-out time frame.16
5. Provide Technical Support to Implement the Plan
According to Slob and Jerve, institutional capacity
to manage donor withdrawal is a key factor in
determining transition success. Initial assessments of financial and technical capacity can
help tailor an appropriate roadmap for donor
withdrawal and reveal which areas require additional support to fully manage HIV activities and
integrate them into national health plans.21 An
evaluation of the phase out of family planning
support in Mexico revealed that donors should
have attempted to institutionalize technical capacity for such key program areas as commodity
procurement.24 Case studies in Botswana and
Malawi also highlighted that assessing and
addressing capacity issues facilitated more successful transitions.21 As was suggested for transition in South Africa, PEPFAR should consistently
commit to providing capacity-building support to
strengthen overall program management and
successful program transition.17
6. Provide Ongoing M&E Support
A sustainable program is one in which a country
can maintain or improve priority health outcomes. The outcomes can be compromised by
new health challenges, unexpected instability, or
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overestimation of in-country capacity after donor
withdrawal. Not all countries have the financial
resources and technical expertise to measure
these outcomes. Population-based surveys, such
as the Demographic and Health Surveys (DHS),
are usually sponsored by donors. Supporting
ongoing M&E will be especially important in
the Caribbean where accurate seroprevalence
data is scarce. Ongoing funding for research and
health outcomes measurement should be incorporated into the transition roadmap to assist the
country in monitoring progress, to help measure
the USG’s own success in transitioning, and to
contribute to global health research agendas.20,24
Cromer et al. note that such support will also
reinforce the ongoing partnership between the
USG and the partner country after direct program
assistance is withdrawn.16,25

The most
successful
transitions are
often flexible to
accommodate
changing needs
and contexts
identified through
midterm
assessments.

Determinants of Readiness for Successful
Transition to Country Ownership
In February 2015, PEPFAR released new guidance
for developing country/regional operational plans,
including a ‘‘Sustainability Index and Dashboard’’ (SID) tool to assess sustainability of
country programs toward control of the HIV
epidemic.4 The SID tool and Sustainability Planning Guidance are critical in clarifying the
proposed process of achieving sustainable,
country-owned programs. They more clearly
articulate dimensions for successful country ownership, including political ownership and stewardship, institutional and community ownership,
capabilities, and mutual accountability, including
financing. Other tools such as the ‘‘Capacity
Assessment Tool for Country Ownership of HIV
Care and Treatment’’ have also offered frameworks to assess the capacity of a country or
province to take on greater responsibility in the
planning, organization, and management of HIV
programs.5
This section expands on existing guidance by
describing 9 key areas, based on findings from the
literature, which should be evaluated when
determining readiness for transition to country
ownership. We also apply these principles to the
Caribbean’s unique regional context to assess
readiness and potential barriers to success that
may require additional support. Examples focus
on countries in the Organization of Eastern
Caribbean States (OECS) (Antigua and Barbuda,
Dominica, Grenada, St. Kitts and Nevis, St. Lucia,
and St. Vincent and the Grenadines).
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A sustained,
country-owned
response to HIV
requires
champions who
will be advocates
for the cause.

Policies that
protect the rights
of vulnerable
populations
should be
examined when
transitioning HIV
programs to
country
ownership.

1. Leadership and Management Capacity
Country ownership of the national HIV response
requires identifying advocates who will promote
the cause.19,28,29 Government decision makers
must identify HIV programming as an essential
part of health services and advocate national
funding for such programming using accurate
and compelling analytics. In the Caribbean,
competing health priorities, stigma and discrimination, and relatively small affected populations
make it especially difficult to gain the attention of
decision makers. While most leaders recognize
that care and treatment for HIV is important, it is
politically challenging to invest significant
resources, financial and otherwise, into their
HIV response without first advancing chronic
noncommunicable disease programs. Successful
transitions will need to identify champions for
the process.
Most research on sustainability and country
ownership has highlighted the need for increased
management capacity. Where PEPFAR has provided more direct provision of services, local
partners may need further training in such key
management areas as health planning, M&E,
procurement, performance management, and
financial management.19–21,26,30 A series of
health systems and private-sector assessments
in the OECS found that overall management
capacity in the region is limited and few officials
have planning or health financing backgrounds.31–36 Organizations such as the Caribbean HIV/AIDS Regional Training Network and
Caribbean Health Leadership Institute are building local capacity in leadership and management.
However, these organizations rely heavily on
PEPFAR funding and require continued financial
support to maintain momentum.23
2. Political and Economic Factors
Political and economic factors have consequences for health outcomes and programming.
Jamison et al. note there is a clear economic
argument for investing in health. Reductions in
mortality account for about 11% of recent
economic growth in low- and middle-income
countries, and a more comprehensive understanding of the economic value of investing in
health provides a strong rationale for improved
resource allocation across all sectors.37 However,
economic downturns require governments to
make difficult budgetary decisions between
and within sectors. Changes in government
and policies can also impact health priorities
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and outcomes. In Mexico, decentralization
changed resource allocation needs during the
transition plan, but the plan was not flexible
enough to accommodate this change.16,24 Health
reforms in Indonesia, which included decentralization, also affected the success of family
planning graduation.25 Political and economic
analyses should be undertaken during roadmap
development to identify internal and external
threats to the transition plan. In the Caribbean,
some destabilizing factors include heavy debt
burden and dependence on the tourism industry
in a time of global austerity.
3. Policy Environment
Policies and laws are important in outlining a
country’s vision and communicating and regulating the role that local actors can play. Having
appropriate policies in place to protect vulnerable
populations, regulate the health sector, and
provide guidance on the vision for HIV services
are key indicators of the readiness of a country for
transition. A critical lesson learned from family
planning graduation programs is that policies are
needed to protect the rights of individuals to access
essential services.16 Cromer et al. note that
national policies such as price controls, free
distribution campaigns, and advertising restrictions create barriers for private-sector involvement
in service delivery. It is also important to examine
and strengthen the inclusiveness and data-driven
character of the policymaking process.28
In the Caribbean, key policy areas to examine
during transition are national strategic plans for
health (inclusive of HIV), guidance and regulation for private-sector providers (for-profit and
not-for-profit) of HIV services, and policies that
protect the rights of vulnerable populations.
Many Caribbean islands have allowed their
strategic plans to lapse and have difficulty
resourcing a thorough planning process. Many
also lack policies to protect PLHIV and key
populations.39 For example, sodomy laws are still
enforced throughout much of the region, and
adolescents often lack the right to access services
without parental permission. These policies limit
access to services among key populations and
create barriers for providers working with these
communities. Private providers and CSOs serving
key populations will require ongoing external
support to maintain gains made under PEPFAR
until a more supportive policy environment and
increases in domestic resources for these groups
are available.26
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4. Alternative Funding Sources
Governments must identify ways to replace donor
funding.25,29,39 This is difficult with even the
strongest of government commitments because
governments must balance competing priorities.16,20 Economic instability and increasing
health care costs often drive health budgets
below desired levels. The private health sector
should be actively engaged to complement public
services in a way that promotes efficient and costeffective service delivery.19
Most Caribbean countries are undergoing
health reforms to identify funding sources for
soaring health care costs. Not all have determined
what these reforms will look like nor have they
conducted the research needed to make informed
decisions. Several countries are considering
national health insurance schemes and wish to
design essential packages of services under those
schemes. As a component of investment framework guidance from the Joint United Nations
Programme on HIV/AIDS (UNAIDS), OECS
countries have conducted quantitative analyses
of trends in the HIV epidemic, the impact of
prevention and treatment efforts to date, and a
projection of possible future programming scenarios and their implications for the epidemic and
program costs. The exercise produced strategic
information to prioritize resources based on
largest impact and spurred dialogue on identifying alternative funding sources in advance of
transition.40 One identified alternative was leveraging private-sector resources, both human and
financial. Examples include contracting private
providers with specialty services and/or equipment not readily available in the public sector and
formalizing arrangements with providers and
local corporations to provide confidential,
stigma-free counseling and testing services.
5. Integration of HIV Programs
Bossert asserts that the sustainability of donorfunded programs relies on effective integration of
programs into existing administrative structures.39 The evolution of PEPFAR and other large
HIV donors has seen a shift away from siloed HIV
programs to integrated service delivery models.
Incorporating HIV into general Ministry of Health
structures facilitates the integration of HIV
services into primary care, resulting in improved
management of and access to these services. In
the Caribbean, most HIV programs have been
integrated at least nominally within Ministry of
Health structures. In practice, however, as
Global Health: Science and Practice 2015 | Volume 3 | Number 2

www.ghspjournal.org

evidenced by HIV-only clinic days in some
countries, HIV services are often still separate
from other primary care services in a manner that
perpetuates stigma. Caribbean islands need assistance to fully integrate programs in a way that
supports HIV services and protects the users of
those services.
6. Institutionalized Processes
To encourage sustainability, any process integral
to a program needs to be institutionalized and
standardized.29,30,41 Bradach notes that sustainable programs often require systems, structures,
and processes to be standardized and articulated.41 Standardization may require the development of standard treatment protocols,
guidelines for service delivery, clear job descriptions, checklists for service provisions and
monitoring, standardized indicator sets, or other
job-support tools. Standardizing and simplifying
procedures also assist in overcoming human
resource constraints.29 Bennett et al. are evaluating a PEPFAR-funded program in India where
management shifted from NGOs to the government.30 Two key areas of evaluation are how well
programs have been integrated into existing
organizational systems and practices and the
extent to which institutional standards guide
program management. The evaluation framework
assumes that institutionalization and standardization create processes to ensure program quality
in activities that will be transitioned from the
NGO to the government.
Health systems and private-sector assessments conducted in 6 OECS countries revealed
that HIV programs are often more likely to have
standardized procedures than programs in other
health areas. This is especially true for M&E of
antiretroviral therapy (ART) provision because it
is driven by donor requirements and funding.
Further support may be needed to develop and
increase the use of standard treatment protocols
and to regulate private facilities, including labs
that provide testing for HIV. A Caribbean transition plan could provide further support to
integrate and streamline the standards, guidelines, and M&E structures from HIV programs
into the overall practice of the Ministries of
Health.

HIV services in the
Caribbean are
often separate
from other
primary care
services, which
could perpetuate
stigma.

7. Procurement and Supply Chain Management
Pharmaceuticals and other commodities are an
important part of ensuring access to HIV testing
and treatment. This is an area in which
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international donors, especially the USG and the
Global Fund, have made substantial investments.
PEPFAR’s Track 1.0 ART program helped Ministries of Health in 13 countries strengthen supply
chain management and antiretroviral (ARV)
procurement. By 2011, the program had
been successfully transitioned to country ownership and was providing ART for more than
925,000 patients.42 A key component of sustainable procurement and supply chain management
involves building the capacity of in-country
stakeholders to take responsibility for overseeing
logistics and financing procurements.16,20,25 For
example, commodities were largely funded and
managed by USAID prior to graduation from
family planning programs. Cromer et al. note that
early graduates from USAID family planning
funding had procurement systems in place
but experienced stock-outs because they lacked
experience procuring through different systems.16
PEPFAR’s capacity-building efforts in Botswana
have increased access to essential drugs from 46%
to 78% but have had difficulties addressing issues
of poor storage and stock-outs.20
The USG has consistently supported procurement and supply chain management efforts in
the Eastern Caribbean, including establishment
of the OECS Pharmaceutical Procurement System
(PPS). While research has shown that pooled
procurement does not always result in the
expected price drops due to market consolidation
and the influence of a smaller number of
producers, the OECS has experienced positive
gains.43 Early results of the PPS have included
increased bargaining power, average cost savings
of 37% on selected purchases, enhanced quality
control, and measurable increases in access to
medicines.44 However, delayed payments have
placed PPS under threat of collapse, which could
lead to major challenges in procuring affordable
ARVs when donor funds are no longer available.
PPS has been working to improve forecasting and
supply chain management, but continued capacityIn many countries, building efforts are needed. Central Medical Stores
private providers in each country often face stock-outs of essential
and NGOs play a drugs, including ARVs, and testing reagents in part
because there is low capacity for forecasting and
large role in
monitoring of inventory. These challenges are
delivering HIV
intensified by a lack of cash flow within governservices,
ments that prevent timely payments to manufacespecially to
turers. Transition plans should consider building
marginalized
the capacity of PPS and local supply chain
populations.
managers to improve and expand the current
procurement system, including advocating to
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Ministries of Finance to ensure funding for
essential medicines and commodities that are
currently procured and supplied by donors but for
which funding will be phased out in the near
future. Adding these commodities to the pooled
procurement system and ensuring timely payment
could increase cost savings and improve efficiency
similar to gains historically made under PPS.
8. Staffing and Training Needs
The capacity and retention of skilled workers is
essential to ensuring a smooth transition from
donor support.19–21,25,28,39 While PEPFAR often
supports seconded staff within Ministries of
Health, decreases in funding mean that countries
must intensify their hiring, retention, and training of health professionals to fill these gaps. For
example, PEPFAR supported nearly 150 positions
in Botswana, mainly in planning and strategic
information.20 Decreases in PEPFAR funding
meant that the government was faced with filling
these positions alongside existing issues of major
turnover and lack of key technical competencies
in planning and management.20 Botswana was
further constrained by macroeconomic policies
that created hiring freezes at the urging of the
International Monetary Fund (IMF).20
The Caribbean region has long suffered from
brain drain, especially among nurses.14,15 Most
Caribbean islands have health worker shortages,
and public health management positions are
difficult to fill with experienced personnel.14
Rotational patterns often mean that those who
have been trained extensively in testing or other
HIV services are rotated out of the facilities that
host these services. Most countries in the region
are currently working with partners to develop
human resources for health strategies and train
health workers. However, there will inevitably be
a lag in the time needed to fully develop new and
train existing cadres of workers. While there are
currently few seconded positions in the Caribbean, strategic secondments during the transition
process could help fill these gaps and assist in
identifying areas for capacity building.
9. Private Sector and Civil Society Engagement
In many countries, private-sector providers and
NGOs have played a large role in delivering
services, monitoring quality of public services,
and/or advocating on behalf of marginalized
groups. For example, NGOs and the for-profit
private sector have played a large role in providing
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contraceptives. As a result, USAID focused its
family planning graduation on developing sustainability of and business plans for private-sector
providers to continue offering these services.16,25
In cases where NGOs or private providers are
delivering HIV services, transition will require
them either to develop their own sustainability
plans or to align with government norms to
function under government auspices.16,30 In
some countries, much work may need to be done
to identify, establish, and/or formalize partnerships, networks, and roles between the government, private sector, and civil society.28
Investments in NGOs will help increase the sense
of urgency and community engagement around
HIV.20 When already an advocate, additional
efforts should be made to ensure civil society
has a place at the table for policymaking,
especially to represent the needs of marginalized
populations. In South Africa, for example,
PEPFAR was a primary provider of services for
key populations such as CSWs and MSM, often
through support to NGOs. However, an initial
assessment of transition there has shown that
NGOs have suffered decreased implementation
capacity and engagement as PEPFAR funding has
shifted toward the public sector.18
The current and potential role of the private
health sector to deliver HIV services in the
Caribbean is vast. The NGO community performs
a critical outreach function that provides prevention, counseling, testing, and other services to the
populations most vulnerable to HIV. This service
is often not feasible through public-sector facilities that are challenged by policies that criminalize the behaviors of key populations and
prevent youth from accessing services without
parental consent. Members of key populations
may be reluctant to go to public-sector clinics for
fear of limited confidentiality and the stigma
associated with seeking services from the few
facilities at which HIV is treated. Despite their
critical role in national HIV responses, many
Caribbean NGOs are either volunteer-based or
heavily reliant on donor funding. For example,
while the Caribbean HIV/AIDS Alliance (CHAA)
was the leading provider of outreach services for
key populations on most of the Eastern Caribbean
islands, it was more than 95% reliant on PEPFAR
funding.45 Critical NGOs will require support with
developing and implementing funding diversification strategies and sustainability plans to
ensure long-term viability and continued access
to essential services for key populations.
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Private health care providers also possess a
breadth and depth of experience in providing HIV
care and treatment services throughout the
region. Oftentimes overlooked, the private sector
is poised to play a larger role in filling gaps in HIV
programming. Recent mapping exercises of privatesector resources for health in 4 Caribbean countries
conducted by the Strengthening Health Outcomes
through the Private Sector (SHOPS) project found
that the private health sector was much larger than
originally understood, and many private providers
had training in HIV counseling, testing, or treatment but were not using their skills due to lack of
patient demand.46–48 These providers have the
capacity to increase access to essential HIV services
while providing the confidentiality that PLHIV seek.
Activities geared toward greater private-sector
engagement, ranging from fostering sustainable
partnerships and policy dialogue to increasing
access to training, will be crucial to sustaining
health outcomes.

Private providers
in the Eastern
Caribbean are
capable of playing
a larger role in the
HIV response.

DISCUSSION
Our review of the literature has shown that
transitions to country ownership, including some
current PEPFAR transitions, face many barriers to
success. Transitions have been hindered by
donor-imposed timelines; the exclusion of key
stakeholders in the planning process; lack of clear
communication; and failure to ensure recipient
countries have the resources and capacity to
successfully maintain gains made under PEPFAR
support. PEPFAR has been aiming to reverse this
trend with a focus on country ownership in
PEPFAR II and sustainability in PEPFAR 3.0. Our
findings identified areas of overlap with the latest
PEPFAR guidance and suggested additional
points to consider for a successful transition.
Specifically, PEPFAR’s most recent COP Guidance has incorporated a new assessment of
sustainability. As a part of the assessment,
country programs are asked to ‘‘define gaps and
bottlenecks, structural and cultural barriers.’’4
The guidance suggests looking for gaps in
resources, quality, data, efficiency, and structural
and cultural barriers—key areas of health systems
strengthening. These 5 areas align closely with
our findings, which suggest the need to assess
financial and human resources, commodity and
supply chain management capacity, quality standards including the existence of guidelines for
health workers, the use of data for decision

Key population
groups may be
reluctant to seek
HIV services from
the public sector
for fear of limited
confidentiality and
of stigma.
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making and program management, laws and
policies, and engagement with the private sector
and civil society. Based on our analysis, we also
recommend assessing the commitment of country leadership in addressing the HIV response,
potential threats in the political and economic
environment, and integration of HIV programming into existing structures.
Our findings suggest that stakeholder engagement and clear communication are essential steps
in a successful transition to country ownership.
The new COP Guidance prioritizes stakeholder
engagement and offers some insight on how to
best engage private-sector stakeholders in program planning. Much of the guidance, however,
places local stakeholders in a consultative role
rather than prioritizing the primacy of the partner
country in determining the way forward.4
PEPFAR itself has identified primacy of the
partner country as a key part of sustainability
PEPFAR transition planning elsewhere.5 This should be strongly
reflected in all guidance documents to ensure
guidance should
sustained, meaningful involvement of country
clearly articulate
the importance of stakeholders. We would recommend that the
operational planning process be undertaken with
meaningful
the involvement of national stakeholders from
involvement of
local stakeholders the beginning in roles beyond consultation. Our
findings suggest that actively involving these
in the transition
stakeholders in the design and implementation of
process.
transition planning will be invaluable in strengthening plan design, ensuring country buy-in and
ownership, and fostering a greater understanding
of PEPFAR’s intentions.

Limitations
A major challenge in conducting this review was
navigating the changing vernacular and perceptions of transition to country ownership among
stakeholders. Oftentimes ‘‘graduation,’’ ‘‘transition,’’ ‘‘country ownership,’’ ‘‘sustainability planning,’’ and ‘‘donor withdrawal’’ were used
interchangeably. The need for broad search terms
produced a volume of results that made an
exhaustive literature search unfeasible. In the
future, a more systematic review could be
beneficial particularly as more articles are produced regarding PEPFAR’s transition to greater
country ownership. The review also relied on the
existence of available literature that conformed to
the defined research questions. Given the limited
availability of scientifically conducted research on
the topic area, the majority of available literature
was project reports.
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CONCLUSION
Lessons learned from past and current transitions
from donor-led programs to country ownership
suggest that the first step in any successful
transition to country ownership is mutually
agreeing upon the goal and actions required and
then developing and articulating a detailed yet
flexible roadmap, in collaboration with relevant
stakeholders to ensure buy-in and ownership of
the process. Assessing readiness for such transition is challenging and must account for unique
contextual factors across all facets of the health
system. In the Caribbean, readiness for transition
will require strengthening health systems, further
engaging the private sector, and building the
capacity of NGOs to take on essential program
functions. Ongoing donor support for targeted
capacity-building technical assistance and longterm M&E will be vital to ensuring that the
countries of the Caribbean are able to take a
leading role in their HIV responses while maintaining or improving upon the substantial gains
made with PEPFAR support.
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Action-Oriented Population Nutrition Research:
High Demand but Limited Supply
Judy Pham,a David Pelletiera

Action-oriented research in nutrition, vital to guiding effective policies and programs at scale, is greatly
underrepresented in public health journals and, even more so, in nutrition journals.

ABSTRACT
Background: The relatively rapid ascendancy of nutrition and health on policy agendas, along with greater emphasis
on accountability and results, has stimulated interest in new forms of research to guide the development and
implementation of effective policies, programs, and interventions—what we refer to as action-oriented research. To date,
action-oriented research in the nutrition field is thought to be the exception rather than the rule, but empirical evidence to
support this claim is lacking.
Methods: We conducted a survey of selected journals in nutrition and public health to assess the extent and nature of
population nutrition research published in 2012 that embodied 5 defined characteristics of action-oriented research in
relation to: (1) topic(s) of study, (2) processes/influences, (3) actors, (4) methods, and (5) approaches. We identified
762 articles from the 6 selected nutrition journals and 77 nutrition-related articles from the 4 selected public health
journals that met our search criteria.
Results: Only 7% of the 762 papers in nutrition journals had at least 1 of the 5 action-oriented research characteristics,
compared with 36% of the 77 nutrition-related papers in the public health journals. Of all 80 articles that had at least
1 action-oriented research characteristic, only 5 articles (6.25%) embodied all 5 characteristics. Articles with actionoriented research covered a broad range of topics and processes/influences, including policy, workforce development,
and schools, as well as actors, such as program staff, store owners, parents, and school staff. In addition, various
research methods were used, such as stakeholder analysis, ethnographic narrative, iterative action research, and
decision tree modeling, as well as different approaches, including participant-observer and community-based
participatory research.
Conclusions: Action-oriented research represents a small fraction of articles published in nutrition journals, especially
compared with public health journals. This reinforces recent calls to expand population nutrition research agendas to
more effectively inform and guide the initiation, development, implementation, and governance of policies, programs,
and interventions to address the varied forms of nutrition-related problems. With heightened attention to the magnitude
and importance of nutrition problems worldwide, there are substantial reasons and opportunities to incentivize and
support such expansion.

INTRODUCTION

N

utrition is now recognized as a major cause or
contributing factor to a wide range of diseases and
to the global burden of disease in developed as well as
developing countries.1 In addition to its role in
morbidity and mortality, poor nutrition can increase
health care costs, and it contributes negatively to
cognitive and motor development, school performance,
a
Cornell University, Division of Nutritional Sciences, Ithaca, NY, USA.
Correspondence to David Pelletier (dlp5@cornell.edu).
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economic productivity, and national economic
growth.2–6 For these reasons, and as a fundamental
aspect of human rights and equity, nutrition has risen
on the agendas of international organizations, governments in developed and developing countries, the
private sector, and in popular culture.7–9 This rapid
ascendancy of nutrition on policy agendas has some
similarities to the ascendancy of global health that
began a decade or two earlier.10 One of the key features
they share in common is a greater concern for
accountability and results.11–13
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Universal
coverage of
existing
interventions
could reduce child
mortality by twothirds, but 97% of
child health
research grants
focus on
developing new
interventions.

New forms of
research, referred
to here as actionoriented research,
aim to guide
effective health
and nutrition
policies and
programs.

Action-oriented
research involves
greater interaction
with communities,
government,
NGOs, and the
private sector than
conventional
science.

The concern for accountability and results
has revealed a yawning gap in funding between
mechanistic or efficacy research and research
aimed at delivering results at scale. For instance,
the Lancet child survival series estimated in 2003
that global child mortality could be reduced by
two-thirds through universal coverage of existing
interventions,14 but a separate analysis revealed
that 97% of child health research grants are focused
on developing new interventions rather than
enhancing the delivery of existing interventions.15
The recognition of these gaps and the desire to
produce results at scale have generated interest in
newer forms of research to guide the initiation,
development, implementation, and governance
of effective policies and programs. Research for
these purposes involves research questions,
designs, methods, partnerships, and funding that
are distinct from the well-developed forms of
research, such as randomized controlled trials,
used in discovery or efficacy research.16 The newly
emergent forms of research come under a variety
of labels such as implementation or delivery
science,17 translational research,18,19 communitybased participatory research,20 action research,21
developmental evaluation,22 and engaged or prospective policy research,23 among others.24
Although all these types of research share a desire
to create knowledge that can inform and guide
solutions to health and nutrition problems, they
differ markedly in the geographic scale (communities and countries to global institutions), objects
of inquiry (e.g., health workers, managers,
mHealth, training and supervision approaches),
disciplinary theories and methods (anthropology
and management to economics and political
science), and the journals in which the findings
are published. The advent of Global Health: Science
and Practice is one manifestation of this growing
interest in producing and disseminating practiceoriented knowledge and experience.
While this diversity in action-oriented health
and nutrition research is a potential strength and
is appropriate given the diversity in contexts
where action must take place, it also poses a
danger in that results from these emergent forms
of research may remain highly particularistic and
contextual.25 If these new forms of research are to
gain legitimacy and form a coherent and cumulative body of knowledge about how to address
health and nutrition problems in diverse contexts,
there will need to be some parallel intellectual
work to develop, refine, and share integrative
knowledge, theory, frameworks, and methods.16
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To this end, we recently published a framework for organizing and ultimately advancing the
knowledge, principles, and practices related to
action-oriented research in population nutrition,
most of which deal with the implementation of
policies, programs, and interventions.26 Although
that paper focused on nutrition, the framework
and principles are equally relevant for global
health more broadly and for other domains. The
present paper provides a brief overview of the
framework and reports on the results of a
literature search designed to assess the extent to
which and how researchers are currently working
at these research frontiers in the case of nutrition.

A FRAMEWORK FOR DEFINING ACTIONORIENTED NUTRITION RESEARCH
Implementation research and the other newly
emergent forms of research in health and
nutrition noted above are actually part of a larger
transformation in science that is underway at the
societal level. In the sociology of science literature, this transformation has been famously
termed ‘‘Mode 2’’ knowledge production.27,28
According to this literature, the conventional
production of scientific knowledge (‘‘Mode 1’’)
takes place primarily in academic and scientific
institutions and is governed by the norms of
scientific disciplines, whereas Mode 2 knowledge
production takes place through greater interaction with communities, government actors,
NGOs, and/or private-sectors actors. Mode 2
knowledge production is considered an emergent
and socially robust form that complements
Mode 1 and is especially needed for addressing
complex social problems. Its emergence is due to
external (societal) trends and pressures, such as
the demand for greater accountability, as well as
internal forces and incentives within universities
and other research institutions.
According to these authors, Mode 2 knowledge
production differs from that of Mode 1 in several
ways:


It takes place in the context of application or
problem solving (versus theoretical or strictly
academic contexts).



It is transdisciplinary (versus disciplinary or
even interdisciplinary), drawing upon whichever disciplinary and contextual knowledge is
needed to address the problem at hand.



It is heterogeneous in its sites, including
mission-focused research centers, government
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agencies, think tanks, nonprofit agencies,
communities of practice, epistemic communities, and community organizations (versus
universities and research centers).


It arises from mutual interaction among these
actors and sites (versus interaction mainly
among academic peers).



It involves novel forms of quality control
based on economic, political, social, ethical,
and utility criteria (versus discipline-based
norms and peer review alone).



As a result of the social interaction, it is
reflexive (embracing of multiple perspectives
on problem solving versus search for a single
truth) and more intentionally socially accountable (versus accountable only to scientific and
disciplinary norms).

Based on this earlier work, we proposed
6 dimensions or tendencies that might define
action-oriented population nutrition research
(Table 1).26 These dimensions resonate well with
the current understanding of implementation
research as elaborated elsewhere,24,29 but the
present study did not limit itself to that focus.
The 6 dimensions are:
1. Why we study (‘‘why’’): the central feature
of action-oriented research, influencing all
other dimensions. The primary motivation of
action-oriented research is to help identify,
characterize, and solve practical problems.
2. What we study (‘‘topics’’): examine food
and nutrition issues in a broader context
beyond individual-level biology and behavior,
including a focus on food systems, social and
public health programs and policies, organizational behavior, and change processes at
various levels of social organization
3. Who we study (‘‘actors’’): also moves
beyond the individuals directly affected
(mothers, infants, consumers, etc.) and
instead studies those engaged in food and
nutrition efforts directly or indirectly, such as
government agencies, policy makers, frontline
workers, civil society organizations, academic
institutions, and private-sector actors
4. How we study in terms of methods
(‘‘methods’’): a range of qualitative and quantitative methods that may include but go beyond
the conventional methods of focus groups,
interviews, and/or surveys that measure knowledge, attitudes, beliefs, behavior, and biology
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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5. How we study in terms of approaches
(‘‘approaches’’): involves interaction between
researchers and various social actors, and thus
can be described as engaged and participatory
as opposed to detached and seeking objectivity
6. Disciplinary foundations (‘‘disciplines’’):
draws upon the conventional disciplines (e.g.,
nutritional sciences, epidemiology, and behavioral psychology) but also includes perspectives,
theories, and collaboration from other disciplines, such as anthropology, economics, law,
policy analysis, and management. Importantly,
the motivation of creating actionable knowledge
often leads to a transdisciplinary orientation, in
which the disciplines, theories, and constructs
used in a particular case are defined based on
the characteristics of the problem in a given
context, rather than the disciplinary norms of
the researchers and/or their institutions.
According to Pelletier et al.,26 action-oriented
research currently is the exception rather than
the rule in population nutrition research, and
there is a need to expand in these directions in
order to develop more effective, appropriate, and
sustainable responses to food and nutrition
problems. The purpose of this paper is to provide
systematic empirical support for that claim.

METHODS
Based on the 6-dimension framework, we developed and applied a literature coding system to
peer-reviewed literature published in 2012 from
selected journals in the areas of nutrition and
public health. The public health journals were
included to provide a contrast with the nutrition
journals. We modeled our coding system after a
methodology applied to examine the use of
social-ecological approaches in the design of
health promotion interventions over a 20-year
period.30 We also consulted the Preferred Reporting Items for Systematic Reviews and MetaAnalyses (PRISMA) statement for guidance.31
Purposeful sampling was used to focus on the
journals most likely to publish action-oriented
research, through consultation with nutrition
colleagues familiar with the field.
The nutrition journals selected were:


Ecology of Food and Nutrition



Journal of Nutrition Education and Behavior



Maternal and Child Nutrition



Journal of Nutrition
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TABLE 1. Six Dimensions of Action-Oriented Population Nutrition Researcha
Dimension

Conventional Research

Why we study To create generalizable or fundamental knowledge
that answers scientific questions

What we
study (topics)

Nutrients, food and nutrient intake, consumer
behavior, determinants and consequences of
nutritional variation, efficacy of interventions

Who we study Mothers, infants, children, individuals, consumers,
(actors)
patients

Action-Oriented Research
To create knowledge that can help identify,
characterize, and solve practical problems of
concern to stakeholders, organizations, communities,
or publics at various scales
Food and nutrition issues, causes, and solutions in
a broader social and action context, including food
systems, social and public health programs and
policies; processes of policy agenda setting,
governance, development, implementation, scalingup, and evaluation; and community and
organizational behavior and change processes
Policy makers, analysts, managers, implementers,
frontline workers in the public sector; global, national,
state, and local leaders and members of communities,
civil society organizations, universities, networks, and
coalitions; global, national, state, and local privatesector actors and entities, citizens, academics

How we
study:
methods

Measurements of knowledge, attitudes, beliefs, behavior,
biology, individual and environmental characteristics,
and their interrelationships, using a limited range of
quantitative and qualitative methods

More eclectic range of qualitative and quantitative
methods to inquire into the new topics noted above,
including mixed methods, social network analysis,
discourse analysis, narrative policy analysis,
Q methodology, process tracing, stakeholder analysis
and influence mapping, program impact pathways,
organizational ethnography, systems dynamics group
modeling

How we
study:
approaches

Generally detached, objectivist, positivist,
reductionist, behaviorist, hypothesis testing

More engaged, participatory, action research,
community-based participatory research,
participant-observer, reflection in action, embedded,
critical, social construction, emergent, systemsand complexity-oriented

Disciplinary
foundations

Nutritional sciences, epidemiology and biostatistics,
biomedicine, psychology, social psychology,
consumer behavior

Transdisciplinary, drawing upon our traditional
disciplines but also with a greater role for economics,
sociology, anthropology, policy analysis, law, urban
planning, political science, organizational behavior,
management sciences, and systems sciences

a
In many cases, the distinctions shown in this table are a matter of degree or emphasis rather than discrete categories. Individual studies or research
programs may possess many or few of these characteristics, to a greater or lesser extent.
Reprinted and adapted with permission from Pelletier et al., 2013 in Advances in Nutrition.26 Copyright 2013 by American Society for Nutrition.



Public Health Nutrition



International Journal of Behavioral Nutrition and
Physical Activity



American Journal of Public Health



Health Policy and Planning



Social Science & Medicine



Journal of School Health

The public health journals selected were:
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We used the Thomas Reuters Web of Science
database to screen all articles published in 2012 in
these journals. After eliminating papers not
focused at the population level and/or not
focusing on nutrition (described below), the
remaining articles were sorted by using a coding
sheet initially based on the 6 action-oriented
research dimensions. The coding was refined
using successive trial runs, and the final coding
sheet included 5 dimensions that could be
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systematically and objectively identified in the
articles.
The final 5 characteristics, which required
some modifications to the original 6 dimensions
to embrace the actual diversity found in the
articles, comprised: (1) topic(s) of study,
(2) processes/influences, (3) actors, (4) methods,
and (5) approach. Characteristics 3, 4, and 5 are
from the original framework. We eliminated the
‘‘why’’ and ‘‘disciplines’’ dimensions from the
original framework due to limitations in our
ability to identify them without making assumptions about authors’ intentions or the nature or
extent of any transdisciplinary orientation. Characteristics 1 and 2 in our study corresponded to
the ‘‘topics’’ dimension from the original framework but was divided into 2 categories to
distinguish papers that focused on entities (e.g.,
interventions and public programs) from papers
that focused on processes or influences (e.g.,
policy development, community or organizational
change).
For the nutrition journals, we first eliminated
papers that focused narrowly on topics such as
measurement of body mass index, birth weight
(without any nutritional correlates), pregnancy
cravings, tobacco, physical activity, disease, aging,
oral health, or housing, based on article titles and
abstracts when necessary. In the second stage, the
remaining papers were hand-sorted with the
coding sheet by title, abstract, and full text, as
necessary. Those embodying none of the actionoriented characteristics were also eliminated. One
reviewer (JP) tabulated the titles and abstracts for
the final papers included in our analysis according to each characteristic and noted the reason(s)
for the tabulation, while another reviewer (DP)
reviewed all tabulations. In cases where there was
disagreement, the reviewers met to discuss until
they reached agreement.
For the public health journals, we identified
nutrition-related papers by using the following
search terms in the topic search field, using the
Web of Science database: nutrition OR malnutrition
OR undernutrition OR food OR obesity OR micronutrient OR supplementation OR nutrient OR diet OR
hunger. Those papers not meeting any of these
search criteria were considered non-nutrition
articles and were not considered further. The
articles meeting the nutrition search criteria were
subjected to the same coding and review protocol
as the nutrition journal papers, to identify the
subset with at least 1 action-oriented research
characteristic.
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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Participants in Mali analyze data on infant and young child feeding
practices during a community diagnosis. Such participatory and actionoriented research methods tend to examine health problems in a broader
context and involve community actors in the research process itself.

RESULTS
After employing our first-stage elimination strategies in which we excluded articles in nutrition
journals with a narrow topic and articles in public
health journals that did not meet our nutrition
search terms criteria, we identified and reviewed
a total of 839 articles (762 from nutrition
journals, 77 from public health journals). Overall,
less than 10% of these articles possessed at least
1 action-oriented research characteristic and were
ultimately included in our analysis (n = 52 from
nutrition journals, n = 28 from public health
journals) (Table 2). (See the supplementary
material for a bibliography of the papers with at
least 1 action-oriented research characteristic,
which were included in our analysis.)
Of the 80 articles that had at least 1 actionoriented research characteristic, 5 articles (6.25%)
embodied all 5 characteristics. There was a
notable difference in the frequency of actionoriented research articles between the nutrition
journals (7% with at least 1 characteristic) and
the public health journals (36%).

Nutrition articles
were coded based
on 5 actionoriented research
characteristics:
topic, processes/
influences, actors,
methods, and
approach.

Less than 10% of
nutrition articles
published in 2012
embodied at least
1 action-oriented
research
characteristic.

Public health
journals had a
higher proportion
Action-Oriented Research in
of action-oriented
Nutrition Journals
Of the 52 articles from nutrition journals that had nutrition research
1 or more action-oriented research characteristic, articles than
69% fulfilled the criteria for ‘‘topic(s) of study,’’ nutrition journals.

81% for ‘‘processes/influences,’’ 44% for ‘‘actors,’’
31% for ‘‘method,’’ and 31% for ‘‘approach’’
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TABLE 2. Nutrition-Focused Papers With Action-Oriented Research Characteristics Published in 2012 in Nutrition and
Public Health Journals
No. (%) of Papers per Action-Oriented Characteristicb

Total No. of
Nutrition Papers
in 2012

No. (%) of Papers
With Z1
Action-Oriented
Characteristica

Topic(s) of
study

Processes/
Influences

Actors

Ecology of Food and
Nutrition

19

4 (21.1)

3 (75.0)

4 (100.0)

1 (25.0)

2 (50.0)

2 (50.0)

Journal of Nutrition
Education and
Behavior

90

13 (14.4)

6 (46.2)

11 (84.6)

6 (46.2)

3 (23.1)

4 (30.8)

Maternal and Child
Nutrition

47

5 (10.6)

5 (100.0)

4 (80.0)

5 (100.0)

2 (40.0)

3 (60.0)

Journal of Nutrition

308

7 (2.3)

6 (85.7)

5 (71.4)

1 (14.3)

0 (0.0)

0 (0.0)

Public Health Nutrition

252

22 (8.7)

15 (68.2)

17 (77.3)

9 (40.9)

9 (40.9)

7 (31.8)

International Journal of
Behavioral Nutrition
and Physical Activity

46

1 (2.2)

1 (100.0)

1 (100.0)

1 (100.0)

0 (0.0)

0 (0.0)

Subtotal

762

52 (6.8)

36 (69.2)

42 (80.8)

23 (44.2) 16 (30.8) 16 (30.8)

American Journal of
Public Health

24

8 (33.3)

8 (100.0)

7 (87.5)

3 (37.5)

4 (50.0)

0 (0.0)

Health Policy and
Planning

4

4 (100.0)

4 (100.0)

4 (100.0)

2 (50.0)

4 (100.0)

3 (75.0)

Social Science &
Medicine

26

7 (26.9)

7 (100.0)

5 (71.4)

3 (42.9)

4 (57.1)

3 (42.9)

Journal of School
Health

23

9 (39.1)

9 (100.0)

9 (100.0)

4 (44.4)

4 (44.4)

2 (22.2)

Subtotal

77

28 (36.4)

28 (100.0)

25 (89.3)

12 (42.9) 16 (57.1)

8 (28.9)

839

80 (9.5)

64 (80.0)

67 (83.8)

35 (43.8) 32 (40.0) 24 (30.0)

Journal Name

Methods Approach

Nutrition Journals

Public Health Journals

TOTAL
a
b

Percentages are of total nutrition papers per journal.
Percentages are of total nutrition papers per journal with Z1 action-oriented research characteristic.

(Table 2). Only 2% of the articles embodied all
5 characteristics while 17% embodied only
1 characteristic, 35% embodied 2 characteristics,
25% embodied 3 characteristics, and 21% embodied 4 characteristics (Figure).
The ‘‘topic(s) of study’’ and ‘‘processes/
influences’’ covered a broad range of topics,
including national policy, workforce development,
programs, and schools, among others (Table 3).
One illustrative example in workforce development
was an article titled, ‘‘Using video narratives of
Global Health: Science and Practice 2015 | Volume 3 | Number 2

women’s lived experience of breastfeeding in
midwifery education: exploring its impact on
midwives’ attitudes to breastfeeding,’’ which studied midwifery breastfeeding counseling as the topic
of study and the midwives’ attitudes toward
breastfeeding as the outcome.32 Another article,
‘‘Public health nutrition workforce development in
seven European countries: constraining and
enabling factors,’’ studied public health nutrition
workforce development in 7 European countries as
the topic of study and constraining and enabling
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FIGURE. Number of Action-Oriented
Research Characteristics in Nutrition Papers
by Journal Type (N=80)

www.ghspjournal.org

factors in terms of the policy environment, public
health organizations, and workforce compensation
as the processes/influences.33
The ‘‘actor’’ characteristic in the actionoriented research articles included program staff,
private-sector stakeholders, store owners, government employees, parents, school staff, and peer
supporters, among others (Table 4). Various
research ‘‘methods’’ were used, including stakeholder analysis, onsite receipt collection,
ethnographic narrative, and iterative action
research (Table 4), and ‘‘approaches’’ consisted of
participant-observer, engaged, complexity-aware
and prospective policy research, and communitybased participatory research (not shown).

Action-Oriented Research in Public
Health Journals
Of the 28 articles in public health journals with
1 or more action-oriented research characteristic,
100% fulfilled the criterion for ‘‘topic(s) of study,’’

TABLE 3. Illustrations of Action-Oriented Research Characteristics of ‘‘Topic(s) of Study’’ and ‘‘Processes/Influences’’ in
Nutrition Journals
Key Topics

Topic(s) of Study

Processes/Influences

National
policy

US, Ireland, UK, dietary guidelines, growth charts,
nutrition in child-care settings, revision process,
development process, communications initiatives

Translation at local/regional levels, barriers to and extent
of adoption, revisions, evaluation, practitioners’
understanding of growth charts, cost implications, public
health expenditures

Certification programs, register of nutritionists, required
Workforce
development core functions, teaching and training initiatives,
midwifery breastfeeding counseling

Constraining/enabling factors, stakeholder consensus on
core functions, incorporating cognitive-behavioral
techniques into breastfeeding counseling

Programs

Public-private partnerships, church-based,
Partnership opportunities, changed program practices,
transdisciplinary platforms for interventions, e.g., health, cost-effectiveness, challenges for dissemination, new
agriculture, market, social protection
evaluation framework, development of young adult
obesity program based on community-based
participatory research, implementation fidelity

Schools

Nutrition guidelines, school gardens

Instructional process, decision making, environment, food
service offerings, food preparation practices

Global

Immigrant experience, political instability, economic
instability, drought, global food system, regional early
warning systems

Food nostalgia and cultural symbolism, household
provision of care for people living with HIV/AIDS, real
cost of food, policy options to improve food security,
ability to predict food crises

Other

Media content, employers’ attitudes toward motherfriendly work environments, breastfeeding peer support
services, grocery store marketing and promotion, WICauthorized stores

Confusion resulting from media news reporting, eating
maps, food store stocking and pricing behavior changes
after food assistance program changes, employer
readiness to provide breastfeeding accommodations,
marketing on packaging

Abbreviation: WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
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TABLE 4. Illustrations of Action-Oriented Characteristics of ‘‘Actors’’ and ‘‘Methods’’ in Nutrition
Journals
Actors

Methods

Child care professionals

Consultative workshops

Clinical staff

Emerging policy options with stakeholder input

Community health workers

Health economic analysis

Community leaders

Impact pathways

Food assistance program staff

Implementation pathways

Food service employees

Immersion-observation

Government authorities and advisors

Iterative action research via workshops

Health professionals

Onsite receipt collection

Peer supporters

Policy review

Private-sector employers

Simulation of food intake patterns

Program implementers

Stakeholder analysis

School staff, parents, volunteers

Systematic Internet review

Stakeholders, i.e. academics, practitioners

Thematic analysis

Store owners/managers

89% for ‘‘processes/influences,’’ 43% for ‘‘actor,’’
57% for ‘‘method,’’ and 29% for ‘‘approach’’
(Table 2). None of these papers embodied
only 1 action-oriented research characteristic,
36% embodied 2 characteristics, 25% embodied
3 characteristics, 25% embodied 4 characteristics,
and 14% embodied all 5 characteristics (Figure).
In the public health journals, the ‘‘topic(s) of
study’’ and ‘‘processes/influences’’ covered a broad
range of topics, as in the nutrition journals,
including policy and legislation, schools, and
programs (Table 5). The ‘‘actor’’ category included
midwives, school principals, community members,
and NGOs, among others (Table 6). Some examples of the ‘‘methods’’ included change-making
process analysis, exploratory case study, consultative workshops, and decision tree modeling, and
the ‘‘approaches’’ comprised participant-observer,
community-based participatory research, engaged,
and prospective policy research (not shown).

DISCUSSION
This paper argues that much health policy
[research] wrongly focuses attention on the content
Global Health: Science and Practice 2015 | Volume 3 | Number 2

of reform, and neglects the actors involved in policy
reform (at the international, national and subnational levels), the processes contingent on developing and implementing change and the context
within which policy is developed. Focus on policy
content diverts attention from understanding the
processes which explain why desired policy outcomes
fail to emerge.34
The above quote from 20 years ago refers to the
state of research on health policy in developing
countries, but it could just as well apply to much
of population nutrition research today. The
present study, consistent with the claims made
by Pelletier et al. in the earlier paper that outlined
a framework for defining action-oriented nutrition research,26 finds a paucity of research on the
actors, processes, and contexts within which
nutrition policy (or actions in general) is
developed and implemented, suggesting that
the majority of nutrition research currently being
published by nutrition and public health academics contains a relatively narrow range of
topics, methods, and approaches. Specifically,
fewer than 10% of the reviewed nutrition articles
embodied at least 1 action-oriented research
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TABLE 5. Illustration of Action-Oriented Research Characteristics of ‘‘Topic(s)’’ and ‘‘Processes/Influences’’ in Public
Health Journals
Key
Topics

Topic(s) of Study

Processes/Influences

Changes in WIC policy, state childhood obesity policies,
Policy
national nutrition agenda setting, policy formulation and
and
legislation implementation

Predictors of enactment, instruments prescribed to
influence school food environment, strategies used to move
nutrition agenda forward, enabling/inhibiting factors,
levels of commitment, policy diffusion from state- to districtlevel

Schools

Beverage industry self-regulation, sugar-sweetened
beverage availability, acceptability of specific intervention
strategies, changes in wellness policies before and after
federal mandates, changes in food options, food service
finances, implementation and awareness of guidelines

Elementary/high schools, school beverage shipments,
school bus advertising, school-based obesity policy,
wellness policy requirements, state department of
education policy and structural changes to improve
nutrition

Programs Outcomes and cost of community-based management of Implementation processes, lessons learned, costacute malnutrition, procedural programs to create healthy effectiveness, extent of cooperation, population reach,
environments for vulnerable populations, promotional tool perceived potential of tool
for healthy body image
Other

Food advertising, language of midwives, GDP/Gini
Index/GII, climate change, international human rights
obligations regarding rights to food and health

National approaches to addressing food insecurity,
impacts on gender inequality, global distribution of obesity,
impacts on household decision making

Abbreviations: GDP, Gross Domestic Product; GII, Global Innovation Index; WIC, Special Supplemental Nutrition Program for Women, Infants, and
Children.

TABLE 6. Illustrations of Action-Oriented Characteristics of ‘‘Actors’’ and ‘‘Methods’’ in Public
Health Journals
Actors

Methods

Community members

Change-making process analysis

Frontline staff

Coding of media photos

Government officials

Consultative workshops

Midwives

Decision tree modeling

NGOs, donors, civil society

Discourse analysis

Physical education teachers

Document analysis

Private sector

Exploratory case study

Program administrative staff

Information gathering from practitioners

School health advisory councils

Observation

School principals

Project performance framework
Systematic review
Theoretical policy science typology
Wellness policy coding scheme
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In Ghana, a group of young men map factors and locations in their
community that place youth at risk for HIV. This type of youth action
research trains young people in the research process, including using
their findings to inform direct change in their communities.

characteristic, which itself is a minimalist criterion. Those that did meet this criterion, however,
exhibited a rich array of action-oriented research
topics, processes/influences, methods, and
approaches to study, indicating that this type of
research is feasible and can be expanded in the
future.
The sizeable difference between the proportion of action-oriented research papers published
in nutrition journals (only 7% of reviewed papers
had at least 1 action-oriented research characteristic) versus public health journals (36%) suggests that articles in public health journals are
more likely to be engaged in problem-solving
research and to have expanded their research
questions, approaches, and methods, compared
with those published in nutrition science jourEffective solutions nals. It is unclear from the present study whether
this difference reflects greater receptivity to
to nutrition
problems require action-oriented research papers in public health
journals or a preference for action-oriented
application of
researchers to publish in those journals. Given
knowledge from
the importance of action-oriented research for
both actioninforming and guiding solutions to high-burden
oriented and
and highly salient food and nutrition problems,
conventional
nutrition research. the present study suggests there is an undersupply of such research, especially in nutrition
journals.
In fact, for at least the last 2 decades, the need
for more action-oriented research has been
recognized35–37 to answer such problems as how
The small set of
nutrition research
articles that were
action-oriented
exhibited a rich
variety of topics,
methods, and
approaches,
indicating such
research is
feasible.

Global Health: Science and Practice 2015 | Volume 3 | Number 2
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to deliver solutions effectively and sustainably at
large scale,38 how to increase demand for and use
of existing nutrition services and products,39 and
how to ensure relevance of nutrition research to
policy makers and program implementers.40 Most
recently, the New York Academy of Sciences, in
collaboration with the World Health Organization, launched a solution-oriented global research
agenda for nutrition,37 and a new society for
implementation research on nutrition is being
formed for that purpose.41
The literature offers several explanations for
this undersupply of action-oriented nutrition
research. Allen and Gillespie discuss nutrition
researchers’ scientific predisposition to address
questions of efficacy rather than effectiveness42;
Garrett points toward nutrition researchers’
limited familiarity with other disciplines and the
contributions they can make40; Shekar cites the
real and/or perceived lack of funding for such
research38; Berg examines the academic culture
and training that inhibit interest in applied
research43; and nutrition stakeholders within
sub-Saharan Africa identify a need for better
governance of nutrition research, alignment
of nutrition research funding with priorities
identified within the region, and capacity development for nutrition research. The literature and
experience of health policy research concurs with
these explanations and also identifies a heavy
reliance on international funding for research, an
excessive focus on the direct utility of findings
from specific studies, and a tendency to undervalue contributions from social sciences.44
The interpretation of the findings in this
paper requires 2 important qualifications.
First, as detailed in the original paper outlining
the action-oriented research framework,26 the
focus on action-oriented research is not to
dismiss or discount the importance of conventional nutrition research. Rather, as noted
elsewhere,24 the design, implementation, and
sustainability of effective solutions to nutrition
problems require the integration of knowledge
from both forms of research, so that knowledge
of intervention efficacy can be combined with
knowledge of and strategies for agenda setting,
commitment building, policy and program formulation and implementation, and related
activities.
Second, the sparseness of action-oriented
research in nutrition journals raises the question:
Does it matter? Perhaps what really matters is
that nutrition researchers and/or researchers from
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other disciplines are doing action-oriented
research and publishing it in whichever journals
are receptive to such research. This may be a
practical strategy in the short-term, if the current
perspectives and priorities in nutrition science
journals are not receptive. However, this shortterm strategy would raise concerns if it inhibits
the continued intellectual growth and policy/
programmatic relevance of the nutrition research
community itself or reflects an institutionalized
resistance to such growth. In the long-run, it will
be important for action-oriented research to
become more mainstreamed within nutrition
curricula, research agendas, and donor funding.
The focus and content of nutrition journals play
important gatekeeper, incentivizing, and symbolic
functions in that mainstreaming process.

Limitations
The present study has several technical limitations. First, it focused only on a sample of
nutrition and public health journals and only on
papers published in 2012, in order to provide an
initial sense of the current research tendencies.
A more comprehensive bibliometric survey
would be useful to ensure broader coverage
and provide a baseline for examining trends over
time. Second, the low frequency of actionoriented nutrition research articles may reflect
editorial preferences of the journals rather than
the actual volume of such research. The possibility of publication bias cannot be examined
with these data sources alone. Third, the data for
this research are based on analysis of material
provided in the papers themselves, rather than
on direct communication with authors, which
could have resulted in some inaccurate coding.
While acknowledging these issues, it also seems
likely that the overall findings are rather robust
to such limitations. Finally, while most of the
action-oriented research papers identified
through the bibliometric search in this paper
are focused on topics, processes, and/or actors
related to implementation of policies, programs,
or interventions, it is important to note that
search terms such as ‘‘implementation’’ or
‘‘delivery’’ were not employed in this study.
Given the significant and growing interest in
implementation research per se, a high priority
for future research is to conduct a more
comprehensive survey of the literature to establish benchmarks and directions for this growing
field of inquiry.
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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CONCLUSION
Action-oriented research represents a relatively
small fraction of papers published in nutrition
journals, even when the search is restricted to the
journals most likely to publish such research and
when a minimal set of criteria is applied. Public
health journals, in contrast, are far more likely to
publish nutrition research with action-oriented
characteristics. Existing action-oriented research
exhibits a rich array of topics, methods, and
approaches, indicating that this type of research
is feasible and can be expanded in the future.
With heightened attention to the magnitude and
importance of nutrition problems worldwide and
the emphasis placed on accountability and
results, there are substantial opportunities and
obligations for all of parties in the research
enterprise, from research institutions and graduate training programs to journals and research
funders, to incentivize and support such an
expansion.45
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FIELD ACTION REPORT

Bedside Availability of Prepared Oxytocin and Rapid
Administration After Delivery to Prevent Postpartum
Hemorrhage: An Observational Study in Karnataka, India
Corrina Moucheraud,a Jonathon Gass,b Stuart Lipsitz,b,c Jonathan Spector,d Priya Agrawal,a,e
Lisa R Hirschhorn,b,f Atul Gawande,b,c Bhala Kodkanyg

Advance preparation and bedside availability of oxytocin before childbirth was significantly and robustly
associated with rapid administration of the utertonic, as recommended to prevent postpartum hemorrhage.

ABSTRACT
Postpartum hemorrhage is a leading cause of maternal death worldwide. Rapid provision of uterotonics after childbirth
is recommended to reduce the incidence and severity of postpartum hemorrhage. Data obtained through direct
observation of childbirth practices, collected in a study of the World Health Organization’s Safe Childbirth Checklist in
Karnataka, India, were used to measure if oxytocin prepared for administration and available at the bedside before
birth was associated with decreased time to administration after birth. This was an observational study of provider
behavior: data were obtained during a baseline assessment of health worker practices prior to introduction of the Safe
Childbirth Checklist, representing behavior in the absence of any intervention. Analysis was based on 330 vaginal
deliveries receiving oxytocin at any point postpartum. Oxytocin was prepared and available at bedside for
approximately 39% of deliveries. We found that advance preparation and bedside availability of oxytocin was
associated with increased likelihood of oxytocin administration within 1 minute after delivery (adjusted risk ratio = 4.89,
95% CI = 2.61, 9.16), as well as with decreased overall time to oxytocin administration after delivery (2.9 minutes
sooner in adjusted models, 95% CI = -5.0, -0.9). Efforts to reduce postpartum hemorrhage should include
recommendations and interventions to ensure advance preparation and bedside availability of oxytocin to facilitate
prompt administration of the medicine after birth.

INTRODUCTION

W

orldwide, greater than a quarter million maternal deaths occur each year,1 and postpartum
hemorrhage (PPH) is the leading direct cause.2
Incidence and severity of PPH can be reduced by active
management of the third stage of labor (AMTSL),
a
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which includes early provision of uterotonics such as
oxytocin.3-5
As a prophylactic intervention, it is essential
that oxytocin be administered as quickly as possible after
childbirth; current guidelines recommend administration
of a uterotonic as part of AMTSL,3 and the International
Confederation of Midwives (ICM) and International
Federation of Gynaecology and Obstetrics (FIGO) recommend oxytocin administration within 1 minute of
delivery.4 Unfortunately, many women globally do not
receive this recommended preventive intervention.6 In
addition, a multicountry study found that, even when
oxytocin is given, there are errors in its administration,
most commonly that administration is delayed beyond
the recommended 1-minute postpartum time frame.7
Multiple studies have quantified poor rates of
adherence to recommended AMTSL guidelines.6-11 In
addition, qualitative research has explored possible causes
of variation in use of AMTSL (including oxytocin
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administration), such as availability of supplies,
lack of and low confidence in skills, and challenges
in preparing and administering oxytocin rapidly
after labor.12-15 However, little is known about
factors associated with the timing of oxytocin use
after delivery. In this investigation, we analyzed
baseline observational data from a quality improvement study, of the Safe Childbirth Checklist (SCC)
program of the World Health Organization (WHO),
to explore whether preparing oxytocin injection
prior to delivery and making it available at bedside
was associated with increased likelihood of its rapid
postpartum use in a hospital in India.

METHODS
Study Design
The SCC, developed by WHO, the Harvard T.H.
Chan School of Public Health, and other partners, is
designed to ensure health care providers’ adherence
to 29 evidence-based essential birth practices in
facility-based peripartum care. A pre-post study of
the SCC in a sub-district hospital in Karnataka,
India, found that an SCC-based intervention
improved adherence to essential birth practices.16

Data Collection
Our analysis uses data from the baseline period of
this SCC study in Karnataka—prior to any
intervention—during the observation period
between delivery and 1-hour postpartum. Data
for the study were collected via direct observation
of health workers providing maternal and newborn care. Trained data collectors observed birthrelated events during the intrapartum period, at
pre-identified ‘‘pause points’’ between admission
and discharge. Of relevance to this analysis, data
collectors observed and recorded the timing of
childbirth and of oxytocin administration.

Data Analysis
We classified timing of oxytocin administration in
one of three ways:
1. Within 1 minute of delivery (per ICM/FIGO
recommendations)
2. Up to 2 minutes after delivery (broadened
definition of rapid administration)
3. As a continuous value of time (minutes)
between the birth event and postpartum
oxytocin injection
Oxytocin was considered ‘‘prepared and
available at the bedside’’ if it was drawn up into
Global Health: Science and Practice 2015 | Volume 3 | Number 2

a syringe and available at the bedside antepartum, at the start of pushing.
The sample for this analysis was restricted
to women with normal vaginal deliveries who
received oxytocin at any point postpartum. Multivariate models were adjusted for delivery time
(daytime [10:00-16:00] versus nighttime) and
maternal risk factors for hemorrhage (age, parity,
and long labor duration, defined as greater than
12 hours prior to admission for nulliparous women
and greater than 24 hours for all other women).
Univariate analyses were performed using
Rao-Scott chi-square tests.17 Generalized linear
regression models, with a binomial distribution
and a log link function, were used to examine
whether oxytocin was administered within the
recommended 1-minute time frame. For time to
oxytocin administration as a continuous outcome,
we used linear regression modeling.18 All models
included standard errors clustered by provider.
Analyses were conducted using Stata 12.1.
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Oxytocin should
be administered
as quickly as
possible after
childbirth to
prevent
postpartum
hemorrhage.

Ethical Review
Study protocols were approved by ethics committees at Jawaharlal Nehru Medical College in
Karnataka, WHO, the Harvard T.H. Chan School
of Public Health, and the Health Ministry’s Screening Committee, Indian Council of Medical Research.

RESULTS
Our analyses were based on 330 deliveries.
Oxytocin was prepared and available at bedside
for 38.8% of deliveries (Table 1). Use of oxytocin
within the recommended 1-minute time frame
was higher when prepared oxytocin was available
at bedside than when it was not prepared and
available (15.6% of observed deliveries vs. 3.0%,
respectively; Po .001). We found similar results
when extending the time frame of administration: oxytocin was given within 2 minutes of
delivery 43.8% of the time when it was prepared
and available at bedside, compared with only
16.3% of the time when it was not (Po .001). The
average time to oxytocin administration when
oxytocin was prepared and available at bedside
was 4.2 minutes—significantly shorter than the
average time of 7.5 minutes when oxytocin was
not prepared and at bedside (Po .001).
Regression models assessing the association
between bedside availability and rapid oxytocin
use suggest that deliveries in which oxytocin was
prepared and available at bedside were nearly
5 times more likely than deliveries in which

Oxytocin was
prepared in
advance and
available at
bedside for 39%
of deliveries.
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TABLE 1. Oxytocin Availability at Bedside and Time to Administration Among Vaginal Deliveries Receiving Postpartum
Oxytocin, Karntaka, India (N = 330)
Prepared and Available
at Bedside
No. (%)

Not Prepared and
Not Available at Bedside

P value

128 (38.8)

202 (61.2)

Received within 1 minute of delivery, No. (%)

20 (15.6)

6 (3.0)

o .001

Received within 2 minutes of delivery, No. (%)

56 (43.8)

33 (16.3)

o .001

Time to administration, mean (SD) [range], minutes

4.2 (4.6) [0–30]

7.5 (6.2) [0–30]

o .001

3 (25 [0–25])

5 (29 [1–30])

o .001

Time to administration, median (IQR [Q1-Q3]), minutes
Abbreviations: IQR, interquartile range; SD, standard deviation.

Advance
preparation and
bedside
availability of
oxytocin was
significantly
associated with
administration
within 1 minute
of delivery.

oxytocin was not available at bedside to have the
medication administered within 1 minute postpartum, after adjusting for time of day and
maternal risk factors for hemorrhage (adjusted
risk ratio [RR] = 4.89, 95% confidence interval
[CI] = 2.61, 9.16) (Table 2). When extending the
time frame of administration to 2 minutes after
childbirth, deliveries in which oxytocin had been
prepared and available at bedside were 2.61 times
more likely to have oxytocin administered than
when it was not ready at the bedside (in the
adjusted model, with covariates for time of day
and maternal risk factors for hemorrhage)
(95% CI = 1.26, 5.41). When time was examined
as a continuous variable, deliveries in which
oxytocin was prepared and available at bedside
had oxytocin administered, on average, about

3 minutes sooner than deliveries in which
oxytocin was not ready for administration at
bedside, after adjusting for time of delivery and
maternal hemorrhage risk factors (–2.9 minutes,
95% CI = –5.0, –0.9).

DISCUSSION
Advance preparation and bedside availability of
oxytocin was associated with a significantly
increased likelihood of its rapid use postpartum,
when considering the ICM/FIGO-recommended
1-minute time frame as well as an expanded time
frame of 2 minutes and time-to-use overall.
Covariates representing time of day of the
delivery and maternal risk factors for hemorrhage
did not attenuate this effect.

TABLE 2. Association Between Time to Oxytocin Administration After Delivery and Bedside Availability of Oxytocin:
Results From Unadjusted and Adjusteda Regression Models Among Vaginal Deliveries Receiving Postpartum Oxytocin,
Karnataka, India (N = 330)
RR (95% CI)

Adjusted RR (95% CI)

Oxytocin administered within 1 minute

4.99 (2.53, 9.84)

4.89 (2.61, 9.16)

Oxytocin administered within 2 minutes

2.70 (1.38, 5.29)

2.61 (1.26, 5.41)

Minutes (95% CI)

Adjusted minutes (95% CI)

–3.3 (–5.2, –1.4)

–2.9 (–5.0, –0.9)

Time to oxytocin administration, minutes

Abbreviations: CI, confidence interval; RR, risk ratio.
Data for oxytocin administered within 1 minute and 2 minutes report risk ratios from generalized linear models with a binomial distribution and a log link
function; data for time to oxytocin administration report change in number of minutes, from linear regression models.
All results use standard errors clustered by provider.
a
Adjusted for time of delivery (daytime/nighttime), mother’s age, parity, long labor (i.e., greater than 12 hours prior to admission for nulliparous women
and greater than 24 hours for all other women).
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Those seeking to implement global guidelines
for the prevention of postpartum hemorrhage
may therefore want to consider adding operational recommendations to make oxytocin ready
for administration and available at bedside—such
as ensuring adequate supplies of the medication
in the delivery room, preparing oxytocin syringes
in advance, and assigning responsibility to
guarantee these steps are routinely followed.
The advent of prefilled oxytocin syringes (e.g.,
Oxytocin-in-Uniject devices) may facilitate rapid
use after delivery.15,19 An important constraint is
that oxytocin is not heat stable, although recent
evidence from Ghana suggests that it may be
shelf-stable around the point of care.20 So until
additional evidence confirms the parameters of
oxytocin’s stability, hospitals should seek to
extend the cold chain into the labor ward (using
an ice box, for example), so oxytocin can be stored
close to the point of use rather than in general
hospital drug storage. Behavioral prompts for
providers may also be useful, such as keeping an
empty needle and syringe near, or prepackaged in,
the delivery kit. Finally, use of the SCC may help
drive change, as results from the pilot study found
that the intervention increased both pre-labor
preparation of oxytocin and its prompt administration to women postpartum.16 Such changes
could help increase the likelihood that health
workers will deliver this potentially lifesaving
intervention to all women in a timely manner.
The findings from this study suggest that health
system constraints and opportunities should be
considered when developing global protocols. Medical practitioners may be responsible for implementing a number of different clinical guidelines—and
policy makers should seek to understand how such
guidelines are used in practice, and whether any
operational challenges might be overcome with
simple procedural solutions. We encourage future
research on the barriers and enablers faced by
health workers and health systems in implementing clinical guidelines to continue to drive improvement in obstetrics and beyond.

Limitations
This study has some limitations. First, data were
observational and collected at only 1 health facility—
so we were able to measure only the association
between bedside availability and timely use, rather
than causality; and the findings may not be
generalizable to all settings. Second, there is the
possibility of measurement error. For example,
without data on facility availability of oxytocin, the
Global Health: Science and Practice 2015 | Volume 3 | Number 2

bedside availability variable represents both availability within the hospital and preparation at bedside. To explore the impact of possible measurement
error in the independent variable, we dropped all
births that occurred during time periods when
bedside availability was at or below 10% for 3 days
or longer—as a surrogate indicator of possible stockouts—and reran the analyses. This restriction did not
change the main results (likelihood of use within
1 minute of 3.45 [95% CI = 1.75, 6.81] when
available at bedside in the fully adjusted model).
Additionally, there were 3 women in the original
dataset who had never received oxytocin postpartum; they were excluded from this analysis, but the
near-universal administration of oxytocin at some
point postpartum suggests that oxytocin was in
stock at the facility at the time of all births studied
here. Third, there is the possibility of omitted variable
bias; however, the results were robust to the
inclusion of covariates that represent risk factors
for complications (which could theoretically be
associated with need for medical care postpartum:
maternal age, parity, and labor duration), although
we cannot eliminate the possibility of confounding
by unobserved variables. Lastly, this analysis did not
assess health outcomes—so while we found that
time to oxytocin administration was shorter when
oxytocin was available and ready for administration
at the bedside than when it was not, it was
impossible to assess whether such improvements
in practice could be expected to result in fewer cases
of PPH and lower mortality.

www.ghspjournal.org

Deliveries in which
oxytocin was
available at
bedside received
oxytocin, on
average, about 3
minutes sooner
than when there
was no bedside
oxytocin.

Adding
operational
recommendations
to ensure bedside
availability of
oxytocin at
delivery may help
prevent
postpartum
hemorrhage.

CONCLUSION
Adherence to global recommendations on preventing PPH through rapid administration of oxytocin
was much higher when oxytocin was prepared and
at bedside prior to delivery than when it was not.
During the busy immediate postpartum period,
under-resourced health systems with overtaxed
health workers may have the additional need for
such advance planning to enable rapid postpartum
oxytocin administration—which also may have spillover effects to newborns, particularly those with
urgent postpartum care needs. In resource-limited
settings where a single health care worker must care
for both mother and infant, advance preparation of
oxytocin can facilitate rapid administration and thus
avoid interfering with a health worker’s ability to
promptly address the needs of the infant. Simple
interventions, such as advance preparation of
oxytocin and other essential birth supplies before
delivery, are a core component of the SCC, and
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a study is underway to determine the impact of
these and other critical components of care on
maternal and neonatal morbidity and mortality.
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FIELD ACTION REPORT

Successful mLearning Pilot in Senegal: Delivering Family
Planning Refresher Training Using Interactive Voice
Response and SMS
Abdoulaye Diedhiou,a Kate E Gilroy,b Carie Muntifering Cox,c Luke Duncan,b
Djimadoum Koumtingue,a Sara Pacqué-Margolis,d Alfredo Fort,b Dykki Settle,b
Rebecca Baileyb

Health workers’ knowledge of contraceptive side effects increased substantially after the refresher
training. The mobile phone approach was convenient and flexible and did not disrupt routine service
delivery. Clear limitations of the medium are participants can’t practice clinical skills or have interactive
discussions. Also, some participants had trouble with network reception.

ABSTRACT
Background: In-service training of health workers plays a pivotal role in improving service quality. However, it is often
expensive and requires providers to leave their posts. We developed and assessed a prototype mLearning system that
used interactive voice response (IVR) and text messaging on simple mobile phones to provide in-service training without
interrupting health services. IVR allows trainees to respond to audio recordings using their telephone keypad.
Methods: In 2013, the CapacityPlus project tested the mobile delivery of an 8-week refresher training course on
management of contraceptive side effects and misconceptions to 20 public-sector nurses and midwives working in
Mékhé and Tivaouane districts in the Thiès region of Senegal. The course used a spaced-education approach in which
questions and detailed explanations are spaced and repeated over time. We assessed the feasibility through the system’s
administrative data, examined participants’ experiences using an endline survey, and employed a pre- and post-test
survey to assess changes in provider knowledge.
Results: All participants completed the course within 9 weeks. The majority of participant prompts to interact with the
mobile course were made outside normal working hours (median time, 5:16 pm); average call duration was about
13 minutes. Participants reported positive experiences: 60% liked the ability to determine the pace of the course and
55% liked the convenience. The largest criticism (35% of participants) was poor network reception, and 30% reported
dropped IVR calls. Most (90%) participants thought they learned the same or more compared with a conventional course.
Knowledge of contraceptive side effects increased significantly, from an average of 12.6/20 questions correct before
training to 16.0/20 after, and remained significantly higher 10 months after the end of training than at baseline, at
14.8/20, without any further reinforcement.
Conclusions: The mLearning system proved appropriate, feasible, and acceptable to trainees, and it was associated
with sustained knowledge gains. IVR mLearning has potential to improve quality of care without disrupting routine
service delivery. Monitoring and evaluation of larger-scale implementation could provide evidence of system
effectiveness at scale.

BACKGROUND
a
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IntraHealth International, CapacityPlus project, Washington, DC, USA.
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University Research Company, LLC, Bethesda, MD, USA.
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trengthening training programs for health workers
is pivotal to increasing the number of qualified
providers and improving service quality. In-service
training reinforces and updates health care providers’
knowledge but is often expensive and requires providers to leave their posts.1
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In-service training
reinforces and
updates providers’
knowledge but is
often expensive
and disrupts
services.

The global health field increasingly recognizes
the need to expand continuing education of
health professionals beyond the classroom setting.1,2 Spaced education is an approach to
distance learning in which content is spaced out
and repeated over time in the form of multiple
choice questions and detailed explanations. The
presentation and repetition of information over
time (spacing) and the testing effects inherent in
this approach have been found to increase
retention of clinical knowledge3–5 and skills.6,7
The spacedHealth care programs and providers increasingly
use mobile phones and devices to deliver health
education
information, collect information, diagnose disease,
approach, in
and improve adherence to clinical protocols,8–11 as
which course
content is spaced well as to improve health worker performance
12
out and repeated through the provision of information and training.
These types of mHealth applications can provide and
over time, has
expand distance education opportunities in rural
been found to
and remote settings, where health workers have less
increase
access to computers than their urban counterparts
knowledge
or may have less connectivity to the Internet yet
retention.
have mobile phone connectivity.12 However, many
current mHealth applications to train health workers
require smart phones or digital tablets and Internet
connectivity,12–15 which is typically more expensive.
Likewise, many mHealth applications use Short
Message Service (SMS) text systems to provide
training, guidance, and updates,16–18 but messages
must be kept simple due to the limited number of
characters that can be sent.
With interactive
Interactive voice response (IVR) is a technology that uses any type of phone to deliver
voice response
information via audio recordings and that allows
technology,
users to provide feedback through their telephone
information can
keypad by pressing a number key. Companies
be delivered to
any type of phone frequently use IVR to respond to customer service
requests and questions in an automated way. The
via audio
IVR technology has also been used in medicine for
recordings.
many years in highly industrialized countries.19–21
Health programs are increasingly using IVR in
developing countries to reach and educate populations that have high penetration of mobile phone
ownership but low levels of literacy and Internet
connectivity.22–25 Using IVR systems to provide
training and support to health workers is less
common. One substantive example, however, is
the Mobile Academy, implemented by BBC Media
Action as part of the Ananya project in Bihar,
India, which has used IVR technology to deliver
training on maternal and child health to more
than 27,000 remote community health workers.26
In response to calls to explore and assess
more effective ways to deliver in-service training1
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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and support family planning health workers with
mHealth applications,27 the CapacityPlus project,
funded by the US Agency for International
Development (USAID), developed, deployed,
and assessed a prototype mLearning system,
using a combination of simple IVR and SMS, to
deliver refresher training on management of
contraceptive side effects and misconceptions to
health workers in Senegal.

MLEARNING PILOT DESCRIPTION
Participant Selection
Senegal’s contraceptive prevalence rate for modern
methods remains low, at just over 16% in 2012–
2013, and about one-third of married women have
an unmet need for contraception,28 despite significant efforts to improve access to and demand for
contraception. Through the Maternal, Neonatal,
and Child Health/Family Planning/Malaria Project
(2006–2011), funded by USAID, IntraHealth International trained providers in family planning
counseling and provision of contraceptives, encouraged facilities to integrate mother-and-child health
services with other reproductive health services,
and engaged and educated communities through
public campaigns.
To test the feasibility of using a simple mobile
technology to deliver refresher family planning
training to providers, we coordinated with the
Senegal Ministry of Health to purposively select
20 nurses and midwives working in public health
facilities in Mékhé and Tivaouane districts in
Thiès region.
Three criteria guided the selection of providers:


Informed consent to participate in the pilot
project



Participation in the initial family planning
training course conducted by IntraHealth
International in 2008/2009



Possession of a simple mobile phone for the
training course

We limited the sample size of participating
providers due to financial considerations and to
facilitate rapid resolution of any unforeseen
technical and logistical issues in the field associated with the first-time application of the IVR
mLearning training system.

Course Content
We designed a refresher training course that covered
the management of contraceptive side effects and
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BOX. Sample Refresher Training Course Content: Management of Contraceptive Side
Effects and Misconceptions
QUESTION
Which of the following statements on side effects is important to tell a woman who has decided to have
an IUD inserted?
1. She can expect to have heavy bleeding and severe abdominal pain during the first week after
insertion, and ibuprofen can be taken to alleviate the discomfort.
2. She can expect to have severe headaches, especially in the first few days after insertion, and
aspirin can be taken to alleviate the pain.
3. She can expect some cramping and mild pain, especially in the first few days after insertion, and
ibuprofen can be taken to alleviate the discomfort. [Correct answer.]
4. She can expect to have fever, chills, and unusual vaginal discharge during the first week after
insertion. This is normal and will go away with time.

DETAILED EXPLANATION*
Cramping and mild pain are common side effects experienced during the first few days after
insertion by women who have an IUD. Heavy bleeding, severe abdominal pain, severe
headaches, fever, chills, and unusual vaginal discharge are NOT common side effects and may in
fact be signs of complications that require medical attention.
If a woman has an IUD inserted, reassure her that cramping and mild pain are common, especially in
the first few days after insertion. Explain to her that cramping and mild pain are also common in the first
3 to 6 months, particularly during menses. These are not harmful and usually decrease over time.
To alleviate discomfort from cramping and mild pain, suggest that the woman take 200 to 400
milligrams of ibuprofen or take another pain killer. Do NOT offer her aspirin. Women who have
an IUD often experience heavier menstrual bleeding and should not take aspirin, because it
inhibits clotting and thus can increase bleeding.
If cramping continues or occurs outside of menstruation, evaluate for underlying health conditions, treat
and/or refer the woman for treatment. If no underlying condition is found but cramping continues and
client finds it unacceptable, discuss removing the IUD with the woman and switching methods. Discuss
alternative methods with the woman.
*Learner hears this detailed explanation after selecting a correct or incorrect answer.

misconceptions, based on initial training and in
direct alignment with the Senegal family planning
national training curriculum and protocol as well as
international guidelines.29–31 The course content
covered general contraceptive side effects and
misconceptions as well as specific content related
to intrauterine devices (IUDs), implants, oral contraceptive pills, emergency contraceptive pills, condoms, and the lactational amenorrhea method
(LAM). Stakeholders in Senegal, including a representative from the Ministry of Health, reviewed
and approved the training course. The course
content was delivered using the spaced-education
Global Health: Science and Practice 2015 | Volume 3 | Number 2

approach,5,32,33 with 17 multiple choice questions
and 3 true/false questions along with accompanying
detailed explanations spaced and repeated over
time. The Box presents an example of a training
question and explanation. (See supplementary
materials for the full training course packet in both
English and French.) The audio questions and
explanations were recorded in French by a health
professional from Dakar, Senegal.

IVR mLearning Processes
We provided a 3-hour orientation for mLearning
participants at the regional medical office in
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FIGURE 1. Overview of Interactive Voice Response mLearning Training System

Thiès, Senegal. Figure 1 explains the IVR mLearning processes and the accompanying technology.
We set up the participants’ personal mobile phone
Participants
numbers in the mLearning system before starting
the course. The system sent a daily prompt via SMS
texted the
mLearning system text to participants’ phones asking if they were
available and ready to engage with the course
when they were
content. When the participants were ready, even if
ready to engage
it was hours later, they texted the mLearning
with course
system, and the system immediately called with the
content, and the
recorded voice questions and explanations. The
system
participants selected the answer to each question
immediately
using their telephone keypad and heard the
called with the
detailed explanation whether they selected the
recorded voice
correct or incorrect answer.
questions and
Participants could opt to answer between
explanations.
0 to 4 questions a day based on their preference
Global Health: Science and Practice 2015 | Volume 3 | Number 2

and availability, and they could send SMS texts to
the system and receive calls at any point during
the day as long as they had not already answered
4 questions that day. This feature was included in
case participants wanted to access the questions
earlier than the predetermined prompt time, had
issues with a call, had to hang up for other
reasons, or wanted to answer additional questions. Participants received a text when they
reached their daily limit of questions.
After participants answered all 20 questions
once, they received the same questions and
explanations a second time. Once the participants
answered a question correctly twice, the question
was retired and not asked again. Every day during
the second round, participants received questions
they answered incorrectly until they answered
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FIGURE 2. Interactive Voice Response mLearning System Infrastructure

every question correctly twice, at which point the
questions were retired. Participants successfully
completed the course when all questions had
been retired. After completion of the course,
participants received a printed copy of the course
content for future reference (see supplementary
materials).

IVR mLearning Training System
Technologies
Figure 2 shows the basic hardware and software
infrastructure used in the IVR mLearning system.
The system ran on an Ubuntu server and 2 GSM
modems. We developed a set of custom scripts
(‘‘middleware’’) to manage interactions between
open source IVR software tools and learning
solutions. FreeSWITCH—an open source telephony
platform—handled the voice interactions via one
modem and Gammu software interfaced with the
other modem to administer the SMS texting.
Moodle, the predominant open source eLearning
Global Health: Science and Practice 2015 | Volume 3 | Number 2

system, managed the quiz interactions. We prioritized using open source technologies because of
their low cost and ability for local adaptations.
The system logged all the texts that were
sent and received and monitored what questions were asked and answered during each call
on a daily basis. The project coordinator
monitored the IVR mLearning system and
contacted any participants who had not
accessed the training system in over a week to
determine if they were experiencing problems
with the system. Identified problems were
resolved as quickly as possible.
The project enrolled the IVR mLearning
system and participants in a 2-month ‘‘friends
& family’’ contract with a Senegalese telecommunications provider at a cost of approximately
US$20 per participant per month. The contract
allowed participants to send and receive text
messages to the IVR mLearning system at no
charge and the IVR system to make unlimited
calls to participants.
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ASSESSMENT METHODS
Design and Data Collection
To assess feasibility, we monitored implementation of the IVR training using administrative data
from the mLearning system, such as the number
of text messages sent and the duration and time
of each IVR call. In addition, trained data
collectors visited participants at their health posts
within 5 weeks of course completion to adminThe majority of
ister a survey about participants’ opinions
participants
and experiences. Finally, we used a pre/postcompleted the
intervention study design with no comparison
group to assess changes in participant knowledge
mobile training
during the initial pilot. The written pre- and postcourse within
test consisted of 20 multiple choice and true/false
5 weeks.
questions. Participants completed the pre-test at
orientation (February 2013) and the post-test
both during the post-training survey (April 2013)
and during a supervision visit 10 months after
30% of
completing the IVR training course (February
participants
2014). Participants did not receive any additional
reported dropped training, supervision, or mentoring in management of contraceptive side effects or misconcepIVR calls, often
tions during the IVR training course or within 10
due to poor
months after the course.
network
reception.

Data Entry and Analysis

Most calls were
made outside
normal working
hours.

We calculated trends and patterns in participant
and system activity using Microsoft Excel and
Stata 13. The opinions and experiences of providers
were expressed as proportions. We used McNemar’s
exact chi-square statistic for paired binomial outcomes with small sample sizes34,35 to determine
any significant changes in correct answers to
individual knowledge questions between the preand post-test. To assess the significance of change
in the overall knowledge scores (out of 20 questions) on the pre-test and post-test, we used the
Wilcoxon signed rank test, a non-parametric test.34

Research Ethics
The protocol was reviewed and approved by the
national review board for research ethics in
Senegal (Comité National d’Ethique Pour la Recherche
en Santé). All participants provided voluntary and
informed consent.

RESULTS
Participant Characteristics
The sample was almost evenly split between men
and women (Table 1). Participants were midwives,
nurses, nursing assistants, and health agents, the
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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majority of whom (90%) worked in health posts.
Most (65%) were from rural areas, and the majority
(75%) reported provision of family planning services multiple times a day. All participants used
their own mobile phone to access the course, and
all had previously used their mobile phones for
other work-related activities.

Feasibility of Implementation
All participants completed the course. The majority completed it within 5 weeks while 1 participant required 9 weeks. Administrative data
indicate that throughout the course the system
sent 620 prompt texts, and participating health
workers texted the system a total of 640 times to
prompt a call. The system made 619 calls using
IVR, although only 496 (80%) of these calls
resulted in administration of the spaced-education
questions to participants.
Some participants (30%) reported dropped
IVR calls, often due to do poor network reception
(Table 2).
Three-quarters of participants reported receipt of
a daily text prompt, and 90% always or frequently
received a return IVR call after accepting the prompt
(Table 2). According to administrative data, the
system called participants, on average, within less
than 10 seconds of receiving a participant’s prompt
for call. During the first week, we experienced issues
with the telephone network contract that affected
system functioning, but these problems were
quickly resolved. All participants reported the IVR
audio recording was easy to understand.
The most common time of day for calls was in
the late afternoon and evenings (median time,
5:16 pm) (Figure 3). Although all but 4 participants initially requested not to be contacted by
the system after 8:00 pm, approximately onethird of the IVR calls were initiated by participants (through SMS text) after 8:00 pm. The
majority of IVR calls were prompted and received
outside normal working hours.
On average, participants attempted to answer
2 questions per day. The average call time was
12 minutes and 52 seconds. One call in the
second week of the course was logged as lasting
2 hours and 50 minutes; we excluded this from
our analyses because we believe it may have been
an error in the system.

Acceptability
Participants reported very positive experiences with
using their mobile phones for training (Table 3).
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TABLE 1. Characteristics of mLearning Participants, Senegal 2013 (N = 20)
Characteristic

No. (%)

Diploma/post
Midwife

7 (35)

Nurse

6 (30)

Nursing assistant

5 (25)

Health agent

2 (10)

Age group, years
30–34

9 (45)

35–44

5 (25)

45–56

6 (30)

Sex
Male

11 (55)

Female

9 (45)

Type of facility
Health post

18 (90)

District hospital

2 (10)

Facility location
Urban

7 (35)

Rural

13 (65)

Frequency of provision of family planning servicesa
Multiple times a day

15 (75)

Once a day

3 (15)

Once a week

2 (10)

Contraceptive method most often requested by clientsa
Injectable contraceptives

17 (85)

Contraceptive pills
Personal mobile phone used for the course

3 (15)
b

Previously used mobile phone for any work-related activity

20 (100)
20 (100)

Referred a patient

16 (80)

Requested stock

13 (65)

Received work-related information/guidance

11 (55)

Submitted data to the Ministry of Health or other stakeholders

7 (35)

Scheduled work hours

4 (20)

Training

2 (10)

Other

5 (25)

a

As reported by provider.
Four participants shared their phone with someone else, although only one reported that it made it difficult at times to
complete the course.
b

Global Health: Science and Practice 2015 | Volume 3 | Number 2
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TABLE 2. Participants’ Reported Experiences With Receipt of IVR mLearning System Calls, Senegal
2013 (N = 20)
Experiences

No. (%)

Received text message prompt from the system every day

15 (75)

Frequency of receiving IVR call after texting the system as ready
Always (100% of the time)

13 (65)

Frequently (75% of the time)

5 (25)

Sometimes (50% of the time)

2 (10)

Average time to receiving IVR call after texting the system
Less than 15 minutes

16 (80)

Between 15 and 30 minutes

4 (20)

More than 30 minutes

0 (0)

Frequency of dropped IVR calls
Never

14 (70)

Infrequently (1–4 times)

4 (20)

Sometimes (5–9 times)

2 (10)

Ability to receive training questions
Always able to receive

9 (45)
a

Infrequently unable to receive (1–4 times)

8 (40)

a

3 (15)

Sometimes unable to receive (5–9 times)

IVR voice recording was easy to understand

20 (100)

a

Reasons for infrequently or sometimes not receiving training questions (number of respondents): poor reception (5); no call
from system (4); issues with phone number, airtime, or phone charge (3); and inability to hear audio (1).

The large majority (90%) noted that using the phone
for the course was easy or very easy and that they
learned the same or more compared with an inperson course. Participants expressed appreciation
for the ability to determine the pace of the course
(60%), convenience (55%), and flexibility to access
the course anywhere (40%) (Figure 4). The largest
Participants liked criticism was poor mobile network reception (35%).
that they could set Some participants also noted that the mobile
medium did not allow for practical exercises or
their own pace
demonstrations (20%) or interaction with other
and access the
participants (15%). Most participants agreed or
mobile course
strongly agreed that the course contained new
anywhere.
information that they had not learned before
(80%) and that the refresher training was pertinent
to their jobs (80%) (Figure 5). A large majority
strongly agreed that the course improved their
Global Health: Science and Practice 2015 | Volume 3 | Number 2

knowledge on the subject (85%) and helped them
provide better services to their clients (80%).
Table 4 presents participants’ preferences for
delivery of training using the mLearning system.
Most participants stated they preferred to receive
prompt texts once a day (65%), the ability to answer
up to 4 questions a day (65%), and the requirement
of 2 correct responses before a question is retired
(60%), which was how the course was delivered in
this pilot application of the IVR mLearning system.
Notably, 45% of participants stated that 20 questions
in the course were too few, 45% thought the
explanations provided too much information, and
55% noted that the 8-week duration for the course
was too long. In an open-ended question for any
recommendations, participants most often recommended the extension of the system to other health
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FIGURE 3. Timing of Interactive Voice Response Calls Throughout Duration of the mLearning Training Course, Senegal
2013 (N = 619 Calls)

topics (8 recommendations) and the expansion of
the family planning course to other health workers
(7 recommendations).

Provider Knowledge
The number of times participants answered the
training questions correctly varied by topic (data not
shown). For example, all participants correctly
answered a question about the side effects of pills
on both attempts, while incorrect answers were
more common for side effects of IUDs and implants.
Overall, participants scored relatively well on the
pre-test before the training, answering, on average,
12.6 questions about contraceptive side effects and
misconceptions correctly out of 20 (Figure 6). After
the training, the average score increased significantly
to 16.0 correct questions. There was a slight decline
in average knowledge scores 10 months after the
post-test (to 14.8), but the knowledge level was still
significantly higher than before the training.
Global Health: Science and Practice 2015 | Volume 3 | Number 2

Between pre-test and the first post-test, significantly
more participants answered correctly the questions
on side effects of condoms, emergency contraceptive
pills, and injectables, as well identifying misconceptions about LAM (results not displayed).

Knowledge scores
increased
significantly after
the mobile
training.

DISCUSSION
An innovative mLearning system that delivers
refresher training via simple mobile phones using
IVR and SMS text was appropriate, feasible to
implement, acceptable to health workers, and
associated with gains in knowledge in the shortterm and 10 months after the training. The IVR
mLearning system using the spaced-education
approach holds great promise to train health
workers across health disciplines using simple
mobile phones in areas that do not have good
Internet connection. As with other mHealth
initiatives, the reliability of cellular networks in
remote areas remains a challenge.

mLearning
systems using
interactive voice
response hold
potential as a
health worker
training solution,
particularly in
low-resource
settings without
good Internet
connection.
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TABLE 3. Participants’ Opinions About Using Mobile Phones for Training, Senegal 2013 (N = 20)
No. (%)
Overall experience
Very good

13 (65)

Good

7 (35)

Neutral/bad/very bad

0 (0)

Ease of using a mobile phone to complete training course
Very easy

8 (40)

Easy

10 (50)

Difficult

2 (10)

Amount of learning on mobile phone vs. in-person course
Learned more
Learned the same

6 (30)

Learned less

2 (10)

Would like to take another course on mobile phone
Participants
prompted most
IVR calls outside of
normal working
hours, suggesting
little or no
disruption to
service delivery.

12 (60)

Participants prompted the majority of IVR
calls during non-regular working hours and the
average call time was about 13 minutes,
suggesting that the IVR mLearning system
training did not disrupt the health workers’
service delivery. In comparison, a conventional
in-service training workshop would require
trainees to leave their posts for a number of
days. Participants in this mLearning pilot did
have to leave their site of service for the half-day
orientation. However, participants noted that
the orientation prepared them well for the
course, and previous experiences in mHealth
initiatives have highlighted the importance of
good orientation for participants.16
Participants highly appreciated the convenience
of the system—the ability to determine when and
where to access the training and the pace of
completing the course. The IVR mLearning system
included some interaction and question repetition—training characteristics that previous studies
have found to be effective in self-directed learning,
because participants can learn at their own pace
and access the information when convenient.1

Challenges and Considerations
One of the inherent purposes in our pilot
deployment of the IVR mLearning system was
Global Health: Science and Practice 2015 | Volume 3 | Number 2

20 (100)

to identify issues and challenges requiring
improvements before any implementation on a
larger scale.
Network Contracts
During the first week of implementation, we
experienced challenges related to the contract
with the telephone network and loading of
credit on the mobile phones for airtime, issues
similar to those found in other pilot studies of
mHealth applications.16 We were able to resolve
these issues relatively quickly, and a local
coordinator facilitated resolution of other issues
with the network carrier and participants over
the duration of the course. However, future
applications should allow sufficient time to test
airtime and contract mechanisms to avoid any
issues with the network carrier during course
delivery.
Cellular Network Coverage
A challenge in our pilot study, as with other similar
mHealth initiatives, was the variability of the
cellular network. About one-third of participants
experienced problems with the cellular network,
although all were able to complete the course
within the allotted 8 weeks except for 1 participant
who took 9 weeks. Future applications might assess
network coverage in advance and recommend that
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FIGURE 4. Participants’ Reported Likes and Dislikesa About Using Mobile Phones in the mLearning Training Course,
Senegal 2013 (N = 20)

Abbreviation: IVR, interactive voice response.
a
Participants could provide multiple responses for likes and dislikes. No participants responded that the mobile course was difficult to use or too long to
complete.

Global Health: Science and Practice 2015 | Volume 3 | Number 2
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FIGURE 5. Participants’ Ratings of the mLearning Training Course Content, Senegal 2013 (N = 20)a

a

Number shown on bars represents the number of participants providing that rating. No participants ‘‘strongly disagreed’’ with any of these statements.

health workers with limited coverage at their posts
access the mLearning system when traveling to
areas with better network reception. Additionally,
working with multiple network providers, particularly in private-public partnerships, might ensure
more reliable cellular reception.
Adaptations to the Operating System
FreeSWITCH, the platform that handled the voice
interactions, encountered some issues with
accessing multiple voice lines at the same time.
This issue may be resolved through incorporation
of a server/modem combination to handle individual calls, with one system managing all the
interfaces to determine the timing of calls. This
set-up would also facilitate the expansion of the
system with new telephone lines. In this pilot
application, participants found using a text to
prompt an IVR call feasible and convenient.
Future adaptations of the system for less
literate learners might allow participants to
prompt an IVR call with a simple call to the
Global Health: Science and Practice 2015 | Volume 3 | Number 2

system, similar to the Mobile Academy system
in Bihar, India.26 In addition, during the pilot,
1 participant was not aware that he had not
completed the course. Future implementation
should incorporate a progress report feature to
text participants their daily or weekly progression in the course, as well as a planned phone
call from the course coordinator to supervise
progress and provide participants the opportunity to ask questions.
Course Duration and Content
We found that it was feasible to deliver the
spaced-education course within about 8 weeks.
More than half of the participants noted that the
overall course duration was too long, although
other participants took the full 8 weeks to
complete the course of 20 questions. Almost half
of the participants would have also preferred to
have more questions included in the course,
especially if the overall course duration remained
at 8 weeks. The spaced-education approach relies
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TABLE 4. Participants’ Preferences for IVR mLearning System, Senegal 2013 (N = 20)
Preferences

No. (%)

Preferred frequency of prompt texts
More than once a day

6 (30)

n

Once a day

13 (65)

Every 2–3 days

1 (5)

20 questions included in the course was:
Too many

1 (5)

Right amount

10 (50)

Too few

9 (45)

Preferred maximum number of questions to answer per day
1–2
3–4

3 (15)
n

13 (65)

5–9

4 (20)

Preferred number of times question must be answered correctly before being retired
More than 2 times

6 (30)

n

12 (60)

Only once

2 (10)

Two times

Amount of information in the explanations was:
Too much

9 (45)

Right amount

11 (55)

Too little

0 (0)

Course duration of 8 weeks was:
Too long

n

11 (55)

Right amount

9 (45)

Too short

0 (0)

Asterisked items indicate the frequency or amount used in the pilot mLearning course.

on delivering material over time to increase
learning and retention of the content; thus,
substantially shortening the course may not
result in the same improvements in knowledge.
Although the contraceptive side effects and
misconceptions course may not require changes
to the duration, the IVR mLearning system can
and should be adapted for different content and
audiences, with shorter or longer course duration
and more or fewer questions depending on the
training content and needs and preferences of the
Global Health: Science and Practice 2015 | Volume 3 | Number 2

learners. Future implementation of the IVR
mLearning system could compare learning outcomes when the same course is given over Refresher training
different periods of time.
through mobile
IVR mLearning Within Broader Training Needs
Although our results are encouraging, refresher
training through mobile phones should complement—not replace—different approaches within
an in-service training strategy and broader health
systems support for health workers. Training

phones should
complement, not
replace, other inservice training
approaches.
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FIGURE 6. Average Number of Questionsa Answered Correctly Before (March 2013) and After (April 2013 and
February 2014) the mLearning Training Course, Senegal 2013 (N=20)

a

Total of 20 questions related to contraceptive side effects and misconceptions. Statistical significance (P values) calculated using Wilcoxon signed-rank
test comparing each post-test to the pre-test.

mLearning could
be well suited to
meet emerging
health training
needs requiring
rapid
dissemination of
information, such
as Ebola
prevention and
management.

delivered on simple mobile phones does not
permit trainees to interact with the instructor
and other participants, perform clinical practice/
simulation, or view didactic images such as
diagrams, photos, and graphs. Some participants
disliked the lack of exercises or demonstrations
and the inability to ask questions and interact
with other participants. A few participants also
suggested more contact with the system and
course coordinator, as well as inclusion of written
reference materials. Provision of supplementary
written materials and incorporation of clinical
exercises and/or interactive methods are essential
for teaching and learning certain topics,
and simple mobile technology may not be
appropriate for certain pedagogic objectives.
However, hands-on training and use of images
are not necessary for all topics. For example,
updates on regulations and guidelines for family
planning or other health services could be
communicated to health workers via a mobile
phone, thereby ensuring standardization and
quality assurance in communication on the topic.
The mLearning system could also be well suited
to meet emerging needs, such as Ebola prevention and management, requiring rapid dissemination of information to diffusely distributed
health workers.

Global Health: Science and Practice 2015 | Volume 3 | Number 2

Costs
The largest cost associated with this pilot
application was the technical assistance required
to develop and install the IVR mlearning system
(about US$42,000 for only the direct cost
estimates; no overhead included). Other substantial costs included: (1) developing and revising
the training content (about US$12,000); (2)
orientation for participants on how to use the
system (about US$1,000); and (3) coordination
with participants and troubleshooting the system
during the 8 weeks of the course (about
US$2,000). Each participant received approximately US$20 per month in mobile telephone
airtime, which enrolled them in a ‘‘friends &
family’’ contract, enabling them to text the
system and to send and receive unlimited free
calls from and to the system. At the time, this
type of contract was the most economical option
for a system requiring considerable airtime to
deliver IVR calls.
We anticipate that costs could be reduced in
future, larger-scale applications. The system
and software has now been developed, and
costs of curriculum development could be
reduced by using the same content or adapting
standard training modules or policies, procedures, and norms. Orientation could take place
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during routine meetings of health staff and
would be unnecessary if participants took a
second course using the same system. The cost
of telephone air time must be reduced in largerscale applications. Similar to Mobile Academy
in India,26 a toll-free number could be established, rather than establishing contracts for all
participants. Also, many countries are moving
toward cellular networks that allow health
professionals to communicate with each other
for free,36 and the IVR mLearning system could
be incorporated into these networks.

Study Limitations
We deployed and assessed the IVR mLearning
system among a very limited number of selected
participants. Working with a small sample
allowed us to pilot test the IVR mLearning system
with limited financial resources and to make
changes based on participant feedback before
attempting to deliver training with the system at
a much larger scale. However, the small sample
size, lack of a control group, and lack of any
measurement on changes in health worker
practices preclude conclusions about the overall
effectiveness of the training system. Any largerscale implementation needs to be accompanied
by a rigorous evaluation that includes a comparison group and examination of health worker
practices and quality of health services as the
primary outcomes, using a comprehensive framework to document and assess the in-service
training.37 We purposively selected providers to
receive the IVR training, potentially limiting the
external validity of our findings, even within the
Senegalese context. Participants worked in both
urban and rural settings, and health workers in
rural areas did report more issues with cellular
reception during the IVR mLearning system pilot
(data not shown).

CONCLUSION
The application of an mLearning system using
IVR, SMS text messages, and simple mobile
phones to provide refresher training to health care
workers is feasible, well-liked by participants, and
associated with improved participant knowledge.
The IVR mLearning platform using the spacededucation approach has the potential to be an
effective and efficient approach to providing
refresher training and/or updates on national
Global Health: Science and Practice 2015 | Volume 3 | Number 2
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guidelines, policies, and protocols in family planning and other health service areas, and it can
conveniently deliver robust refresher training
content to remote health care workers without
requiring them to leave their posts. It could easily
be adapted and adopted to reach health workers
with low literacy, since it relies mostly only on
voice and numeric interactions, rather than
written materials. The system also has the
potential to overcome language barriers, as training messages can be recorded in any language or
dialect. The system should be scaled-up to other
geographic areas and training topics in Senegal,
with implementers giving sufficient attention and
financial resources to the system architecture,
organizational and administrative systems, as well
as training and supervision for staff to manage the
system.38 Close monitoring and rigorous evaluation of larger-scale implementation, including
considerations of costs and sustainability, can
provide robust evidence that the IVR mLearning
system is feasible and effective at scale.
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