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EDITORIAL

Will the Higher-Income Country Blueprint for COVID-19
Work in Low- and Lower Middle-Income Countries?
Stephen Hodgins,a Abdulmumin Saadb
Key Message
Strategies currently pursued in high-income and
upper middle-income countries—aimed at radically
suppressing incidence of COVID-19—may be unrealistic and counterproductive in most low- and
lower middle-income countries. Instead, strategies
need to be tailored to the setting, balancing
expected benefits, potential harms, and feasibility.

BACKGROUND

T

he Spanish Flu pandemic of 1918–1919 waxed and
waned over 2 years, evolving in the process, eventually reaching every corner of the planet and striking
down an estimated 50–100 million people.1 Disproportionately, it killed young adults. There was no vaccine and no effective treatment. In many cases, the viral
illness killed through secondary bacterial pneumonia. At
that time, antibiotics to treat these secondary infections
did not exist.
A century later, we are dealing with a different virus
that attacks in a somewhat different way. Severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2)—
the virus that causes coronavirus disease (COVID-19)—
infects the lungs directly and also causes death by
inducing a state of “cytokine storm,” disturbing coagulation, and attacking other organs. Disproportionately, it
kills the very old. The new virus appears to be similarly
infectious2 and similarly lethal3 to the Spanish Flu.
However, these are still early days and there’s much we
do not know, including how it may affect different populations in different geographies and what long-term sequelae may result.
Modelers from Imperial College London and elsewhere
have warned that, unimpeded, SARS-CoV-2 could kill millions over the next 1–2 years.4 Although it is appropriate
that we focus very seriously on impeding progress of the
pandemic, at the same time, we need to give equally serious attention to ensuring the least terrible collateral outcomes. And that will be tricky.
a
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Policy makers and public health officials around the
world are struggling to optimize their response across
multiple dimensions of complexity: to maximize benefit
and minimize collateral harm. One common denominator across settings is the virus itself. So, some of the transmission dynamics, for example, the virus’ incubation
period, are fairly stable and predictable across all
settings—both high-income and upper middle-income
countries (referred to in this article as higherincome countries [HICs]) and low- and lower middleincome countries (collectively referred to in this article
as LMICs). But many other parameters that are relevant
to finding the best solutions vary considerably across settings, so we need different strategies for different settings.

THE HIC BLUEPRINT
Phase 1: Suppression
Although the details and relative emphasis across elements
of the strategy have varied somewhat, nearly all HICs have
responded to the COVID-19 epidemic using essentially the
same paradigm, albeit with varying degrees of effectiveness.
They began with an aggressive suppression phase, aiming to
rapidly reduce the effective reproductive number (Rt)* to less
than 1. The popular media has described this more often using the less technical expression, “flattening the curve.” The
key strategic goals of this phase have been to avoid overwhelming hospitals and to buy time, which has entailed
ramping up capacity for resource-intensive critical care (notably ventilators and intensive care unit beds) to treat severe
cases, and to conduct testing, tracing, isolating of identified
cases and quarantining their close contacts to control spread.
Achieving rapid reduction of Rt to <1 has required very
substantial reduction in social contact, attained in most
instances through shelter-in-place and lockdown policies.
Across all HICs, it has been recognized that it was critical to
get in place robust provisions for test-trace-isolate.
There has been some variation by country and region.
Generally, in East Asia, there was a rapid initial response
with aggressive provisions for test-trace-isolate (including
institutional isolation and quarantine of cases and close contacts). As a result of rapid and generally pretty effective action, the cumulative incidence in these countries, to date,
*The basic reproductive number, R0, is the average number of new incident cases
arising from each infection in the absence of any control measures. The effective
reproductive number, Rt, which we focus on in this article, varies over time
depending on control measures.
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has been comparatively low. In countries in Europe
and North America, in general, the initial response
was slower (Germany being a notable exception).
There has been less appetite for out-of-home, institutional quarantine; instead, most jurisdictions in these
regions have used a strategy of population-wide
lockdown.5
During the suppression phase in some HICs,
certain socioeconomic arrangements, such as
meat-processing plants in North America and migrant worker dormitories in Singapore and the
Gulf states, have created super-spreading conditions where special efforts have subsequently
been needed to bring transmission under control.
In a number of HICs, the elderly living in nursing
homes and assisted-living facilities have been at
very high risk and have accounted for a large proportion of deaths.** Thus, these settings, too, have
more recently been given focused attention to ensure a higher level of protection from exposure.
The original strategy had to be adapted based on facts
on the ground.

Phase 2: Maintenance
Beyond the initial suppression phase, HICs are now
beginning to transition to a maintenance phase. The
goal in this second phase is to keep Rt<1 (i.e., keep
the daily count of incident cases on a downward
trend), through continued, but less restrictive,
physical distancing (more commonly described as
“social distancing”) and provision for rigorous testtrace-isolate action, quickly identifying cases and
outbreaks, and rapidly moving to contain them. The
decision about how early to relax lockdown and begin moderating physical distancing is complicated
and involves tradeoffs.
All else being equal, keeping the suppression
phase in place for longer before transitioning to
maintenance phase means reducing the levels of
ongoing transmission considerably lower. But
this level of transmission can only be achieved at
high cost due to the disruptions caused by prolonged stringent lockdowns. Mitigating collateral
harms during the suppression phase has been
enormously costly, but because these countries
have deep pockets, more or less adequate provisions for social insurance have been feasible (at
least for now).

BUT WILL THE HIC BLUEPRINT WORK
IN LMICS?
LMICs differ from HICs not just in terms of available
resources but also in having substantially younger
age distributions. Most fragile and conflict-affected

www.ghspjournal.org

or post-conflict states fall into this LMIC economic
category. The differences in resources, age structure,
stability, and state capability are relevant to determining likely benefits, harms, and feasibility associated with possible responses to COVID-19. The
challenge for decision makers is to choose feasible,
contextually-appropriate strategies, balancing expected benefits versus harms and seeking to achieve
the least terrible population outcomes.
In relation to efforts to control COVID-19 in
LMICs, let’s consider 3 questions:
1.

What is the expected benefit?

2.

What harms could arise?

3.

How feasible is the “flattening the curve”
mantra?

1. What is the Expected Benefit?
Age Structure
As we have noted, unlike the Spanish Flu, which
disproportionately ended the lives of young adults,
COVID-19 is disproportionately killing the elderly
and those with certain underlying morbidities;
therefore, its impact varies by population structure.
Around the world, there are marked differences between populations. In Canada, 17% of the population is aged ≥65 years; many European countries
have more than 20% of the population aged
≥65 years and Japan has 28% aged ≥65 years. By
contrast, most countries across South Asia and
sub-Saharan Africa have between 3% and 4.5% in
this age group (i.e., about 7-fold less as a proportion
of the whole population).
Although COVID-19 is certainly causing some
deaths among younger adults and mortality risk
increases for those in their 60s and into their 70s,
risk is especially high for the very old. In Canada, those
aged 80 years or older account for only 4% of the
population but for 70% of COVID-19 deaths.5
Using the age structures of Canada6 and Nigeria7 in
2018 and age-specific case fatality8—all else being
equal—if 70% of both countries’ populations were
infected, the expected number of deaths/100,000 in
Canada would be 1,358; in Nigeria, 265—5-fold
fewer. So, the expected mortality impact of the epidemic, unhindered, is considerably lower in most
LMICs than in HICs†; therefore, the benefit of stringent control measures like sustained lockdowns is
much less in LMICs than in HICs.
†

**Indeed, in some HICs, like Canada, preemptive efforts to decongest
acute care hospitals to accommodate an expected surge of COVID-19
cases resulted in more dangerous super-spreading conditions in many
of the long-term care facilities into which these patients were transferred
and, ultimately, in higher numbers of COVID-19 deaths than would
otherwise have occurred.
Global Health: Science and Practice 2020 | Volume 8 | Number 2

Clearly, factors other than age can contribute to risk of severe disease.
Nutritional factors and co-existence of certain other infections may increase risk in LMICs. Furthermore, for those experiencing more severe
COVID-19 infections, case fatality is likely to be higher in the absence of
quality critical care services. It may certainly turn out to be the case in
many LMICs that case fatality is higher in younger age groups than what
has been seen in East Asia, Europe, and North America.
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But There Doesn’t Seem to Be Much COVID-19 Yet
in LMICs
What should we make of the apparently low
number of cases, to date, in South Asia and subSaharan Africa? In part, we may be seeing the
lull before the storm. Compared to Europe and
North America, early in 2020, there was considerably less seeding of cases imported into most
LMICs from other countries. Many LMICs imposed lockdowns, restricted flights, and closed
borders comparatively early in the epidemic. In
some LMICs (e.g., island states, parts of subSaharan Africa), initial spread may be impeded
by less dense transportation linkages. And in
some societies, because of the structure of social
networks, spread may be slower (this may, for
example, be the case in rural West Africa).9
A large proportion of cases may have minimal
symptoms (due to age structure, and probably due
to less obesity); more severe cases are either not
getting to hospital or, if hospitalized, not recognized as cases of COVID-19. This would give an
iceberg-like scenario, with most disease activity
below the water line.
It has been speculated that temperature or
other climate-related effects may mitigate the
COVID-19 impact in the tropics, although evidence available to date10 doesn’t provide strong
support for this hypothesis. Note that the
Spanish Flu had especially crushing impact in
South Asia, which may have suffered a quarter
of all deaths (as many as 25 million, according to
Barry1). Even if seasonality turns out to be a characteristic of COVID-19 (as it is for the commonly
circulating coronaviruses), there is likely to be a
muddier, more complicated seasonal picture in
the tropics (as there is for influenza). There has
also been speculation, based on work done on
“innate immunity” and correlations at the country level, that prior exposure to BCG could confer
some protection against COVID-19, resulting in
less transmission in countries that have widely
used this vaccine.11 This may give us some reason
to hope; however, the available ecologicallygrounded evidence is weak.12
But most important, to date there has been far
less testing than in most HICs, so—to the degree
COVID-19 is already spreading—it has been largely
invisible (indeed in some countries it appears it has
been deliberately kept invisible). Based on the most
recent reported data13 available at the time this article was written all LMICs have been testing fewer
than 1 person/10,000 population per day; some
(Nigeria, notably) have been testing fewer than 1/
100,000 (in some settings, the quality of testing
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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has also been problematic). At this level of testing,
we don’t know what’s really happening with
spread of the virus.

2. What Harms Could Arise?
Counterproductive Effects on COVID-19 Spread
In most LMICs, strict lockdowns—particularly if
efforts are made to sustain them beyond a few
weeks—are likely to cause considerable harm.
Indeed, even for the avowed purpose of reducing
spread, some control measures have been counterproductive. For example, in some countries, lockdowns have resulted in chaotic, high-volume
out-migration from cities,14 as informal-sector workers try to return to their home villages, carrying the
virus with them. Similarly, hundreds of thousands of
migrant workers have recently been obliged to return
to their countries of origin—notably in South Asia—
seeding new outbreaks on their return.

Impact on the Economy and Food Systems
In almost all LMICs, the majority of the workingage population is employed in the informal sector.
Compared to HICs, most LMICs have weaker capacity and much fewer resources to draw on to
provide adequate social insurance measures to
support those whose employment is interrupted
due to control efforts. With overly aggressive control measures, half a billion people risk being
pushed into absolute poverty.15
Disruptions to food systems that impair food
production and distribution (e.g., through border
shutdowns and suspension of trade in subSaharan Africa, where many countries depend on
imports for a large proportion of their food) risk
creating mass hunger, possibly compounded in
some regions by locust infestations or drought.

Lack of Access to Education
Education of children is a key concern in all societies, but even more so for countries with young
populations, recognizing that education is a vitally
important determinant of future life opportunity.
Online education is not an option for the overwhelming majority of families in LMICs. Sustained
disruption of schooling will have serious long-term
consequences, especially for the poor. Furthermore,
given that severe COVID-19 illness is rare in children, that they appear to be less susceptible, and
available evidence that child-to-adult transmission
has played a very small role in propagating the epidemic,16 the epidemiologic rationale for keeping
schools closed is weak.

138

Context-Appropriate Approaches to COVID-19 for Low- and Middle-Income Countries

Disruption of Routine Clinical Services
In HICs, there has been a major focus on trying to
ensure adequate critical care beds for the expected
burden of severe COVID-19 cases. However, most
LMICs cannot realistically expect to provide such
care for all who could benefit from it (though
they certainly need to be making efforts to provide
some degree of care for such cases, to the extent
possible‡). Disrupting services and discouraging
people from seeking care in hospitals can be
expected to reduce timeliness of treatment for potentially life-threatening conditions like appendicitis and myocardial infarction. Indeed, in some
LMICs, there have been anecdotal reports of private hospitals refusing to admit any patients with
fever or other symptoms suspicious for COVID19. In addition to discouraging timely recourse
to hospital services for acute medical problems,
heavy control efforts risk undermining pharmaceutical supply chains and impairing access
to drugs needed by those with significant
chronic medical problems like diabetes and
hypertension.

Reductions in Use of Primary Health Care
Based on their modeling, investigators from
Imperial College London17 estimate that COVIDrelated disruption to tuberculosis and HIV services
could result in a 10% increase in HIV mortality,
mostly as a consequence of interruptions in antiretroviral treatment.14 With current annual HIV
mortality estimated at 770,000,18 that translates to
77,000 excess deaths over the coming 12 months.
The Imperial College investigators estimate that
disruption to tuberculosis services could result in a
20% increase in deaths, mostly due to reductions in
timely diagnosis and treatment of new cases. With
1.5 million19 people currently dying from tuberculosis per year, that would mean 300,000 excess
deaths over the coming year.
Routine clinical preventive services may not
seem glamorous, but when they are allowed to
lapse due to suspending outreach services or absence from post by health workers afraid of contracting the infection, this will quickly result in
increases in otherwise easily preventable deaths.
Significant disruptions to malaria services (notably distribution of insecticide-treated nets and
access to treatment services) could result in a
‡

Even if intensive care unit beds and ventilators are not available, other
elements of care can be provided to improve survival and reduce morbidity among severe, hospitalized cases. Efforts to make oxygen much
more widely available in secondary-level health facilities (health centers,
district hospitals) would certainly be helpful. And certainly, as in HICs,
efforts need to be made to improve infection prevention procedures and
practices and to ensure health worker safety.
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20% increase in malaria deaths (mainly among
children age <5 years in Africa), an excess of
80,000 over the coming year.20
From their modeling work using the Lives
Saved Tool, investigators from Johns Hopkins
Bloomberg School of Public Health21 estimate
that if there are significant enough disruptions
to maternal, newborn, and child health programs at the primary health care level in LMICs
to reduce coverage for key interventions by
40%–50%, there would be an excess of
1,157,000 child deaths and 56,700 maternal
deaths over the next 6 months (i.e., almost 4 times
as many as deaths directly caused by COVID-19
worldwide over the 6-month period from when the
epidemic began through mid-May (318,000 deaths
at time of writing). Is a death due to COVID-19 necessarily a bigger tragedy than the death of a 3-year-old
that would not otherwise have occurred (or 4 such
excess deaths, for that matter)?

Burden of Vaccine-Preventable Diseases
From 1988 to 2010, due to effective efforts in LMICs
to ensure that all pregnant women are vaccinated
against tetanus, the number of deaths per year due
to neonatal tetanus decreased by 93%, from an estimated 787,000 to 58,000.22,23 Significant reductions
in tetanus immunization of pregnant women due to
interruptions in use of routine antenatal services
would result in a corresponding rise in newborn tetanus deaths.
Polio has been on the point of eradication.
With suspension of control efforts, there is every
reason to believe it will silently spread, setting
back eradication efforts by years. In Afghanistan,
Nigeria, and Pakistan, polio vaccination campaigns have stopped.
Measles is an extremely contagious disease
which, in addition to killing through direct infection, results in the infected child having reduced
immunity for months after the initial infection
(analogous to AIDS) with a large proportion of
deaths due to secondary infections. In poor countries, measles kills 3%–6% of those it infects
(mostly infants). With major gains in measles immunization coverage, measles was, for a time,
eliminated from the Western hemisphere, but
now it’s back. In 2018, there were 140,000 deaths
attributable to measles.24 As recently as 2000, there
were close to 1 million measles-associated deaths
worldwide among young children (60% in subSaharan Africa and 30% in South Asia). In the
pre-immunization era, there were far more
measles deaths. With an extended disruption of
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immunization services, there will certainly be major measles outbreaks in LMICs. There is certainly
reason to fear hundreds of thousands of additional
measles deaths over the next 1–2 years. The greater
the disruption to routine immunization activities,
the greater the number of such deaths.
With this many lives at risk, how much disruption can we afford?

3. How Feasible is the “Flattening the Curve”
Mantra?
We have already noted much younger populations in LMICs than in HICs. There are also
marked differences in household structure and associated degree of social contact by age category.4
In LMICs, social contact rates are similar across age
groups and the majority of the elderly live in multigenerational households, typically numbering 5 or
more people. By contrast, in most HICs, average
social contact rates decline considerably from
mid-adulthood on and most of those aged 65 years
or older live either alone or as couples (although
a significant proportion of the very elderly, aged
80þ years, live in nursing homes and assistedliving facilities). This has consequences for social
mixing and the opportunity for spread to these
high-risk older people.
Related to number of household members,
there is also the issue of floor-space per person.
This varies directly with per-capita income, with
much less space per person, on average, in LMICs
than in HICs. Tighter quarters means enhanced opportunity for transmission. Of course, this is true
not only within households but also within communities. Housing density varies markedly by setting. At the extreme end of the spectrum are major
slums in LMICs; a good example is Dharavi, a slum
in Mumbai numbering 1.2 million living in an area
of 2.4 km2 (500,000 people/km2). In such settings,
we have multiple factors compounding the likelihood
of spread: within-household crowding, withinneighborhood crowding, many homes lacking direct
piped water, a large proportion of the working-age
population engaged in the informal sector, and generally weak state capability and governance.
Consider the following:


Self-isolation has been promoted in HICs for
those with either new respiratory symptoms or recent contact with a possible case. At populationwide scale in most LMICs, how feasible is this likely to be?



In all countries, efforts have been made to suspend planned mass gatherings. In countries
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with comparatively weak state capability or distrust between the State and the population, or
sensitivities about interfering with religious activities, how feasible will it be to maintain such
proscriptions?


In settings where people depend on informal
(sometimes crowded) markets to procure their
food on a daily or near-daily basis, how feasible
will it be to close them down?



How long can hard lockdowns be sustained in
settings where most people work in the informal sector?



How likely is it over the short- to mediumterm, in most LMICs, that there will be adequate capacity for robust, widespread testing,
contact tracing, and effective isolation of identified cases and their close contacts?



On the positive side, many societies in LMICs
have very robust social systems that represent
an important resource to be drawn on in response to COVID-19, although they are currently quite constrained by hard lockdowns.

It is certainly possible that Sub-Saharan Africa
and South Asia may represent less fertile ground
for the virus. At this point, we really don’t know.
But, with all of these challenges, how realistic is it
to think that Rt can be reduced to and maintained
at less than 1 in most LMICs? Even some HICs are
currently struggling to achieve reductions in new
cases (evident in some Latin American countries
at the time this article was written).

IF THE HIC BLUEPRINT ISN’T A GOOD
FIT, WHAT WOULD MAKE MORE
SENSE?
Yes, everyone is preoccupied with risk associated
with the infection, but Jones25 has challenged us
also to take into account the “risk of exaggerated
fears and misplaced priorities.” Decision makers
in LMICs need to make strategic choices prioritizing across multiple domains, taking into account
demographics and resources available, and considering: what’s feasible, what’s acceptable, and
what’s the expected net benefit/harm of the
choices being considered. As we have been arguing, the 2-phase approach pursued in HICs with
the goal of initial rapid suppression—pushing Rt
to less than 1— and then moving into a maintenance phase, keeping incidence low, is unlikely
to be feasible in most LMICs. Instead, LMICs will
need to find ways of coping with a continued rise
in incidence and minimizing overall negative
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impact. Certainly, other important issues will
need attention (notably, management of severe
cases). In most if not all LMICs, 3 key objectives
will likely be appropriate:
1.

Limit spread, short of full suppression

2.

Mitigate harms associated with control efforts

3.

Shield those at high risk (and avert deaths)
Let’s consider each of these, in turn.

1. Limit Spread
If it’s accepted that with the efforts that can feasibly be deployed on a sustained basis (i.e., for many
months) it will not be possible in most LMICs to
push Rt to less than 1 and keep it there, the number of new cases will continue to increase. This
means continued spread until the virus runs out
of susceptible hosts to jump to and further spread
spontaneously fades off—the level popularly described as “herd immunity.”
Accepting continued growth in new cases does
not mean efforts should not be made to slow the increase. Even if an Rt of less than 1 cannot be
achieved and maintained, a slower increase means
a smaller volume of severe cases at any given time
and fewer infected over the long term. Key elements of a strategy to slow spread should include:




Recommending locally-appropriate, sustainable
forms of physical distancing, including: encouraging universal mask use when in prolonged
close contact in tight, enclosed spaces, for example on buses and trains (as well as masks and
other personal protective gear for health workers); installing barriers made of plexiglass or similar material to protect workers in close contact
with customers or co-workers; shifting activities
outdoors where feasible; encouraging and supporting appropriate respiratory etiquette (covering coughs/sneezes; into inside of elbow, not
hand) and hand hygiene (improving access to water, to the extent feasible); practicing self-isolation
for those who have new respiratory symptoms.
Eliminating or at least reducing super-spreading
circumstances using feasible, locally-appropriate,
solutions including seeking to suspend mass
gatherings and decongest crowded conditions in
prisons, slums, barracks, migrant-worker dormitories, markets, and workplaces. In all informal urban settlements, there need to be emergency
planning committees formed to work out effective, feasible, and acceptable solutions.
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Instituting as robust provisions for test-traceisolate are feasible, strategically targeting available testing capacity, quarantining confirmed
cases and their close contacts, and identifying
and controlling outbreaks. In principle, there is
potential for big impact on spread if this is done
widely and well (and this is much less disruptive than population-wide lockdowns).

2. Mitigate Harms
As we have noted in the earlier discussion, with
more extreme control efforts there is every reason
to believe there will be more severe consequences
(already evident in many places). With a high proportion of the population working in the informal
sector, generally quite limited scope for social insurance support for those unable to work, and
high risks for widespread impoverishment, mitigating such harms requires less aggressive disruption of the economy. Food systems need to remain
functional. Health care, including routine clinical
preventive services, needs to be maintained with
minimal disruption, through more targeted, less
draconian approaches to physical distancing.
As in HICs, attention in LMICS also needs to be
directed toward mitigating potentially serious psychosocial consequences including anxiety or
depression, stigma, sociopolitical unrest, and violence that may arise from people’s response to the
epidemic and associated control efforts. In part,
mitigating such consequences can be achieved
through sound, strategic communication to health
workers and the general population26: having a
trusted, authoritative source of information; disseminating accurate, useful information; preemptively addressing fear and anxiety, myths, and
misinformation; and encouraging support for the
vulnerable. There needs to be honesty about the
facts: many will be infected, and this won’t be
over soon.

3. Shield Those at High Risk
Those most at risk are the elderly.§ In LMICs, most
of the elderly live in multigeneration households,
not on their own or in institutions (as is more
common in HICs). Protecting the shielded will require reducing the networks of possible transmission into the home and to the elderly members of
the household, by mobilizing members of the
household and others as shielders, who will need
§

Certainly the same principle of shielding applies also for those with
important underlying conditions like chronic heart or lung conditions,
poorly controlled diabetes, obesity, or compromised immunity, who are
also at elevated risk of severe infection.

141

Context-Appropriate Approaches to COVID-19 for Low- and Middle-Income Countries

to adopt more rigorous physical distancing practices.27 In crowded living conditions, this will be
difficult. Effective strategies need to be developed
locally.
The best protection would, of course, be an effective vaccine. It may well be that effective (and
affordable) treatments will be identified over the
coming year and beyond, in which case, their use
can also form an important part of the response.
As we wait for that moment, world leaders need
to commit that when such a vaccine is first available, priority for its distribution will be based on
need (notably the elderly and those with relevant
chronic conditions) not wealth.28

SOME FINAL WORDS
We are certainly not the first to note the problem
of uncritical mimicry of HIC solutions in response
to the COVID-19 epidemic29,30 or to suggest that
different strategies are needed in LMICs.28,31,32
But the needed new strategies are not yet much
in evidence. We call on national governments
and the international agencies and donors seeking
to support them to undertake the tough challenge
of crafting context-appropriate strategies that appropriately balance expected benefits, potential
harms, and feasibility. Such strategies are likely to
look quite different from what we’ve seen, to date,
in HICs. As frightening as this virus itself may
seem, if it commands all of our attention to the exclusion of broader considerations, misplaced priorities could result in greater harm.
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EDITORIAL

Institutionalization of Projects Into Districts in Low- and
Middle-Income Countries Needs Stewardship, Autonomy,
and Resources
Peter Waiswaa,b

.

See related article by Nanyonjo et al.

Key Messages
n

There are too many projects in developing
countries; ill health continues because most
projects fail to be institutionalized.

n

Although a district-led integrated community case
management project in Uganda had donor support, sufficient implementation led by a nongovernmental organization, and adequate human
resources, it had no national or district budget for
commodities and lacked supervision and monitoring. All these are characteristics of a failed
design for institutionalization.

n

Institutionalization requires optimal design with
stewardship, autonomy, capacity, affordability,
minimal complexity, and a system for
accountability.

D

riven by high morbidity and mortality, weak health
systems, weak governance, and poverty, many
countries in sub-Saharan Africa have a multitude of projects led by government, nongovernmental organizations, and researchers trying to fill gaps. Unfortunately,
although the rhetoric is usually to “institutionalize” the
project, many of these projects often fail in what others
call “pilotitis”1 —a situation in which projects are first
piloted but not sustained or scaled up. This is a practice
that many governments claim that they are tired of, but
business as usual still continues.
In this way, Uganda is no exception. As a result, despite proliferation of “high-impact” projects, child mortality remains high in Uganda, and the country is
unlikely to achieve the Sustainable Development Goals
related to child health. A recent United Nations report
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estimated that, despite marked progress, 74,000 children
die every year in Uganda—the majority from preventable
diseases.2 One of the main strategies that has the potential
to make significant improvements to child health in subSaharan Africa is a strong district-led integrated community case management (iCCM) implementation.3

INSTITUTIONALIZATION OF A DISTRICTLED PROJECT IN UGANDA

The article by Nanyonjo et al.4 in this issue of GHSP
reports the findings of an evaluation of their efforts to institutionalize iCCM in 9 districts of Western Uganda.
Designed by the United Nations Children’s Fund and
the World Health Organization, iCCM is a strategy that
relies on community health workers (CHWs) using simple algorithms to offer health promotion, disease prevention, and curative services for uncomplicated diarrhea,
malaria, and pneumonia. Since 2010, iCCM has been policy in Uganda, and it evolved from the Home-Based
Management of Fever program and policy. Working in
close collaboration with the Ministry of Health (MOH) in
Western Uganda, the Malaria Consortium used a health
systems strengthening approach to introduce and try to
institutionalize iCCM in the districts from 2010 to 2015.
They took institutionalization to mean that a health intervention becomes a routinely practiced and integral part of
the conventional health system—I would like to add
“without much more effort from external actors.” Their
creative evaluation used qualitative research methods in
2010 to assess for “district preparedness” for institutionalization and later in 2015 to assess the outcomes of their
efforts. A major limitation of their approach to evaluation
is that it (1) does not include any quantitative measures of
“readiness” or “institutionalization,” so it is difficult to
measure the change; and (2) does not describe in detail
any institutionalization activities or findings between
2010 and 2015.
Based on my decade-long work in districts and our
experiences with project implementation at the Makerere
University Maternal Newborn and Child Health Centre of
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Excellence (MNCH Centre)5 in Uganda, the results
of their evaluation were not surprising: failed institutionalization. After 5 years of support, the districts
were not able to maintain supply of medicines, supervision and motivation of CHWs, or maintenance of the reporting system. The authors
attributed the poor institutionalization to lack of
stewardship on how to transition from externally
supported implementation to district-led programming, conflicting guidelines on community distribution of medicines, poor community-level
accountability systems, and limited decisionmaking autonomy at the district level.
What really drives institutionalization? Similar
to the Malaria Consortium, our MNCH Centre
implemented the District Empowerment for Scaleup (CODES), an iCCM project in 16 high-burden
districts in Uganda. CODES was designed to diagnose and resolve health system bottlenecks, primarily the challenges related to the district’s
management of local health services. We found
that although CODES improved uptake of child
health interventions, the CODES approach was
difficult to sustain (forthcoming publication).
However, similar to the findings that Nanyonjo et
al. report, we found that the main barriers included
limited fiscal space constraining district managers’
ability to implement solutions identified through
CODES.6–9 In another project, the Maternal and
Newborn Scale-Up project, in Eastern Uganda, we
aimed to improve newborn care in 6 hospitals
serving 4 million people over a 5-year period. All
6 neonatal care units we started are still functional
2 years after implementation ended.10 We consider
this to be a true institutionalization. Factors that
facilitated institutionalization included: (1) strong
leadership involvement and engagement; (2) the
emergence of champions, (3) alignment to policy
and structures, (4) use of mainly local resources,
such as hospital space, no additional health
workers, commodity availability from the hospital’s own resources, and routine data systems;
(5) health workers’ and community’s demand and
perceived benefit; and (6) implementation over a
fairly long time (5 years) with full local staff and
leaders’ involvement.
Unfortunately, this was not the case with the
Malaria Consortium iCCM project. They report
that they did not find the MOH engagement adequate. Further, the CHWs (called village health
teams in Uganda) are an informal voluntary structure and are not salaried and depend on cash and
other incentives. Finally, they report that there
was no government/district budget for medicines
or supervision, and there was a concern of giving
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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medicines to community members with fears of
wastage, affordability, and development of antimicrobial resistance. In addition, the iCCM design
has additional flaws: scale-up of iCCM requires
thousands of CHWs, who receive and manage
medicines, treat people, and report regularly. In
essence, each of these iCCM CHWs is a “health
center.” Indeed, even the MOH considers them
so, and they are called “health center level 1” as
Nanyonjo et al. also report. These CHWs who
have medicines are in addition to the thousands
of other health centers that are located, on average, within 5 km of households. It is clear that
such a complex program, although desirable, is
not affordable or indeed sustainable, especially so
by districts.

ATTRIBUTES FOR SUCCESSFUL
INSTITUTIONALIZATION
From the above, in addition to what we saw in the
Maternal and Newborn Scale-Up project, here, we
learn about other important attributes for institutionalization, namely: affordability, minimal complexity, and optimal intervention design. The
World Health Organization and others recommend that if projects are to be institutionalized or
sustained, they need to be “designed with the end
in mind.” Among several presumably successful
projects that failed institutionalization in Uganda
is the Saving Mothers, Giving Life project.
Although the project reportedly reduced maternal
mortality rate by 40%, it was never sustained because it had minimal design involvement by the
MOH, was costly, and was too complex for district
health systems to absorb after the departure of
external financing and nongovernmental organization management.11 Examples of successful projects that have been institutionalized in Uganda
include immunization and the supply of critical
antimalarial drugs and family planning commodities in health facilities.
To conclude, for Uganda’s iCCM project to be
institutionalized, it must be redesigned. Such a design must include strong leadership at the center
and in the districts, more use and alignment to
existing structures and resources (nearby health
centers with their staff) except in hard-to-reach
areas, additional resources at the MOH and in
districts, more district-level decision space, and
marked accountability and involvement of community and district-level actors. In real terms, it
means nongovernmental organizations should secede their power and resources to the districts
right from the beginning and there should be a
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mechanism for ensuring capacity and accountability from the districts and the central government.
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EDITORIAL

Learning from Community Health Worker Programs, Big
and Small
Stephen Hodginsa

Key Message
n

Small, well-implemented, well-evaluated community health worker programs can provide useful
insights and inspiration.

n

Testing, learning, and adapting at progressively
larger scale can ultimately lead to national-scale
programs that achieve sustainable impact.

See related article by Nepal et al.

C

urrently, there is widespread enthusiasm for community health worker (CHW) programs. There is a
commonly held view that these programs can make important contributions to improving population-level
health outcomes, not only in areas of community-based
primary health care (CBPHC)—like maternal-child
health, family planning, nutrition, HIV, tuberculosis,
and malaria—but also in emerging high-burden health
conditions, such as hypertension and other noncommunicable diseases.1
But the global health community has gone through
repeated waves of enthusiasm and disappointment with
CHW programs in the past. The potential of such
programs—demonstrated in exemplary pilot projects—
has often failed to translate into impactful, institutionalized programs, operating at scale.
Learning not only from CHW programs but other
systems interventions points to the inadequacy of simply
developing a plan, marshaling the needed resources, and
implementing the plan. To achieve sustainable impact at
scale, those involved need to critically assess and learn
from programs done at smaller scale and then apply
those lessons, adapting their programs as they implement further.

a
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Most of the documentation and learning published
in the peer-reviewed literature on CHW programs has
been based on comparatively small programs, often
implementing narrow sets of interventions, over a relatively short period of time by local or international nongovernmental organizations or by university-based
groups, in most instances with external funding.2 As a
consequence of the filter of the peer-review process,
much of this analytic work has been done with high
levels of internal validity, but often at the cost of wider programmatic relevance (i.e., external validity). At the same
time, at least some of these documented experiences have
also been important inspirations for global and nationallevel policy makers and program developers.
A case in point is work done by Abhay and Rani
Bang—in a comparatively poorly-served, rural population in eastern Maharashtra, India, consisting mostly of
aadhivasi or “scheduled tribes”—demonstrating that
well-designed and well-supported CHW programs can
substantially reduce child and newborn mortality, even
in challenging contexts.3,4 This work served as an important impetus for work worldwide, beginning about
20 years ago, seeking to drive down newborn mortality
using community-based strategies (e.g., under the
Saving Newborn Lives projects funded by the Bill and
Melinda Gates Foundation and a series of global projects
funded by the United States Agency for International
Development).
In this issue of GHSP, we have a helpful new contribution by Nepal et al.,5 looking closely at costing of an
exemplary but comparatively small-scale program in
Achham, an economically disadvantaged district located
in the Far-Western province in Nepal. The program introduced a new, full-time, paid cadre of CHW, working
alongside the government CBPHC system. Each CHW
was responsible for a catchment population of approximately 2,000. Their primary responsibility was to make
home visits—targeting a variety of groups including
pregnant and postpartum women and households with
children aged 2 years and younger—for counseling,
screening, and referral. To support them in these tasks,
they were each issued smartphones equipped with mobile apps for documenting services delivered and supporting counseling and referral. In addition to conducting
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home visits, the CHWs also helped facilitate twicemonthly group antenatal care (ANC) meetings at
the local government health post, where they
worked together with project community health
nurses and health post staff. Besides counseling
and referral related to pregnancy, postpartum
care, family planning, and childhood illness, the
CHWs also provided counseling and referral for
adult chronic diseases.
The article by Nepal and colleagues focused on
work in 2 municipalities in Achham district (comprising a population of about 60,000), conducted
by 30 CHWs who, in turn, were supported by 8 supervisory staff. This same area has been served by
21 government health posts and 1 primary health
care center, with approximately 115 full-time
health workers and 248 female community health
volunteers. Although the project coordinated with
local health services, most of the CHW functions
were performed independently from the government CBPHC services, with the exception of the
group ANC sessions described above. In addition,
the project regularly reported its service data to
the local health facilities and district and national
government reporting systems. In other publications, the authors have documented evidence
for significant impact of the program, including
notable improvements in coverage for ANC,
institutional childbirth, and postpartum family
planning.6,7
Since this initiative began (and indeed before),
Nepal has seen a progressive increase in staffing of
government CBPHC services as well as wide testing and discussion of alternative models for
expanding delivery of services at community and
household levels; this has included a “community
auxiliary nurse-midwife” model and “community
health units” staffed by auxiliary nurse-midwives.
As with the experience addressed in the article by
Nepal et al., for both of these models, the
population-to-health worker ratio has been approximately 2,000:1. The article helps to advance
this discussion in Nepal and offers costing information that should prove useful for decision
makers at local, provincial, and national levels as
they consider funding commitments.
For those engaged in CHW work in other
country settings, the article provides a good example of a costing exercise that was both methodologically robust and useful for decision makers.
Furthermore, the program the authors describe
has a number of features worth considering elsewhere, including continuous competency-based
training and provision for close supervisory support.
This article adds to a growing body of published
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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literature, offering lessons from strong, nongovernmental organization-led CHW programs, implemented at relatively small scale but testing program
design features that are potentially relevant for
large government programs. Many of these lessons are reflected in the recent major World
Health Organization guidance document1 and
the CHW Assessment and Improvement Matrix
(CHW-AIM).8
We have considerably less documentation in
the peer-reviewed literature on what works at
scale for CHW programs. As important as large
government programs are, they are less easily
studied, and solid documentation is sparse. A
very helpful resource has recently been released
on such large national CHW programs9; this compendium includes 29 case studies drawn from
low- and middle-income countries across 3 continents. They follow a common format, helping facilitate comparisons across programs. The case studies
look at a mix of CHW types, from the more professionalized end of the spectrum to less formalized
community health volunteer programs.
Case studies of large-scale, institutionalized,
public-sector programs—providing good contextual and systems support information and summarizing available information on their role and
performance—can be particularly relevant and
useful for national-level policy makers, program
managers concerned about delivery of services to
whole populations, and partners supporting them.
The set of studies edited by Perry is offered as
an introduction to these programs; all of the cases
either have authors with firsthand familiarity with
the programs or are based on information and
insights elicited from key informants with such
experience. Certainly, there are further insights
that can be gleaned from the programs documented in these case studies. In many instances, there
would be value in more analytic work but that will
require additional primary-level data collection.
To date, relatively few national CHW programs
have been comprehensively assessed. This compendium should be seen, then, as an invitation to
dig deeper and learn more from these programs.
Important lessons can be learned from both
smaller-scale demonstration projects and from
large-scale institutionalized programs. If we are to
avoid another wave of disappointment with CHW
programs and to see strong CHW programs and
CBPHC systems operating at national scale, we
need to be looking systematically at both types of
program experience: innovating and testing new
ideas and approaches and looking critically at the
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factors determining performance as programs are
implemented at large scale.

REFERENCES
1. World Health Organization (WHO). WHO Guideline on Health
Policy and System Support to Optimize Community Health Worker
Programmes. WHO; 2018. Accessed June 9, 2020. https://apps.
who.int/iris/bitstream/handle/10665/275474/9789241550369eng.pdf
2. Black RE, Taylor CE, Arole S, et al. Comprehensive review of the evidence regarding the effectiveness of community-based primary health
care in improving maternal, neonatal and child health: 8. summary
and recommendations of the Expert Panel. J Glob Health. 2017;7
(1):010908. CrossRef. Medline
3. Bang AT, Bang RA, Sontakke PG; the SEARCH Team. Management of
childhood pneumonia by traditional birth attendants. The SEARCH
Team. Bull World Health Organ. 1994;72(6):897–905. Accessed
June 9, 2020. https://apps.who.int/iris/bitstream/handle/10665/
48645/bulletin_1994_72%286%29_897-905.pdf
4. Bang AT, Bang RA, Baitule SB, Reddy MH, Deshmukh MD. Effect of
home-based neonatal care and management of sepsis on neonatal

www.ghspjournal.org

mortality: field trial in rural India. Lancet. 1999;354(9194):1955–61.
CrossRef. Medline
5. Nepal P, Schwarz R, Citrin D, et al. Costing analysis of a pilot community health worker program in rural Nepal. Glob Health Sci Pract.
2020;8(2). CrossRef
6. Maru D, Maru S, Nirola I, et al. Accountable care reforms improve
women’s and children’s health in Nepal. Health Aff (Millwood).
2017;36(11):1965–1972. CrossRef. Medline
7. Citrin D, Thapa P, Nirola I, et al. Developing and deploying a community healthcare worker-driven, digitally-enabled integrated care
system for municipalities in rural Nepal. Healthc (Amst), 2018; 6
(3):197–204. CrossRef. Medline
8. Furth R, Crigler L, Bjerregaard D. Community Health Worker
Assessment and Improvement Matrix (CHW AIM): A Toolkit for
Improving CHW Programs and Services. Initiatives Inc. and University
Research Co.; 2013. Accessed May 27, 2020. https://chwcentral.
org/wp-content/uploads/2013/10/CHW-AIM-Toolkit_Revision_
Sept13_1.pdf
9. Perry H, ed. Health for the People: National Community Health
Programs from Afghanistan to Zimbabwe. Maternal and Child
Survival Program; 2020. Accessed May 27, 2020. https://pdf.usaid.
gov/pdf_docs/PA00WKKN.pdf

Received: June 7, 2020; Accepted: June 7, 2020
Cite this article as: Hodgins S. Learning from community health worker programs, big and small. Glob Health Sci Pract. 2020;8(2):147-149. https://
doi.org/10.9745/GHSP-D-20-00244
© Hodgins. This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International License (CC BY 4.0), 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/4.0/. When linking to this article, please use the following permanent link: https://doi.org/
10.9745/GHSP-D-20-00244

Global Health: Science and Practice 2020 | Volume 8 | Number 2

149

COMMENTARY

Beyond No Blame: Practical Challenges of Conducting
Maternal and Perinatal Death Reviews in Eastern Ethiopia
Abera Kenay Tura,a,b Sagni Girma Fage,a Alexander Mohamed Ibrahim,c Ahmed Mohamed,d
Redwan Ahmed,c Tadesse Gure,c Joost Zwart,e Thomas van den Akker,f,g on behalf of the AMAN-MAMA
investigators

Key Messages
n

Performing effective maternal death reviews as
part of the maternal death surveillance and
response program has been hindered by
challenges including poor attendance, defensive
attitudes, and blame shifting.

n

Reviews of maternal and perinatal deaths should
be based on a “no blame” principle. Emphasis
should be on learning lessons and health
professionals should feel safe to discuss the
circumstances surrounding death.

n

Meaningful reduction in maternal mortality
requires a depoliticizing paradigm shift, a
professional body to address patients’ worries,
and clear medicolegal guidance to encourage
providers to identify care deficiencies.

BACKGROUND

A

lthough knowledge on the determinants and causes
of maternal and perinatal deaths is well established
and effective strategies to decrease such deaths exist and
are in use, maternal and child mortality comprises the unfinished agenda of the Millennium Development Goals
project.1 In 2017 alone, 295,000 maternal and 2.5 million
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neonatal deaths were reported globally, 99% of them in
low- and middle- income countries and from preventable
causes.2,3 A maternal and perinatal death review is one of
the key recommended strategies to decrease maternal
and perinatal mortality by identifying cases and collecting
relevant information permitting an effective response to
prevent future deaths.4 With the overall objective of guiding actions to eliminate preventable maternal mortality,
by ensuring that every maternal death (both inside and
outside facilities) is counted to assess progress and evaluate impact of interventions, maternal death surveillance
and response (MDSR) is widely implemented in lowand middle-income countries.5
Despite its wide uptake guided by the World Health
Organization (WHO), a review by Smith et al showed
that MDSR is often inadequately institutionalized and
the shift from the existing facility maternal death
reviews to MDSR was not well addressed.6 Successfully
institutionalizing the MDSR requires having strong political commitment, adequate financial support, a strong
death identification and notification system, and an adequate legal framework, as well as realizing the “no
shame, no blame” culture. Other factors that were
reported to contribute to the MDSR’s success included
having professional societies serve as drivers of the process, professionals’ readiness to serve as member of the
committee or independent assessor, and strong support
from national ministries or international agencies like
WHO, United Nations Population Fund, or the United
Nations Children’s Fund.6
From the program’s beginning, there have been concerns that introducing the MDSR may have an adverse
effect on existing maternal death reviews and threaten
confidentiality because of its focus on creating change
by improving accountability as opposed to only stressing
local care improvements.7 Initiatives to instigate change
through increasing accountability may become a source
of blame in nonconducive or unsafe environments. In
such environments, diverting accountability to factors
out of control become the norm to avoid being blamed
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for poor outcomes.8 Such situations have been
reported in several death review practices.9–11
Successful maternal death reviews require
supportive political and policy environments, individual responsibility and ownership, a proactive
institutional ethos, and promotion of learning as a
crucial part of improving services and quality of
care.12 In contrast, fear of blame, lack of knowledge and skills, inadequate resources, missing documentations, and lack of clear guidelines comprise
barriers to conduct effective death reviews.13
Smith et al stated that successful implementation of MDSR requires building support for the
process in the lower cadres of the health system.14
However, one of the challenges in the current
MDSR implementation is its weak support at the
lower-level facilities where the review process
and identification of response are identified and
implemented.15 Lower-level facilities were found
to receive little support, and many review processes were directed toward avoiding conflicts
through deflecting responsibility for adverse outcomes to factors out of control8—thereby affecting both the conclusion and the actions to be
taken to avoid similar deaths in the future.

MATERNAL DEATH REVIEWS IN
ETHIOPIA
The practice of maternal death reviews in Ethiopia
goes back to the 1980s when Kwast et al conducted a confidential enquiry of maternal deaths
in Addis Ababa.16 Since then, only a few death
review practices17 have been reported until the
MDSR program was introduced in 2013.18
Ethiopia is one of the countries where the MDSR
was initiated to accelerate the reduction in maternal mortality as promoted in the 2013 WHO global
framework.5 Four annual reports of MDSR implementation have been produced to date.19
Over the years, similar themes have emerged
(delays in decision to seek care, delays in reaching
appropriate facility, or not receiving appropriate
care in facilities), and direct obstetric conditions
are still the predominant cause of maternal
deaths.16,17,20 Shortages of supplies and equipment continue to be reported to contribute to a
majority of the deaths. In a study from facilities in
Northern Ethiopia, only slightly more than half of
the facilities were practicing good quality death
reviews and took proper action for identified problems.15 The Ethiopian MDSR, although reported
as a success by some21 is characterized by low
coverage (captured 7.4% of expected maternal
deaths), low review (reviewed 8% of identified
Global Health: Science and Practice 2020 | Volume 8 | Number 2

deaths), and low staff participation.20 Often, factors contributing to bad outcomes (deaths or
delays) are stated to be the result of factors outside
the control of local health workers and policy
makers.8,15
In a recent qualitative study of MDSR implementation in Ethiopia, Melberg et al showed that
highly politicizing maternal deaths, as indicated
by the common slogan of “no mother should
die while giving birth” everywhere hinders the
identification, reporting, review, or assignment of
causes to maternal deaths. Health workers and
officers leading MDSRs are under so much pressure to meet the political requirement of zero maternal deaths that there is a strong incentive to
substantially underreport.8
The MDSR system functions without a national confidential enquiry to generate and recommend detailed lessons for practice and merely
collates reports that arise from the bottom up
reporting to generate annual MDSR reports.19
Thus, a safe and just national system of confidential enquiries could be of added value. Countries,
like Kenya and Malawi, that have similar MDSR
implementation challenges, including inadequately using the maternal death review process,
underreporting of maternal deaths, lack of information on the response measures taken after a
maternal death audit, and poor data quality,
implemented confidential enquiries as a backup.10,11 Confidential enquiries can improve the
challenges seen in the MDSR by: (1) creating a
pool of anonymous reviewers, who are not
reviewing their own cases unlike MDSR, which
will judge the practice against a set of standards;
(2) having delinked cases from facilities, providers, or locations to minimize introducing biases
or the fear of blame during the review process;
and (3) generating national reports and recommendations that may influence practice of care or
policy.
Given the increases in infrastructure and human capital in Ethiopia,22 improvements in the
provision of care would be expected, thereby reducing the mortality and morbidity. Improving
care should first focus on evaluating the quality of
care after clients reach the facilities (delay 3) rather than on problems in the community and en
route to the facilities.23 But, the existing practice
seems to focus on the delays in deciding to seek
care (delay 1) and delays in reaching care (delay
2), which are partly out of the control of reviewing
health staff and facility and sometimes totally outside the realm of the health system.15 Previous
reviews indicated that focusing on delay 1 and
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Successfully institutionalizing the
MDSR requires
having strong
political
commitment,
adequate
financial support,
adequate legal
framework, and a
“no shame, no
blame” culture.

Improving care
should first focus
on evaluating the
quality of care
after clients reach
the facilities.
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2 could mask effective design of implementation
by focusing more on outside factors.24,25 Such
reviews would result in generating unrealistic
recommendations as the factors are outside of
their sphere of influence.

THE PRACTICAL CHALLENGES IN
EASTERN ETHIOPIA
On paper, maternal death reviews have been conducted in Eastern Ethiopia as part of the national
MDSR program.18,20 In practice, performing effective death reviews suffered from poor attendance
and a defensive attitude among participants, looking for deficiencies in care before a woman
reached the hospital. This resulted in commonplace observations such as “lack of antenatal
care,” “lack of awareness about danger signs in
the woman,” “late referral,” or “absent prereferral
management,” which appear to transfer responsibility for bad outcomes to the woman and referring facilities.20,26,27 In addition, existing death
reviews did not include perinatal deaths yet contrary to the change of MDSR to maternal and perinatal death surveillance and response. Such
challenges of not adequately reviewing perinatal
mortality has been reported previously.15,28 Given
the high burden of maternal mortality in many
low-resource countries, effective perinatal death
review will not be within reach in a shorter time.15
Moreover, learning during the audit was hampered by political sensitivities surrounding maternal death—a desire for no maternal deaths by
political leaders and higher officials in hospitals or
health bureaus.8 No or few maternal deaths were
reported to occur in referring hospitals and health
centers, while “(near-) death on arrival” was observed to be a common problem in the majority
of the referral hospitals. At the lower-facility level,
a woman in very critical condition sometimes
appeared to be referred out immediately, sometimes without starting prereferral life-supporting
care, out of fear that she would die at that facility.
Such women will be registered by receiving facilities as “death on arrival.” These deaths will mostly
not be reviewed by the receiving hospitals’ death
review committee since they are thought to be
the result of deficient care at the community level
or at the level of referring facilities or because
available information and documentation were
insufficient for conducting a death review.
Moreover, at the lower facilities, these deaths subsequently end up being forgotten since the referring facility will not perform a death review—but
are reported as referred cases—and will mostly not
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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even learn that referred women had passed away
due to absence of appropriate feedback from
higher to lower levels of care.29
Reviews of maternal and perinatal deaths
should be based on a “no blame” principle.4,30
Emphasis should be on learning lessons, and
health professionals should feel safe to discuss the
circumstances surrounding each death.4 To improve the quality of maternal death reviews, the
averting maternal and neonatal morbidity and
mortality through obstetric audit (AMAN-MAMA)
project was started in 2018 in selected hospitals in
Eastern Ethiopia. As part of this program, 2 maternal and perinatal death review sessions were conducted, one in September 2018 and a second one
in January 2019. The sessions were well attended
by staff from all cadres from hospital management
to health center staff, as well as experienced international assessors, all participants showed great
motivation from all participants to contribute to
case assessments, and learning and self-reflection
were emphasized. During both sessions, unforeseen incidents hampered an effective audit process
and forced the authors to consider that a “no
blame” attitude during a maternal death review
now collides with daily realities in Ethiopian life.
In September 2018, on the third day of the organized sessions, an attendee—a staff member at a
neonatal care unit—did not show up to the session
because he had been blamed and jailed for a pediatric death. He was later released from custody
and charges were dropped. In addition, during
the second maternal death review meeting held
in one of the hospitals, a police officer, who was
the partner of a woman receiving care, attacked
the attending physician in the labor ward because
he did not want his wife to give her informed consent for a cesarean delivery to be performed. His
attack turned the hospital grounds into a violent
scene with groups of people attacking one another, thus the circumstances for the maternal review
session suddenly changed from ideal to impossible. These incidents illustrate how the realities in
many low- and middle- income countries, such as
lack of infrastructure to assess professional conduct and sudden interference by the public or police, may hamper feelings of safety to discuss bad
outcomes among health professionals.
In a country on its long way to become a democratic state, civil unrest, lack of a professional
body to address patients’ worries regarding quality
of health care, and absence of clear medicolegal
guidance in general31 hamper professionals to
come forward and identify care deficiencies. Such
factors comprise a threat to the advances that are
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being made in Ethiopia and many other emerging
economies at present in improving pregnancy
outcomes for their populations.32 There should
be an agreement on the best societal outcomes
and collaboration between public health and law
enforcements to improve health.33 These scenarios underline the importance of addressing medicolegal aspects of death reviews both in principle
and practice.31

THE WAY FORWARD
Although ending preventable maternal mortality
requires political priority,34 direct interference in
the health system may not accelerate progress
and may even deter the situation.8 In a country
where maternal mortality is a highly political phenomenon,8,35 meaningful reduction in maternal
mortality requires a depoliticizing paradigm shift.
Health care providers should work within a conducive environment that enables them to thoroughly evaluate the pathways to death and
generate lessons using their own perspectives,
rather than using the narrow political lens of
achieving the “no mother should die while giving
birth” slogan everywhere and every time.
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VIEWPOINT

Coping With COVID-19: Learning From Past Pandemics to
Avoid Pitfalls and Panic
Daniel T. Halperina
Key Messages
n

As we wrestle with how best to mitigate COVID19, it is imperative to concur on the likely main
drivers of transmission (notably, infection clusters
resulting from prolonged indoor respiratory exposure) in order to clearly explain risk and to
determine the most effective, realistic behavioral
and other means to reduce illness and mortality.

n

At the same time, we must avoid generating
irrational fear and maintain a broader perspective,
including assessing the possibility for substantial
unintended consequences from the response to
the pandemic.

I

UNCANNY SIMILARITIES WITH THE LAST
MAJOR PANDEMIC

n June 1981, when the first cases were reported of
what became known as AIDS, I was living in the San
Francisco Bay area. As the waves of death mounted, I
volunteered at a hospice in Oakland, California, and later conducted epidemiological research at the University
of California.
There are major differences between HIV and severe
acute respiratory syndrome coronavirus 2 (SARS-CoV2) and their resulting pandemics (AIDS and coronavirus
disease ([COVID-19]). However, I’m having déjà vu:
from the devastating number of deaths and the pervasive atmosphere of confusion, fear, and often panic.
Tragically, political leaders from Ronald Reagan to
Nelson Mandela were slow to respond to the AIDS
epidemic. All sides engaged in acrimonious ideological
warfare that often ignored the epidemiological evidence. In hindsight, health authorities also made some
decisions—especially under the pressure of needing to
act immediately—that led to suboptimal and ultimately
costly outcomes.1,2 Policies often became hardwired
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over time and difficult to walk back, even after new evidence appeared. Well-meaning but overly simplistic
messages such as, “always use a condom with anyone
or die” inadvertently created other problems.1,3,4 Earlier
openness to innovative approaches, such as male
circumcision and addressing sexual networks, could
have saved many lives, particularly in sub-Saharan
Africa.1,2,5 In subsequent years, as greater funding for research and treatment eventually poured in, a kind of
“AIDS exceptionalism” also became imbedded.6
During the first years of the AIDS response, much
was unknown regarding the causes and main modes
of transmission. Yet, even after HIV was identified in
1983 and the basic science became clearer, a great deal
of uncertainty, persecution of marginalized groups,
and terror persisted. Rumors proliferated that anything
from mosquitoes to using contaminated condoms to
sharing toothbrushes were spreading the virus. In the
1990s, after Earvin “Magic” Johnson tested positive for
HIV, counseling centers became overrun by the “worried
well.”1,3 Heterosexual college students flooded centers
to get tested, petrified from having engaged in deep kissing or intimate touching “without protection,” thereby
diverting attention from those who were actually at significant risk of infection.

CONFUSION AND PANIC RETURNS WITH
THIS PANDEMIC
With COVID-19, much remains unclear, but some basic
facts are known and more emerge daily. Yet, a palpable
climate of confusion and anxiety pervades. (One mindboggling indication is that the Johns Hopkins University
Coronavirus Resource Center website is recording some
4 billion hits a day!7) Under such circumstances, fear is
understandable and can help motivate behavior
change.1,8 However, when fear becomes irrational or
leads to panic, it often results in poor decision making
and other unintended consequences.9,10 Moreover,
there are troubling signs that we have failed to learn other important lessons from the previous pandemic, including the danger of polarized infighting. For example,
politicians and the media as well as some medical experts
are presenting us with a false dichotomy: having to
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choose between recklessly abandoning mitigation
efforts to reopen the economy versus rigidly continuing present lockdown measures.
The U.S. territory of Puerto Rico where I reside
It may be that
implemented a nearly complete shutdown in midadvanced age
March after the first death here (of an Italian
alone, in the
cruise ship passenger). Since then, many people,
absence of
convinced the virus is “everywhere” and infection
preexisting
conditions, is less is nearly unavoidable, won’t leave their homes
of an independent even to pick up groceries. When delivery services
became overwhelmed, elderly and sick persons
risk factor than
sometimes have not been able to obtain essential
has been
supplies. Most of those who do drive or go outassumed.
doors use masks (needlessly) even when far away
from other people. Wearing masks in the hot, humid climate can be uncomfortable and has created
issues, including elderly persons fainting while
waiting in the sun for a long time to enter stores
(which often only allow a handful of customers
to enter at once). Until recently, joggers and others
were stopped and occasionally fined by police for
venturing outside or for violating the 7 pm curfew,
which remains in effect after nearly 3 months.
(Even in most of the world’s hardest-hit countries,
such as Spain and Italy, people are now allowed
outdoors to exercise.) Numerous restaurants,
especially Asian-owned ones, have closed after
losing takeout customers. Some stores require
customers to wear gloves, despite evidence suggesting limited utility or that their use may actually increase risk of infection.11

It is probable that
most infections
occur from close
exposure to
coughing,
sneezing,
shouting, singing,
or other direct and
prolonged contact
with an infected
person.

WHAT ARE THE MAIN RISK FACTORS
FOR SEVERE OUTCOMES?
In Puerto Rico, as in other parts of the world,
many people (even many youth) with asthma are
terrified of experiencing severe outcomes if they
become infected with the virus, prompting
shortages of inhalers and other critical supplies.
The U.S. Centers for Disease and Prevention
(CDC) website lists people with asthma near the
top of those at risk of severe COVID-19 outcomes,
even though only 1 clinical study has investigated
whether a relationship exists and has found no
link.12 Although other emerging data strongly appear to confirm the lack of an association,13 it is
unclear whether the CDC will correct its public
information.
What is clear, based on evidence from several
countries (and despite media attention to statistically anomalous cases of healthy and younger victims), is that severe outcomes and deaths from
COVID-19 are overwhelmingly associated with
preexisting (and especially multiple) serious

Global Health: Science and Practice 2020 | Volume 8 | Number 2

www.ghspjournal.org

illnesses such as diabetes and heart disease,14–16
more so in men and particularly when exacerbated by obesity and smoking.17,18
Indeed, it may be that advanced age alone, in
the absence of such predisposing conditions, is
less of an independent risk factor than has been assumed. Firstly, the elderly are more likely to have
chronic illnesses, which confounds the association
between outcomes and age. Moreover, the fact
that between 96% (in the United States16) and
more than 99% (in Italy14) of COVID-19-related
deaths, at any age, have occurred in persons with
preexisting conditions could suggest that even
very old but otherwise healthy people may not be
at greatly elevated risk of dying from the disease.
Further research and analysis, including assessing
whether the important angiotensin-converting
enzyme 2 protein (ACE-2) is more prevalent in
the elderly19 could help explain the often higher
infection (not only higher mortality) rates in older
populations.20 In any case, such data underscore
the ongoing need in general to prioritize preventing
chronic diseases, which kill more than 40 million
people annually (over 80% in lower- and middleincome countries),21 and to address underlying
conditions such as obesity and smoking.22,23

CLEAR EVIDENCE-BASED
INFORMATION IS OFTEN LACKING
Regarding COVID-19 prevention, it is imperative
for experts to agree on what are the likely main
transmission routes and to carefully determine
which are, accordingly, the most effective (and realistically achievable) behavioral and other ways
to reduce morbidity and mortality. It is probable
that, as with other respiratory illnesses such as influenza, most COVID-19 infections occur from
close exposure to coughing, sneezing, shouting,
singing, or other direct and relatively prolonged
contact with someone who is symptomatic or
presymptomatic. (There is evidence that some
asymptomatic carriers are contagious, but from
existing studies they appear not to represent a
very substantial proportion of total COVID-19
transmission.)
In February, a team of World Health Organization (WHO) researchers led by David Heymann
investigated the outbreak in Wuhan, China, and
concluded that the large majority of transmission
events occurred within indoor clusters24 between
family members (accounting for 75%–85% of
estimated infections) and coworkers, with no identified cases of child-to-adult transmission identified.15 In addition, some data suggest that severity
of outcomes is associated with initial exposure
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viral-load levels.24–26 Moreover, it increasingly
appears that infection risk from contaminated surfaces has been at least somewhat overstated, as the
CDC recently acknowledged.27 Indeed, it is conceivable that future science historians may conclude that many current COVID-19 prevention
strategies had little if any impact, particularly because they targeted drivers of spread accounting
for no more than a small proportion of total
infections.

HIGH RISK, LOW RISK, OR NO RISK
OF TRANSMISSION
As some experts eventually did with HIV,1,4 they
could also help the public distinguish between
those behaviors and situations posing the highest
risk for COVID-19 infection, those of likely lower
risk (such as the virus lingering on hard surfaces
for extended periods), and those of highly unlikely
or no risk (such as being outdoors with no one else
around). Although the CDC has posted some basic
guidance on its website (in the Frequently Asked
Questions section) regarding how COVID-19 is
mainly transmitted, the public would benefit
from a more clearly communicated28 and much
more robust public information campaign (e.g.,
including the virtual equivalent of placing a leaflet
under every U.S. resident’s door). This would help
reduce time and attention spent addressing lowrisk concerns, such as when healthy people avoid
leaving home for necessary activities even if carefully taking precautions.
There is a crucial distinction between risk
of indoor transmission—where physical distancing (whether mandated or voluntary) and perhaps
other measures28,29 are critical—versus risk of
outdoor transmission, which is far lower (possibly
by an order of magnitude) for various reasons, including dissipation of droplets in the air28,30 and
the deactivating effects of ultraviolet radiation
and heat.31–33 A contact tracing study from China
found that 80% of infections involved household
members and 34% involved mass transit (multiple
potential transmission routes were considered),
whereas only a single infection event of the
7,324 cases investigated was linked to casual outdoor transmission.28,30,34
Although politicians and the media have been
obsessed with the danger of frolicking on beaches
(or of participating in protest gatherings), a vastly
greater risk is the common (public health) admonition for sick persons to remain home as long as
possible before seeking hospital care, without providing access to alternative, clinically-provisioned
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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quarantine residences, as several Asian countries
and Iceland have successfully instituted.35–37
Delays in seeking care not only diminish survival
chances but also expose household members to Future historians
significant infection risk.14,35,36,38
may conclude that

IS 6 FEET DISTANCING STRICTLY
NECESSARY?
One example of inconsistent public health messaging is that European and Asian authorities and
the WHO recommended physical distancing based
on data that droplets containing the virus had
been identified almost a meter away from coughing individuals. In the United States, for some reason 1 meter was initially translated into 5 feet and
subsequently became “over 6 feet.” Although perhaps arguably not the highest priority, it would be
useful for the CDC and other experts to determine
whether such abundance-of-caution guidance is
worth maintaining or perhaps is not scientifically
warranted, and may inadvertently feed excessive
concern. (In fact, the entire concept of physical or
“social” distancing is not specifically relevant to
transmission risk, primarily related to respiratory
droplets: the pertinent issue is not the distance
per se between people's bodies but rather between
their faces, particularly if unmasked. For example,
if 2 people are positioned back-to-back, then obviously the distance can safely be much less.)
This issue of distancing is particularly relevant
as weather improves and outdoor exercise
becomes more common, as many health departments28,30,39 encourage people to do (even
though a hypothetical model based on untested
assumptions sparked alarm by suggesting that joggers or cyclists could spread the virus over greater
distances40). And critically, as the economy begins
to reopen, it would be especially challenging for
some businesses (and eventually schools) to adhere strictly to a 6-foot rule. This could be particularly excessive for outdoor activities, including
construction, farming, recreation, and outdoor
dining. It is certainly more practical to maintain a
distance of about 3 feet than 6 feet in many situations, such as grocery shopping (where interactions are typically brief) or while strolling with a
companion.

many current
prevention
strategies had
little impact
because they
targeted unlikely
drivers of
infection.

The pertinent
factor is not the
physical distance
between people's
bodies, but rather
the distance
between their
faces.

There is a crucial
distinction
between risk of
indoor
transmission,
where physical
distancing is
critical, versus the
risk of outdoor
transmission,
which is far lower.

COVID-19 AND CHILDREN: MUST
SCHOOLS REMAIN CLOSED?

Indeed, it is likely that more “surgical”—more
carefully targeted and realistic, evidence-based
approaches4,41–43—could be similarly efficacious
as more extreme isolation strategies that have been
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widely implemented. For example, Singapore had
initially achieved a notably effective response without shutting schools.44 (However, subsequently
there was a surge in cases due to an outbreak in
crowded migrant-worker dormitories.) Taiwan,
which never closed its schools, has continued to report very few cases.
Similar to the first severe acute respiratory
45,46
Growing evidence syndrome (SARS) epidemic in 2002–2004,
the vast majority of children infected with SARSsuggests that
CoV-2 escape severe outcomes. There has been
children are less
much media attention to multisystem inflammalikely to become
tory syndrome in children (MIS-C), which has
infected. Even if
features similar to Kawasaki disease. However, of
they become
the more than 7 million COVID-19 infections
infected, they are
reported worldwide to date, only a few hundred
less contagious
cases of MIS-C have been identified so far.47,48
than adults.
(Although the usual Kawasaki disease is more
common in East Asia, in the United States about
5,000 cases occur annually.48) Of more than
400,000 COVID-19 deaths reported worldwide,
some 20 children are known to have died, about
half of them in the United States and the rest in
Europe. By comparison, more than 200 children
died last year from the flu in the United States
alone, along with some 10,000 others from various childhood diseases.49 Further contextualizing
the MIS-C and other childhood deaths from
COVID-19, in the United States, per-capita mortality in persons aged 85 years and older is 2,000 times
higher than in children aged 15 years and younger.50 (An intriguing question posed by some
researchers is whether MIS-C is definitely or always caused by COVID-19, considering that in
some cases up to one-third of afflicted children
have tested negative for COVID-19, both on polymerase chain reaction and antibody tests.51)
Although the emerging MIS-C must be closely
monitored, as with Kawasaki disease most cases appear to recover fairly rapidly, especially if detected
and treated early.46–48
Because young people typically come in contact with many other children and adults, they
are often efficient spreaders of respiratory pathogens. However, growing evidence suggests that,
as with the earlier SARS,45,46 children are less likely to become infected with SARS-CoV-2.52–58
According to the CDC, only about 1.5% of U.S.
cases of COVID-19 have been reported in persons
aged 18 years or younger.59 Researchers theorize
that previous exposure to other coronaviruses
(e.g., those producing many of the common colds
frequently acquired by children) may confer some
partial resistance to SARS-CoV-2.47,52,54 Interestingly,
when blood samples collected before fall 2019 (i.e.,
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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before people began getting infected) were analyzed,
about half the people studied appeared to already
have some protective T-cell immunity to the new virus, resulting from past exposure to other coronaviruses.60 Importantly, young people also produce
smaller amount of the aforementioned ACE-2 protein,
a critical nasal cell entry point for both SARS
viruses.19,47,52
Moreover, the evidence suggests that even when
children do become infected, they are probably considerably less contagious than adults.46,53–58,62 A recent German study found viral loads in infected
children at levels comparable to adults. However,
the number of children studied was very small and
other methodological concerns have been raised.
More importantly, although for some pathogens
(such as HIV) viral load is highly associated with infectivity, the implications of viral load for COVID-19
clinical progression and contagiousness remain
unclear.53,54,61 Because the many asymptomatic
youth infected with COVID-19 are not coughing or
sneezing, they emit far fewer infectious droplets.
And remarkably, contact tracing studies conducted
in China, Iceland, Netherlands, and United Kingdom
have failed to identify a single case of child-toadult infection of thousands of transmission events
analyzed.15,36,52–57 A review of household transmission studies from several Asian countries concluded
that less than 10% of household clusters involved a
child index case,62 and a analysis of different
COVID-19 interventions in the United States found
no evidence for the impact of school closures.63
It should be noted that some of these data
probably underestimate children’s actual contagiousness, as they were collected after lockdowns
and other mitigation measures had been implemented. However, the striking findings from the
contact tracing studies in particular, as well
as the evidently significant biological differences
between COVID-19 and other respiratory pathogens,
suggest that children are not major sources of infection, especially as compared to the common cold
strains of coronaviruses, for example.
Even without the substantial amount of data
that emerged subsequently (which presumably
would have reduced the predicted impact of
school closures), in March 2020, modelers from
the Imperial College of London estimated that
closing schools might prevent only 2%–4% of premature deaths in the United Kingdom (i.e., predominantly of older adults with predisposing
conditions such as chronic diseases, obesity, and
smoking, who could become directly or indirectly
infected from schoolchildren.)64 In contrast, the
modelers estimated that 17%–21% of total deaths
can be prevented from self-quarantining at home.

158

Coping With COVID-19: Learning from Past Pandemics to Avoid Pitfalls

In Denmark, Norway, and New Zealand,
where schools reopened in April 2020, the numbers of new COVID-19 cases have continued to
fall, similar to trends in Finland, France,
Germany, Netherlands, and Vietnam, where
schools all reopened in mid-May or earlier
(though cases have increased in Madagascar, but
perhaps not mainly due to reopening schools). It
will, of course, be vitally important to implement
adequate testing and safety measures for teachers
and other school employees68,69 and to closely
monitor the data as schools also begin reopening
in Australia, Israel, Japan, and elsewhere (even as
some U.S. school districts and colleges have announced that fall 2020 instruction will be conducted strictly online). (In Switzerland, health
authorities also announced permission for grandparents to hug their young grandchildren.70)
Certainly, as decisions are made regarding the
reopening of schools, it must be taken into account that school closures have been depriving
over a billion students worldwide of essential
classroom learning, vital social connections, and
physical activity. In addition, socioeconomic disparities are increasingly exacerbated, as some families have the technological, parental academic
assistance, and other resources to enhance online
learning, while less privileged children fall further
behind.54,55,58,71 Other huge consequences of
school closures include documented surges in
child abuse; hunger from missed subsidized meals;
and greater anxiety, depression and isolation,
which often are most acutely experienced by students with autism, Down syndrome, attentiondeficit/hyperactivity disorder and other special
needs challenges.71–80

ONE ALTERNATIVE TO LOCKDOWN:
MOVING TOWARD HERD
IMMUNITY?
Although many experts continue to believe that stayin-place measures are needed to flatten the curve,
others have proposed a Phase 2 alternative—instead
of attempting to prevent any new infections—of
essentially allowing younger and healthier people
to gradually return to work and school, based on a
herd-immunity strategy.43,44,81,82 Although many
of them could eventually become infected, most
individuals would be expected to experience relatively mild to moderate symptoms and, ideally after
self-quarantining, would effectively be “naturally
vaccinated” (i.e., they would presumably no longer
be contagious, for perhaps a year or more). Such an
approach assumes, of course, that reinfection is
Global Health: Science and Practice 2020 | Volume 8 | Number 2

uncommon, which—although most experts believe is quite probably the case—remains unconfirmed.83,84 Note that if previous infection does
not confer immunity, it may prove very difficult
to develop a vaccine that does so.
This sort of herd-immunity approach could
be strongly enhanced by large-scale antibody
testing to identify previous infection, as China,
Germany, Spain, United Kingdom, and some U.S.
locales have begun to implement.85,86 Crucially,
we must determine how best to isolate or otherwise protect the most vulnerable populations
from infection—certainly no easy task. If it were
to be the case, as previously discussed, that elderly
but otherwise healthy people are not actually at considerably greater risk of severe illness or death, then
clearly this would make the challenge somewhat
less daunting. However, the evidence is not yet
sufficient to base policy on this still-hypothetical
possibility.
Although obviously far from ideal, something
akin to such an alternative approach may emerge
(including perhaps in some lower-income regions) as one of the least terrible, more realistic
longer-term alternatives, until a vaccine is available. Interest in such strategies is intensified by
the potential for a resurgence of infections once
containment measures are eased, including a possible second wave in late 2020 and early 2021.
Outcomes will need to be rigorously assessed in
places like Sweden, where despite most businesses
and schools having stayed open, COVID-19 deaths
have been declining, though not as sharply as in
most other European countries.87
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If previous
infection does not
provide immunity,
vaccines are also
unlikely to work.

Crucially, we must
determine how
best to isolate or
otherwise protect
the most
vulnerable
populations from
infection—
certainly no easy
task.

School closures
have deprived
over a billion
students of
academic
WHAT CAN WE LEARN FROM PLACES progress, social
THAT DID NOT IMPOSE A FULL
connections,
LOCKDOWN?
physical activity,
Ongoing attention has focused on Sweden’s per- and subsidized
capita death rate being much higher than in other meals.

Scandinavian countries. However, a crucial difference is that in Sweden most reported cases (not
only deaths) have occurred heavily among the elderly,20 particularly those residing in long-term
care homes—similarly to the situation in Belgium,
France, Italy, Netherlands, Spain, and the United
Kingdom.50,87,88 Those countries (and, for example, the New York/New Jersey area) all have higher
reported death rates than Sweden, despite tightly
locking down since at least late March 2020. That
Sweden’s COVID-19 mortality is lower than in
those European countries becomes even more evident if comparing via excess mortality (current
deaths compared to typical levels in preceding
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The urge to apply
an either/or, onesize-fits-all
approach should
be resisted.

It is noteworthy
that in the 5 U.S.
states that never
imposed stricter
isolation
measures,
observable
increases in new
cases have not
occurred.

years) instead of relying on official mortality data.
Belgium and Sweden are 2 European countries
that appear to have maintained near completely accurate data on COVID-19 mortality.89 Thus, although official statistics would suggest, for
example, that Belgium’s death rate is not only the
world’s highest but is about double that of neighboring Netherlands’, if instead the comparison is
based upon excess mortality, the 2 countries’ actual
death rates appear much more similar.89 (It could,
therefore, be mistaken to conclude that Belgium's
mitigation efforts have necessarily been inferior to
the Netherlands’ since the more pertinent explanation may simply involve an issue of data reporting
quality.) Very importantly, all of the aforementioned places, including Sweden, have failed to implement adequate control measures in elderly
residences.50,87,88 Whereas in Denmark and
Norway, similar to the situation in Germany,
Japan, and South Korea, a much larger proportion
of infections has for some reason occurred in relatively younger people,20 consequently resulting in
considerably lower COVID-19 death rates.
Apparently also very salient, if rarely mentioned, is that recent immigrants in Sweden have
suffered disproportionally far greater infection and
mortality rates, reportedly due in part to insufficiently targeted prevention campaigns.90,91 By one
estimate, perhaps 40% of all COVID-19 deaths in
the capital city, Stockholm, have been solely
among Somali refugees (who comprise a minority
of foreign-born immigrants in the city, after Iraqis,
Syrians, and Afghans, in that order).90 NonEuropean residents also comprise—differently
than the case elsewhere in Scandinavia—the majority of the country’s nursing home employees.90
Although certainly understandable, the possible
fear by the Swedish government of a xenophobic
or Islamophobic backlash may, however, have
resulted in grave public health consequences, reminiscent of prevention campaigns during the earlier
AIDS years that shifted attention, also understandably but similarly deleteriously, away from those at
highest risk to avoid homophobia and discrimination against marginalized groups.1,3
It also appears noteworthy that in the 5 U.S.
states that never imposed stricter isolation measures,92 observable increases in new cases have
not occurred, as compared to demographically
and otherwise similar neighboring rural states
that implemented tight lockdowns.93 This observation is consistent with the fact that modeling
predictions in late April 2020 of a sharp uptick of
death across the United States,94 as many (largely
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rural) states began reopening, turned out to be
considerably overdrawn.93,95
A key implication of the experience from the
5 non-lockdown U.S. states and Sweden is not
that death rates in those places have been lower
than elsewhere, but if outcomes generally have
not been worse, this suggests that similar results
may be achieved at a less drastic economic and societal cost. (In the case of Sweden, a fairer comparison would be to more epidemiologically similar
European countries, rather than utilizing the
“ecological fallacy” of comparing its experience
only to the other Scandinavian nations.) In any
case, the urge to apply an either/or, one-size-fitsall approach, which also hampered the response
to AIDS and some other past health crises,1,2,4,5
should be questioned, including in lower- and
middle-income world regions.93,96–100

UNINTENDED CONSEQUENCES OF
THE GLOBAL LOCKDOWN COULD BE
MASSIVE
It is crucial that an evidence-based and transparent debate underpin decisions,41 obviously taking
into consideration the unprecedented consequences of financial collapse and lost income
resulting from a prolonged economic shutdown,9,44,82,99–105 as most painfully experienced
among socioeconomically disadvantaged populations.106 Such disruptions are being felt most
dangerously in the lowest-income regions of subSaharan Africa and South Asia, where the prospect looms for unintended consequences of
harrowing proportions.73,96–102,105,107 These include potentially vast increases in deaths from malaria, tuberculosis, measles, polio, diarrheal and
other diseases, and malnutrition, as vaccination,
maternal and child health, family planning, and
other basic services are suspended due to lockdowns or are deprioritized while health efforts
increasingly focus on COVID-19.71,96–99,108–113
Considering that young children are likely to be
particularly impacted, this would represent an
even greater magnitude of devastation if measured in terms of years-of-life-lost, and not only
via crude mortality numbers.
The catastrophic number of deaths directly
resulting from COVID-19—which eventually may
eclipse the estimated 1 million from the “Hong
Kong” flu in 1968–1969,114 (when the world’s
population was less than half of today’s)—along
with the many who could suffer long-term sequelae,115,116 must be considered alongside the increased mortality and compromised outcomes for
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the numerous persons suffering from non-COVID19-related cardiac arrest, stroke, appendicitis, and
other urgent conditions who have been denied
medical attention or have delayed treatment for
fear of seeking hospital care.38,117–119
Moreover, job losses and mass school closures from the lockdowns are intensifying socioeconomic disparities, including potentially
dooming hundreds of millions of children to
long-term educational, psychosocial, and vocational
disadvantages.54,55,58,64,71,75,78,99 Policy makers,
such as the WHO, foreign donors, and local governments, appear to be making enormously consequential decisions without fully taking into account
some key demographic as well as potentially significant climate31–33,120 and childhood vaccinerelated121,123 differences between lower-income
regions (characterized typically by more rural
populations and an age pyramid dominated by
young people) and Europe and North America
(more urban, older, and often more obese populations, thus probably much more vulnerable to
COVID-19 mortality).96–99,124,125
Furthermore, it is critical to consider the consequences of remaining inside (often cramped)
living quarters for extended durations, including
reported increases in domestic violence126–128
and child abuse,72–74,127 as well as other physical
and mental health issues related to chronic
diseases30; obesity79; social isolation10; anxiety,
depression, and suicide10,30,39,75–78; obsessivecompulsive disorder129; poisoning from overuse
of toxic cleaning products10; and autism, attentiondeficit/hyperactivity disorder, and other developmental challenges.80 As has occasionally occurred
with other health crises such as HIV/AIDS,1,6 we
must not lose sight of the bigger picture. It is sadly
possible, especially in the lowest-income regions,
that the remedy could be worse—perhaps tragically
even far worse—than the disease itself.
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Contraception in the Era of COVID-19
Kavita Nanda,a Elena Lebetkin,a Markus J. Steiner,a Irina Yacobson,a Laneta J. Dorflingera
Key Messages
n

In the face of facility service disruptions due to
COVID-19, health care providers, particularly in
low- and middle-income countries, should strive to
maintain continuity of reproductive health care to
women and girls as an essential service.

n

When in-person encounters are limited, health
care providers should adapt the way contraceptive
services are provided by using telehealth whenever possible for counseling, shared decision
making, and side effect management, and should
make adjustments to provision of contraceptive
methods to ensure access.

G

lobally, approximately 50% of pregnancies are unintended.1 In low- and middle-income countries,
where access to health care may be limited, unintended
pregnancies can have dire consequences ranging from
unsafe abortion to serious pregnancy complications that
contribute to maternal and infant mortality.2 As such,
contraception is lifesaving and an essential component
of reproductive health care. The ability to access and
continue using contraception improves women’s reproductive autonomy, reduces unintended pregnancies,
and profoundly impacts both women’s and family’s
lives, health, empowerment, and well-being, particularly in times of stress and hardship.
As medical systems, clinics, and communities prepare to meet an unprecedented threat causing increased
demands for the care of people with COVID-19, strategies to mitigate virus spread and optimize health care
resources are evolving and will need to be country specific. Health care providers should strive to ensure continuity of reproductive health care to women and girls in
the face of facility service interruption. Even while annual exams and nonurgent appointments are canceled,
maintaining access to reproductive health services, including provision of contraception, is key to a comprehensive
COVID-19 mitigation strategy and to sustaining the
successes of high-quality family planning services that contribute to lowering maternal mortality and improving
newborn and child health.
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The World Health Organization (WHO) recognizes
that countries are at different stages of the COVID-19
epidemic/transmission scenario: (1) no reported cases,
(2) sporadic cases, (3) clusters of cases, or (4) community
transmission. However, public health measures that
WHO recommends for all 4 scenarios include social distancing.3 To ensure continuation of contraceptive access
and services, including counseling and shared decision
making, a number of adaptations to existing systems are
required. In particular, maximizing the use of a “notouch” approach to care whenever possible is essential.

USE TELEHEALTH FOR COUNSELING AND
SCREENING
Use various communication methods that do not require
in-person contact (SMS, WhatsApp, video calls, or telephone calls) to:


Counsel new clients requesting contraception and to
screen for medical eligibility.4–6



Issue new prescriptions and refills for clients who desire user-controlled contraceptives (e.g., combined
oral contraceptives, progestin-only pills, contraceptive patches, or vaginal contraceptive rings) if no
contraindications are evident. Send all prescriptions
directly to the pharmacy or clinic to limit contacts.



Inform clients who desire long-acting reversible contraceptives (LARCs) of service locations where LARCs
are being provided.



Manage and treat contraceptive side effects, if
possible.

PROVIDE ADDITIONAL COUNSELING AND
INFORMATION


Counsel on fertility awareness methods7 and correct
and consistent condom use in case disruptions occur
in the supply of other contraceptive commodities.



Counsel current LARC users on the effectiveness of
extended use beyond the labeled duration, postponing routine removals.8



Educate clients on emergency contraception including both over-the-counter and prescription options.
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OPTIMIZE HOW CLIENTS ACCESS
CONTRACEPTIVE METHODS


Prescribe/dispense multimonth refills to minimize trips to the pharmacy or clinic. Health insurance plans (where existing) should waive
time limitations on refills to allow for multimonth dispensing and should consider eliminating or decreasing prescription costs.



Train for and offer self-injection of Sayana Press
(DMPA-SC), where available, for women desiring injectable contraception.9



Continue to offer insertion of LARC methods,
such as intrauterine devices and contraceptive
implants, to new users where possible with adequate safety preparations for the procedure.
Make arrangements to avoid having too many
clients in the waiting area. This may involve
scheduling clients individually, having clients
wait outside, and/or ensuring clients maintain
adequate social distancing precautions while
inside. If LARC insertion is unavailable, offer
the client user-controlled methods.



Limit direct contact with current LARC users to
situations where removal cannot be delayed or
when side effects require a physical/pelvic
exam or other tests.



Consider placing clients who desire permanent
contraception on waitlists and offering them
bridge contraception as operating rooms ramp
down all but the most urgent surgery.



Provide advance prescriptions for emergency
contraception to increase awareness and reduce barriers to immediate access.

MAKE CONSIDERATIONS FOR
POSTPARTUM WOMEN
Where possible, initiate or continue counseling
and access to immediate postpartum contraception before hospital discharge, particularly as access to postpartum visits becomes limited.


Provide LARC immediately postpartum for clients who desire LARC and are eligible.6,10



Perform permanent contraception procedures
for clients who desire it at the time of cesarean
delivery and/or after vaginal delivery, if
available.



Counsel on correct use of the lactational amenorrhea method.



Administer DMPA, if the client desires.
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Prescribe or dispense user-controlled contraceptive methods, including Sayana Press where
available, in sufficient quantities to be initiated
or continued at home by women who are not
breastfeeding or, if breastfeeding, initiated as
soon as one of the lactational amenorrhea
method criteria expires. Provide methodspecific instructions to delay until the client is
medically eligible per WHO criteria.

As the world grapples with the novel COVID19 pandemic, we in the public health community
must continue to provide guidance and support to
ensure that all women, men, and adolescents can
access safe and affordable contraception and contraceptive services. Adjustments to the way services are
provided are inevitable; however, quality of and access to services must be maintained. We believe the
above guidance provides a foundation for continuing safe contraceptive service provision that countries may adapt to the local context, taking into
consideration local policies and stage of the epidemic
in each country.
This statement has been adapted from the
American College of Obstetricians and Gynecologists (ACOG) COVID-19 FAQs for ObstetricianGynecologists, Gynecology, available at https://
www.acog.org/clinical-information/physician-faqs/
covid19-faqs-for-ob-gyns-gynecology.
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Doing Things Differently: What It Would Take to Ensure
Continued Access to Contraception During COVID-19
Michelle Weinberger,a Brendan Hayes,b Julia White,c John Skibiakc

Key Messages
n

COVID-19 may fundamentally change women’s
contraceptive use, thus altering the range of
supplies that will be required in the near term.
Policy makers will need to consider country
realities and explore service delivery adaptations
to meet these changing needs. Existing data can
quantify potential shift in contraceptive use to help
inform decisions.

n

Donors, policy makers, and program planners
may need to revisit supply plans and the use of
financing to ensure that contraception is
effectively sustained.

S

ince the start of the coronavirus disease (COVID-19)
pandemic, the family planning community has
focused their attention on mitigating the devastating
consequences of failing to meet women’s needs for contraception. Recent estimates by the Guttmacher Institute
suggest that with even just a 10% decline in use of shortterm and long-acting reversible contraceptives (LARC)
across 132 low- and middle-income countries, unmet
need for contraception would increase by 48.6 million
women and lead to 15 million additional unintended
pregnancies.1 That risk grows each day as reports come
to light of clinic closures, the reduced mobile outreach
services2,3 and declines in the number of clients attending even open clinics.4
To ensure women’s access to a full range of methods
as well as removal services, we have seen calls from
across the RH community to safeguard the integrity of
existing service delivery systems and the supply chains
that support them.5,6 These calls are critical and they
are welcome. But in environments where these systems
face pressure or cease to function altogether, different
solutions are being proposed, such as those made
by Nanda et al. in this issue of GHSP.7 They outline

a
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approaches such as minimizing family planning clientprovider contact through use of telehealth and integration into other essential services (same-day postpartum
family planning). They also consider extended use of
LARCs, options for method switching, and changing dispensing guidelines in the event disruptions are encountered. Many of the suggestions in their piece have also
been echoed elsewhere.8–12
COVID-19 is fundamentally changing the contraceptive landscape, and by extension, the ability of national
programs to meet women’s immediate needs for contraception. The future for which we have been planning
and procuring will not be, in all likelihood, the reality
we see before us in the coming 12–18 months. It is a mistake, therefore, to call for supply chains to continue
feeding programs with a mix of supplies that they may
no longer be capable of delivering. COVID-19 is raising
a host of important questions about the relationship between product and program. In these unprecedented
times, we must rethink the ways we link products and
programs to ensure continuity in women’s access to
contraception.
To add context to these policy discussions, we have
attempted to quantify potential shifts in contraceptive
use that could result from some of the mitigation strategies we have outlined. We focus on the mitigation
strategies most likely to reflect the availability of contraceptive options under COVID-19 to highlight the implications of such changes.

WHAT MIGHT BE IN STORE FOR
CONTRACEPTIVE USERS?
The combination of stay-at-home orders, overwhelmed
health care systems, and simply fear of contagion will
likely increase the demand for self-care, defined by the
World Health Organization as13:
The ability of individuals, families and communities to promote
health, prevent disease, maintain health, and cope with illness
and disability with or without the support of a health care
provider.

For contraception, self-care methods include contraceptive pills, condoms, patches, rings, emergency contraception,
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Standard Days Method, and potentially selfinjection of subcutaneous depot medroxyprogesterone acetate (DMPA-SC). At the same time, there
may be decreased demand for products that require
face-to-face contact with a health care provider
or may be more difficult to obtain, including
intrauterine devices, implants, and provideradministered injections. These changes would
run counter to recent trends in contraceptive use
and public sector procurement. For example, in
2018, two-thirds of spending in the public
sector family planning market was on implants
(US$88 million) and injectables (US$65 million).14
Each country’s
Each country is facing COVID-19 from a differresponse will vary
ent
starting place: different method mixes among
depending on
its
current
users, differing roles of the public and
how the COVID-19
private
sectors,
different levels of stock on hand,
pandemic unfolds
and different supply chain barriers. And each
and what choices
country’s response will vary depending on how
women make
the pandemic unfolds and what choices women
about their
make about their continued contraceptive use.
continued
We used data from the 2019 Commodity Gap
contraceptive use.
Analysis15 to simulate how different strategies for
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mitigating the disruption of services caused by
COVID-19 might play out in different countries.
To do this, we created 2 scenarios (Table), each of
which estimates the potential for method switching under different levels of COVID-19 related service disruption (Supplement includes detailed
assumptions). These scenarios assume that all current users of a modern family planning method
would continue to contracept with some degree
of method switching. Some women may instead
discontinue use in the short run. These scenarios
are not meant to suggest what we think will or
should happen but rather to provide a starting
point for discussions by quantifying the programmatic implications of these policy changes and of
the choices women may make about what methods to use.
Although individual women may make similar
choices with respect to self-care methods, the aggregate changes in method use, procurement
needs, and cost would differ greatly among countries. Figure 1 compares changes in method mix in
Kenya and Nigeria under the 2 scenarios.

TABLE. Summary of Assumptions Used for COVID-19 Disruption Scenariosa
Current Contraceptive Method Used
LARC

What We Assumed Would Happen With
Minimal Disruption to Services

What We Assumed Would Happen With
High Disruption to Services



Half of women due for removal would
continue to use their method beyond the
labeled duration.
For the remaining, half of replacement
use would still be LARC, with the rest
distributed across injectables and other
self-care methods.



Half of women would continue to access
their reinjections, with some women
shifting to self-injection.
Remaining users would switch to other
self-care methods.



The vast majority of pill users would
continue to use pills.
Users may be given advanced provision
of 6 or 12 cycles to limit their need to
return.



The vast majority of condom users would
continue to use condoms.
A small share would switch to other selfcare methods.





Injectable (not self-administered)





Pill




Condom












Nearly all women due for removal would
continue to use their method beyond the
labeled duration.
For the rest, replacement use would
mostly consist of self-care methods.

Only a small share of women would
continue to access reinjections, with
some women switching to self-injection.
Remaining users would switch to other
self-care methods.
The vast majority of pill users would
continue to use pills.
Users may be given advanced provision
of 6 or 12 cycles to limit their need to
return.
The vast majority of condom users would
continue to use condoms.
A small share would switch to other selfcare methods.

Abbreviations: LARC, long-acting reversible contraception.
a

See Supplement for detailed assumptions.
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FIGURE 1. Potential Short-Term Changes in Contraceptive Method Mix During COVID-19 Disruptions in Kenya
and Nigeria

Abbreviations: IUD, intrauterine device; LAPM, long-acting and permanent method.

In Kenya, around 40% of women are already
using a long-acting or permanent method, with
most using implants. Because implant use in
Kenya has increased in recent years, only a small
share of users would be due for implant removal/
replacement in the coming months. Furthermore,
based on evidence that many LARC methods can
safely be used beyond their labeled duration,16,17
it is reasonable to assume that many users with a
scheduled method replacement this year could
remain protected from unintended pregnancy
without an additional service during COVID-19
disruptions should they desire to continue using
their method. Of course, when women do require
a removal, efforts should be made to ensure safe
access to services.
The largest segment of users in Kenya are injectable users—making up more than 45% of all
modern contraceptive users. These women are
likely to find themselves at greatest risk since continued use requires regular interaction with a
health care provider. As disruptions increase, we
assume that more of these women will switch
to self-care methods, likely contraceptive pills,
which offer similar protection to their current
method of choice.
We can contrast this picture with Nigeria,
where use of implants is much lower and use of
condoms is higher. Although we also project
increases in pill use in Nigeria, the magnitude
of that increase is smaller. The overall high reliance on short-term methods in Nigeria means
that more women are potentially susceptible
to COVID-19 disruptions of those methods. For
Global Health: Science and Practice 2020 | Volume 8 | Number 2

example, disruptions in condom supplies or price
increases could have a large impact on contraceptive use in the country.

WHAT COULD THESE CHANGES
MEAN FOR SUPPLY NEEDS?
The changes described would also have substantial
implications for the supplies these countries will
need in the short term. In both scenarios presented, we estimate a potential surge in demand
for self-care contraceptive methods. Although the
particular methods available and desirable will ultimately determine what is used, in our scenarios,
much of the new demand for self-care methods
comes from contraceptive pills. If in addition to
the method switching described, advanced provision of methods is implemented, women would
receive most of these commodities at once (i.e.,
front-loading distribution). With this combination
in Kenya, pills dispensed could surge to between
4 times to 9 times the current levels over the coming 6 months, and in Nigeria the surge could be
around half of these levels (Figure 2).
Another potential complication in satisfying
an increased demand from women switching to
pills would be the type of pill best suited to serve
this “replacement” role. Certain institutions,
such as the Royal College of Obstetricians and
Gynecologists, have recommended the use of
progesterone-only pills (POPs) or “mini-pills” as
bridging methods because they have no contraindications for high blood pressure—in contrast
with combined oral contraceptives—and thus do
not require screening and are likely suitable for
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FIGURE 2. Cumulative Number of Pills Dispensed Over 6 months in Kenya and Nigeria Under Different
COVID-19 Disruption Scenarios, April to September 2020

Abbreviations: COC, combined oral contraceptive pill; POP, progesterone-only pill.

injectable users who are already receiving a
progesterone-only product.10
As we look to a likely future where self-care
As we look to a
future where self- methods fill gaps left by contractions in current
care methods may service delivery options, we must also raise a critical concern around equity. Current data from the
fill gaps left by
Commodity Gap Analysis reveal that self-care
contractions in
methods are already accessed disproportionately
current service
from the private sector—a disparity that may bedelivery options,
we must also raise come even more stark if public sector providers
find themselves overwhelmed in responding to
a critical concern
COVID-19. This situation could mean that women
around equity.
who had previously accessed free or subsidized
services through the public sector now find themselves struggling to pay out-of-pocket. The burden
may be multiplied by advanced provision recommendations, or perhaps even more realistically,
by the higher cost of revisits by women unable to
purchase multiple months’ worth of supplies.
These changes may coincide with broader economic disruptions in household income that limit
women’s ability to pay. As we think about strategies to ensure continued access to contraception,
we cannot forget this important factor. Potential
mitigation options are discussed later, including financing approaches that can help ensure equitable access. These challenges are also explored
further by Remme et al.18
Near-term
approaches that
allow for flexibility
and opportunism
in responding to
the ever-evolving
supply chain
landscape are
needed.

HOW DO WE ENSURE THAT
COMMODITIES ARE AVAILABLE AND
ACCESSIBLE TO WOMEN?
Although they are only illustrative, these 2 country scenarios in Kenya and Nigeria point to the potential impact of changes that may occur in the
short term: decreased consumption of LARCs and
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provider-administered injectables offset by increased consumption of self-care methods as
women seek alternatives that can be accessed
with little or no face-to-face contact with service
providers.
Each country’s response will differ as policy
makers weigh the options before them, consider
the realities of what supplies they already have
on hand and what can be accessed in the near
term, and observe the response from women as
they find ways to continue to access contraception. We outline some key challenges and opportunities that should be considered regarding
products and programs and clients.

Challenges and Opportunities Ensuring
Product Availability
Strategies to mitigate the impacts of COVID-19
can only be successful if there are supplies available to do so. Unpredictability and potentially rapid changes in demand will be challenging for
centralized supply chains to respond to, especially
as many of these changes run counter to recent
trends. In the years leading up to the crisis, public
sector procurement of pills declined to only 7% of
couple-years of protection shipped in the public
sector market in 2018.14 Public procurement of
POP remains low,19 so stocks may be limited
in countries. In addition, there are few World
Health Organization prequalified pill manufacturers, especially for POPs.20 Continued sharing
of accurate family planning supply data through
existing channels with donors and manufacturers
will be important, especially as we look to longterm supply needs.21
Near-term approaches that allow for flexibility
and opportunism in responding to the ever-
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evolving landscape are needed. The need for increased procurement of self-care methods could
prompt countries to engage with a wider set of generic manufacturers if quality can be assured.
Countries could also look to leverage existing private, nongovernmental organizations and social
marketing supply chains that work beyond the
public sector, especially in contexts where these
supply chains are already bringing large volumes
of self-care methods into a country.
Further, for countries and regions with domestic manufacturing, using these companies, if
quality can be assured, may help reduce challenges with shipping and distribution of supplies.
Member organizations of the Reproductive Health
Supply Coalition’s ForoLAC (The Latin American
and Caribbean Forum) are already working in
Latin America to assemble a regional inventory of
contraceptive manufacturers; similar initiatives in
other regions could reduce the uncertainty of securing contraceptives manufactured “closer to
home.”
In addition, donors and partners may need to
explore opportunities for ensuring that actors
across the supply chain have access to the working
capital needed to keep these products moving. The
likely temporary nature of these shift may bring
special financing considerations.

Challenges and Opportunities for Programs
and Clients
Access to self-care methods are likely to come
through private sector channels. These channels
are well-placed to be nimble and often comprise
large networks of pharmacies and shops that allow
for easy access to self-care methods. However, this
also presents challenges to ensure both equity and
quality. Countries could explore strategies such as
strategic purchasing, vouchers, and other financial
support mechanisms to ensure that changes do
not bring undue burdens, especially for the most
vulnerable. Channeling subsidies directly to users
could also support the development of more resilient and client centered contraceptive markets.22
We should also remember that women need
more than just products. Telehealth and m-health
services can play an important role in informing
women’s choices over what contraceptives to use
and answering any questions they may have. Where
appropriate and feasible, countries may support
use of the Standard Days Method, especially where
the need for a physical product can be eliminated
through phone apps. These changes will likely
Global Health: Science and Practice 2020 | Volume 8 | Number 2

require effective communication efforts. Social and
behavior change messages can reinforce help inform women about safe mitigation strategies, and
address concerns over accessing services or switching methods.23
And of course, public sector service delivery
will still play an important role, although that
role may change. Using service delivery models
that bring services closer to women and girls will
be particularly important in light of mobility
restrictions and concerns about interacting with
health facilities. Community health workers, mobile outreach teams, and partnerships with small
private health care providers could distribute free
or subsidized products with more limited face-toface contact.
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Using service
delivery models
that bring services
closer to women
and girls will be
important in light
of mobility
restrictions.

THE WAY AHEAD
While focusing on short-term solutions to ensure
accessibility during this global pandemic, we must
also keep a focus on the long term. Many of the
changes described will likely be temporary. So, as
circumstances change and clinical services become
more available, systems and supply chains must be
in place to ensure that women can once again access the delivery and removal services not available during COVID-19.
We are entering a disruptive phase for essential health services—hopefully a comparatively
short-lived phase—but one that could dramatically change both the content of national family
planning programs and the ability of those programs to meet client needs. In the short term, it is
important to review procurement plans and programs developed before physical distancing to
identify any mismatch with current reality and explore ways to meet current needs. Now more than
ever, we must bridge the often-siloed discussions
about product and program to minimize the potentially devastating consequences of COVID-19
on women and girls around the world.
The analysis presented in this article provides a
first look into quantifying potential shifts in contraceptive needs that could result from different
service disruptions and mitigation strategies. An
Excel-based tool, Modeling the Impact of COVID19 on Reproductive Health Options (MICRO), has
been developed that allows countries to replicate
and expand the types of results shown here for
Kenya and Nigeria. The tool integrates data from
the Reproductive Health Supplies Visualizer24 on
public sector shipments in recent years to contrast
potential changes to recent trends. The model

It is important to
review
procurement
plans and
programs
developed before
physical
distancing to
identify any
mismatch with
current reality and
explore ways to
meet current
needs.
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includes 2 scenarios aligned to results presented
here; users can change the assumptions to explore
their own custom mitigation scenarios. In addition,
through the Global Family Planning Visibility and
Analytics Network25 work is underway to assess
risks from a supply chain perspective. We can only
hope to mitigate the potentially devastating consequences of this global pandemic on women’s contraceptive choices if we focus on using data and
collaborating to ensure that products and programs
are moving together.
Competing interests: None declared.
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Multimonth Dispensing of Antiretroviral Therapy Protects the
Most Vulnerable From 2 Pandemics at Once
Ariana Moriah Traub,a Temitayo Ifafore-Calfee,b Benjamin Ryan Phelpsb

Key Messages
n

Multimonth dispensing, which provides patients
with several months of antiretroviral therapy,
benefits HIV patients by decreasing the number
of required clinic visits, improving retention, and
improving viral suppression.

n

With the increased spread of severe acute
respiratory syndrome coronavirus 2, we
encourage governments, ministries of health, and
health care facilities to implement multimonth
dispensing for patients with HIV who are stable to
reduce clinic visits and safeguard both health care
workers and patients from coronavirus disease
2019.

S

ince the emergence of the severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2) in
December 2019, the virus has been identified in more
than 183 countries.1 Its rapid spread is of major concern
for those living in low- and middle-income countries
and specifically people living with HIV (PLHIV). With
the dearth of studies on HIV-coronavirus disease
2019 (COVID-19) coinfections, countries have no clear
evidence on specific risks for PLHIV.2,3 However, as
with other infectious diseases, it is expected that PLHIV
who are not virally suppressed and/or on antiretroviral
therapy (ART) might be at an increased risk of COVID19 infection, severe disease, and poor health outcomes.2,3 Thus, every precaution must be taken to avoid
HIV-COVID-19 coinfection and keep the number of
COVID-19 cases at a minimum in countries with high
proportions of PLHIV.
To minimize the spread of COVID-19, PLHIV are
encouraged to follow public health guidelines to limit
in-person interactions and general mitigation recommendations, including social distancing and good hand
hygiene. Refilling lifesaving antiretroviral drugs requires
interpersonal interaction and brings the potential of
a

Sustaining Technical and Analytic Resources, United States Agency for
International Development (USAID), Washington, DC, USA.
b
Office of HIV/AIDS, USAID, Washington, DC, USA.
Correspondence to Ariana Moriah Traub (atraub@usaid.gov).
Global Health: Science and Practice 2020 | Volume 8 | Number 2

increasing the spread of SARS-CoV-2 and other transmissible diseases. Thus, policy makers—including the
U.S. President’s Emergency Plan for AIDS Relief—are
encouraging countries to provide PLHIV with a multimonth supply of ART as a key strategy to safeguard
PLHIV and health care workers involved in providing
HIV services.4

MULTIMONTH ART DISPENSING
MITIGATES RISK OF HIV AND COVID-19
Multimonth dispensing (MMD) is an aspect of differentiated service delivery that provides patients with either
3 or 6 months of medication and eliminates the need for
monthly clinic and/or community facility visits. From
the patient’s perspective, MMD has already been shown
to reduce the cost of travel, reduce patient burden, and
limit the hours of work or school lost.5,6 Importantly,
MMD improves adherence and viral suppression.5,7 In
the context of the COVID-19 pandemic, this viral suppression strengthens the immune system and likely mitigates the risk of severe COVID-19.8 MMD, essential to
caring for PLHIV, is arguably even more critical during
the COVID-19 pandemic.
Currently, only 21 countries have formal 6-month
dispensing policies. Two countries allow clinicians to
provide 6-month supply when they deem appropriate,
and 8 countries have a 3-month dispensing policy in
place. South Africa, the country with the largest number
of PLHIV, only has a 2-month dispensing policy in place.
To mitigate the damage caused by SARS-CoV-2
while protecting the health of PLHIV, we encourage
countries to rapidly implement 3-month if not 6-month
dispensing. As a key strategy to safeguard patients and
health care workers providing HIV services, MMD also
reduces clinic visits, improves viral suppression,
encourages social distancing, and potentially saves
patients from the dual threat of SARS-CoV-2 and HIV.
As SARS-CoV-2 spreads, patient caseloads are likely to
increase across low- and middle-income countries
where HIV burden is high and millions of people are stable on effective treatment. Implementing MMD quickly
will protect the time and health of existing health care
professionals and ready our health systems for imminent
threats as well as any that may follow.
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Ebola: A Hyperinflated Emergency
Victor K. Barbieroa

Key Messages
n

Ebola virus disease outbreaks merit global
concern, but worry and response can be
hyperinflated.

n

Ebola has killed about 15,266 people globally
since 1976. Most recently, 2,267 people have
died in the Democratic Republic of the Congo
(DRC). However, these numbers pale in
comparison to the under-5 deaths globally and in
the DRC over the same period.

n

Global child survival should be considered a
public health emergency of international concern.

n

Governments, donors, and multilateral
organizations should significantly ramp up
support for child survival interventions, including
sustained system strengthening.

T

he 2019–2020 Ebola virus disease (EVD) outbreak in
the Democratic Republic of the Congo (DRC) was a
tragic and significant threat to thousands of people in the
DRC and West Africa in general. As of March 25, 2020,
an estimated 3,462 people in the DRC have been
infected and an estimated 2,267 people have died from
this terrible virus. Since EVD was first characterized in
1976, there have been 38 country-specific outbreaks, including the outbreak in the DRC. The total estimated
EVD deaths from 1976 to 2020 is 15,266. The median
number of deaths for all 38 outbreaks is 29 with a range
of 0 to 4,809 (Table 1).1,2
The EVD case fatality rate (CFR) can be 0 or reach
100%, depending on the scope and location of the outbreak (e.g., 2011 Uganda [1 case 1 death], Senegal
2014 [1 case, 0 deaths]). Although there are 4 different
types of Ebola virus,3 generally speaking, the EVD
CFR averages about 50%.4 The 2015 outbreak in
Guinea, Liberia, and Sierra Leone infected an estimated
28,610 people and killed 11,308 with a CFR of approximately 40%. Without question, EVD is an important and
daunting public health issue for Africa and potentially
for the world.
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However, EVD is an epizootic infection with periodic
human exposure and transmission. Since its emergence
in 1976; the virus remains an uncomfortable human
pathogen. It kills too fast, kills too many, and is not easily
transmitted; thus, human outbreaks are limited, and its
pandemic potential is moderate to low. It has not yet
achieved equilibrium with its human host as it apparently has with its bat host. Furthermore, EVD’s 40%–
50% CFR in humans may be considered evolutionarily
unsound in many respects for a successful human
pathogen.
But, the real issue concerning EVD is disease sensationalism. This can be characterized as an unfounded
perception of a global emergency, not necessarily anchored in the epidemiology, pandemic potential, and total mortality of a pathogen. Rather, it appears the
classification of a global emergency is based more on
the political ramifications, the newsworthiness of the
disease de jour, and yes, financial aspects and funding
streams of a declared emergency for an emerging
and/or reemerging infection. Tragically, more than
11,000 died of EVD in Guinea, Liberia, and Sierra
Leone. However, it should be recognized that far more
individuals (especially children under 5 years old) died
since 1976 in these countries from preventable and
treatable but less exotic infections. Should there not be
a “moral claim” by the world’s children on emergency
resources as well?
In 2014, the Obama administration submitted an
emergency funding request, and in 2015, Congress authorized an appropriation of approximately US$5.4 billion in an omnibus emergency bill to combat EVD
spread, protect America from an EVD outbreak, and support the development of an EVD vaccine.5 Notably, this
appropriation exceeded the total 2015 authorization of
US$3.13 billion for all U.S. government assistance for
maternal, child, reproductive health, malaria, nutrition,
and neglected tropical diseases by US$227 million.6 Did
EVD epidemiology and national/global risk justify the
emergency bill investment? Perhaps, perhaps not.
Clearly emerging and reemerging infections are important and need to be handled with interventions that
mitigate spread and minimize mortality, coupled with
adequate and sustained epidemic preparedness. Indeed,
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TABLE 1. Country-Specific Ebola Virus Disease Outbreak Timeline
Year

Country

Cases, No.

Deaths, No.

CFR, %

1976

DRC

318

280

88.1

1976

Sudan

284

151

53.2

1977

DRC

1

1

100.0

1979

Sudan

34

22

64.7

1994

Gabon

52

31

59.6

1994

Ivory Coast

1

0

0.0

1995

DRC

315

254

80.6

1996

Gabon

31

21

67.7

1996

Gabon

60

45

75.0

1996

South Africa

1

1

100.0

2000

Uganda

425

224

52.7

2002

Gabon

65

53

81.5

2002

Congo

59

44

74.6

2003

Congo

143

128

89.5

2003

Congo

35

29

82.9

2004

Sudan

17

7

41.2

2005

Congo

12

10

83.3

2007

DRC

264

187

70.8

2007

Uganda

149

37

24.8

2008

DRC

32

14

43.8

2011

Uganda

1

1

100.0

2012

Uganda

24

17

70.8

2012

Uganda

7

4

57.1

2012

DRC

57

29

50.9

2014

Nigeria

20

8

40.0

2014

Mali

8

6

75.0

2014

Senegal

1

0

0.0

2014

USA

4

1

25.0

2014

UK

1

0

0.0

2014

DRC

69

49

71.0

2014

Spain

1

0

0.0

2015

Italy

1

0

0.0

2014–2016

Guinea

3,811

2,543

66.7

2014–2016

Liberia

10,675

4,809

45.0

2014–2016

Sierra Leone

14,124

3,956

28.0

2017

DRC

8

4

50.0

2018

DRC

54

33

61.1

2018–2020a

DRC

3,462

2,267

65.5

34,626

15,266

44.1

Total 1976–2020

Abbreviations: CFR, case fatality rate; DRC, the Democratic Republic of the Congo; UK, United Kingdom.
a
Until March 4, 2020.
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TABLE 2. Under-5 Deaths in the Democratic Republic of the Congo from 1976–20178a
Estimated Level

1976

1977

1978

1979

1980

Year
1981

1983

1984

1985

1986

Total Deaths

Low

196,957 200,518 204,337 208,117 211,628 215,118 219,168 222,591 226,628 231,114 235,707 2,371,883

Medium

233,087 235,767 238,287 241,006 243,644 246,468 249,515 252,490 255,711 259,276 263,126 2,718,377

High

275,619 276,160 277,290 278,019 279,506 280,937 282,416 284,257 286,999 289,612 292,898 3,103,713

Low

240,269 245,357 250,850 256,597 262,380 268,588 275,015 281,307 287,517 292,755 296,860 2,957,495

Medium

267,689 272,359 277,624 283,090 289,076 295,539 302,429 309,281 315,772 321,800 326,733 3,261,392

High

296,555 301,225 306,764 312,320 318,881 326,150 333,311 341,237 348,421 355,187 360,844 3,600,895

1987

1998

1988

1999

1989

2000

1990

2001

1991

2002

1992

2003

1993

2004

1994

2005

1995

2006

1996

2007

1997

2008

Total Deaths

Total Deaths

Low

299,906 301,930 302,590 302,362 301,596 300,522 298,587 295,532 291,987 287,351 281,512 3,263,875

Medium

330,528 332,688 333,792 333,850 333,311 332,597 331,277 329,811 328,038 326,465 324,650 3,637,007

High

365,124 368,169 369,844 370,391 370,239 369,727 368,988 368,562 369,274 371,071 373,064 4,064,453

Low

274,783 267,800 259,746 251,199 243,411 234,782 225,454 216,143 206,535

2,179,853

Medium

322,801 320,391 318,265 315,758 313,762 310,711 307,687 303,618 300,265

2,813,258

High

375,987 380,011 383,529 387,635 393,306 399,404 405,716 415,115 422,796

3,563,499

2009

2010

2011

2012

2013

2014

Totals 1976–2017

a

1982

2015

2016

2017

Total Deaths

Total Deaths

Low

10,773,106

Medium

12,430,034

High

14,332,560

As of December 19, 2019.

there have been concrete benefits for managing
future internationally-important outbreaks such
as better infection prevention techniques and
equipment, improved surveillance methods, better international response, and a better understanding of behavioral determinants and the basic
biology of such viruses and techniques for vaccine
and therapeutic development. Furthermore, in
some countries, lessons learned from the severe
acute respiratory syndrome and Middle East respiratory syndrome outbreaks are being applied to the
present COVID-19 pandemic.
Hyperinflated, news-based fear; questionable
statistical models; and global emergency statements
should not justify disproportionate allocations of
time and effort on a specific issue of lesser
Global Health: Science and Practice 2020 | Volume 8 | Number 2

epidemiological impact when millions of people are
at risk from diseases that can be prevented, treated,
and cured.
It is a sad and tragic fact that from 1976 to
present, approximately 34,600 individuals
have been infected with EVD and approximately 15,200 have died from EVD (CFR=44.1%)
(Table 1). It is noteworthy that the U.S. Centers for
Disease Control and Prevention predicted that the
2014–2016 West African EVD outbreak could
have infected more than 1.4 million people in
Liberia and Sierra Leone alone7:
Extrapolating trends to January 20, 2015, without additional interventions or changes in community behavior (e.g., notable reductions in unsafe burial practices),
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FIGURE. Estimated Cumulative Under-5 Mortality in the Democratic Republic of the Congo Versus Global Ebola
Virus Disease Mortality, 1976–2017a,2,8
4,500,000

Global Ebola virus disease mortality
Medium under-5 mortality estimate

Low under-5 mortality estimate
High under-5 mortality estimate

4,000,000
3,500,000
3,000,000
2,500,000
2,000,000
1,500,000
1,000,000
454

11,427

733

352

500,000
0
1976-1986

1987-1997

1998-2008

2009-2017

a

Note: Ebola virus disease mortality not to scale.

the model also estimates that Liberia and Sierra Leone
will have approximately 550,000 Ebola cases (1.4 million when corrected for underreporting).

Over the period from 1976 to 2017, in the
DRC alone approximately 12.43 million children
under 5 years old have died, mostly from preventable and curable childhood diseases (Table 2)8
(Figure).2 This number dwarfs the 15,266 people
who have died from EVD globally over the same
period. Furthermore, at the global level, annually,
an estimated 5.3 million children under 5 years
old die from preventable and curable causes
worldwide.9 Which qualifies as a more urgent
and important global health emergency: global
EVD or global under-5 mortality?
The term public health emergency of international concern (PHEIC) is defined in the
International Health Regulations (2005) as:
An extraordinary event, which is determined, as
provided in these Regulations: to constitute a public health risk to other States through the international spread of disease; and to potentially require
a coordinated international response. This definition implies a situation that: is serious, unusual or
unexpected; carries implications for public health
beyond the affected State’s national border; and
may require immediate international action.10

The PHEIC definition accurately describes
an epidemiological emergency. However, it falls
short on quantifying the impact of the emergency
Global Health: Science and Practice 2020 | Volume 8 | Number 2

on existing and/or potential morbidity and mortality on a national, regional, or global scale. As
noted, the burden of disease for children under
5 years old dramatically exceeds the cumulative global morbidity and mortality from EVD. Considering
measles alone, from January 2019 through
November 2019, the United Nations Children’s
Fund reported 5,000 measles deaths (90% in children under 5 years old) in the DRC, with over
200,000 measles cases.11,12 Globally, measles surged
in 2019 and killed about 140,000 worldwide,13 which
is about 9.2 times the total number of deaths caused
by EVD in its 43-year history as a human pathogen.
Clearly, great success has been achieved over
the last 25 years in reducing deaths in children under 5 years old. However, in my view, the “unfinished agenda for child survival,”14 also qualifies as
a public health emergency that should be of international concern. It deserves heightened attention
by the governments, multilateral and bilateral
donors alike, and should not be marginalized.
Every day, approximately 14,500 children under
5 years old die, the equivalent of 35 Boeing
747 plane crashes.15 Clearly, global child mortality
fits the World Health Organization’s definition of a
“Grade 3” emergency and should be categorized as
such.16 We need increased and continuous global
investment in child survival and sustainable
health system development.17 The moral claim of
the world’s children should no longer be ignored.

The “unfinished
agenda for child
survival,” also
qualifies as a
public health
emergency that
should be of
international
concern.
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VIEWPOINT

Breaking Specialty Silos: Improving Global Child Health
Through Essential Surgical Care
Isaac Wasserman,a,b,c Alexander W. Peters,b,c,d Lina Roa,b,c,e Farhana Amanullah,f Lubna Samadg

Key Messages
n

Despite the large role that children’s surgery plays
in reducing morbidity and mortality, global child
health initiatives have historically focused on
nonsurgical diseases.

n

Children’s health care providers and children’s
surgery providers can collaborate to improve
children’s health through shared values.

n

Long-term investments in surgical workforce
development must accompany more immediate
measures addressing the current surgical burden.

n

The Lancet Commission on Global Surgery
provides a framework to which children’s surgery
can harmoniously be integrated.
Innovative funding mechanisms may invest to
scale cost-effective operations along with ongoing
data collection and research.

n

INTRODUCTION

T

he United Nations’ third Sustainable Development
Goal (SDG-3) is to “ensure healthy lives and promote well-being for all at all ages.”1 In particular, this
goal aspires to reduce neonatal mortality to less than
12 per 1,000 live births and under-5 mortality to less
than 25 per 1,000.2 SDG-3 also addresses trauma, aspiring to halve “the number of global deaths and injuries
from road traffic accidents” by 2020. Access to safe surgery and anesthesia will help achieve SDG-3 and will
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require focusing on low- and middle-income countries
(LMICs),3 where more than 90% of child deaths occur.4
An estimated 43% of the population of sub-Saharan
Africa is aged 15 and younger, and approximately
30% of the population in LMICs fall in this age group.5
Addressing the needs of this underserved community requires a coordinated “all hands on deck” approach
between all stakeholders, particularly children’s health
care providers, surgeons, and nonphysician clinicians.
Global efforts addressing children’s health have historically, and to this day, focused their efforts on nonsurgical
diseases (Figure).6,7

BURDEN OF CHILDHOOD SURGICAL
DISEASE
Children and adolescents comprise 1.7 billion of the
nearly 5 billion people who lack access to surgical
care.8–10 To make matters worse, in some LMICs like
The Gambia, estimates predict 85% of children will require surgical care before they are aged 15 years.11
Children’s surgery plays a large role in reducing the
morbidity associated with noncommunicable conditions, such as inguinal hernias,12,13 injuries, and congenital anomalies,14 as well as various infectious disease
complications, such as hydrocephalus and blindness
from trachoma.15
Specific, surgical interventions for children have
been found to be even more cost-effective than accepted
adult surgeries, even in low-resource settings.16–18 In
particular, the cost-effectiveness of circumcision has
been reported to be similar to bed nets for malaria
prevention.17 Additionally, the cost-effectiveness of cleft
lip or palate repair, general surgery, hydrocephalus surgery, and ophthalmic surgery were all similar to that of
the BCG vaccine for tuberculosis. Finally, the costeffectiveness of cesarean deliveries and orthopedic surgery were more favorable than the cost- effectiveness of
medical treatment for ischemic heart disease and HIV
treatment.
Road traffic injuries alone, for example, account for
more deaths in children aged 5 to 14 years than HIV, tuberculosis, and malaria combined.19 However, this burden is not borne uniformly across the world; 95% of all
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FIGURE. United Nations Children’s Fund Budget for Program Funding, 2018–2021a

a

The gap between
trained children’s
surgical providers
and the need is
vast.

US$billion

children killed by road traffic accidents are in
LMICs.20 Similarly, 80% of all children killed by
fall-related injuries are also in LMICs. Integrating
children’s surgical providers into all levels of coordination—from supply chains to public health
policies—is integral to addressing pediatric traumatic morbidity and mortality.
Cardiac, neural tube, and craniofacial anomalies, such as cleft lip and palate, account for at
least 32 million lost disability adjusted life-years
(DALYs), 57% of which could be averted through
childhood surgical interventions.15 Currently,
more than 300,000 newborns die within 4 weeks
due to congenital anomalies.21 Studies examining
the unmet burden of children’s surgical disease
are lacking, but recent attempts to quantify and
clarify these numbers have relied on using surgical
delay and the resulting backlog of cases.22 In a
study examining burden of congenital anomalies
in 13 African countries, the average surgical delay
was more than 2 years—contributing to nearly
75,000 lost DALYs.23–25 Surgical burden for congenital anomalies is likely related to not only surgical workforce, but also population size and birth
rate—highlighting the need for collaboration between surgical and obstetric providers with public
health practitioners.
Furthermore, this burden is spread among all
LMICs, with sub-Saharan Africa and South Asia
sharing a similarly large burden of DALYs avertable through children’s surgery.26 Clearly, more
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attention must be given to preventing, identifying,
and treating congenital and noncommunicable
diseases, injuries, and burns if the health of children is to be improved in accordance with global
commitments.

INADEQUATE SURGICAL
WORKFORCE
The gap between trained children’s surgical providers and the need is vast. Currently, the number of
children’s surgeons is inversely proportional to a
country’s birth rate,27 meaning the countries that
are most in need of surgical care for children have
the least capacity for delivering this care. This
need is most acute in many African nations, where
the density of children’s surgeons ranges from
0.17 children’s surgeons per million children in
Malawi, to 1.5 children’s surgeons per million in
Egypt.28 Compared to a benchmark of 10 children’s surgeons per million children used by
Krishnaswami et al., low-income African nations
have a shortfall of more than 3,000 children’s surgeons.27 Equally essential, pediatric anesthesia
faces severe workforce shortages, with specialized
provider density estimated to be 100 times lower
in LMICs than in high-income countries.29 To address this shortfall, LMICs need not only more anesthesia providers, but also providers who have
specialty training and skills needed to manage pediatric anatomy and physiology.
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OVERLAPPING GOALS: PEDIATRIC
AND GLOBAL SURGERY
COMMUNITIES
The solidarity between children’s health care providers and children’s surgery providers is deeper
than merely sharing patient populations and an
overarching goal of improving children’s health.
Children’s surgery would be ineffective without
the children’s health care provider correctly diagnosing and referring a child with, for example, a
congenital anomaly. Moreover, the presurgical
preparation and postsurgical care for these patients,
especially neonates, ideally would involve joint
coordination between children’s health care
providers and their surgical colleagues. Finally,
synergies between humanitarian and health development exist—preparation for surgical care is
an integral part to disaster and emergency preparedness around the world.30
Some progress toward addressing bringing
children’s health care providers and surgery providers closer together has been made. In 2002, the
Surgical Advisory Panel of the American Academy
of Pediatrics worked with children’s health care
providers to develop referral guidelines, representing an U.S.-focused example of potential collaboration.31 The Global Initiative for Children’s Surgery
(GICS), founded in 2016, provides a platform and
an organized voice for children’s surgery. GICS
members—representing surgeons, anesthetists, and
nonphysician clinicians—work with stakeholders in
LMICs to identify barriers to care and develop
country-specific plans to improve children’s surgical
care.32,33 In addition, in 2013, the American Board
of Pediatrics convened a Global Health Task
Force to coordinate the expansion of their “core
mission—training assessment, certification, and
quality improvement and continuing professional development”—into the international sphere,
helping to train international children’s health
care providers through their International InTraining Examination.4,34 Although not specific
to children’s surgery, the Global Health Workforce
Alliance (now Network) focused on bringing attention to human resources for health to augment
health care capacity.35
There is much to be gained from further integrating children’s surgery into advocacy efforts
and the broader global child health agenda.
Building off the history of collaboration between
children’s surgeons and the American Academy
of Pediatrics as early as 1948, the time has come
to extend that relationship to the global sphere.36
In short, promoting good global child health
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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requires both children’s health care providers and Promoting good
surgery providers to work together and outside of global child health
their specialty-specific silos.
requires both
children’s health
care providers
RECOMMENDATIONS FOR
and surgery
IMPROVING GLOBAL CHILD HEALTH providers to work
together and
Develop the Children’s Surgical Workforce
An adequate surgical workforce is indispensable in outside their
meeting the demand for children’s surgical care. specialty-specific
As both GICS and the Global Health Task Force silos.

have articulated, training a robust global pediatric
workforce, with a focus on sustainable, ground-up
improvements, is critical. One such model builds
on the example set by the U.S. National Institutes
of Health-funded Medical Education Partnership
Initiative.37 Between 2010 and 2015, 13 medical
schools in 12 sub-Saharan African countries were
awarded $130 million to work with a U.S.-based
university to increase the schools’ abilities to
(1) produce more and better-trained doctors,
(2) strengthen relevant research, and (3) retain
graduates. Building on this model, children’s
health care providers and children’s surgeon
groups can collaborate with local medical schools
and governments to support the development of
a workforce specific for children’s health care in
each country that integrates the provision of both
medical and surgical care.
A survey of children’s surgeons in Africa demonstrated a clear preference for “collaborative
professional development” over mission-based direct clinical care.38 The coordination of both
pediatric- and surgery-specific organizations to
improve in-country training opportunities and
promote effective recognition and referral pathways for care is needed. These organizations
should work with respective ministries of health,
academic partners, and other stakeholders to develop local, pediatric-specific postgraduate residency training programs.
There exists a potential trade-off between the
timeline necessary to sustainably develop and
train a specialized workforce and the immediate
clinical need today. Working closely with ministries of health, professional organizations, and
existing referral networks, children’s health care
providers and surgery providers should task shift
and task share carefully selected components of
care to nonspecialty trained providers as a potential, short-term bridge to the development of
a robust and sustainable surgical workforce.39
Leveraging the critical importance of nonphysician clinicians is essential in achieving this “all

Much can be
gained from
integrating
children’s surgery
into advocacy
efforts and the
broader global
child health
agenda.
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By focusing on
“best buy”
surgeries, the
integration of
surgical care can
be sustainable
and allow for
meaningful
progress toward
achieving the
SDGs.

hands-on deck” approach.40 Although large variations exist between countries, the volume of surgery performed by nonphysician providers can be
significant: nearly 90% of obstetric surgeries and
39% of general surgery procedures—including
43% of nonobstetric laparotomies.39,41 Recent
studies seek to assess the safety and efficacy of
these surgeries.42–44 Future work must continue
to focus on evaluating the outcomes of task
sharing, as well as articulating best practices for
supporting trained nonspecialty providers. Additionally, attention to retention of workforce is critical. Previous studies have suggested that surgical
graduates in LMICs primarily migrate for “professional reasons.”45 Attempts through National
Surgical Obstetric and Anesthesia Plans (NSOAPs,
discussed later) to improve training alongside infrastructure may mitigate this problem.
Although secondary benefits of integrating
efforts to increase a system’s surgical capacity for
children exist to strengthen the health system as
a whole, this approach requires sustained investment over time. In the more immediate term,
there may be an ongoing role for selective, vertical
programs to avert DALYs today, while broader
health systems strengthening and capacity building are ongoing.46 In addition to the clinical
impact of these surgical “camps,” potentials to engage with local infrastructure and workforce exist.47 Each country must decide whether to use
this intervention, and every effort must be taken
that these interventions are well regulated and do
not detract from the longer-term goal of an increase in children’s surgical providers.

Focus on “Best Buy” Surgeries
Children’s surgical care is cost-effective. In particular, inguinal hernia repair, trichiasis surgery,
cleft lip and palate repair, male circumcision, congenital heart surgery, and orthopedic procedures
are considered the 6 essential children’s surgical
procedures because of the economic value for
the health burdens they avert.48 These procedures, with the exception of congenital heart
surgery, align with the 44 procedures deemed “essential” by the Disease Control Priorities Network,
a joint enterprise devoted to determine disease
control priorities around the world, particularly
in LMICs.49
Although not traditionally considered as “children’s surgery,” reemphasizing the importance of
cesarean deliveries must be included to address
neonatal mortality and complications of pregnancy, the leading cause of death for girls aged 15 to
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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19 years.50,51 There is an inverse association between prevalence of cesarean deliveries and
maternal and neonatal mortality for cesarean delivery rates up to 19%.52,53 The Disease Control
Priorities Network noted that, as late as 2010, of
the worldwide 16 million DALYs lost due to
maternal disorders, 6.4 million DALYs were attributable to surgically preventable obstetric complications, including unsafe abortion.54,55
Children’s health care providers and surgery
providers, alike, must work with obstetric providers
to improve access to obstetric care and coordinate
the appropriate referrals to optimize maternal and
neonatal care. Through a focus on these costeffective, “best buy” surgeries, the integration of
surgical care can be sustainable, allowing for meaningful and lasting progress toward achieving the
SDGs.

Integrate Children’s Surgery Into NSOAPs
In 2015, the Lancet Commission on Global
Surgery proposed a framework for the creation of
NSOAPs, providing an opportunity for governments to strengthen surgical care. Children’s surgery fits into this framework, and health officials
should be encouraged to integrate children’s surgical care into both NSOAPs and national child
health strategies. Nigeria has successfully included
children’s surgery and nursing as a key component of their NSOAP.56 Additionally, children’s
health care providers and children’s surgeons
must collaborate to ensure that academic, governmental, and nongovernmental organizations working on various child health priorities communicate
and collaborate, not only with one another, but
also with ministries of health. Moreover, enabling
the environment for children’s surgery requires attention to diverse domains, including infrastructure,
blood supply, infection control, and quality improvement. The NSOAP provides a mechanism for
achieving this whole-of-systems approach.57 Using
the Lancet Commission’s framework, all pediatricfocused groups must advocate for the inclusion of
pediatric-specific interventions at the government
level into national and regional health planning using the GICS Optimal Resources guide.32

Standardize Data Collection and Research
Planning and effectively incorporating children’s
surgery into national health systems is not possible without adequate and reliable information.
Recent strides have been made to improve data
collection around children’s surgery,58–61 but
these efforts must be scaled, standardized, and
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aligned with existing surgical indicators as described
by the Lancet Commission on Global Surgery (i.e.,
children’s surgical volume, access to care within
2 hours, workforce density, financial risk protection,
and perioperative mortality).62 Building off existing
initiatives such as the Quality of Care Network to encompass more children’s health areas is a potential
way to scale and standardize these efforts.63 Additionally, baseline assessments of the surgical services
available at hospitals, such as through the District
Health Information Software or Service Provision/
Service Availability and Readiness Assessments,64,65
need to be updated and emphasized to specifically
include children’s surgery.66 A combined effort
within the global child health community can help
standardize data collections, distribute analyses,
and collaborate with in-country providers to set
country-driven research agendas. Developing a
nation’s capacity to gather and analyze their own
children’s health data will improve all areas of children’s health care.67

Leverage Financing
Harnessing the ethical, health, and economic
arguments for investing in children’s health,
which necessarily includes surgery, requires public, private, and academic partnerships. Given
their impact on development, untreated pediatric
and surgical conditions carry an additional burden
of lifelong disability and ensuing economic disadvantage. Surgery is a cost-effective global health
intervention; thus it is essential that both public
and private funders incorporate surgical care
within the package of services aimed at promoting
global child health.17 One particular avenue is
through the World Bank’s Global Financing
Facility for Women, Children, and Adolescents,
whose ultimate aim, through investment cases in
maternal and child health, is to “gradually shift
countries away from relying on developmental
aid and onto a sustainable financing path.”68
Helping to champion pediatric surgical priorities
among existing funders of children’s health is an
area where children’s health care providers, with
more experience in navigating funders and funding mechanisms, can drive global access to children’s surgery forward.

CONCLUSION
Addressing preventable neonatal and child deaths
and achieving SDG-3 requires a coordinated approach between children’s health care providers
and the surgical and anesthesia providers. Global
child health demands surgery, and timely surgery,
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in turn, arrives only with the support and collaboration between children’s health care providers
and their colleagues. By aligning advocacy and
fundraising efforts to include specific, costeffective, and necessary surgeries, the global child
health care and surgery communities can more effectively partner with countries to achieve this goal
and offer comprehensive children’s health care to
those who need it most.
Conflicting interests: None declared.

REFERENCES
1. United Nations. Transforming Our World: The 2030 Agenda for
Sustainable Development. United Nations; 2015. Accessed May 29,
2020. https://sustainabledevelopment.un.org/post2015/
transformingourworld/publication
2. Stenberg K, Hanssen O, Edejer TT-T, et al. Financing transformative
health systems towards achievement of the health Sustainable
Development Goals: a model for projected resource needs in 67 lowincome and middle-income countries. Lancet Glob Heal. 2017;5(9):
e875–e887. CrossRef. Medline
3. Roa L, Jumbam DT, Makasa E, Meara JG. Global surgery and the
sustainable development goals. Br J Surg. 2019;106(2):e44–e52.
CrossRef. Medline
4. Pitt MB, Moore MA, John CC, et al. Supporting global health at the
pediatric department level: why and how. Pediatrics. 2017;139(6):
e20163939. CrossRef. Medline
5. World Development Indicators DataBank. World Bank; 2020.
Accessed May 29, 2020. http://databank.worldbank.org/data/
source/world-development-indicators
6. United Nations Children’s Fund (UNICEF). UNICEF Integrated
Budget 2018–2021. UNICEF; 2017. Accessed May 29, 2020.
https://www.unicef.org/about/execboard/files/2018-2021_
Integrated_Budget_EB_Informal_23_June_FINAL.pdf
7. Chaiban T. UNICEF Programming Priorities: Orientation for New
UNICEF Focal Points Based in Government Missions in NY. United
Nation’s Children’s Fund. Accessed May 29, 2020. https://www.
unicef.org/publicpartnerships/files/UNICEF_Programme_
Priorities.pdf
8. Bickler SW, Sanno-Duanda B. Epidemiology of paediatric surgical
admissions to a government referral hospital in the Gambia. Bull
World Health Organ. 2000;78(11):1330–1336. Medline
9. Butler EK, Tran TM, Nagarajan N, et al. Epidemiology of pediatric
surgical needs in low-income countries. PLoS One. 2017;12(3):
e0170968. CrossRef. Medline
10. Ozgediz D, Poenaru D. The burden of pediatric surgical conditions in
low and middle income countries: a call to action. J Pediatr Surg.
2012;47(12):2305–2311. CrossRef. Medline
11. Bickler SW, Telfer ML, Sanno-Duanda B. Need for paediatric surgery
care in an urban area of The Gambia. Trop Doct. 2003;33(2):91–
94. CrossRef. Medline
12. Ekenze SO, Anyanwu PA, Ezomike UO, Oguonu T. Profile of pediatric abdominal surgical emergencies in a developing country. Int
Surg. 2010;95(4):319–324. Medline
13. Beard JH, Ohene-Yeboah M, Devries C, Schecter WP. Hernia
and hydrocele. In: Debas HT, Donkor P, Gawande A, et al., eds.
Essential Surgery: Disease Control Priorities. 3rd ed. The
International Bank for Reconstruction and Development/The World
Bank; 2015. Accessed May 29, 2020. https://www.ncbi.nlm.nih.
gov/books/NBK333501/

187

Improving Children’s Global Health and Surgery

www.ghspjournal.org

14. Owen RM, Capper B, Lavy C. Clubfoot treatment in 2015: a global
perspective. BMJ Glob Heal. 2018;3(4):e000852. CrossRef.
Medline

31. Surgical Advisory Panel. American Academy of Pediatrics.
Guidelines for referral to pediatric surgical specialists. Pediatrics.
2002;110(1 Pt 1):187–191. Medline

15. Farmer D, Sitkin N, Lofberg K, Donkor P, Ozgediz D. Surgical interventions for congenital anomalies. In: Debas HT, Donkor P,
Gawande A, et al., eds. Essential Surgery: Disease Control Priorities.
3rd ed. The International Bank for Reconstruction and Development/
The World Bank; 2015. Accessed May 29, 2020. https://www.
ncbi.nlm.nih.gov/books/NBK333522/

32. Goodman L, St-Louis E, Yousef Y, et al. The global initiative for children’s surgery: optimal resources for improving care. Eur J Pediatr
Surg. 2018;28(01):51–59. CrossRef. Medline

16. Smith ER, Concepcion TL, Niemeier KJ, Ademuyiwa AO. Is global
pediatric surgery a good investment? World J Surg. 2019;43
(6):1450–1455. CrossRef. Medline
17. Chao TE, Sharma K, Mandigo M, et al. Cost-effectiveness of surgery
and its policy implications for global health: a systematic review and
analysis. Lancet Glob Heal. 2014;2(6):e334–45. CrossRef. Medline
18. Saxton AT, Poenaru D, Ozgediz D, et al. Economic analysis of children’s surgical care in low- and middle-income countries: a systematic review and analysis. PLoS One. 2016;11(10):e0165480.
CrossRef. Medline

33. Global Initiative for Children’s Surgery. Global initiative for
children’s surgery: a model of global collaboration to advance the
surgical care of children. World J Surg. 2019;43(6):1416–1425.
CrossRef. Medline
34. Butteris S, Haig V. Mind the Gap: Lessons from One Board’s Focus on
Global Health. Presentation of The American Board of Pediatrics
Global Health Task Force. September 26, 2017. Accessed May 29,
2020. https://static1.squarespace.com/static/5581c84de4b
08614acb89b1f/t/59cd37c52278e76a7ff30a5e/150662138
5211/09.26_0915_Butteris_Haig_MOC-LLSA-032.pdf
35. Global Health Workforce Alliance: About the Alliance. World Health
Organization web site. Accessed May 29, 2020. https://www.who.
int/workforcealliance/about/en/

19. Ritchie H, Roser M. Causes of Death. OurWorldInData.org.
Published online February 2018. Accessed May 29, 2020. https://
ourworldindata.org/causes-of-death

36. Klein MD. The pediatric surgeon and the American Academy of
Pediatrics (AAP): an important partnership for surgeons and children. J Pediatr Surg. 2013;48(6):1405–1409. CrossRef. Medline

20. Kiragu AW, Dunlop SJ, Mwarumba N, et al. Pediatric trauma care in
low resource settings: challenges, opportunities, and solutions. Front
Pediatr. 2018;6:155. CrossRef. Medline

37. Omaswa F, Kiguli-Malwadde E, Donkor P, et al. Medical Education
Partnership Initiative gives birth to AFREhealth. Lancet Glob Heal.
2017;5(10):e965–e966. CrossRef. Medline

21. World Health Organization. Congenital anomalies. Published
September 7, 2016. Accessed May 29, 2020. https://www.who.
int/news-room/fact-sheets/detail/congenital-anomalies

38. Toobaie A, Emil S, Ozgediz D, Krishnaswami S, Poenaru D.
Pediatric surgical capacity in Africa: current status and future needs.
J Pediatr Surg. 2017;52(5):843–848. CrossRef. Medline

22. Yousef Y, Lee A, Ayele F, Poenaru D. Delayed access to care and
unmet burden of pediatric surgical disease in resource-constrained
African countries. J Pediatr Surg. 2019;54(4):845–853. CrossRef.
Medline

39. Hoyler M, Hagander L, Gillies R, et al. Surgical care by non-surgeons
in low-income and middle-income countries: a systematic review.
Lancet. 2015;385 Suppl 2:S42. CrossRef. Medline

23. Poenaru D, Pemberton J, Cameron BH. The burden of waiting: DALYs
accrued from delayed access to pediatric surgery in Kenya and
Canada. J Pediatr Surg. 2015;50(5):765–770. CrossRef. Medline
24. Poenaru D, Pemberton J, Frankfurter C, Cameron BH. Quantifying
the disability from congenital anomalies averted through pediatric
surgery: a cross-sectional comparison of a pediatric surgical unit in
Kenya and Canada. World J Surg. 2015;39(9):2198–2206.
CrossRef. Medline
25. Poenaru D, Pemberton J, Frankfurter C, Cameron BH, Stolk E.
Establishing disability weights for congenital pediatric surgical conditions: a multi-modal approach. Popul Health Metr. 2017;15(1):8.
CrossRef. Medline
26. Mock CN, Donkor P, Gawande A, Jamison DT, Kruk ME, Debas HT.
Essential surgery: key messages of this volume. In: In: Debas HT,
Donkor P, Gawande A, et al., eds. Essential Surgery Disease Control
Priorities. 3rd ed. The International Bank for Reconstruction and
Development, The World Bank; 2015. Accessed May 29, 2020.
https://www.ncbi.nlm.nih.gov/books/NBK333511/
27. Krishnaswami S, Nwomeh BC, Ameh EA. The pediatric surgery
workforce in low- and middle-income countries: problems and priorities. Semin Pediatr Surg. 2016;25(1):32–42. CrossRef. Medline
28. Chirdan LB, Ameh EA, Abantanga FA, Sidler D, Elhalaby EA.
Challenges of training and delivery of pediatric surgical services in
Africa. J Pediatr Surg. 2010;45(3):610–618. CrossRef. Medline
29. Dubowitz G, Detlefs S, McQueen KAK. Global anesthesia workforce
crisis: a preliminary survey revealing shortages contributing to undesirable outcomes and unsafe practices. World J Surg. 2010;34
(3):438–444. CrossRef. Medline
30. Pyda J, Patterson RH, Caddell L, et al. Towards resilient health systems: opportunities to align surgical and disaster planning. BMJ Glob
Heal. 2019;4(3):e001493. CrossRef. Medline
Global Health: Science and Practice 2020 | Volume 8 | Number 2

40. Federspiel F, Mukhopadhyay S, Milsom PJ, Scott JW, Riesel JN,
Meara JG. Global surgical, obstetric, and anesthetic task shifting: a
systematic literature review. Surgery. 2018;164(3):553–558.
CrossRef. Medline
41. Wren SM, Kushner AL. Task shifting in surgery-what US health care
can learn from Ghana. JAMA Surg. 2019;154(9):860. CrossRef.
Medline
42. Wilhelm TJ, Thawe IK, Mwatibu B, Mothes H, Post S. Efficacy of major general surgery performed by non-physician clinicians at a central hospital in Malawi. Trop Doct. 2011;41(2):71–75. CrossRef.
Medline
43. Tariku Y, Gerum T, Mekonen M, Takele H. Surgical task shifting helps
reduce neonatal mortality in Ethiopia: a retrospective cohort study.
Surg Res Pract. 2019;2019:5367068. CrossRef. Medline
44. Beard JH, Ohene-Yeboah M, Tabiri S, et al. Outcomes after inguinal
hernia repair with mesh performed by medical doctors and surgeons
in Ghana. JAMA Surg. 2019;154(9):853–859. CrossRef. Medline
45. Hagander LE, Hughes CD, Nash K, et al. Surgeon migration between
developing countries and the United States: train, retain, and gain
from brain drain. World J Surg. 2013;37:14–23. CrossRef. Medline
46. Moon W, Perry H, Baek RM. Is international volunteer surgery for
cleft lip and cleft palate a cost-effective and justifiable intervention? a
case study from East Asia. World J Surg. 2012;36(12):2819–2830.
CrossRef. Medline
47. Blair GK, Duffy D, Birabwa-Male D, et al. Pediatric surgical camps as
one model of global surgical partnership: a way forward. J Pediatr
Surg. 2014;49(5):786–790. CrossRef. Medline
48. Saxton AT, Poenaru D, Ozgediz D, et al. Economic analysis of children’s surgical care in low- and middle-income countries: a systematic review and analysis. PLoS One. 2016;11(10):e0165480.
CrossRef. Medline

188

Improving Children’s Global Health and Surgery

www.ghspjournal.org

49. Debas HT, Donkor P, Gawande A, Jamison DT, Kruk ME, Mock CN.
Essential Surgery. The International Bank for Reconstruction and
Development, The World Bank; 2015.

59. Elhalaby EA, Millar AJW. Challenges of pediatric surgical practice in
Africa. Preface. Semin Pediatr Surg. 2012;21(2):101–102.
CrossRef. Medline

50. Alkema L, Chou D, Hogan D, et al. Global, regional, and national
levels and trends in maternal mortality between 1990 and 2015,
with scenario-based projections to 2030: a systematic analysis by the
UN Maternal Mortality Estimation Inter-Agency Group. 2016;387
(10017):462–474. CrossRef. Medline

60. Greenberg SLM, Ng-Kamstra JS, Ameh EA, Ozgediz DE, Poenaru
D. An investment in knowledge: research in global pediatric surgery
for the 21st century. Semin Pediatr Surg. 2016;25(1):51–60.
CrossRef. Medline

51. Filippi V, Chou D, Ronsmans C, Graham W, Say L. Levels and causes
of maternal mortality and morbidity. In: Black RE, Laxminarayan R,
Temmerman M, et al., eds. Reproductive, Maternal, Newborn, and
Child Health: Disease Control Priorities. 3rd ed. The International
Bank for Reconstruction and Development/The World Bank; 2016.
52. Maswime S. Improving access to caesarean sections and perioperative care in LMICs. Lancet. 2019;393(10184):1919–1920.
CrossRef. Medline
53. Molina G, Weiser TG, Lipsitz SR, et al. Relationship between cesarean delivery rate and maternal and neonatal mortality. JAMA.
2015;314(21):2263–2270. CrossRef. Medline
54. Johnson CT, Johnson TRB, Adanu RMK. Global burden of surgically
treatable obstetric conditions. In: Debas HT, Donkor, P, Gawande A,
et al., eds. Essential Surgery: Disease Control Priorities. 3rd ed. The
International Bank for Reconstruction and Development/The World
Bank; 2015.
55. Higashi H, Barendregt JJ, Kassebaum NJ, Weiser TG, Bickler SW,
Vos T. Surgically avertable burden of obstetric conditions in low- and
middle-income regions: A modelled analysis. BJOG. 2015;122
(2):228–236. CrossRef. Medline

61. Hamad D, Yousef Y, Caminsky NG, et al. Defining the critical pediatric surgical workforce density for improving surgical outcomes: a
global study. J Pediatr Surg. 2020;55(3):493–512. CrossRef.
Medline
62. Meara JG, Leather AJM, Hagander L, et al. Global Surgery 2030:
evidence and solutions for achieving health, welfare, and economic
development. Int J Obstet Anesth. 2016;25:75–78. CrossRef.
Medline
63. About Us. Network for Improving Quality of Care for Maternal,
Newborn and Child Health website. Accessed April 6, 2020. http://
qualityofcarenetwork.org/about
64. DHIS2 home page. DHIS2 website. Accessed May 29, 2020.
https://www.dhis2.org/
65. Sheffel A, Karp C, Creanga AA. Use of Service Provision
Assessments and Service Availability and Readiness Assessments for
monitoring quality of maternal and newborn health services in lowincome and middle-income countries. BMJ Glob Heal. 2018;3(6):
e001011. CrossRef. Medline

56. Peters AW, Roa L, Rwamasirabo E, et al. National Surgical,
Obstetric, and Anesthesia Plans Supporting the Vision of Universal
Health Coverage. Glob Heal Sci Pract. 2020;8(1):1–9. CrossRef.
Medline

66. Lancet Commission on Global Surgery, World Health Organization
(WHO), Program in Global Surgery and Social Change (PGSSC),
Harvard Medical School. WHO-PGSSC Surgical Assessment Tool
(SAT) Hospital Walkthrough. Accessed July 30, 2018. https://
b6cf2cfd-eb09-4859-92a9-a8f002c3bcef.filesusr.com/ugd/
346076_b9d8e8796eb945fe9bac7e7e35c512b1.pdf

57. deVries CR, Rosenberg JS. Global Surgical Ecosystems: A Need for
Systems Strengthening. Ann Glob Heal. 2016;82(4):605–613.
CrossRef. Medline

67. Poenaru D, Seyi-Olajide JO. Developing metrics to define progress
in children’s surgery. World J Surg. 2019;43(6):1456–1465.
CrossRef. Medline

58. Butler MW, Ozgediz D, Poenaru D, et al. The Global Paediatric
Surgery Network: a model of subspecialty collaboration within
global surgery. World J Surg. 2015;39(2):335–342. CrossRef.
Medline

68. Peters AW, Pyda J, Menon G, Suzuki E, Meara JG. The World
Bank Group: innovative financing for health and opportunities
for global surgery. Surgery. 2019;165(2):263–272. CrossRef.
Medline

Peer Reviewed
Received: December 19, 2019; Accepted: May 19, 2020
Cite this article as: Wasserman I, Peters AW, Roa L, Amanullah F, Samad L. Breaking silos: improving global child health through essential surgical
care. Glob Health Sci Pract. 2020;8(2):183-189. https://doi.org/10.9745/GHSP-D-20-00009
© Wasserman et al. This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International License (CC BY
4.0), 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/4.0/. When linking to this article, please use the following permanent link:
https://doi.org/10.9745/GHSP-D-20-00009

Global Health: Science and Practice 2020 | Volume 8 | Number 2

189

ORIGINAL ARTICLE

District Health Teams’ Readiness to Institutionalize Integrated
Community Case Management in the Uganda Local Health
Systems: A Repeated Qualitative Study
Agnes Nanyonjo,a Edmound Kertho,a James Tibenderana,b Karin Källanderc

Key Findings
n

Despite district health teams reporting readiness and
preparation to incorporate integrated community case
management (iCCM) into their district health systems,
they were unable to institutionalize most components
into district-specific work plans.

n

Barriers to institutionalization included the lack of
stewardship from both Ministry of Health and
implementing partners on how to transition from a
partner-supported to a locally-run program, lack of
agreement of national guidelines on community-level
drug distribution, lack of integration of some iCCM
indicators in the national health management
information system, and limited central government
funding.

Key Implications
n

District health teams and other local government
administrative structures should work together to
increase community acceptance, engagement, and
ownership of interventions.

n

National and local health systems and implementing
partners should collaborate to complement
community engagement and encourage local
ownership and effective institutionalization.

n

Central government authorities should increase
capacity building of district health teams by providing
training, delegating power, and providing tools and
technologies for implementing iCCM.

n

Implementing partners should collaborate with the
Ministry of Health and other relevant policy makers
to put into place an effective phaseout and eventual
exit plan that will ensure program sustainability.
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ABSTRACT
Introduction: Several countries have adopted integrated community case management (iCCM) as a strategy for improved health
service delivery in areas with poor health facility coverage. Early
implementation of iCCM is often run by nongovernmental organizations financed by donors through projects. Such projects risk
failure to transition into programs run by the local health system
upon project closure. Engagement of subnational health authorities such as district health teams (DHTs) is essential for a smooth
transition.
Methods: We used a repeated qualitative study design to assess
the readiness of and progress made by DHTs in institutionalizing
iCCM into the functions of locally decentralized health systems in
9 western Uganda districts. Readiness data were derived from
structured group interviews with DHTs before iCCM policy adoption in 2010 and again in 2015. Progressive institutionalization
achievements were assessed through key informant interviews
with targeted DHT members and local government district planners in the same areas.
Findings: In the readiness study, DHTs expressed commitment to
institutionalize iCCM into the local health system through the development of district-specific iCCM activity work plans and budgets. The DHTs further suggested that they would implement
district-led training, motivation, and supervision of community
health workers; procurement of iCCM medicines and supplies;
and advocacy activities for inclusion of iCCM indicators into the
national health information systems. After iCCM policy adoption,
follow-up study data findings showed that iCCM was largely not institutionalized into the local district health system functions. The poor
institutionalization was attributed to lack of stewardship on how to
transition from externally supported implementation to district-led
programming, conflicting guidelines on community distribution of
medicines, poor community-level accountability systems, and limited
decision-making autonomy at the district level.
Conclusion: Successful institutionalization of iCCM requires local
ownership with increased coordination and cooperation among
governmental and nongovernmental actors at both the national
and district levels.

INTRODUCTION

C

ompared to the rest of the world, sub-Saharan Africa
still suffers from significant under-5 mortality
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despite making remarkable improvements.1,2
Disparities in under-5 mortality persist among
sub-Saharan countries and between the richest
and the poorest households.3 Infectious diseases
continue to account for a sizable proportion of
the region’s under-5 mortality. Diarrhea, malaria,
and pneumonia combined accounted for approximately 40% of under-5 mortality between 1999
and 2013 compared to the 29% global estimate.4
Between 2000 and 2015, pneumonia (16.6%)
replaced malaria (16.4%) as the leading cause of
mortality among children aged 1–59 months in subSaharan Africa.5
The United Nations Children’s Fund and the
World Health Organization (WHO) recommend
integrated community case management (iCCM)
of childhood illnesses as a strategy for equitable access to treatment in areas with formal health facility deficiency.6 iCCM relies on community health
workers (CHWs) using simple algorithms to offer
health promotion, disease prevention, and curative services for uncomplicated diarrhea, malaria,
and pneumonia.6 In 2002, Uganda adopted the
Home-Based Management of Fever policy for
management of malaria, and, in 2010, adopted
the iCCM policy that also introduced CHW training in integrated management of pneumonia and
diarrhea within the community.7
Appropriate implementation of integrated
interventions like iCCM tends to be complex because interrelated yet independent interventions
are packaged and delivered together.8 The integrated interventions rely on local health system
structures and resources for their implementation.
Thus, it is important to ensure that the various
interventions are packaged in a manner that allow
them to be absorbed by the local health system.9,10
Specifically, the interventions need to be institutionalized into the different but interconnected
departments through which local health systems
deliver health care.11,12 In theory, institutionalization of a health intervention into the health
system is believed to occur when the intervention
becomes a routinely practiced and integral part of
the conventional health system. Thus, institutionalization of iCCM depends on the implementation
of a strong iCCM program, which, in turn,
requires appropriate CHW training, regular supervision and monitoring, and continuous supply of
drugs and commodities among other things.13
The local health system in Uganda is based
on a decentralized system arising from political
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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decentralization reforms based on the local government system experienced since 1986.
Decentralization has been defined as the transfer
of some degree of political, administrative, and financial authority from the central government to
the local governments.14,15 The local government
system consists of administratively nonsubordinated, comprehensive, and judicially accountable
local districts. Thus, the decentralized systems
were expected to improve access to public services
based on community needs, develop local capacity, and enhance transparency and accountability
through community participation. In the last 2
decades, districts in Uganda have gradually gained
some degree of financial decentralization. To be
sure, most local governments are still financed by
funds allocated from the central government, although each district has the power to supplement
centrally funded budgets with locally generated
revenue and approved budgets.16
In the health systems context, the decentralization reforms in Uganda meant that the principal
roles of the central Ministry of Health (MOH) were
redirected to policy formulation, capacity development, planning, inspection, mobilization of
resources (such as human resources, health infrastructure, medicines, and other health supplies, as
well as health data), and provision of nationally
coordinated services including the management
of national programs. The national programs run
by the MOH include but are not limited to epidemic control, emergency preparedness research, and
monitoring and evaluation of health sector performance. On behalf of the MOH, several national

A village health team member counts the respiratory rate of a child who
has a cough with fast breathing. Photo credit: © 2013 Edmound Kertho
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A supervisor shows village health team members how to fill in the iCCM
register during a quarterly review meeting. Photo credit: © 2013
Edmound Kertho
autonomous units, including the Uganda Blood
Transfusion Service, national medical stores
(NMS), various health professional councils, and
the National Drug Authority, operate some of
the clinical support and regulatory functions.17
Consequently, because districts have the overall
responsibilities for health service delivery,18 to a
large extent, the district health team (DHT) operates the local health system. The DHT consists of
technical health officials responsible for strategic
health planning, management, budgeting, coordination, resource mobilization, and monitoring of
overall district health performance.
In the process of institutionalizing integrated
health interventions into decentralized health systems, both departments and individuals have often encountered disruptions.19,20 For example,
health facility workers with the double burden of
providing clinical and administrative services may
also be required to take on additional iCCM supervisory roles. Such disruptions may lead to compromised quality of care and delays in achieving
equity as local health systems cope with both
high disease burden and limited resources.14
Previous research has shown that achievement
and sustainability of meaningful benefits of iCCM
requires adequate health system and political support. Such support is in the form of ongoing CHW
training, supportive supervision, provision and
replenishment of effective job aids, consistent replenishment of medicines and supplies, and effective approaches for retention and performance of
CHWs.21,22 Although the importance of DHT staff
empowerment for effective management has been
highlighted, the lack of capacity in exercising a decision space for critical health system functions,
such as human resource management and quality
Global Health: Science and Practice 2020 | Volume 8 | Number 2

www.ghspjournal.org

improvement, has been recognized as a key barrier to health systems performance.23 In Uganda,
iCCM was gradually introduced into a decentralized health system through the village health
team (VHT) strategy that outlines the DHT’s responsibility for overall planning, implementation,
and monitoring of VHT activities, and that VHT activities shall be fully integrated into the district
health development and operational plans.24
We conducted this study to assess the baseline
readiness and progress made by DHTs in institutionalizing iCCM into the local health system
functions.25,26 Community or organization readiness studies are important in determining whether a program can be effectively implemented and
supported by a community.

METHODS
Study Design
We used a repeated qualitative assessment consisting of group and key informant interviews in
9 districts in western Uganda. The baseline readiness study was conducted just before the launch
of the iCCM policy in 2010 and the follow-up
study was conducted in 2015.

Study Setting
iCCM Implementation Context
Since the 2010 launch of the iCCM policy in
Uganda, subsequent implementation had been
mainly run by implementing partners in collaboration with local district health administrators.27
The implementing partners largely consisted of local nongovernmental and international organizations. The national implementation of iCCM was
undergoing expansion at the time of the study,
and it was estimated to have reached 78 of the
112 districts in Uganda by the end of 2016. There
were also government-led efforts to integrate
iCCM into national plans and budgets.27

Various Actors’ Roles in Implementing iCCM
Malaria Consortium
Malaria Consortium, an international nongovernmental organization, was the main iCCM implementing partner in the study area between
2010 and 2015. It worked closely with the MOH
to support and strengthen community-based case
management programs for malaria, pneumonia,
and diarrhea while emphasizing linkages to formal health services. Malaria Consortium’s approach to the implementation of iCCM followed a
health systems strengthening (HSS) approach.28
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We actively participated in technical working
groups and proactively provided progress updates
to harmonize the program with national policies
without compromising those elements that we believed were essential to achieving a high-quality
health care program. These components included
supportive supervision, effective referral systems,
supply management of medicines and other
commodities to minimize stock-outs, as well as
strong monitoring and evaluation of the program
through routine data collection from VHTs. Thus,
we covered several iCCM costs through provision
of free diagnostics and medicines, VHT training on
iCCM alongside DHT members, job aids, data collection registers, supervision, and behavioral
change communication for caretakers and health
staff. To support the institutionalization of iCCM,
we supported the quantification of iCCM supplies
stock at the central level. At the district level, we
facilitated learning visits, supported budgeting
and forecasting exercises, and supported local
supervision of VHTs and data collection through
parish coordinators. We undertook all the aforementioned activities under the stewardship of the
Maternal and Child Health Division of the MOH
and other related divisions. All our activities were
geared toward supporting DHTs and the MOH to
take local ownership of iCCM and include its costs
and activities into their work plans.

MOH
The MOH worked closely with key iCCM implementing partners to develop and translate the national iCCM policy and guidelines into practice at
the community level. This work was done primarily by developing tools for implementation of
different aspects of the policy, such as training
materials and curriculum; support supervision
forms; registers and data collection forms; and
stock management forms. Staff from the MOH
acted as trainers and supervisors for iCCM programs. The MOH adopted diagnostic tools and
color-coded treatment regimens suitable for the
treatment of young children by CHWs in response
to advocacy from the implementing partners.

DHTs
After the DHT members received training from the
Malaria Consortium, DHT members served as
iCCM trainers. Together with staff from the
Consortium, DHT members conducted training
for staff from all levels of health facilities and
CHWs. DHT members also acted as supervisors of
iCCM to manage the supervision of CHWs by
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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health facility staff and other supervisors from the
local government. DHTs collaborated with the
Malaria Consortium in digitizing the quarterly
reporting of iCCM data into a system known as
the District Health Information System II. During
the study period, DHTs ensured regular supply of
medicines for iCCM through adequate forecasting,
quantification, and distribution of medicines. A
detailed description of the responsibilities of the
health facility workers and CHWs trained follows.

District, Local Government, and Health Systems
Context
Uganda’s districts are divided into counties, subcounties, parishes, and villages. The village is governed by the local council, which is headed by a
chairman. Within the formal health sector structure, a hospital serves a district, a health center
level IV serves a county (also known as a health
subdistrict), a health center level III serves a subcounty, and a health center level II serves a parish.
A VHT member, also known as a CHW, working from home is considered the health center
level I at the village level overseeing between
20–30 households. A VHT comprises 5–6 CHWs
who received 5 days of training on disease prevention and health promotion. The community
selects 2 VHT members to participate in an additional 6-day iCCM training that is supervised by a
health facility worker.24,26 The training prepares
the VHT members to classify and treat uncomplicated malaria, pneumonia, and diarrhea using
simple algorithms, simple diagnostic tests, and
standard treatment regimens that are color coded.
It also prepares them to refer sick newborns and
children with malnutrition and symptoms of severe illness to higher-level health facilities.26
Typically, staff from the nearest health facility supervise and support the VHT members.
The DHTs forecast the quantities of medicines
and supplies that health facilities will need, request the quantities from the NMS, and then distribute the commodities to the lower-level health
facilities based on perceived need as assessed by a
higher-level facility. The health facility in-charge
and the assistant health education officer at the
health subdistrict are the custodians of supplies
and commodities that the VHTs use, whereas the
health facilities at all levels are responsible for
replenishment of commodities and health supplies.24,26 Figure 1 illustrates the hierarchy of
both health and administrative systems in
Uganda.
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FIGURE 1. Uganda’s Health and Administrative System Structure

Study Sites
Our study drew on data collected from 9 districts
in midwestern and central Uganda (Table 1)
where the Malaria Consortium (one of the largest
implementing partners) had been implementing
iCCM since 2009. The districts had an estimated
total population of 2.2 million, of which 20% were
under-5-year-old children. The districts were served
by a total of 276 health facilities, 70% of which were
government health facilities, 18% were private
not-for-profit, and 12% were private for-profit. The
health-seeking behavior of the people in the study is
known to vary from treatments at home to both
formal and informal health providers outside the
home.29

Study Participants and Data Collection
In 2010, we collected data on readiness of DHTs to
institutionalize iCCM into local health systems’
functions during the period that preceded the
adoption of the national iCCM policy. Data were
collected through structured group interviews
held with DHT members in each of the 9 districts
Global Health: Science and Practice 2020 | Volume 8 | Number 2

(Table 1). In addition, we conducted key informant interviews with selected DHT members
who oversaw the implementation of communitybased interventions (including iCCM) and the district planners who managed the district budget.
The structured interview guides used for both the
group and key informant interviews were framed
within the WHO health system building blocks.
The group interview facilitators asked targeted
questions about planned strategies to institutionalize iCCM into local health system functions.
Table 2 gives an overview of the health system
functions that were explored.
In 2015, the progress made in institutionalizing iCCM into the functions of the local health
system was explored by conducting an identical
semistructured interview of DHT members and
district planners from the same districts. The interviewer asked questions on progress made and
the most significant changes observed in implementing various iCCM components into the functions of the local health system.
All group interviews and key informant interviews were conducted in English, audiotaped, and
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TABLE 1. Profile of District Health Team and Local Government Members Interviewed on Institutionalizing Integrated Community
Case Management, 9 Districts in Uganda
Readiness Study Group Interview Participants Buliisa Kibaale Kiboga Kyankwanzi Kyenjojo Kyegegwa Kiryandongo Masindi Hoima
District health officer

X

District drug inspector

X

District health inspector

X

District health educator

X

District surveillance focal person

X

X

Health facility in-charge

X

X

X

X

X

X

X

X

X

Health management information focal person

X

Malaria focal person

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X
X
X

X

X

X
X

Medical superintendent
District biostatistician

X

X

X

X

X

X

X

X

X

X

X

X

X

X

Key informant follow-up studya,b
District health officer

N

Y

N

Y

Y

Y

Y

Y

Y

Malaria focal person

Y

Y

N

Y

Y

Y

Y

Y

Y

District biostatistician/HMIS focal person

Y

Y

Y

Y

Y

Y

Y

Y

Y

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

District planner

Abbreviation: HMIS, health management information system.
a
Y means a person was district health team member in 2010 and 2015 and participated in the study.
b
N means person was not a district health team member in 2010.

were available as verbatim transcripts. Permission
was obtained by a notetaker to both audiotape and
write out the discussion that ensued. Permission
for the audio recording was also explicitly sought
in the consent form that all study participants
were required to complete.
In situations when a particular DHT member
was not available, the acting or designated person
with those responsibilities was interviewed instead. The individuals interviewed in the baseline
readiness and follow-up studies were often the
same, except for DHT members who had left,
been promoted or transferred, or had died. The
individuals were purposively sampled based on
their roles and the fact that they were believed to
have rich information on strategic health planning
for the district.

Data Analysis
Using deductive content analysis, data were explored for patterns related to the different health
system functions by the first author (AN).
Meaning units were identified directly from what
respondents said. These were condensed into descriptive codes that were fitted into the predefined
Global Health: Science and Practice 2020 | Volume 8 | Number 2

categories relating to the health system components and functions, including financing, service
delivery, health workforce, governance, medical
products and technologies, and information
(Table 2).30 The analysis aimed to explore the extent to which iCCM had been institutionalized
into the health system building blocks and functions at the district level as proposed by the DHT
before the iCCM policy adoption period. The analysis was done using OpenCode 4.0 (University of
Umeå, Sweden).

Ethical Considerations
Ethical approval for the study was obtained as part
of the inSCALE study from both the Institutional
Review Board of Makerere University School of
Public Health (IRB00011353 protocol [100]) and
the Uganda National Council of Science and
Technology (HS 958). Informed consent was
obtained from the study participants.

RESULTS
In the pre-iCCM policy adoption readiness study,
we found that the DHT reported being ready to
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TABLE 2. World Health Organization Health System Building Blocks (Functions) Explored in 9 Districts in Uganda
Attributes Probed for in the Interview Guide
Health financing







Service delivery




Health workforce







Governance







Medical products and
technologies





Information









Sources of funding for health care in general and specifically for iCCM
Percentage of the district budget allocated to iCCM
Type of providers of child health care services
Range of health services provided by both public and private providers and coverage of the health costs at the
point of use
Most significant change in health financing for children
Scope of child services offered within the district-by whom and when and presence of any performance linked
payments
The most significant change in health service delivery
Scope of health staffing levels and turnover in the district
Scope of VHT coverage and turning over
Scope of training, implementation partners, remuneration, motivation. and supervision for CHWs
Presence and awareness of iCCM guidelines
Most significant in the health workforce
Extent to which health decisions are made by the DHTs
Budget priority setting exercises
Health worker and health technology regulation
Community participation in health decision making
Most significant changes in health governance
Available medicines and supplies for treatment of common childhood illnesses
Distribution of the medicines and supplies specifically iCCM medicines
Most significant change in distribution of medicines
Management of health data at the local and district level
Availability of standardized registers for collecting and submitting community level data
Available data submission platforms
Community-level indicators fitted into the national HMIS
Use of data for decision making at local and district level
Key challenges in reporting data at the local and district level
Most significant change in the HMIS

Abbreviations: CHW, community health worker; DHT, district health team; HMIS, health management information system, iCCM, integrated community case
management; VHT, village health team.

Although DHT
reported being
ready to institutionalize iCCM,
follow-up study
findings showed
the level of institutionalization
ranged from poor
to none at all.

institutionalize iCCM into their district health systems. They affirmed their readiness by mentioning
plans to develop district-specific iCCM activity
work plans and budgets; district-led training, motivation and supervision of CHWs; district-led distribution of iCCM drugs and supplies; and advocacy
activities for including iCCM indicators into the national health management information system
(HMIS). In contrast, in the follow-up study, we
found that the level of institutionalization of most
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iCCM components into the health systems functions
ranged from poor to none at all.

Lack of Financing of iCCM
In the readiness study, DHTs suggested that they
would ensure sustainable funding for iCCM. They
planned to realistically achieve this by avoiding
excessive dependency on donor funds. The DHTs
often mentioned their plans to advocate for the
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inclusion of an iCCM budget in district work plans
and only mobilize donor funds as supplementary
budgets from their district implementing partners.
Such supplementary funds would include start-up
costs linked to the VHT training among other
things.
We intend to partner with the different nongovernmental organizations working in different localities in
our area to train VHTs. —DHT member, group
interview, 2010

The follow-up interviews revealed that financing for iCCM to procure medicines and supplies,
train CHWs, and facilitate quarterly supervision
meetings remained largely donor dependent.
DHTs had difficulties including an iCCM budget
in the district work plan and struggled to determine what budgetary lines could be used to cover
iCCM-related costs. Most of the district health
budget was provided by central government funds
to the districts in a lump sum. These funds needed
to be distributed among many competing health
priorities based on budgetary ceilings. DHTs from
across all study districts reported the largest percentage of the central government funds allocated
to health were apportioned to health facility running costs. This left meager funds for other activities including community health. The health
budget from the central government was supplemented by 13%–16% of locally generated revenue; an insufficient amount to cover the activities
in the iCCM district plan. The shortage in locally
generated revenue is due to the fact that tax collection in rural areas is often limited and varies every year depending on how much property tax,
local service tax service, parking fees, and district
rental fees are collected.
For example [during the budgeting exercise], the health
facilities receive the PHC funds [primary health care
funds] directly from the central government into their
accounts. It is the in-charge of that facility who is the accounting officer together with the subcounty chief. So,
they do their work plan and budget. We only do the supervision to see whether they comply with what is in
their work plan. Health facilities also have health management committees. They [health facility leadership]
look at previous budget performance as they bring the
management committee on board, and we are encouraging them to bring VHTs on board too. From there, the
budgets go to the health subdistrict from where they are
approved. —District health inspector, interview,
2015

Although no concrete iCCM financing plans
existed in most of the districts, DHT members
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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interviewed in the postadoption period conceded
that a well-running iCCM program was beneficial
and could lead to decongestion of health facilities
and improved health-seeking behavior in the
communities.
Generally, [iCCM] improved service delivery and queues
shortened at the health facilities. The few health workers were not burdened by the workload anymore at
health facilities . . . and the blood test [malaria rapid diagnostic test] is now more available and
demanded for . . . so I think those are some of the
changes. —District health officer, interview, 2015

Lack of Institutionalization of iCCM Medicines
Overall, the post-iCCM policy adoption findings
were not in line with procurement and supply
management system plans indicated by the DHTs
in the readiness study. DHTs had previously proposed advocating for the supply of iCCM drugs
and supplies through the NMS with a push system
for medicines in hard-to-reach areas. The DHTs
reported that their plans for procurement were
based on some of the lessons that they had learned
during the implementation of the preceding
Home-Based Management of Fever national program. DHTs recognized that the availability of
medicines and supplies acted as a motivating factor for VHTs, but drug stocks-outs did the opposite.
They often mentioned that demotivation among
VHTs due to drug stock-outs often manifested as
concurrent neglect of the regular health promotion and education activities among some VHTs.
. . . with regard to motivation, when Coartem is present,
the VHTs are very active. We shall do whatever is within
our power to ensure full-time stocking of drugs and supplies, but then again, this factor [availability of drugs] is
greatly dependent on dynamics within the NMS [in reference to inefficiencies in the wider procurement and
supply cycle]. —DHT member, group interview,
2010

Despite this assertion, half a decade post-iCCM
policy adoption, the delivery of medicines and
commodities to the community level came to a
complete halt in 8 of the 9 districts after departure
of the implementing partners.
We do not have a budget line for [iCCM] as a district. It is
also quite complex to requisition for drugs. NMS has a
policy not to distribute medicines to the community,
and the VHTs are considered not professionally trained
to handle medicine. NMS considers only health center II
and health center III. There are also no clear guidelines
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on how to requisition VHT commodities from
NMS. —Malaria focal person, interview, 2015
DHTs felt they
lacked
stewardship and
clear instructions
on medicine
distribution.

Overall, the DHTs felt that they lacked stewardship, clear instructions, and direction from
both the implementing partners and the MOH
on how best to transition from externally supported implementation to district-led programming. More elaborately, the DHTs had no clear
guidelines or directives from the MOH on how to
transition to a district-led community medicine
distribution policy. There were also conflicting
community medicine distribution policies that
were prone to different interpretations by the various DHTs. These included the iCCM guidelines,
which allowed for the prescription of amoxicillin
at the community level, and the National Drug
Redistribution Policy, which allowed for the redistribution of medicines and commodities between
different levels of health facilities in cases of
shortages but not the prescription of antibiotics at
the community level. Due to these conflicting
guidelines, and the complete absence of standard
accountability tools at the community level, the
integration of iCCM medicines and commodities
into district procurement chains was not perceived as a viable option for most DHTs.

Successful Institutionalization of iCCM
Medicine Procurement
Despite the conflicting community medicine distribution guidelines, the follow-up study showed
that 1 district used the National Drug Redistribution Policy to provide iCCM services in at least
2 of its 4 subcounties for the start with intent to
Percentage of
expand to all its subcounties. The 2 subcounty imVHTs trained on
plementation phase was a DHT-led demonstration
basic package
increased to more project (pilot) undertaken to understand the best
approaches for transitioning to an independent
than 90% in all
district-led iCCM program. However, the demonstudy districts.
stration project also faced several challenges as the
DHT had to develop a robust accountability system
for distributing community-level medicines and
commodities on its own. The system consisted of
collaborative efforts between the head of the political domain at the village (local council chairman)
and VHTs. Through this system, VHTs were able to
requisition for and receive drugs from the health
facility under the witness of the local council level
I chairman who was required to append a signature on both the requisition and delivery (receipt)
forms. Thus, medicines and commodities redistributed to the community levels were accounted
for as stock used by the outpatient department.
The arrangement was well received by the
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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community and had managed to avert interruptions in program implementation by the time of
the study.
Actually, NMS has not supplied [iCCM drugs and supplies]. They promised, but they have not started. [NMS]
were saying that they have not quantified what is needed and are still sorting out some policy issues . . . but initially, with our partners’ support, the VHTs used to get
the drugs during quarterly meetings or at times the
health workers would take the drugs to them. Now, in
case of a drug shortage, there is a form VHTs fill out
and write a requisition form for drugs in the presence
of the chairman local council level I who also signs the
form that is taken to the health facility in order to receive
drugs. It is a local arrangement that we are trying
out. —Malaria focal person, interview, 2015

One more district mentioned its intent to pilot
district-led iCCM service delivery in 1 subcounty
in the near future.
We want to interest our implementing partners to come
back because we have gaps. Presently, there are no drugs
in the communities [for the VHTs] because the government has not incorporated iCCM into its policies. We informed the MOH during workshops or whenever
there was a chance. The MOH okays us to go ahead
and implement iCCM, but they do it verbally, so we
fear to implement it unless it is put in writing.
However, there are some health centers where we are piloting [commodity distribution from the health facilities’
stocks]. —District health educator, interview, 2015

Increased Availability and Strengthened
Human Resources for iCCM
DHTs reported that the percentage of VHTs trained
on the basic package per subcounty compared to
that required by the national VHT strategy increased from a range of 0%–64% pre-iCCM to
more than 90% in all study districts in the followup study. This increase was attributed to the concerted efforts of nongovernmental district implementation partners. In the readiness study, DHTs
suggested that they would include VHT training
budgets in their work plans, orient health facility staff
on iCCM, and develop concrete supervision and motivation plans in accordance with MOH protocols, as
some of the key strategies for retaining VHTs. They
believed that the training led by nongovernmental
organizations was more aligned to individual nongovernmental organization goals than district interests
and should thus gradually be weaned off.
We have different VHTs with different motivating factors and different training. For example, X [name of
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organization withheld] trains VHTs on HIV, and XX
[name of organization withheld] trains them on onchocerciasis . . . VHTs trained by XXX are motivated because they receive motivators like umbrellas and
gumboots; partners need to cooperate to harmonize
VHT activities and remuneration as people working toward a common goal which is improving community
health in line with MOH guidelines. —DHT member,
group interview, 2010

Contrary to the readiness study, the follow-up
study showed that there were no clearly defined
district-led training, motivation, and supervision
plans for the VHTs. DHTs were not yet prepared
to transition from partner-led to district-led activities. The motivation and supervision of VHTs was
happening on an ad hoc basis as it had initially
depended on implementing partners for financial
and technical support. The DHTs reported that
once the implementation partners left, the supervision became increasingly irregular and infrequent. Remarkably, in the majority of the
study districts, supervisors encouraged VHTs to
form self-help groups and engage in incomegenerating activities such as savings and credit
cooperative organizations that could improve
motivation without necessarily depending on
district resources.
It [district-led motivation of VHTs] has been somehow
minimal. Of course, our VHTs have been having
a high interest to perform but have been experiencing
demotivating factors like stock-out of drugs. However,
the district receives drugs from NMS. So as a district, I
cannot say we have a plan to retain these VHTs; it also
depends on their functionality. Actually, what we are
doing is that we integrate them in our health system,
for example, by asking them to do services like mass
mobilization. —Malaria focal person, interview,
2015

Lack of Institutionalization of Community
Data into the HMIS
In the readiness study, DHTs often acknowledged
a need for improved reporting and use of
community-level data for district planning on a
routine basis. The DHTs proposed advocating for
harmonization of community-level data collection tools with the HMIS (since some communitylevel indicators were not being captured by the
existing HMIS forms) and emphasized the importance of VHT training on registers, timely provision of registers, and coordination and facilitation
of data submission as some of the strategies for improved community-level data submission.
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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. . . they [VHTs] received training in theory and were
provided with the registers later on. They did not know
how to fill the registers properly, and this frustrated not
only them but also the records staff. —DHT member,
group interview, 2010

However, in the follow-up study, communitylevel data reporting did not align with the
improvements that had initially been suggested
by the DHTs in the readiness study. Communitylevel data were submitted from health facilities to
the district level every quarter because monthly
submissions were considered cumbersome and
unpractical. The quarterly report submitted captured absolute numbers of children treated for
specific diseases but not the medicines dispensed
to the children. According to some, this was a consequence of some implementing partners providing VHT registers and reporting forms that did not
match the indicators captured by the HMIS.
At first, the data were managed by the donor, but later it
was entered in HMIS after we got pressure from the government. We have just completed entering the iCCM
data from 2009 up to last year. The donor’s tool was
not matching with the HMIS data base. Now, the
HMIS 097 is the quarterly reporting form for
iCCM. —District biostatistician, interview, 2015

Lack of Coordination and Governance of
iCCM
Although nearly half a decade had elapsed after
the national adoption of the iCCM policy, the
DHTs did not clearly mention any effective strategies had been used for policy implementation on
the ground. iCCM had not been comprehensively
institutionalized into district-specific work plans
with several requirements that would have otherwise led to its effective implementation reported
to be lacking. The existing national policies did
not offer guidance on how to transition from
partner-led programs to district-led ones, and the
guidelines that existed did not allow DHTs enough
formal decision-making autonomy regarding budgeting and implementation. This was manifested
at several functional levels of the health system:
(1) finance and expenditure allocations were
based on government-set ceilings that limited the
allocation of funding to iCCM activities, (2) DHTs
were uncomfortable to make decisions concerning
the drug supply for community medicines that
resulted in drug stock-outs, and (3) DHTs were
not able to make decisions about health information system reporting to the central level.
Nonetheless, there was a high level of awareness
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of iCCM in the districts, and there were plans to
include VHTs in the district budget prioritysetting exercises in some of the districts.
These findings were not concordant with the
level of commitment to develop comprehensive
district-specific work plans for iCCM that was
expressed in the readiness study when DHTs had
proposed that comprehensive work plans would
encompass consolidated community sensitization
plans, VHT supervisions plans, and VHT motivation plans to sustain implementation.
We have no VHTs at the moment. We have a DHT. We
plan on recruiting enough staff at the health facility level. We have made iCCM known to the health subdistricts, and we shall make it known to the community.
We are anxious for the program and our low VHTcoverage does not stop us from embracing the program.
—DHT member, group interview, 2010

DISCUSSION
Implementing a well-functioning iCCM program
is an HSS intervention that touches on all areas
of the health systems framework including
workforce development, establishment of community information systems, service delivery,
and improvements in the procurement of medical
supplies and technologies.28 Although we took an
HSS approach as implementing partners, our findings show that iCCM implementation remained
largely noninstitutionalized into district-specific
work plans. Specifically, there was neither evidence indicative of the integration of iCCM colorcoded medicines into health facility procurement
supply chains nor the integration of budget lines
for training, supervision, and motivation of VHTs
into district work plans. Only 1 district made
significant strides in achieving district-led iCCM
implementation by ensuring a functioning procurement and supply chain for iCCM medicines
and supplies.
Perceived barriers to institutionalization of
iCCM at both the district and national levels included lack of proper stewardship on how to
Lack of
transition from nongovernmental organization to
community-level
district-led implementation, lack of agreement of
accountability
national guidelines on community-level drug distools to capture
tribution and poorly established community-level
how medicines are accountability systems, lack of integration of some
distributed to
of the iCCM indicators in the national HMIS, lack
VHTs contributes
of integration of iCCM medicines into the national
to drug stock
drug supply chain, limited funding from the cenlevels.
tral government, and the lack of agency (capacity
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to act independently and make their own free
choices) among DHT members.
The challenges experienced by the DHTs in
Uganda resonate with those documented in
iCCM programs elsewhere in sub-Saharan
Africa.31–33 These findings underscore the missing
link between strengthening of a community
health systems in relation to the wider health system. Strengthening of the community-based system in isolation from the higher levels of the
health systems is prone to fragmentation and inefficiency. For example, it is more beneficial to
strengthen the entire health system supply chain
than to focus on the community supply chain
alone. Similarly, the lack of harmonization between iCCM monitoring indicators with those
captured by the national HMIS can lead to challenges in monitoring important outcomes, such
as disease trends and the contribution of CHWs
in managing key illness. Such outcomes are
crucial for identification of program needs,
advocacy, budget allocation, and fundraising.34
Furthermore, studies commissioned by the iCCM
task force in Africa and elsewhere emphasize the
need to develop a minimum set of essential indicators for iCCM at the national level.35 However,
generating these indicators would require closer
collaboration between MOH units, particularly
those responsible for malaria and other infectious
diseases and child health. Limited central-level financing is likely to affect subsequent training
of VHTs and support supervision. The lack of
community-level accountability tools such as
documents that clearly capture how medicines
are transferred from health facilities and are
subsequently distributed to specific VHTs is inherently connected to drug stocks at the community
level. This finding has significant bearing given
the overwhelming body of evidence on the negative effects of drug stock-outs on the motivation of
VHTs in Uganda.36–38 Thus, current recommendations arising from WHO consultation meetings
and the general literature on iCCM discourage implementation of community programs in silos by
requiring that primary health care strengthening
programs target both community and the higher
levels of care.39–41
Within Uganda’s decentralized health system,
DHTs are more or less autonomous segments of
the national health system, consisting of all recognized health sector actors whose activities should
be reflected in the district health plan.18 The
MOH has the role of a principal agent with the
mandate to encourage local institutions, such as
the DHTs, to make choices that achieve the
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objectives of the national health system. Such
obligations include the monitoring of local officials
and the use of incentives and rules to shape local
decisions.16 Likewise, at the local level, DHTs are
supposed to have a decision space that allows
them to make a range of choices regarding the
operation of health services within the district
health system. Among other things, the custodial
roles of DHTs include planning for and management of health services delivery in addition to
implementation of policies. However, the effectiveness of the decision-making powers given to
DHTs with respect to iCCM also depends on individual and institutional capacities provided by the
MOH through provision of guidelines and training. This is important as a couple of studies have
demonstrated that synergy between decision space,
capacity, and accountability promotes good decision making at lower levels of decentralized systems.42 Given their perceived decision-making
power, local authorities may make innovative
choices that are different from the directed change
that the MOH imposes on them through its central
authority.16 However, our findings are in concordance with other studies, suggesting that poorly coordinated policies within decentralized health
systems tend to render themselves to different
interpretations based on perceived agency.43 The
findings are also indicative of a general perceived
lack of empowerment (in terms of clarity of the
boundaries of power entrusted to them and available implementation tools) among DHTs with respect to making innovative locally beneficial
decisions around the institutionalization of iCCM.
This was regardless of the fact that we had used an
HSS approach to implementation. The perceived
lack of agency among DHTs as opposed to the initial
perceived readiness points to factors within the
wider health system that are sometimes beyond
the DHTs’ control such as conflicting national
guidelines and limited central funding.44,45 The
reported decision-making capacity gap has also
been observed in other studies.23,46 For example, a
study by Alonso-Garbayo et al (2017) described the
varying levels of agency exhibited by district authorities as (1) often operating within close boundaries defined by public policy, (2) occasionally
making decisions beyond their conferred authority
in some management domains, and (3) not being
able to use all decision-making powers allocated to
them in other domains.46
We identified some of the enabling factors
for institutionalizing iCCM as illustrated by
the district that showed evident progress, included a strong sense of autonomy, leadership, and
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coordination. Cooperation between the DHT and
other local government administrative structures
led to the establishment of a local accountability
procurement system for iCCM medicines. The innovative collaborative efforts increased community acceptance and ownership of the program. The
example is a typical demonstration of the effects of
context factors outside the health system (such as
political leadership) on implementation of health
interventions.12
Moving forward, we concur with the wider institutionalizing community health body of practice recommendations stipulating that country
expansion of iCCM programs in the hard-toreach areas where they are most needed, among
other things, requires tackling persistent challenges to institutionalization of iCCM that have
been identified over the years. Such challenges include but are not limited to ineffective designing of
national and local policies that are not based on
the best available evidence, ineffective drug
supply chains, and insufficient supervision and
motivation of CHWs.47 It is also a generally recommended good practice that local communities
(such as DHTs and the people they serve) should
be engaged in the designing of health interventions and implementation approaches at an early
stage. Community engagement should be complemented with strengthened collaboration between
national and local health systems and implementing partners to enhance local ownership and effective institutionalization of iCCM. This kind of
approach will foster the development of countryand district-specific work plans addressing priority
issues while harmonizing donor support around
the issues.47
Finally, empowerment of DHTs requires capacity building in terms of provision of necessary
training, delegation of power, and provision of
tools and technologies for implementation of
iCCM from central government authorities. Lack
of necessary implementation tools and accountability mechanisms is inherently known to affect
the degree of exercising decision space.43,48 This
will subsequently enhance their performance and
thus effectiveness in the institutionalization of
government initiatives at the local district level.
From the implementing partner perspective, it is
essential to have clear plans to ensure smooth
transitioning from partner-supported programs to
fully institutionalized and locally run programs
right from the onset of program implementation.
Subsequently, necessary steps must be taken
to ensure a phased exit while strengthening
DHTs and national government to take complete
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ownership for the financing and management of
iCCM programs. Progressively, Uganda has developed a community health roadmap and several
guidelines have been harmonized since our study
was conducted. We recommend further research
to assess program maturity under these new
circumstances.

Limitations
This study has some limitations. Given that the
sample districts are all from mid- and centralwestern Uganda, the study findings may not necessarily be generalizable elsewhere. Our study
only assessed readiness from the perspective of
the DHTs using the health systems framework
without making objective system-wide readiness
assessments. However, to the best of our knowledge, there were no specific iCCM program effectiveness assessment tools at the time of our study.
Several tools that can be used to assess the readiness of community health programs such as the
CHW assessment improvement matrix have
since been developed.49 Still, the tools that have
been developed are not specific for iCCM.
Nevertheless, subsequent studies should use such
tools to identify specific areas of weakness where
additional focus and resources may be needed before implementation. There was limited turnover
of some DHT members. However, this problem is
not expected to affect study results greatly as there
was no instance where an entire DHT was entirely
replaced. Also, the study did not explicitly explore
the varying levels of pre-iCCM functioning VHT
members, number and nature of community
health implementing partners in each district,
and factors outside of the health sector. Yet, these
factors could have had some effects on the extent
of iCCM institutionalization.

CONCLUSION
Despite limited health resources and health systems challenges, under the leadership of Uganda
DHTs, several small steps have been taken to institutionalize iCCM into the routine function of the
district health systems. Sustainable scale-up of
the known potential benefits of iCCM requires
high-level cooperation and policy alignment
among key actors at the national level including
the MOH, the NMS, and the National Drug
Authority. Prior engagement with DHTs is necessary to ensure their buy-in before introducing the
intervention to ensure district-led and locally
owned institutionalization. Implementing partners should only play a supportive role with a
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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clearly outlined handover and exit plans.
Collaboration between various administrative,
political, and community sectors is necessary
to build effective well-institutionalized systems.
Central to prompt and effective integration of national iCCM policies into district health management systems is the need for the MOH to provide
sufficient leadership in terms of strategic policy direction formulation, ensure capacity building for
DHTs through training and provision of adequate
tools for implementation, and establish sustainable partnerships with government and nongovernmental organizations working with iCCM.
Acknowledgments: We wish to acknowledge the inSCALE study country
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Scaling Up Access to Implants: A Summative Evaluation of the
Implants Access Program
Rebecca Braun,a Annika Grevera
Key Findings
The Implants Access Program increased access to
implants by:
n

Devising an innovative solution to address price
barriers

n

Enhancing supply chain data visibility and
coordination to limit stock-outs

n

Leveraging existing delivery capacity and
strengthening capacity in targeted areas

n

Coordinating global and country-level stakeholders to address key challenges

Key Implications
n

Donors, policy makers, and implementing
partners should align method-specific efforts to
support broader family planning goals and implementation plans at the global and country
level.

n

Donors should engage private-sector manufacturers to identify mutually beneficial opportunities
for collaboration to address price barriers.

n

National stakeholders and implementing partners
should prioritize efforts to improve supply chain
visibility, increase efficiency and sustainability of
provider training, and support community
sensitization and awareness raising to ensure
clients can exercise free and informed
contraceptive method choice.

BACKGROUND

A

t the London Summit on Family Planning in 2012,
leaders across the globe committed to providing access to modern contraception to 120 million additional
women who want to prevent or delay pregnancy in
69 of the world’s poorest countries by 2020.1 Increasing
access to long-acting reversible contraceptives (LARCs),
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ABSTRACT
The Implants Access Program (IAP) was a partnership between
public and private organizations that aimed to increase access
to contraceptive implants for women in low-income countries.
The partnership began with 2 volume guarantee agreements
that reduced the price of implants by approximately 50% and
was complemented by efforts to address supply chain, service
delivery, and knowledge and awareness barriers. We conducted a summative evaluation to identify key insights related
to the IAP’s relevance, effectiveness, and sustainability. We
completed a desk review of program materials and published
literature, followed by 42 in-depth interviews, including global
stakeholders and country stakeholders in 3 case example countries: Kenya, Nigeria, and Uganda. The evaluation found evidence of increased access to implants including a 10-fold
increase in procurement between 2010 and 2018 and an increase in prevalence of contraceptive implants during this
same period. The IAP leveraged global family planning efforts
taking place at the time, and its partnerships offered a business
case for manufacturers to support increased access to implants.
Enhanced supply chain visibility and coordination helped limit
country-level stock-outs, and the IAP built on existing in-country
delivery capacity. Although the IAP was able to address key
challenges due to its effective collaboration and coordination
at global and country levels, sustaining progress requires institutionalized mechanisms to continue global efforts and longterm assurances that the low price of implants will be maintained. Over 6 years, the IAP supported tremendous progress
in increasing access to implants for women in low-income countries by building a public- and private-sector collaboration that
focused on systems change in the family planning field. This
partnership matched a unique response to a unique problem:
building tools, systems, and capacity that can inform and support the introduction and scale-up of new and underutilized
contraceptive methods.

which include implants and intrauterine devices (IUDs),
presented a critical opportunity to support global efforts
to reach this goal.2 In the few years before 2012, overall
demand for implants began to increase significantly in
developing countries,3 yet barriers to access remained,
including high cost of commodity, few trained providers,
and limited supply.4–6
To make contraceptive implants more available to
women in the world’s poorest countries, a group of public and private organizations, including the Bill &
Melinda Gates Foundation; the Clinton Health Access
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Initiative (CHAI); the governments of Norway,
Sweden, the United Kingdom, and the United
States; and the Children’s Investment Fund
Foundation, with support from the United
Nations Population Fund (UNFPA), formed the
Implants Access Program (IAP) in 2013.7 The IAP
partners sought to increase access to implants by
addressing key barriers at the global and country
level (Table 1). Specifically, the IAP supported a
multipronged effort starting with volume guarantee (VG) agreements with 2 pharmaceutical manufacturers that reduced the price of commodities
by approximately 50%. The 2 VGs were backed
by the Bill & Melinda Gates Foundation, the governments of Norway and Sweden, and the
Children’s Investment Fund Foundation, who
agreed to annual minimum purchase volumes
that would be met at the reduced price.8 These
funders partnered with a broader donor group including the funders who procure the majority of
contraceptive commodities for FP2020 countries.
The reduced commodity price was available to entities serving the poorest women, including governments in FP2020 countries, donors who
procured for public-sector or social marketing organization (SMO) delivery in these countries, and
some nongovernmental organization/SMO programs. The price agreements were complemented
by efforts to address supply chain, service delivery,
and knowledge and awareness barriers.6

Overall, the IAP successfully contributed to
increased access to implants among women in
supported countries. Procurement and use of
implants were used as proxies for access for the
purpose of this evaluation. Annual procurement
of implants for the world’s 69 poorest countries
(i.e., FP2020 focus countries) increased 10-fold,
from 1.7 million units in 2010 to 10.8 million units
in 2018 (Figure 1),9 without evidence of overstocking.10 The agreed-upon price reductions enabled more than $500 million in cost savings
when compared to the cost of procurement at the
previous price.11 Moreover, contraceptive implant
prevalence dramatically increased during that
time. A recent analysis of contraceptive implant
use across 12 sub-Saharan African countries demonstrated that prevalence rates increased from an
average of 1.9% across surveys between 2008 and
2013 to an average of 8.1% across surveys between 2015 and 2017.5 Further, in 11 of the
12 sub-Saharan countries with data available
from multiyear national surveys, implants use
was the primary factor contributing to increases
in modern contraceptive prevalence rates between 2003 and 2017, providing a greater contribution than all other modern methods (e.g., pills,
injectables and intrauterine devices) combined.5
The IAP established a governance structure to
coordinate activities and enable information sharing (Figure 2). This included the guarantee group,

TABLE 1. Implants Access Program Objectives, Barriers Addressed, and Partner Approaches
Objectives

Barriers Addressed

Partner Approaches

1. Improve market dynamics

 High unit price of the primary LARC
demanded in FP2020 countries

 Volume guarantee to lower price of implants
 Support for market entry of a generic
implant product

2. Strengthen supply chain performance

 Limited and inconsistent information on
country procurement needs and supply
availability
 Inconsistent supply availability at service
delivery points

 Improvements to data visibility, transparency,
and coordination to better match countrylevel supply and demand
 Introduction of dashboards and job aids to
strengthen and support in-country supply
chain efforts

3. Improve and expand service delivery

 Shortage of trained providers to insert
and remove implants

 Creation and expansion of innovative and
cost-effective training approaches
 Expansion of the range of service delivery
models to provide LARCs

4. Increase knowledge and awareness

 Limited knowledge among women about
family planning options including
implants

 Community awareness and sensitization
activities to increase understanding of family
planning and benefits of LARCs

5. Together, the strategies above contributed to a fifth objective: Improve the enabling environment for contraceptives
Abbreviation: LARC, long-acting reversible contraceptive.
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FIGURE 1. Implant Procurement for FP2020 Countries, 2010–2018a
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a
These data were sourced from United Nations Population Fund Reproductive Health Interchange on July 1, 2019. Data are provided
by the central procurement offices of large family planning donors, institutional buyers, and other organizations that procure contraceptives. The data reflect 80% of donor-provided contraceptive supplies and do not include directly procured products by governments.
More information is available at: https://www.unfpaprocurement.org/rhi-home.

a forum for high-level decision making as well as
issue discussion and resolution, and 2 oversight
boards that engaged each of the 2 World Health
Organization (WHO) prequalified implant manufacturers. The partnership evolved to include a
secretariat and was supported by 2 additional
groups that focused on country-level needs: the
Operations Group and the coordinated supply
planning (CSP) group, that had been initiated prior to the IAP in 2012 as a workstream of the
Reproductive Health Supplies Coalition (RHSC).
The CSP group aims to prevent family planning
commodity stock imbalances by using shared supply chain data and information to coordinate shipments and the allocation of commodities within
and among countries. At the country level, IAP
partners provided targeted funding and technical
support for scale-up efforts through implementing
organizations working with public and private sectors, including CHAI, EngenderHealth, Jhpiego,
and John Snow, Inc. (JSI), as well as through
SMOs, including Marie Stopes International and
Population Services International.
The Operations Group was formed in 2015 in
response to the need for coordination and support
to countries with the transition from Implanon
Classic to Implanon NXT. This group supported
coordination and communication around global
and country-level investments in training and service delivery.
Global Health: Science and Practice 2020 | Volume 8 | Number 2

Evaluation Objectives
The objective of this evaluation was to understand
the IAP partnership’s contribution toward achieving increased access to implants, including successes and challenges that were faced, and to
identify lessons from the program that could inform future efforts to introduce and scale new
and underutilized contraceptive products. We selected an evaluation framework based on the
Organisation for Economic Co-operation and Development’s Development Assistance Committee
criteria, focusing on relevance, effectiveness, and
sustainability.
Accordingly, this study aimed to evaluate the
extent to which the IAP responded to the needs
of the family planning community, understand
progress toward IAP’s original objectives and other unexpected outcomes, and identify the critical
factors as well as risks to sustaining its achievements at both global and country levels.

METHODS
We conducted a summative evaluation from
January to June 2019. We started with a desk review of background materials and other relevant
documents to provide a deeper understanding of
the IAP and guide the key informant interviews.
Documents included internal reports and formal
meeting summaries produced by IAP partners,
published peer-reviewed and gray literature, and

This study
evaluated the
IAP’s relevance
and effectiveness
and identified key
risks to sustaining
progress.
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FIGURE 2. Implants Access Program Governance Structure
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project management and cross-partnership
coordination

Oversight Board
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manufacturers

Key functions: forum for monitoring progress, issue
discussion, and resolution with manufacturers
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Coordinated Supply Planning Group

Comprised of donors and implementing partners

Comprised of technical assistance partners and procurers with
input from manufacturers (Workstream of RHSC)

Key functions: address in-country operational concerns
and implementation questions

Exchange information on
in-country supply needs

notes from interviews with IAP partners
conducted in 2017 as part of a sustainability
assessment.
After the desk review, we conducted 3 rounds
of semistructured in-depth qualitative interviews
with 42 stakeholders to answer our questions at
global and country levels and to identify specific
in-country examples. The first round of 12 interviews included donors, manufacturers, procurers,
and technical assistance providers who could
provide a global perspective on the IAP. The second round of 10 interviews included implementing partners who could provide a multicountry
perspective. The third round of 20 interviews
included Ministry of Health (MOH) representatives, procurers, and implementing partners in
3 case-example countries—Kenya, Nigeria, and
Uganda—that were cited most frequently during
the second round of interviews. Participants in
round 1 were selected purposively, and rounds
2 and 3 were selected via snowball sampling from
previous participants. Before interviews began,
participants were informed that their identity
would remain anonymous, and specific quotes
would be anonymized.
Interviews were conducted via phone and administered by the evaluation team. Separate semistructured interview guides were developed for
each round of stakeholder interviews. Detailed
notes were taken by the evaluation team during
each interview; data were analyzed with an iterative, thematic approach. The key insights and
Global Health: Science and Practice 2020 | Volume 8 | Number 2

Key functions: monthly procurement reporting and supply
chain analyses

recommendations are a synthesis of the desk review and interview findings.

RESULTS
The findings that emerged from the IAP evaluation identify factors that contributed to success,
challenges that were faced and overcome, as well
as challenges that continue to limit progress toward improving access to implants. The findings
are framed as 6 key insights related to relevance,
effectiveness, and sustainability that can inform
future efforts to introduce and scale new and
underutilized contraceptive products (Figure 3).

Relevance
1. Increased Access to Implants
The IAP leveraged global family planning attention and efforts and recognized an opportunity
for LARCs and implants specifically. This broader
framing and positioning represented a critical evolution of the partnership in response to concerns
from the family planning community that the
efforts were focused on promoting a single method category.
The timing of the IAP’s launch aligned well
with global efforts initiated in 2012, including the
London Family Planning Summit, the formation
of FP2020, and the United Nations Commission
on Life-Saving Commodities for Women and
Children report. These efforts aimed to dramatically increase global contraceptive access and
options with accompanying new commitments
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FIGURE 3. Key Insights from the Implants Access Program Evaluation

RELEVANCE

1.

Implants were the right product at the right price at the right time.

2.

The multi-stakeholder partnership was built on established relationships and offered a
business case for manufacturers to support increased access.

3.

Enhanced supply chain data visibility and coordination limited stockouts but significant
challenges remain requiring investment in systems and capacity.

4.

IAP leveraged existing delivery capacity in countries and strengthened capacity in targeted
areas.

5.

Effective collaboration and coordination were critical at global and country levels to
address key challenges in a timely manner and achieve impact.

6.

Sustaining progress requires institutionalized mechanisms to continue global and country
efforts and long-term assurances that the low price of implants will be maintained.

EFFECTIVENESS

SUSTAINABILITY

from donors and governments. The IAP leveraged
this global momentum and aligned with both the
broader family planning ecosystem and emerging
global family planning architecture in a way that
catalyzed action, as stakeholders could connect
the purpose of the program to the global family
planning dialogue.
Interviewees noted that the many efforts and
events in the family planning field at this time
made it difficult to map clear causal linkages to attribute success. However, alignment with the
broader family planning ecosystem was seen as
critical to success for the IAP. Throughout the
IAP’s lifespan, partners were able to draw on the
momentum of the global family planning field,
building on key events that expanded country
and donor commitments to family planning
(Table 2).
The IAP also filled a key need identified by
global partners to make LARCs, and specifically
implants, more available as part of a broader array
of contraceptive methods made routinely available to clients in family planning programs. A
2012 United Nations Commission on Life-Saving
Commodities for Women and Children report
identified implants as one of 3 underutilized family planning products and identified the high price
as the key barrier to enable greater access to
implants.4 One interviewee noted that the link between the IAP and the commission’s recommendations was critical to making a case to donors to
support the effort. Implants had also been
Global Health: Science and Practice 2020 | Volume 8 | Number 2

identified as an underutilized commodity needing
attention by the Caucus on New and Underused
Reproductive Health Technologies as early as
2011, further confirming the need for attention
to this method category.12
As a result, IAP partners came together around
an innovative solution to the price barrier through
2 VGs that would kickstart the implants market for
FP2020 countries.6 At the country level, the global
momentum and accompanying donor and country commitments to family planning goals were
key factors that contributed to the success of the
IAP. By the end of 2013, 28 countries had made
commitments in support of FP2020. By 2018,
11 countries had identified FP2020 commitments
that specifically referenced access to implants as
part of expanding contraceptive method choice.13
Country-level interviewees noted that political
will toward family planning was critical to getting
government stakeholders and other partners on
board and aligned around a common plan to scale
up access to contraceptive methods, including
implants.
Ensuring that the IAP strategy aligned with the
broader family planning agenda to increase access
to a full contraceptive method mix with informed
choice and quality service delivery was a key point
of alignment in the early phase of forming the
partnership. Although this was the approach
from the outset at the country level, the globallevel framing and positioning of this initiative
within the broader family planning agenda was

Alignment with
the broader family
planning
ecosystem was
seen as critical to
IAP’s success.
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TABLE 2. Key Events in the Global Family Planning Field, 2012–2018
Event

Year

Objective

Relevance to Implants Access Program

London Family Planning
Summit

2012

This summit secured US$2.3 billion toward meeting
the unmet need for contraception for 120 million
women worldwide by 2020.

Countries made specific goals around raising
modern contraceptive prevalence rate and reducing unmet need; donors committed funding for
family planning commodities and service delivery,
including implants.

FP2020 launch

2012

This global partnership of governments, donors,
civil society organizations, and technical experts
emerged to help meet the goals of the 2012 London
summit.

FP2020 connected countries committed to LARCs
with financial and technical resources as needed.

UN Commodities
Commission report

2012

This report listed 13 lifesaving commodities that
could save over 6 million lives and avert maternal
deaths via improved access to family planning.

Implants were named as a lifesaving commodity
and this report identified recommendations to improve financing, utilization, supply, and demand
for implants.

UNICEF RMNCH Trust Fund

2013

This fund was established by UNICEF, UNFPA, and
WHO to finance high-impact interventions in
RMNCH based on recommendations of the UN
Commodities Commission report.

The RMNCH trust fund supported eight countries
as they expanded the availability of implants and
other lifesaving commodities.

WHO task shifting
recommendations

2013

The WHO published updated, evidence-based
recommendations on the provision of RMNCH
interventions by different cadres of health workers.

The updated task shifting recommendations specified that auxiliary nurses and auxiliary nurse midwives should be permitted to insert and remove
implants with targeted monitoring and evaluation.

WHO expansion of implants
eligibility criteria

2015

The fifth edition of WHO’s Medical Eligibility
Criteria reduced restrictions around the use of
implants and other hormonal contraceptives for
adolescents and breastfeeding women less than 6
weeks’ postpartum.

Postpartum women had more options for hormonal contraceptives, which enabled the opportunity
to provide LARCs to women shortly after birth.
Adolescents were cleared to access implants.

Youth statement on LARCs

2015

This statement provided evidence that LARCs were
safe for youth and adolescents and was signed by
over 50 endorsing organizations.

The document provided guidance for programs
and service providers that all adolescents and
youth deserved access to a full range of methods,
including implants.

2017 Family Planning
Summit

2017

Donors, policymakers, and advocates convened to
assess efforts toward reaching FP2020 goals and
accelerate progress.

Countries, donors, civil society organizations, and
private sector partners recommitted to LARCs.
More than 2 dozen FP2020 countries committed
to expanding their method mix.

Abbreviations: LARC, long-acting reversible contraceptive; RMNCH, reproductive, maternal, newborn, and child health; UN, United Nations; UNICEF, United
Nations Children’s Fund; UNFPA, United Nations Population Fund; WHO, World Health Organization.

something that evolved during the initial years of
the IAP and helped ensure the effort was not perceived as a push from donors for a single contraceptive method.
Although all stakeholders agreed that a price
reduction was necessary to unlock demand for
implants, there were differing perspectives on
whether the agreed price was the right price for a
long-term sustainable market. As a manufacturer
representative explained, the significant reduction
in price and resulting low margin made it difficult
to garner their company’s support for investment
in manufacturing capacity and limited what they
could provide in terms of support to countries for
Global Health: Science and Practice 2020 | Volume 8 | Number 2

policy change, provider training, and consumer
education. The manufacturer noted that this could
have an impact on the long-term sustainability of
producing the product.

Effectiveness
2. Addressed Price Barriers
The agreement to reduce prices, which was crucial
to the success of the IAP, was made possible
through the development of strong personal relationships as well as underlying business fundamentals. The IAP partnership sought to achieve a
stable market for implants with sustained
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affordable prices through 2 VGs, building upon
previous price reduction efforts initiated by the
RHSC in 2010.14 The agreements made Bayer’s
Jadelle and Merck’s Implanon (and later Implanon NXT) available to women in the world’s
poorest countries at price reductions of approximately 50% through 2018. The aim of the VGs
was to increase confidence in long-term demand,
allowing manufacturers to make up-front investments that would lower costs and enable reduced
prices for years to come.
The IAP also supported ongoing efforts to introduce a prequalified generic product, Dahua’s
Levoplant, in collaboration with DKT, to the
market to increase competition and maintain the
reduced price following the end of the price agreement. Prequalification of the generic product was
achieved in 2017 after nearly a decade of effort.
IAP partners funded technical assistance to the generic manufacturer and supported market entry
through coordinated efforts with countries to consider procurement of the product. All 3 case example countries are planning to introduce Levoplant
as an alternative implant. However, several interview participants identified additional provider
training requirements as a barrier.
The reduced price achieved through the
VGs was critical to scale up access to implants,
allowing existing procurement resources to
stretch further and dramatically increasing the
number of implants procured for FP2020
countries between 2010 and 2018 (Figure 1).
Manufacturers have committed to maintaining
the new price through 2023, after the VGs formally ended in 2018. Whether the market has reached
an equilibrium point with sustainable pricing and
supply is yet to be determined and will require
continued monitoring over the coming years as
the market stabilizes.
The IAP’s engagement with manufacturers
was built from established relationships between
procurers, donors, and manufacturers who had
been working together for many years on a range
of family planning products. The VG was presented to manufacturers as a business case with a
clear value proposition in terms of increased visibility and stability of long-term demand that
would allow suppliers to produce higher volumes
at a lower price, while still covering their cost of
goods. The agreement was described by a manufacturer representative as a “win-win for all
partners engaged with the IAP.” The win for
manufacturers was the assurance of sufficient demand (either from procurers or guarantors) to
ramp up production and expand capacity while
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maintaining or improving utilization rates.
Further, it was also viewed as a win for manufacturers in terms of their contribution as part of corporate social responsibility and a source of pride
for employees working on the product. The win
for procurers came from the lower price as well as
coordination of orders that emerged from the
partnership, allowing them to optimize allocation
of available supply and maximize impact. The IAP
was also described by manufacturers as a win for
women who would now have access to a modern
contraceptive method that previously had limited
availability and access.
One aspect of the reduced price agreement was
to remove most supports for provider training
that manufacturers had previously provided,
such as training of master trainers or provision
of commodities for training (e.g., model arms
or placebo implants), thus transferring this financial responsibility to donors and governments.
Manufacturers developed and shared global training materials which could be adapted to specific
country contexts but, in general, did not provide
additional supports. The exception was a limited
amount of support that was made available during
the transition from Merck’s Implanon Classic to
Implanon NXT. Global stakeholders identified the
shift in policy regarding training resources as a
challenge. There was limited visibility among all
partners into the resources that would be required
to scale up training for providers as implants procurement increased and how those costs would be
covered. The transition to Implanon NXT compounded this problem with additional training
requirements. Providers who had already been
trained in Implanon Classic required additional
training for the updated insertion technology.
This training had to be completed during a relatively condensed period as the Implanon Classic
was being phased out and replaced by NXT. The
intensive resource requirements for this retraining The IAP engaged
with
effort fell largely on donors and governments.

3. Enhanced Supply Chain Visibility and
Coordination
The IAP built capacity at both the global and country level to address supply chain limitations and
limit stock-outs. Although significant challenges
remain requiring investment in systems and capacity, the tools developed have been broadened
to additional products over time.
To reduce inconsistency of supply availability
at the global and country level, the IAP sought to
improve both the quality and visibility of the

manufacturers by
building on
relationships
between
procurers, donors,
and
manufacturers
who had worked
together for many
years on a range
of family planning
products.
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demand pipeline through a mechanism to support
procurer and manufacturer coordination and improve associated data. The RHSC’s CSP group
addressed this need, mitigating the risk of market
disruptions related to the price reduction, such as
the potential for overordering and stockpiling of
the commodity or identifying where additional
funding was needed for procurement to support
rapidly growing demand. Through the IAP agreements, manufacturers shared all procurement
data with JSI on a monthly basis to monitor progress to goals and identify imbalances between supply and demand. The CSP group contributed to
IAP’s effectiveness and brought together key staThe CSP group
brought together keholders who could review shared data on country orders and stocks on hand, identify supply
key stakeholders
issues that arose, and quickly coordinate action
to review shared
in response. As a manufacturer representative
data on country
orders and stocks, explained:
identify supply
issues, and
coordinate a
response.

CSP group changed interactions. Organizations are now
talking to each other, [about] who is delivering what to
each country, and now they’re able to go into the field to
get a clearer picture, and get more insight into the
[demand] forecast.

According to unpublished CSP data from JSI,
the CSP coordination in 2018 resulted in recommended actions that avoided national stock-outs
and/or shortages of implants in 24 countries, totaling an additional 7.5 million couple years of protection and averting approximately 1.8 million
unintended pregnancies.15 The effectiveness of
CSP was demonstrated early on and the scope
quickly expanded to support multiple family planning products.
At the country level, partners developed family planning dashboards to integrate data across
service delivery, consumption, and training databases to improve supply availability by targeting
available and appropriate commodities at facilities
with trained providers, building off of longstanding supply strengthening efforts in the family
planning field. The dashboards used in Nigeria
and Kenya were created initially in support of
implants scale-up efforts, specifically around the
transition to NXT. As capacity to use these analytical tools increased, the dashboards were expanded to cover all family planning methods in both
countries. The dashboards offered data visibility
to stakeholders that previously did not have access
to all the data in an integrated manner. Although
the dashboards improved implant supply availability and had important benefits for other family
planning products as well, they did not solve the
supply chain challenges.
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Similarly, as part of overall capacity building
efforts, implementing partners also developed
job aids and training for commodity managers
to improve supply planning, and trained health
care providers on the importance of data and
reporting to improve supply availability. Implementing partners often filled gaps in supply chain
systems by facilitating communications between
warehouses and supporting alternate distribution
channels to get products to service delivery
points, but these measures were described by
interviewees as stopgap measures as opposed to
sustainable systems improvements. Although IAP
partners did provide technical assistance to individual countries and in regional workshops, capacity for national supply planning remains a
barrier to achieving the forecast accuracy needed
to ensure supply availability and maintain optimal
national supply levels.
Overall, the most frequently cited challenge
across country-level interviewees was supply
shortages at both the national level and service delivery points. Despite some improvements in capacity for national supply planning, as well as incountry supply chain management, interviewees
in the 3 case example countries noted a remaining
need for overall system strengthening efforts to
improve family planning supply chains and reduce shortages at service delivery points, as well
as addressing global shortages that have resulted
in stock-outs at central warehouses.

4. Leveraged Existing Service Delivery Capacity
The IAP leveraged existing service delivery capacity investments in training, expanded delivery
models, and conducted community awareness
and sensitization activities from participating
organizations. These investments, while valuable
and important to the success of the IAP, were not
wholly sufficient and gaps remain.
MOH stakeholders in each country coordinated with donors and implementing partners to
align around national goals and implementation
plans to scale up LARCs, including implants.
These plans in most countries reflected broader
family planning commitments and formed part of
national costed implementation plans to achieve
family planning goals. Thus, the IAP was able to
align strategically to leverage existing in-country
capacity and expertise to expand access to family
planning.
Leveraged Best Practices in Training.
Improved approaches were needed to achieve
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training goals with limited available resources, especially during the introduction of NXT and
phaseout of Implanon classic. IAP partners tested
various training models, identifying appropriate
cost-effective solutions that combined on-the-job
training with follow-up supportive supervision,
mentoring, and coaching. These approaches
were feasible as the updated product required
minimal differences in insertion techniques and
no substantial changes to patient counseling
procedures.16 Interviewees estimated that these
approaches reduced training costs by up to
60% when compared to traditional in-service
training models. The approaches also improved
providers’ competency to perform implant
insertions and removals by allowing more opportunities to practice and maintain skills and establishing mechanisms for continued supportive
supervision. The on-the-job training approach
also minimized disruption of health service provision that often results from off-site training. IAP
partners shared these best practices in training
innovations through the Operations Group, enabling widespread dissemination across country
partners in a timely manner.
Country stakeholders identified several key
challenges related to provider training, including
maintaining high-quality counseling and minimizing bias toward provision of specific methods,
including implants. To overcome these challenges,
ongoing embedded mentoring and coaching models were designed to reinforce training messages
and improve quality counseling; however, these
models do require ongoing resources to maintain
their efficacy. Interviewees also identified a persistent system-wide challenge of retaining trained
providers in contexts of high turnover of health
personnel.
Expanded Service Delivery Models.
Although some countries utilized outreach services and liberalized task sharing policies to expand access, other countries relied on their
existing delivery capacity.
Outreach events and mobile clinics, serving
high volumes of clients seeking family planning
services, provided training opportunities for providers while also offering family planning access
to women in remote areas where distance to
clinics can pose a significant barrier.
The 2012 WHO task sharing recommendations17 identified opportunities for expanding the
cadre of health workers that could provide
implants and other family planning methods.
These recommendations built from prior
Global Health: Science and Practice 2020 | Volume 8 | Number 2

www.ghspjournal.org

successful experiences in countries that had
implemented task sharing policies as a means of
increasing access to family planning. All 3 focus
countries considered opportunities for task sharing of implants delivery, but barriers in Uganda
and Kenya, particularly resistance from higherlevel health care workers, have prevented policy
change. Kenya allows insertion by nurses and
midwives but has faced resistance when considering policy change to allow insertions by community health workers. Uganda has supported task
sharing to allow nurses and midwives to perform
insertions in policy documents, but they do not
yet have legal protection to do so.18 In 2014,
Nigeria successfully approved a task shifting policy
allowing community health extension workers
(CHEWs) to insert and remove implants. The current status of national scale-up efforts to train
CHEWs in implants insertions and removals in
Nigeria could not be confirmed for this evaluation.
As one implementing partner in Nigeria
explained:

Cost-effective
solutions
combined on-thejob training with
follow-up
supportive
supervision,
mentoring, and
coaching.

Changing the task shifting policy was a challenge, our
nurses and midwives feel this was a duty for [they themselves]to provide so they were against it [task shifting to
CHEWs] initially. However, we navigated through this
by having an acceptable training manual for the entire
health care system, which gave some level of comfort of
any system we put in place. We also did a cost-benefit
analysis and a big review of human resources for health
and found that majority of health care workers were often CHEWs, so it prompted a conversation, that combined with data, was very successful.

Implant availability in private sector for-profit
facilities has not experienced the same growth
seen in the public sector.19 Interviewees in the
3 case example countries noted this as a challenge
to increasing access to implants. The price agreement applies to procurers purchasing for public
sector delivery and delivery through SMOs who
could charge a maximum fee for the product.
Private for-profit providers cannot purchase implant commodities at the reduced price agreed to
through the VGs. The higher price for these providers combined with competition with typically
free or reduced-cost provision of implants in the
public sector could undermine any financial incentive for these providers to offer implants.
Without sustainable mechanisms for private forprofit providers to purchase at affordable prices,
implants likely will not reach women through
these channels. In Nigeria, nearly 60% of women
access family planning through private medical
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sources,20 making access to the lower priced product for these providers an important factor to continue progress in increasing access to implants.
Conducted Community Awareness and
Sensitization Activities. Demand generation
was not an explicit objective of the IAP as there
was an underlying assumption from the outset of
latent demand for the method based on early
experiences with introduction of free or highly
subsidized implants.3 However, although countrylevel partners found that uptake was high as soon
as providers were trained in some areas, they found
low utilization and uptake in other areas. In general,
partners found that the information and awareness
gaps were around the benefits of family planning
more broadly rather than implants specifically.
Implementing partners were able to address these
gaps through general information and communication efforts about family planning with an emphasis
on the benefits of LARCs. These activities across the
3 case example countries used community health
workers for knowledge and information sharing, as
well as traditional and social media and mobile
phone-based platforms. For example, successful activities were tailored to target audiences inclusive of
male community members; religious, government
and political leaders; health facility workers beyond
service providers; and women in the community.

5. Encouraged effective global and country-level
collaboration and coordination
The IAP used a
formal, agile, and
responsive
governance
structure that was
critical to
successfully
achieving
implants scale-up
goals.

Coordination at the global and country level was
an effective element of the IAP from the beginning. However, challenges arose in aligning
around goals and commitments particularly as different partners were engaged at different levels
and different phases over time. The IAP coordinated global stakeholders through a formal governance structure that facilitated information
sharing and communication and drove joint problem solving. This agile, responsive governance
structure was a critical factor in achieving implants
scale-up goals. As a manufacturer representative
explained:
An aspect that made this unique and successful was the
fact that the VG and the Oversight Board brought all the
required experts around the table with 1 objective: scaling up access to this 1 method. People could act quickly
and work together. Without that element, even with
the VG, we would not have been as successful.

An example of how the governance structure
supported problem solving was with the formation of the Implants Removals Task Force. Access
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to implants removal services was not a focus of initial IAP efforts, but over time, programmatic concerns about barriers to accessing removal services
was escalated through the Operations Group. In
response to this growing need, the IAP developed
an Implants Removals Task Force in 2014 to coordinate efforts and provide programmatic guidance. This group identified standards that needed
to be in place to assure quality removal services.21
As another example, working together with
the 2 manufacturers and key procurers, the IAP
Operations Group supported the development of
standardized packaging, as opposed to customized
packaging by procurer, for both implant products.
This simplified packaging was a critical component
for suppliers to meet the reduced price commitment, and at the same time, improved supply
chain performance by allowing manufacturers to
build up inventory without the need for customized packaging by procurer. Further, in 2015, several IAP partners, including UNFPA and CHAI,
collaborated to develop a standardized consumables kit that combined the necessary supplies required for both implant insertion and removal.
According to interviewees, the collaboration
and coordination among partners at the global
level also contributed to coordination among partners at the country level. Coordination efforts led
by government stakeholders that brought together the MOH, donors, implementing partners,
SMOs, and the private sector around national
scale-up plans were identified as a key success factor across case example countries. This coordination was important at both the national and
subnational levels and served to strengthen efforts
and minimize duplication across family planning
programs.
However, the partnership also faced key challenges in terms of accountability and commitments toward common goals, particularly during
the early phase of the partnership. The VG agreement negotiation relied on a small group of stakeholders to align on key parameters to ensure
confidentiality and minimize potential conflict of
interest. The broader set of partners were engaged
at different levels and at different phases of the negotiation process to secure commitments and
achieve alignment. The VG agreements inherently
created the potential for tensions between those
accountable for the guarantee and those providing
the majority of the procurement resources. This
tension, which was noted by several interviewees,
was addressed to some extent through the
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governance mechanisms but remained a challenge throughout the life of the partnership.

Sustainability
6. Continued Efforts and Expanded Resources
The outlook for sustainability of the gains realized
by the IAP is strong given commitments made by
partners and the plans to continue and expand
resources. However, price remains a concern
among many key stakeholders. An internal sustainability assessment of the IAP completed in
2017 found that support for supply planning,
operations, and market dynamics at the global level should continue to sustain progress, but that
these functions would need to be integrated into
existing institutions given the formal end of the
IAP in 2018. To support such a transition, these
functions will need to be expanded to include family planning methods generally, not just implants.
Several mechanisms from the IAP have already evolved into institutionalized systems. CSP,
as a workstream of the RHSC, continues, and
efforts are underway to transition the data visibility tools and processes to support supply coordination to the Global Family Planning Visibility and
Analytics Network. This platform will capture
and use supply chain data from multiple sources
and organizations to provide enhanced visibility
for decision making across multiple family planning products. Discussions are also ongoing
with the United States Agency for International
Development (USAID) regarding the feasibility of
folding the IAP’s Operations Group into USAID’s
Method Choice community of practice (formerly
LARC community of practice). The Implants
Removal Task Force is also in the process of evolving its mandate to include IUDs.
At a country level, multiple factors point to the
likelihood of maintaining efforts initiated under
the IAP to increase access to implants. Countries
have developed and adapted national implants
training methods and curricula for health workers, and in the case of Uganda, included implants
training into a standard curriculum for health
worker education programs.22 In addition, the
family planning dashboards that support linking
of trained providers with family planning commodities are in use at a national level in several
FP2020 countries, significantly improving forecasting efforts. Finally, coordination between incountry implementing partners and with the
MOH has improved, which is essential to manage
resources and organize programmatic efforts.
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The sustained low unit price of the implants
products was consistently cited by interviewees as
the most critical factor to maintaining achievements at the country level. Although the VG ended in 2018, manufacturers have committed
to maintaining the current price through 2023.
While this can be considered a key success of the
IAP, the price reduction needs to be sustained beyond this period to ensure long-term implants access, and manufacturers will ultimately need an
effective business case to do so. An equally critical
factor to ensuring sustainability is maintaining
government commitment and political will to
continue efforts to improve access to implants,
and the family planning method mix more broadly. Key remaining challenges that were identified
to maintain and expand progress at the country
level are to ensure capacity and access to affordable commodities for the private sector and to
ensure training and human resource considerations to meet the growing demand for implants
removals.

A key success of
the IAP was
manufacturer’s
commitment to
maintain the
current implant
price until 2023.

Summary
Overall, this evaluation demonstrates that the IAP
was relevant to the needs of the family planning
community and effective at achieving its objectives. However, challenges do remain. Evidence
also suggests that progress will be sustained over
time, with continued global and country efforts.
Focused monitoring will be necessary to maintain
progress, particularly to ensure long-term affordability and availability of the product in the global
market.

DISCUSSION
The findings above identify key lessons in terms of
how success was achieved at the global and country level and provide valuable insights to inform
recommendations for global and country stakeholders in the broader family planning field. In
considering how to apply the lessons learned
from the IAP, it is also important to consider the
context in which the IAP operated and recent
global health trends that could impact the relevance, effectiveness, and sustainability of similar
efforts in the future. The VG was a unique solution
to address a unique problem of unmet demand
due to the high price of implants. The price solution was complemented by other investments to
address access barriers and enabled by the broader
context in which the IAP operated, including the
growing momentum in the family planning field.
Emerging trends that will be important to consider
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for future efforts include positioning family planning as part of Universal Health Coverage, increasing focus on self-care interventions for sexual and
reproductive health, shifting funding toward domestic and pooled financing sources, and creating
a new product pipeline that could result in potential product introduction fatigue.

Recommendations
1. Integrate and align method-specific efforts
in support of broader family planning goals to
achieve sustainable success and drive progress at
both the global and country level. IAP efforts to leverage and integrate with the broader family planning global architecture were critical to success
both in increasing access to implants and improving the broader enabling environment for contraceptives. The integration with the global family
planning ecosystem took time to evolve from initial perceptions of the IAP being a method-specific
effort. The partnership made concerted efforts to
become more inclusive and align with the overall
global family planning agenda. At the country level, interviewees noted that positioning this effort
within ongoing family planning and LARC scaleup initiatives was critical from the outset, allowing
partners to leverage existing political will toward
increasing access to LARCs. This alignment enabled the IAP to both achieve its goals and contribute to the broader family planning goals to reach
additional users. This integration is also critical to
sustaining progress after the program ends.
2. Support and align method-specific efforts
with country family planning policy and implementation plans led by government, informed by
evidence and starting from a rights-based approach. Efforts to scale up contraceptive products
should be embedded within existing national
efforts, creating country ownership and building
political will with respective MOHs and local service delivery partners. For the IAP, it was essential
that procurers, technical assistance providers, and
implementing partners collaborated effectively
with their government counterparts, engaged in
regular meetings and ongoing dialogue, and supported the development of national policies and
guidelines. In-country implementers can also use
evidence from successful smaller-scale introduction efforts to advocate for national policy change.
For example, in Nigeria, in-country implementing
partners were able to build on evidence from successful pilot projects to support the national government to develop a task sharing policy allowing
community health workers to insert implants.
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Ultimately, efforts to scale up access to implants
must be part of a well-balanced contraceptive
method mix, ensuring a rights-based approach to
increasing women’s access to family planning.
3. For price reductions to truly increase access
to commodities, effective partnerships and complementary investments are needed. Current
trends in family planning financing include increasing reliance on domestic resources and
shifts in donor resources toward pooled financing
mechanisms, such as the Global Financing
Facility.23 These trends will make efforts to reduce
prices and increase access to low-cost contraceptives even more critical. Ultimately, VGs are only
1 option to reduce price and increase access to
family planning commodities that must be considered carefully in the unique context of that specific
commodity, along with other options such as
pooled procurement mechanisms, direct buydown of price, or direct investment in suppliers.4,9
In the case of the IAP, implant manufacturers
viewed their engagement in the VG as a success,
both in building a partnership that was successful
in reaching its goals and in providing a great example of corporate social responsibility efforts.
However, a VG should only be employed with
careful considerations for resource requirements
and with a clear understanding of the value from
both a business and social perspective. In the case
of implants, the lower price allowed existing
resources to be stretched further. At the same
time, a price reduction alone is unlikely to be sufficient to drive significant scale-up. The complementary activities to increase access and improve
the enabling environment at the country level
were critical to success for the IAP, but represented a substantial investment of time and
resources. For example, the price reduction for
implants changed the engagement of manufacturers and shifted much of the responsibility and
associated resources for training and product introduction to donors and governments.
4. Engage partners early and with a high degree of transparency to ensure alignment around
commitments and accountability to common
goals for successful multistakeholder partnerships.
Approaches that engage and coordinate partners
across sectors and stakeholder groups are increasingly relevant to the family planning field and
can drive progress through leveraging existing
resources. The collaborative efforts of IAP partners
allowed each partner to contribute resources,
knowledge, and skills in a coordinated approach
and with a dedicated forum for problem solving
that enabled greater impact than if partners had
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contributed the same resources separately. Early
engagement of all relevant stakeholders is key to
ensure alignment around common goals, resource
requirements, and individual partner commitments to achieve goals. This engagement is particularly critical with approaches that have an
inherent risk of tension given the multipartner accountability toward VGs. Formalized mechanisms
that support transparency, data sharing, and communications across stakeholders can drive joint
problem solving and increase coordination in
support of common goals. This recommendation
aligns with findings in published literature on the
core components required for collective impact,
including a common agenda and shared measurement systems, both critical elements for the IAP’s
success.24
5. Increase data visibility across all levels of the
supply chain to better match supply with demand
and improve forecasting abilities to smooth overall
procurement. At both the global and country
levels, increasing data visibility was critical to reducing supply chain disruptions. At the global level, this effort included sharing order data between
individual manufacturers and procurers to better
coordinate orders and meet country needs, while
ensuring this data was not shared between manufacturers to maintain confidentiality agreements.
Going forward, the Global Family Planning
Visibility and Analytics Network will continue to
play an important role in data visibility efforts. At
the country level, increasing supply data visibility
and providing managers with access to these data
combined with training and consumption data
was a successful strategy to improve supply availability at service delivery points. However, the
systems-level constraints around national and local commodity distribution systems are significant
and represented a barrier to achieving the IAP
objectives across case example countries. Beyond
data visibility, investments and opportunities to
improve overall supply chain systems should be
considered as a part of any effort to scale new and
underutilized family planning products, given the
challenges that were faced for the IAP at the country level.
6. Design training programs with scale-up
and sustainability in mind. Innovative training
approaches were critical to the success of the IAP
by reducing associated costs and allowing limited
resources to stretch further. Successful training
approaches also incorporated ongoing support for
providers to maintain skills for both insertions
and removals and embedded training capacity
within facilities to support and mentor new staff.
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Integrating new content within nurse and midwife curricula goes even further to develop and
sustain provider capacity over the long term.
7. Conduct sensitization and awareness raising
for family planning and the full range of methods
as a key component to ensuring women and couples can exercise free and informed contraceptive
method choice. Efforts to increase scale-up and access to any modern contraceptive method must be
grounded in the reality that women and couples
across the globe lack access to necessary family
planning information and often face significant
barriers in accessing high-quality family planning
care.25 Global IAP efforts correctly focused on latent demand for implants, and the lower price
allowed the family planning community to procure the quantities needed to meet that demand.
However, country partners identified an ongoing
need for client, provider, and community sensitization and awareness activities targeted at the
benefits of family planning use and how to access
all contraceptive methods and not just focused on
increasing use of any specific method. These
efforts are critical, not only to ensure women
have knowledge of family planning methods, but
also to enable women to access contraceptives
within the context of free and informed choice.

Limitations
This evaluation faced limitations that should be
considered in interpreting the findings. First, the
country stakeholder interviewees were limited to
only 3 countries. The evaluation wanted to capture a variety of perspectives within a given country, but many other countries increased implants
uptake during this period. Additionally, scheduling conflicts beyond our control precluded MOH
officials in 2 case example countries from participation in interviews, which could have provided
valuable perspectives to the evaluation. However,
the evaluation team spoke to multiple implementing partners and donors in both countries who had
worked closely with the MOH during the time period of the IAP. Second, the evaluation was conducted by Global Impact Advisors, who had
previously served as the Secretariat for the IAP.
However, the evaluation team was led by 2 individuals who had not previously played any role in
the IAP, thus reducing the likelihood of any bias
in interpreting evaluation findings.

CONCLUSIONS
The IAP was one of the largest global efforts to reduce the price of and increase access to implants
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by building a public- and private-sector collaboration that focused on systems change in the family
planning field. Over 6 years, the IAP supported
tremendous progress in increasing access to
implants for women in the world’s poorest countries. As an outcome of this partnership effort,
tools, systems, and capacity were built that can be
leveraged to facilitate future introductions of new
and underutilized contraceptive products. These
include family planning dashboards that support
alignment of commodities with trained providers,
innovative and cost-effective training approaches,
and mechanisms to support coordination and data
sharing among procurers, donors, manufacturers
and implementing partners.
To understand the full extent of its impact, the
IAP must be placed within the overall context of
the market for contraceptives and the various
influencing factors that may have shaped that
market. However, the relatively short time frame
of the IAP makes it difficult to draw conclusions
about the evolution and long-term sustainability
of the market. Thus, future research should endeavor to understand the complexity of the market for implants and other contraceptives, the
drivers of change over time, and the factors that
are likely to influence the sustainability of prices
and supply after current agreements end in 2023.
Program designers and implementers across
the family planning field can use the lessons
learned from the IAP to improve collaboration,
build new and strengthen existing supply chain
and service delivery efforts, and support effective
public-private collaborations to introduce and
scale up new and underutilized contraceptive
methods.
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What Goes In Must Come Out: A Mixed-Method Study of
Access to Contraceptive Implant Removal Services in Ghana
Rebecca Callahan,a Elena Lebetkin,a Claire Brennan,b Emmanuel Kuffour,c Angela Boateng,d Samuel Tagoe,e
Anne Coolen,e Mario Chen,a Patrick Aboagye,d Aurélie Brunief

Key Findings
n

Although most contraceptive implant users in
Ghana are able to access removal services,
barriers, including cost, provider reluctance to
remove, and difficult removals, exist.

n

Providers express confidence in removing
implants, but many are less confident in their
ability to perform difficult removals.

Key Implications
n

Family planning programs should review and
strengthen potential gaps in removal service
provision including access to removals for
outreach clients, financial disincentives for
removal, and provider training and referral
systems for difficult removals.

n

More research is needed to assess the
prevalence and consequences of difficult implant
removals in different settings.

INTRODUCTION/BACKGROUND

C

ontraceptive implants are increasingly becoming an
integral part of the contraceptive method mix
worldwide. Many countries in sub-Saharan Africa, in
particular, are rapidly scaling up implant provision.
Since the implementation of the Implant Access
Program in 2013, which reduced the price of these
implants by half, 53 million implants have been purchased for low-resource countries.1 In several countries,
including Burkina Faso, the Democratic Republic of the
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ABSTRACT
Background: Access to quality removal services is a key component of informed choice in contraceptive implant use; however, limited data exist on users’ access to removal services. In Ghana,
implants are available across the country and are the most commonly used contraceptive method among married women.
Methods: From October 2017 and January 2018, we conducted
a phone survey with a stratified random sample of 1,159 women
who had obtained an implant from a public-sector Ghana Health
Service clinic in 2 regions and 1,073 women who had an
implant inserted through Marie Stopes International Ghana
(MSIG) mobile outreach in 2 other regions. We also interviewed
50 women just after receiving an implant removal from MSIG.
We conducted follow-up in-depth interviews with 20 implant
acceptors and 15 implant providers across the 4 study regions.
Results: More than four-fifths of women in both service delivery
contexts knew that their implant could be removed before its labeled duration. Nearly half of public sector clients and one-third
of outreach clients reported that their provider only told them of
removal access at the place of insertion. Among women obtaining their implant in the public and outreach sectors, respectively,
32% and 21% reported ever wanting it removed and 61% and
55% who attempted removal obtained a removal on the first attempt. An additional 17% in each context were successful in having their implant removed within 1 week of the first attempt. Most
women obtained removal from the same place they received their
insertion (81% public, 70% outreach). Most women reported
their overall removal experience was very or somewhat easy
(74% public, 68% outreach). Challenges included cost, provider
availability, interactions with providers, and difficult removals.
Conclusions: Access to implant removal is not universal in
Ghana. Strengthening removal services in both the public and
outreach sectors is needed to ensure comprehensive access.

Congo, Ethiopia, and Ghana, implants now make up
one-quarter to one-half of all modern method use.2
Millions of implants are being inserted, but the extent to which providers and programs are prepared to
handle the inevitable increase in demand for implant removal services is less clear. Ensuring access to quality implant removal services at term (labeled duration) or at
any other time of a woman’s choosing is key for the
long-term success of contraceptive implant programs
and, even more importantly, compliance with principles
of voluntarism and informed choice in contraceptive
adoption and use.3 Past experience with Norplant in the
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United States, as well as in low-income countries,
demonstrated that lack of access to implant removal services or even the perception of insufficient access can be detrimental to the reputation
of the method and raise serious concerns about
freedom in contraceptive use.4 Anecdotal information from a variety of contexts, as well as some
survey data,5–7 points to potential weaknesses in
service delivery programs related to implant removal including inadequate medical equipment,
insufficient numbers of trained providers, excessive fees required for removal or provider bias
against removal before the product’s labeled duration of use. At present, however, systematic data
on the accuracy or prevalence of these potential
barriers are lacking.
At the global level, recognition of the need for
focused attention on implant removal resulted in
the creation of the Implant Removal Task Force
in 2015.3 Although the task force has been instrumental for identifying research and programming
gaps, a dearth of data on the state of removal services, especially from users’ perspectives, remains.
We designed this study to generate evidence
on the state of access to removal services for women receiving implants in Ghana and to identify
areas for improvement that could inform programs globally. We chose Ghana for this study because it is one of the top implant procuring
countries in the world8 and had unique programmatic data in the form of electronic medical
records, which allowed for identification and sampling of implant acceptors. To provide a comprehensive picture of the current situation in Ghana,
we examined 2 important service delivery contexts for implants: public sector provision through
static facilities and mobile outreach services. Both
the Ghana Health Service (GHS) and Marie Stopes
International/Ghana (MSIG), as well as the United
States Agency for International Development
(USAID)/Ghana health team, have identified access to implant removal as an important element
of family planning program strengthening.
The modern contraceptive prevalence rate
among married users in Ghana has nearly doubled in the past few years from 18.4% in 2013 to
30.7% in 2017 with implants making up 2.9% and
8.4%, respectively, of the modern contraceptive
prevalence rate.9,10 In 2013, 15.7% of married
users were using implants9 and by 2017, this had
increased to more than 30%,10 making implants
the most commonly used method in the country.
Implant use is also common among unmarried
women with 17.8% of contraceptive users reporting implant use in the most recent survey.10 Use
is widespread across the country, and in the last
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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5 years, Ghana has procured more than 1.3 million
implants.8 In 2013, as part of a government effort to
expand access to contraceptive implants, GHS revised its policy on implant provision, allowing
community health nurses to insert and remove
contraceptive implants.11 In addition, access to
contraceptive implants has been promoted through
the outreach services of private organizations such
as MSIG, which has provided implants in its mobile
outreach services at GHS facilities in Central and
Western regions since 2011. Implants are an affordable long-acting and reversible method in Ghana
offered to women for 2 Ghana cedis (42 US cents)
in the public sector (inclusive of removal) and free
of charge through MSIG outreach.
Our study had 4 objectives: (1) to measure implant acceptors’ knowledge of the possibility of removal before labeled duration of use and when
and where to obtain removal; (2) to describe reasons for seeking removal; (3) to estimate the proportion of implant acceptors who were able to get
their implant removed; and (4) to document barriers to removal. The study was implemented by
FHI 360 in collaboration with the Population We designed this
Council of Ghana, MSIG, and GHS.
study to generate

METHODS
Study Design
We conducted a mixed-methods study using a retrospective design to examine the removal desires
and experiences of women who had received an
implant, as well as the experiences of family planning providers. To capture dynamics surrounding
access to implant removal services in different service delivery contexts while also ensuring some
geographic and sociocultural diversity, we conducted the study in 2 regions with public sector
service delivery through GHS facilities (Ashanti
and Eastern regions) and 2 regions with MSIG
mobile outreach services (Central and Western
regions). The study was not designed to support
comparison between the 2 service delivery contexts, but rather to inform recommendations for
potential strengthening of services on a larger
scale to benefit a greater number of women. To
reach large numbers of women and identify those
who wanted to have their implant removed, we
conducted a phone survey with implant acceptors
and an in-person exit survey with women receiving implant removal services from mobile teams
(outreach regions only). In addition, we conducted follow-up in-depth interviews (IDIs) with
a subset of implant acceptors to obtain a more
detailed understanding of the circumstances

evidence on the
state of access to
implant removal
services in Ghana
and to identify
areas for
improvement that
could inform
programs
globally.
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affecting women’s ability to obtain removals to determine concrete ways to improve access, and IDIs
with providers to provide detailed insights into
possible constraints on the service delivery side.
More detailed methods and study results are available from the programmatic report published
online.
FHI 360’s Protection of Human Subjects
Committee, the Ghana Health Service Ethical
Review Committee, and the Marie Stopes International Ethical Review Committee approved this
study. Phone survey participants provided oral consent and in-person exit survey and IDI participants
provided written consent.

Study Populations and Sample
Phone Survey With Implant Acceptors
In the public sector, a mobile and web-based
system known as the reproductive services log
(rsLog) electronically captures family planning
and reproductive health data from clinic registers.
The rsLog has been in use since January 2015 and
was operational in 95 GHS facilities in Ashanti and
Eastern Regions (approximately 30% of the public
sector facilities in the 2 regions) at the time the
study was conducted. Similarly, MSIG implemented its electronic client information center database in 2014 that includes service delivery data
from outreach and static clinic clients. We focused
our sample on women included in these electronic
records. Eligible women for the phone survey included those who: (1) had an implant inserted between 1 January 2015 and 31 December 2016 at a
GHS facility in public regions or between 1 July
2014 and 31 December 2016 through MSIG
mobile teams in outreach regions, (2) were aged
18–49 years at the time of implant insertion, and
(3) had phone information available in their
records.
Our sampling approach aimed to complete a
minimum of 384 interviews of women who had
ever wanted a removal in each context (public
and outreach). We computed our sample size to
be able to estimate the proportion of implant
acceptors who were able to get their implant removed at first attempt with 95% confidence and
5% precision. Sample size calculations also assumed a base estimate of 50% as there was no
preliminary information about the indicator of
interest and to be conservative for sample size
purposes.
In public regions, we selected a random sample
of women stratified by health facility from the
rsLog. Given that phone access information was
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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not readily available in the rsLog, we oversampled
women from the rsLog, looked for phone information in their clinic records, and proceeded to call
those with phones. In outreach regions, we
attempted to recruit all women in the electronic
client information center database who met study
eligibility criteria as the target sample size was not
expected to be met unless all women were
recruited. Women in both settings were first contacted by phone by GHS facility or MSIG staff and
asked whether they would be willing to be contacted by a researcher associated with the study
(Figure 1).

Exit Interview With Women Receiving an Implant
Removal
For practical reasons related to the longer duration
of the program and preliminary information on
the volume of clients seeking removal services,
exit interviews were only implemented in the outreach context. We interviewed a convenience
sample of women aged 18–49 years obtaining removal services from MSIG mobile teams to obtain
information from women who had used an implant for longer periods. Trained research assistants were deployed at mobile outreach sites on
discrete days and recruited women as they exited.
Specific outings were selected based on convenience according to scheduled activities. MSIG
providers asked all eligible women whether
they would be willing to participate in the survey
and study staff interviewed women in a private
location after removal. Data collection was conducted during outreach outings until an overall
target of 50 interviews were complete. The sample
size was determined by budget and logistic
considerations.

IDIs with Implant Acceptors
We conducted IDIs with a subset of women
(n=20) who participated in the phone survey and
provided permission to be contacted again. IDIs
were conducted in 1 public (Eastern Region) and
1 outreach region (Central Region) only for practical considerations. The participants represented
4 different profiles: (1) women who obtained removal at first attempt, (2) women who obtained
removal on second or subsequent attempt (referred to as “delayed success”), (3) women who
made at least 1 removal attempt but had not yet
obtained removal by the time of the study, and
(4) women who reported wanting removal but
had not yet tried to access removal services.
Sample size targets were set to achieve a minimum
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FIGURE 1. Study Sample of Women, Aged 18–49 Years Old, Who Had a Contraceptive Implant Inserted in Public and Outreach
Regions, Ghana

Abbreviations: CLIC, Client Information Center; IDI, in-depth interview; RA, research assistant; rsLog, Reproductive Services Log.

of 4 IDIs per target profile, influenced by a combination of time and budget constraints and general
acceptance that 4–5 IDIs are sufficient to identify
the most important themes of a study. Recent evidence indicates that 80% saturation can be
reached within 8 IDIs; we aimed for 8 IDIs for the
main group of women with delayed removals
(Figure 1).12

IDIs With Family Planning Providers
We also conducted IDIs with a convenience sample of family planning providers (n=15) who conduct implant insertions and removals at GHS
facilities in public regions (GHS providers) and at
Global Health: Science and Practice 2020 | Volume 8 | Number 2

GHS facilities partnering with MSIG in outreach
regions (GHS and MSIG providers) (Figure 1).

Data Collection and Analysis
Phone and Exit Survey
Trained data collectors conducted phone and inperson exit interviews between October 2017 and
January 2018 in either English, Twi, or Fante,
according to the participant’s preference. Respondents to the phone survey were compensated
5 Ghana cedis (approximately US$1) in mobile
money pushed to their device; and exit interview
respondents were provided the same amount in
cash at the time of the interview. At the time of
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the interview, data collectors entered data into
tablets containing an Open Data Kit survey program. Data were transferred from the tablets to a
secure server immediately using a cellular network or wireless connection. Data were then deleted from the tablets to ensure participant
confidentiality. Data collection forms were programmed with automatic constraints to minimize
human error. Data collector supervisors performed spot quality checks on the data and an
analyst at FHI 360 in North Carolina conducted
additional quality checks.
We analyzed data by study objective separately
for each study context (public and outreach). For
women who attempted removal, we classified removal by timing of attempt: first attempt, within
1 week of first attempt, longer than 1 week after
first attempt, and attempted but not yet removed.
We further divided unsuccessful removal attempts
by stated desire to keep or remove the implant in
the future.
We calculated sampling weights for the public
sector sample as the inverse of the probability of
selection of implant clients for the phone interviews. Weights were calculated based on the number of implant insertions among women of eligible
age during the study eligibility period at each
facility as per the rsLog and the total number of
interviews completed per facility. All analyses
(e.g., percentages, means, standard deviations,
and ranges) were weighted; however, we present
unweighted frequencies to clearly indicate the
available sample size. Results are presented descriptively except for the indicators associated
with seeking removal, for which we provide
95% confidence intervals (CIs) for the public region data. The relative wealth of all implant acceptor study participants was calculated using a subset
of variables from the USAID Poverty Assessment
Tool,13 though as all variables from the tool were
not included in the survey, we were unable to categorize respondents as below or above the poverty
line in Ghana, as is the intent of the tool. Rather,
we used principal components analysis to create a
score representing a relative measure of wealth
within the sample. We used STATA version
13 (StataCorp, College Station, TX) for all analyses.

IDIs
Two trained qualitative interviewers conducted
the IDIs with women in the language of their
preference (English, Twi, or Fante) and providers
in English between November 2017 and July
2018 using topic guides. The interviewers
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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audiorecorded all interviews and transcribed
them into English. The study team developed codebooks, which included both inductive and deductive
codes. Two team members coded the transcripts using NVivo 11 (QSR International, Burlington, MA)
and incorporated periodic intercoder reliability
checks of 15% of transcripts to ensure coding consistency. The team developed detailed thematic memos to identify key dimensions of each code and
synthesize data. Women who participated in IDIs
were compensated 5 Ghana cedis (approximately
US$1) for their time and reimbursed for travel
expenses to the interview site. Providers did not receive compensation for participating in the study as
the interviews occurred at their workplace during
regular work hours.

RESULTS
Phone Survey Results
Study Population and Participant Characteristics
In the public context, 1,159 women participated
in the survey, representing a 78.3% response rate
of women who agreed to be contacted by a
study research assistant. In the outreach context,
1,333 women participated in the study with an
80.5% response rate (Figure 1). Survey participants were, on average, aged 28.4–29.6 years,
married or cohabitating, and had 2.3–2.6 children
(Table 1). Most participants had at least some
primary education, and in the public regions,
30.6% had a high school or higher education,
while in the outreach regions one-fifth had a high
school or higher education.
The majority of women surveyed in the public
and outreach contexts had their implants inserted
for less than the labeled duration of use with only
4.1% of women in the public context and less than
1% in the outreach context reporting having their
implant inserted more than 3 years ago (Table 1).
Most women (89.5% in public and 93.7% in outreach context) did not know the name of their implant; however, most knew the number of rods and
its duration of protection. Using this information, we
estimated that 61.9% of women in the public context and 86.3% in outreach had Jadelle. Between
7.4%–8.3% of respondents did not provide a response combination that described any available implant; thus, we could not determine their implant
type (Table 1).

Knowledge of When and Where to Obtain a
Removal
Most women (88.2% [95% CI=85.8, 90.3] in the
public context and 84.3% in outreach) were
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TABLE 1. Contraceptive Implant Acceptor Phone Survey Participants’ Demographic Characteristics by Context, Ghana
Publica
(N=1,159)

Outreach
(N=1,073)

29.6 (6.6)

28.4 (6.2)

18–29, %

53.8

63.1

30–39, %

36.8

30.7

40–49, %

9.4

6.2

Never married, %

21.4

19.5

Married/cohabitating, %

73.0

76.4

Age, years, mean (SD)

Marital status

Divorced/widowed, %

5.6

4.2

(n=1152)

(n=1062)

2.3 (1.6)

2.6 (1.6)

0, %

10.2

3.9

1–2, %

49.0

50.1

3–4, %

31.5

33.3

5þ, %

9.4

12.7

Parity
Mean (SD)

Highest education
None, %

(n=1072)
6.7

5.5

Primary, %

11.0

15.5

Middle, %

51.8

58.4

High school, %

21.7

15.9

8.9

4.7

>High school, %
Religion
Christian, %

92.3

93.6

Muslim, %

7.4

4.9

Other/none, %

0.3

1.5

Have health insurance, %
Wealth quantiles
Lowest, %

64.7

42.6

(n=1155)

(n=1073)

16.3

23.9

Second, %

18.2

22.1

Middle, %

21.1

20.3

Fourth, %

22.4

18.0

Highest, %

22.0

15.8

19.5 (10.8)

14.5 (7.4)

4.9

12.6

7–12, %

34.0

46.3

13–18, %

19.4

13.4

19–24, %

18.7

22.4

Months since implant inserted
Mean (SD)
0–6, %

Continued
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TABLE 1. Continued
Publica
(N=1,159)

Outreach
(N=1,073)

18.9

4.9

4.1

0.5

Jadelle, %

61.9

86.3

Implanon, %

29.8

6.3

Unknown, %

8.3

7.4

25–36, %
>36 months, %
Implant typeb

Abbreviations: SD, standard deviation.
a
Frequencies are unadjusted; percentages and means are adjusted for sampling weights.
b
Implant type determined by comparing participant responses to number of rods in their implant and the duration of protection. Response combinations that do not
describe any available implant are categorized as unknown.

aware that their implant could be removed before
its labeled duration. Most of these women said
that their provider gave them this information:
88.9% (95% CI=86.0, 91.3) and 88.4% in the
2 contexts, respectively. Across contexts, desire
for pregnancy and experience of side effects were
the most common reasons women reported that
their providers told them that an early removal
was possible. Although approximately two-fifths
of women in both settings said that their provider
told them of at least 2 places where they could access to removal, nearly half of study participants in
the public context and one-third of outreach
respondents reported that their provider told
them that they could have their implant removed
only at the site where they had it inserted. For outreach clients, interviewers clarified that the location of insertion referred to the outreach services
(Table 2).

Reasons for Seeking Removal
Approximately one-third of women in the public
sector and one-fifth in the outreach sector
reported ever wanting to have their implant removed regardless of whether they attempted removal. The main reason reported for wanting a
removal was experience of side effects, including
menstrual bleeding side effects, and health concerns (62.1% in public sector, 72.3% in outreach)
(Table 3).
Table 4 shows women’s reports of side effects
with use of their implant and influence by others
to remove their implant. Among participants who
ever wanted their implant removed, 85.2% and
90.0% in the public and outreach sectors,
Global Health: Science and Practice 2020 | Volume 8 | Number 2

respectively, reported experiencing bleeding side
effects. About three-quarters across both contexts
who did not desire removal reported experiencing
bleeding side effects. Regardless of removal desire
and across contexts, the most common bleeding
side effect was amenorrhea. Similarly, more women who wanted a removal, versus those who did
not, reported experiencing nonmenstrual-related
side effects: 59.6% versus 40.3% in the public
context and 70.0% versus 38.0% in the outreach
context. Dizziness and weight change were the
most commonly reported nonmenstrual-related
side effects.
In terms of social influence to remove implants,
40.5% and 31.8% of women in the public context
who wanted and did not want a removal, respectively, reported being influenced by someone to remove their implant. Most commonly, this was a
neighbor/friend followed by a husband/partner.
In the outreach sector, more social influence
(51.5%) was reported among women who wanted
a removal versus women who did not want a removal (29.8%) with the most commonly mentioned influence being a neighbor or friend (Table 4).

Experience Seeking Removal
The majority of women in the public sector who
reported ever wanting a removal also sought removal (91.9% [95% CI=86.7, 95.1]) (data not
shown). Of these, 61.1% (95% CI=54.8, 67.1)
obtained a removal at their first attempt and an
additional 16.5% (95% CI=12.2, 21.9) obtained a
removal within 1 week of first attempt. At the time
of the survey, 8.1% (95% CI=5.1, 13.6) of women
wanting a removal had not yet had their implant
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TABLE 2. Phone Survey Participants’ Reported Knowledge of Contraceptive Implant Removal Services by Context, Ghana
Publica
(N=1,159)

Aware implant can be removed before labeled duration
Told by provider at insertion that implant can be removed before labeled duration
b

Reasons provider mentioned that implant can be removed before labeled duration

Outreach
(N=1,073)

%

95% CI

%

88.2

85.8, 90.3

84.3

(n=1020) 88.9

86.0, 91.3

(n=905) 88.4

(n=923)

(n=800)

Want children

69.3

N/A

62.6

Side effects

60.5

N/A

62.0

Any reason

26.0

N/A

24.9

9.9

N/A

9.5

46.5

N/A

33.3

Partner disapproves
Told at insertion where removal can be obtained
Insertion place only
Place other than insertion place
Insertion place and another place
Not told about any place/don’t know
a
b

3.2

N/A

15.2

40.5

N/A

38.1

9.8

N/A

13.4

Frequencies are unadjusted; percentages and means are adjusted for sampling weights.
Multiple responses possible, spontaneous mention.

removed despite attempting at least 1 time. Of
these women, 4.0% (95% CI=2.3, 6.9) decided
that they still desired to remove the implant,
2.2% (95% CI=0.5, 9.8) were unsure if they still desired to remove the implant, and 1.8% (95% CI=0.9,
3.7) decided that they no longer desired to remove
the implant (Figure 2).
In the outreach sector, 57.1% of women who
reported ever wanting a removal attempted to
have their implant removed (data not shown) and
just over half of these women (54.6%) obtained
removal on their first attempt. An additional
16.7% were able to get a removal within a week of
their first attempt. Of the women who wanted a removal but never attempted removal, the top stated
reasons were changing their mind (37.5%), too expensive (16.7%), and being too busy (10.4%) (data
not shown). Approximately one-quarter of
women had not yet received a removal despite
attempting at least once at the time of survey
(Figure 2).
Most women tried obtaining a removal from
the same place they received their implant
(80.5% public, 71.8% outreach) for their first
attempt. As described above, for outreach clients
“same place” referred to outreach. Reasons for going to a different place for the first removal attempt
included distance, scheduling inconvenience, and
Global Health: Science and Practice 2020 | Volume 8 | Number 2

cost. Of women who made more than 1 attempt to
obtain a removal, the majority returned to the
same facility for all attempts (89.2% in public,
78.4% in outreach). A minority of women visited
2 separate facilities (10.8% in public, 18.9% in outreach) and 2.7% of women in the outreach sector
visited 3–5 facilities to obtain a removal (data not
shown).

Barriers to Removal
Women who attempted to have a removal were
asked about potential barriers they faced. In the
public context, approximately one-fifth reported
keeping their implant because a provider counseled to continue using. In the outreach context,
provider counseling to continue using and provider unavailability were each reported by 16.7% of
women attempting a removal. Just over 10.0% in
both contexts reported that there was a time that
the provider would not remove their implant
though the woman wanted a removal. In the outreach context, 13.5% said that the provider could
not palpate their implant and, thus, could not remove. Women also reported complications they
experienced with implant removal. Approximately 40.0%–50.0% experienced temporary
pain at the time of removal and/or pain that lasted
a few days after the removal. In the outreach
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TABLE 3. Phone Survey Participant’s Reported Desire to Remove Contraceptive Implant, by Context, Ghana

Report wanting removal
Main reason for wanting removal/obtaining removal

a

Publica
(N=1,159)

Outreach
(N=1,073)

%

%

31.8

21.5

(n=373)

(n=231)

Other side effects/ health concerns

37.7

49.4

Bleeding side effects

24.4

22.9

Wanted children

18.7

10.4

Partner disapproved

4.9

5.2

Lost partner/partner away/infrequent sex

3.5

2.6

Other

2.7

4.8

Implant expired

2.5

0.0

Afraid of becoming infertile

2.2

1.3

Sexual side effects

1.4

1.3

Became pregnant

1.1

1.3

Too old/ menopause/ infecund

0.7

0.4

Don’t know

0.2

0.4

Frequencies are unadjusted; percentages and means are adjusted for sampling weights.

context, over one-fifth of women reported having
continued pain for more than a few days, and
5.2% of women mentioned the same in the public
context. Overall, most women reported that their
entire experience getting their implant removal—
from the time they decided to get a removal until
the time they got a removal—was very or somewhat easy (73.8% in public, 68.4% in outreach)
(Table 5).
Most women who received an implant removal reported paying for the service (75.0% in public,
84.2% in outreach). The average cost women
reported for removal services was 15.2–24.6
Ghana cedis (US$3.20–$5.00) depending on the
service delivery context. Women in both the public and outreach sectors also reported spending, on
average, 5.2 Ghana cedis (US$1.10) for transportation to and from the removal procedure location
(Table 6).

Method Uptake and Unmet Need for Family
Planning After Removal
Approximately one-third of women across contexts who had their implant removed reported
adopting a different method of family planning either at the time of removal or later. Most of these
Global Health: Science and Practice 2020 | Volume 8 | Number 2

women started using the injectable. Women who
did not adopt a new method cited pregnancy desire (37.4% in public, 18.1% in outreach) and
side effects (34.8% in public, 36.1% in outreach)
as top reasons. Unmet need, defined as not adopting a method of FP after removal for all reasons
other than desiring pregnancy, reporting no sexual activity, or infecundity, was 33.3% in public
and 53.5% in outreach (Table 7).

Exit Survey Results
Fifty women completed the exit survey: 34 in
Central Region and 16 in Western Region.
Average age was 31.0 years, and more than half
were married (58.0%) and had an average of
3.3 children. The participants in the exit survey
were notably less wealthy than phone survey
respondents, with 55% falling into the lowest
wealth quintile and no participants representing
the highest wealth quintile. Most women had
Jadelle (84.0%) and were getting a removal due
to the implant expiring, with two-thirds of women
reporting having had their implant at least
60 months. All but 1 of the women interviewed
received their implant removal on the first attempt
(data not shown) and two-thirds adopted a
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TABLE 4. Phone Survey Participants’ Reported Contraceptive Implant Side Effects and Social Influence by Context and Desire to
Remove Implant, Ghana
Publica
(N=1,159)
Ever Wanted
Removal
(n=373)
%

Never Wanted
Removal
(n=786)
%

Ever Wanted
Removal
(n=231)
%

Never Wanted
Removal
(n=842)
%

85.2

75.6

(n=230) 90.0

(n=840) 77.3

(n=315)

(n=597)

(n=208)

(n=651)

Stopped having period

39.3

37.2

46.6

48.9

Bleed more during period

37.6

25.7

19.7

14.8

Bleed less during period

23.8

25.5

22.1

24.3

Reported experiencing bleeding side effects
Most commonly mentioned bleeding side effects

b

Period lasts longer

26.0

23.0

26.4

24.3

Period is shorter

13.8

15.4

18.3

18.0

(n=372) 59.6

(n=784) 40.3

(n=230) 70.0

(n=840) 38.0

(n=227)

(n=315)

(n=161)

(n=320)

Dizziness

47.1

26.5

50.3

38.4

Weight change

43.2

40.1

40.4

33.4

Headaches

23.8

26.4

15.5

13.1

Abdominal pain

11.1

21.9

14.9

15.9

40.5

31.8

51.5

29.8

(n=154)

(n=237)

(n=118)

(n=215)

Neighbor or friend

54.9

83.5

54.2

76.9

Husband or partner

42.1

14.4

31.4

12.0

Mother

9.7

7.2

14.4

6.8

Other person/unspecified

3.8

9.9

10.2

10.8

Reported experiencing side effects (other than bleeding)
Most commonly mentioned other side effects

b

Reported someone influenced to stop using implant
Person(s) influenced by

a
b

Outreach
(N=1,073)

b

Frequencies are unadjusted, percentages and means are adjusted for sampling weights.
Multiple responses possible, spontaneous mention.

method immediately, with most receiving a new
implant (93.9%) (Table 8).

Qualitative Results

context had wanted a removal but never
attempted to get a removal. (This situation was
not explored in the public context as it was not
commonly reported in the quantitative data)
(Table 9).

Client Study Population and Participant
Characteristics
A subset of 20 implant acceptors from the phone
survey, evenly divided between the public and
outreach contexts, participated in IDIs. Five had
received a removal at first attempt, while 10 received a removal at second or subsequent attempt
and 2 participants wanted a removal but had not
obtained a removal at the time of the interview despite having tried. Three women in the outreach
Global Health: Science and Practice 2020 | Volume 8 | Number 2

Reasons for Wanting Removal
Qualitative IDIs revealed that women’s reasons
for seeking removal were often multifaceted.
Apart from 2 women who chose to remove their
implants because they wanted to become pregnant, all women cited more than 1 reason for
wanting a removal. Most of the women interviewed said that bleeding changes, including
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FIGURE 2. Outcomes Among Women Who Attempted to Have Contraceptive Implants Removed in Public and Outreach Regions,
Ghana

a

Percentages are adjusted for sampling weights.

prolonged bleeding, irregular bleeding, and amenorrhea, contributed to their decision to seek removal. Several women also reported that other
side effects contributed to their desire for removal.
Changes in weight were frequently mentioned,
though no participants stated that weight change
was the only reason for removing:
As for me, the particular reason I wanted it removed is
the way my heart was troubling me and the way I felt
pain in my abdomen, coupled with how I grew lean. I
grew lean and became very smallish and my veins were
visible. I grew lean. —Woman, 22 years old, has
1 child

As the quote above demonstrates, women often experienced a variety of side effects that, taken
together, led them to want a removal. Other
commonly reported side effects that influenced removal decisions included headaches and abnormal heartbeat or heart palpitations, and a few
women reported dizziness or nausea. Some women reported that the side effects they experienced
interfered with their daily lives or made them unable to work for some period of time:
When it [heart pain] was happening, I couldn’t work
for a week. I will be at home all week long. —Woman,
42 years old, has 7 children

About half of the women who participated in
IDIs also described their partner as playing a role
Global Health: Science and Practice 2020 | Volume 8 | Number 2

in their decision to seek a removal. Most of these
women said their partners wanted them to get a
removal due to changes in bleeding or other side
effects that they worried were harming their
health. Seven women stated that their partners
“told” or “forced” them to get a removal:
. . . The last implant he forced me to remove I had not removed the plaster when I visited him, so he saw it fresh
and since then he was always on my neck to remove it
until I got it removed after just 1 month of insertion.
Left to me alone, I would have waited another 5 years
because I had 3 children then. —Woman, 34 years
old, has 4 children

In contrast, a few women reported that their
partners either did not want the removal or supported their own decision to remove without
exerting pressure:
I wanted to have it removed and inject the 3 months
one. And he said, “Ok, that will be fine”. —Woman,
22 years old, has no children

Apart from partners influencing women to get
a removal, 4 women reported that their mothers
encouraged them to remove their implants.

Removal Experience
Nearly half of all clients in both contexts reported
that an early removal was more expensive than
removal at labeled duration:
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TABLE 5. Phone Survey Participants’ Responses on Barriers to Contraceptive Implant Removal and Satisfaction With Services Among
Women Who Attempted a Removal by Context, Ghana
Publica
(n=339)
%

Outreach
(n=132)
%

Reason women reported they could not get a removal when they wanted tob
Provider counseled to continue using
Provider not available
Provider would not remove
Provider unable to remove despite trying
Implant not palpable
Problems at removal site on armc
Temporary pain at time of removal

11.5

10.6

0.7

4.6

4.4

13.5

(n=314)

(n=101)

43.6

46.0

43.6

54.1

35.2

35.1

Infection/swelling

5.1

5.4

Continue pain

5.2

21.6

0.0

5.4

(n=314)

(n=101)

Very easy

53.0

55.5

Somewhat easy

20.8

12.9

Somewhat difficult

17.4

16.8

8.8

14.9

Very difficult

c

16.7

Scarring

Other unspecified

b

16.7

8.6

Pain that lasted a few days

Ease of removal experience (among women who had a removal)

a

20.6

Frequencies are unadjusted; percentages and means are adjusted for sampling weights.
Each of these options were asked as a separate yes/no question.
Multiple responses possible, spontaneous mention.

TABLE 6. Phone Survey Participants’ Reported Costs Associated With Contraceptive Implant Removal Services Reported by
Respondents Who Removed Implant by Context, Ghana
Publica
(n=307)
Reported incurring cost for removal services not associated with transportationb, %
Mean cost incurred, US$c (SD)
Reported incurring cost for transportation, %
c

Mean cost incurred, US$ (SD)

75.0
3.2 (1.8)
70.6
1.1 (0.7)

Outreach
(n=101)
84.2
5.0 (1.9)d
55.5
1.1 (1.0)

Abbreviation: SD, standard deviation.
a
Frequencies are unadjusted; percentages and means are adjusted for sampling weights.
b
Costs includes fees for supplies, provider, and other facility-associated costs.
c
Respondents reported costs in Ghana cedis. Costs were converted to US$ using the exchange rate at the time of analysis (21 US cents=1.00 Ghana cedi).
Means calculated from women who reported incurring costs only.
d
One respondent reported a cost of US$52.50, which was an extreme outlier. This response was removed from the analysis.
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TABLE 7. Phone Survey Participants’ Reported Contraceptive Method Uptake and Unmet Need After Implant
Removal by Context, Ghana

Adopted contraceptive method after removal
Method used

Publica
(n=314)
%

Outreach
(n=101)
%

35.6

28.7

(n=116)

(n=29)

Injectable

60.2

72.4

Pill

24.8

24.1

Emergency Contraception

11.1

3.5

Intrauterine device

2.4

0.0

Implant

0.7

0.0

Other

0.8

0.0
b

Reasons for not adopting method

(n=193 )

(n=72)

Want to get pregnant

37.4

18.1

Side effects/health concerns

34.8

36.1

Lost partner/partner away

11.2

6.9

Partner disapproves

3.9

11.1

Inconvenient

1.3

4.2

11.4

23.8

33.3

53.5

Other/unspecified
c

Unmet need for family planning after removal
a

Frequencies are unadjusted, percentages and means are adjusted for sampling weights.
Five respondents did not provide a response to this question, thus the reduced sample size.
c
Unmet need is defined as not adopting a method of family planning after removal for all reasons other than desiring pregnancy,
reporting no sexual activity, and reporting infecundity.
b

Yes, he [the provider] explained that the removal
procedure was generally free at due date, but I was
charged because I was removing it before the due
date. —Woman, 37 years old, has 3 children

About one-quarter of the women, particularly
in the outreach context, expressed that cost limits
women’s access to removal. Some women in the
outreach context explained that it is often permanent public facility staff who do removals, rather
than MSIG outreach workers, and that there is a
cost associated with the removal in this case.
The same facility that I went for the free family planning
services but those people who came to do it for free for
the community were not around but the regular service
providers at the clinic were still here and they told us
on the day of insertion that we can come for removal
at a cost of 30 [Ghana cedis] anytime we want to remove
it. —Woman, 34 years old, has 4 children

Of the 12 women who had visited a provider at
least once but still had their implant, most
Global Health: Science and Practice 2020 | Volume 8 | Number 2

reported being told to come back on a different
day. A few of these women were told that the provider who could remove implants was not available on the day they visited or that they should
go to the facility where their implant was inserted.
Several of these women who were experiencing
bleeding changes reported being given medication
to treat heavy bleeding or were counseled that
their bleeding changes were normal.
All women who told providers they were planning to get pregnant or that their husbands/partners did not approve of their use of the implant
were successful in obtaining removal on their first
attempt:
I pleaded with them to remove it for me because my husband didn’t want me to do it and so I didn’t inform him
before I inserted it. He wasn’t in agreement for me to do
it at all. We even had a quarrel at home because of
that. . ..I told them that I didn’t inform my husband.
And so he is angry because I didn’t inform him. I also
had some side effects that he is spending money on and
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TABLE 8. Characteristics of Contraceptive Implant Acceptor Exit Interview Participants, Ghana
Interviewees
(n=50)
Age, years, mean (SD)

31.0 (7.0)

Marital status, %
Never married

30.0

Married/cohabitating

58.0

Divorced/widowed
Parity, mean (SD)

12.0
3.3 (1.8) (n=47)

Highest education, %
None

22.0

Primary

36.0

Middle

42.0

Religion, %
Christian

92.0

Muslim

6.0

Other/none

2.0

Have health insurance, %
Wealth quantiles, %

16.0
(n=49)

Lowest

55.1

Second

28.6

Middle

12.2

Fourth

4.1

Highest

0.0

Months since implant inserted, %

(n=48)

Mean (SD)

51.4 (16.8)

 24

12.5

25–36

12.5

48

8.3

60þ

66.6
a

Implant type , %
Jadelle

84.0

Implanon

4.0

Unknown

12.0

Adopted contraceptive method after removal, %
Contraceptive method used, %
Intrauterine device
Implant
Female sterilization

66.0
(n=33)
3.0
93.9
3.0
Continued

Global Health: Science and Practice 2020 | Volume 8 | Number 2

233

Mixed-Method Study of Contraceptive Implant Removal Access in Ghana

www.ghspjournal.org

TABLE 8. Continued
Interviewees
(n=50)
(n=16b)

Reasons for not adopting method, %
Want to get pregnant

25.0

Side effects/health concerns

12.6

Partner disapproves

31.3

Inconvenient

18.8

Other/unspecified

12.6
c

Unmet need for family planning after removal

24.0

a
Implant type determined by comparing participant responses to number of rods in their implant and the duration of protection.
Response combinations that do not describe any available implant are categorized as unknown.
b
One respondent did not provide a response to this question, thus the reduced sample size.
c
Unmet need is defined as not adopting a contraceptive method after removal for all reasons other than desiring pregnancy, reporting
no sexual activity, and reporting infecundity.

TABLE 9. Outcome of Either Removal Attempt or Desire to Remove for Contraceptive Implant Acceptor In-depth
Interview Participants by Context, Ghana
Public
(n=10)
No.
Successful removal at first attempt

Outreach
(n=10)
No.

3

2

Removal at second or subsequent attempt

6

4

Removal not yet obtained

1

1

Wanted removal but have not attempted

0

3

so he is always complaining and so they should remove
it for me. I told them I was scared of my sight and urinating problems and I was also scared that my husband
will stop taking care of me and leave me and so I am
pleading with them they should remove it for me. I
wept in front of them. —Woman, 38 years old, has
3 children

Women also reported obtaining a removal successfully when they told their providers about ongoing heavy bleeding or other severe side effects
persisting despite treatment, hearing complaints
from family members at the facility that the woman was denied a removal, and agreeing to begin
another method of family planning. Many women
felt that providers only agreed to perform the removal reluctantly:
They were trying to convince me not to remove it. But
since I already made up my mind, they agreed to do it
for me. —Woman, 27 years old, has no children
Global Health: Science and Practice 2020 | Volume 8 | Number 2

About half of the women who received
removals, particularly in the public context,
reported that the removal procedure was easy or
not painful; however, nearly the same number of
women, but more evenly split between the public
and outreach contexts, reported that removal was
difficult, painful, or took a long time. Four women
(2 in each context) experienced broken rods, deep
removals, or nonpalpable removals.

Provider Study Population and Participant
Characteristics
Fifteen providers, 8 in the public context and 7 in
the outreach context, participated in IDIs. Seven
were community health nurses, 4 were midwives,
and 2 were nurses; 2 providers in the public context held other positions. Most providers in the
public context had between 1 and 2 years of experience both inserting and removing implants, and
most in the outreach context had between 3 and
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5 years of experience. One provider in the public
context had no experience with implant removals.
Of the providers from the outreach context,
3 were MSIG staff members; the rest were GHS
providers working in facilities where MSIG conducts outreach (Table 10).

Provider Perspectives
Most providers who participated in IDIs stated that
they told women during initial counseling that
they could have implants removed before the expiration date; of these, many stated they counseled women that they could have their implant
removed if they wished to conceive, while others
said they told women they could remove the implant at any time and for any reason.
With the implant, what I normally do is, when I insert it
for you, I tell them it’s not because they’ve stated 3 years,
you should use it for 3 years. If you want to conceive in a
year or 2, you can come for your removal. That is what I
normally tell them. —Community health nurse
with 1 year of experience providing implants

Nearly all providers expressed that early
removals were appropriate in the case of severe
side effects such as excessive bleeding, heart palpitations, or high blood pressure, but almost half
said they always tried to treat side effects before
removing an implant:

www.ghspjournal.org

First of all, you try to counsel the client upon what reason the person gave. But when you come the first day, we
wouldn’t do it for you the first day. If it’s bleeding, we
will try the ibuprofen or the microgynon and then if still
you go and come back and say it didn’t help you, so still
you want to remove, then we do it for you. —Disease
control officer with 7 years of experience providing implants

Two-thirds of providers described the importance of counseling when women came for
removal before the labeled duration. Some providers stated that potential side effects may not have
been properly explained at insertion, leading
women to blame an implant for unrelated issues.
Most providers described demand by a woman’s
husband or partner as an acceptable reason for removal. About half of the providers felt it was appropriate to do an early removal if a client wished
to conceive. However, a few in the outreach context said they decided whether or not a client was
“ready” to have another child before removing the
implant. A few providers also stated that they decided whether or not a client’s side effects were severe enough or enough time had elapsed since
insertion before agreeing to remove:
When asked why [the client wanted a removal], she
said, “I don’t experience my menses and because of that
my boyfriend has left me and so I want to remove it. But

TABLE 10. Characteristics of Contraceptive Implant Providers by Context, Ghana
Public
(n=8)
No.

Outreach
(n=7)
No.

Provider cadre
Nurse

1

1

Midwife

2

2

Community health nurse

3

4

Other

2

0

1–2 years

5

1

3–5 years

0

5

6þ years

3

1

No experience

1

0

1–2 years

4

3

3–5 years

0

4

6þ years

3

0

Experience with implant insertion

Experience with implant removals
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I am not worried because he left me, but I am worried
because I don’t experience my menses as a result of the
implant.” And I said, “I won’t remove it for you.
Because it’s just 3 months, I can’t take it off for
you.” —Community health nurse with 1 year of
experience providing implants

Providers reported a range of costs for implant
removal services, and a few reported that they
charged more for a removal before the implant’s
expiration. Several providers felt that most women were able to pay the removal fee, though more
said they were, at times, willing to perform
removals for less than their normal fee if the woman could not pay.
Most providers, including all 7 from the public
context, reported experiences with removal of
broken or bent rods or rod fragments. Many felt
that the frequency with which they encountered
difficult removals was due to poor insertion by
other providers, including implants being inserted
into muscles or the wrong part of the body. Nearly
half of providers said they had done removals that
were painful for the client, and some providers
noted that these painful removals could discourage implant use in communities. More than half
of the 15 providers reported ever having made a
referral to a different facility or seeking assistance
from other facility staff for difficult removals.
Several providers mentioned using or referring
for x-rays, “scans,” or MRIs to detect implants for
removal.

Provider Needs
This study also
provides insight
into why implant
users seek
removal before
expiration.

Although nearly all providers indicated they felt
confident removing implants due to training and
experience, about one-third of providers, particularly in the public context, reported they did not
feel confident with difficult removals. Most providers stated they would welcome—or in some cases
needed—additional training, with an equal number specifically mentioning additional training on
counseling and removal:
With removal, it involves a lot . . . Going into the skin, if
you don’t take care you might even infect it. And then if
the insertion is too deep. . .you might even be damaging
some veins, which can lead to blood loss or other
things. At least if I’m able to get the training, at least I
will get the necessary skills that I will be able to do the
removal without damaging any tissue or any of this
thing. —Registered community nurse with 2 years
of experience providing implants

Apart from training, nearly all providers
expressed a need for additional equipment or
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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instruments to perform removals, specifically
forceps and autoclaves or other sterilization
equipment.

DISCUSSION
This study represents one of the few systematic
assessments of contraceptive implant users’ access
to implant removal in a developing country setting.3,14 Encouragingly, we found that a large majority of implant users in both public and outreach
settings knew when and where to obtain removal
and that more than half of users who had
attempted removal were able to get their implant
removed on first attempt with an additional
20%–30% on a subsequent attempt. It is important to note that our measure of “success” in accessing removal is crude and does not capture
experiences where women may have received
counseling that led them to decide to keep their
implant. Future research should take into account
satisfaction with such provider interactions.
Removal knowledge and access were not universal, however, and many women reported having only been told that they could have their
implant removed where they had received it. We
also found that more than half of women who
had obtained an implant from an MSIG outreach
provider and said they wanted a removal did not
actually attempt to have their implant removed.
Some of these women reported that they changed
their mind about wanting their implant removed,
and others indicated that cost and the need to
travel to a facility presented barriers.
In addition to describing access to removal services, this study also provides some insight into
why implant users seek removal before expiration. Our survey results indicate that side effects,
including menstrual bleeding changes, were the
predominant reason for desiring early removal.
However, the qualitative findings provided a
more complete picture, showing that the decision
to remove “early” was often multifaceted. Either a
combination of different kinds of side effects or
side effects coupled with social pressure, particularly husband/partner pressure to remove, would
motivate women to seek early removal. Some
women reported that their partners were concerned about the side effects that they were
experiencing, and others described being forced
to remove their implant by their partner.
Implant users’ experience and reporting of side
effects appears to also influence their removal experience and explain why they do not always obtain removal on first attempt. Several women

236

Mixed-Method Study of Contraceptive Implant Removal Access in Ghana

described being encouraged by their provider to
keep their implant with counseling and side effect
treatment. This provider reassurance is important
for allaying health concerns associated with implant use and managing unwanted side effects.
However, some women made subsequent attempts
at removal. Our qualitative results suggest that removal to become pregnant or because a partner or
husband demands removal appears to more likely
to result in removal than complaints of side effects.
Several providers said they would perform removal
on request and that they believed that removal
should be at the sole discretion of the woman using
the implant. Some other providers and users noted
that removal often also depended on provider
judgment.
Although most women who had obtained an
implant removal described their experience as
easy, our qualitative findings indicate that difficult
removals, including nonpalpable and bent/broken
rods, occurred with some frequency. We cannot
estimate prevalence of difficult removals from
these data, but several women and most providers
said that they had experienced a difficult removal.
More research should explore the extent, causes,
and consequences of difficult removals in this setting and elsewhere.
Finally, our data indicate that the financial cost
of implant removal is uneven and can, in some
cases, constrain access. Women seeking removal
reported paying a range of fees despite the fact
that GHS has a documented fee for removal of
2 Ghana cedis (approximately 40 US cents) and
MSIG outreach has no fee. Both women and providers described that fees may differ based on the
facility, the length of time a woman has had her
implant, or the reasons for the removal. Such uneven charges for removal present a clear challenge
to free and informed choice for contraceptive use.
GHS is committed to improving access to quality FP services to all Ghanaians and has prioritized
the utilization of these study results to improve
implant service provision. USAID Ghana is working with GHS to identify and implement interventions to improve the quality of implant service
delivery and to ensure women have access to removal services for any reason and at no cost.
Research findings have been disseminated throughout Ghana in a series of events culminating in a national steering committee meeting to synthesize
recommendations. A technical working group convened to revise and update the national implant
training materials, and a select group of national
and regional FP trainers have now been trained on
the updated materials.
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Limitations
Our study has several limitations. First, although
the rsLog and client information center electronic
databases provided a unique opportunity to identify and contact a large sample of implant users,
the systems are both relatively new and the data
they contained were not complete. In addition to
incomplete or incorrect phone information, inherent challenges with a phone survey included
phones being turned off, running out of battery,
poor reception, numbers changing frequently, or
respondents not answering calls.
We were also limited by how long the electronic systems had been in place. Most women
recruited from the systems had had their implant
for less than 18 months, so their experiences may
be different from women who have had their implant for a longer amount of time. While the exit
interviews provide perspectives from a few longerterm users, the limited sample makes drawing
comparisons across groups difficult.
Finally, the eligibility criterion that women
have phone information available in their record
carries some risk of selection bias and likely may
have excluded the poorest women. The experiences of some women who may have experienced
challenges accessing removal services may have
been missed or underrepresented.

CONCLUSIONS
This study provides some reassuring data that
most women who desire to remove their implant
are able to receive a removal in a timely fashion.
However, the results also indicate that not all
women are able to access removal when and
where they want and room for program improvement exists both in the public sector and for mobile outreach services.

Data indicate that
the financial cost
of implant
removal is uneven
and can
sometimes
constrain access.
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ABSTRACT
Community health workers (CHWs) are essential to primary health care systems and are a cost-effective strategy to
achieve the Sustainable Development Goals (SDGs).
Nepal is strongly committed to universal health coverage
and the SDGs. In 2017, the Nepal Ministry of Health
and Population partnered with the nongovernmental organization Nyaya Health Nepal to pilot a program aligned
with the 2018 World Health Organization guidelines for
CHWs. The program includes CHWs who: (1) receive regular financial compensation; (2) meet a minimum education
level; (3) are well supervised; (4) are continuously trained;
(5) are integrated into local primary health care systems;
(6) use mobile health tools; (7) have consistent supply
chain; (8) live in the communities they serve; and (9) provide service without point-of-care user fees. The pilot model
has previously demonstrated improved institutional birth
rate, antenatal care completion, and postpartum contraception utilization. Here, we performed a retrospective costing
analysis from July 16, 2017 to July 15, 2018, in a catchment area population of 60,000. The average per capita
annual cost is US$3.05 (range: US$1.94 to US$4.70 across
24 villages) of which 74% is personnel cost. Service delivery
and administrative costs and per beneficiary costs for all services are also described. To address the current discourse
among Nepali policy makers at the local and federal levels,
we also present 3 alternative implementation scenarios that policy makers may consider. Given the Government of Nepal’s
commitment to increase health care spending (US$51.00 per
capita) to 7.0% of the 2030 gross domestic product, paired
with recent health care systems decentralization leading to expanded fiscal space in municipalities, this CHW program provides a feasible opportunity to make progress toward achieving
universal health coverage and the health-related SDGs. This
costing analysis offers insights and practical considerations for
policy makers and locally elected officials for deploying a
CHW cadre as a mechanism to achieve the SDG targets.

INTRODUCTION

A

s the global community works to collectively
realize our commitment to universal health
coverage (UHC) and the Sustainable Development Goals (SDGs), robust community health
care systems will be a critical foundation.1 Community health worker (CHW) programs have increasingly received attention and focus as a key
strategy to achieve the SDGs and UHC, with dramatic increases in global investments and scaleup of national and subnational programs.2 Strong
evidence suggests the cost-effectiveness of CHW
programs, with economic returns of up to 10:1.3
The World Health Organization (WHO) has recently endorsed them as a key mechanism to
achieve UHC and SDG 3—ensure healthy lives
and promote well-being for all at all ages—in the
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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first global guidelines for CHW program design
and implementation,4 offering important guidance to policy makers and locally elected officials
looking to improve progress toward SDG targets.
Nepal has made important gains in health outcomes, including a two-thirds decline in maternal
mortality and halving rates of stunting between
1990 and 2015.5 Despite this, similar to many
countries, Nepal is not presently on track to meet
its SDG targets by 2030,6,7 with maternal mortality
at 239 per 100,000 live births, under-5 mortality
at 39 per 1000 live births, and 38% of disability associated with noncommunicable diseases (NCDs)
occurring before age 40 years.

Community Health Care in Nepal
For decades, Nepal has been a leader in community health care systems. The country has a long history of various CHW models, including both fulltime and part-time and paid and voluntary cadres,
covering a range of programmatic outreach and
service delivery foci.
In the 1980s, the Ministry of Health introduced
full-time, paid village health workers (VHWs), who
received 6 weeks of primary health care training
and focused mainly on increasing immunization.
After the VHW program was well established, community health leaders were added to support the
VHWs, promote the health messages they were
spreading, and increase community participation
in improving the nation’s health.8 Unlike VHWs,
community health leaders were unpaid volunteers
who received only 1 month of training and did not
make home visits, but rather coordinated convenient places and time for people to meet them elsewhere in the community.8
In 1988, the government initiated the voluntary, part-time cadre of female community health
volunteers (FCHVs) to focus on increasing uptake
of family planning methods along with immunizations. Both of these groups of health care workers
were part of Nepal’s response to the global movement toward primary health care that emerged
out of the 1978 Alma Ata Declaration.9 The FCHV
program was developed as a country-level response to the global focus on primary health care
and has grown to more than 50,000 volunteers
nationally. The FCHV program has been a pillar of
improved health care outcomes in Nepal, including
national priorities of vitamin A distribution, immunization, and antenatal and postnatal care.10 In
2010, Nepal was recognized as a leading country
in progress toward achieving the Millennium
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Development Goals, and the FCHV program was
acknowledged as a key component in that effort.11
In the early 1990s, in line with the new
National Health Policy of 1991 aimed at bringing
health care services closer to rural communities,
the government introduced the maternal and child
health worker (MCHW).12 Also a full-time, paid
position, MCHWs were charged alongside FCHVs
with covering entire village development committees, the smallest geo-administrative unit at the
time, and were affiliated to rural health care facilities
such as primary health care centers and subhealth
posts. As educational levels and training opportunities increased over time,13 VHWs and MCHWs were
transitioned to auxiliary nurse-midwives (ANMs) and
auxiliary health workers (AHWs), respectively, both of
which undergo 18 months of pre-service training. In
parallel, the FCHV program continued to grow and
now includes more than 50,000 volunteers covering
communities throughout all of Nepal’s 7 provinces—
roughly 1 FCHV per every 500–1000 people in the
country, and their areas of responsibility have broadened to include a range of other maternal, neonatal,
and child health outreach and services.12
Despite Nepal’s significant successes in community health, in particular the FCHV program,
there are areas for improvement for communitybased cadres. These include having more robust
managerial and training structures, establishing
minimum educational requirements, expanding
to full-time paid employment (FCHVs are parttime volunteers working on average 7.2 hours
per week), and addressing supply chain management challenges similar to much of the rest of the
health care system.14–16 Although improvements
are being made to the FCHV program, including
in the new FCHV Strategy 2076 that will outline a
requirement for new FCHVs to have a minimum
educational requirement, as well as other efforts
at local levels where FCHVs are advocating for improved structure, supervision, and payment, these
challenges make it unlikely that the FCHV program in its current state presents a viable pathway
toward the SDGs. Indeed, in these regards, increasingly over the last decade, policy discussions
and pilot programs have examined leveraging
additional community-based cadres, including
ANMs, to expand community health.17
Nepal recently transitioned to a federal republic, including further decentralization of the health
care system. Newly elected municipal governments
are seeking locally appropriate strategies to better
respond to their constituents’ health care priorities.
Although this transition and decentralization
process has brought significant challenges, paired
with Nepal’s commitment to UHC and the SDGs,
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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the new political context is also an excellent foundation for improved municipality-based CHW service delivery.

Improving Community Health Care Models in
Nepal
To meet the gap in SDG targets in Nepal, it has become clear that new ideas and investments need to
be made in CHW systems as part of overall health
care systems strengthening efforts.14,15,18,19 The
WHO guidelines,4 and other recent recommendations2,20 for design of effective CHW programs, offer helpful framing in these regards, highlighting
that CHWs should: (1) receive regular financial
compensation; (2) meet a minimum education
level; (3) be well supervised; (4) be continuously
trained; (5) be closely integrated into the local primary health care system; (6) use a mobile health
tool; (7) have consistent supply chain; and (8) live
in the communities they serve.
In this context, the nongovernmental organization Nyaya Health Nepal developed a collaborative
effort with the Ministry of Health and Population,
Department of Health Services, Family Welfare
Division to implement a CHW pilot program21 that
was closely aligned with WHO guidelines (Table 1),
which may offer insight for Nepal’s future CHW
programs. This pilot program has had promising early results, described in detail elsewhere,22,23 including between 2014 and 2016, improving antenatal
care (ANC), institutional birth rate, and postpartum
contraception (Figure 1). Since 2016, monitoring
data collected in the course of program operations
has shown a further increase in the institutional
birth rate in the catchment area to 96% (unpublished data). More recently, in multiple municipalities across the country, locally elected officials are
planning or have already begun implementing new
community-based services, including adjustments
to the FCHV program as well as introduction of
new cadres with a range of training and skillsets
(e.g., ANMs). Despite growing interest, there is limited consensus or coordination of how such programs or new cadres should be implemented.
Although CHW programs may be costeffective strategies for health care systems
strengthening,3,4 there are limited data in Nepal
regarding the costs or operational details of what
a CHW program aligned with WHO guidelines
would entail. Understanding what options are
available as policy makers and locally elected officials consider more robust community-based service delivery will be critical to achieving SDG

Understanding
the available
options as policy
makers and
locally elected
officials consider
more robust
community-based
service delivery
will be critical to
achieving SDG
targets.
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TABLE 1. Pilot CHW Program Design in Relation to WHO Guidelines
WHO Recommended CHW
Program Attributes4
Selection

Program Alignment With
WHO Recommendations

CHW Pilot Program Descriptive Characteristics
CHWs:
Have minimum education requirement of 10th level
 Locally selected women who live in the community they serve





Includes both preservice and continuous training
Training combines theory and practice based in community



Formal program certification is currently in process, pending government
approval

–



Training




Certification

Supervisors conduct:
Regular in-person supervision including observation in community
 Dedicated supervision, data-driven feedback, and performance review



Incentives



CHWs are salaried, full-time employees, at a rate competitive to local
market conditions, paired with additional non-financial incentives



Career ladder



Pending further government certification/approval

–

CHW: population ratio



Ratio is based upon epidemiology, geography, topography, security, and
workload/expected responsibilities



Data collection/utilization



CHWs collect data via mHealth platform, use in monitoring and review with
supervisors, use in service delivery improvements



Community integration



CHWs mobilize resources and promote health and social needs



Supply chain



CHWs have reliable and consistent supply of medicines and supplies closely
linked to local primary health centers



Supportive supervision



Abbreviations: CHW, community health worker; WHO, World Health Organization.

targets. In these regards, policy makers at federal
and local levels are grappling with multiple questions, including:


Should CHWs be paid and, if so, how much?



How should effective supervision structures be
implemented?



How can a new CHW cadre be integrated with
local primary health care systems?

Here, we describe costs for a catchment area
population of 60,000 community members in the
pilot program, including analysis of per-capita
costs, service delivery costs, and administrative
costs. Secondly, to situate these costs in the context of current discussions at the municipal level,
we provide 3 additional implementation scenarios
for the pilot CHW cadre to reflect local policy
makers’ considerations. This analysis may be instructive for locally elected officials and future
community health care systems policy in Nepal,
and more broadly, in similar settings globally that
Global Health: Science and Practice 2020 | Volume 8 | Number 2

leverage community health care strategies to
achieve UHC and SDG targets.

METHODS
Population and Setting
In 2014, Nyaya Health Nepal began CHW program
development and implementation in Achham district in Province 7 working with a catchment area
population of approximately 36,000. In 2017, the
pilot study was implemented in both Achham and
Dolakha districts (Province 3) targeting expansion
to a catchment area population ultimately of more
than 250,000 people.21 The subpopulation of the
pilot described in this analysis included the original program area, Sanfebagar municipality, and
the first expansion area, Kamalbazaar municipality in Achham, which together have a population
of 60,504 persons.24 A total of 30 CHWs were
employed in the 2 pilot municipalities during the
time period of July 16, 2017 to July 15, 2018.
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FIGURE 1. Preliminary Health Care Outcomes of Pilot CHW Program in Nepal, Compared to National and
Global Targetsa

Nepal Health Sector Strategy target
(2020)

90%

70%
60%

Sustainable Development Goal target
(2030)
43%

Nepal average (2016-17)

57%

90%
90%

69%

47%

Endline (2016)

19%

Baseline (2014-15)

0%
Contraceptive prevalence rate

20%

90%
93%

83%
81%
40%

60%

80%

100%

4 antenatal visits completion rate

Institutional birth rate

Abbreviations: CHW, community health worker.
a

Data published previously22 and reproduced here in parallel to Sustainable Development Goal and Nepal Health Sector Strategy targets.

Achham is historically one of the most impoverished districts with some of the lowestperforming health indices in the country.5,10 The
government-owned Bayalpata Hospital in Achham
is operated by a public-private partnership between
the Ministry of Health and Population and Nyaya
Health Nepal. Through this public-private partnership, the hospital is owned by the Ministry of
Health and Population and is financed through federal, provincial, and municipal budgetary allocations,
supplemented by Nyaya Health Nepal’s own financing. Nyaya Health Nepal oversees day-to-day management and operation of the facility and all health
care services and is accountable to the Ministry for
regular reporting via the local District Health Office.
Bayalpata Hospital serves as a referral facility for
comprehensive emergency obstetric and newborn
services and noncommunicable disease (NCD) management, in addition to providing adult and pediatric medicine and basic surgical services for
Sanfebagar. Similarly, the Achham district hospital
in Mangalsen serves as the referral facility for
Kamalbazaar and provides a similar range of services. Kamalbazaar also has a government primary
health center that provides basic outpatient care;
Global Health: Science and Practice 2020 | Volume 8 | Number 2

maternal and child health services, such as immunization, nutrition, pneumonia, and diarrhea care;
pre- and postnatal care; and maternal and newborn
care, including emergency obstetric services, as well
as several village health posts, which provide a smaller set of basic primary and ANC services.

CHW Program Design, Structure, and Service
Delivery
For the current pilot, the initial program protocols
were adapted in collaboration with local government partners and the Ministry of Health and
Population, Department of Health Services, Family
Welfare Division.
All CHWs in the pilot: (1) receive regular financial compensation; (2) meet a minimum education level requirement of secondary schooling;
(3) are well supervised; (4) receive continuous
training; (5) are closely integrated into the local
primary health care system; (6) use a mobile
health tool; (7) have a consistent supply chain;
(8) live in the communities they serve; and
(9) provide service without point-of-care user
fees. CHWs are full-time, paid employees of
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Nyaya Health Nepal and assigned to individual villages, or “wards,” according to the political designation of the new federal system. CHW are paid a
starting base salary of Nepalese rupees (NPR)
19,930 per month. Nyaya Health Nepal’s procurement and operations teams provides CHWs with
supplies to use in their daily work, such as mobile
phones, urine pregnancy tests, blood pressure
cuff, measuring upper arm circumference tape,
and other basic supplies. Each CHW is responsible
for a population of, on average, 2,000 residents. In
a few areas, where the population is very spread
out and the terrain is more challenging, an additional CHW is employed to cover the ward. All
CHWs have dedicated supervision, with 1 community health nurse (CHN) supervising, training,
and conducting monitoring and evaluation for
5 CHWs. Community health program associates
supervise 2–3 CHNs and are responsible for program planning and administration (Figure 2).
CHWs receive 1 month of preservice training,
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followed by 2-week training modules each month
over the following 3 months after baseline family
registration is complete. Continuous ongoing trainings are conducted at monthly CHW meetings.
CHWs are engaged with several subpopulations within their catchment area: married women of reproductive age, children aged 2 years and
younger, pregnant and postpartum women, and
adults with chronic diseases. For each of these
subpopulations, the CHWs maintain a regular
home visit schedule and conduct counseling, case
detection, and referrals. During home visits, CHWs
conduct urine pregnancy testing; trimester-specific
antenatal counseling and referral; postnatal counseling and referral (with a strong emphasis on contraception counseling); age-specific child health and
nutrition counseling; childhood illness screening
and referral (based on community-based Integrated
Management of Neonatal and Childhood Illnesses,
and NCD counseling and referral (Figure 2).21
Services delivered are determined based upon local

FIGURE 2. Program Design of Nepal Ministry of Health and Population, Family Welfare Division and Nyaya
Health Nepal CHW Pilot Program

Abbreviations: CHPA, community health program associate; CHN, community health nurse; CHW, community health worker.
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and national priorities and morbidity and mortality
burden. In addition to home visits, CHWs facilitate
group ANC sessions at local health posts on a bimonthly schedule, with 1 of the monthly visits for
early gestation (4- and 6-month pregnant women)
and the other for late gestation (8- and 9-month
pregnant women).
CHWs coordinate with the existing primary
health care system (including local village clinics,
primary health care centers, and hospitals)
through monthly data sharing and following up
on referrals made. They also join monthly FCHV
meetings at local village clinics and coordinate
with FCHVs to ensure that all pregnant women
and children are identified and receiving care.
The program does not alter public health services
coordinated and delivered in the study areas
through the Government of Nepal with the exception of group ANC. The CHWs work very closely
with government ANMs at village health posts to
facilitate group ANC sessions. These sessions are
intended to replace individual ANC visits, as physical assessments and medication distribution are
conducted during the group along with discussion
and counseling. Sometimes women present outside of group visits for individual ANC, but group
ANC sessions fulfill all basic ANC requirements.
Additionally, CHNs provide antenatal ultrasound
and prenatal lab services (including hemoglobin,
HIV, blood typing, hepatitis B and C, and urine
glucose and protein) during these sessions.25,26
CHNs receive preservice training as well as ongoing training and assessment to assure the quality
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of these services. The role of FCHVs is not altered
in the study areas.
CHWs are equipped with Android-based
smartphones utilizing the CommCare platform27
for clinical service documentation and content to
support counseling and referrals. The data from
the CHW smartphones are shared with the Nyaya
Health Nepal hospital facility-based electronic
health records to aid in providing continuity of
care between community and facility-based services.23 The supply chain is managed through a
digital inventory management system linked to
Nyaya Health Nepal’s facility-based electronic
health record system. No user fees are charged for
services delivered by CHWs. The structure is closely aligned with WHO guidelines for the design and
implementation of CHW programs (Table 1).4,23
The pilot study has been described in detail
previously.21 In brief, the pilot is a Type II hybrid
effectiveness-implementation research study, evaluating effectiveness using a pre-post, quasi-experimental
design with stepped implementation and evaluating
implementation using the RE-AIM framework.
Enrollment began in 2017 and concluded in 2019,
with the goal to enroll over 250,000 community
members across both Dolakha and Achham districts.
The analysis included in this discussion focuses on a
catchment area population only in Achham district of
60,504 persons across 2 municipalities (Table 2):
Sanfebagar municipality (population 36,766) and
Kamalbazaar municipality (population 23,738). The
pilot is ongoing and future analysis will include data
for the full catchment area.

TABLE 2. Description and Summary Statistics from Catchment Area of CHW Pilot Program, Including
Sanfebagar and Kamalbazaar Municipalities
Sanfebagar

Kamalbazaar

Total

Total population

36,766

23,738

60,504

Direct service beneficiaries

10,816

8,222

19,038

CHW: population ratio

1:1,935

1:2,158

1:2,017

Community health nurses: CHW ratio

1:4.8

1:5.5

1:5

Total costs (USD$)

118,327

66,177

184,504

Number of CHWs

19

11

30

Number of CHNs

4

2

6

Number of CHPAs

2

1

3

Cost per capita (USD$)

3.22

2.79

3.05

Abbreviations: CHN, community health nurse; CHPA, community health program associates; CHW, community health worker.
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Costing Analysis
We performed a retrospective costing analysis using demographic, programmatic, and financial
data for the period between July 16, 2017, and
July 15, 2018. All programmatic information —
including number of households enrolled in the
CHW program, number of beneficiaries receiving
care, CHW encounters and service delivery, and
noncare-delivery events, such as trainings and supervision field visits, were collected from the
CommCare platform and staff program calendars.
CHWs use CommCare to collect household visit
data, and these data formed the basis for analyzing
CHW resource utilization during care delivery.23
All direct costs (personnel, medicines and consumables, and depreciation of equipment) and indirect costs (transportation, regular supplies, staff
benefits, and depreciation of digital tools) were
obtained from organizational financial records.
The Nepal Health Research Council (#461/2016)
and Brigham and Women’s Hospital Institutional
Review Board (2017P000709/PHS) approved the
study. Verbal informed consent was obtained by
CHWs for delivery of patient care and for use of a limited identifiable dataset for research analysis.
We employed a ‘top-down’ costing methodology based upon methods previously described by
the Joint Learning Network.28 This methodology
first disaggregates all direct and indirect costs into
‘intermediate cost centers’ and second into ‘final
cost centers.’ Intermediate cost centers consisted
of 6 care delivery programs: pregnancy case detection; individual ANC; group ANC; postnatal care;
childhood illness management for children aged
2 years and younger; and NCD management.
Intermediate cost centers also included 5 administrative functions: planning and administration;
training; supervision, monitoring and evaluation;
data reporting and learning; and, continuous surveillance. Final cost centers consisted of only the
6 care delivery programs.
To allocate costs to intermediate cost centers,
we defined a ‘capacity cost rate’ for CHWs, equal
to the time spent in each service encounter (available from the CommCare database) divided by the
We performed the number of available minutes during the year.
costing analysis to Personnel costs of supervisory and administrative
generate insights staff (community health program associates and
regarding cost of
CHNs, as illustrated in Figure 2) were allocated to
the pilot program administrative functions based on resource attrias policy makers
bution gathered from staff program calendars.
consider new
Staff benefits and expenses, such as uniforms,
community-based food, and telecom network expenses, were allostrategies.
cated using the same methodology. Notably, costs
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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for regional and national administrative staff were
not included given these roles are primarily responsible for program design and organizational
strategy, and are not anticipated to be necessary
if the program scales beyond the pilot study.
Similarly, initial programmatic development costs
were not included. All remaining direct and indirect costs were attributed to either programs or administrative functions based on their relative use
(e.g., transportation costs were partly allocated to
supervisory systems and to the group ANC program, and mobile phones and associated technology support was allocated to data reporting). In
summary, the allocated costs represent annual recurring costs of operating the CHW program and
do not include costs relating to initial training and
program development.
This approach ensured that all direct and indirect costs were allocated to the intermediate cost
centers of the 6 service delivery programs or the
5 administrative functions. To arrive at final costs,
all administrative function costs were further allocated downward to service delivery programs
based on the CHW encounters using a step-down
costing methodology.28 The final cost centers are
the 6 service delivery programs.
We performed an analysis of programmatic
cost per capita by village—the smallest geopolitical
division—for which there are 14 villages in
Sanfebagar municipality and 10 villages in
Kamalbazaar municipality. Analysis of cost by service delivery—pregnancy case detection, individual ANC, group ANC, postnatal care, under-2
care, and NCD care—was performed for both cost
per capita (of the total catchment area) and for
cost per beneficiary (for persons who received the
service). Notably, group ANC and NCD services
were available to only 56% and 61% of the population, respectively, during the measurement period. Group ANC limitations were due to certain
villages in both municipalities not having yet
implemented services, and NCD services were not
implemented in Kamalbazaar due to constraints at
the local primary health care center for NCD
management.
All costs were measured in NPRs and converted to US dollars using a conversion rate of
NPR104.4 to US$1, the average exchange rate for
the 1-year measurement period.29 Costs in NPRs
are available upon request. Further costing methodology details are included in Supplement 1.

Alternative CHW Implementation Scenarios
We performed the above-described costing analysis to generate insights regarding cost of the
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pilot program as policy makers consider new
community-based strategies. However, in our
ongoing relationships with federal and local policy makers, we recognize locally elected officials
throughout Nepal are pursuing a variety of
community-based implementation strategies in
the new federal health context.
To address policy makers’ current considerations
regarding implementation of new communitybased services, we present 3 alternative scenarios
for potential implement strategies for a CHW cadre
similar to the pilot program:


Scenario 1 projects the implementation costs if
CHW salaries were decreased. As there is no
similar CHW cadre in Nepal currently, we used
Nepal’s Labor Act30 definition of minimum
wage to inform an ‘adjusted salary’ for CHWs
at scale, determined to be US$1,829.36 annually (NPR190,985, including government benefits and pension).



Scenario 2 projects implementation wherein
administrative functions of the program are
absorbed into municipal health care unit governance structures. Specifically, this scenario
includes the functions performed by community health program associates (Figure 2), such as
program planning, budgeting, evaluation, human resources, and financial management, to
be taken on by local governance structures,
thereby eliminating the community health program associate cadre.



Scenario 3 incorporates the CHW program directly into existing primary health care infrastructure (e.g., primary health centers or
health posts). In this scenario, the functions of
CHNs (Figure 2) – supervision, training, and
monitoring and evaluation – would be performed by government health care facility staff
(e.g., ANMs, thereby eliminating the CHN cadre). Additionally, as group ANC services in this
pilot are delivered in large part by CHNs, this
service would be subsumed into local health
care facility service delivery or discontinued.

We developed these scenarios in response to
the authors’ conversations with multiple stakeholders at federal and municipal-levels highlighting 3 broad challenges: amount of payment for
CHWs; CHW supervision structure; and integration of new CHW cadres into local primary health
care systems. These scenarios are intended to complement the costing analysis results and offer insight into human resources and implementation
possibilities as locally elected officials and federal
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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policy makers consider the development of similar
programs throughout the country.
Scenarios have not been tested but are presented for the purposes of considering alternative
policy options. As each scenario also impacts cost,
changes are presented in a cumulative manner in
decreasing order of overall cost; the conditions
and cost reductions of scenario 1 are included in
scenario 2, and conditions from both scenarios 1
and 2 are included in scenario 3.

RESULTS
Program Cost
We analyzed the cost for pilot implementation for
villages in 2 municipalities (Table 2) across multiple factors: cost per capita, by administrative function, by service delivery, cost per beneficiary, and
by indirect and direct costs.
The analysis by village demonstrated an average cost per capita in the Sanfebagar municipality
of US$3.22 and in the Kamalbazaar municipality
of US$2.79 (Figure 3). The overall annual cost of
the pilot CHW program during the period was
US$184,504. The population-weighted average
annual cost per capita across both municipalities
was US$3.05. The overall cost function and variation between villages are largely driven by CHW
personnel costs that tend to be a step function
and increase nonlinearly at population intervals.
The analysis of costs by administrative
function—planning and administrative; training;
monitoring and evaluation, and supervision;
data reporting and learning; and continuous
surveillance—demonstrated that administrative
functions comprised 42% of overall costs (with
service delivery comprising 58%). These costs
were intermediate costs and were ultimately further allocated to the 6 service delivery areas as final cost centers. The largest cost drivers in
administrative functions were supervision and
monitoring and evaluation, which combined
comprised 18% of overall costs (Figure 4). There
was no significant variation in composition of
intermediate costs between Sanfebagar and
Kamalbazaar municipalities.
Analysis of final cost centers (pregnancy case
detection, ANC, group ANC, postnatal care, under2 care, and NCD) are shown in Figure 5. Pregnancy
case detection was a leading overall cost driver including a per capita cost of US$0.75, and with the
lowest per beneficiary cost of US$5.74. The highest
cost of service per beneficiary was group ANC at
US$27.06. The higher costs of group ANC were due
to larger time allocation of CHNs in supervision,
lower number of beneficiaries relative to home
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FIGURE 3. Cost Per Capita of the CHW Pilot Program in Nepal, by Village, N=24

Abbreviations: CHW, community health worker.

FIGURE 4. Distribution of Intermediate Cost Centers, Including Service Delivery and Administrative Functions, of
Pilot CHW Program in Nepal, by Municipality

Abbreviations: CHW, community health worker.

visits, and lab and diagnostic services provided during group sessions.
Analysis of cost by functional type of expenditure (direct costs covering personnel, equipment
and consumables, and indirect costs disaggregated
into transportation and other) demonstrated direct
costs constitute 81% of overall costs, including staff
costs of 74%, and transportation the second leading
cost driver at 11% (Figure 6). In comparing municipalities, personnel in Sanfebagar comprise 78% of
costs but only 66% of costs in Kamalbazaar. This is
likely due to the fact that CHW-to-population ratio
and CHN-to-CHW ratios were lower in Kamalbazaar
than in Sanfebagar (Table 2) largely due to
Global Health: Science and Practice 2020 | Volume 8 | Number 2

geopolitical village boundaries as CHWs are hired by
village. Full program costing is included in
Supplement 2.

Costs of Alternative Implementation
Scenarios
The projected additional per capita costs over and
above current public-sector budgetary allocation
for the 3 alternative implementation scenarios of
a CHW cadre are shown in Figure 7. In the first
scenario, CHWs would receive an ‘adjusted salary’
of US$1,829.36 annually, as per minimum wage
stipulations in the Nepal Labor Act,30 which would
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FIGURE 5. Costs Per Capita and Per Beneficiary by Service Delivery of CHW Pilot Program in Nepal

Abbreviations: CHW, community health worker; NCD, noncommunicable diseases.

FIGURE 6. Costs by Functional Type of Expenditure in a CHW Pilot Program in Nepal

Abbreviations: CHW, community health worker.

decrease overall program costs by 21% from
US$3.05 to a per capita cost of US$2.39. For scenarios 2 and 3, while additional per capita costs decrease with integration into municipal governance
bodies and primary health care facilities, publicGlobal Health: Science and Practice 2020 | Volume 8 | Number 2

sector staffing would be required to absorb some of
the administrative costs of CHW program oversight. These costs would be contingent upon the
implementation strategy and are not accounted
for in the per capita cost presented. The second
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FIGURE 7. Potential Advantages and Disadvantages and Additional Per Capita Cost of 3 Alternative CHW
Program Implementation Scenarios, US$

Abbreviations: CHW, community health worker, PHC, primary health care.

Program costs
were an average
US$3.05 per
capita and were
largely due to
human resources
and
transportation.

scenario wherein program administration is by
municipal health care units would decrease costs
by 30% for an additional per capita cost of US
$1.69. The third scenario would integrate CHWs
into local primary health care facilities, decreasing
costs by 36%, for an additional per capita cost of
US$1.07.
While these scenarios have not been tested in
the current pilot, Figure 7 also describes potential
advantages and disadvantages for each. Cost per
capita and per beneficiary for each scenario and
further details of costing are included in
Supplement 2.

DISCUSSION
We describe the costs of a pilot CHW cadre, aligned
with WHO’s guidelines for CHW program design,
to provide operational and financial insight to policy makers considering new community-based services. The costs for the program were, on average,
US$3.05 per capita, with variation per service
delivered (Figure 5). Similar to other community
health care programs, costs were largely due to human resources and transportation (Figure 6).31,32
Pregnancy case detection and NCD services included some of the higher costs per capita, though
pregnancy case detection had the lowest cost
per beneficiary. Pregnancy case detection was the
largest program component by beneficiaries count
in both municipalities, whereas NCD services was
the second largest in the Sanfebagar area. Group
ANC services comprised the highest per beneficiary
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cost due to inclusion of laboratory tests and ultrasound services provided during sessions and presence of CHNs at all sessions (with corresponding
increased transportation costs). Although women
in areas where group ANC was not offered were
also encouraged to receive these diagnostic tests,
services occurred at higher-level health care facilities where available and thus were not included in
the cost of CHW program delivery. Costs in the
Sanfebagar municipality were higher, on average,
than in Kamalbazaar due in large part to a higher
staffing to population ratio (Table 2). We did not include a cost-benefit analysis as a part of this study
due to limitations in data availability.
Nepal, like many countries, has a strong highlevel commitment to UHC and the SDGs. A CHW
cadre, such as the pilot described, offers one potential path forward for Nepal and other countries.
Although it is difficult to compare costs across programs or geographies and our current analysis is
not a cost-effectiveness analysis, the costs of the
program described are broadly aligned with, if not
perhaps cheaper than, programmatic costs in other community-based programs.3,31,33–35 Current
health care spending in Nepal is US$51 per capita,
or 6.7% of the 2016 gross domestic product
(GDP), and Nepal’s SDG targets have 2 important
implications for health care delivery. First, to
reach the SDG goals, Nepal intends to increase
per capita health care spending from US$51 to
US$175 by 2030. The majority of this growth will
come from Nepal’s intended increase in GDP per
capita from US$759 to US$2,500 by 2030, while
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health care contributions will improve only marginally, from 6.7% to 7.0% of GDP. Second, to expand financial risk protection for citizens, Nepal
intends to reduce the share of out-of-pocket spending from 52% of total health care expenditure
(2016) to 35% by 2030. Accordingly, public-sector
contributions to health care will need to increase by
12% annually in real terms, from US$13.60 of
government-funded per capita health care spending (2016) to US$77 per capita by 2030. Further
details are included in Supplement 3. As the
Government of Nepal increases the fiscal space
dedicated to health care, it will need to further incorporate CHWs as part of overall health care systems strengthening efforts.36
The recently established federal system of governance, decentralized health care administration,
and the newly elected municipal governments
throughout Nepal provide an important opportunity for enhanced community health delivery.
The costs presented here provide insight into
what is required to deploy a CHW cadre closely
aligned with WHO guidelines. Conversations
regarding implementation of new communitybased cadres are already occurring at the federal
and municipality levels where newly elected officials are eager to improve health indices for their
constituencies. Although the costs of CHW service
delivery are a concern to policy makers, with increased health care spending, including if Nepal
spends the recommended 7.0% of 2030 GDP on
health care required to meet its SDG targets, the
allocation required for a cadre as described in
the pilot may be quite feasible. Having said that,
there are multiple other concurrent demands
on the MOHP budget that would compete for additional funding were it to materialize.
The 3 alternative implementation scenarios
presented provide additional insight for policy
makers and locally elected officials. Further research is required to draw conclusions regarding
impact and cost, but the scenarios reflect ongoing
conversations at both federal and local municipal
levels presently. As highlighted in Figure 7, there
are advantages and disadvantages that must be
accounted for in considering policy approaches to
deploy CHW cadres. In these regards, we caution
policy makers from accounting only for budgetary
implications, as overall programmatic effectiveness may suffer with more limited supervision
and administrative oversight (e.g., scenarios
2 and 3), thereby potentially negating the investment and limiting progress toward UHC and
health-related SDG targets. Growing evidence
globally demonstrates the importance of strong
Global Health: Science and Practice 2020 | Volume 8 | Number 2

supervision, which should be taken into account
as implementation strategies are considered.4,37–39
Additionally, although scenarios 2 and 3 require
less per capita budgetary allocation over and
above the current health care budget, they also require public-sector staffing adjustments to ensure
adequate CHW programmatic oversight, and
these costs have not been accounted for. Thus,
we encourage policy makers to consider most importantly how implementation of a CHW cadre
can be locally owned with significant community
and local governance engagement, be well
integrated into existing primary health care systems,
and have the necessary supportive supervision to
optimize impact.
Scenario 1 decreases CHW salaries relative to
the pilot program. From a human capital development perspective, this reduction is undesirable as
higher salaries enable further opportunity and
empower women CHWs, many of whom may be
otherwise unemployed and/or less socioeconomically empowered. However, in the context of the
health care system and current minimum wage
standards, a lower salary may also increase feasibility and avoid potential perceptions of salary inequity. This could improve collaboration and
integration of the cadre into the health care system. We believe this scenario is more feasible in
the current political climate.
Scenarios 2 and 3 present important opportunities for further integration of CHWs into local
primary health care systems, as well as improved
ownership by local governance bodies and stakeholders. Strong linkages to primary health care
systems and community engagement are key elements to CHW programmatic success and thus are
included in the WHO guidelines for CHW program
design,4 making this an important potential benefit of both scenarios. Conversely, the lack of dedicated supervisors in these scenarios poses risks to
implementation of effective supportive supervision
practices, training, monitoring and evaluation, and
supply chain management, with scenario 3 posing
greater risk in these regards.
In other examples of CHW program implementation, CHW supervisors who have additional
responsibilities (e.g., providing clinical services at
the local health post) have experienced challenges
providing the supportive supervision that WHO
guidelines recommend, including regular coaching and mentoring of CHWs, direct observation of
CHW service delivery, and review of performance
data and community feedback.4,20 These challenges may be for multiple contextually specific
reasons. Health care facility staff who are asked to
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supervise CHWs, in addition to conducting their
routine clinical or administrative responsibilities,
frequently do not have the availability, training,
or appropriately aligned incentives to optimize
supportive supervision. This situation can manifest in supervisors infrequently visiting communities to observe CHW service delivery or having
limited time and capacity to routinely review
data, coach, mentor, and provide performance
feedback. Scenarios 2 or 3 may pose similar risks.
As discussed previously, over the last 40 years,
Nepal’s community health care system has included multiple community-based cadres, both fulltime and part-time, paid and volunteer, including
VHWs, community health leaders, MCHWs, ANMs,
AHWs, and FCHVs.8,12,18,40,41 Now, with renewed
and increasing enthusiasm to bolster progress toward the SDGs through community-based cadres,
including growing recognition of the need to enhance capacity in the FCHV cadre, paired with the
opportunity of increasing fiscal space at the federal
and provincial levels, there is an important opportunity to offer guidance on how improvements in the
community health care system can be optimally
implemented.17
Because the pilot described here was designed
before the increasingly popular concept of ANMor AHW-based community services, it did not incorporate these cadres specifically into the pilot
methodology. Notably, several CHWs employed
in this pilot program were in fact ANMs. However,
this was not an intentional aspect of the pilot program protocol, and performance of CHWs who
had ANM qualifications were not compared to
CHWs without ANM certification. As such, while
it may ultimately be the case that AHWs and/or
ANMs are well-positioned to carry forward the
work of such a community-based cadre as described
in this pilot, the data included in this manuscript
cannot specifically comment on this question.
Further research detailing the feasibility of the
ANM or AHW cadre leveraged in this particular capacity should be considered to address these
questions.
Finally, it is important to recognize the opportunity a ‘dual-cadre’ system provides in which
paid full-time CHWs work closely with a volunteer cadre to optimize community-based service
delivery. Dual-cadre systems are exemplified in
other countries, including Ethiopia’s health extension workers and health development army
volunteers. These systems have been employed
historically in Nepal as well, with FCHVs working
in collaboration with VHWs and MCHWs, and
now in various capacities with ANMs and AHWs
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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at health posts and primary health care centers.12
Similarly, the potential to further leverage the extensive reach, infrastructure, and effectiveness of
the FCHV network with a new CHW cadre is significant. The CHWs in the pilot described here interact regularly with FCHVs, including attending
FCHV meetings, health campaigns, and collaborating on health promotion activities. As CHWs
are charged with enumerating and enrolling all
members of every household in their respective
catchment areas, they have also historically been
accompanied by FCHVs during household visits.
This has been helpful to ensure CHWs do not miss
households or family members while conducting
triage and referral care and community-based diagnosis, treatment, and counseling. Expansion of
a full-time, paid community-based cadre could
more deeply and effectively engage FCHVs (e.g.,
around outreach activities, civil registration and
vital statistics, and routine monitoring and evaluation activities related to government reporting).
Additionally, a CHW cadre like the one described
in the pilot may further bolster supervision of
FCHVs to include an enhanced focus on regular
skill development, problem solving, performance
review, professional development, and data feedback loops as part of routine work.

Limitations
Our study includes several limitations. First, our
analysis regarding CHW time allocation was conducted using top-down allocations of costs from
CommCare. Practically, this equates time required
for CHWs to complete a form on mobile phones
using the CommCare application as a proxy for
time spent providing care; however, this proxy
has not been validated. During site visits, the use
of Commcare tools were observed, and CHWs
also provided self-reported average time required
to conduct a specific type of home visit. No notable
differences were found between time stamps from
the CommCare tool and reported numbers.
Nonetheless, differences here could impact our analysis. Additionally, some CHW services and functions
(e.g., postpartum contraception counseling or time
required for travel) are not accurately captured using
this methodology; therefore, it is difficult to determine precise costs for these aspects of service delivery.
However, given that the top-down costing approach
includes all costs, these limitations should not impact
overall per capita cost. More detailed analysis via
time-driven activity-based costing would be more rigorous, but with human resource and financial constraints, this was not feasible.
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Second, given that this analysis includes only
2 municipalities, the external validity of our conclusions to other areas throughout Nepal are potentially limited. The full pilot will cover over
250,000 persons across 2 districts. The analysis
presented includes a subset catchment area of
60,504 persons in 1 district. Additionally, as noted,
there was incomplete implementation of group
ANC and NCD services during the measurement
period, which may have underestimated per capita
costs accordingly. Future analysis will include the
full catchment area when all service delivery is
implemented, but such analysis is not expected for
at least 2 more years. Given the delay anticipated,
these data provide some early insights that may
help inform decision making in the current policy
context.
Third, our analysis excluded costs for some administrative personnel involved in programmatic
design. We do not believe such personnel would
be scalable for the program as they are not involved
in service delivery, and budgetary allocations are
likely to be constrained if the government chooses
to scale the program in other geographies. However, the exclusion of such personnel presumes
limited further ongoing design and iteration which
may cause challenges for the program’s operations.
Additionally, these personnel do enhance oversight
of the program currently and their absence could
affect programmatic quality. Notably, such functions could also be fulfilled by local governance
bodies or primary health care facility staff, as described in scenarios 2 and 3.
Finally, the pilot was implemented in the context of a public-private partnership, through which
Nyaya Health Nepal oversees day-to-day operations of the public-sector Bayalpata Hospital; therefore, the generalizability of these results for other
public-sector institutions should be interpreted
with caution. Future scale of a CHW cadre is more
likely in public-sector or strictly private-sector settings, as public-private partnerships remain limited
in Nepal. This may have overestimated costs of
early-stage program development as it includes a
higher administrative staffing ratio than would be
necessary in future at-scale efforts. Scenarios 1, 2,
and 3 attempt to account for this discrepancy by
adjusting to the expected minimum wage standard
(scenario 1), and assuming public-sector staffing
for administrative functions (scenarios 2 and 3).
Conversely, our analysis does not include potential
costs for administrative personnel overseeing scaling efforts if this program were to be adopted more
broadly. Similarly, the unique management
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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structure of the pilot is not generalizable, and this
may impact feasibility of a similar program in different contexts. Additionally, the catchment area also
includes a hospital run by the same public-private
partnership that offers access and quality of services
not necessarily generalizable to other regions.
Accessible, high-quality, facility-based services are
a strong determinant of CHW program impact,4
thus similar results in areas with less access to quality health care facilities may be less feasible.

CONCLUSION
As Nepal looks ahead toward achieving UHC and
SDG targets, more robust primary health systems
are required. A new CHW cadre, such as assessed
in this national pilot, represents an important opportunity. The costs described may be instructive
for policy makers and locally elected officials in
Nepal and may also be relevant to countries with
similar health care settings aiming to improve
community health care systems on their path toward the SDGs.
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Implementing the Clean Clinic Approach Improves Water,
Sanitation, and Hygiene Quality in Health Facilities in the
Western Highlands of Guatemala
Jason Lopez,a Sergio Tumax Sierra,a Ana María Rodas Cardona,a Stephen Saraa
Key Findings
n

Water, sanitation, and hygiene (WASH) services
and infection prevention supplies are suboptimal
in Guatemalan health care facilities that provide
labor and delivery services.

n

The Clean Clinic Approach resulted in significant
improvements across many WASH and infection
prevention readiness indicators despite very little
investment.

n

Success and sustainment of the Clean Clinic
Approach process relies on:
*

Establishing clear, concise, ward-specific
standards;

*

Orienting staff to their responsibilities as they
apply to the standards provided;

*

Collecting detailed data collection at the ward
level; and

*

Sharing survey results with health care facility
staff, local governments, and the public.

Key Implications
n

To encourage future expansion of WASH in health
care facilities, donors and implementing partners
should:
*

Collaborate with national ministries of health to
review and update national guidelines for
infection prevention and control in hospitals,

*

Promote the intervention to hospital directors
and regional ministry of health directorates,

*

Partner with health care facility management to
update the assessment tools according to level
of care and type of service/ward with
consideration for basic level of service, and

*

Expand the intervention to include more health
care facilities and share the results publicly.

a
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ABSTRACT
Background: Water, sanitation, and hygiene (WASH) services
are cornerstones to providing safe health care services and improving patient satisfaction and care seeking. The Clean Clinic
Approach (CCA) uses a 10-step process to support health care
facilities (HCFs) in making incremental, effective cleanliness and
infection prevention and control (IPC) improvements, without relying on external investments. We piloted the CCA in Guatemala
and assessed the extent to which it contributed to quality
improvements in WASH for IPC.
Methods: After developing an assessment tool tailored to the
Guatemalan context, we assessed 11 HCFs in 8 technical areas
and scored the facilities on 79 criteria with a total of 100 points.
We conducted a baseline assessment (September to October
2018), second assessment (January 2019), and final assessment
(February to March 2019).
Results: The 11 HCFs improved their average emergency/
general ward scores from 41 points at baseline to 87 points at
end line, based on a 100-point scale. For delivery wards, the
scores increased from 50 to 91 points and for postnatal wards
from 46 to 90 points.
Conclusions: The CCA process and tools facilitated a systematic
way for HCFs to identify, prioritize, make, and measure WASH
quality of care improvements. Training facility staff was fundamental to improving quality standards, and involving medical
and administration staff in joint analysis, coordination, and planning sessions was key to integration and teamwork. Further work
is needed to increase involvement of local government and community members and to further adapt the process and tools.

BACKGROUND

A

report by the World Health Organization/United
Nations Children’s Fund Joint Monitoring Proramme (JMP) stated that worldwide, 26% of health
care facilities (HCFs) lack basic water services and
21% lack basic sanitation.1 Data from 78 low- and
middle-income countries (LMICs) showed that half of
129,557 HCFs lacked access to piped water, 33% did
not have an improved toilet, and 39% had no soap for
handwashing. In all, 2% of facilities provided complete
water, sanitation, and hygiene (WASH) services.2
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WASH services are vital for providing safe
health services, improving patient satisfaction,
and improving care seeking. According to a
1995–2008 review and meta-analysis, health
care-associated infections developed in more
than 15% of patients in limited-resource settings.3
Furthermore, the lack of proper infection control
in HCFs, including WASH, is a driver for antimicrobial resistance, along with inadequate sanitation and water services in general.4 In the world’s
least-developed countries, sepsis is responsible for
13.8% of newborn deaths and pneumonia is responsible for 6.1% of newborn deaths.5 Neonatal
infections in HCFs occur partly from the lack or
inadequate delivery of WASH services. Lack of
WASH services are negatively associated with
patient satisfaction, thus influencing women’s
choice for birthing at a facility.6
In 2016, 5% of HCFs in Latin America had no
water services.1 In Guatemala, 33% of HCFs lack
24-hour-a-day water service and only 25% have
a corresponding maintenance program. For sanitation, 32% of HCFs lack operational services and
62% had no soap available for handwashing.7
Infections cause 26.5% of maternal deaths in
Guatemalan hospitals compared to 12.5% of
deaths in nonhospital facilities.8 Of newborn
deaths, 16.8% are caused by sepsis and 5.9% by
pneumonia.5 Infections also complicate and increase the cost of treating patients. A case control
study from a hospital in Guatemala found that the
cost of treatment for any given patient with a
health care-associated infection was 2.5 times
higher than treatment without.9
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CLEAN CLINIC APPROACH
The United States Agency for International Development (USAID) Maternal and Child Survival
Program (MCSP) developed the Clean Clinic
Approach (CCA) to empower HCF staff and health
systems to implement simple, low-cost, and effective WASH improvements that are proven to help
protect patients and staff from infection. CCA
focuses primarily on management, motivation,
and accountability as key drivers to maintaining
WASH and infection prevention services. This
approach is similar to the Plan-Do-Study-Act
model for quality improvements that has been
successfully used for infection prevention and
control (IPC) and has been previously modeled
for use in LMICs.10–12 The CCA uses 10 steps to
implement incremental WASH and infection prevention improvements to provide quality health
care services and prevent health care-associated
infections (Figure 1).13 Before implementing the
approach in Guatemala, MCSP previously piloted
the CCA in Haiti.14
The CCA acknowledges that HCFs face multiple challenges to improving WASH including
include missing, incomplete, or poorly implemented national standards; limited funding; and
lack of knowledge or adherence to IPC protocols
by health workers.15
To mitigate these challenges, the CCA approach encourages collaboration between program implementers and the national ministry of
health to develop WASH for IPC evaluation criteria and ratings systems. Then, the CCA implementer works directly with HCFs to improve their
rating to meet local standards by developing

FIGURE 1. 10-Step Clean Clinic Approach for WASH Quality Improvements
9. Reward HCF
progress

1. Conduct HCF assessment
2. Establish/refine national
minimum WASH standards
for HCFs
3. Develop program
parameters with government

10. Refine priorities
and action plans
and continue
improvements

Clean Clinic

8. Conduct
inspections,
scoring, and
coaching and
share results

4. Train district and HCF
leaders

5. Introduce CCA programs in
target HCFs

6. Integrate WASH
actions into annual
action/work plans

7. Implement the
CCA program
activities

Abbreviations: CCA, Clean Clinic Approach; HCF, health care facility; WASH, water, sanitation, and hygiene.
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action plans and making incremental WASH
improvements on their own.
The CCA intervention in Guatemala aimed to
increase the availability of functional WASH infrastructure and basic infection prevention supplies
at HCFs through incremental monitoring and
management and behavioral improvements without relying on external investments. Specifically,
the intervention aimed to: (1) define a package of
quality standards to monitor WASH components
used in 11 Ministry of Public Health and Social
Assistance (MSPAS) HCFs with delivery care services in the Western Highlands of Guatemala,
along with a tool and process for monitoring and
supporting progress; (2) serve as a basis for the development of a training curriculum in WASH for
hospitals, centers for permanent attention (centros
de atención permanente, CAPs), and centers for integral attention of maternal and child health (centros
de atención integral materno infantil, CAIMIs) in
Guatemala; and (3) institutionalize the Clean
Clinic quality standards, tools, and process within
the MSPAS systems.
This case study examines to what extent the
CCA intervention improved WASH quality standards for IPC.

METHODS
In Guatemala, the MSPAS is responsible for upholding the national policies for potable water
and sanitation, as well as WASH in HCFs as a
whole.16 Although national policies on WASH in
HCFs existed, tools for monitoring the WASH status of facilities had yet to be developed as of the
start of the intervention. CCA implementation began in March 2018 in 11 MSPAS HCFs with

delivery care services in the Western Highlands of
Guatemala that were selected by MCSP and the
MSPAS from MCSP-supported facilities (Table 1
and Table 2).

Initial Evaluation
The MSPAS and MCSP developed a monitoring
strategy based on the WHO standards for improving quality of maternal and newborn care in health
facilities while integrating the JMP basic service
indicators for WASH in HCFs.17,18 MCSP conducted an initial evaluation in January 2018 of the
11 HCFs across 3 wards: emergency/general, labor
and delivery, and postnatal and recovery. This
evaluation provided a snapshot of WASH and IPC
services to guide monitoring and improvement
priorities.18
MCSP and USAID presented the initial evaluation results to MSPAS leadership (vice ministry for
hospitals and CAPs/CAIMIs) and garnered national
support for implementing a pilot CCA intervention.

CCA Tool Development
Using the results of the initial evaluation, the MSPAS
Central Team; the Board of the Comprehensive
Health Care System; the Department of Regulation
of the Health and Environment Programs of the
General Board of Health Regulation, Control, and
Surveillance; and the General Coordinator of
Hospitals, together with 4 MCSP staff members
(2 advisors and 2 specialists; 3 doctors and 1 graduate
nurse), formed a working group to develop an assessment tool for quality standards and their respective
criteria.
The assessment tool evaluates across 8 technical areas: (1) water; (2) sanitation; (3) hygiene;

TABLE 1. MCSP Facilities Implementing Clean Clinic Approach, Western Highlands, Guatemala, N=11
Level of Care
Secondary

Tertiary

Type of Facility

No.

Description

Centers for integral attention of maternal and child health

2

 Provide “normal and “uncomplicated” births
 Open 24 hours/day
 Capacity for minor surgeries including cesarean deliveries and
postabortion care

Centers for permanent attention

5

 Provide “normal and “uncomplicated” births
 Open 24 hours/day

District hospitals

3

 Open 24 hours/day
 Capacity for major surgeries

Regional hospitals

1

 Open 24 hours/day
 Capacity for major surgeries and specialties

Abbreviations: MCSP, Maternal and Child Survival Program.
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TABLE 2. Clean Clinic Approach Implementation Timeline in Guatemala
Date
2018

Activities

January

Initial evaluation of health care facilities

February

Presentation of initial evaluation results to MSPAS and decision to move forward with CCA

March

Clean Approach implementation begins

April

Define quality standards, criteria, and weighting thereof

May
June

Familiarize staff with tool in 11 health care facilities

July
August
September

Baseline assessment (first measurement)

October

Identify gaps and define plans for continuous quality improvement

November

Supervision of improvement plans, coaching, and mentoring

December
2019

January

Supervision of improvement plans and second measurement

February

Supervision of improvement plans and third measurement

March

Certification of establishments according to established categories: silver, gold, and diamond

April

Closures and delivery of recognition to establishments and staff

(4) sterilization; (5) waste management; (6) environmental cleaning; (7) administration and documentation; and (8) hot water, wastewater, and
stormwater. The emergency ward criteria also
encompassed general facility attributes such as administration or wastewater. The tool consists of
79 criteria, which vary by ward and are weighted
according to their impact on IPC, totaling a score
of 100 points. Figure 2 provides the scoring distribution for the assessment tool by ward and technical area, and Supplement 1 includes the final tool.

(doctors, nurses, sanitation inspectors, rural health
technicians, and administrative staff) to provide an
overview of the CCA, the assessment tool, and the
national guidelines. HCF staff provided feedback on
the assessment tools, and some corrections and
adaptations were made. Subsequently, MCSP
and MSPAS representatives tested the tool in a
hospital and a CAP, allowing the team to clarify
language and protocols as well as establishing appropriate timing and locations for the application
of the tool.

CCA and Tool Sensitization

Health Care Facility Quality Improvements

MCSP held a workshop with the MSPAS Central
Team on using and implementing the newly
developed assessment tool that incorporated key
national guidelines on controlling and preventing
nosocomial infections.19 Afterward, MCSP held
a workshop with MSPAS regional directorates,
municipal government representatives (responsible for the infrastructure of the 5 CAPs and
2 CAIMIs), and directors of the 4 hospitals to outline the CCA and share the preliminary results of
11 HCFs’ initial evaluation.

MCSP and the MSPAS Central Team established
“Clean Clinic Teams” at each HCF to jointly perform 3 assessments with MCSP. Using the finalized Guatemala CCA assessment tool, a baseline
assessment was conducted across 3 wards in each
facility from September 2018 to October 2018 to
identify existing gaps in WASH for IPC services.
An additional assessment was conducted in
January 2019, and a final certification assessment
was performed from February 2019 to March
2019 (Table 2).

Tool Testing

Quality Improvement Plans

MCSP held a workshop with the MSPAS Central
Team and the operational staff of the 11 HCFs

After analyzing the baseline assessment results,
the CCTs developed quality improvement plans

Global Health: Science and Practice 2020 | Volume 8 | Number 2

Clean Clinic Teams
at each facility
together with
MCSP conducted
baseline
assessments to
identify existing
gaps in WASH.
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FIGURE 2. Guatemala Clean Clinic Assessment Scoring Distribution in Total, by Ward and Technical Areaa
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Total Clean Clinic score is based on the average between wards.

BOX. WASH for Infection Prevention and Control Training, Coaching,
and Mentoring Topics


Water management: Water supply, storage, and quality



Solid waste management: Segregation and internal and external supply chain



Sanitation management: Cleaning, disinfection, and use of personal
protective equipment by the staff



Infrastructure management for hygiene: Toilets, showers, and
washbasins of users and health providers and standards of care for infection
prevention and control

according to an IPC prioritization matrix to identify
and prioritize the problem(s), identify the causes
and prioritization of the problem(s), develop/generate possible solutions, and test and implement the
proposed changes.
Overall, HCFs
improved their
Coaching and Mentoring
mean CCA
MCSP conducted WASH for IPC training, coaching,
assessment scores
by more than 40%. and mentoring on management of water, solid

waste, sanitation, and infrastructure for hygiene
(Box).
To facilitate the WASH for IPC trainings, MCSP
secured external funding for the relevant materials and supplies (water filters, personal protective
equipment, boots, tools, and red hazardous waste
bags and labels). These materials and supplies
Global Health: Science and Practice 2020 | Volume 8 | Number 2

were approximately 4% of the total CCA implementation costs.20

Assessments and Recognition
Facilities scoring above 70 points were given Clean
Clinic certification and were rated as silver (70%–
80%), gold (81%–90%), and diamond (91%–
100%).
After the certification assessments, MCSP and
the MSPAS presented a plaque to each HCF during
a public ceremony with the category it reached
and gave a diploma to each CCA team member in
each HCF.

Ethical Considerations
The Save the Children USA ethics review committee reviewed the CCA project plan and determined it was exempt from full review.

RESULTS
Overall, HCFs improved their mean CCA assessment scores from 45.6% at baseline (September
2018 to October 2018), to 73.1% at second assessment (January 2019), to 89.3% at end line assessment (February 2019 to March 2019). Individual
ward scores improved with general/emergency
wards increasing by 46.2% (from 41.0% to
87.2%), delivery by 40.9% (from 49.7% to
90.6%), and postpartum by 44.2% (from 45.7%
to 90.0%). Administration had the most improvement from 0.7% to 7.3%. Cleaning improved the
least from 4.5% to 6.5%. Supplement 2 provides
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detailed results for each facility by assessment
number, ward, and sector.
Examining the assessment results through the
JMP standards for WASH in HCFs, no facilities met
basic service levels for sanitation or waste management at baseline (Table 3).18 At end line, all facilities had reached basic levels of service for water
and hygiene, and hygiene improved the most.
The following sections describe the results of
the clean clinic assessments in total and by the
8 technical areas.

Total Clean Clinic Assessment Scores
With the exception of 1 hospital and 1 CAIMI, the
CCA facilities had low levels of overall compliance
at baseline, with 4 CAPs that had scores below
35% (Figure 3). By the second assessment, compliance levels improved as 5 facilities reached silver status and 2 reached gold status. By end line,
all 11 facilities achieved Clean Clinic status: 8 facilities achieved gold certification and 3 earned diamond status.
The closing of gaps in scores between the first
and third assessments was most pronounced in
the 5 CAPs. On average, the CAPs’ compliance

www.ghspjournal.org

increased 54%, with the highest improving by
65%. The 2 CAIMIs saw an average improvement
of 37%, and hospitals improved by 36% (Figure
3).

Water
The water standard uses 9 criteria and contributes
15 of the 100 Clean Clinic certification points,
based on an average across the 3 wards (Figure
2). At baseline, 2 of the 11 HCFs had scores of less
than 20% and 3 had between 35% and 41%. By
end line, 7 facilities met all the assessment water
criteria and the rest had total scores between
96% and 98% (Figure 4a).
Water improvements varied by facility and included increased water storage capacity, increased
availability of water within the facilities, and increased number of water points in priority areas.
MCSP provided all the facilities with a ceramic water filter station or bottled water dispenser in the
3 evaluated wards.

Sanitation
The sanitation standard contributes 6 of the
100 points of the Clean Clinic certification over

TABLE 3. JMP Classifications for CCA Facilities at Baseline and End Line Assessment, by Ward and Overall Facility (N=11)
Overall, No.
JMP Standards
Water

Sanitation

Hygiene

Waste Management

Environmental Cleaning

Service Category

Emergency, No.

Delivery, No.

Postpartum, No.

Baseline

End line

Baseline

End line

Baseline

End line

Baseline

End line

Basic

4

9

3

9

6

10

6

11

Limited

6

2

6

2

3

1

4

0

No Service

1

0

2

0

2

0

1

0

Basic

0

5

0

6

1

5

2

8

Limited

8

5

8

4

5

5

5

2

No Service

3

1

3

1

5

1

4

1

Basic

2

11

3

11

3

11

2

11

Limited

7

0

6

0

7

0

8

0

No Service

2

0

2

0

1

0

1

0

Basic

1

6

1

6

1

6

1

7

Limited

7

4

7

4

7

4

5

4

No Service

3

1

3

1

3

1

5

0

Basic

0

6

0

6

3

6

1

6

Limited

2

1

2

5

1

5

3

5

No Service

9

4

9

0

7

0

7

0

Abbreviations: CCA, Clean Clinic Approach; JMP, World Health Organization/United Nations Children’s Fund Joint Monitoring Programme.

Global Health: Science and Practice 2020 | Volume 8 | Number 2

261

Implementation of the Clean Clinic Approach in Guatemala

www.ghspjournal.org

FIGURE 3. Baseline and End Line Assessment of Overall Compliance Level of Clean Clinic Assessment Criteria
Before and After Clean Clinic Approach Intervention, by Facility (N=11)
First Measurement

Third Measurement
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During the baseline assessment of health care facilities, it was common to find shuttered but functional latrines
(left door), resulting in a reduced number of sanitation facilities and gender-segregated bathrooms.
Photo Credit: © 2018 Jason Lopez/MCSP
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FIGURE 4. Baseline and End Line Assessment of Facility Compliance Level in Water, Sanitation, Hygiene, and
Equipment Sterilization Before and After Clean Clinic Approach Intervention, by Facility (N=11)
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5 criteria. At end line, 4 HCFs met all 5 sanitation
criteria, and 4 HCFs had a level of compliance between 89% and 95% (Figure 4b). CAPs had the
most delays in compliance. One CAP received a final score of 37% because its emergency room
restrooms were not separated or signaled by gender, lacked accessibility for those with mobility
issues, and were not clean.
Improvements to sanitation quality included
rehabilitation of broken or shuttered sanitation facilities and adding in limited mobility access. All of
the HCFs improved their restroom signage, cleanliness, privacy, and gender separation, as well as
the placement of red bags for biological waste in
each restroom.

Hygiene
The hygiene standard has 13 criteria and contributes 28 of the 100 points of the Clean Clinic
Global Health: Science and Practice 2020 | Volume 8 | Number 2

certification. At baseline, 7 of the 11 establishments had critically low compliance levels (below
34%). At end line, 1 hospital and 1 CAIMI complied with all criteria, and 1 CAP and 1 CAIMI
scored above 95%. Six facilities reached compliance levels between 79% and 83% (Figure 4c).
The remaining hygiene gaps included the lack
of showers with running water and lack of disposable towels for drying in delivery rooms and maternal recovery wards. In the delivery rooms,
showers did not provide privacy or facilitate people with limited mobility and their size did not
allow the option of having a companion if
necessary.
In all of the facilities, handwashing stations
were rehabilitated and availability of water, soap,
and drying towels improved. Eight establishments
closed gaps by fixing broken showers. In 1 CAP,
conditions for handling and cleaning of bedding
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Nonverbal reliant signage and red biomedical waste bags were added to the maternal recovery ward in a hospital as a result of the Clean Clinic Approach intervention.
Photo credit: © 2018 Jason Lopez/MCSP

improved in the 3 wards. Additionally, 3 facilities
improved their separation of the beds.

Sterilization
The sterilization standard has 7 criteria and contributes 12 of the 100 points for Clean Clinic certification. HCFs had a compliance level above 60% in
all services at first assessment. At end line, 9 facilities met all of the criteria and 2 achieved a score of
94% (Figure 4d).
Overall, HCFs improved the provision and use
of sterile equipment (masks, scissors, clamps, and
gowns).

Waste Management
The waste management standard has 11 criteria
and contributes 20 of the 100 certification points.
At baseline, 7 facilities met less than 35% of the
criteria; CAPs and hospitals had the lowest scores.
At end line, 6 establishments met all waste criteria
and the remainder reported levels of compliance
above 80% (Figure 5a).
The activities for improving waste management included the correct separation of waste
into red, black, and white bags and the addition
of rigid containers for holding sharps in the
Global Health: Science and Practice 2020 | Volume 8 | Number 2

assessment wards. MCSP also supported facilities
with training cleaning staff on the correct use of
personal protective equipment including lenses,
masks, gloves, coveralls, and boots.
Additionally, facilities identified temporary
waste collection centers and began monitoring
the correct separation of waste. In the 2 CAPs,
nursing and custodial staff received direct training
on the correct separation of waste according to the
standards.

Environmental Cleaning
The environmental cleaning standard consists
of 9 criteria and provides 8 of the 100 certification points. At baseline, 7 HCFs met between
65% and 74% of the environmental cleaning
criteria. Two hospitals had scores of 41% to
46%, and 2 CAPs had a compliance level of at or
below 35% (Figure 5b). At end line, 2 facilities
met all 9 cleaning criteria and 6 reached compliance levels between 87% and 96%.
Seven facilities developed and published
cleaning control schedules and improved their
compliance for scheduled reporting. Five facilities
trained the custodial and nursing staff in the proper preparation and use of chlorine dilutions. Two
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FIGURE 5. Baseline and End Line Assessment of Facility Compliance Level in Waste Management;
Environmental Cleaning; Administration and Documentation; and Hot Water, Wastewater, and Stormwater
Before and After Clean Clinic Approach Intervention, by Facility (N=11)
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CAPs and 1 CAIMI developed a manual on tasks
and responsibilities for cleaning staff. Two CAPs
worked with the district and municipalities to improve the availability of chlorine and detergent.
One CAIMI improved storage, disposal of cleaning
equipment such as mops, brooms, cleaners, detergent, and availability of chlorine.

Administration and Documentation
The administration and documentation standards
consist of 14 criteria and contributes 9 of the
100 points for certification. This standard had the
lowest baseline scores with 10 of 11 facilities scoring 14% or lower. At end line, 4 facilities met all of
the criteria and another 4 required improvement
in their documentation processes (Figure 5c).
Activities for score improvement included
placing posters and stickers with key messages on
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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handwashing stations, waste disposal areas, and
water sources and training custodial staff on
cleaning and waste management procedures.
The facilities developed facility WASH improvement plans; a drinking water management
protocol; a risk management plan for sanitation
services; standard operating procedures for cleaning beds, cots, floors, sinks, and toilets; and a hospital solid waste management protocol. These plans
and documents were shared among the participating HCFs during a knowledge-sharing workshop.

Hot Water, Wastewater, and Stormwater
The hot water, wastewater, and stormwater
standards consist of 11 criteria and provide 2 of
the 100 points for certification. This standard presented the most challenges for closing gaps. At end
line, only 1 CAP obtained scored 62%; 2 hospitals
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and 1 CAIMI scored higher than 50%. The
remaining HCF’s compliance levels were less than
40%, and 1 hospital did not meet the criteria
(Figure 5d).
Improvements included installation, rehabilitation, and maintenance of pipes and hot water in
the showers. Personnel were also trained in the
proper use of PPE for wastewater management,
and compliance with tetanus vaccination schemes
were verified and managed by the staff.

DISCUSSION
The Guatemala CCA intervention demonstrated
that the intervention could be implemented in a
short period of time with limited resources to
achieve quality improvements in WASH services.
At the end of the intervention, all facilities had improved their levels of WASH services by both national and international standards.
Furthermore, the CCA provided valuable
insights into the realities of WASH conditions and
practices in HCFs in the Western Highlands of
Guatemala and the risk that inadequate conditions pose to individual health and the provision
of high-quality health care services.
Participating HCFs made substantial increThe CCA provided
valuable insights mental improvements and achieved Clean Clinic
certifications. WASH general management staninto realities of
WASH and the risk dards improved; toilets and sinks were in optimal
condition with water, soap, and hand-drying
that inadequate
conditions pose to towels; and common, special, and infectious waste
was available and segregated where needed.
health.
The categories with the most improvement,
administration, and the least, cleaning, were most
under the control of the HCFs. The reason for the
lack of improvement in cleaning was mainly due
to facilities being unable to develop cleaning
schedules and protocols within the assessment period. However, the improvements in administration coupled with knowledge sharing among the
facilities and incorporation into action plans could
facilitate improving assessment scores.
According to feedback received during a
knowledge-sharing workshop hosted by MCSP
with participation from national and regional
MSPAS and HCF staff, the contributing factors to
the positive outcomes included integration of a
steering team from the central level of the
MSPAS; use of an easy to understand assessment
tool for monitoring progress; in-service team
trainings at the HCFs; technical support provided
by MCSP WASH team; and involvement of local
MSPAS authorities including hospital, district,
and regional directors of health. Also, HCF staff
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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stated that they were motivated to follow existing,
but forgotten, IPC procedures and standards.
The 3 assessments were conducted at planned
times. Based on the implementation team’s experience, assessments should be conducted at intervals of 2 months or more, allowing time for a
thorough analysis of the findings and planning
for continuous quality improvement based on the
resources available and the time needed for execution. The improvements were subject to weekly
facility-level monitoring and follow-up to verify
progress and meet the monitoring and management needs with those responsible for each
activity.
Clean Clinic teams were encouraged to seek
solutions with the resources available at the facility as well as by reaching out to local stakeholders
for support. Implementation and opportunity
costs were maximized through community engagement and coordination with other local
social actors such as the government, nongovernmental organizations, municipalities, and ancestral organizations.

Sustainability
In May 2019, all 194 United Nations member
states voted in favor of a World Health Assembly
resolution for the improvement of water, sanitation, and hygiene (WASH) in health care facilities
(HCFs). The resolution reflected the importance
of improving and sustaining WASH services in improving quality of care, achieving universal
WASH and health care coverage as part of the
Sustainable Development Goals, and slowing the
spread of antimicrobial resistance.21
To ensure the long-term sustainability of the
CCA, we recommend considering several important factors. Engage communities in the Clean
Clinic certification process to maintain existing
improvements and mobilize resources for improvements that require them. Activation and operation of Clean Clinic teams in each facility
should be formalized through administrative processes. Ensure integration of both WASH and IPC
into any and all health care quality improvement
efforts and improve WASH and IPC monitoring
and data collection. Comprehensive data are
needed for managers to make informed decisions
on quality improvements and resource allocation.
Data on health outcomes and associated costs will
also allow managers to quantify any time and
resources savings associated with improved
WASH and IPC. Plan for operational resources,
supplies, and infrastructure for WASH and IPC in
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the respective annual procurement plans of each
facility along with their corresponding management, similar to how essential medicines are
prioritized.

Potential Use in Other Contexts
Ministry of Health authorities are interested in
implementing, updating, using, and improving
the assessment tool for measuring compliance
with quality standards and are currently working
toward national implementation of the CCA.
The CCA assessment tool and subsequent
stakeholder feedback may also serve as the basis
for developing Guatemala’s advanced service
levels of the JMP standards to be defined by each
country.

Limitations
Due to the small sample size of the intervention
(11 HCFs), the results are not considered generalizable. Although measurements were taken at the
ward level, the HCF Clean Clinic certification was
based on averages across the HCF. This may have
had the unintended effect of masking changes
within individual wards. The CCA assessment
tool was the same regardless of the type of facility
(hospital, CAP, or CAIMI). HCF staff noted that
standards should be tailored to each facility level
to accommodate their varying circumstances
while still maintaining service-level standards.
The intervention focused on improving the
availability of WASH services and supplies and
did not collect data on intervention-related health
outcomes. The intervention did not include direct
patient and visitor engagement, which is a potential point of entry for hygiene improvements that
may contribute to the continued demand for
Clean Clinic certified facilities.
The institutional dynamics of the MSPAS constrained CCA implementation due to high staff
turnover, slow administrative processes, lack of
basic and minimum resources (soap and chlorine),
and the limited human resources spread over
many functions. The intervention did involve
municipalities and local health committees that
are responsible for facility infrastructure at the
CAP and CAIMI level. No formal or public commitment was established with local municipal
governments, resulting in their limited engagement in the process.

CONCLUSIONS
The CCA process and tools facilitated a systematic
way for HCFs to prioritize, make, and measure
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WASH quality of care improvements. Training facility staff was fundamental to improving quality
standards, and involving medical and administration staff in joint analysis, coordination, and
planning sessions was key to integration and
teamwork. Further work is needed to increase involvement of local government and community
members and to further adapt the process and
tools. Additionally, the CCA tool can be revised to
encompass primary care facilities and additional
services within HCFs.
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En español
La implementación del Enfoque de Clínica Limpia mejora la calidad del agua, el saneamiento y la higiene en los establecimientos de salud en el
Altiplano Occidental de Guatemala
Principales Conclusiones
 Los servicios de agua, saneamiento, e higiene (WASH) y los suministros de prevención de infecciones son deficientes en los centros de salud guatemaltecos que proporcionan servicios de atención del parto.
 El Enfoque de Clínica Limpia resultó en mejoras significativas en muchos indicadores de preparación para WASH y la prevención de infecciones a
pesar de muy poca inversión.
 El éxito y sustentabilidad del proceso del Enfoque de Clínica Limpia se basa en:
8 Establecer estándares claros, concisos y específicos para cada sala;
8 Orientar al personal a sus responsabilidades a medida que se aplican a los estándares provistos;
8 Recopilación de datos detallados a nivel de sala; y
8 Compartir los resultados de las mediciones con el personal de los establecimientos de salud, los gobiernos locales, y el público.
Principales Implicaciones
 El uso de intervenciones económicas como el Enfoque de Clínica Limpia puede ayudar a los establecimientos de salud a realizar y mantener mejoras
efectivas e incrementales en la preparación para la prevención de infecciones.
 Para fomentar la futura expansión de WASH en los establecimientos de salud, los donantes, y los socios implementadores deben:
8 Colaborar con los ministerios nacionales de salud para revisar y actualizar las pautas nacionales para la prevención y el control de infecciones en
los hospitales,
8 Promover la intervención entre los directores de hospitales y las direcciones regionales del ministerio de salud,
8 Asóciese con la administración de los establecimientos de salud para actualizar las herramientas de evaluación de acuerdo con el nivel de atención
y el tipo de servicio/sala con consideración para el nivel básico de servicio, y
Global Health: Science and Practice 2020 | Volume 8 | Number 2

268

Implementation of the Clean Clinic Approach in Guatemala

www.ghspjournal.org

8 Amplíe la intervención para incluir más centros de atención médica y comparta los resultados públicamente.
RESUMEN
 Contexto: Los servicios de agua, saneamiento e higiene (WASH) son elementos esenciales para proporcionar servicios de atención médica seguros y
mejorar la satisfacción del paciente y la búsqueda de atención de la salud. El Enfoque de Clínica Limpia (CCA) utiliza un proceso de 10 pasos para
apoyar a los establecimientos de salud (ES) en la realización de mejoras incrementales y efectivas de limpieza y prevención y control de infecciones,
sin depender de inversiones externas. Pusimos a prueba el CCA en Guatemala y evaluamos el grado en que contribuyó a las mejoras de calidad en
WASH para prevención y control de infecciones.
 Métodos: Después de desarrollar una herramienta de evaluación adaptada al contexto guatemalteco, evaluamos 11 ES en 8 áreas técnicas y las
calificamos en 79 criterios con un total de 100 puntos. Realizamos una medición de referencia (septiembre a octubre de 2018), una segunda
medición (enero de 2019) y una medición final (febrero a marzo de 2019).
 Resultados: Los 11 ES mejoraron sus puntajes promedio en la sala de emergencias/general de 41 puntos al inicio del estudio a 87 puntos en la
medición final, en base a una escala de 100 puntos. Para salas de parto, los puntajes aumentaron de 50 a 91 puntos y para salas de recién nacidos
de 46 a 90 puntos.
 Conclusiones: El proceso y las herramientas del CCA facilitaron una forma sistemática para que los ES identifiquen, prioricen, realicen y midan las
mejoras en la calidad de la atención de WASH. La capacitación del personal de las instalaciones fue fundamental para mejorar los estándares de
calidad, y la participación del personal médico y administrativo en sesiones conjuntas de análisis, coordinación y planificación fue clave para la
integración y el trabajo en equipo. Se necesita más trabajo para aumentar la participación de los gobiernos locales y los miembros de la comunidad
y para adaptar aún más el proceso y las herramientas.
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Evaluating the Implementation of an Intervention to Improve
Postpartum Contraception in Tanzania: A Qualitative Study
of Provider and Client Perspectives
Kristy Hackett,a Sarah Huber-Krum,a Joel M. Francis,b,c Leigh Senderowicz,a Erin Pearson,d Hellen Siril,b
Nzovu Ulenga,b Iqbal Shaha
Key Findings
n

Constraints on staff, time, and supplies and
challenges with referrals influenced
implementation outcomes and threatened
sustainability.

n

Women reported that interpersonal aspects of
care varied.

n

Providers reported that additional training
opportunities, improved staffing, and increased
availability of PPIUD supplies would strengthen
future initiatives.

Key Implications
We recommend that PPFP program implementers consider:
n

Assessing the feasibility of integrating PPFP
counseling into existing antenatal care services
before program implementation

n

Ensuring that future initiatives emphasize patientcentered PPFP counseling, informed choice, and
respectful and nondiscriminatory service delivery

n

Implementing a stronger interfacility performance
and quality improvement system to strengthen
coordination

n

Using different models of PPFP counseling to
help alleviate provider workload

ABSTRACT
Background: This qualitative study assessed implementation of
the Postpartum Intrauterine Device (PPIUD) Initiative in Tanzania,
a country with high rates of unintended pregnancy and low contraceptive prevalence. The PPIUD Initiative was implemented to
reduce unmet need for contraception among new mothers
through postpartum family planning counseling delivered during
antenatal care and offering PPIUD insertion immediately following birth.
Methods: We used the implementation outcomes framework and
an ecological framework to analyze in-depth interviews with providers (N=15) and women (N=47) participating in the initiative.
We applied a multistage coding protocol and used thematic content analysis to identify the factors influencing implementation.
Results: Both women and providers were enthusiastic and receptive to the PPIUD Initiative. Health system and resource constraints
made adoption and fidelity to the intended intervention challenging. Many providers questioned the sustainability of the initiative,
and most agreed that changes to the initiative’s design (e.g., additional training opportunities, improved staffing, and availability
of PPIUD supplies) would strengthen future iterations of the initiative. According to women, interpersonal aspects of care varied,
with some women reporting rushed or incomplete counseling or
an emphasis on the PPIUD over other methods. The perception
that some providers treat older married women more favorably
suggests that fidelity to the intended PPIUD Initiative was not uniformly achieved.
Conclusions: Study findings inform initiatives seeking to develop
and adopt postpartum family planning programs and enhance
program implementation. A comprehensive needs assessment to
evaluate feasibility and identify potential adaptations for the local
context is recommended. Training and supervision to improve
interpersonal aspects of care, including an emphasis on patientcentered counseling, informed choice, and respectful and
nondiscriminatory service delivery should be integrated into future postpartum family planning initiatives.
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nintended and mistimed pregnancies are pressing
global public health concerns due to their associations with increased maternal, newborn, and child
morbidity and mortality.1–4 The postpartum period
represents a critical window of opportunity to ensure
healthy timing and spacing of subsequent pregnancies
and to address unmet need for family planning.5
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Despite increased attention to the postpartum
period as an opportunity for family planning interventions, recent estimates from 57 countries show
that 62% of women have an unmet need for
contraception immediately after delivery, and
40% have an unmet need within the first year after birth.6 Postpartum family planning (PPFP)
initiatives that respect women’s right to make full
and informed choices have the potential to help
meet these needs.
Where available, PPFP counseling is part of
postnatal care (PNC) services.7 However, PPFP
counseling is not consistently provided, and PNC
often disproportionally focuses on the well-being
of the newborn rather than the mother. Additionally, in many low-income settings, a host of
socioeconomic obstacles prevent mothers from
returning to facilities for postnatal check-ups;
therefore, opportunities for PPFP are often
missed.8 One strategy to overcome this challenge
is to provide PPFP counseling during antenatal
care (ANC), which is more widely used than PNC,
followed by immediate insertion of the intrauterine device (IUD) after delivery (within 10 minutes
following delivery of the placenta or within
48 hours) to women who opt for this method.
The copper IUD is widely accepted as an effective,
long-acting (up to 12 years), reversible method
of contraception and is particularly convenient
when inserted immediately after birth.9 Other
benefits of the postpartum IUD (PPIUD) are that
it can be inserted after either vaginal or cesarean
delivery, does not interfere with breastfeeding,
and can be used by women who have HIV.9
Several systematic reviews have established the
safety and effectiveness of PPIUD insertion.10,11
Immediate PPIUD insertion is a specialized
technique that differs from interval IUD insertion,
and thus requires additional hands-on didactic
training and specialized equipment.12 Due to the
early postpartum timing of the procedure and the
rapid change in the uterus during this time, expulsion rates for immediate PPIUD insertions are
higher than for interval insertions.12 According to
a recent review, expulsion rates vary by timing of
IUD placement, ranging from 1.9% with interval
placements (greater than 4 weeks postpartum),
10.0% for immediate placements within 10 minutes following placental delivery, and 29.7% for
placements between 10 minutes to 4 weeks postpartum.13 For these reasons, it is recommended
that women who opt for PPIUD insertion are
counseled regarding the increased expulsion risk,
as well as signs and symptoms of expulsion.12
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Recent improvements in institutional delivery
rates across sub-Saharan Africa14 make prenatal
contraceptive counseling and PPIUD a promising
PPFP option among populations likely to receive
ANC and/or deliver in facilities but unlikely to
return for care in the postpartum period. In
Tanzania, institutional delivery rates have increased substantially in recent decades (44% to
63% between 1999 and 2016) and uptake of
ANC from a skilled provider is almost universal
(98% in 2016), yet PNC coverage has been slow
to improve.15 Only 37% of mothers receive a postnatal checkup after their most recent live birth15
and the quality of postnatal services is often low.16
Therefore, providing prenatal contraceptive
counseling and offering PPIUD insertion is a
desirable intervention in Tanzania, where the
government recently committed to increasing the
availability of modern contraception at all levels of
the health system from 40% in 2012 to 70% by
2020.17 Tanzania’s modern contraceptive prevalence rate (mCPR) is 31%, and more than a quarter of reproductive-age women have an unmet
need for modern contraception.17 Despite the
known benefits of PPIUD, uptake of the IUD, regardless of insertion timing, is low in Tanzania
(less than 1% among reproductive-age women).15
Programs providing PPIUD services are just beginning to emerge in low- and middle-income countries (LMICs); consequently, there is a gap in the
literature on PPIUD programs, with few published
evaluations and limited research on implementation processes.18 This study helps to fill this gap
by assessing the factors influencing implementation of a novel PPIUD Initiative in Tanzania.

PPIUD INITIATIVE DESCRIPTION AND
ACHIEVEMENTS
In 2013, the International Federation of Gynecology and Obstetrics (FIGO) launched an initiative to institutionalize PPIUD services in Sri
Lanka, followed by Tanzania, Nepal, India,
Kenya, and Bangladesh in 2015.19 Through this
initiative, clinic and hospital staff in select facilities
received training on the provision of PPFP
counseling and PPIUD insertion techniques as
novel services. To promote sustainability, the project was designed for implementation within existing maternity services, and current staff were
intended to deliver PPFP counseling and PPIUD
insertion rather than recruiting new health workers. Facilities were selected on the basis of having a
large annual obstetric caseload (>5000 deliveries),
a large number of providers and medical trainees,
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and no PPIUD services already provided.19 In each
country, the project was implemented through
national pro-fessional societies or colleges to encourage ownership by in-country obstetricians
and gynecologists. Although the project design
and budget allowed for country-specific tailoring,
the same general model was implemented in each
country. This model included a dedicated project
management team, a coordinator at each participating facility, a Data Safety Monitoring
Committee, and national steering groups who
provided clinical and technical guidance.19
Further details on the PPIUD Initiative design and
components are published elsewhere.19 We present key elements and inputs of the PPIUD
Initiative in Table 1 and summarize intervention
components at the provider and client levels in
Figure 1.

Tanzania PPIUD Initiative
In Tanzania, the PPIUD Initiative was first implemented in 6 hospitals. However, 1 facility was
dropped because it had an ongoing PPIUD intervention. Therefore, the study was conducted in
5 hospitals. FIGO and their local affiliate, the
Association of Gynecologists and Obstetricians of
Tanzania (AGOTA): (1) trained maternity care
providers at tertiary/teaching hospitals on PPFP
counseling, PPIUD insertion techniques, and complications management; (2) hosted informational
workshops for nurses and midwives at satellite
clinics on PPFP counseling techniques; (3) provided PPFP leaflets to be distributed during counseling; (4) provided a video to be played in hospital
waiting areas; (5) supplied Kelly forceps for vaginal PPIUD insertion; and (6) conducted regular
monitoring and support.

Provider Training

The PPIUD Initiative applied a “train-the-trainer”
approach whereby a group of master trainers
were identified in each country, trained providers
on PPFP counseling and PPIUD insertion, and
then those providers were expected to cascade
training to other staff after returning to their hospital. Master trainers were accredited by the
Tanzania Ministry of Health and Social Welfare.
All providers eligible to insert IUDs were to receive
training, and refresher trainings were to be conducted as needed. Three days of training were
dedicated to counseling, and 3 days to insertion.
During the 6-day training period, providers received a daily allowance of the equivalent to
US$55 to cover the cost of lodging and meals.
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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During counseling training, trainers presented
detailed information on all available methods including PPIUD. Providers were encouraged to
share their opinions on PPIUD so that underlying
prejudices could be addressed.19 Training sessions
were interactive and included role-play with case
scenarios of women with different family planning needs. Staff were encouraged to use learning
aids (leaflets, posters, flipcharts, and videos) to enhance PPFP counseling sessions.
Providers at satellite clinics were trained on
PPFP counseling only, but had the opportunity to
observe and perform practice insertions on MamaU models during their training. Those working
in selected tertiary/teaching hospitals received
additional off-site training on PPIUD insertion.
Providers were trained to counsel women during
routine ANC and at labor and delivery. Training
covered the benefits and side effects of PPIUD and
all other methods, as outlined in Tanzania’s national PPFP guidelines.20 Trainers also emphasized
the voluntary nature of the program—that women have the option to opt in or out of PPIUD insertion both pre- and postpartum.
PPIUD insertion and removal training included both classroom-based theoretical training and
practical sessions using the Mama-U postpartum
uterus, an anatomical model intended for clinical
training purposes. The technique taught used the
long-handled 33 cm curved Kelly forceps to ensure that the IUD was placed at the top of the
fundus while the uterus is still enlarged as opposed
to 24 cm tissue or sponge forceps, which do not
reach the fundus and may lead to higher expulsion rates.19 Assessment of trainee competency
following PPIUD insertion training was standardized across countries. To achieve competency,
trainees had to successfully complete a minimum
of 3 peer-assessed Mama-U insertions, 2 supervised live insertions, and 3 unsupervised live
insertions.19

Program Implementation
Women attending ANC at satellite clinics were
intended to receive one-on-one PPFP counseling.
In accordance with national PPFP guidelines
around informed choice,20 counselors were
expected to deliver information about all available family planning methods, including how
they work, duration of use, effectiveness, and
possible side effects. Women had the choice of
method, and all methods were available free of
cost. Available methods included condoms, oral
contraceptive pills, emergency contraceptives,
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TABLE 1. Key Elements and Inputs Intended for Implementation of the PPIUD Initiative in 6 Countries
Elements and Inputs

Description

Training: “Train-the-trainer” model: Training cascaded from
master trainers to existing eligible providers at selected
health facilities



Equipment and supplies



Counseling:
Prenatal counseling on available family planning methods with an emphasis
on PPFP using standard training methods (e.g., GATHER model)
 Included information on the advantages of PPIUD
 Open discussion about providers’ views of PPIUD to address any prejudices
 Role play, case scenarios
 Providers encouraged to use counseling aids (e.g., leaflets, posters, flipcharts,
and videos)
PPIUD insertion and removal:
 Theoretical (classroom-based) training and practical sessions using Mama-U
postpartum uterus models
 Refresher trainings offered as needed
 Regular training of new staff rotating in



National coordination




Structures established to facilitate implementation





PPIUD counseling and insertion services delivered by trained
providers








Monitoring and evaluation



Mama-U models
Copper T IUDs
Long-handled 33 cm curved Kelly forceps
Implementation was coordinated through national professional societies or
colleges to encourage local ownership
National societies set up steering groups for clinical and technical guidance
Dedicated project management team
Facility-level project coordinators
Data Safety Monitoring Committees
Integrated within existing maternity services
Prenatal counseling on all available contraception methods with an emphasis
on PPFP, and the advantages of PPIUD as a safe, effective, and reversible
long-acting method
Consent forms provided during prenatal visits
Stickers placed on women’s case files to identify consenting women at
delivery
Women who did not receive prenatal counseling could be counseled during
early labor or the postnatal period to ensure insertion within 48 hours if
PPIUD was desired
Data collection officers collected information on counseling, consent, PPIUD,
and follow-up for women delivering in participating facilities

Abbreviations: GATHER, greet, ask, tell, help, explain, and return; IUD, intrauterine device; PPFP, postpartum family planning; PPIUD, postpartum intrauterine
device.

natural family planning methods, injectables,
implants, IUDs, and voluntary surgical sterilization.20 Within the range of methods described,
providers emphasized the advantages of PPIUD
as a safe, effective, and long-acting method.19
They were also expected to demonstrate how
the PPIUD is inserted using visual aids, brochures, and anatomical models. Pregnant women
Global Health: Science and Practice 2020 | Volume 8 | Number 2

who received counseling during ANC visits had
the option to provide advance consent to PPIUD
insertion after delivery, and their medical charts
were marked with their stated decision. Those
who opted for PPIUD in advance were referred
to a tertiary/teaching facility for delivery, where
trained providers would insert the PPIUD.
Women who consented during pregnancy were

273

Assessing the Implementation of a Postpartum Contraception Initiative in Tanzania

www.ghspjournal.org

FIGURE 1. Provider- and Client-Level Interventions for the PPIUD Initiative

Abbreviations: AGOTA, Association of Gynecologists and Obstetricians of Tanzania; FP, family planning; IUD, intrauterine device;
ob/gyn, obstetrics/gynecology; PPFP, postpartum family planning; PPIUD, postpartum intrauterine device.

asked again at the time of delivery to confirm
their choice of PPIUD insertion, at which point
they could refuse PPIUD without consequence.
Additional counseling on other family planning
methods was available to all women. Women
who received a PPIUD were advised to return for
a follow-up visit at 6 weeks postpartum to ensure
proper placement of the IUD. In some cases, IUD
threads were trimmed at follow-up if women
complained of feeling them or reported discomfort during intercourse.
Four levels of supervision and quality assurance were put into place. First, facility-level coordinators provided weekly supervision. Second,
the AGOTA monitoring and evaluation team conducted quarterly supervision visits. As part of

AGOTA’s routine monitoring, trained data collection officers conducted exit interviews with all
consenting women after delivery and before discharge. These interviews captured data on whether women received PPFP counseling, and whether
they consented to having PPIUD inserted. Third,
the Tanzania Data and Safety Monitoring Board
reviewed progress semiannually. Fourth, a steering committee comprised of experienced gynecologists and the national coordinators provided
high-level oversight. Providers who had difficulties with their insertion technique received quarterly refresher trainings throughout the initiative.
Key achievements of the PPIUD Initiative in
Tanzania are summarized in Table 2. A prospective cohort study nested within Tanzania’s PPIUD

TABLE 2. PPIUD Initiative Achievements in Tanzania
Achievements
Participating hospitals, n
Providers trained under the PPIUD Initiative, n
Women counseled on family planning and PPIUD, n

6
827
21,479

Counseled during antenatal care, %

57.0

Counseled only after admission for delivery, %

43.0

Deliveries during the PPIUD Initiative period, n

91,387

Women followed up for postpartum interview, n

80,194

Women who consented for PPIUD insertion, n

5,634

PPIUD insertions, n

3,095

Abbreviation: PPIUD, postpartum intrauterine device.
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Initiative reported that 5.8% of women who delivered at project hospitals during the study period
had a PPIUD inserted.21 Forty-three percent of
women with a PPIUD returned to a projectaffiliated clinic for follow-up visit 4–6 weeks after
delivery. Among them, midwives performed
59% of PPIUD insertions, and clinicians performed 41%. PPIUD expulsion and removal rates
were 1.2% and 8.3%, respectively.21

Parent PPIUD Study
This qualitative investigation was nested within
the Tanzania PPIUD parent study, which evaluated the causal effect of the initiative on the uptake
and subsequent continued use of PPIUD in
3 countries: Nepal, Sri Lanka, and Tanzania. The
study in Tanzania was conducted in tertiary/
teaching hospitals in 5 cities: Arusha, Dodoma,
Dar es Salaam, Mbeya, and Pwani. A hospital
and 3–4 of its satellite clinics were selected in
each location (see research protocol for detailed
procedures).9
In the parent study, the PPIUD initiative had
only a modest impact on women’s choice of
PPIUD (an increase of 6.3 percentage points) due
to low coverage of PPIUD counseling among women delivering in study facilities.22 Adherenceadjusted estimates suggest that if all women had
been counseled as intended, we could expect a
31.6 percentage point increase in choice of
PPIUD. Qualitative findings from the present
study are intended to contextualize these results
by highlighting strengths and weaknesses in program implementation and potential opportunities to improve future implementation of similar
interventions.
Identifying factors that influence program implementation is essential for assessing the fidelity
of interventions and understanding why they
were or were not effective. For example, negative
results can occur when interventions are not implemented sufficiently, and similarly, positive results
can be achieved by an intervention that was
delivered differently than intended.23 Therefore,
understanding what contributes to implementation
success or failure is critical to program improvement,
replication, and scale-up across settings.

METHODS
Study Design and Data Collection Procedures
One objective of the evaluation was to understand
how the initiative was implemented, the perspectives of providers on implementation, and receptiveness of women toward PPIUD services. In the
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present study, we conducted qualitative in-depth
interviews (IDIs) with providers and women who
participated in the initiative to assess the implementation barriers and facilitators.
The consolidated criteria for reporting qualitative research (COREQ) was used to ensure
complete reporting of qualitative procedures
(Supplement 1). Sample sizes for IDIs were estimated based on what would be sufficient to
achieve saturation in themes and study aims.24
Authors recruited and trained 2 female Tanzanian
interviewers, who were hired as independent consultants. The interviewers each had bachelor’s
degrees in sociology and more than 10 years’ experience conducting qualitative interviews. Authors
oriented the interviewers on study procedures
including the ethical considerations, informed
consent process, and interview guides, as well as
oversaw piloting and data collection. The interviewers had no prior relationship to study participants, and participants had no prior knowledge of
any research team members.
We conducted IDIs with 15 providers between
June 2016 and February 2017, approximately
3 months after they received PPIUD training, to
understand their experiences with the training
and perceived facilitators and barriers to implementation. We purposively selected 2–4 providers
from each hospital who had participated in the
training and were actively delivering the initiative. Researchers contacted providers by phone
to inform them about the interviews, briefly explain the purpose of the interviews, and request
participation.
We conducted IDIs with 47 women exposed to
the initiative to understand their experiences with
PPFP counseling, and their decision making regarding postpartum contraceptive use. Between
June 2016 and February 2017, we conducted IDIs
with 20 pregnant women who had at least 2 ANC
visits in a study facility, received PPFP counseling,
and were offered PPIUD insertion. From each site,
we purposively sampled 4 pregnant women to include a mix of women from higher- and lowerincome levels and range of ages. Eligible women
were initially approached by providers at the end
of their ANC appointment to inform them about
the study. Women who were interested to learn
more were referred to the research team. Interviewers assessed women’s eligibility independent
of providers, explained the purpose of the study,
administered informed consent, and conducted
private one-on-one interviews after an ANC visit.
Between April 2018 and August 2018, we
interviewed a separate sample of 27 postpartum
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women who had received a PPIUD. The parent
study collected data on whether women continued using the PPIUD, discontinued due to
expulsion, or intentionally discontinued before
the qualitative interviews. We aimed to recruit
10 women from each of these groups; however,
the number of women who experienced expulsion was small (1.2% in the parent study), thus
we were only able to recruit 7 women. These
women were randomly selected for interviews
from the parent study database, which included
detailed contact information for enrolled women.
Researchers contacted women by phone to inform
them about the qualitative interviews, briefly explain the purpose of the interviews, and request
participation.
We developed semistructured interview guides
with open-ended questions in English and translated them into Swahili. The interview guide for
providers covered the following topics: knowledge,
experiences, and preferences for contraceptive
methods; PPIUD training experience; and implementation, scale-up, and diffusion of PPIUD
services. Interview guides for women included
questions to assess contraceptive knowledge and
prior use, as well as their experiences and perceptions of PPFP counseling and postpartum contraceptive decision making. For postpartum women
who received a PPIUD, the guide included questions regarding their experience with the PPIUD
Initiative, including content and perceived quality
of PPFP counseling. We also asked questions about
their experiences using the PPIUD, including reasons for continuation or discontinuation. Tanzanian
researchers verified translations and back-translated
the guides to ensure content and semantic equivalence of each question.25 We pretested interview
guides to assess question phrasing, sequencing, and
overall comprehension and modified the guides as
appropriate.
Before each interview, participants were asked
to provide written consent to take part in the study.
Women who were unable to sign their names provided a thumbprint along with a witness’ signature.
All providers gave a signature. One-on-one interviews were conducted in Swahili, and in a private
space at the facilities or another private location if
participants preferred. Interviewers made field
notes during interviews that were used during
transcription/translation to add contextual details.
Interviews were audiorecorded with participants’
permission and subsequently transcribed and translated to English for analysis. Interviews lasted
between 60 to 90 minutes. No one refused to participate in the study.
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Ethics Approval and Consent to Participate
Ethical approval as exempt was granted by the
Institutional Review Board at Harvard University.
The study received ethical approval from the
National Health Research Ethics Review Committee of the National Institute of Medical
Research in Tanzania. The consent statement included the purpose of the study, confidentiality of
personal information, and the use of information
for publication. Only those who consented were
interviewed.

Analytical Strategy
We used ATLAS.ti (Version 8.0) to manage, code,
and interpret transcripts using thematic content
analysis. We applied a multistage analytical strategy to identify key themes, codes, and subcodes.26
In the first stage, we prepared an initial list of parent codes and definitions based on study aims, interview guides, and existing literature on PPFP.
Examples of parent codes include: counseling implementation, IUD, other family planning methods, decision making, and quality of services. We
applied these high-level codes to group the data
in our first pass through the transcripts.26 During
this process, we identified relevant subcodes under each parent code. For example, under the
“counseling implementation” code, we added the
following subcodes: client receptiveness, counseling frequency, counseling content, counseling
provider, and counseling timing. Under “decision
making” we identified the following subcodes:
support, trust, method choice influence, discontinuation, fertility limit, fertility space, fertility
continue, coercion, and trade-offs. We developed
a preliminary codebook, which included both predetermined and emergent codes. Next, we divided
the transcripts between researchers and independently coded line-by-line using the codebook. We
wrote analytical memos to summarize case details,
highlighting particularly rich narratives and emergent themes. We reviewed each other’s coding
and came to agreement on categories and themes
to ensure analytical rigor and consistency across
transcripts.26
In the final stage, we analyzed the coded
transcripts using 2 theoretical frameworks (described later) to answer the following questions:
(1) What were the barriers to, and facilitators of,
PPIUD implementation? and (2) At what level did
each of these barriers and facilitators operate? To
do this, we sorted coded sections of the transcripts
into “bins” that correspond to elements of each
framework. This process was done manually in
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Microsoft Excel to enable visualization of the
sorted data in a matrix. We then analyzed all the
quotes within each element/level of the frameworks to further categorize them into barriers or
facilitators.

Theoretical Frameworks
To gain insight into the successes and challenges of
the PPIUD Initiative’s implementation, we applied
the implementation outcomes framework developed by Proctor and colleagues.27 The framework
differentiates between 3 “distinct but interrelated”
sets of outcomes: implementation, service, and client outcomes. Implementation outcomes are defined as27:
the effects of deliberate and purposive actions to implement
new treatments, practices, and services, . . . which . . . serve
as necessary preconditions for attaining subsequent
desired changes in clinical or service outcomes
downstream.

Figure 2 shows a visual representation of the
framework developed by Proctor et al. Application of this framework helps advance our theoretical understanding of the implementation process
of the PPIUD Initiative in Tanzania and evaluate
the drivers of successful implementation using
common nomenclature and a systematic analytical approach.
In conjunction with the implementation outcomes framework, we used an ecological framework adapted by the United States Agency for
International Development’s Maternal and Child
Health Integrated Program for PPFP,28 to categorize factors influencing implementation into 5 different levels: individual (woman), partner/family,
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health system, community, and policy. Implementation of novel interventions is intrinsically
multifaceted, thus it is important to measure outcomes at different levels to understand areas of
success and failure and potential opportunities for
improvement. Yet, few studies specify the level
and rarely address how different levels relate to
one another.27 Thus, the ecological framework is
a useful tool to guide our assessment of this PPFP
initiative by highlighting the contextual, health
system, and policy-level factors that influenced
implementation.

RESULTS
Demographic characteristics of women and providers are summarized in Tables 3 and 4. Analyzing
transcripts using the 2 frameworks described
revealed a number of factors that influenced
PPIUD implementation. In Figure 3, we summarize findings by level in the ecological framework
and include these summaries in the descriptor
boxes for each level. In the text that follows, we
apply the Proctor framework to categorize these
factors as barriers and facilitators under implementation outcomes, service outcomes, and client
outcomes (Table 5).27 Illustrative quotes are included in the text, and additional quotes are in
Supplement 2. We did not find any meaningful
differences in women’s perceptions of how the intervention was implemented by age, sociodemographic status, or location.

Implementation Outcomes
Acceptability
Acceptability refers to the perception among implementation stakeholders that an intervention is

FIGURE 2. Visual Representation of the Implementation Outcomes Framework27

a

Institute of Medicine standards of care.
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TABLE 3. Number and Percent Distribution of Women, by Background Characteristics and Interview Type
Interviews With Pregnant Women
n (%)

Interviews With Women Receiving PPIUD
n (%)

Mbeya

3 (15)

9 (33)

Arusha

6 (30)

5 (19)

Dodoma

2 (10)

4 (15)

Geographical region

Dar es Salaam

5 (25)

6 (22)

Pwani

4 (20)

3 (11)

Age, years
<20

1 (5)

1 (4)

20–24

3 (15)

3 (11)

25–29

10 (50)

13 (48)

30–34

3 (15)

2 (7)

35–42

2 (10)

7 (26)

Missing

1 (5)

1 (4)

Some Primary

1 (5)

0 (0)

Completed Primary

3 (15)

6 (22)

Some Secondary

3 (15)

1 (4)

Completed Secondary

10 (50)

15 (56)

More than Secondary

2 (10)

4 (15)

Missing

1 (5)

1 (4)

Education

Marital Status
Married

15 (75)

21 (78)

Single, not living together

2 (10)

3 (11)

Single, living together

1 (5)

0 (0)

Widowed

0 (0)

2 (7)

Missing

2 (10)

1 (4)

Unemployed

5 (25)

6 (22)

Homemaker

1 (5)

0 (0)

Business owner

5 (25)

9 (33)

Teacher

2 (10)

4 (15)

Occupation

Other (e.g., nurse, secretary, salonist)

5 (25)

7 (26)

Missing

2 (10)

1 (4)

Religion
Christian

15 (75)

20 (74)

Muslim

3 (15)

6 (22)

Missing

2 (10)

1 (4)
Continued
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TABLE 3. Continued
Interviews With Pregnant Women
n (%)

Interviews With Women Receiving PPIUD
n (%)

Total No. of Children (alive or deceased)
0

6 (30)

0 (0)

1

8 (40)

11 (41)

2

2 (10)

7 (26)

3 or more

3 (15)

8 (30)

Missing

1 (5)

1 (4)

Abbreviation: PPIUD, postpartum intrauterine device.

“agreeable, palatable, or satisfactory” and can be
assessed qualitatively based on individuals’ opinions of the intervention’s content, complexity, or
comfort.27 We identified a majority of these factors at the health system level.
Facilitators. The most important facilitator of
intervention acceptability at the health system
level was high satisfaction with the PPIUD training
among providers. Providers were highly content
with the training in terms of the content covered,
complexity of information provided, and comfort
in implementing the skills they learned. One participant articulated this particularly clearly, and
most providers shared these views:

A policy-level barrier to implementation was a
lack of support from local health authorities.
According to a provider, the district reproductive
and child health coordinator imposed administrative hurdles to timely implementation, noting that
it was difficult to convince the coordinator of the
intervention’s value, which, in turn, delayed the
process of obtaining the necessary equipment in
time. This suggests that while acceptability was
high among training recipients, it was lower
among administrative authorities who played a
key role in implementation.

Implementation was good . . . I can say motivation was
high because of the way training was conducted. It
equipped people with knowledge and each person
came out feeling that she is capable of doing PPIUD
insertion.—Provider

Adoption is defined as a provider’s “intention,
initial decision, or action to try or employ” an
intervention.27
Facilitators. Increased confidence among
providers following the PPIUD training was a key
facilitator of adoption. Although some providers
felt the training could be longer, almost all claimed
that they left the training with new knowledge.
Many reported increased confidence in their ability to offer family planning counseling and education because of the training received:

Barriers. Both women and providers reported
that too few staff were trained specifically on IUD
insertion. The limited number of trained inserters
was perceived as a missed opportunity, creating
additional barriers for women seeking PPFP services. For example, some women consented to
PPIUD insertion during ANC but failed to have
the method inserted due to lack of available
trained providers:
More providers should be trained on PPIUD
insertion . . . a woman that I advised to get the PPIUD when she went to the hospital, the health provider who
could provide the service was not around that day. Many
women may be discouraged if they experience this. For a
better service, we need providers that can give the services whenever needed. —Woman, postpartum

One provider who was trained only on PPFP
counseling expressed a desire for additional training on insertion.
Global Health: Science and Practice 2020 | Volume 8 | Number 2

Adoption

I was not competent with family planning [prior to the
training], but I was able to learn about the other methods too because we were taught briefly [about all methods] during the training. I came out feeling that I am
capable of caring for a woman and all challenges that
may come up, and all the misconceptions related to
IUD. —Provider

Barriers. A commonly cited barrier to PPIUD
counseling adoption was time constraints among
already overburdened staff. Despite their satisfaction with training content, some counselors had
insufficient time to implement what they had
learned.
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TABLE 4. Number and Percent Distribution of
Providers by Background Characteristics
Characteristic

n (%)

Geographical Region
Mbeya

4 (27)

Arusha

4 (27)

Dodoma

2 (13)

Dar es Salaam

2 (13)

Pwani

3 (20)

Gender
Male
Female

2 (13)
13 (87)

Age
29–39

7 (47)

40–50

4 (27)

>50

2 (13)

Missing

2 (13)

Profession
Physician
Nurse

3 (20)
12 (80)

Length working in profession, years
≥5

5 (33)

6–15

4 (27)

≥16

3 (20)

Missing

3 (20)

Length providing family planning services, years
≥5

5 (33)

6–10

7 (47)

≥11

1 (7)

Missing

2 (13)

Time constraints were compounded by shortages in facility staff, and as a result, PPFP counseling was often deprioritized or adaptions were
made to ease provider workload. Time constraints
were particularly problematic when women received PPFP counseling at the time of hospital admission before delivery, which may have led to
rushed and/or incomplete counseling. To cope
with time constraints at the time of delivery, a provider described a process of triaging patients for
PPFP counseling based on previous exposure to
information. If a woman received PPFP counseling
during pregnancy, then providers streamlined the
topics discussed:
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Due to time limitations, you ask a woman if she has ever
received any counseling previously. If yes, then you only
focus on the key points because we know she has received
information from the antenatal clinic. So we emphasize
the advantages of birth control, minor side effects and
their symptoms. —Provider

Providers also described gaps in the referral
system between satellite clinics and larger referral
hospitals. Within this system, PPIUD insertion
providers relied on satellite clinic nurses to provide high quality PPFP counseling, make appropriate referrals, and provide timely follow-up
care, which was not always implemented as
intended:
We often say tragedies that occur in the referral hospitals
are caused by facilities at the lower level. . . . This is
due to the nurse’s carelessness, perhaps not doing
their job well. If people don’t get proper counseling
at the clinic, we will end up having problems here (at
the hospital). —Provider

Although the PPIUD referral system was
intended to streamline project implementation,
several hospital-based providers felt there was limited oversight of providers in smaller clinics. One
provider was particularly concerned about 6-week
follow-up procedures, in which women were advised to return to the hospital to have the IUD
placement checked and threads shortened if necessary. According to a provider, if a client returned to
a facility that was unable to provide quality followup care, then she may have had a negative experience and discouraged others from adopting PPIUD.

Fidelity
Fidelity is the degree to which an intervention
was implemented as initially intended by design.
Providers described several adaptations to the
intended PPIUD intervention, primarily in response to barriers related to adoption.
Barriers. To cope with time and staff shortages, providers invited pregnant women to attend
scheduled group PPFP counseling sessions rather
than the intended one-on-one counseling during
ANC visits. Shifting to group counseling helped to
reduce the burden on busy providers, but social
dynamics between older and younger women
may have influenced some women’s willingness
to fully participate:
Although counseling women as a group is good, I think
there is also a need to have individual sessions where a
woman can ask [her own] questions. Some women, especially those who are old like me, may fail to ask
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FIGURE 3. Ecological Framework Illustrating Factors That Influenced Implementation of the PPIUD Initiative in Tanzania

Abbreviations: PPFP, postpartum family planning; PPIUD, postpartum intrauterine device.

questions when they are in a group of young women,
some of whom are teenagers. —Woman, postpartum

Although providers considered group family
planning counseling to be an effective time management strategy, they also acknowledged that it
was difficult for some women to attend at the
specified times due to competing household
demands. Since it was not feasible for providers to
deliver comprehensive one-on-one counseling
throughout the day, women who were unable to
attend group sessions or who arrived late would
miss counseling completely; a deviation from the
intended intervention. This challenge was linked
to diminished motivation, rushed counseling,
and/or missed counseling opportunities:
The nurses are overwhelmed and tired. There are days
that you go to the clinic to get services, but you leave
without getting educated or counseled on anything. Yet,
when women gather at the clinic that is the best
platform to explain about the methods for family
planning . . . When the woman goes back home, she
will appreciate that she has learned something and
when she delivers, she will have already decided on
which family planning method to use.—Woman,
postpartum

Lastly, counselors were trained to counsel on
all available methods to enable informed choice
and ensure that women understand the full range
Global Health: Science and Practice 2020 | Volume 8 | Number 2

of PPFP options, including their benefits and potential side effects. However, women’s narratives
demonstrated that PPFP counseling was highly
skewed toward PPIUD, and some may have received incomplete information (or could only recall partial information) on the possible physical
side effects of the PPIUD. This suggests a lack of fidelity to the training delivered.
[The nurses] told us it works for 10 to 12 years’ time and
can be inserted just after delivery . . . and you may remove it at any time. And this method has no side effects
unlike implants, which may cause long term bleeding or
lack of menstruation at all. But these new methods, you
will still have your menstrual cycle as usual and have no
side effects. Unpleasant effects can occur for the first
3 months but not longer. –Woman, prenatal

Penetration

Proctor et al. define penetration as the “integration of a practice within a service setting and its
subsystems.”27 Penetration is closely related to
the concept of “diffusion” and is typically measured quantitatively; however, qualitative analysis revealed important insights into how the
initiative could be better integrated into existing
service delivery environments. Here, we consider
penetration to include diffusion of the initiative
both within participating intervention facilities
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TABLE 5. Application of the Implementation Outcomes Framework to Assess Facilitators and Barriers to PPIUD Initiative
Implementation in Tanzania
Outcome and Definition

Facilitator

Barrier

Acceptability: Perception among stakeholders that intervention is acceptable (e.g.,
satisfaction with PPIUD training content,
complexity, comfort)





Adoption: Initial implementation of PPFP
counseling and PPIUD insertion; Intention to
try



Implementation Outcomes
High satisfaction with PPIUD training



Increased confidence following PPIUD
training






Fidelity: Delivered counseling as intended
(e.g., reach, content, and target
population)





Penetration: Diffusion of PPIUD Initiative
within intervention facilities and to other
non-intervention sites



Sustainability: Long-term maintenance and
institutionalization of the PPIUD Initiative



Lack of providers trained on PPIUD insertion
Lack of support from local health authorities
Time constraints and inadequate staffing
Gaps in referral system between satellite clinics
and hospitals
Individual counseling replaced by group
counseling
Diminished provider motivation
Counseling rushed or skipped
Skewed or incomplete counseling

Emphasis on PPIUD’s mechanism of
pregnancy prevention during training




Objections from faith-based facilities
Expectation for remuneration among staff who
did not receive initial training

Support for population policies and
family planning programs to achieve
fertility reduction goals



Breakdown of supply chain and stock-outs



Differential treatment by health care providers
Financial barriers to accessing hospitals
Lack of community-based PPFP counseling and
services

Service Outcomes
Equity: Extent to which the PPIUD
implementation is equally available/
accessible to all intended beneficiaries




Client Outcomes
Client receptiveness/demand for services:
Client receptiveness to being counseled on
PPFP and/or demand for receiving the
PPIUD








Satisfaction with PPIUD services:
Client receptiveness to being counseled on
PPFP and/or receiving PPIUD; Satisfaction
with counseling and services




Level of support from husband/partner
Shared intention among couples to
space pregnancy for financial reasons
Community and gender norms related to
birth spacing
Community diffusion of preference for
PPIUD and peer recommendation
Women's trust in provider advice
Cost-free counseling and insertion
services



Fear of insertion, concerns related to sexual
experiences postinsertion, unexpected
expulsion and experience of unanticipated
side effects (results published elsewhere26).

Delivery of counseling and services by
female provider
Interpersonal aspects of care



Perceived provider incompetence

Abbreviations: PPIUD, postpartum intrauterine device; PPFP, postpartum family planning.

Global Health: Science and Practice 2020 | Volume 8 | Number 2

282

Assessing the Implementation of a Postpartum Contraception Initiative in Tanzania

and to other local facilities not selected for the
PPIUD Initiative.
Facilitators. When service providers reflected
on the potential for diffusion of the initiative to
other facilities, they identified a number of factors
operating at the health system level. One provider
explained that receiving focused training on the
PPIUD’s mechanism of action clarified their
misconceptions about how PPIUD functions and
relieved moral concerns about providing the
method:
I heard from Catholics that using loops is killing children and you are killing every month, so that thinking
affected me . . . Well according to the training it is not
true . . . [Prior to PPIUD training] when I was advising
the woman about the methods, afterwards I regretted
that, thinking, “my God, I might have killed” . . . I personally don’t have any obstacles now, even if I go back to
the Roman Catholic [facility] where I studied, I will educate them about the [PPIUD].––Provider

Barriers. The most common potential barrier
to diffusion was that faith-based facilities would
object to implementing PPIUD services. Consequently, both women and providers believed that
a PPIUD intervention would only be effective and
sustainable in government facilities. Another
health system-level barrier was the expectation
for remuneration among other staff who did not
attend the off-site training. Providers explained
that diffusion of information and learnings to
other colleagues could be a challenge because
PPIUD training participants received an allowance. Consequently, other staff may perceive this
arrangement to be unfair. Despite this challenge,
some staff were reportedly open to learning, without expectations of rewards. This was dependent
on the workplace culture of specific facilities:
There are some who received it well. At this facility, we
have a norm that if you go to a training, when you come
back you have to provide feedback. So when you’re on
shift and you have some time, you can instruct and teach
others what you learned [. . .] but not all staff do this because some may complain, saying, “You got the money
and now you come back with just words.” ––Provider

Sustainability
Intervention sustainability is the extent to which a
newly implemented intervention is “maintained
or institutionalized within a service setting’s ongoing, stable operations.”27 Penetration and sustainability are conceptually similar, but temporally
distinct, as higher penetration typically contributes to long-term sustainability.
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Facilitators. Most health care providers believed there was strong political will among government officials to invest in strategies that would
achieve fertility reduction goals. This was viewed
as a policy-level facilitator of PPIUD sustainability
beyond the life of the project:
I don’t see any reason why it would fail because we have
a problem of high population, and we have an intervention that can reduce this population growth rate, so why
can’t the government support this? . . . If they are able to
supply other services then why not this as well . . . it’s a
national priority, and it is in the sustainable development goals! ––Provider

Barriers. A key driver of successful institutionalization at the health system level was having
the necessary instruments and equipment readily
stocked and available, which requires support
from and coordination with Ministry of Health authorities. At the time of the study, AGOTA supplied PPIUD equipment at no charge. Many
respondents expressed frustration with the shortage of PPIUD equipment and supplies, and, as
more women learned about the PPIUD Initiative,
equipment shortages became increasingly problematic. Despite an increased influx of patients,
there was no equivalent increase in equipment
and supplies to meet the heightened demand.
Providers felt strongly that even if other government facilities agreed to provide PPIUD services,
the inconsistent provision of supplies would be
problematic. This raised questions about the longterm sustainability of the intervention without
AGOTA support:
To be honest, it will be difficult to supply the instruments
to other facilities. . . that is not easy, and it may take a
long time because for now, our facility is supplied by
donors. That’s why it’s possible. But with the government, you may write a request for the material until all
the ink in that pen is gone, and still not get what you
asked for! ––Provider

Service Outcomes
Equity

Barriers. Equity was the main service outcome
construct to emerge from IDIs. At the health system level, a key barrier to equitable PPFP counseling was differential treatment by health care
providers. One woman suggested that adolescents
are reluctant to seek family planning counseling
out of fear of judgment by health care providers.
In addition, some providers reportedly prioritized
women who attended antenatal clinics with their
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husbands, whereas those who attended alone
waited longer for services:
They would prioritize women who came with their
husbands. It did not matter whether you were there
first, they would ask those who came with their
husbands to go in for the services first [. . .] In most
cases, my husband is always with me because he knows
when you go to the clinic with a man, you will be given
priority. ––Woman, postpartum

These reports indicate a lack of fidelity to the
intervention, as providers were trained to counsel
all ANC clients and to tailor contraceptive method
recommendations according to women’s individual needs regardless of age or marital status.
Another barrier to equitable service delivery
was the cost of accessing large hospitals. One provider stated that lower income women have a tendency to deliver at peripheral facilities because
they are less busy, closer to home, and less costly
to access. Transportation to large hospitals for delivery or PPIUD services may not be feasible for
women with fewer resources:
Another challenge is women’s economic status. Some
give birth here (at the health center) for free, but when
you ask her to take a [USD$0.86] bajaji (motorized rickshaw) to [the hospital], she can’t manage it, so we feel
that we are going to lose them . . . and the providers there
(at the hospital) are overloaded, so women are scared.
They prefer to get the delivery services here . . . the hospital is very busy. ––Provider

Lastly, although the PPIUD Initiative was
designed for implementation only at the facility
level, both women and providers viewed the lack
of community-based PPFP counseling as a missed
opportunity for equitable service delivery:
We should also get out of this hospital and educate
people in the village because problems are not only in
town. A majority who face challenges are in the villages,
in our districts . . . we have to go there and train
people. ––Provider

Client Outcomes
Client Receptiveness and Demand for Services
Although women’s receptiveness was not included in the original implementation outcomes
framework, we consider it an important addition,
as factors motivating or discouraging engagement
with the intervention may directly influence both
implementation and PPIUD uptake.
Facilitators. Women identified several facilitators of PPIUD uptake at the partner/family level.
Global Health: Science and Practice 2020 | Volume 8 | Number 2

www.ghspjournal.org

In addition to feeling supported by health care
providers, several women highlighted the important role of their husbands in supporting their decision to use PPIUD. Another motivator to use
PPIUD was a shared intention among couples to
space pregnancy for financial reasons:
Depending on my business and the way I planned with
my husband, I know that if I use the loop, there are some
things we will be able to accomplish before getting pregnant again. ––Woman

At the community level, 2 important factors
facilitated women’s receptiveness to PPFP counseling and PPIUD services. The first was community norms around preference for long birth spacing.
When asked to explain why she felt it was important to prevent pregnancy soon after birth, a woman described the shame and stigma associated with
short birth spacing:
First, it’s because the baby will still be very young, [and]
second, I feel shame when I am in the community,
getting pregnant when the baby is only about 4 or
5 months old; it’s a shameful thing! [. . .] If you happen
to get pregnant [again], they tend to put all the weight
on women, like, “how did you let yourself get pregnant?” He won’t abandon you, but he will put all the
blame on you, saying that you did it on purpose. ––
Woman, prenatal

Second, the presence of women who had
positive experiences using PPIUD was a critical
community-level facilitator of PPIUD counseling
and service uptake. Participants described a community diffusion effect in which nonusers were
encouraged by “positive deviants”––peers who
had opted for the PPIUD and could speak from
firsthand experience:
At some point I was acting like an ambassador for the
IUD because many women would come to me; they felt
that I understood more. Even the health service providers would tell women to [talk to me] and I would share
with them what the IUD was all about. Many women
questioned how the PPIUD could be inserted immediately after delivery. They thought it was impossible. ––
Woman, postpartum

Despite the strong influence of their peers and
neighbors, women were generally receptive to
biomedical information and the advice provided
by medical professionals, and most were likely to
show interest in the PPIUD if providers demonstrated their own approval of the method.
At the policy level, the most important facilitator of PPIUD uptake was the availability of cost-

284

Assessing the Implementation of a Postpartum Contraception Initiative in Tanzania

free insertion services. Despite Tanzania’s policy to
provide free health services for pregnant women
and users of family planning services, some women were not aware that PPIUD and other contraceptive methods were available free of cost. As a
provider noted, informing women of this policy
influenced their decision to choose the method.
Barriers. We identified several important barriers to PPIUD demand at multiple levels. Many
individual-level factors influenced women’s decisions to use PPIUD, which we have reported elsewhere in depth.29 These included fear of insertion,
concerns related to sexual experiences postinsertion, unexpected expulsion, and experience of unanticipated side effects.

Satisfaction

Facilitators. At the health system level,
women’s PPFP counseling experience influenced
their overall satisfaction with PPFP services.
These included the use of counseling aids during
prenatal counseling (leaflets, waiting room videos,
and brochures), and most importantly, having access to female family planning service providers.
Women were generally more satisfied with care
and more motivated to use PPIUD when counseled by female nurses who could speak to their
personal experience using family planning.
Women also appreciated providers who were respectful, compassionate, and patient, indicating
that interpersonal aspects of care are a valued
component of PPFP services:
I am very grateful to them [providers] because they gave
me all the support I needed. They were ready to answer
my questions even before I started using the PPIUD,
when I had it and when I went to remove it . . . They
have really been supportive, even after removing
the PPIUD . . . calling to ask if I was doing fine and
if I needed any assistance with family planning
methods. ––Woman, postpartum

Barriers. Although most providers reported
high confidence in their technical skills after training, some women reported contrasting perceptions of providers’ clinical skills. Several women
perceived technical incompetence as a primary
contributor to adverse PPIUD outcomes, including expulsion and/or improper placement, and
warned that such negative experiences might deter future patients from using PPIUD:
The person that inserted the PPIUD for me did not insert
it well. She struggled very much, and it was like a trial
and error thing . . . It was very painful because I had just
given birth. When I got home, the PPIUD was expelled
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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. . . The providers giving PPIUD services should be
trained [on insertion] and should only be allowed to
provide that service when they are competent; otherwise,
many women run away from using the IUD. ––
Woman, postpartum

DISCUSSION
This study applied 2 theory-based frameworks to
assess the implementation of a postpartum contraception intervention in 5 Tanzanian hospitals.
Applying a PPFP ecological framework to analyze
qualitative IDIs demonstrated that successful implementation and uptake of PPIUD counseling
and services depends on a complex interplay of
factors operating at multiple levels, spanning
from the individual (woman) level to the policy
level. In addition, using the implementation
outcomes framework informs our theoretical understanding of the implementation process, illuminating the “black box” of implementation
dynamics, and highlights potential entry points
for improvement in program delivery.27
Overall, acceptability of the PPIUD Initiative
was high. However, providers perceived the selective training of some staff only on PPFP counseling, and others on both PPFP counseling and
PPIUD insertion to be inequitable, which may
have led to demotivation. The extent to which
clinic staff are both “intrinsically” and “externally”
motivated, valued, and supported in their professional roles directly influences program implementation.30,31 Previous research on promotion
of IUD uptake in LMICs found that provider enthusiasm is a critical driver of implementation success.18 As such, providing remuneration only to
providers participating in the off-site AGOTAhosted trainings may have weakened possible
opportunities of diffusion to other facility staff.
AGOTA and FIGO believed the payments were
justified given that some providers worked additional hours to support the initiative; however,
this may have disincentivized employees who
routinely work additional hours for other tasks.19
Further, ongoing payment is not sustainable,19 especially given that this intervention was implemented in a low-resource context.
There were many health system-level barriers
to optimal implementation, including supply
chain issues, gaps in referral between satellite
clinics and tertiary/teaching hospitals, inadequate
staffing and supplies, and overworked providers.
A common narrative to emerge from both providers and women is that the existing health system

Successful
implementation of
PPIUD counseling
and services
depends on a
complex interplay
of factors
operating from
the individual to
the policy level.

Both providers
and women had
similar views that
the existing health
system
infrastructure is
fragile and
additional
demands further
burden providers.
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infrastructure is fragile and any additional demands
place further burden on providers. Consequently,
the potential of any facility-based PPFP intervention is limited if existing health systems shortfalls
are not addressed first. These findings are consistent
with previous studies in Tanzania, which report irregularities in staffing, supplies and equipment,
work overload, and communication challenges between facilities as barriers to implementation of
maternal and newborn care.16,30,32–34
Further, although there was high acceptance
of the initiative, and providers repeatedly echoed
the importance of PPFP on women’s health and
well-being, they also perceived contraceptive
counseling as a time-intensive endeavor, particularly when added onto routine ANC protocols.
The perceived characteristics of an intervention
can drive the adoption process, mediating the influence of intention to implement the program
and actual behaviors to do so.35 A comprehensive
needs assessment to evaluate feasibility and identify potential adaptations for the local context is
recommended. For example, an audit of satellite
clinics to assess providers’ current duties, workload, and willingness to take on additional tasks
may have helped to identify clinics with more capacity to implement new initiatives.
Paradoxically, if an intervention leads to increased demand for services (as providers reported
for PPIUD), this may diminish the quality of care
provided in the long run if strategies to facilitate
the increased workload are not in place. Another
study in Tanzania found that unpredictable fluxes
in uptake of maternal and newborn care created
challenges for service delivery and directly influenced the quality of care provided.16 Although
streamlining health care provision by integrating
services (ANC and PPFP counseling, for example)
is often promoted to improve health system efficiencies,36,37 such integration must be matched
Integration of
postpartum family with proportional increases in staffing, training,
planning services and supplies. A scoping review of integration of
HIV and sexual and reproductive health services
with existing
similarly cautions that integration of maternal
services must be
and reproductive health services must be judimatched with
ciously planned in relation to current health sysproportional
tems functions.38
increases in
Providers reportedly adapted to health system
staffing, training,
constraints
by implementing scheduled groupand supplies.
based PPIUD counseling sessions for women
attending ANC clinics. Their intention was to improve efficiency and reduce the burden of additional one-on-one counseling (as intended by the
PPIUD Initiative). Although group-based PPFP
counseling was a deviation from the intervention
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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design, this modality has been successfully implemented in LMICs for other reproductive health
issues,39–42 and may be warranted, particularly in
resource-constrained settings. However, several
providers indicated that in practice, some women
were unable to attend the early morning group
sessions and missed the opportunity for prenatal
PPFP counseling. Additionally, some women had
reservations about discussing PPFP in a group setting due to age-related social dynamics. Given that
women seeking ANC are not a homogenous
group, implementation of the PPIUD Initiative
may have been strengthened if group sessions
were stratified by age, parity, marital status, or
education.
Group- versus individual-based PPFP counseling may produce different results, and the mode of
counseling delivery likely influences the effectiveness of PPFP programs. Research from Northern
Tanzania found that while PPFP counseling delivered alongside routine prenatal HIV-testing had
an effect on postpartum contraceptive intentions,
intentions were poor predictors of postpartum reproductive behavior.43 Taken together, results call
for additional investigation of various integration
models to determine the optimal timing and mode
of PPFP counseling. Implementers might consider
supplementing one-on-one PPFP counseling with
group education opportunities to ease the burden
on providers. However, these groups should be
designed with social dynamics in mind to ensure
that women feel comfortable to speak freely.
The PPIUD Initiative intended to serve women
of all ages and socioeconomic status, and providers
were expected to deliver comprehensive PPFP
counseling covering all available methods. However, findings suggest that interpersonal aspects
of care varied, with some women reporting rushed
or incomplete counseling or an emphasis on the
PPIUD over other methods. Further, the perception that some providers treated older women
and/or those accompanied by their husbands
more favorably during ANC suggests that fidelity
to the intended PPIUD Initiative was not uniformly achieved. This finding aligns with a previous
study in Tanzania in which adolescent mothers
felt stigmatized by health care providers during
ANC due to early pregnancy and childbearing.44
Such practices may reflect widely held sociocultural norms, and/or broader efforts to encourage
male involvement in reproductive health,45 but
may lead to unintended consequences in the long
run. If unmarried and adolescent women (who
are more likely to have unmet need for contraception) perceive differential treatment by health
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care providers, they may be discouraged from
seeking future care. Women are also likely to discuss these experiences with peers, and a general
mistrust of providers and/or reluctance to seek
care may diffuse among communities. Unless equitable, high-quality care is delivered, these social
diffusion dynamics will ultimately threaten the
long-term sustainability of PPFP interventions.
Narratives suggest that women in our study
were strongly influenced by their peers. One
woman viewed herself as an “ambassador for the
IUD” and took great pride in sharing her experience with others. Future initiatives could consider
engaging women with positive experiences to
help facilitate diffusion of information to their
peers, both within the community and at facilities.
This may be particularly useful in facilities where
providers are overburdened.
Although women’s receptiveness to PPIUD
services was strongly influenced by the experience
of their peers, the perspectives of female providers
were highly valued, primarily due to their ability
to empathize with clients. This represents an important opportunity for intervention. However,
women’s perceptions regarding differential treatment have concerning implications for long-term
sustainability. Additional training and supervision
to improve interpersonal aspects of care, including
an emphasis on patient-centered counseling, informed choice, and respectful and nondiscriminatory service delivery should be integrated into
future PPFP initiatives.
Narratives suggest that it is less feasible for
women of lower socioeconomic status to deliver
in tertiary teaching hospitals, despite referral to
these facilities for PPIUD. Both delivery and
PPIUD services were free of cost, but some women
expressed concerns about distance, cost of transport, unfamiliarity with staff, and overcrowding
in hospitals. This suggests that the PPIUD
Initiative may unintentionally give privilege to
women with greater financial means and those
who may be more motivated to complete the
PPIUD referral and deliver at tertiary hospitals.
Although the initiative’s referral system was
intended to streamline service delivery, the intervention does not address the barriers women encounter when attempting to complete referrals.
Additionally, the designated trainer at each
teaching hospital was expected to provide cascade
training and ongoing support to other staff; however, we do not have evidence to suggest that supervision strategies were implemented in the
initial months to ease adoption or facilitate sustainability. Improved supervision strategies such
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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as regular evaluation and feedback, strengthened
organizational culture, and an emphasis on collaboration and partnership between facilities may improve implementation outcomes.46 To strengthen
coordination between satellite facilities and hospitals, we recommend a stronger interfacility
performance and quality improvement system be
implemented from the outset of future initiatives.

Strengths and Limitations
This was a qualitative study with purposively selected participants; therefore our results are not
transferrable beyond the study sample. Interviewing both women and providers captured a range of
perspectives on implementation, service, and client
outcomes. However, interviews were often held at
the participating facility, increasing the risk of social
desirability bias. To minimize this risk, interviews
were held in rooms with both audio and visual privacy. Given that many participants’ spoke candidly
about their experiences and concerns, we believe
social desirability bias was minimal. A further limitation is that we interviewed providers at only a
single time point. Implementation outcomes are
dynamic, and provider perspectives may change
throughout the course of the initiative.27 However, implementation tends to be most difficult
during its early stages, and by capturing providers’
immediate reactions and perceptions during the
initial phase, we were able to highlight key opportunities for improved implementation of future
PPFP initiatives.

Future initiatives
could engage
women with
positive
experiences to
help facilitate
diffusion of
information to
their peers.

CONCLUSIONS
Renewed interest in postpartum family planning
has ushered in a wave of interventions aimed to
increase contraceptive use immediately following
birth, including a focus on long-acting reversible
methods. However, in LMICs such as Tanzania,
health systems are overburdened, and providers
often have limited resources to implement new
initiatives with high fidelity. Constraints that impede implementation of novel PPFP programs in
resource-poor contexts are often overlooked46;
yet, given rapid development and eagerness to
adopt effective programs, implementation strategies in these settings require attention.
Meeting women’s contraceptive needs is crucial to reduce adverse maternal and infant health
outcomes in LMICs, yet there is limited research
on the implementation of postpartum family planning programs in these contexts. Continued
efforts to integrate contraceptive counseling into
ANC as a part of national guidelines, and offering
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PPIUD insertion as part of a country’s method mix
make implementation studies of such initiatives
increasingly important.
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Recall Efforts Successfully Increase Follow-Up for Cervical
Cancer Screening Among Women With Human
Papillomavirus in Honduras
Kerry A. Thomson,a Manuel Sandoval,b Carolyn Bain,a Francesca Holme,a Pooja Bansil,a
Jacqueline Figueroa,c Silvia de Sanjoséa
Key Findings
n

For most women at high risk of cervical
precancer, a reminder phone call on the
importance of rescreening for cervical cancer was
sufficient to prompt women to return to the clinic
for rescreening 1 year later.

n

Women who needed to be contacted 3 or more
times were significantly less likely to return to the
clinic, suggesting that there will be diminishing
returns to protracted tracing efforts per woman.

Key Implications
n

Cervical cancer screening is only effective when
women with positive screening results are
linked to treatment. Programs need to invest
effort in robust follow-up systems for women
with abnormal results at any step of the cervical
cancer screening and treatment cascade.

n

Program planners should build in reminder and
recall strategies as part of a successful cervical
cancer screening program.

ABSTRACT
Scaling up coverage of routine cervical screening in low-resource settings must be accompanied by efforts to retain women throughout the
screening cascade and continuum of care, including adequate followup of abnormal results. The Scale-Up Project implemented human
papillomavirus (HPV) testing for cervical cancer screening within
public-sector health facilities in Honduras between 2015 and 2019.
Women who were HPV-positive but did not have visually confirmed
cervical lesions upon visual inspection with acetic acid (VIA-negative)
were instructed to return to the health center after 1 year for repeat
HPV testing. The current evaluation assessed the effectiveness of recall
strategies to prompt women to return for retesting. Clinic staff placed
reminder phone calls and followed up with short message service
(SMS) or home visits, if needed. We summarized number of contacts,
type of contacts, and time elapsed until return to the clinic, and used
log-binomial regression to identify factors associated with return to
the clinic. We identified 558 women who were initially HPV-positive
VIA-negative from 8 clinics as needing repeat HPV testing 1 year later. Mean age was 43.2 years. Nearly all women (98.6%) were successfully contacted and 75.1% completed repeat HPV testing. The
majority of contacts (65.4%) were phone calls, and nearly half of
women who returned to the clinic (42.9%) did so after 1 contact.
Mean days between contact and presentation at the clinic was
10.7 (standard deviation: 14.7). Women who required 3 or more
contacts were 21% less likely to return for repeat HPV testing (prevalence ratio: 0.79; 95% confidence interval=0.69,0.90; P<.001) as
compared to women who received only 1 contact. Reminder phone
calls were highly successful at recalling women for HPV retesting in
Honduras. This low-touch intervention should be included as part of
standard follow-up to retain women throughout the continuum of cervical cancer screening and treatment.

BACKGROUND

C

ervical cancer is the fourth most common cancer
affecting women worldwide, and an estimated
90% of deaths from cervical cancer occur in low- and
middle-income countries (LMICs), highlighting the continued need for effective screening and treatment programs in these settings.1 The 2018 call for elimination
of cervical cancer by World Health Organization (WHO)
Director-General Dr. Tedros Adhanom Ghebreyesus is
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accompanied by ambitious targets for secondary prevention, including screening 70% of women at 35 years and
45 years of age with a high-precision screening test and
treatment for 90% of women with detected cervical
lesions.2 Scaling up coverage of routine cervical screening in LMICs must be accompanied by efforts to retain
women throughout the screening cascade and continuum of care, including adequate follow-up of abnormal
results and linkage to treatment.
Current WHO guidelines in settings with sufficient
resources to implement human papillomavirus (HPV)
testing include the option of following a primary HPV
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test with triage using visual inspection with acetic
acid (VIA), treating women who both test positive
for HPV and have visually confirmed cervical
lesions, and repeating screening after 1 year for
women who tested positive for HPV but do not
have visible lesions.3 Rescreening women who
are HPV-positive VIA-negative helps to address
limitations in the combined sensitivity of HPV testing and VIA screening and offers a second opportunity to identify persistent HPV infections that
are more likely to result in cervical precancer,4
while reducing potentially unnecessary treatment.
The majority of women will clear their HPV infection within 1 to 2 years.5 How-ever, women with
persistent infection are at high risk for developing
cervical lesions and warrant ongoing monitoring
and/or treatment,4 especially in settings where a
woman may only have 1 or 2 opportunities for primary screening in her lifetime.
A challenge of multi-step screening algorithms
is opportunity for delays and loss to follow-up
in between screening steps, especially when significant time elapses between contacts. In the
Jujuy Demonstration Project in Argentina, women 30 years of age and older were first tested for
HPV; women who tested positive for HPV underwent cytology. Of the 49,565 women tested,
67% were HPV-positive and had negative cytology; 70.1% of these women completed a repeat
HPV test, although only 26% completed the retest
within the recommended 12-18 month timeframe.6 Documented loss to follow-up from cervical cancer screening programs in low-resource
settings is as high as 70%, although studies have
mainly focused on attrition of women diagnosed
with cervical precancer for whom treatment
status is not known.7 There has been less focus
on retention of screen-positive women who do
not yet need treatment but do need continued surveillance for persistent HPV infection and development of cervical precancer. This subgroup of
women, often overlooked in both program planning and reporting, are likely to increase in size
as more countries adopt multistep screening
algorithms.
Our objective was to evaluate the success of recall strategies to encourage women to return for
follow-up ≥1 year after receiving HPV-positive
VIA-negative screening results in public-sector
health clinics in Honduras.

INTRODUCTION OF HPV TESTING
FOR CERVICAL CANCER SCREENING
The current evaluation was nested within the
Scale-Up Project which was implemented in El
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Salvador, Guatemala, Honduras, and Nicaragua
between 2014 and 2019. Project details have been
described previously.8,9 In brief, in Honduras,
PATH partnered with the Ministry of Health and a
local nongovernmental organization, Honduras
Association of Family Planning (ASHONPLAFA),
to introduce HPV testing using careHPV (QIAGEN,
Hilden, Germany), a signal-amplification batch diagnostic test for high-risk HPV DNA detection. A
total of 44,314 women were tested for HPV across
3 departments (Copán, El Paraíso, and Region
Metropolitana de Francisco Morazán, which
includes the capitol city of Tegucigalpa).8
Following WHO 2013 recommendations3 and
2015 Honduras guidelines10 for cervical cancer
screening and treatment, women who tested positive for HPV were triaged using VIA to confirm
the presence of lesions. Women who were HPVpositive VIA-positive were considered positive for
cervical precancer and recommended for ablative
treatment, if eligible, or more advanced treatment
if needed. Women who were HPV-positive VIAnegative were considered negative for cervical
precancer but counselled on the potential implications of persistent infection and instructed to return to the health center in approximately 1 year
for repeat HPV testing (Figure 1). Initially, the
Honduran health system did not actively track attendance at 1-year return visits for HPV-positive
VIA-negative women; it was each individual
woman’s responsibility to return for screening after 1 year. After anecdotal observation that very
few women were returning for this follow-up
visit, the current evaluation was designed to
assess the success of various recall strategies to
encourage women who were HPV-positive VIAnegative to return for follow-up ≥ 1 year after their
initial screening result.

IMPLEMENTATION OF RECALL
STRATEGIES TO IMPROVE
FOLLOW-UP
Women who were HPV-positive VIA-negative as
part of the Scale-Up project after 2017 and had
not yet spontaneously presented to the clinic for
follow-up within 15 months of their initial screening date were traced between October 2018 and
March 2019. For each family that receives care
from public health clinics, a household health record is maintained, including demographics, contact information, dates of screening, and testing
outcomes. Individual health visits (and dates) are
recorded in a paper-based registry. In parallel,
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FIGURE 1. Cervical Cancer Screening Algorithm Followed in the Scale-Up Project, Honduras

Primary screening with HPV

HPV Negave

HPV Posive

Repeat HPV
test in 5
years

VIA

VIA posive

VIA negave

Linked to
treatment

Repeat HPV
test in 1 yeara

Abbreviations: HPV, human papillomavirus; VIA, visual inspection with acetic acid.
a

The current evaluation focuses on HPV-positive, VIA-negative women due for repeat HPV testing at 1 year.

ASHONPLAFA maintained a Microsoft Excel registry of all HPV-positive VIA-negative women.
The list of women’s names was provided to each
clinic, where staff verified a woman’s initial
screening result and date in the clinic-based paper
register. As the first and primary outreach activity,
staff attempted to contact each woman by phone.
When successful contact was made, clinic staff
reminded women of the need for HPV retesting
and invited them to return to the clinic for a
follow-up HPV test. If women could not be
reached for conversation via phone, staff would
attempt to send a SMS or conduct a home visit. If
a woman still could not be reached, staff would attempt to call the alternate contact listed in the
woman’s health record. Deidentified individual
level data on the number and type(s) of contact
and whether women completed retesting were
recorded on paper forms and later entered into
Excel. When women presented to the clinic for
retesting, they were asked to report which recall
method prompted them to return to the clinic.
The algorithm for rescreening was consistent
with that of the initial screening described above
(Figure 1). Data on HPV test results, triage, and
treatment outcomes were recorded in aggregate
form at each clinic for women who had received
Global Health: Science and Practice 2020 | Volume 8 | Number 2

outreach. The evaluation protocol was reviewed
by PATH Research Determination Committee and
was categorized as nonresearch. Data analysis was
conducted using Stata (version 13.1, College
Station, TX).11

KEY FINDINGS
We included a total of 558 women who were
HPV-positive VIA-negative and needed rescreening ≥1 year. Mean age among all women was
43.2 years (standard deviation [SD]: 9.6). Most
women for whom age was available (70.8%) were
between 30 and 50 years of age. Among women for
whom parity was recorded, the majority (78.7%) of
women had 2 or more children (Table 1).
A total of 419 women returned to the clinic for
retesting, of which 20 women (3.6%) presented to
the clinic spontaneously for retesting before being
recalled by clinical staff and 399 (71.3%) required
at least 1 contact before returning for retesting
(Figure 2). Nearly half of women (45.1%) returned
to the clinic after 1 contact, of whom the majority
received 1 phone call (94.4%) and a small number
of women received a home visit before a phone call
(5.6%) because clinic staff were already in their
neighborhood conducting other outreach activities. Slightly more than half of the women
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(54.9%) required more than 1 contact before presenting to the clinic for retesting; the majority of
these women received phone calls only (89.0%)
while a small proportion required a combination
of phone call(s) followed by a home visit (7.3%)
or phone call(s) followed by SMS (3.7%).
The maximum number of contact attempts for
any woman was 8, and mean number of contacts
received by women who returned to the clinic was
2.1 (SD: 1.5, Table 2). The average length of time
elapsed between first contacting a woman and
presenting to the clinic was 10.7 days. The majority of women (86.6%) reported that a phone
call from clinic staff was the motivator that
prompted them to return to the clinic and complete rescreening.
Nearly one-quarter of women (24.9%) did
not return for rescreening (Figure 2). The majority
of these women (67.6%) were successfully

www.ghspjournal.org

contacted 1 or more times and did not report a specific reason for declining rescreening but also did
not return to the health clinic before the end of
the evaluation period (Table 2). A small proportion of women could not be contacted (1.4%),
had moved (6.5%), reported barriers to clinic attendance (2.2%), cited pregnancy status as a reason for not wanting rescreening (1.4%), or
reported refusal to return to the clinic (2.9%).
Eighteen percent of women reported that they
had already been rescreened (and if needed, treated) at a different health facility.
Table 3 presents differences between women
who did and did not return to the clinic for rescreening. Women who required 3 or more contacts
were 21% less likely to return for rescreening
(prevalence ratio [PR]: 0.79; 95% confidence interval [CI]=0.69,0.90; P<.001) as compared to
women who received only 1 contact. Women

Nearly 87% of
women reported
that the clinic
staff’s phone call
motivated them to
return to the clinic
for rescreening.

TABLE 1. Demographic Characteristics of Women Who Were HPV-Positive VIA-Negative and Indicated for
HPV Retesting After 1 Year, Honduras
Characteristics
All women, No. (%)

558 (100)

Clinic Location
Carrizal, No. (%)

77 (13.8)

Las Crucitas, No. (%)

48 (8.6)

San Benito, No. (%)

33 (5.9)

San Miguel, No. (%)

98 (17.6)

Alonzo Suazo, No. (%)

110 (19.7)

Villadela, No. (%)

59 (10.6)

Monterey, No. (%)

77 (13.8)

Pedregal, No. (%)

56 (10.0)

Parity
No children, No. (%)

4 (0.7)

1 child, No. (%)

22 (3.9)

2 or more children , No. (%)

96 (17.2)

Not documented, No. (%)

436 (78.1)

Age Category, years
< 30, No. (%)

4 (0.7)

30–39, No. (%)

162 (29.0)

40–49, No. (%)

122 (21.9)

50–59, No. (%)

90 (16.1)

≥ 60, No. (%)

23 (4.1)

Not documented, No. (%)
Age, mean (standard deviation)
Global Health: Science and Practice 2020 | Volume 8 | Number 2

157 (28.1)
43.2 (9.6)

293

Successful Recall Efforts for Cervical Cancer Screening in Honduras

www.ghspjournal.org

FIGURE 2. Overview of Recall Efforts to Encourage HPV-Positive VIA-Negative Women to Return for ClinicBased HPV Testing ≥1 Year After Their First HPV-Positive Test Result
HPV posive/VIA negave and in need
of rescreening aer 1 year
N=558

Returned to clinic
spontaneously
n= 20 (3.6%)

Required 1 contact to return to clinic
n=180 (32.3%)
Phone only n=170 (94.4%)
Home visit only n=10 (5.6%)

Required ≥ 2 contacts to return to clinic
n=219 (39.3%)
> 1 phone call n=195 (89.0%)
> 1 phone call and home visit n=16 (7.3%)
> 1 phone call and SMS n=8 (3.7%)

Returned to clinic and
completed HPV retesng
n=419 (75.1%)

Did not return to clinic
n=139 (24.9%)

Abbreviations: HPV, human papillomavirus; VIA, visual inspection with acetic acid.

with 2 or more children were 9% less likely to return to the clinic (PR: 0.91; 95% CI=0.85,0.97;
P=.003) as compared to women who reported
no children. There were some statistically significant differences in the success of recall efforts
across clinic sites; women from San Miguel, Villa
Adela, Monterey, and Pedregal clinic sites were
30% more likely to complete screening as compared to women in Carrizal (Table 3).

IMPLICATIONS FOR CERVICAL
CANCER SCREENING PROGRAMS
Our study describes the substantial impact that
simple recall efforts, primarily phone calls, had
on encouraging women to complete follow-up
for cervical cancer surveillance and successfully
engaging them in rescreening. Although the
Tegucigalpa population is slightly mobile, most
women could be contacted ≥ 1 year after their initial screening visit. In the majority of cases, phone
calls alone were sufficient to recall women, nearly
half of the women who returned to the clinic did
so after 1 contact, and most women returned
These results
within 2 weeks of being contacted. These findings
underscore the
suggest that for most women a reminder on the
value of building
importance of rescreening was sufficient to overin recall strategies come any potential barriers to clinic attendance
as part of a
and adherence to follow-up appointments that
successful cervical are commonly reported in the literature.12–15
cancer screening
Women who needed to be contacted 3 or more
program.
times were significantly less likely to return to the
Global Health: Science and Practice 2020 | Volume 8 | Number 2

clinic, suggesting that there will be diminishing
returns to protracted tracing efforts per woman.
These results underscore the value of building in
recall strategies as part of a successful cervical cancer screening program and demonstrate that a
simple recall phone call can have a big impact on
retention.
Although screening approaches will continue
to vary widely across settings, it is critical for programs to invest effort in robust follow-up systems
for women with abnormal results at any step of
the cervical cancer screening cascade.4 Monitoring and retaining women throughout the
continuum of cervical cancer screening is a key
component to reduce morbidity and mortality associated with cervical cancer. Earlier work to assess the cost-effectiveness of various screening
approaches in Latin American has demonstrated
the importance of adequate follow-up of abnormal screening.16 A mathematical model based on
various screening scenarios in Colombia estimated
that 50% coverage with 100% follow-up reduced
cervical cancer mortality by 21.3% more than a
scenario with 100% coverage and 50% follow-up.17
Although we did not document the HPV
test result for all women who were traced and
returned to the clinic for retesting, registry data
from the 8 clinics serving the same patient population indicate that among a sample of 298 women
who initially were HPV-positive VIA-negative,
36% tested positive for HPV ≥ 1 year later.
This evidence confirms the need for continued
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TABLE 2. Recall Methods Used To Encourage Repeat HPV Testing Among Women With Initial HPV-Positive VIA-Negative Screening
Results, Honduras
Total
N = 558
Contacts received per woman, mean (SD) [range]

2.3 (1.5) [1–8]

Contacts received per woman who returned for 1-year follow-up (n=419a), mean (SD) [range]

2.1 (1.5) [0–8]

Phone calls/voicemails placed per woman, No. (%)
1

211 (42.5)

2

118 (23.8)

3

86 (17.3)

4 or more

76 (15.3)

Missing

5 (1.0)

Days between first outreach and returning for 1-year follow-up (n=344b) , mean (SD) [range]

10.7 (14.7) [0–104)

Self-reported recall method that motivated clinic attendance (n=419) , No. (%)
Telephone contact (phone call or text/SMS)

364 (86.9)

Home visit

25 (6.0)

None (presented spontaneously)

19 (4.5)

Voicemail

2 (0.5)

Not documented

9 (2.1)

Self-reported reasons for not returning for 1-year follow-up (n=139), No. (%)
No reason specified

94 (67.6)

Repeat testing and follow-up happened at another clinic

25 (18.0)

Moved away from clinic area

9 (6.5)

Successfully contacted and declined

4 (2.9)

Cannot come due to work or personal reasons

3 (2.2)

Could not contact or locate

2 (1.4)

Pregnant

2 (1.4)

Abbreviations: HPV, human papillomavirus; VIA, visual inspection with acetic acid; SD, standard deviation.
a
Denominator excludes women who did not return to the clinic.
b
Denominator excludes women with missing information.

surveillance of this subgroup over time. Among a
cohort of Dutch women who were HPV-positive
and had negative cytology, 56.6% were HPVpositive when retested an average of 10 months
later.18 Women who test positive on 2 consecutive
HPV tests may be candidates for treatment, especially in low-resource settings where engagement
with the health system may be limited. Another
option that takes into consideration high rates
of persistent HPV infection and the challenges
recalling women for retesting is a “test-and-treat”
approach, wherein treatment is offered to all
Global Health: Science and Practice 2020 | Volume 8 | Number 2

women who are HPV-positive without a triage
step. A recent study in Papua New Guinea using
cytology as the reference standard concluded that
treating all women who are HPV-positive resulted
in appropriate treatment of 92% of women with
high-grade disease and 13% overtreatment, as
compared to a combined algorithm of HPV testing
followed by VIA for triage which resulted in 45.5%
appropriate treatment and 3.7% overtreatment.19 El
Salvador has adopted this approach; all women who
are HPV-positive receive VIA to confirm eligibility for

295

Successful Recall Efforts for Cervical Cancer Screening in Honduras

www.ghspjournal.org

TABLE 3. Factors Associated With Completion of HPV Retesting Among Women With Initial HPV-Positive VIA-Negative Screening
Results, Honduras, N=544a
Did Not Return to Clinic
n=139
No. (%) [95%CI]

Returned to Clinic for HPV Retesting
n=415
No. (%) [95%CI]

1 contact

46 (20.4) [15.6,26.1]

180 (79.7) [73.9,84.4]

Ref

—

2 contacts

22 (18.6) [12.6,26.8]

96 (81.4) [73.2,87.4]

1.02 (0.92,1.14)

.70

≥ 3 contacts

71 (37.2) [30.6,44.3]

120 (62.8) [55.7,69.4]

0.79 (0.69,0.90)

<.001

Prevalence Ratio (95% CI)

P Value

Number of contactsb

Parity
No children

0 (0)

Ref

—

1 child

2 (9.5) [2.3,32.0]

19 (90.5) [68.0,97.7]

0.91 (0.79,1.04)

.16

2 or more children

9 (9.6) [5.0,17.5]

85 (90.4) [82.5,95.0]

0.91 (0.85,0.97)

.003

128 (29.4) [25.3,33.9]

307 (70.6) [66.1,74.7]

Carrizal

26 (33.8) [24.0,45.1]

51 (66.2) [54.9,76.0]

Ref

—

Las Crucitas

25 (52.1) [38.0,65.9]

23 (47.9) [34.1,62.0]

0.72 (0.52,1.01)

.06

San Benito

6 (18.8) [8.5,36.3]

26 (81.2) [63.7,91.5]

1.22 (0.97,1.55)

.08

San Miguel

14 (14.3) [8.6,22.8]

84 (85.7) [77.2,91.4]

1.29 (1.08,1.54)

.005

Alonzo Suazo

41 (37.3) [28.7,46.7]

69 (62.7) [53.3,71.3]

0.95 (0.76,1.17)

.62

Villadela

7 (12.1) [5.8,23.4]

51 (87.9) [76.6,94.2]

1.32 (1.10,1.60)

.003

Monterey

11 (14.7) [8.3,24.7]

64 (85.3) [75.3,91.7]

1.29 (1.08,1.55)

.007

Pedregal

9 (16.1) [8.5,28.3]

47 (83.9) [71.7,91.5]

1.27 (1.04,1.54)

.02

Not documented

4 (100.0)

—

Clinic

Age category, years
30–39

12 (7.4) [4.2,12.6]

150 (92.6) [87.4,95.8]

Ref

—

40–49

6 (4.9) [2.2,10.6]

116 (95.1) [89.4,97.8]

1.03 (0.97,1.09)

.38

50–59

9 (10.0) [5.3,18.2]

81 (90.0) [81.8,94.7]

0.97 (0.90,1.05)

.50

>60

2 (8.7) [2.1,29.6]

21 (91.3) [70.4,97.9]

0.99 (0.86,1.13)

.84

110 (70.1) [62.4,76.7]

47 (29.9) [23.3,37.6]

—

—

Not documented

Abbreviations: CI, confidence interval; HPV, human papillomavirus; VIA, visual inspection with acetic acid.
a
Excludes women < 30 years of age (n=4).
b
Excludes women who returned spontaneously (n=20).

This intervention
required only
moderate
appropriation of
staff time and use
of clinic phones.

cryotherapy, but treatment is not conditional on visual confirmation of lesions.20
This intervention required only moderate appropriation of staff time and use of clinic phones,
but we did not track detailed costs associated with
adding recall efforts to the cervical cancer screening approach in Honduras. ASHONPLAFA and
Ministry of Health personnel championed the
intervention and emphasized the importance
of recalling women and encouraged persistent
tracing. A costing study of cervical cancer
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screening in South Africa found that tracing activities reduced 12- and 24-month loss to follow-up
by nearly 30% and successfully engaging a woman for follow-up at 24 months was twice as expensive as at 12 months. However, at the time the
previous study was conducted (2005), this target
population did not have high mobile phone ownership, thus requiring community health workers
to make more resource-intensive home visits
compared to the clinic-based efforts described
here.7
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Our evaluation has demonstrated that the addition of a low-touch intervention in Honduras
captured 75% of women indicated for retesting.
Phone calls were successful and sufficient to reach
the majority of women, even in a setting where
mobile phone numbers frequently change. Few
women required follow-up through alternative
methods including SMS. Although a manual process of individual phone calls was successful in the
context of this particular project, it is important to
consider alternate and more automated communication channels when replicating and possibly
scaling up a similar intervention to reach a larger
number of women. Health information systems
such as the open source District Health Information Software 2 (DHIS2) or canSCREEN developed by the Australian VCS Foundation specific to
cancer surveillance have the option to flag patients
who are overdue for screening and auto-generate
recall reminders by SMS or phone call.

delivered at scale as part of a national screening
program. In health systems where specific appointment dates are set, reminder phone calls
placed in advance of a target date can also be
considered.

Limitations

Funding: This work was supported by the Bill & Melinda Gates
Foundation (Grant number OPP1086544). The findings and
conclusions contained within are those of the authors and do not
necessarily reflect positions or policies of the Foundation.

Women residing in the urban and periurban areas
included in our evaluation live in close proximity
to the health facilities that contacted them.
However, women’s ability to access services may
still be encumbered by the security situation and
community violence in Honduras. Thus, our
results may have limited generalizability to women residing in other settings, such as rural areas,
where access barriers are likely different.
The current evaluation did not include a comparison group, although less than 4% of the women included in our screening population returned
to the clinic for retesting on their own before receiving a reminder from clinic staff, suggesting
that a large number of women would not have initiated retesting in the absence of recall efforts.
Literature on the impact of reminder and recall
strategies for cervical cancer screening from
LMICs is limited. An evaluation of an automated
reminder system integrated into the national
health information system in Denmark found
that prompting general practitioners to remind
their female patients to return for 12-month
follow-up of abnormal cytology reduced loss to
follow-up by 48%.21 In low-resource settings that
do not yet have robust digital health information
systems, mobile health interventions, including
1- or 2-way texting platforms22 and apps, are currently under evaluation for retaining women in
the cervical cancer cascade and may offer a more
efficient, systematic, and cost-effective approach
than individualized phone calls, especially when
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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CONCLUSION
Surveillance and follow-up of abnormal screening
results is paramount to the success of an effective
cervical cancer screening program. As countries
scale up screening and treatment efforts, a reminder and recall system, such as the low-touch
phone reminders described here, should be included as part of a comprehensive cervical cancer
control strategy.
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and frontline health care personnel who carried out tracing, follow-up,
and treatment activities.

Competing interests: None declared.

REFERENCES
1. Cervical cancer. World Health Organization website. Accessed
November 18, 2019. https://www.who.int/cancer/prevention/
diagnosis-screening/cervical-cancer/en/
2. World Health Organization (WHO). Draft: Global strategy towards
eliminating cervical cancer as a public health problem. Accessed
April 2, 2020. https://www.who.int/activities/a-global-strategyfor-elimination-of-cervical-cancer
3. World Health Organization (WHO). WHO Guidelines for Screening
and Treatment of Precancerous Lesions for Cervical Cancer
Prevention. Geneva: WHO; 2013. Accessed August 13, 2019.
http://www.ncbi.nlm.nih.gov/books/NBK195239/
4. Cuschieri K, Ronco G, Lorincz A, et al. Eurogin roadmap 2017:
Triage strategies for the management of HPV-positive women in cervical screening programs. Int J Cancer. 2018;143(4):735–745.
CrossRef. Medline
5. Castle PE, Rodríguez AC, Burk RD, et al. Long-term persistence of
prevalently detected human papillomavirus infections in the absence
of detectable cervical precancer and cancer. J Infect Dis. 2011;203
(6):814–822. CrossRef. Medline
6. Gago J, Paolino M, Arrossi S. Factors associated with low
adherence to cervical cancer follow-up retest among HPVþ/cytology
negative women: a study in programmatic context in a low-income
population in Argentina. BMC Cancer. 2019;19(1):367. CrossRef.
Medline
7. Goldhaber-Fiebert JD, Denny LE, De Souza M, Wright TC, Kuhn L,
Goldie SJ. The costs of reducing loss to follow-up in South African
cervical cancer screening. Cost Eff Resour Alloc. 2005;3:11.
CrossRef. Medline
8. Holme F, Kapambwe S, Nessa A, Basu P, Murillo R, Jeronimo J.
Scaling up proven innovative cervical cancer screening strategies:
challenges and opportunities in implementation at the population

297

Successful Recall Efforts for Cervical Cancer Screening in Honduras

level in low- and lower-middle-income countries. Int J Gynaecol
Obstet. 2017;138 Suppl 1:63–68. CrossRef. Medline
9. Holme F, Jeronimo J, Maldonado F, et al. Introduction of HPV testing
for cervical cancer screening in Central America: the Scale-Up project. Prev Med. 2020;106076. CrossRef. Medline
10. Gobierno de la Republica de Honduras, Secretaria de Salud.
Protocolo Para el Tamizaje y Tratamiento de Lesiones Premalignas
Para la Prevencion del Cancer Cervicouterino. November 2015.
11. STATA [computer program]. Version 13.1. College Station, TX:
StataCorp; 2019.
12. Chidyaonga-Maseko F, Chirwa ML, Muula AS. Underutilization of
cervical cancer prevention services in low and middle income countries: a review of contributing factors. Pan Afr Med J. 2015;21:231.
CrossRef. Medline
13. Lim JNW, Ojo AA. Barriers to utilisation of cervical cancer screening
in Sub Sahara Africa: a systematic review. Eur J Cancer Care (Engl).
2017;26(1). CrossRef. Medline
14. Chorley AJ, Marlow LAV, Forster AS, Haddrell JB, Waller J. Experiences
of cervical screening and barriers to participation in the context of an
organised programme: a systematic review and thematic synthesis.
Psychooncology. 2017;26(2):161–172. CrossRef. Medline
15. Garrett JJ, Barrington C. ‘We do the impossible’: women overcoming
barriers to cervical cancer screening in rural Honduras–a positive
deviance analysis. Cult Health Sex. 2013;15(6):637–651. CrossRef.
Medline
16. Murillo R, Almonte M, Pereira A, et al. Cervical cancer screening
programs in Latin America and the Caribbean. Vaccine. 2008;26
Suppl 11:L37–L48. CrossRef. Medline

www.ghspjournal.org

17. Andrés-Gamboa O, Chicaíza L, García-Molina M, et al. Cost-effectiveness of conventional cytology and HPV DNA testing for cervical
cancer screening in Colombia. Salud Publica Mex. 2008;50
(4):276–285. CrossRef. Medline
18. Polman NJ, Veldhuijzen NJ, Heideman DAM, Snijders PJF,
Meijer CJLM, Berkhof J. HPV-positive women with normal
cytology remain at increased risk of CIN3 after a negative repeat
HPV test. Br J Cancer. 2017;117(10):1557–1561. CrossRef.
Medline
19. Toliman PJ, Kaldor JM, Badman SG, et al. Performance of
clinical screening algorithms comprising point-of-care HPV-DNA
testing using self-collected vaginal specimens, and visual
inspection of the cervix with acetic acid, for the detection of
underlying high-grade squamous intraepithelial lesions in
Papua New Guinea. Papillomavirus Res. 2018;6:70–76. CrossRef.
Medline
20. Maza M, Alfaro K, Garai J, et al. Cervical cancer prevention in El
Salvador (CAPE)-An HPV testing-based demonstration project:
changing the secondary prevention paradigm in a lower middleincome country. Gynecol Oncol Rep. 2017;20:58–61. CrossRef.
Medline
21. Kristiansen BK, Andersen B, Bro F, Svanholm H, Vedsted P. Impact of
GP reminders on follow-up of abnormal cervical cytology: a beforeafter study in Danish general practice. Br J Gen Pract. 2017;67(661):
e580–e587. CrossRef. Medline
22. Momany MC, Martinez-Gutierrez J, Soto M, et al. Development of
mobile technologies for the prevention of cervical cancer in Santiago,
Chile study protocol: a randomized controlled trial. BMC Cancer.
2017;17(1):847. CrossRef. Medline

En español
Alto seguimiento de mujeres VPH positivas en el tamizado de cáncer de cuello uterino en Honduras tras contacto recordatorio
Principales Conclusiones
 Para la mayoría de las mujeres a alto riesgo de lesiones precancerosas del cuello uterino, un recordatorio telefónico sobre la importancia de la visita
de seguimiento fue suficiente para una alta asistencia al año de la primera visita.
 El retorno en visitas de seguimiento fue muy inferior en las mujeres que necesitaron más de tres contactos telefónicos podría cuestionar la viabilidad
de esfuerzos adicionales en la captación de mujeres reticentes.
Principales Implicaciones
 El tamizaje cervical solo es efectivo si se aborda adecuadamente el manejo de las mujeres con resultados anormales del tamizaje. Es necesario que
los programas de tamizaje dispongan de un sistema de seguimiento robusto para conseguir un adecuado seguimiento en toda la cascada de eventos
que se origina en el tamizaje y tratamiento.
 Los programas de tamizaje deben de incluir recordatorios y estrategias de captación de las visitas de seguimiento para conseguir que los programas
de tamizaje sean exitosos.
RESUMEN
Parar retener a las mujeres que participan en programas de tamizaje del cáncer de cuello uterino en países de bajos recursos económicos es necesario
considerar esfuerzos que garantizen la continuidad de la atención que incluya un adecuado seguimiento de resultados anormales. El Proyecto ScaleUp implementó la prueba del virus del papiloma humano (VPH) para el tamizaje del cáncer de cuello uterino en las instalaciones de salud del sector
público en Honduras entre 2015 y 2019. Las mujeres que eran positivas para el VPH pero no tenían lesiones cervicales confirmadas visualmente recibieron instrucciones de regresar al centro de salud después de 1año para repetir la prueba de VPH. La evaluación actual evaluó la efectividad de las
estrategias de recuerdo para hacer que las mujeres regresen para volver a realizar la prueba. El personal de las clínicas participantes realizo llamadas
telefónicas recordatorias y seguimiento con SMS. En casos necesario se realizaron visitas a domicilio. Resumimos el número de contactos, el tipo de
contactos y el tiempo transcurrido hasta el regreso a la clínica, y utilizamos la regresión log-binomial para identificar los factores asociados con el
regreso a la clínica. Inicialmente, se identificaron 558 mujeres con una prueba VPH positiva pero que habían resultado tener prueba concomitante
de IVAA negativa y que según recomendaciones, necesitaban repetir la prueba de VPH después de 1 año. La edad promedio fue de 43.2 años. La
mayoría de las mujeres (98.6%) fueron contactadas con éxito y el 75.1% fueron sometidas a una prueba de seguimiento de VPH. La mayoría de los
contactos (65.4%) se realizaron a través de llamadas telefónicas y casi la mitad de las mujeres que regresaron a la clínica (42.9%) lo hicieron después
de un primer contacto. La media de días entre el contacto y la presentación en la clínica fue de 10.7 (desviación estandard: 14.7). Las mujeres que
requirieron tres o más intentos de contacto tenían un 21% menos de probabilidades de regresar para repetir la prueba del VPH (ratio de prevalencia:
0.79; intervalo de confianza del 95%=0.69,0.90, P<.001) en comparación con las mujeres que recibieron un solo contacto. Se concluye que en
Honduras las llamadas telefónicas recordatorias fueron muy satisfactorias para realizar un seguimiento adecuado y re-analizar a las mujeres para
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un posible persistencia del VPH. Se recomienda la introducción de esta intervención sencilla y de bajo coste como parte del seguimiento estandarizado
para retener a las mujeres durante la cascada de detección, manejo y tratamiento del cáncer de cuello uterino.
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Close to Home: Evidence on the Impact of Community-Based
Girl Groups
Miriam Temin,a Craig J. Hecka
Key Findings
n

Evaluations of community-based girl groups
(CBGGs) programs—sometimes called safe
spaces—reported positive effects on girl-level
outcomes that are independent of external factors
and suboptimal performance on health behavior
and health status.

n

The limited evidence available shows that
CBGGs have the potential to contribute to
adolescent girls’ empowerment; complementary
activities are needed to mitigate risk.

Key Implications
n

Program implementers should consider the role of
female mentor-led girl groups in improving
adolescent girls’ attitudes, beliefs, knowledge,
and awareness on health and gender.

n

Policy makers and funders should recognize that
to change behaviors and sustainably reduce risk,
CBGGs should be combined with action to
engage girls’ social environments and structures.

n

Researchers should conduct rigorous
implementation science and impact evaluation
studies of CBGGs to learn more about effective
practices and the likely impact of CBGGs for
vulnerable subpopulations of adolescent girls.

INTRODUCTION

G

overnments in countries that have populations of
median age under 251 face demographic pressure
as the result of infant mortality gains and high birth
rates. Their young age structures offer an unprecedented
opportunity for progress, which has stimulated global
commitment to adolescents and, in particular, adolescent girls. Although attention to adolescent girls in lowa
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ABSTRACT
Purpose: Community-based programming to promote gender equity, often delivered through community-based girl groups (CBGGs,
sometimes called “safe spaces”), is increasing. However, evidence
is weak on how CBGGs are implemented and their effect on adolescent girls’ health and well-being. We conducted a comprehensive
literature review to identify relevant CBGG programs.
Methods: The review included programs with impact evaluations
that used experimental or quasi-experimental design, data from
2 time points, control/comparison groups, and quantitative program effects and P values.
Results: We analyzed evaluations of 30 programs (14 randomized controlled trials, 16 quasi-experimental). Although program
designs varied, most programs targeted unmarried girls aged
13 to 18 years who were both in school and not in school, and
who met weekly in groups of 15 to 25 girls. Nearly all programs
used multisectoral approaches focusing on life skills and often
economic and financial content, such as financial literacy and
microsavings. Complementary activities with community members, boys, and health services were common. Across programs,
evaluations reported statistically significant effects (P<.05) the
majority (>50%) of times they measured outcomes related to gender and health attitudes and knowledge, education, psychosocial
well-being, and economic and financial outcomes. Measures of
outcomes related to girls’ health behaviors and health status had
majority null findings.
Conclusions: CBGG program evaluations found positive effects
on girl-level outcomes that are independent of external factors,
like gender norm attitudes, and suboptimal performance on
health behavior and health status, which rely on other people
and systems. This delivery model has promise for building girls’
assets. Complementary actions to engage girls’ social environments and structures are needed to change behaviors and health
status.

and middle-income countries (LMICs) has increased
dramatically,2,3 hundreds of millions of adolescent girls
still lack access to essential services and basic human
rights. Despite progress, globally 12 million girls are still
married as children annually,4 and in sub-Saharan
Africa, 35% of girls—versus 30% of boys—are not in
school.5
Girls at the highest risk of the worst outcomes—like
child marriage, early pregnancy, and HIV infection—
often miss the benefits of social sector programs because
of their socially isolated and marginalized status. Girls
who lack contact with schools, where youth programs
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often take place, also may be excluded from formal health and financial services and labor
markets. Adolescent girls with access to health facilities rarely receive adolescent-friendly services;
providers may overlook their specific health needs
or treat them insensitively.6
Some programs use community-based girl
groups (CBGG) to address risk for girls who are
hard to reach through formal delivery channels
like schools and health services. In CBGG programs, girls and young women meet regularly
with a leader (e.g., a mentor) who uses a variety
of pedagogical methods to address sexual and reproductive health (SRH), HIV prevention, life
skills, economic and financial outcomes, and other
topics.
CBGGs are proliferating across geographic
regions. For example, under the Determined,
Resilient, Empowered, AIDS-free, Mentored, and
Safe (DREAMS) Partnership to reduce HIV infections among adolescent girls and young women,
implementing partners in 14 countries in subSaharan Africa and Haiti use CBGGs to build adolescent girls’ and young women’s social and other
assets (e.g., cognitive, economic, health assets).7
Often, these are called “safe space” programs because they meet in community-based venues that
girls and parents perceive as safe and private,
which can reduce barriers to attendance and enable discussion of sensitive issues. The Population
Council tests the CBGG model based on a theory
of change that posits when multisectoral programs
address girls holistically, content is tailored to respond to heterogeneous girl segments, and group
meetings are accessible and mentor-led, they can
build girls’ protective assets and empower them
to reduce risk and increase opportunity in the
right environment.8
Increasingly, randomized controlled trial (RCT)
evidence joins the body of quasi-experimental
studies of CBGG programs, expanding both the
amount and type of evidence available. However,
this evidence is not always available to funders
and implementers in an accessible form they can
use to inform decision making. One explanation is
there has been little analysis of the evaluation evidence specific to CBGG programs, although they
are included in broader reviews.9–11 The time is
right to consolidate what is known about CBGGs
to help donors, researchers, policy makers, and
implementers make informed decisions regarding
funding, research, policy, and practice.12
To help fill the gap between evidence generation and evidence use, we conducted the firstever literature review focused on the evidence on
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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CBGG programs. We explored how programs with
CBGGs were designed and their effects. We also
identified questions that merit further research to
inform programming to empower girls and advance their well-being. By critically reviewing impact evaluation evidence on CBGGs in LMICs, we
aimed to answer 4 questions:
1.
2.

Girls at the
highest risk of the
worst health
outcomes often
miss the benefits
of social sector
program because
What design features do CBGGs with impact of social isolation
and
evaluations have?
marginalization.

What did those evaluations measure?

3.

What were the program effects on girls?

4.

What type of study designs generated which
results?

The literature on CBGG programs was subjected to rigorous selection, search, abstraction,
and analysis methods to produce a holistic, informed assessment of this program delivery model.

METHODS
Study Selection
We reviewed literature in search of evaluations of
programs that used group-based methods to deliver content to adolescent girls to build their life
skills and empower them. To be considered for
our analysis, the program had to include: (1) a
group of 10- to 19-year-old girls who met regularly (i.e., more than once); (2) a female mentor
who received dedicated training for the role; and
(3) a meeting venue located in a community setting rather than a formal institution (e.g., not hospitals or schools during formal classroom hours).
We considered group leaders as “mentors” if they
were at least slightly older than participants, consistent with the majority of programs in our sample; peer educators also were considered if they fit
our criteria.
Programs underwent 2 levels of screening to
be included in our analysis. The first screening
assessed if the evaluated program included the
elements described above. The second screening
focused on the rigor of the evaluation methodology. To clear this screening, study designs had to
have: an impact evaluation that used an experimental or quasi-experimental study design, data
collected at a minimum of 2 time points, an intervention and control/comparison group, and quantitative program effects and probability values
(P values). We also included descriptive publications (i.e., those that did not report P values) if
they provided supporting information about programs that were described in other papers in our
sample. Evaluations that constructed a post hoc
comparison group using statistical methods, such

We conducted the
first-ever
literature review
dedicated to
CBGG program
evidence.
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as propensity score matching, did not pass this
screening.
We limited our search to peer-reviewed and
non-peer-reviewed (gray) literature in English
published between 2000 and 2017.

Participants
In our review, we sought evaluations of programs
that targeted adolescent girls aged 10 to 19 years
who were married or unmarried. Programs with
young women (i.e., aged 20–24 years) were included only if adolescent girls also were enrolled.
For programs with older participants (i.e., aged
over 24 years), the analyses had to be stratified
by or controlled for age to pass our screening.
Programs that included adolescent boys and
young men also passed the screening if their analyses controlled for sex or disaggregated results.

Outcomes
To understand the programs’ operations and reported effects, we assessed both implementation
science and impact evaluation findings. The evaluations used a large variety of impact measures
across programs that encompassed both proximal
and distal effects on outcomes. Program evaluations relied heavily on self-reported data, and a
few used objective methods to measure the effects
(e.g., biomarker testing for HIV, herpes simplex virus 2 [HSV-2], pregnancy status; banking information about savings amounts; problem sets to gauge
numeracy and literacy levels).

Search Strategy
We searched for related publications and captured
them based on a review of titles, abstracts, and
summaries. To identify papers for our sample, we
consulted systematic and other reviews of evidence on interventions for adolescents11,13–16 and
3ie’s evidence gap map on adolescent SRH.17 We
also consulted research and journal databases
(e.g., Google Scholar, JSTOR, EBSCO’S Academic
Search Complete, POPLINE, and DeepDyve) using
key words including “girl-centered,” “safe spaces,”
and “mentor.” We also reviewed web sites of relevant implementing organizations with a history
of programming for adolescent girls in LMICs.
Programs outside LMICs were excluded.

Data Extraction
We extracted program details including: design features (country, setting); program aims; descriptions
of participant details (girls’ characteristics, mentor
qualifications); group characteristics (group size,
meeting frequency, program duration, topics
covered including health services and male
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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engagement activities); and evaluation details
(sample size, program effects).

Data Analysis and Synthesis
For reporting purposes, we created and defined effect categories based on the description in the evaluations and the stated program goals. To enable
the interpretation of the wide range of evaluation
results, we constructed 8 outcome domains that
aggregated the range of effects evaluated. The outcome domains are: (1) health beliefs and attitudes,
(2) gender beliefs and attitudes, (3) educationrelated outcomes, (4) psychosocial outcomes,
(5) health and gender knowledge and awareness
(6 of 7 on health), (6) economic and financial outcomes, (7) health-related behavior, and (8) health
status. If evaluations used multiple indicators to
assess the same outcome, we combined them into
1 aggregated effect per study. For example, in the
psychosocial outcome domain, social support is a
composite of numerous indicators: sociability,
number of friends, ability to go to girl/youth
groups, has at least 1 social safety net, social inclusion index, and others (Table 1).
Within each domain, we report beneficial—
statistically significant (a=0.05) changes in the
intended direction (i.e., protective direction
[<null value] for detrimental outcomes and positive direction [>null value] for advantageous outcomes)—and null (nonsignificant) measures for
each effect. We also assessed the total number of
times that evaluations measured effects in each
outcome domain across the programs. Analyzing
effect sizes was beyond the scope of the review.
We considered unintended effects as a statistically
significant change in the detrimental direction but
excluded them from the analysis.

Ethics
Since this study did not involve human subjects
research, we did not seek institutional review
board approval.

RESULTS
Literature Search Results
The initial review produced 183 manuscripts,
articles, and reports. The first screening eliminated
73 documents; we subjected the remaining
110 publications to the second screening and removed an additional 62 whose evaluation design
did not meet our requirements. This left 48 publications that reported on evaluations of 30 programs:
14 RCTs and 16 using quasi-experimental design
(Figure 1). The program details and reported findings for these programs are found in Table 2. Sixty
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TABLE 1. Community-Based Girl Group Program Effects by Outcome Domains
Reported Effect Measure(s):
Beneficial Out of Totala
Health beliefs/attitudes
Improved attitudes toward early pregnancy

2/2

Increased concerns about unprotected sex

2/2

b

Increased demand for health services

2/2

Affected their perceived vulnerability to HIV/AIDS

1/1

Improved attitudes toward female genital mutilation/cutting

1/1

Improved attitudes toward family sizes

2/3
10/11 (90.9%)

Gender beliefs/attitudes
Changed perception of gender roles and norms

7/8

Improved attitudes towards child marriage

5/6

Improved attitudes towards gender-based violence

4/7

Improved beliefs regarding girls' education

1/2

Improved attitudes towards girls’ economic empowerment

1/2
18/25 (72.0%)

Education-related outcomes
Improved numeracy skills

4/4

Increased vocational training

1/1

Reduced need for tutoring

1/1

Increased school enrollment

3/4

Improved literacy skills

2/4

Increased school retention

1/3

Increased grade attainment

1/3
13/20 (65.0%)

Psychosocial outcomes
Increased self-efficacy regarding condom use

2/2

Increased self-efficacy to assert opinions and concerns

6/7

Increased social support

c

7/9

Increased self-efficacy to seek out HIV testing

1/1

Increased autonomy when searching for a job

2/3

Increased mobility

4/10

Improved self-esteem

1/3

Reduced experience of gender discrimination

0/1
23/36 (63.8%)
Continued
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TABLE 1. Continued
Reported Effect Measure(s):
Beneficial Out of Totala
Knowledge/awareness-health
Increased HIV knowledge

9/12

Increased reproductive health knowledge

6/10

Increased STI knowledge

5/9

Increased menstrual regulation knowledge

1/2

Increased awareness of sexual and reproductive health and HIV

1/2

Knowledge/awareness-gender
Increased awareness of marital-related rightsd

2/4
24/39 (61.5%)

Economic and financial outcomes
Increased household assets

1/1

Decreased food insecurity

1/1

Increased monthly expenditures

1/1

Increased number of savings accounts (formal and informal)

7/8

Increased employment

5/6

Increased earnings

2/4

Increased savings amount

1/4

Increased financial literacy

0/3

Reduced dowry practices

0/2
18/30 (60.0%)

Health-related behavior
Increased secondary abstinence

1/1

Increased menstrual hygiene management

1/1

Increased utilization of violence treatment, support, and/or prevention services

1/1

Increased health service utilization

3/6

Reduced child marriage

3/8

Increased condom use

5/11

Increased contraceptive use

3/9

Delayed sexual debut

2/6

Decreased transactional sex

1/3

Decreased number of sex partners

1/7

Reduced drugs or alcohol misuse

0/1

Increased HIV testing

0/2
21/56 (37.5%)
Continued
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TABLE 1. Continued
Reported Effect Measure(s):
Beneficial Out of Totala
Health status
Improved self-rated health status

1/1

Decreased female genital mutilation/cutting

1/1

Decreased pregnancies

e

2/5

Decreased experience of physical violence

1/3

Decreased experience of sexual violencef

2/7

Decreased HSV-2 incidence

1/4

Delayed pregnancy

0/1

Decreased negative mental health outcomes

0/2

Reduced STI symptoms

0/3

Decreased HIV incidence

0/4
8/31 (25.8%)

Abbreviations: HSV-2, herpes simplex virus 2; STI, sexually transmitted infection.
a
Denominator=total number of times each effect was measured across all the programs. Numerator=number of times a measured effect was statistically significant
(i.e., beneficial). A program could not contribute to an effect’s denominator and numerator more than once. An aggregate total of the effect measures is presented
at the bottom of each domain.
b
For example, contraceptives and voluntary counseling and testing.
c
Social support includes increasing girls’ support from elders (e.g., family and non-family adults whom girls can turn to in need) and peers (e.g., social safety nets,
girls’ clubs, friends).
d
For example, detriments of child marriage and legal age of marriage.
e
This effect includes early, unintended, and current pregnancies.
f
Aggregates the measurement of indicators that described experiences of rape and indecent/unwanted touching by someone of the opposite sex, including a husband.

FIGURE 1. Results of Literature Search on Community-Based Girl Group Program Evaluations
Publications captured in program and
literature search (N=183)

Literature screened by program
components (N=183)

Literature excluded
(n=73)

Literature screened by study design
(n=110)

Literature excluded
(n=62)

Literature included in review (n=48)

30 Programs
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TABLE 2. Details of Final Sample of Community-Based Girl Group Programs, N=30
Country and
Program Name, Date

Group Characteristics and Content

Evaluation Details and Program Effectsa

Girls:

Met weekly, 2–3 hours, 18 months’

Sample size:

12–18 years old, in and out

duration

7,452 intervention (2,516 education arm,

Delay marriage among adolescent

of school, unmarried

Topics:

2,460 gender awareness arm, 2,476

girls by offering skills-building
approaches aimed at empowering

Mentors:
Local, young, slightly older than

Education arm: math and English tutoring livelihoods arm), 2,530 control/comparison
Effects:
(in-school girls), computing or financial

girls in 3 Bangladesh communities

participants

Setting

Program Design and Aims

Participant Details

The Bangladeshi

Bangladesh,

Randomized control trial

Association for Life Skills,

rural

Aims:

Income, and Knowledge for
Adolescents (BALIKA),18
2013–2015

training (out-of-school girls)

Increased health service utilization

with highest child marriage rates:

Gender-rights arm: Life skills training on

Increased menstrual hygiene management

Khulna, Satkhira, and Narail

gender rights and negotiation, critical
thinking, and decision making

Reduced child marriage
Improved numeracy skills

Livelihoods skills training arm: Training in

Increased school retention

computers, entrepreneurship, mobile

Increased school enrollment

phone servicing, photography, and basic
first aid

Reduced need for tutoring
Increased social support

All arms: Community engagement

Increased employment

activities, basic life skills, exposure to

Increased HIV knowledge

using computers and tablets

Increased RH knowledge
Increased STI knowledge
Improved attitudes toward child marriage
Improved attitudes toward GBV
Reduced dowry payments
Increased contraceptive use
Increased mobility
Reduced experience of gender
discrimination
Increased menstrual regulation knowledge
Increased awareness of marital-related rights
Changed perception of gender roles and
norms

Empowerment and
Bangladesh,
Livelihoods for Adolescents rural

Quasi-experimental
Aims:

Girls:
10–24 years old, in and

30 girls, met weekly, 2–3 hours
Topics:

Sample size:
322 intervention, 242 control/

(ELA): Bangladesh,19

Assess program’s usefulness in terms

out of school, married and

Health, life skills training, microfinance,

comparison

2005–2007

of delaying age of marriage, keeping unmarried

girls' rights, books, games

Effects:

girls enrolled in school, enhancing
sociability, and increasing mobility

Increased mobility
Increased social support

Mentors:
BRAC program supervisor

Increased earnings

and awareness about health issues

Increased savings amount
Increased financial literacy
Growing Up Safe &

Bangladesh,

Randomized control trial

Girls:

15 girls, 20 months’ duration

Sample size:

Healthy,20 2012–2013

urban

Aims:
Improve sexual and RH and rights,

10–35 years old, in and out of
school, married (15–29-years

Topics:
Life skills training, legal rights/GBV,

2,656 interventionb (1,910 female [15-19
years old], 746 male [18–24 years

reduce intimate-partner violence

old) and unmarried (10–14

referrals to health or legal services

old]),1287 control/comparisonb (952

among women and girls in urban

years old)

Also included:

female [15–19 years old], 335 male

slums, reduce child marriage

Mentors:
Observed leadership qualities,

Boys/young men engagement

[18–24 years old])
Effects:

rapport with community,

Decreased experience of physical violence

willingness to work on

Decreased experience of sexual violence

campaign activities

Reduced child marriage

Kishori Abhijan,21

Bangladesh,

Quasi-experimental

Girls:

Group characteristics information was

Sample size:

2001–2003

rural

Aims:
Promote a gender-equitable

10–19 years old, in and out of
school, married and unmarried

not specified
Topics:

1,901 intervention, 310 control/
comparison

Life skills training, legal rights, gender,

Effects:

environment where girls can broaden Mentors:
their choices, participate in

Employed at BRAC or Center for economic empowerment (savings

empowering social and economic
processes, and realize their potential

Mass Education and Science,
demonstrated experience and

as agents for social change

capacity working with adolescent

accounts, credit access)

Increased employment
Reduced child marriage
Increased school retention
Reduced dowry practices

girls
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TABLE 2. Continued
Country and
Program Name, Date
Ishraq,22–25 2001–2013

Setting

Program Design and Aims

Participant Details

Group Characteristics and Content

Evaluation Details and Program Effectsa

Egypt,

Quasi-experimental

Girls:

30 girls, met 4 days/week, 4 hours, pilot

Sample size:

rural

Aims:

13–15 years old (pilot), 11–15

for 30 months, scale-up for 20 months

Pilot: 453 intervention, 134

Create safe spaces where out-of-

years old (scale-up), out of

duration

control/comparison

school girls can learn, play, and
build self-confidence, improve out-

school (both phases)
Mentors:

Topics:
Life skills training, sports, livelihoods

Scale-up: 1,321 intervention, 539
control/comparison

of-school girls' knowledge and

Local, at least secondary school

training, domestic skills, legal rights, IDs/

Effects:

attitudes regarding transitions to

education

official documentation, financial

Decreased female genital

education, nutrition
Also included:

mutilation/cuttingc
Improved numeracy skillsImproved

Boys/young men engagement

literacy skills

adulthood (e.g., early marriage, RH,
and education)

Increased self-efficacy to assert opinions
and concerns
Increased RH knowledge
Improved attitudes toward child marriage
Improved attitudes toward family sizes
Improved attitudes toward female genital
mutilation/cutting
Changed perception of gender roles and
norms
Increased health service utilization
Increased mobility
Improved self-esteem
Improved attitudes toward GBV
Improved beliefs regarding girls'
education
Berhane Hewan,26

Ethiopia,

Quasi-experimental

Girls:

15–20 girls, unmarried girls met

2004–2006

rural

Aims:

10–19 years old, in and out of

5 days/week, married girls met weekly

650 interventionb, 736 control/

Improve educational attainment, RH

school, married and unmarried

Topics:

comparisonb

knowledge, contraceptive use, and
age at first marriage

Mentors:
10th grade education

Nonformal education, livelihoods training, Effects:
referrals to RH services
Increased contraceptive use

Sample size:

Reduced child marriage
Increased school enrollment
Increased HIV knowledge
Increased awareness of sexual and RH
and HIV/AIDS
Increased STI knowledge
Improved literacy skills
Increased grade attainment
Biruh Tesfa,27–29
2006–2016

Ethiopia,
urban

Met 5 days/week, 2 hours, 38 sessions
Topics:

Sample size:
Gondar: 767 intervention,b 405 control/

Increase social networks and support married and unmarried

Life skills, HIV counseling and treatment,

comparisonb

to poorest, most marginalized girls in Mentors:

financial literacy, vouchers for health care, Addis Ababa: 630 intervention, 646

Adult women from the
poorest urban areas of Ethiopia;
improve girls’ knowledge and skills to community

school materials

Quasi-experimental
Aims:

prevent HIV

Girls:
7–18 years old, out of school,

control/comparison
Effects:
Increased health service utilization
Improved numeracy skills
Improved literacy skills
Increased school enrollment
Increased social support
Increased HIV knowledge
Increased demand for health services
Increased HIV testing
Increased grade attainment
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TABLE 2. Continued
Country and
Setting

Program Design and Aims

Participant Details

Group Characteristics and Content

Evaluation Details and Program Effectsa

Better Life Options,30

India,

Quasi-experimental

Girls:

15–20 girls, met almost daily,

Sample size:

2006–2008

rural

Aims:

13–17 years old, in and

2 hours, 6–9 months’ duration

810 intervention, 228 control

Enhance girls' awareness of sexual

out of school, unmarried

Topics:

Effects:

and RH matters; build agency in
terms of mobility, decision making,

Mentors:
Young, educated, articulate,

Life skills training, livelihoods, sports

Increased mobility
Increased number of savings accounts

and sense of self-worth; foster

local, can manage big groups

Program Name, Date

(formal & informal)

egalitarian gender role attitudes;

Increased HIV knowledge

develop vocational skills and future
work aspirations; influence

Increased STI knowledge
Increased awareness of marital-related

perceptions about marriage and

rights

their ability to negotiate marriage-

Improved attitudes toward child marriage

related decisions and success in
delaying marriage and first

Changed perception of gender roles and
norms

pregnancy

Reduced child marriage
Increased self-efficacy to assert opinions
and concerns
Increased RH knowledge
Increased awareness of sexual and RH
and HIV

First-time Parents Project,

31

2003–2004

India,

Quasi-experimental

Girls:

8–12 girls, met monthly, 2–3

Sample size:

rural

Aims:
Develop and test integrated package

Mean age 19.4 years old, inschool status not reported, only

hours
Topics:

Diamond Harbour: 403
intervention, 259 control

of health and social interventions to

years of schooling completed,

Legal literacy, vocational training,

Effects:

improve married young women's

married

savings and credit management,

Increased self-efficacy to assert opinions

reproductive and sexual health
knowledge and practices, enhance

Mentors:
Staff of Child In Need Institute

pregnancy, gender, spousal
relationships

and concerns
Increased social support

their ability to act in their own

or Deepak Charitable Trust

Also included:

Increased STI knowledge

interest, and expand their social

Access and quality improvements of

Changed perception of gender roles and

support networks

health services

norms
Increased contraceptive use
Increased mobility
Improved attitudes toward GBV

Promoting Change in

India,

Quasi-experimental

Girls:

30 girls,

Sample size:

Reproductive Behavior

rural

Aims:

15–24 years old, in and out of

Phase 1 duration:

Phase 3: 2,171 intervention (1,382

Change beliefs of people 12–24
years old about RH/FP, challenge

school, married and unmarried
Mentors:

21 months (Patna)
24 months (Nawada)

female, 789 male), 1,050 control/
comparison (679 female, 371 male)

traditional behavior patterns of early

Semi-literate, known and

27 months (Nalanda)

Effects:

Phase 2 duration: Not specified

Increased contraceptive use

Phase 3 duration: 7 months
Topics:

Increased grade attainment
Increased mobility

in Bihar (PRACHAR),32–36
2001–2004

childbearing and inadequate spacing respected by community
between children, and promote
informed and healthy reproductive

members

behavior; change parents’ beliefs and

Sexual and RH, nutrition, spousal

Increased self-efficacy to assert opinions

influential community adults about

negotiation, gender norms

and concerns

RH/FP, provide knowledge to discourage early marriage of daughters, curb

Also included:
Boys/young men engagement, access

Increased autonomy when searching for a
job

pressure on young couples for early

and quality improvements of health

Increased number of savings accounts

childbearing, and encourage

services

(formal & informal)

adequate spacing of subsequent
children; increase use of

Increased HIV knowledge
Increased RH knowledge

contraceptives among young married

Increased menstrual regulation knowledge

couples, particularly to delay first child

Increased awareness of marital-related

until mother is mature, and to space
subsequent births by at least 3–5 years

rights
Improved attitudes toward child marriage
Improved attitudes toward early pregnancy
Increased demand for health services
Changed perceptions of gender roles and
norms
Reduced child marriage
Delayed pregnancy
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TABLE 2. Continued
Country and
Program Name, Date

Setting

Program Design and Aims

Participant Details

Group Characteristics and Content

Evaluation Details and Program Effectsa

Improving Learning

Kenya,

Quasi-experimental

Girls:

230 after-school sessions, 34 life skills

Sample size:

Outcomes and Transition

urban

Aims:

12–19 years old, in school

sessions

855 intervention, 416 control/comparison

to Secondary School

Promote access to and improve the

Mentors:

Topics:

Effects:

Study,37 2013–2015

quality of secondary education among 21–40 years old, completed
secondary school
girls who live in informal urban

Life skills training, homework support on
numeracy and literacy

Improved numeracy skills
Improved literacy skills

settlements
Nyeri Youth Health

Kenya,

Quasi-experimental

Girls:

Met weekly, 90–120 minutes, 4–8 weeks’ Sample size:

Project,38 1998–2000

urban and

Aims:

10–24 years old, in and out of

duration

2,504 interventionb (1,220 female, 1,284

rural

Delay sexual debut among sexually
inexperienced youth, prevent

school, unmarried
Mentors:

Topics:
Life skills training

male),905 controlb (472 female, 443 male)
Effects:

negative sexual health outcomes

Local, respected, well-known

Decreased number of sex partners

among sexually experienced youth,

adults and young parents

Increased secondary abstinence

create RH information and service
environment that was responsive to

Increased self-efficacy to assert opinions and
concerns

information and service needs of

Increased condom use

young people

Delayed sexual debut

Safe and Smart Savings,39 Kenya,

Quasi-experimental

Girls:

15–25 girls, met weekly, 30–90 minutes,

Sample size:

2008–2010

Aims:

10–19 years old, in and out of

16 sessions

615 intervention, 284 control/comparison

Develop, pilot test, and roll-out
individual savings accounts to girls

school, unmarried
Mentors:

Topics:
Financial education, RH information

Effects:
Increased mobility

belonging to girls' groups

Young women from community

urban

Increased autonomy when job searching

Program evaluation aims: Understand

Increased social support

the social, economic, and health
effects of participating in program

Increased number of savings accounts (formal and informal)

activities

Decreased experience of sexual violence

Tap and Reposition

Kenya,

Quasi-experimental

Girls:

15–25 girls, met weekly, 1–2 hours,

Sample size:

Youth,40 2001–2004

urban

Aims:

16–22 years old, out of school,

36 months’ duration

222 intervention, 222 control/comparison

Topics:

Effects:

Loan policies and procedures, business
advice, gender issues, team building,

Increased earnings
Increased number of savings accounts

Reduce adolescents’ vulnerabilities to married and unmarried
adverse social and RH outcomes by
improving their livelihood options

Mentors:
Must have worked in a

profession related to counseling, adolescent RH, life skills, HIV/AIDS

(formal and informal)

social work, business, health

Increased household assets

care, community development,
or business

Increased self-efficacy regarding condom
use
Increased HIV knowledge
Increased condom use
Increased savings amount
Increased RH knowledge
Increased STI knowledge
Improved attitudes toward girls' economic
empowerment
Improved attitudes toward GBV

iCuídate! Promueve tu
Salud (Take Care of

Randomized control trial
Aims:

Girls:
13–17 years old, in school

6–8 girls, met weekly, 6 hours, 2
consecutive Saturdays

Sample size:
394 intervention,d 314control/comparisond

Yourself! Promote Your

Increase use of condoms and other

Mentors:

Topics:

Effects:

Health),41 2002–2004

contraceptives, decrease risky sexual Trained

HIV/AIDS, health promotion, exercise,

Increased condom use

behaviors of Mexican youth

nutrition, substance abuse
Also included:

Increased contraceptive use
Delayed sexual debut

Mexico,
urban

Boys/young men engagement
Choices,42,43 2010

Nepal,

Quasi-experimental

Girls:

Met weekly, 2 hours, 3 months’ duration

Sample size:

rural

Aims:

10–14 years old, in school,

Topic:

309 intervention (148 female, 161 male),

Improve gender equity among very

unmarried

Gender norms

294 control/comparison (135 female, 159

young adolescents

Mentors:
18–24 years old, graduate of

Also included:
Boys/young men engagement

male)
Effects:

the clubs, community members

Improved attitudes toward GBV
Improved beliefs regarding girls' education
Changed perception of gender roles and
norms
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TABLE 2. Continued
Country and
Program Name, Date

Group Characteristics and Content

Evaluation Details and Program Effectsa

Setting

Program Design and Aims

Participant Details

Networks of Hope,44

South Africa,

Randomized control trial

Girls: 14–17 years old; enrolled 18 girls, met weekly, 60–90

2012–2014

rural

Aims:

in OVC programming

minutes, 13–16 weeks’ duration

785 intervention (375 female, 410 male),

For psychological intervention,

Mentors:

Topics:

229 control/comparison (110 female,

mitigate mental health problems;
for behavioral intervention, build

Trained lay adult (for
psychological intervention),

Life skills training, group therapy
Also included:

119 male)
Effects:

participants' HIV knowledge and

trained young adult from

Boys/young men engagement, access

Increased condom use

related skills; Both interventions

community (for behavioral

and quality improvements of health

Decreased number of sex partners

were situated within broader OVC
program offering educational and

intervention)

services

Delayed sexual debut

Sample size:

economic support to adolescents
and their families
Siyakha Nentsha,

45

2008–2012

South Africa,

Quasi-experimental

Girls:

Met 2–3 days/week, 1 hour, 2 years’

Sample size:

rural

Aims:
Powered to detect increased number

Grade 10-11, in school
Mentors:

duration
Topics:

359 femalee, 356 malee
Effects:

of participants who save money and

20–24 years old, recent

Life skills training, nutrition, rights,

Increased social support

knowledge of government social

secondary school graduates,

financial literacy, job readiness

Increased number of savings accounts

grants, decrease social exclusion,
increase interaction with formal

local

Also included:
Boys/young men engagement

(formal and informal)
Decreased number of sex partners

financial institutions, improve HIVprevention behaviors
Stepping Stones,46,47

South Africa,

Randomized control trial

Girls:

3 hours, 6–8 weeks’ duration

Sample size:

2003–2006

rural

Aims:

16–26 years old, in and out of

Topics:

1,409 intervention (715 female, 694

Life skills training,GBV, HIV counseling/
treatment, comprehensive sex education

male), 1,367 control/comparison (701
female, 666 male)

Reduce incidence of HIV and HSV-2 school
and improve sexual practices among Mentors:
youth in South Africa's rural Eastern

Same age or slightly older than

Also included:

Effects:

Cape Province

girls, had post-school

Boys/young men engagement

Decreased HSV-2 incidence
Decreased HIV incidence
Decreased pregnancies

qualification, open-minded and
gender sensitive

Decreased experience of physical violence
Decreased negative mental health outcomes
Decreased experience of sexual violence
Decreased transactional sex
Increased condom use
Decreased number of sex partners
Reduced drugs or alcohol misuse
Adolescent Development

Tanzania,

Randomized control trial

Girls:

Met 5 days/week, 2 hours

Sample size: 3,179f

Program,48 2009–2011

urban and
rural

Aims:
Improve human capital and

14–20 years old, in and
out of school, married and

Topics:
Sexual and RH, Life skills training,

Effects:
Increased number of savings accounts

financial market participation of

unmarried

livelihood training, microfinance/

(formal and informal)

young women by providing

Mentors:

microcredit, laws and rights

Changed perception of gender roles and

vocational training and information
on sex, reproduction, and marriage

Adolescent leader from same
community, few years older than

norms
Decreased pregnancies

girls

Reduced STI symptoms
Decreased experience of sexual violence
Increased condom use
Delayed sexual debut
Reduced child marriage
Increased school retention
Increased employment
Increased earnings
Increased savings amount
Increased HIV knowledge
Improved attitudes toward child marriage
Improved attitudes toward family sizes
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TABLE 2. Continued
Country and
Setting

Program Design and Aims

Participant Details

Group Characteristics and Content

Evaluation Details and Program Effectsa

Mabinti Tushike

Tanzania,

Quasi-experimental

Girls:

10–15 girls, met 1–2 days/week, 32

Sample size:

Hatamu!,49 2012–2015

urban and

Aims:

10–19 years old, out of school,

months’ duration

291 intervention, 357 control/comparison

rural

Reduce adolescent girls’ vulnerability married and unmarried

Topics:

Effects:

Life skills, income-generating activities,
GBV education, education

Increased condom use
Increased health service utilization

Program Name, Date

to HIV, pregnancy, and violence

Mentors:
19–23 years old, similar to
participants, recruited by local

Increased utilization of violence treatment,

government or advertisement

support, and/or prevention services
Increased vocational training
Increased self-efficacy to assert opinions
and concerns
Increased social support
Increased employment
Increased RH knowledge
Decreased negative mental health outcomes
Increased contraceptive use
Decreased number of sex partners
Delayed sexual debut
Increased mobility
Improved self-esteem
Increased financial literacy

Young Citizens Program,
2004–2005

50

Tanzania,
urban

Randomized control trial
Aims:

Girls:
9–14 years old, in and out

Met weekly, 2–3 hours, 28 weeks’
duration

Sample size:
313 intervention,g 300 control/

Increase youth participants' competencies

of school

Topics:

comparisong

so that they can plan and implement

Mentors:

Social ecology, citizenship, community

Effects:

integrated health promotion activities
that educate their communities and

Young adults, completed
secondary school, previous

health, HIV/AIDS knowledge
Also included:

Increased self-efficacy to assert opinions
and concerns

encourage them to take action toward

experience in youth-related

Boys/young men engagement

HIV/AIDS prevention, testing, and treatment HIV activities
Empowerment and

Uganda,

Randomized control trial

Girls:

Met 5 days/week, 2 years’

Sample size:

Livelihoods for

urban and

Aims:

14–20 years old, in and out of

duration

3,964 intervention, 2,002 control/comparison

Adolescents: Uganda,51
2008–2010

rural

Bolster girls’ cognitive and
noncognitive skills with: vocational

school, married and unmarried
Mentors:

Topics:
Life skills training, sexual and RH,

Effects:
Decreased experience of sexual violence

skills training to enable adolescent

From community, slightly older

vocational training, financial

Decreased pregnancies

girls to start small-scale income

than target girl population

literacy

Increased condom use

generating activities, life skills to
build knowledge and reduce risky

Reduced child marriage
Increased employment

behaviors

Increased monthly expenditures
Increased HIV knowledge
Increased RH knowledge
Improved attitudes toward child marriage
Improved attitudes toward early pregnancy
Improved attitudes toward family sizes
Changed perception of gender roles and norms
Reduced STI symptoms
Increased contraceptive use
Increased health service utilization
Increased school enrollment
Increased earnings

Safe and Smart
Savings,39,52
2009–2011

Uganda,
urban

Quasi-experimental
Aims:

Girls:
10–19 years old, in and out of

15–25 girls, met weekly, 30–90 minutes,
16 sessions

Sample size:
750 intervention, 312 control/comparison

Develop, pilot test, and roll-out

school, unmarried

Topics:

Effects:

individual savings accounts to girls

Mentors:

Financial education, RH information

Increased number of savings accounts

belonging to girls' groups
Program evaluation aims:

20–35 years old, reside in same
community as girls in group,

(formal and informal)
Increased HIV knowledge

Understand the social, economic,

interest in working with

Improved attitudes toward GBV

and health effects of participating in

vulnerable adolescent girls

Increased HIV testing

program activities

Increased mobility
Increased autonomy when job searching
Increased social support
Decreased experience of sexual violence
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TABLE 2. Continued
Country and
Setting

Program Design and Aims

Participant Details

Group Characteristics and Content

Evaluation Details and Program Effectsa

Suubi Project,53–58

Uganda,

Randomized control trial

Girls:

7 girls maximum

Sample size:

2005–2016

rural

Aims:

11–17 years old, in school,

Suubi: Monthly, 1–2 hours, 12 sessions

Suubi: 135 intervention (82 female, 53

Suubi: Improve health, mental health, unmarried

Suubi-Maka: Not specified

male),

Mentors:
and life chances of AIDS-orphaned
adolescents through microfinance and University students, tried to

SuubiþBridges: Monthly, 1 hour, 9 months’ 142 control/comparison (75 female, 67
male)
duration

Program Name, Date

Topics:

Suubi-Maka:179 intervention (117

Suubi-Maka: Improve orphaned

Child savings accounts, financial literacy,

female, 62 male),

adolescents' attitudes toward HIVpreventive practices and future cash

asset building, life skills, HIV prevention
Also included:

167 control/comparison (108 female, 59
male)

savings over time, as well as increase

Boys/young men engagement

SuubiþBridges: 913 intervention (398

economic empowerment

recruit graduates of program

their cash savings

female, 515 male),

SuubiþBridges: Develop ability to
identify future goals and educational

497 control/comparison (228 female,
269 male)

aspirations by building their self-

Effects:

esteem; Improve school attendance

Improved self-rated health

and grades, encourage hopefulness,
enhance safe sex decision making,

Improved self-esteem
Increased savings amount

and decrease sexual risk-taking

Increased HIV knowledge

behavior

Affected their perceived
vulnerability to HIV/AIDS
Increased concerns about unprotected sex
Improved attitudes toward girls' economic
empowerment

Exploring the World of

Vietnam,

Randomized control trial

Adolescents,59 2006

urban and
rural

15–20 years old, in and
Aims:
Increase knowledge about HIV, STIs, out of school, unmarried

Girls:

10 girls, met weekly for 2 hours, 10

Sample size:

sessions
Topic:

281 intervention (149 female,132 male),
317 control/comparison (167 female,

and pregnancy and contraceptives;

Mentors:

Life skills training

150 male)

improve perceptions related to

Trained, from the community

Also included:

Effects:

condom use and abstinence;
increase condom use response

Boys/young men engagement, access
and quality improvements of health

Increased HIV knowledge
Increased RH knowledge

efficacy; decrease intention to engage

services

Increased STI knowledge

in sex in the next 3 months
Focus on Kids,59,60

Vietnam,

Randomized control trial

Girls:

10 girls, met weekly, 2 hours, 10 sessions Sample size:

2001–2003

urban and

Aims:

15–20 years old, in and

Topic:

317 intervention (167 female, 150 male),

rural

Increase knowledge about HIV, STIs,
and pregnancy and contraceptives;

out of school, unmarried
Mentors:

Life skills training
Also included:

281 control/comparison (149 female,
132 male)

improve perceptions related to

Trained, from the community

Boys/young men engagement, access

Effects:

condom use and abstinence; increase

and quality improvements of health

Increased HIV knowledge

condom use response efficacy;
decrease intention to engage in sex in

services

Increased RH knowledge
Increased STI knowledge

the next 3 months
Adolescent Girls'

Zambia,

Randomized control trial

Girls:

20–30 girls, met weekly, 1–2 hours, 3

Sample size:

Empowerment

urban and

Aims:

10–19 years old, in and

years’ duration

3,104 intervention (1,043 safe space

Program,61,62

rural

Empower adolescent girls by instilling out of school, unmarried

Topics:

arm, 1,031 safe spaceþhealth voucher

them with social, health, and economic Mentors:
20–40 years old, completed
assets that they can draw upon to

Life skills training, savings account, health arm, 1,030 safe spaceþhealth
voucherþsavings account arm),
vouchers

2013–2016

reduce vulnerabilities and expand

grade 12, can speak and write

Also included:

1530 control/comparison

opportunities, thereby increasing their in English, experienced

Access and quality improvements of health Effects:

likelihood of completing school and
delaying sexual debut and reducing

services

Decreased transactional sex
Increased condom use

the risks of early marriage, unintended

Delayed sexual debut

pregnancy, and HIV acquisition

Increased STI knowledge
Improved attitudes toward GBV
Decreased HIV incidence
Decreased HSV-2 incidence
Increased mobility
Increased number of savings accounts
(formal and informal)
Increased financial literacy
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TABLE 2. Continued
Country and
Setting

Program Design and Aims

Participant Details

Group Characteristics and Content

Evaluation Details and Program Effectsa

Regai Dzive Shiri

Zimbabwe,

Randomized control trial

Girls:

20–30 girls, 4 weeks’ duration

Sample size:

Project,63,64

rural

Aims:

18–22 years old, in and

Topics:

2,319 intervention (1,241 female, 1,078

Reduce incidence of HIV and HSV-2

out of school, married and

HIV prevention, self-awareness and

male),1,353 control/comparison (1,352

and rates of unintended pregnancy,
improve knowledge, attitudes, and

unmarried
Mentors:

communication, rural development (risk
and body mapping, drama,

female, 1,001 male)
Effects:

behaviors related to gender issues,

School leaver in the year between storytelling, and role play)

HIV, and sexual risk

leaving school and starting

Also included:

Increased self-efficacy regarding condom

university

Boys/young men engagement, access
and quality improvements of health

use
Increased self-efficacy to seek out HIV

services

testing

Program Name, Date

2003–2007

Decreased pregnancies

Increased RH knowledge
Increased STI knowledge
Increased concerns about unprotected sex
Decreased HIV incidence
Decreased HSV-2 incidence
Reduced STI symptoms
Increased condom use
Increased contraceptive use
Increased health service utilization
Decreased number of sex partners
Increased awareness of marital-related
rights
Shaping the Health of

Zimbabwe,

Randomized control trial

Girls:

25 girls, 4–6 weeks’ duration,

Sample size:

Adolescents in Zimbabwe

urban

Aims:

16–19 years old, out of school,

additional 6 months duration for

158 intervention, 157 control/comparison

Improve sexual and structural risk
factors and decrease unintended

married and unmarried
Mentors:

livelihoods component
Topics:

Effects:
Increased employment

pregnancy and HIV and HSV-2

Self-selected adults

Life skills training, livelihoods, microgrants Decreased food insecurity

(SHAZ!) Project,65
2006–2008

Decreased HIV incidence

incidence among adolescent female

Also included:

orphans

Access and quality improvements of health Decreased HSV-2 incidence
Decreased pregnancies
services
Decreased experience of physical
violence
Decreased experience of sexual violence
Increased condom use
Increased contraceptive use
Decreased transactional sex
Decreased number of sex
partners
Increased social support

Abbreviations: FP, family planning; GBV, gender-based violence; HSV-2, herpes simplex virus 2; RH, reproductive health; STIs, sexually transmitted infections.
a
Italicized effects signify statistical significance [a=0.05]).
b
Evaluation used cross-sectional surveys to collect baseline and end line data; although, the methodology report didn’t contain details on matching or follow-up.
Based on the assumption that baseline and end line samples covered different people, we aggregated the number of respondents across both in the calculation.
c
Though female genital mutilation/cutting (FGM/C) significantly increased for participants in control group compared to intervention arm, the study cites differing
FGM traditions may be the reason, e.g., ages villages traditionally perform FGM/C. Difference between baseline and end line prevalence show most girls
(>50%) in program villages entered program already circumcised, while most girls in control villages (<40%) were not. This suggests control villages perform
FGM/C at later ages than program villages and the statistically significant difference-in-difference calculation between program and control villages might not be
attributable to intervention.
d
Evaluation reports more female than male participants (405 versus 303) but doesn’t report numbers of females/males in each arm.
e
Evaluation provides sex-stratified demographic information/analyses; doesn’t report numbers of females/males in each arm.
f
Total sample size for both intervention and control/comparison arm; evaluation doesn’t specify numbers for each.
g
Evaluation controls for sex in multivariable models but doesn’t report numbers of females/males in each arm.
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percent of programs took place in Africa (Eastern:
40%, Southern: 20%), and one-third occurred in
South/Southeast Asia.

Implementation Science Findings
Program design and the quality of implementation
influences program effects. The replication of a
program with proven efficacy may fail to have the
same real-world effect if not implemented with fidelity to the original design. Despite this, research
on design features is largely missing from the literature.10 We sought to fill this gap by collecting information on selected design features of programs
in our sample. To note, not every publication provided the same amount of program design, planning, and implementation details. In addition,
information was insufficient to compare the attributes of individual programs in our sample and
rigorously assess success factors.
The amount of information on design features
varied considerably. Of 30 programs, 16 reported
on the size and 21 on the frequency of group
meetings (Figure 2). The most common group
size was 15 to 25 girls, who typically met in groups
weekly for 1 to 3 hours. Although no clear pattern
emerged on program lifespan, nearly half of those
reporting this information operated for more than
a year. Information on girls’ actual participation is

needed to assess exposure; however, less than half
the programs reported this. According to that
information, programs retained an average of
75% of participants (definitions of retention varied
from 50% to 100% of sessions).
The information provided about coverage
revealed that the largest number of programs targeted unmarried girls aged 13–18 years who were
both in school and not in school; more programs
occurred in rural than in urban areas (14 rural,
9 urban, 7 in both; Figure 3). The limited details
about which girls the programs tried to reach
made it difficult to determine if they targeted girls
at highest risk of the outcomes they sought to address. For example, for HIV prevention, were the
girls who learned about condom self-efficacy the
same girls having unprotected sex with an older
partner? For child marriage prevention, were the
girls who learned about the risks of early marriage
the girls most likely to be married off?
Around one-third of programs reported that
they adapted aspects of program design to different girl segments. Underscoring the importance
of recognizing adolescent girls’ heterogeneity, participation and program effects varied between
types of girl. The subset of evaluations that disaggregated participation rates by girl segment (e.g.,

FIGURE 2. Frequency of Selected Design Features of Community-Based Girl Group Programs
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FIGURE 3. Frequency of Participants’ Features in Community-Based Girl Group Programs
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by age [10–14 years, 15–19 years], schooling and
marital status) found that younger girls attended
more frequently than older girls and unmarried
girls attended more frequently than married girls,
whose responsibilities and social expectations differ. The variation in participation points to the importance of disaggregating design features and
evaluation results for programs that target large,
diverse groups of girls—for instance, girls aged
10 to 19 years, or both girls in school and not in
school—which characterized around half the programs in the sample.
CBGG programs used a variety of interventions to deliver content to girls (Figure 4). In
addition to serving as a base for referrals and
community engagement, enhancements may
have influenced outcomes for girls. All but 4 programs included content on life skills. Only
2 of the 30 programs restricted themselves to a single content area; in 17 programs, mentors combined life skills training with activities related to
economic and financial outcomes, like income
generation skills, financial literacy training, and
access to microsavings or cash transfers. Nearly
one-third of programs included activities to
strengthen access to and/or quality of health services, such as health vouchers. Programs also included recreational activities such as sports and
games. Across different content areas, regular
group meetings built social support with mentors
and peers to reduce social isolation. To
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complement the girl-centered content and promote an enabling environment, program staff
used varied tactics to engage community members, local leaders, families, and male partners.
Programs recruited female mentors who
often were local to the program community.
Although most mentors were lay people, 4 programs recruited professionals from relevant fields,
such as teachers and program staff. A schooling
qualification was common, primarily secondary
school graduation or the local equivalent. The
mentors received specific training for their role;
among those reporting this information, mentor
training lasted 5 days or longer, and a few programs conducted refresher training following the
initial mentor training. Despite the central role of
mentors in this program model, reports rarely included details like selection criteria, job descriptions, and training strategies.

Program Effects
Distribution of Program Effects by Outcome
Domain
Assessment of Evidence Base. Table 1 presents
the total number of times that evaluations measured the effects in each outcome domain across
programs. Figure 5 shows the amount of evidence
available for each domain and the number of
times those outcomes were measured; a program
contributes 1 “time reported” (i.e., the y-axis) per
effect (e.g., increased mobility). Evaluations measured multiple outcomes and, therefore, could
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FIGURE 4. Types of Girl-Centered Content in Safe-Space Style Programsa
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Nearly all programs addressed multiple content areas.

FIGURE 5. Distribution of Community-Based Girl Group Program Effects by Outcome Domaina,b
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Abbreviations: Quasi, quasi-experimental; RCT, randomized controlled trial.
a
Beneficial = Reported statistically significant (a=0.05).
b
Null = Reported non-significant (a=0.05).

be counted more than once per domain. For example, an evaluation could contribute 2 times
reported to the psychosocial outcomes domain if
its evaluation measured both mobility and social
support. Health-related behavior was the most
frequently measured domain, followed by
Global Health: Science and Practice 2020 | Volume 8 | Number 2

knowledge and awareness on health and gender,
then psychosocial outcomes and health status.
Figure 5 also shows the reported beneficial and
null effect measures. In absolute terms, evaluations reported the largest number of beneficial
measures for knowledge and awareness on health
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and gender, followed by psychosocial outcomes,
then health-related behavior, economic and financial outcomes, gender beliefs and attitudes,
education-related outcomes, health beliefs and
attitudes, and health status.
The number of beneficial effect measures in
each outcome domain is not strictly comparable
because the quantity of reported measures varied
between domains. For example, programs had
more opportunity to display changes in healthrelated behaviors than education-related outcomes because more reported on the former than
the latter. To avoid biased interpretation, it is more
informative to compare the number of beneficial
measures with the overall number of measures
(beneficialþnull) within each domain. In relative
terms, programs reported more (i.e., >50%) beneficial measures than null ones for beliefs and attitudes about health and gender, education-related
outcomes, psychosocial outcomes, knowledge and
awareness on health and gender, and economic
and financial outcomes. Programs reported fewer
(<50%) beneficial measures for health-related
behaviors and health status. Results for each domain are detailed below in order of the proportion
of beneficial effect measures, from most to least
relative benefits.
Review of Evaluations and Their Effects.
Figure 5 differentiates effects by study design. It
indicates the likelihood that results are generalizable given that results of RCTs are more robust
than other designs, although all impact evaluations in the sample met our criteria for rigor (as
described above). To note, most effects on health
status, health-related behavior, and knowledge
and awareness were measured in RCTs, and quasiexperimental studies focused heavily on psychosocial outcomes. Across all outcome domains,
quasi-experimental studies reported more beneficial measures than RCTs.

Program Effects by Outcome Domain
Health Attitudes and Beliefs
Programs focused on topics that threaten girls’
growth and development, such as early pregnancy
and female genital mutilation/cutting, to shift
their attitudes about their health. Seven programs
sought to change girls’ health beliefs and attitudes;
in total, 91% of the effect measures reported a significant change in the intended direction, making
this the domain with the highest proportion of
beneficial measures (Table 1).
The evaluation of Ishraq, a program in Upper
Egypt to empower adolescent girls and improve
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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their knowledge and attitudes to promote healthy
and safe transitions to adulthood, reported that
it improved girls’ attitudes toward performing
female genital mutilation/cutting on their daughters in the future.22 Regai Dzive Shiri was a cluster
RCT to reduce HIV among Zimbabwean youth
who were in school and not in school through
work with community members, clinic staff, and
young people. Its evaluation reported that it increased girls’ concerns about unprotected sex
(Table 2).63,64

Gender Attitudes and Beliefs
Programs aimed to shift participants’ beliefs
and attitudes toward a more egalitarian stance by
addressing practices like child marriage and
gender-based violence (GBV). Twelve programs
aspired to change girls’ attitudes and beliefs regarding gender; collectively, 72% of this domain’s
effect measures were beneficial (Table 1).
Program evaluations reported improvements
in girls’ attitudes or perceptions toward GBV, child
marriage, and gender roles and norms. For example, an evaluation of Choices, a curriculum-based
program to shift gender-related attitudes and
behaviors in rural Nepal, reported that the program reduced girls’ acceptance of GBV.42 An evaluation of Better Life Options, a life skills education
program in Uttar Pradesh, India, reported that it
improved girls’ attitudes toward child marriage
(Table 2).30

Education-Related Outcomes
Programs aimed to improve education-related
behaviors (e.g., school enrollment) and skills
(e.g., numeracy). Evaluations of 10 programs
assessed education-related effects and reported
beneficial effects 65% of the time they were measured (Table 1).
Overall, program evaluations reported improvements in girls’ numeracy skills and increases in
school enrollment. In Ethiopia, Biruh Tesfa worked
with marginalized girls to improve educationrelated outcomes. Among participants with no formal schooling, the evaluation reported that the program increased girls’ numeracy and literacy scores.27
An evaluation of the scale-up of Ishraq reported that
girls’ reading comprehension and multiplication
skills improved (Table 2).23

Psychosocial Outcomes
Evaluations used a variety of indicators to track psychosocial outcomes, which include self-efficacy,
mobility, autonomy, and social support, as well as
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experience of gender discrimination. Evaluations
of 19 programs reported psychosocial outcomes,
and 64% of these effect measures were statistically
significant. Proportionally, more than half of the
measures of girls’ self-efficacy regarding SRH
behaviors, such as condom use and HIV testing,
social support, and assertiveness were beneficial
(Table 1).
The evaluation of BRAC’s Employment
and Livelihood for Adolescents program—which
aimed to reduce child marriage, keep girls in
school, and increase girls’ peer socialization in
Bangladesh through income generation and
group activities—reported that it increased girls’
mobility.19 The Young Citizens Program in
Tanzania used education and community mobilization to strengthen very young adolescents’
agency in planning and implementing health promotion activities related to HIV. The evaluation
reported that it increased girls’ efficacy to assert
their thoughts and opinions with peers and
adults.50 Also in Tanzania, the evaluation of
Mabinti Tushike Hatamu!, a program to reduce the
vulnerability of girls who were not in school,
reported that it increased the number of girls who
said that community leader requested their opinion (Table 2).49

Knowledge and Awareness about Health and
Gender
Seventeen programs aspired to improve girls’
knowledge about health topics, like HIV and marriage-related rights. Their evaluations reported
beneficial effect measures 62% of the time, with
more success on knowledge measures related to
health (63%) than to gender (50%). Evaluations
reported more beneficial effects regarding HIV and
reproductive health knowledge than regarding sexually transmitted infection (STI) and menstrual
regulation knowledge and awareness of marriagerelated rights (Table 1).
An evaluation of the Suubi & Bridges Project, a
Ugandan peer mentorship program to protect AIDSorphaned adolescents against HIV and STIs by
providing culturally appropriate HIV information,
reported that the program increased HIV knowledge.53 In India, Promoting Change in Reproductive
Behavior (known as PRACHAR) in Bihar aimed to
increase contraceptive use and delay pregnancy.
Although it reportedly increased reproductive health
knowledge, it did not succeed in delaying first pregnancy (Table 2).32
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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Economic and Financial Outcomes
Evaluations of 15 programs measured economic
and financial outcomes and reported beneficial
measures 60% of the time. The effects with the
highest proportion of beneficial measures were increasing girls’ employment, savings accounts, and
household assets, as well as decreasing food insecurity. The results related to girls’ earnings were
mixed (i.e., 50% beneficial), and according to the
evaluations, no program reduced dowry practices
(Table 1).
The evaluation of the Shaping the Health of
Adolescents in Zimbabwe (known as SHAZ!)
Project, which aimed to prevent HIV among adolescent girls through structural interventions,
reported that it increased girls’ receipt of their
own income.65 Siyakha Nentsha was a 2-armed intervention in South Africa to improve girls’ and
boys’ economic well-being that provided training
on life skills, HIV/STI prevention, and social capital building. One arm also received household financial management and small business planning
(financial education arm) and another received
training in sexuality, reproductive rights, and
stress and violence reduction (stress management
arm). The evaluation reported that Siyakha
Nentsha increased the number of savings accounts
(stress management arm) and girls’ interaction
with banks (financial education arm) (Table 2).45

Health-Related Behavior
Nineteen programs sought to improve behaviors,
especially those related to SRH (e.g., transactional
sex, condom use). Collectively, 38% of the effect
measures reported for this domain were beneficial. Effects that were beneficial every time they
were measured included: increased secondary abstinence; menstrual hygiene management; and
violence treatment, support, and/or prevention
services. One-third of the programs included complementary activities to improve access to and quality of health services; however, evaluations
reported that health service utilization significantly
increased only 50% of the time it was measured.
Child marriage significantly decreased nearly
40% of the times it was measured according to
evaluation reports. Most program evaluations
reported null effects for girls’ number of sex partners, transactional sex, condom use, sexual debut,
and contraceptive use (Table 1).
Although well under half of this domain’s
measures were beneficial (38%), individual programs reported notable changes in health
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behavior. The Bangladeshi Association for Life
Skills, Income, and Knowledge for Adolescents
(known as BALIKA) program aimed to reduce
child marriage using weekly girl-only meetings
combined with different topics across 3 study
arms. The program’s evaluation reported that it decreased the odds of child marriage across all 3 arms:
girls in the tutoring arm had the lowest odds of
marriage before the age of 18.18 The evaluation of
Networks of Hope, a multi-arm South African program to reduce HIV risk by improving psychological
and behavioral outcomes, reported that it increased
girls’ consistent condom use.44 In a rare example of
a longitudinal effect measure, the evaluation of a
Mexican program, Cuídate! Promueve tu Salud,
reported that it increased participants’ age at first
sex in a 4-year follow-up survey (Table 2).41

Health Status
Evaluations of 11 programs (8 were RCTs) assessed
changes in health status using self-reports and biomarkers. Few evaluations reported statistically significant improvements in health status effects, such
as experience of physical violence and HSV-2 incidence; of the times evaluations measured improved health status, only 26% were beneficial.
The 4 programs that measured HIV incidence did
not report a decrease. Evaluations reported that
measures of decreasing girls’ experience of sexual
and physical violence were null more often than
beneficial. No programs reported mental health
improvements or STI reductions (Table 1).
Stepping Stones is a program to improve sexual health with participatory learning to build
knowledge, risk awareness, and communication
skills. Its evaluation reported that the program
reduced HSV-2 incidence.46 The evaluation of
Growing Up Safe & Healthy in Bangladesh, which
used a multipronged delivery model including
male groups, female groups, and community mobilization, reported it decreased girls’ experience
of physical and/or sexual violence (Table 2).20

DISCUSSION
The expanding evidence base on CBGGs enables
an analysis of their effects across programs and
countries. Notably, the size of the evidence base
varies for each outcome domain and limits comparability between the summaries of impact. The
variation reflects funding patterns for CBGGs,
which are dominated by HIV prevention, explaining the preponderance of health behavior measurement. The results only describe what was
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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measured, which may or may not encompass all
the changes resulting from the programs. For
these reasons, the relative assessment, which indicates how the program did in relation to its aims, is
more informative than the absolute assessment.
Different types of study designs in our sample
yielded different types of results. In general, the
RCTs emphasized outcomes that could be objectively measured in the domains of health status
and behavior (albeit mostly self-reported). The
quasi-experimental evaluations tended to emphasize outcomes that are more complex to measure,
such as psychosocial outcomes and attitudes.
Evaluations of programs using CBGGs reported
improvements in girls’ attitudes and beliefs about
gender and health; boosts in educated-related outcomes, such as numeracy and school enrollment;
and increases in girls’ economic and psychosocial
assets. They also reported positive effects on knowledge and awareness about health and gender. In
general, these results suggest that CBGGs appear
to have more potential to impact individual outcomes than outcomes that rely on a group.
Theoretically, all of these are along the causal pathway to good health.
Despite the reported boost that programs gave
mediating factors that theoretically improve
health behavior and health status, reports of program performance on behavior and health status
is mixed. For instance, condom use increased less
than half the times measured (5 of 11) and contraceptive use increased one-third of the times measured (3 of 9). Only one-quarter of reported
measures of girls’ health status (e.g., experience
of physical or sexual violence, fertility, STI incidence) were statistically significant, and child
marriage practices improved just under half the
time that evaluations measured them (3 of
8 times). These results are not unexpected given
that attitudes and knowledge change faster than
behavior and, ultimately, health status.66
The theoretical pathway to health behavior
change is well-documented and offers possible
reasons that changes in mediating factors did not
consistently translate into behavior change and
better health within evaluation time frames.
Explanations relate to girls’ locus of control and
program and study designs.67,68 First, the main
benefits of CBGG programs reflect changes that
are internal to girls—for example, attitudes toward child marriage, demand for health services,
self-esteem, and literacy. In general, effects are
weaker on outcomes that rely on factors external
to girls—such as condom use, HIV testing, child
marriage, and health service utilization. This

The main CBGG
program benefits
to girls appear to
be internal
changes, such as
attitudes toward
child marriage
and self-esteem.
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difference may reflect inequitable interpersonal
relationships; weak access to transport, finances,
services; and other socioeconomic factors that
impede girls’ ability to exercise their voice, choice,
and control over behaviors and, consequently,
their health and well-being. Notably, most programs with CBGGs included activities to engage
community members that theoretically have the
potential to reduce barriers to behavior change.
However, details on community engagement
and its influence on girl-level outcomes was
rarely reported in the impact evaluations in our
sample.
Second, related to study and program design,
participation rates varied between different subpopulations of girls. This may have led to mixed
effects for different girl segments that reported
results may have masked. For instance, if younger
girls participate more in meetings than older girls,
they may derive more benefits that may not appear in a summary effect measure.61 Zambia’s
Adolescent Girls’ Empowerment Program documented more participation among younger and
rural participants than older and urban ones; not
surprisingly, the evaluation found that younger
unmarried girls benefited more than older married girls. 61 Given their central role in delivering
content in CBGGs, mentor performance is another
important mediator of effects masked by aggregated results. The scant evidence available on mentor
quality indicates that mentors’ own characteristics
and the quality of their performance is a major
source of variability in girls’ participation and impact. 61 Aggregated results of impact evaluations of
programs for diverse groups of girls (e.g., girls aged
10–19 years in school and not in school) and mentors risk eclipsing effects for some subsets of participants in the absence of disaggregation.
Third, related to study design, when and what
outcomes the impact evaluations measured influenced our results. The types of outcome measures
that dominated impact evaluations and the data
collection instruments used may not have been
adequate to capture the types of changes that
CBGGs are most likely to bring about. In addition,
most evaluations captured short-term effects after
programs ended; they rarely returned to measure
long-term impact. A few notable exceptions include Mexico’s Cuídate! Promueve tu Salud, where
researchers returned 4 years after activities ended
to assess the durability of effects. Most young adolescents are not yet sexually active; given the possibility that younger participants attend more
regularly than older ones, it is conceivable that
the most active CBGG participants faced the least
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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behavioral risk within evaluation time frames.
This would limit the likelihood of evaluations
finding sexual behavioral and health effects.
Long-term follow-up would reveal if benefits endure and these girls reduce behavioral and health
risks as they age or if benefits wash out over time.

Limitations
The summary of CBGGs effects is informative.
However, limited evidence and the lack of comparability between studies make these results preliminary. The small size of the evidence base, as
well as the tremendous variability in the study
designs, implementation features, and outcomes
measured, prevented us from conducting a metaanalysis, which would have enabled us to assess
effects across programs. More evidence, including
from implementation science research, would
shed light on the most promising design features,
making the practical implications of impact evaluation results clearer. In addition, too few multicomponent studies compared different combinations of
interventions and content to enable a detailed assessment of attribution. For example, we could not
assess the effect of group-level changes resulting
from community engagement activities that may
have influenced girl-level effects.
Although the literature review was comprehensive, it was not a systematic review; as a result,
we may have missed relevant evidence. The tendency to favor positive results in publications
may have led us to overestimate the benefits of
CBGGs. Additionally, evaluations relied heavily
on self-reported information, which introduces
the possibility of social-desirability and recall
biases. Finally, although the RCTs were designed
to reduce the risk of selection bias, it is possible
that girls who joined CBGG programs and participated regularly differed from nonparticipants and
dropouts in ways that influenced the likelihood of
impact.

SUMMARY AND IMPLICATIONS FOR
PROGRAMS, POLICIES, AND
RESEARCH
Most CBGGs in our sample included 20 (6 5) girls,
met weekly for more than an hour, and lasted for a
year or longer; they frequently combined life skills
training with content to promote economic and financial outcomes, such as financial literacy or access to microfunds/bank accounts. Providing girls
with an opportunity to build social connections
with peers and mentors in a safe space has intrinsic
value. Furthermore, the evaluations in this review
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indicate that programs with these characteristics
can use locally recruited female mentors to build
girls’ economic and psychosocial assets; improve
their attitudes, beliefs, knowledge, and awareness
on health and gender; and enhance educationrelated outcomes. Enhancements found in many
programs like community engagement and health
services strengthening may have influenced the
impact of the CBGGs on girls.
These results suggest that CBGGs have more
potential for benefits that may contribute to girls’
empowerment than to their health in the near
term. Girls’ empowerment, which encompasses
their voice, choice, and control over key aspects
of their lives, can increase their likelihood of growing into successful, healthy adults.69,70 Empowerment is a critical development goal in itself that
can position girls to make decisions and affect outcomes of importance to themselves, their families,
and their communities—especially when the social environment supports these changes. Beyond
direct benefits, a girl’s empowerment can affect
other aspects of her health and well-being. As girls
gain voice, choice, and control, in the context of
an enabling environment, over time they may
benefit from improved outcomes, including
delayed marriage and pregnancy, reduced violence, better health, more education, and greater
learning. Ultimately, these positive shifts may improve girls’ and women’s well-being and life
chances and reduce the intergenerational transmission of poverty.
These results have implications for research.
As the evidence on CBGGs grows, future studies
should assess the types of girl-level changes
CBGG programming is most likely to bring about,
including neglected outcomes such as mental
health and nutrition. More evidence would enable
a rigorous comparison—such as a meta-analysis—
of how this program model performs on key
outcomes, like child marriage, relative to other
interventions, which would make an important
contribution to the evidence base. Ensuring impact evaluations are robust and illuminate program methodology and outcome measurement
is paramount; using comprehensive research
reporting standards and guidelines can help.71,72
Future evaluations also should consider using triangulation techniques (i.e., comparing selfreported information to records) or supplemental
data collection methods (e.g., direct observation)
to validate self-reported responses.
Questions remain about how to use the platform
that CBGGs provide to best protect and empower
adolescent girls in their communities. How do effects
Global Health: Science and Practice 2020 | Volume 8 | Number 2
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vary between different girl segments, and which girl
segments are the most important to target (e.g., unmarried, younger girls) for broad changes over time
and into the next generation? This program delivery
model has salience for married girls, who often are
socially isolated and facing high risk, but few impact
evaluations included them. Other questions on the
effects of CBGGs include how durable effects are
and if they wash out over time.
Given increased investment in CBGGs, evidence is needed on their scalability, such as the
minimum package of elements required to have
an effect. Evaluations of layered combinations of
interventions would be informative. Other questions on designing for scale relate to the optimal
design model in real-world conditions: the ideal
dosage or level of exposure; duration; group size
and composition; mentor qualifications and skills;
and the cost of retaining quality, effectiveness, and
cost-effectiveness as coverage expands. For an enabling environment, how can girl programs effectively engage and mobilize boys, men, and other
community members? What are effective tactics
for institutionalizing CBGGs within existing government systems, including health systems, for
sustainability?
Community-based programming can offer a
way to reach adolescents who are out of school, disengaged from formal labor markets, and who rarely
use health services. Given that excluded adolescents
often face the highest risks of the worst outcomes,
assessing the potential of targeted CBGG programs
to reach these subpopulations is vital to understand
their potential for equity and cost-effectiveness.
More impact evaluations should disaggregate results
to reflect adolescent heterogeneity, as well as determining what add-ons are required to reach and retain the most excluded girls.
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