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1 Introduction
This survey was designed to identify, document, and share information on the integration of community-based family planning (CBFP) services into maternal and child health (MCH) programs by CORE Group member organizations. The survey objective was to generate a set of recommendations directed to the CORE Safe Motherhood/Reproductive Health (SMRH) Working Group and USAID on information, tools and other publication resources, and guidance that is needed to mobilize and support organizations to integrate CBFP into their community-focused MCH programs. In support of this objective, the survey explored:

· details of individual organization’s CBFP programming; 
· programmatic linkages between CBFP and MCH and possible entry points for integration; 
· the real and perceived barriers to CBFP integration; and 
· organizational experiences, including innovations, tools, and lessons learned, with integration of CBFP and MCH.
The purpose of this report is to provide USAID and the CORE SMRH Working Group with survey results and analysis, and a set of recommendations and next steps to be taken to facilitate the integration of CBFP and MCH. 
Participants in this survey were invited to respond based on their organization’s previous funding through either the Flexible Fund or the Child Survival Health Grants Program (CSHGP) and, therefore, they cannot be seen as representatives of all organizations who have or could be implementing either family planning and/or maternal and child health services. The data, however, illustrate the consistency of experiences with integration and barriers to its implementation as it relates to CBFP which occur across organizations and programs. 

In this report, we present a summary of data collected during August and September, 2010.  

2 Methodology

The survey tool used was designed with technical input from The CORE Group, ICF Macro, and USAID. The questionnaire consisted of forty-five (45) questions divided into the following five sections:

1. Background Information

2. CBFP Programming

3. CBFP Integration

4. Barriers to CBFP Integration

5. Best Practices / Recommendations
The survey tool had both quantitative (closed) and qualitative (open-ended) questions. Please refer to Appendix A for the full survey tool used.
The survey was available online for two weeks (August 16-31, 2010) via SurveyMonkey. Participants received an individualized email invitation that requested their response to the online survey. This invitation included a personal link to the survey, which allowed the survey administrator to individually track who had and had not responded. Periodic reminder emails were sent to participants who had not responded throughout the two weeks that the survey was live online. Participants were allowed to complete the online survey on their own schedule and were not required to complete the entire survey at one time. 
SurveyMonkey and Excel were used to analyze quantitative answers. Key qualitative themes were identified in open-ended questions using content analysis techniques. In order to obtain more contextual data about each organization’s experience, all individuals who indicated that they had a lesson learned, tool, best practice, or success story to share about integration received additional follow-up questions by email. In certain cases, these questions led to additional discussions between the respondent and the survey administrator. Responses gathered through this follow-up process are included as Appendix D.
Core survey themes and preliminary findings were further discussed in person with attendees at a breakout session during the CORE Fall Meeting held in Washington, DC September 14-15, 2010. 
The online survey, follow-up questions, and in-person discussions were all conducted in English regardless of the native language of the respondent.
3 Survey Sample

The pool of survey participants was drawn from a database of current and past Child Survival Health Grants Program (CSHGP) and Flexible Fund grantees. Mia Foreman (ICF Macro) provided email contact information for at least one headquarters and one field representative of each organization represented in the active database. Table 1 indicates the organizations that were invited to participate in the survey (52 total), their funding source, and whether or not at least one staff member responded to the survey. Please note that this organizational list does not distinguish between headquarters or country offices/programs. Rather, it reports all offices operating under the same organizational name in aggregate.

As seen in Table 1, twenty-nine (29) organizations (56% of those invited) participated in the survey. Of note, almost all the organizations (11 of 13) invited who have received funding through the Flexible Fund participated in the survey.
Table 1. Organizational Participant List
	
	
	
	Funding

	
	Organization
	Responded
	Flex Fund
	CSHGP

	1
	ADRA
	Y
	X
	X

	2
	Adventist Health Services
	Y
	X
	 

	3
	Aga Khan Foundation
	Y
	 
	X

	4
	AME-SADA
	Y
	 
	X

	5
	CARE
	Y
	 
	X

	6
	CEDPA
	Y
	X
	 

	7
	ChildFund International
	Y
	X
	X

	8
	Concern Worldwide
	Y
	 
	X

	9
	CRWRC
	Y
	 
	X

	10
	Curamericas
	Y
	 
	X

	11
	Food for the Hungry
	Y
	 
	X

	12
	Global Health Action
	Y
	 
	X

	13
	GOAL
	Y
	 
	X

	14
	Haitian Health Foundation
	Y
	 
	X

	15
	Health Alliance International
	Y
	X
	X

	16
	HealthPartners
	Y
	 
	X

	17
	HealthRight International
	Y
	 
	X

	18
	Helen Keller International
	Y
	 
	X

	19
	International Relief and Development
	Y
	 
	X

	20
	International Rescue Committee
	Y
	 
	X

	21
	Medical Care Development International
	Y
	X
	X

	22
	Medical Teams International
	Y
	 
	X

	23
	Mercy Corps
	Y
	 
	X

	24
	PLAN
	Y
	X
	X

	25
	PSI
	Y
	X
	X

	26
	Save the Children 
	Y
	X
	X

	27
	WellShare International
	Y
	X
	X

	28
	World Relief
	Y
	 
	X

	29
	World Vision
	Y
	X
	X

	
	TOTAL Responded
	29
	
	

	30
	ACTS
	N
	 
	X

	31
	Africare
	N
	 
	X

	32
	American Refugee Committee
	N
	X
	X

	33
	AMREF
	N
	 
	X

	34
	Catholic Relief Services
	N
	 
	X

	35
	Center for Human Services
	N
	 
	X

	36
	Counterpart International
	N
	 
	X

	37
	Episcopal Relief and Development
	N
	 
	X

	38
	Fair Foundation Bangladesh
	N
	X
	 

	39
	FOCAS Haiti
	N
	 
	X

	40
	Future Generations
	N
	 
	X

	41
	Hope Worldwide
	N
	 
	X

	42
	IAID Philippines
	N
	 
	X

	43
	INMED
	N
	 
	X

	44
	International Aid
	N
	 
	X

	45
	International Eye Foundation
	N
	 
	X

	46
	Mercy Corps
	N
	 
	X

	47
	PATH
	N
	 
	X

	48
	Project Concern International
	N
	 
	X

	49
	Project HOPE
	N
	 
	X

	50
	Relief International
	N
	 
	X

	51
	Salvation Army (SAWSO)
	N
	 
	X

	52
	World Relief Canada
	N
	 
	X

	
	TOTAL Invited
	52
	
	


In addition to these 29 participating organizations, three additional organizations had staff members respond to the survey – the Diocese of Northern Uganda, Consejo de Salud Rural Andino, and the Child Survival Project – Chikankata. It is possible that these organizations are sub-grantees of another organization invited to participate and received the invitation as a forward from the prime partner. The total number of organizations participating in the survey, therefore, was thirty-two (32).
From within the 52 formally invited organizations (see Table 1), 176 individuals received individualized email invitations to respond to the survey. Based on information provided by Ms. Foreman, 53 of these individuals were headquarters organizational contacts and 123 were field contacts. Twenty-two (22) of the invitations emailed to field contacts bounced. Therefore, the total number of individuals receiving an invitation to the survey was 154.
Fifty-one (51) people responded to the survey, which is a 33% response rate. Thirty-eight (38) of the surveys started were fully completed. Participants in the online survey were evenly distributed among their organization’s headquarters office (35%), country head office (37%), and field office (28%). Almost half of the respondents (45%) self-identified their primary role at their organization as being in program design and management, and over three-quarters (76%) are with an organization that has implemented a community-based family planning program since 2002.
Please see Appendix B for a full listing of individuals participating in the survey, including organizational affiliation, primary office assignment, and email address; see Appendix C for a list of individuals who attended the 2010 CORE Fall Meeting small session to discuss preliminary survey findings and contribute additional perspective and comments on core survey questions and themes.

4 Results and Discussion
CBFP Integration
“Integration” is a term with varying definitions and applications in the field. Respondents were asked to share how “integration” is defined in their organization and programs, regardless if they integrate community-based family planning (CBFP) and maternal and child health (MCH) or any other health programs. 

Respondents identified the following elements of integration in their definitions. The percent of respondents including each element is noted in parentheses; these percentages were determined by a content analysis of all responses (n=46). Illustrative quotations of each integration element, as provided verbatim by participants, are also included.

· Coordination (70%): “Incorporation of different programs into one holistic package that can be easily delivered by an individual at the community level so as to avoid duplication due to parallel programs.”
· Single, combined service (22%): “The Supermarket, or all inclusive service.” 

· Convenience (15%): “A process whereby different but related health programs are brought together and implemented in a coordinated fashion for the same beneficiaries at the same time so that the beneficiaries can access all of them at the same time.”
· Expanding access (11%): “To take the opportunity offered by a service already delivered, often in routine, to ‘’vehicle’’ the delivery of another new service.”
· Affordability (9%): “Collaboration and combination of all activities related to health promotion and diseases prevention to obtain optimum coverage and cost effectiveness.”
· Improving Quality (7%): “Incorporation of one element into another (FP into HIV, FP into MCH, HIV into FP etc) so that the resulting combination is an improved, more accessible service package for the user.”
To assure all participants were applying the same definition of “integration” in their answers to the survey questions, the following definition of “integration” (adapted from Management Sciences for Health) was provided: “Integration generally means two or more types of services previously provided separately being offered as a single, coordinated, and combined service. Integrating CBFP services can be a means of improving the quality of service delivery, expanding access to services, or making services affordable and convenient to clients.” Although each component of this definition is reflected in participant definitions, the overwhelmingly dominant element of integration from the survey respondents’ perspective is coordination.
Among respondents whose organization has implemented a CBFP program since 2002, 86% integrate CBFP with MCH. 
Respondents were provided with a list of entry points for integration of CBFP and MCH and asked to choose all entry points they considered to be effective for CBFP/MCH integration. See Figure 1 for data on effective entry points as determined by online survey participants.

Figure 1. Effective Entry Points for CBFP/MCH Integration
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“Community health workers (CHWs) trained FP methods and counseling” and “postpartum FP” were identified most often by respondents as effective entry points for CBFP and MCH integration. Of note, 100% of headquarters respondents felt that these two entry points are effective for CBFP/MCH integration. Additional effective entry points suggested included: nutrition and infant and young child feeding (IYCF) counseling, post abortion care, and family health promotion.
Although not labeled as “ineffective,” the following entry points were least often chosen as effective: sick child visits (53%), PMTCT (71%), and VCT/HCT (71%). As such, we consider them “less effective.” In explaining why they felt these entry points were less effective, participants had the following to say.
· Sick child visits: “When a child is sick, mothers are too upset to be able to understand or retain FP messages, plus the child is upset and likely crying - not a constructive environment for counseling.”
· PMTCT: “PMTCT is primarily to ascertain pregnant mothers HIV status and ensure she can access appropriate services if HIV positive. FP should be discussed after HIV status is determined…”
· VCT/HCT: “HIV/AIDS counseling and testing is usually a tense and stressful moment for many people. Adding in issues of FP may not be the most appropriate time.” 

Entry points for the integration of CBFP and MCH were further discussed by attendees of the breakout session at the CORE Fall Meeting. This group also considered what makes an entry point less effective. This group agreed that certain aspects of a service delivery point (SDP) can make that SDP less effective as an entry point for CBFP; for example: 

· Group service settings (e.g. child health days) eliminate confidentiality;

· Situations in which you only have the mother present (e.g. sick child visit) preclude couples counseling; 
· Untimely delivery of a FP message (e.g. VCT positive results, 24-hour postpartum period) decreases receptiveness to that message.
Barriers to CBFP Integration
Barriers to integration of community-based family planning services (CBFP) into existing maternal and child health (MCH) programs were pre-grouped into five categories: organizational, programmatic, clinical, donor/funding, health systems/policy. Participants were asked to rank these barriers on a scale of 1-5 with 1 representing the smallest obstacle to the successful integration of CBFP and MCH and 5 being the largest obstacle. Ranking results were then cross-tabulated with primary office assignment and rating averages were used to order the results (see Table 2). 
Table 2. Barriers Ranking, by Primary Office Assignment
	 
	Headquarters Office
	Country Head Office
	Field Office

	1 - Smallest
	Organizational
	Organizational
	Organizational

	2
	Programmatic
	Programmatic
	Programmatic

	3
	Health Systems/Policy
	Clinical - Donor/Funding
	Donor/Funding

	4
	Donor/Funding
	
	Clinical

	5 - Largest
	Clinical
	Health Systems/Policy
	Health Systems/Policy


Interestingly, those staff working in country feel that health systems and policy barriers are greater than clinical, yet those working from headquarters identify clinical barriers as the greatest.

Ranking results were also cross-tabulated with whether or not the respondent’s organization has implemented a CBFP program since 2002.  Again, rating averages were used to order the results from the smallest to largest barrier (see Table 3).

Table 3. Barriers Ranking, by Implementation of CBFP Program since 2002
	
	CBFP Program since 2002?

	
	YES (n=38)
	NO (n=12)

	1 - Smallest
	Organizational
	Organizational

	2
	Programmatic
	Programmatic

	3
	Donor/Funding
	Health Systems/Policy

	4
	Health Systems/Policy
	Clinical

	5 - Largest
	Clinical
	Donor/Funding


Organizational and programmatic barriers are consistently selected as the smallest obstacle to implementation of an integrated CBFP/MCH program, regardless of primary office assignment or recent implementation of a CBFP program. 
Among those organizations that have implemented a CBFP program since 2002, clinical factors are the largest barrier (see Table 3). Not surprisingly, funding (presumably, the lack thereof) is the largest barrier to integration experienced among those that have not implemented a CBFP program since 2002. These organizations may struggle to identify or access any FP funding as demonstrated by the lack of any CBFP program in the last eight years. If we eliminate “donor/funding” from the equation, then the ranking of the barriers is identical between the two groups (smallest to largest): organizational – programmatic – health systems/policy – clinical. 
Within each of the five barrier categories, respondents shared what they felt were the specific obstacles (real or perceived) that they experience to integration of CBFP and MCH in their programs. See Figure 2 for those obstacles most often selected by participants, sorted by barrier category.  The barrier categories are labeled alphabetically in Figure 2: organizational (A), programmatic (B), clinical (C), donor/funding (D), health systems/policy (E). 

Figure 2. Main Obstacles to Integration, Sorted by Barrier Category
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Similar to data presented in Tables 2 and 3, Figure 2 indicates that the obstacles most often cited as barriers to successful integration of CBFP and MCH are clinical (commodity stock-outs) and health systems/policy (the lack of budgeted government resources for CBFP). 
When given an opportunity to discuss other barriers experienced, a statistically insignificant number of respondents mentioned a barrier that did not fall into one of the five barrier categories provided. Other barriers discussed included cultural, religious, political, and physical access barriers. 

Best Practices / Recommendations
4.1.1 Integration Tools

Figure 3 presents those resources suggested by respondents as helpful to facilitating integration. The percentage noted after each resource was determined by a content analysis of all responses (n=41). Only those suggestions with at least four responses are included in Figure 3.
Figure 3. Suggested Resources to Help Facilitate Integration
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The resource predominantly requested by respondents is training resources for local partners and staff (presumably to address programmatic barriers), yet the main barriers to integration were identified as clinical and health systems/policy barriers. The suggested resources seemingly do not match with the identified barriers. 

Less than half (46%, n=19) of respondents use any tools to guide their CBFP/MCH integration. Tools used range from specific frameworks to general books and guides. Specific tools currently being used include:
· Frameworks: Postpartum FP Framework (ACCESS-FP, JHPIEGO), 7-11 Framework (World Vision), Birth Preparedness and Complication Readiness matrix (JHPIEGO), Partnership Defined Quality methodology;
· Job Aides: CHW flipcharts, GATHER counseling tools, service checklists;
· Training curricula (written and pictorial) for CHWs, TBAs, CORPs, community health agents;
· Books: FP Global Handbook, Where Women Have no Doctor, Helping Health Workers Learn;
· Guides, modules, case studies published by WHO, USAID, FHI, local MOH , and other partners; and
· Integrated monitoring tools.
Attendees of the breakout session at the 2010 CORE Fall Meeting discussed this list of existing tools, then provided additional tools, materials, or resources that could be provided to facilitate CBFP/MCH integration. Suggestions included training in community-level supply chain management, IEC/BCC tools adaptable to local context, community level barrier analysis tools, and a FP-specific COPE qualitative assessment tool. Each of these falls into the same category as that resource most requested by online survey respondents: training resources for local partners and staff (see Figure 3). In addition, small group discussions during the breakout session produced several suggestions on possible resources that could combat the healthy systems and policy barriers identified by the online survey respondents.  Such suggestions included policy and advocacy guides, guides for overcoming programmatic and policy challenges, and an evidence-based FP advocacy framework adaptable by country or context.
4.1.2 Recommendations

Respondents were requested to recommend possible actions that various stakeholders, specifically USAID/Washington, USAID in-country Missions, CORE Group, and individual organizations could take to facilitate integration of CBFP and MCH. Thirty-eight (38) individuals provided recommendations. Recommendations were analyzed and categorized into major themes. Recommendations, by stakeholder, are presented in Figures 4-7. Only those recommendations mentioned by at least four respondents are included in these figures.
The top recommendation made to USAID/Washington was to increase the mandate for FP in funded program designs (see Figure 4). Such a mandate could involve including FP integration in requests for applications (RFAs), earmarking a portion of funded project budgets for FP, and requiring that FP activities be included in MCH, child survival, and nutrition proposals.
Figure 4. Recommendations for USAID/Washington
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Other recommendations made to USAID/Washington that are not reflected in Figure 4 include supporting the scale-up of CBFP, being flexible and open to FP, strengthening FP supply chains, and strengthening health systems.
Respondents would most like to see USAID Missions provide technical assistance on the integration of CBFP services into MCH programs and share information with and among implementing partners (see Figure 5). Similar to USAID/Washington, respondents would also like to see USAID Missions increase their mandate for FP in program designs.
Figure 5. Recommendations for USAID Missions
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Additional recommendations made to USAID Missions were to strengthen local health systems, train service providers/NGOs in integration, be open and flexible to FP, facilitate NGO/government collaboration, and scale up successful integration programs in-country.
The top recommendation for how CORE Group can facilitate the integration of CBFP and MCH is to facilitate and share resources, such as tools, best practices, and models with its membership (see Figure 6). Suggestions on how CORE Group should do this include devoting sessions (Elluminate, Spring and Fall Meeting) to integration, facilitating experience sharing between countries and between NGOs, and disseminating successful (and failed) models, lessons learned, and tools to CORE members.
Figure 6. Recommendations for CORE Group
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Other recommendations for CORE Group not reflected in Figure 6 include piloting integration programs, scaling up successful integration programs or strategies, mobilizing resources for integration, and coordinating and harmonizing interventions among members.
Finally, respondents recommended actions that could be taken by their own organizations to facilitate the integration of CBFP and MCH within their programs (see Figure 7).
Figure 7. Recommendations for Organizations
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Participants also mentioned the following actions (not reflected in Figure 7) for their organizations to take to facilitate CBFP/MCH integration: pilot integration programs to demonstrate feasibility; scale-up successful integration programs or strategies; coordinate with in-country partners to maximize resources; and promote integration internally by initiating dialogue, emphasizing integration in the organizational mission, and encouraging project coordination.
Of note, although conducting operations research (OR) is a recommendation to organizations, albeit one recommended by a small number of individuals, less than one-quarter (24.3%, n=9) of survey respondents have conducted any “implementation research” on FP.
4.1.3 Best Practices
Best practices, success stories, innovations, and lessons learned by individuals (and their organizations) were collected and are presented in full in Appendix D. Since the sample size of those who provided such information is so small, it is difficult to draw any overarching themes. However, the organizational experiences and anecdotes are illustrative and useful in their own right. 
5 Conclusions
Recommendations

Based on survey findings, interviews, and small group discussions, the following recommendations are made to promote the integration of CBFP services into MCH programs as implemented by non-governmental organization (NGO) partners.  Regardless of the specifics of each particular recommendation made here, the overarching recommendation is that prior to developing anything new, significant attention should be paid to revitalizing, updating, and revising existing tools and materials to make them relevant for the current family planning environment.

The primary target audience for each of the recommendations below is partners’ program design, management, and implementation staff.  Fundamentally, we need to consider what we want these individuals to know about FP and integration to enable them to successfully integrate CBFP and MCH in their programs. 
Recommendation #1: Simplify existing FP101 and PDME curricula
The existing FP101 and PDME curricula are excellent training materials. However, the length of the training limits the opportunities for exploring some topics more in-depth. Furthermore, much of the information and skills provided in the FP101/PDME training are needed by lower level staff that face daily obstacles to implementation in the field, yet the training is too complex for these staff to easily grasp the concepts. Training sections or topics should be adapted to be stand-alone modules in order to make the FP101/PDME curriculum further accessible and applicable to program staff. The original curriculum and training program should not be eliminated, rather the modules should be considered as accompanying training materials. Organizations will then be able to choose singular modules that they can use to for in-house training of their staff locally.
Expansion of certain sections to explore certain topics more in-depth, namely problem-solving and improving the enabling environment, may positively contribute to successful integration of CBFP. Resources on these topics exist from previous projects such as SEATS (problem-solving), and ESD and ACCESS-FP (improving the religious environment).

Consideration should also be paid to developing a version of the FP101 curriculum appropriate for use with community-based workers.
Recommendation #2: Provide resources to address reality of bottom-up supply chains
Clinical barriers, specifically commodity stock-outs, were noted as one of the primary barriers experienced by programs in integrating CBFP. Many countries operate with a “pull system” for contraceptive commodities. Such pull systems create a bottom-up supply chain, and these supply chains are often dysfunctional (as demonstrated by stock-outs). Resources, possibly training materials, should be provided to programs on how to function within and improve these bottom-up supply chains to reduce the incidence of contraceptive stock-outs in their catchment areas.
Recommendation #3: Conduct a gap analysis of existing CBFP and integration job aides
Although some job aides were gathered from CORE members during this survey process, it was not a comprehensive collection of all existing materials. The first step to this recommendation is to make a call for job aides.  A compilation of all job aides will enable a gap analysis to be conducted on what is available and what is missing. A discussion should be undertaken to determine what job aides various cadres of workers – CHW, project field staff, supervisors, etc – really need in order to execute their project responsibilities effectively. Based on the gap analysis, necessary job aides may need to be developed or refined.  Job aides (and other tools gathered and/or developed) should then be shared with CORE members and other implementing partners (see recommendation #4).
Recommendation #4: Create a singular, comprehensive compendium of existing CBFP materials
One difficulty faced by many in the field is finding information and resources when they are needed. Although Knowledge 4 Health (K4H) has the mandate to create a virtual library of resources, it is unknown whether this library is complete.  This recommendation is not to duplicate what has already been started by K4H, but rather to do a gap analysis of the resources contained within K4H on FP and integration and recommend additional materials that should be included in K4H’s online database. Any materials gathered during the call for job aides process (see recommendation #3) should be considered for inclusion in K4H. Furthermore, there needs to be a concerted effort to inform CORE members and implementing partners of K4H, the resources available, and how to upload, download and otherwise access materials.  
Recommendation #5: Adapt POLICY Project policy guides to fit within FP context
Project implementers need access to advocacy resources that can guide them in addressing hurdles they face in-country.  The POLICY Project has extensive resources that could be appropriate if only adapted slightly to fit within the FP context.  This adaptation can simply be adding a quarter-page success story on FP to the existing policy guides and updating the guide language to be FP specific.
Recommendation #6: Provide accurate information on entry points for CBFP integration
The less effective entry points for integration of CBFP into MCH programs uncovered through the online survey do not match with existing research. For example, PMTCT was not considered by many survey respondents as an appropriate time to discuss FP, although published literature states otherwise. Such inaccurate information at implementation level could be preventing integration to a certain degree, therefore it is recommended to provide partners with accurate information on appropriate and effective entry points for CBFP. This information could possibly be provided via technical reference materials (see recommendation #7), K4H (see recommendation #4), or another delivery method.
Recommendation #7: Develop TRMs for CBFP integration
Technical reference materials (TRMs) need to be developed on integration.  Such TRMs should include information on appropriate service delivery points (SDPs) for FP in a CSHGP project.
Next Steps

Immediate next steps to be taken based on the recommendations presented in this report are:

1. Grade recommendations according to several criteria, including: ease of implementation, time required for completion, and necessary resources.  

2. Prioritize recommendations based on outcomes from step #1. 

3. Choose recommendations to be implemented based on prioritizations from step #2.

4. Develop a timeline for implementation of each recommendation chosen in step #3.

5. Identify and designate a responsible individual(s) to lead implementation of each recommendation chosen in step #3.  

In addition, survey data and reports should be shared with online and in-person participants in the survey process, the CORE Safe Motherhood and Reproductive Health Working Group, and the CORE Group membership at large. 
Appendix A – Survey Instrument
Thank you for choosing to complete the CBFP/MCH Integration Survey for CORE Members.  

The objective of this survey is to generate a set of recommendations directed to the CORE Safe Motherhood / Reproductive Health (SMRH) Working Group and USAID on information, tools and other publication resources, and guidance that is needed to mobilize and support organizations to integrate community-based family planning (CBFP) into their community-focused maternal and child health (MCH) programs.   

We estimate it will take you 20-30 minutes to complete this survey, depending on your level of CBFP/MCH activities.  You do not have to complete the entire survey at one time.  

The survey consists of 5 sections: 

1) Background Information

2) CBFP Programming

3) CBFP Integration

4) Barriers to CBFP Integration

5) Best Practices / Recommendations

Thank you for taking the time to complete this survey.  Your responses will certainly be valuable in this process.

SECTION 1. Background Information
Q1. Your name: _______________________________

Q2. Your organization: _______________________________

Q3. What is your primary office assignment?

· Headquarters office

· Country head office

· Field office

Q4. What is your position within your organization?  Please select that which most closely describes your primary role. [choose one]

· Executive

· Program Design and Management

· Program Implementation

· Technical Assistance

Q5. Your specific job title: _______________________________

Q6. We plan to follow-up with select respondents by phone to gather additional information pertaining to this survey.  If selected, what is the phone number we should use to reach you between August 16 and September 3, 2010?  

SECTION 2. Community Based Family Planning Programming

We use the following definition of a community-based family planning program in this survey.

A community based family planning (CBFP) program brings family planning (FP) information and methods to women and men in the communities where they live.  A CBFP program increases access to and choice of FP services in underserved areas.  

A CBFP program may include activities to achieve any or all of the following objectives: 

· To improve family planning knowledge and interest among communities;

· To provide quality family planning counseling and services at the community level;

· To ensure access to family planning where people live; 

· To mobilize communities to change behaviors; and

· To improve the social and political environment in favor of family planning.
Q7. According to this definition, since 2002, has your organization implemented a CBFP program(s)?

· Yes

· No [SKIP TO Q9]

The following series of questions (Q7a-f) asks about your CBFP program(s) implemented since 2002, including any CBFP program(s) currently being implemented.  

Q7a. Please indicate the funding source(s) of your CBFP program(s): [check all that apply]

· The Child Survival and Health Grants Program (CSHGP)

· The Flexible Fund

· USAID Mission

· Other (please specify): _______________

Q7b. Please indicate the region(s) in which you are implementing a CBFP program(s): [check all that apply]

· Sub-Saharan Africa

· North Africa

· Europe and Eurasia

· Asia

· Middle East

· Latin America and the Caribbean

· U.S. domestic program

· Other (please specify): _______________
Q7c. What is the target population of your CBFP program(s)? [check all that apply]

· Youth / Adolescents (10-14 years)

· Women of reproductive age (15-49 years)

· Men of reproductive age (15-49 years)

· People living with HIV/AIDS

· Postpartum women

· Other (please specify): _______________

Q7d. What CBFP strategies do you use to deliver family planning services? [check all that apply]

· Community-based distributors

· Community depots

· Mobile services

· Private sector

· Government facilities

· Other (please specify): _______________

Q7e. Toward which of the following objectives do your CBFP program activities contribute? [check all that apply]

· To improve FP knowledge and interest among communities

· To provide quality FP counseling and services at the community level

· To ensure access to FP where people live 

· To mobilize communities to change behaviors

· To improve the social and political environment in favor of FP

· None of the above

Q7f. Which of the following FP methods do you distribute in your CBFP program(s)? [check all that apply]  

· Oral contraceptives

· Male condoms

· Female condoms

· Standard Days Method (SDM)

· Other fertility-awareness method(s)

· Injectable contraceptives

· Implants

· Referrals for long-acting and permanent methods (LAPMs)

· Lactational Amenorrhea Method (LAM)

· Other (please specify): _______________

· None of the above

Q8. Have you completed or are you currently implementing any “implementation research” activity to improve access to or use of FP services?

· Yes 

· No [SKIP TO Q9]

Q8a. Please briefly describe any findings or outcomes, if any, from your implementation research that could be highlighted and disseminated more broadly.

Q9. According to our definition of a CBFP program, did your organization implement a CBFP program prior to 2002?

· Yes 

· No [SKIP TO Q10]

Q9a. Prior to 2002, what was your organization’s level of CBFP programming relative to the period 2002-present?

· Fewer CBFP programs pre-2002 than 2002-present

· Comparable number of CBFP programs pre-2002 as 2002-present

· More CBFP programs pre-2002 than 2002-present

SECTION 3. Community-Based Family Planning (CBFP) Integration

Q10. How do you define “integration” in your programs?  In answering this question, please consider your CBFP programs (if any) as well as other programs implemented by your organization.

We use the following definition of integration in this survey.

Integration generally means two or more types of services previously provided separately being offered as a single, coordinated, and combined service (adapted from MSH Manager).  Integrating CBFP services can be a means of improving the quality of service delivery, expanding access to services, or making services affordable and convenient to clients. 
Q11. According to our definition of integration, do you integrate CBFP services with ongoing MCH programs?

· Yes 

· No [SKIP TO Q12]

Q11a. Please describe how you integrate CBFP services with your MCH programs.

Q12. Which of the following do you feel are effective entry points for integration of CBFP activities into MCH programs? [check all that apply]

· Community health workers trained in FP methods and counseling

· Healthy timing and spacing of pregnancy included in facility-based MCH services

· Sick child visits

· Immunization visits/outreaches

· Antenatal care

· Postpartum FP

· Voluntary Counseling and Testing (VCT) for HIV/AIDS
· Prevention of mother-to-child transmission (PMTCT) of HIV/AIDS services 
· Other (please specify): _______________
· None of the above [SKIP TO Q12b]

Q12a. For those entry points not chosen as effective for CBFP/MCH integration, please explain your answer.  Please write “not applicable” if you selected all suggested entry points as effective. [SKIP TO Q13]

Q12b. Please explain your answer: “none of the above”.  Why do you feel there are no effective entry points (from the suggested list) for CBFP/MCH integration?  Do you have suggestions for other possible entry points for CBFP/MCH integration?

SECTION 4. Barriers to CBFP Integration

CORE is particularly interested in the integration of community-based family planning (CBFP) into maternal and child health (MCH) programs.  The following series of questions asks you to identify the real and perceived barriers you have experienced to integration of CBFP activities with MCH interventions.  We would like your insight on these barriers regardless if you have or have not integrated CBFP with a MCH program previously.  

Barriers to integration of CBFP and MCH services can come from many levels.  As you answer the questions in this section, please consider our examples (given as multiple choice options) for each type of barrier we discuss in this survey: organizational, programmatic, clinical, donor/funding, health systems/policies.  These lists are not meant to be exhaustive, so please use the “other” option as necessary to expand on the barriers to CBFP/MCH integration that you experience in your programs.

Q13. Which of the following do you consider to be the main organizational barrier(s) (real or perceived) to CBFP/MCH integration in your programs? [check all that apply]

· Organization’s mission, goals, image

· Internal politics and commitment

· Internal financial situation

· Donor relations

· Senior management resistance to include FP programming

· Other (please specify): _______________
· None of the above

Q14. Which of the following do you consider to be the main programmatic barrier(s) (real or perceived) to CBFP/MCH integration in your programs? [check all that apply]

· Staffing capacity to link different types of health and other services

· Work organization and flow

· Monitoring and evaluation of integrated programs

· Staff acceptance of FP

· Staff knowledge of FP issues 

· FP privacy issues

· Other (please specify): _______________
· None of the above

Q15. Which of the following do you consider to be the main clinical barrier(s) (real or perceived) to CBFP/MCH integration in your programs? [check all that apply]

· Ineffective, overburdened or non-existent community-to-facility referral system

· Health facility workers not properly trained in FP counseling and methods

· Overstretched facility staff

· Under-staffing or improper staffing

· Commodity stock-outs

· Clinical staff not supportive of (or defensive toward) allowing community-based distributors to practice

· Other (please specify): _______________
· None of the above

Q16. Which of the following do you consider to be the main donor/funding barrier(s) (real or perceived) to CBFP/MCH integration in your programs? [check all that apply]

· Stove-piped funding that does not allow program flexibility

· Lack of funding for CBFP

· Lack of funding to support integration

· Other (please specify): _______________
· None of the above

Q17. Which of the following do you consider to be the main health systems/policy barrier(s) (real or perceived) to CBFP/MCH integration in your programs? [check all that apply]

· Lack of government political will and commitment

· Lack of budgeted government resources for CBFP

· Country’s health system is overburdened

· MOH does not favor volunteer health workers providing or counseling on FP methods

· Lack of district and facility capacity/knowledge

· Lack of standards of care

· Age or other legal restrictions for FP use

· Resistance against various FP methods

· Other (please specify): _______________
· None of the above

Q18. Please rank each barrier as far as the size of obstacle each presents to the successful integration of CBFP and MCH services in your programs.  Each number between 1 and 5 must be used (each only once) with 1 indicating the smallest obstacle and 5 the largest obstacle. 

· Organizational barriers 

· Programmatic barriers

· Clinical barriers

· Donor / funding barriers

· Health systems / policy barriers

Q19. Please describe other barriers that you experience to integration of CBFP and MCH services in your programs that have not yet been discussed.  If you have nothing additional to add/discuss, please indicate “not applicable” in your answer.

SECTION 5. Best Practices / Recommendations

Q20. What information, tools, or resources would be helpful to you to facilitate the integration of CBFP and MCH?

Q21. Does your organization use any tools to guide your integration (if any) of CBFP and MCH?

· Yes

· No [SKIP TO Q22]

Q21a. Please list any CBFP/MCH integration tools used by your organization that you would recommend as particularly useful and effective.

In the following series of questions (Q22-25), we are interested in your suggestions for what various stakeholders can do to facilitate the integration of CBFP and MCH services.  In answering these questions, please consider suggestions beyond simply “more funding.”  We recognize that funding is important and necessary for the work you do, but we are particularly interested in your opinions on the possible guidance, policies, or technical assistance that could be provided to facilitate the integration of CBFP and MCH.

Q22. What actions can USAID/Washington take to facilitate integration of CBFP and MCH services?

Q23. What actions can USAID Missions take to facilitate integration of CBFP and MCH services?

Q24. What actions can your organization take to facilitate integration of CBFP and MCH services?

Q25. What actions can CORE take to facilitate integration of CBFP and MCH services?

The following questions (Q26-28) ask you about any best practices, success stories, or lessons learned that you have to share about your organizational experience with the integration of CBFP and MCH.  If you indicate that you have something to share, someone from CORE may follow-up with you personally (by phone or email) to discuss your experiences in more detail. 

Q26. Do you have any best practices, success stories, or innovations to share about your organization’s experience with integrating CBFP/MCH?

· Yes

· No

Q27. Do you have any lessons learned related to CBFP/MCH integration that you would recommend to other partners/programs to avoid?

· Yes

· No

Q28. Do you have any best practices, lessons learned, or tools to share about your organization’s experience with reducing barriers (organizational, programmatic, clinical, donor/funding, health systems/policies) to CBFP/MCH integration?

· Yes

· No

Q29. Are you aware of the Basics of Community Based Family Planning Curriculum produced by USAID, The CORE Group, and Save the Children?

· Yes

· No [SKIP TO Q30]

Q29a. Has a member of your organization attended a Basics of Community-Based Family Planning training?

· Yes

· No; why not:_________________

Q29b. Have you used the Basics of Community -Based Family Planning Curriculum in your organization?

· Yes [SKIP TO Q30]

· No

Q29c. How have you used the Basics of Community-Based Family Planning Curriculum?

· Training of local partners

· Training of community-based volunteers

· Training of Ministry of Health staff

· Staff development

· Other (please specify): _______________
Q30. Are you interested in a Basics of Community-Based Family Planning training for…?

· Headquarters staff [END SURVEY]

· Field staff

· No, not interested [END SURVEY]

Q30a. Please indicate the region(s) where you would like the Community-Based Family Planning training to be provided for your FIELD staff. [END SURVEY]

· Sub-Saharan Africa

· North Africa

· Europe and Eurasia

· Asia

· Middle East

· Latin America and the Caribbean

· Other (please specify): _______________
Thank you!

We look forward to analyzing and sharing the results from your responses.  Preliminary results of this survey will be presented and discussed with the SMRH Working Group at The CORE Group Fall Meeting in Washington, DC September 14-15, 2010. 

Please register for the meeting at http://www.coregroup.org

Appendix B – List of Respondents
	
	
	
	Primary Office Assignment
	

	
	Name
	Organization
	Headquarters
	Country office
	Field office
	Email Address

	1
	Netra Prasad Bhatta
	ADRA Nepal
	 
	x
	 
	netra.bhatta@adranepal.org

	2
	Florence Chipungu
	Adventist Health Services
	x
	 
	 
	florence.chipungu@yahoo.com

	3
	Zafar Ahmed
	Aga Khan Health Service, Pakistan
	 
	x
	 
	zafar.ahmed@akhsp.org

	4
	Ketty Philogene
	AME-SADA
	x
	 
	 
	kphilogene@ame-sada.org

	5
	Freddy Espinoza
	CARE Central America
	 
	 
	x
	freddy.espinoza@ca.care.org

	6
	Laurette Cucuzza
	CEDPA
	x
	 
	 
	lcucuzza@cedpa.org

	7
	Elias H. Siamatanga
	Child Survival Project - Chikankata
	 
	 
	x
	ehsiamatanga@yahoo.com

	8
	Lydia Jumbe
	ChildFund Zambia
	 
	x
	 
	ljumbe@zambia.childfund.org

	9
	Syed Izaz Rasul
	Concern Worldwide
	 
	x
	 
	izaz.rasul@concern.net

	10
	Pierre Lacerte
	Concern Worldwide
	 
	 
	x
	pierre.lacerte@concern.net

	11
	Irma Condori Choque
	Consejo de Salud Rural Andino
	 
	 
	x
	icondori@csra-bolivia.org

	12
	Alan Talens
	CRWRC
	x
	 
	 
	atalens@crwrc.org

	13
	Bakary Sidibe
	Curamericas
	x
	 
	 
	bakary@curamericas.org

	14
	Carolyn Wetzel
	Food for the Hungry
	x
	 
	 
	carolyn.wetzel@fh.org

	15
	Emma Hernandez
	Food for the Hungry
	 
	 
	x
	ehernandez@fh.org

	16
	Robin Davis
	Global Health Action
	x
	 
	 
	rdavis@globalhealthaction.org

	17
	Sinead O Reilly
	GOAL
	 
	x
	 
	soreilly@goalireland.com

	18
	Judy Lewis
	Haitian Health Foundation
	x
	 
	 
	lewisj@nso.uchc.edu

	19
	Mary Anne Mercer
	Health Alliance International
	x
	 
	 
	mamercer@u.washington.edu

	20
	Jennifer Stockert
	HealthPartners
	x
	 
	 
	jennifer.l.stockert@healthpartners.com

	21
	James Mukankusi Marijan
	HealthPartners - Uganda Health Cooperative
	 
	 
	x
	mmarijjan@yahoo.com

	22
	Chandra Rai
	HealthRight International
	 
	x
	 
	chandra.rai@healthright.org

	23
	Eunice Auma Okoth
	HealthRight International
	 
	 
	x
	eunice.okoth@dowusa.org

	24
	Jennifer Nielsen
	Helen Keller International
	x
	 
	 
	jnielsen@hki.org

	25
	Somchit Boungnasiri
	International Relief and Development
	 
	 
	x
	sboungnasiri@ird.org.kh

	26
	Dhammika Perera
	International Rescue Committee
	x
	 
	 
	emmanueld@theirc.org**

	27
	Sue Clarke
	International Rescue Committee
	 
	x
	 
	sue.clarke@theirc.org

	28
	Josea Ratsirarson
	Medical Care Development International
	 
	x
	 
	jratsirarson@wanadoo.mg

	29
	Farshid Meidany
	Medical Care Development International
	 
	x
	 
	fmeidany@gmail.com

	30
	Shiferaw Dechasa
	Medical Teams International
	 
	x
	 
	sdechasa@mti-liberia.org

	31
	Isaac Odongo
	Medical Teams International
	 
	 
	x
	iodongo@medicalteams.org

	32
	Fransiska Erna Mardiananingsih
	Mercy Corps
	 
	x
	 
	fningsih@id.mercycorps.org

	33
	Ephraim Toh
	Plan Cameroon
	 
	x
	 
	ephraim.toh@plan-international.org

	34
	Ryan Lander
	Plan International
	x
	 
	 
	ryan.lander@planusa.org

	35
	Damou Rahim Keita
	Plan International
	 
	x
	 
	damoukeita@yahoo.fr

	36
	Sita Sidibe
	Plan Mali
	 
	x
	 
	sita.sidibe@plan-international.org

	37
	Kate Fehlenberg
	Plan USA
	x
	 
	 
	stacy.fehlenberg@planusa.org

	38
	Mary Baloyi
	PSI/Malawi
	 
	x
	 
	mbaloyi@psimalawi.org

	39
	Beth Outterson
	Save the Children
	x
	 
	 
	boutterson@savechildren.org

	40
	Winifride Mwebesa
	Save the Children
	x
	 
	 
	wmwebesa@savechildren.org

	41
	Aminata Kayo
	Save the Children
	 
	x
	 
	akayo@savechildren.org

	42
	Hailu Tesfaye
	Save the Children/USA
	 
	 
	x
	htesfaye@savechildren.org.et

	43
	Patrick Lumumba
	The Diocese of Northern Uganda
	 
	 
	x
	lumumbapatrick2003@yahoo.co.uk

	44
	Laura Ehrlich
	WellShare International
	x
	 
	 
	lehrlich@wellshareinternational.org

	45
	Laura Wando
	WellShare International
	 
	x
	 
	lwando@wellshareinternational.org

	46
	Jolene Mullins
	WellShare International
	 
	 
	x
	jmullins@wellshareinternational.org

	47
	Sivan Oun
	World Relief
	 
	 
	x
	soun@wr.org

	48
	Pieter Ernst
	World Relief
	 
	 
	x
	pernst@wr.org

	49
	Adrienne Allison
	World Vision
	x
	 
	 
	aallison@worldvision.org

	50
	Elizabeth Anyango Walumbe
	World Vision Afghanistan
	 
	x
	 
	elizabeth_walumbe@wvi.org

	51
	Estrella Serrano
	World Vision International
	 
	x
	 
	drserrano2k@yahoo.com


** Email address does not match with individual completing the survey.
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	Name
	Organization
	Email Address

	1
	Ryan Larrance
	ACDI/VOCA
	rlarrance@acdivoca.org

	2
	Chelsea Cooper
	American Refugee Committee
	chelsea@archq.org

	3
	Bill Yaggy
	AMREF
	yaggy@amrefusa.org

	4
	Areana Quinones
	Catholic Medical Mission Board
	aquinones@cmmb.org

	5
	(Unknown)
	Catholic Medical Mission Board
	(unknown)

	6
	Mitzi Hanold
	Food for the Hungry
	mhanold@fh.org

	7
	Judy Lewis
	Haitian Health Foundation
	lewisj@nso.uchc.edu

	8
	Jennifer Barak
	Handicap International
	jbarak@handicap-international.org

	19
	Mary Anne Mercer
	Health Alliance International
	mamercer@u.washington.edu

	10
	Mia Foreman
	ICF Macro
	mforeman@icfi.com

	11
	Amin Islam
	International Rescue Committee
	aminul.islam@theirc.org

	12
	Julia Freed
	International Youth Foundation
	j.freed@iyfnet.org

	13
	Elizabeth Sasser
	Jhpiego/MCHIP
	esasser@jhpiego.net

	14
	Erin Stieber
	Operation Smile
	erin.stieber@operationsmile.org

	15
	Abdelhadi Eltahir
	Pathfinder
	aeltahir@pathfind.org

	16
	Jen Bergeson-Lockwood
	USAID
	jbergeson-lockwood@usaid.gov

	18
	Elaine Menotti
	USAID
	emenotti@usaid.gov

	18
	Lisa Bowen
	White Ribbon Alliance
	lbowen@whiteribbonalliance.org

	19
	Liz Allen
	World Learning
	liz.allen@worldlearning.org


Appendix D – Organizational Experiences
The following quotations were given by participants responding to follow-up questions in the CORE Group survey on CBFP/MCH Integration conducted August-September, 2010. Individuals were asked to briefly describe (as applicable):
1. an organizational best practice, success story, or innovation related to CBFP/MCH integration;
2. lessons learned related to CBFP/MCH integration that you would recommend to other partners/programs to avoid; and 
3. an organizational best practice, lesson learned, or tool related to reduction of barriers to CBFP/MCH integration.
Although names of individuals have been removed, organizational affiliation is noted at the end of the quotation.

Best Practices, Success Stories, Innovations: CBFP/MCH Integration

In our emergency malnutrition crisis response in one of the districts in Southern Ethiopia, we documented mothers who need FP services (long or short term) during our out-patient CMAM program and during health education session. We found out that hundreds of mothers were in need and the district had no trained health workers esp in long term contraceptive techniques. This was an effort to integrate FP in our emergency response but we did not have the resource. We contacted Pathfinder and they provided training for health workers and we facilitated supplies from the Regional Health Bureau. With this more than 200 mothers in our CMAM program benefited. This integration and collaboration for the first time provided long term contraception through tubal ligation and vasectomy in the district. (Save the Children)
--

The use of Partnership Defined Quality methodology to increase use and coverage of FP in Guatemala as part of the Maya Salud project. However there was no clear intention on the outside to improve MCH. But I think that because they trained the CHWs to be able to provide FP services, it ended up being one of the synergies of the project. They also used existing MCH mechanisms from which to establish training for CHWs. (Save the Children)
--

We have only one small experiment with this approach, in an European Union-funded project in the Zinder region of Niger. You probably know that Niger has about the world’s highest fertility rates, so the connection between fertility and undernutrition is starkly clear. The primary objective of the project was to reduce undernutrition among children 0-24 months and their mothers through a combination of preventive strategies (using the Essential Nutrition Actions framework and training health workers and community volunteers in the key services and messages) and treatment (community-based management of acute malnutrition). The project also used growth monitoring and promotion to identify children with faltering growth and counsel mothers on appropriate feeding and referring severe cases.  Monthly GMP meetings at the village level included a weighing station, a growth curve plotting station, and a counseling station.  The last station was staffed by a local health agent (outreach) who also provided missing immunizations and distributed birth control pills to interested mothers.  The essential nutrition messages disseminated included reference to birth spacing >=3 years to reduce malnutrition and improve survival so it seems a good proportion of women were indeed interested. 
I believe the final evaluation is underway and we expect more information on the effectiveness of this approach (quantitative and qualitative) by the end of September or so….HKI is most interested in building on this project in Niger especially where FP has been so neglected and the need so urgent.  We are not FP experts, though, and would surely benefit from materials etc with guidance and quality assurance, etc. (Helen Keller International)
--
For us in Timor-Leste, the first step had to be developing a maternal and newborn care program. That involved a lot of work with communities showing them – as well as MOH staff – that health was our main aim. The Timor perception of family planning historically had been dominated by coercive attempts to limit population growth (when they were living under a violent and repressive Indonesian occupation), and any discussion of ‘limiting children’ was not welcome. But the idea of making mothers and their children healthy was a message that was very well received. So we started with maternal and newborn care, developing films and other innovative materials that stimulated a lot of discussion among both men and women in rural communities about reproductive health, and ways to assure healthy moms and babies.  After a national survey (DHS) showed in 2004 that Timorese women had the highest fertility recorded in the world – the MOH agreed that it would be an opportune time to integrate family planning into our MNC program.  But qualitative investigations at the start showed that spacing of births was the acceptable entrée – so rather than using the Indonesian term for family planning we developed one in Tetum, the local language, for Child Spacing (Espaco Oan). Using the health aspects of spacing as the main focus, we were able to get substantial support from communities, MOH staff who were previously reticent to talk about family planning, and even many in the Catholic Church.  The films that we developed to promote child spacing had an appearance by one of the Timor bishops, and also a scene where a nun talks about natural methods. The Vice Minister of Health requested that she be allowed to appear in an introduction section of the film. And the child spacing motivation film (part one of two) has been shown on national television to an estimated audience of 150,000. (Health Alliance International) 
Lessons Learned: What to Avoid

Save the Children and JHU CCP had implemented Flexible Fund Family Planning program integrating with literacy program. Developing countries like our where other daily means need are more priority than health and family planning, women and people do not bother to seek health services even though knowledge about health and family planning is high. Therefore in my lesson learned from the Flexible Fund program, the FP program should be integrated (beside MNH) with some other program which is useful for their daily life, income generation and education. (Save the Children)
Best Practices and Lessons Learned: Reduction of Barriers 

The project leveraged existing social networks. The project trained “amigos/as” who were concerned citizens to be mobilizers in FP. They would go about their daily work and bring along their packet of FP methods and just share them with their friends. This demystified FP methods and also encouraged women to feel comfortable going to the health center for RSH services. (Save the Children)
--
It should go through government system and mobilizing local CBOs, private and NGOs. (HealthRight)
Appendix E – Tabulated Results
Please refer to attached Excel worksheet for full tabulated results.
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