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Executive Summary

Background

This study is part of an evaluation to assess tfeetevzeness and relevance of the International
Planned Parenthood Federation (IPPF), and in péatito study to what extent poor people are
reached by the organisation’s activities. The eatadm has been commissioned by Norad and
Sida and has been undertaken by an external te@wvabfators working in cooperation with the

funding agencies and IPPF itself. This study of [fARF Member Association in Bangladesh is
one of three country studies, the other two areided on IPPF’'s Member Associations in

Uganda and Ethiopia.

Evaluation methods

The evaluation started with an Inception Reportclvhivas completed in June 2006, which
outlines the methodological choices and the insémisfor data collection that are to be used in
the three countries. The evaluation of the FamignRing Association of Bangladesh (FPAB)
took place between August1@nd September the'1The evaluation team visited the FPAB,
met with government ministries and other stakehsld#nat are working in the field of
reproductive health in Dhaka, and then visitedatareas; Chittagong, Sylhet and Barisal.

In these three locations the evaluation met clinad non-clinical staff, conducted exit
interviews with people who had come to clinics, anet a number of other user groups. The
evaluation has a quasi-experimental approach i tiwm-users were also identified and
interviewed.

Reaching poor people

The evaluation concluded that the FPAB reaches people to a very large extent. A large

majority of people who come to its clinics are paast only do they have low incomes but they
are often disempowered and far from realising basiual and reproductive health rights. An

even larger majority of those who are reached byfigdd workers are poor. The evaluation data
show that field workers are more effective in reaghpoor people than are the clinical services.
Certain specific project activities are even moffeative at reaching poor people, as they
strategically focus on working with particularly rganalised groups, such as women who have
been subjected to gender based violence.

In total FPAB reaches some 1.8 million people egedr and classifies 75% of service users as
poor, according to its own estimates. The evalaaicample of respondents from different
categories of users indicates that an even higireeptage might be considered poor, though it is
difficult to say exactly how many — but probablytive range of 80 — 85%.



Reaching the most vulnerable

FPAB charges service fees for clinical servicesreifistration, people leave information about
their income status, and the organisation is cotethito providing free treatment to 10% of

service users. This 10% is supposed to be the giookéhe poor. Approximately 80% of all users

are poor people, and within this group some 10%bsg@oorest and most vulnerable. The people
with lowest incomes, or who are most deprived/pdsssr make up more than 10% of the

population in Bangladesh , and there are reasohelieve that FPAB does not reach them as
effectively as it reaches poor people generally.

There are three reasons why FPAB does not reachdisé vulnerable groups; (1) there are no
clear strategies that effectively identify and &rthese groups, (2) there is a middle management
layer that does not recognise and understand tbdsnef these particular groups; and (3) the
overall location of clinics and other services pstgne limit on the extent to which the most
marginalised are able to access services.

Effectiveness

FPAB is a large organisation with 20 branches ahdgdecial working units; there are projects
and there is a more permanent structure of clirsesellite clinics and domiciliary services.
Effectiveness is a question of whether the orgéinisaeaches its goals, whether it attains its
major relevant objectives. The FPAB is complex, afile some objectives are reached, some
make progress in that direction, but yet othersiwadly be reached during the present strategic
planning framework (2005 — 2009). There is no dabht effectiveness could be improved, but
by and large the evaluation concludes that the FARasonably effective in respect of the
ambitions and goals expressed in its mission anitsistrategic framework. It reaches a large
number of people and for many; the assistance ria@sive plays a role in their lives and has an
impact on their well-being.

Relevance

In the 1960’s the government of Bangladesh develgpaicies that were focused on family

planning as a result of the advocacy efforts of BP&nd other NGOs (nhon-governmental

organisations) working the field of sexual and ogluctive health, SRH. FPAB’s work has been
relevant and has contributed to major nationalgyotihanges, but today the advocacy work is
restricted to district levels with the exceptionadiew sporadic initiatives at national level .

However, the relevance must also be assessedaiioreto the expressed needs of communities.
The clinical and non-clinical services are basedrgas that are allocated by the government, and
in these areas there are few other SRH and widsthheervices — and in many there are none at
all. Hence FPAB staff come to represent the fisttact point with modern health services for
many people, and the FPAB staff thus handle gemenalary health care issues. These general
medical needs need to be met by FPAB and if tlitod® and paramedics of FPAB did not deal
with these needs, they would loose credibilityiea tommunities.



The organisation of FPAB

Many of the staff working at FPAB appear well matied and dedicated, and this is particularly
apparent among the field workers, paramedics antbo® There are several problems related to
structure and processes in the organisation; €lyjtivernance system with volunteer boards may
lead to duplicating efforts and low accountabilitgm management, (2) the system of strategic
planning lacks coherence and focus on overridirgeta and is much too project focused, and (3)
there is a need to change the demographic struofumgiddle management — to include more

women and younger people in these positions.

Organisational change

The FPAB is going through a process of substantfeinge at present. There is a new
management that is intent on developing the compggse and capacities and to change the
structures and processes of the organisation. hage process started a year ago and is far
from complete. It takes time to change an orgaioisahat is as old and has so many entrenched
values and attitudes, but change is necessarypaadf the reasons the FPAB has not made
more progress around a broader SRHR agenda isesh# of its huge middle management cadre.
Many in that category do not appear to understdred evolving needs of their clients, and
particularly not the threats and challenges sethkyHIV/AIDS pandemic, or the conditions of
often migrant, transient and floating marginaliggdups. Fortunately, at the field level, where
the direct interface between the FPAB and its tdieotcur, many of the doctors, paramedics,
counsellors and volunteer field workers appear aedd and committed. The majority of them
are women, and they have served the organisatiom flong time. The community-outreach
workers provide continuity and local knowledge abaurange of health issues, and they are
appreciated by the communities, particularly byrmeople.

Conclusions and recommendations

While the services provided to people should besidmmed relevant, there are still many areas
that need to be addressed to ensure and improveeffaetiveness of FPAB. The overall
governance and strategic decision-making, the bramenagement, and the supervision need to
be further developed. The efficiency of the orgama, as well as its effectiveness, has been
hampered by structural as well as process problentbe course of the evaluation, seven areas
in particular were singled out for further attentio

1. FPAB should collect better quality data about peopho access services, in particular
data that relates to the poverty status of thentdieWhen collecting this data FPAB
should focus on a broad definition of poverty, tissed within this evaluation and should
not simply focus on the income/assets of a serviser. Such data would help the
organisation focus on poor and marginalised peapte enable FPAB to develop better
strategies on how to reach them.

2. At present the FPAB has difficulties assessingoitsh effectiveness as the necessary
systems of monitoring and evaluation are not irc@ld his evaluation has been able to
make conclusions about effectiveness, but theselusions are general and organisation
wide assessments. The FPAB should collect moreile@tanformation about the



effectiveness of its own activities in order to pebrities and also in order to be held
accountable on effectiveness by members as wely agternal stakeholders.

3. In respect of governance, the roles and respoit&bibf the volunteer boards need to be
clarified and changed. The boards should be maddlesnand their work more focused.
They should provide strategic direction and advicethe organisation, but not be
involved in implementation and decisions on progravand project level.

4. The Chief Executive Officer should be accountabléhe National Council and through it
to members, as the Constitution of FBAB states. tBat practical delimitations of the
board member’s decision-making and the nature @f tielation to management need to
be developed. The Constitution is not sufficiemlgar on how this should be worked out
in practice.

5. The organisation must have a consistent and cléession statement. There should not be
a variety of such statements. The mission statersieotild be relevant and realistic to
reflect what the organisation wants to do and @an d

6. Strategic planning needs to be developed; a pragetio approach should link projects
to overarching objectives. A strategic plan is tied same as a list of projects and a
summary of their objectives.

7. Human resource development needs to be continudddawveloped; the first priority
should be further training for field volunteers, mgaof whom have very little professional
development. The second priority should be largdeschange at middle management
levels — bringing women, younger professionals, pedple that are well-attuned to the
changing needs of poor people into executive mossti Staff and volunteers should also
be sensitive to the needs of marginalized and vabie people whose SRH rights are
threatened.

The FPAB is working closely with the governmenBaingladesh but has not taken upon itself to
be a progressive force to advocate for SRHR ah#tienal level. Other actors in the community
regret this situation, and there are certainly maayes that could be addressed and pioneered by
FPAB including early marriages, gender-based vimdeand the inclusion of SRHR in the
curriculum. The evaluation sees this as a misseonynity, and concludes that past generations
of managers have not used the heritage of the FPAB.

There is potential for FPAB to engage in pioneeadgocacy initiatives, but it will not be easily
accomplished. To influence public awareness abnatilevel, to shape a policy environment, to
see new policies in government and to see thesete#ly implemented is a huge challenge. The
guestion is ‘does the present organisation hasnduoessary competence in identifying target
groups, shaping strategies, monitoring and evalgafirogress towards policy changes that
ultimately benefit poor people, for example conaggrearly marriage?’ The answer is probably
‘no’, but on the other hand the FPAB probably dat have these skills when it started in 1952
either — the experience shows that competence eae\®eloped in the course of doing the work.
We would strongly recommend that the FPAB addressbsocacy at national levels and
undertakes the necessary capacity building to do so
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Chapter 1. Introduction

Background to the evaluation

The International Planned Parenthood Federatio®H)JPand the development cooperation
agencies of Norway and Sweden (Norad and Sida) baem partners in promoting family
planning and sexual and reproductive health arfdgifipr many decades. IPPF is the largest non-
governmental organisation in this field, and it H&sl member associations in 182 countries
around the world. IPPF was founded in 1952. Inmegears many changes have occurred within
the Federation. New systems of strategic plannaxge lbeen introduced. There is a new focus on
monitoring and evaluation to increase the accoulitiatvithin IPPF. The organisation is shifting
from traditional family planning activities to a m@ comprehensive approach to sexual and
reproductive health and rights.

Norway and Sweden fund the core budget of IPPF,tagether provide over 25% of the core
income of the organisation. The governments of Gigatain, Japan, Denmark and the
Netherlands, as well as many others, also con&ifutds to the organisation. Both Norway and
Sweden have been considering how to best cooperditdPPF in the future, at which levels of
funding and whether this should be through shatdonger framework agreements. In order to
better inform these decisions, they jointly comneised this evaluation. It follows upon an
earlier management audit, which was completed iA520rhe terms of reference for the
evaluation are enclosed in annex 1. It is a glebaluation, but it will build on case studies of th
IPPF Member Associations (MA) in three countriesinBladesh, Uganda and Ethiopia. This
study is the evaluation of activities in Banglademid it is meant to be an annex, together with
the two other country studies, to the main synthesport of the evaluation.

Purpose and key questions

The main purpose of the evaluation is to assesvaete and effectiveness of the IPPF’s
activities. Both relevance and effectiveness carsthdies at an abstract and theoretical level.
Relevance is, for example, often assessed by anglydhether visions, strategies and plans of an
organisation are synchronised with the governmeaal&ies and programmes. The approach in
this evaluation is to assess relevance in the lgfhteal life situations of the clients of the
organisation, in this case, the people who comeotoare reached by, the Family Planning
Agency of Bangladesh (FPAB). Relevance is assaasadation to the real and expressed needs
of people, and the international consensus on sexuireproductive health and rights.

Effectiveness and impact are related terms; arsassnt of effectiveness could be based both on
data that shows whether planned outcomes of peogeet actually produced or not, and whether
that has an impact. In practice, it may be diffi¢ol draw the distinction between outcomes and
impact, and at times project plans are not of mhadp either. We have assumed that many of the
older activities, programs that FPAB have had fearg, have not been subject to the same



rigorous planning techniques as projects approuddter years are, and thus our discussion of
effectiveness will be based on data concerning botbomes and impact, where possible.

The key question in this evaluation is whetherERAB reaches poor people with their services.
Both Norad and Sida have sharpened their focusootributing to poverty reduction in their
development cooperation goal and policies, and éx¢ime terms of reference for our evaluation
place an emphasis on poverty. The question posdaelerms of reference is not whether SRHR
projects and programs alleviate poverty. The qaest whether FPAB does reach poor people in
Bangladesh, and then how the projects and progedi®ast their lives. Poverty is a condition of
life; characterised by a lack of power, lack of iceoand lack of opportunities to exercise basic
human rights, particularly in the field of sexuabdareproductive health. Poverty is also a lack of
assets, money in particular, but within the evatumait is defined within a broader than low
income levels.

Methods

Against this background, the most important soufemformation would be the people who
come into contact with FPAB’s services: Who areyth@/hat problems do they have? Have they
been helped through the contact with FPAB? Whattlae& opinions of the services? In the
course of the evaluation we have carried out imdial exit interviews with 34 persons, most of
them women. We have also had group interviews péhple who have come into contact with
the community based activities, and through thesenvet another 200 persons. But we were
concerned that we should not only speak with tiwlse had access to services, but also those
who lack access or choose to go to some otherceeprovider. We met with a total of 52 such
‘non — users’ of the FPAB services.

The interviews were supplemented by observationa,datluding; visits to the clinics, satellite
clinics, meetings at youth friendly centres, accanying reproductive health promoters on their
tours to communities and sitting in at a dramagrerince in a slum area of Chittagong. The
staff at FPAB clinics were interviewed, as were-etinical service providers, such as peer group
educators, community based reproductive health pters, the producers of drama, as well as
actors, and volunteer members of the boards of FRA& district and national levels. The
emphasis throughout the evaluation has been oridlte level of operations, and where the
FPAB meets the people whom their services aretiagje The evaluation has also gathered data
at national level. There were several interviewthwhe management and various staff members.
There were meetings with other actors at natiomatl| government agencies, NGOs, funding
organisations and research centres working witbhaeand reproductive health.

The data collection instruments are found in a i#paannex, in volume 2 of the evaluation
report, and they are of three different kinds, emterviews that are a standardized format,
agendas for focus group interviews, that are stredt formats, and individual interviews that
have an open structure. Table 1 summarises thecdtégtion. In total the evaluation conducted
around 80 interviews with some 300 persons. Théuatian team spent 2 weeks in Bangladesh;

! For a full review of the methodological choicessigin of the study, selection of samples, choickdmsign of data
collection instruments, the reader should refeth® inception report of the evaluation team, arel ¢hapter on
evaluation methods in the synthesis report.
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the first three days with interviews in Dhaka, dhd last three days also in Dhaka for additional
interviews, report writing, and debriefing. In betwn there were field visits to three different
districts. These were chosen out of the 20 distaeailable to visit, and the selection was made
to reflect the diversity of environments in Bangdad. One team went to Chittagong, which is a
commercial area, port city, and with a reputedlgssyvative population in respect of sexual and
reproductive health. Another team went to Sylhethe northeast, an area with large migration, a
poor and largely rural area, which is also congiddpo be a socially conservative area, and has
the poorest indicators regarding health and saogaklopment. The team going to Barisal, on the
other hand, went to an area which is supposed tde$® conservative but still rural, and
impoverished. In each place, the local branch oAB-Pelped set up a programme, organised
visits and interviews.

Table 1. Numbers of people met and data collecticeccording to place and method

Dhaka | Barisal |Chittagong| Sylhet Total
INTERVIEWS
District level
Exit interviews at clinics 17 17 34
Interviews/focus groups non-clinical service user 27 93 80 200
Interviews/ focus groups non-users 25 27 52
Interviews/focus groups clinical service providers 4 6 25 35
Interviews/focus groups non-clinical service 20 39 26 85
providers
Interviews community leaders 13 25 23 61
National level
Interviews with FPAB 18 18
Interviews with other SRHR stakeholders 12 12
Sum of people met 497
OBSERVATIONS
Member Assaociation clinic 1 2 2 5
NGO/Government clinic 2 3 5
Non-clinical activities 1 1

Source: Completed interview formats from the eviidueprocess.

Limitations

Although the evaluation team members have travediddnsively and met many persons, what
we have done is no more than scratching on thaseidf the FPAB'’s activities. We have only

visited three districts, and even there, we havly eeen some parts of the services. The
Reproductive Health Promoters reach out to on g@eesome 600 couples, In a place like
Chittagong we spoke to 12 of them (out of 94), emerviewed around 50 of those who use their
services (which would be a total of around 50.0&ah clinic may have some 10.000 visitors in
a year, and we spoke to no more than 10 - 20 oif.theis necessary to be careful when we draw
conclusions, particularly as there could be a seledias that we are not aware of.
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Nevertheless, our focus has been on the peopledséyw FPAB, and we have not undertaken a
comprehensive analysis of the organisation as stibkre is a chapter in the report which

presents the organisation and brings up some &satar discussion. But we are not analysing the
process of programme and project implementatiosues, nor other aspects of management,
organisational structures and processes. Our tasfnseference focus on relevance and

effectiveness in order to conclude on how the dsgdion reaches the poor — no more, no less.

The evaluation team had a number of focus growgrvrgws, for example with adolescents who
had taken part of awareness raising projects on/HIBS.

This presumes that we have some notion of impad laow impact has been created.
Understanding attribution/causality is essentiamy evaluation process. The classical notion of
causality says that for something to have causedegong else, the former should be both
necessary and sufficient for the latter to app®&e.discuss change and see evidence of change,
but would never conclude that FPAB activities hheen necessary and sufficient to cause that
change. They have contributed, to an extent, tackt@ges that occur, and they are always part
of larger and more comprehensive processes of ehadligen we discuss impact, we always do
so with this notion of causality in mind. Nothinigewould be credible.

At a more operational level, there was also a mmbWith the language during the interview
situations. The majority of interviews with useogps were carried out by the Youth Consultants
who spoke the language of the interviewees. Bwig difficult to conduct interviews in English
with community leaders and many of the service jplens, and several of these were conducted
by the non-Bangladeshi team members. Even thougkem@oyed interpreters and sometimes
interviewed together with people employed by thé&BPthe quality of the information is lower
than it ought to be. The more abstract the questice more dubious the answers are because of
the language batrrier.
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A guide to the reader

The main purpose of this text is to serve as antitpthe synthesis report, where it will form an
annex, but where it will also be used for a compagaassessment between the three countries.
Still, it should be possible to read this countiydy as a stand-alone assessment of the activities
in Bangladesh. Hence this report is a full analgdisvhat we have seen, discussed against the
guestions and issues raised in the terms of referen

The key chapters are at the end; chapter 5 thatigies relevance and effectiveness, chapter 6
that analyses to what extent FPAB reach the pdoos& who are primarily interested in a quick
response to these questions could go straightegetbhapters and read from there. Before that,
chapter 4 is devoted to advocacy work, as this paricularly important subject, a strategic
priority of IPPF and needs to be highlighted. Chaf® describes the organisation and analyses
some of the key organisational processes; stratéigéction, governance, human resources,
monitoring and evaluation, as well as FPAB’s imagel reputation. Before setting out on the
analysis, there is a short introduction to the assand challenges in respect of sexual and
reproductive health in Bangladesh. At the very etitk report presents conclusions and
observations.
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Chapter 2. Sexual and Reproductive Health in Bangla desh

Background

Bangladesh is ranked "Put of 94 countries in the 2005 Human Developntedéx (HDI) with

a HDI value of 0.519. With this HDI value, the ctiynbelongs to the category of medium
human development countries, but it is the lowestkked country in the South Asia region.
Bangladesh is the most densely populated counttigarworld. The country has a population of
about 140 million, with a corresponding populatidensity of more than 900 per square
kilometre.

As a result of continuing high fertility rates, espally in poor rural areas, the country’s
population is young. According to the 2001 cen8®8p of the population is under 15 years of
age, 57% are between 15 and 64 years, and 4% aré5agr over (BBS, 2003:51). This young
age structure creates a built-in ‘population momert which will continue to generate
population increases well into the future, eventlie face of rapid fertility decline. The
population projections indicate that the populatioii increase rapidly even after attaining
replacement-level fertility because of the ‘echieetf of the high fertility experienced in the past
At the present time 30% of all births are to teenawthers. The adolescent fertility rate is 133
births per 1,000 women. By comparison, more thdhtha countries in Asia have adolescent
fertility rates below 50 per 1,000 women.

In 2004 the government adopted the Bangladesh Bigul Policy with the objectives of
improving access to family planning, and improvingaternal and child health, including
reproductive health services. The policy strivesmprove the standard of living for people in
Bangladesh through striking a desired balance ktwmopulation and development in the
context of the Millennium Development Goals andavd?ty Reduction Strategy Paper. In the
following text we provide a brief introduction t@ree of the major issues and challenges in
sexual and reproductive health and rights.

Family planning

In 1971-1975, women in Bangladesh were having @rame 6.3 children. The total fertility rate
declined to 5.1 fifteen years later, and to 4.31889-1991. For most of the 1990’s the total
fertility rate has plateaued at around 3.3 childpen woman. Data from the 2004 Bangladesh
Demographic and Health Survey, BDHS, indicates dfftet almost a decade long stagnation, the
Bangladesh fertility rate has declined slighthy8t0 children per woman. Differentials in fertility
by background characteristics are substantial. Woimeural areas have more children than their
urban counterparts (3.2 and 2.5 children per womespectively). The total fertility rate is
highest in Sylhet division (4.2) and lowest in Rajli (2.6) (NIPORT 2005).

The 2004 BDHS survey shows that despite a steadyinmithe level of contraceptive use over the
past years, unplanned pregnancies are common igl&fesh. Overall, 3 out of 10 births in
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Bangladesh are either unwanted (14%) or mistimedsaanted later (16%). While the proportion
of unplanned births declined from 33% in 1999-26930% in 2004 the proportion of unwanted
births did not change (NIPORT 2005).

Knowledge of family planning is universal in Bangdgsh. Among ever-married women, the most
widely known methods of family planning are thel gil00%), injectable (99%), female
sterilization (96%), and condom (92%); these atlvieed by the IUD (85%), Norplant (76%),
male sterilization (73%), periodic abstinence (70%)d withdrawal (58%). Knowledge of
Norplant has increased from 56 to 77% among cugremarried women (NIPORT 2005).

The contraceptive prevalence rate (any method) gnooinrently married women is 58%. The
most commonly used modern method is the pill (26f)owed by injectables (10%). Female
sterilization and male condoms are used by 5% &ado#t married women respectively, while
Norplant, the IUD, and male sterilization are easkd by only 1%. Periodic abstinence, used by
7% of married women, is the most commonly usedticachl method (NIPORT 2005).

Over the past three decades, use of any methoohtraception by married women hasreased
sevenfold, from 8 to 58%, while use of modern md¢hbas increased almost tenfold, from 5 to
47%. Trends in the contraceptive method mix shaat ghort-term methods, especially the pill,
are gaining in popularity against long-term meth@igh as the IUD, Norplant, and sterilization.
The pill now accounts for 45% of all contraceptivee, compared with 35% in 1991. On the
other hand, long-term methods now account for dr#9 of all contraceptive use, compared
with 30% in 1991.

Women in urban areas are slightly more likely te asntraceptive methods (63%) than their
rural counterparts (57%); however, the condom ésathly method that shows differentials in use
by urban-rural residence, 8% in urban areas condpait only 3% in rural areas. Differentials
are more marked by division: use of any methodooftraception varies from 32% in Sylhet and
47% in Chittagong to 64% in Khulna and 68% in RajghContraceptive prevalence is 54% in
Barisal and 59% in Dhaka.

One in two contraceptive users in Bangladesh stgisg their method within 12 months of
starting. The most common reason for discontinnacside effects or health problems. Both the
public and private sectors are important sourcesupply for modern methods of contraception.
The public sector provides 57% of all modern methadd the private sector provides 36%. The
most common public sector source remains governrfieldworkers (23%), although their
contribution to the supply of contraceptives haslided substantially between 1993 and 1994.
Upazila health complexes are the second most impbgublic source of modern methods of
contraception and these health complexes currenfiply 10% of all contraceptives. Pharmacies
provide most (approximately 29%) of the methodshia private sector. This shows an increase
from 21% in 1999. Only 6% of users obtain theirtcaceptives from an NGO source.

In 2004, 42% of pill users and 64% of condom usecgived their supplies from pharmacies.
Another one-third of the pill users accessed theirtraceptives from government fieldworkers.
Approxiamtely four out of five people who were ugimjectable contraceptives received this
injection from government health facilities, whdae in nine people who were using this method
of contraception received these injections from N@Qilities. Most IUD users obtain their
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method of contraception from government faciliti€d®oth female and male sterilization
procedures are mainly performed in governmentifass|

Data from the Bangladesh Demographic Health Susheyvs that 11% of married women have
an unmet need for family planning. Unmet need in@adesh declined from 15% in 1999-2000
to 11% in 2004. It has remained high in Sylhetslom (21%), while dropping substantially in

Rajshahi (7%) and Khulna (8%). Overall, 84% of tteanand for family planning is currently

being met (NIPORT 2005).

According to Government of Bangladesh policy, merat regulation is permitted to be
performed within eight weeks from the first daytbé last menstrual period by a paramedic (a
trained family welfare visitor) or within ten week®m the first day of the last menstrual period
by a trained medical doctor (People’s Republic ah@ladesh 2005).

The Bangladesh Demographic Health Survey also tegbat eight in ten ever-married and
currently married women know about menstrual reguta Although numbers of women who
have undergone menstrual regulation have beengrisimce 1996. At the present time rates
remain low, with 6% of women reporting they hadrawged menstrual regulation services. Rates
of use of mnstrual rgulation services are highesbray women in their thirties. In 2004 9% of
currently married women and 8% of ever-married wotad used menstrual regulation services.

FPAB’s strategic plan and national situation analyshows that unskilled and untrained
providers are primarily responsible for terminatprggnancies Access to safe abortion services
is very limited and religious and socio-culturalpopition to abortion is strong. Procuring funds
for menstrual regulation services are also diffictiiternally menstrual regulation facilities are
not adequately trained and post abortion careitiasilare insufficient (FPAB 2006).

Exposure to family planning messages through meaaincreased - while exposure to messages
on posters and billboards increased by 6 to 8%inQuhis period, exposure to family planning
messages through radio and newspaper/magazine®iamed largely unchanged. Efforts to
disseminate family planning messages throagimmunity events appear to have declined, as
reported by BDHS 2004, with only 3% of women repwytthat they heard a message at a
community event in 2004 compared with 6% in 199920

Maternal health

The mean height of a Bangladeshi woman is 151 oettes, which is above the critical height
of 145 centimetres. A high proportion of women ()6&e below 145 centimetres. Thirty-four
percent of women were found to be chronically matished, their body mass index (BMI)
being less than 18.5. Among divisions, Sylhet hashighest proportion of women who are thin
(48%) and Khulna the least (29%).

Although Bangladeshi women with children under fiwgars are not getting taller, there is a
substantial improvement in mothers’ nutritionaltssaas measured by BMI. Since 1996-97, the
proportion of mothers below the cut-off point of B 18.5 continued to drop, from 52% in
1996-97 to 38% in 2004—a decline of 27% in less tiea years (NIPORT 2005).
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According to BDHS antenatal care coverage has ase sharply between the 1999-2000 BDHS
and the 2004. One-third of women received an atdércheck-up from a medically trained
provider in 1999-2000 compared with approximatehe dalf in 2004. Thirty-one percent of
women received antenatal care from a doctor and Et¥ived care from a nurse, midwife, or
paramedic. A relatively high proportion of womege®ed no antenatal care (44%), especially in
Sylhet (52%) and Barisal (53%). Two in three wonmeceived at least two doses of tetanus
toxoid for their most recent birth in the five yegreceding the survey, 21% received only one
tetanus toxoid injection, and 15% received noné*@ORT 2005).

More than 90% deliveries occur at home. Three quanf births in Bangladesh are assisted by
traditional birth attendants with 14% assisted iayned and 63% by untrained traditional birth
attendants. About 13% of births are assisted byicaty trained persons. Two thirds of women
(64.3%) did not discuss who would assist theingeli during their pregnancy. Among the one
third who did discuss, the majority (21.7%) plannedcall upon an untrained traditional birth
attendant, with small numbers planning to call @ned traditional birth attendant (4.9%), a
doctor (4.4%), a relative (3.1%), and a few wouwddl a nurse/midwife (1.6%).

Bangladeshi culture remains oriented to home biattd only 20% women have the decision-
making authority about who will deliver their bab¥0% of the pregnancies were free of
complications and 60% reported one or more probhlédverall, 45% of all pregnancies with
complications were perceived as dangerous or patsriife threatening.

Awareness of the danger signs of obstetric comjdica is extremely low, particularly among
the decision makers (mother-in-law and husband)y @8% of women who perceived to have
had life threatening complications during theirgmancy sought immediate car©nly 15% of
women received postnatal care within two days tif’ee/; more than 80% received no postnatal
care at all (People’s Republic of Bangladesh 2005).

HIV/AIDS and STIs issues

Bangladesh continues to have low HIV prevalencss(lthen 1%), but has high levels of
documented risk behaviours: Low levels of condore, ugery high turn over of clients of
commercial sex workers, low knowledge regarding DS, and extensive needle and syringe
sharing by drug users suggest a potential for dgrawtHIV infection rates. Adolescents, in
particular, are increasingly getting involved i thex trade, taking drugs, and migrating to other
countries where they are exposed to risky situation

According to a 2004 United Nations study the numbkeHIV infections in Bangladesh has

tripled over the last six years, with increasingyadence among most at risk populations:
commercial sex workers, men who have sex with mmegrant workers and injecting drug users
(IDUs). National survey data indicate that HIV ictien among IDUs jumped from 1.8% in 2001
to more than 4% by 2004.

Factors contributing to Bangladesh’'s HIV/AIDs vulalility include cross border interaction
with the high prevalence areas in Burma and Nodkt Endia, low condom use and a general
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lack of knowledge about HIV/AIDs, sexual diseasansmission and risky behaviours.

Heterosexual contact among commercial sex worleessmajor mode of HIV transmission and

the level of unprotected sex is high (40%). HIV/AlBwareness among migrant workers is low,
based on their limited access to information (USAMDS).

Knowledge of HIV/ AIDS among married women increadmom 19% in 1996-1997 to 31% in
1999-2000, and then it almost doubled to 60% in42@6 reported by BDHS. For currently
married men, the corresponding proportions are534and 78%. Eighty percent of women and
93% of men in urban areas have heard of AIDS, 6dB6 of women and 78% of men in rural
areas have heard of the disease. Thirty-seven mies€enarried women, 57% of never-married
men, and 45% of currently married men know thatdoom use is a way to avoid contracting
HIV/AIDS. About one in three married women and amesight of all men or currently married
men know that limiting the number of sexual parsnean prevent HIV/AIDS. Overall, six in ten
women and 42% of men do not know any way to avieeddisease. Knowledge of HIV is high
among sex workers and their clients but extremaly 4among the general population. A recent
study showed also that only 20% of married womed 38% of married men had heard of
HIV/AIDs.

Knowledge of STIs, sexually transmitted infectiorssgenerally lower than that of HIV/AIDS.
Ninety-four percent of women and 78% of married ragthdo not have any knowledge of STls.
Knowledge of STls is highest among women and men lidve completed secondary education,
19 and 38%, respectively. In Bangladesh the legalcd marriage is 18 years for women and for
men is 21 years; however a large proportion of iages still take place before the legal age. The
2004 BDHS, data shows that 68% of women age 20-8re wnarried before age 18. Data
indicate that over the last two decades, the pteagpoof women marrying before the legal age
had been gradually declining; but in recent yesrsas increased again. Still, more than half of
all women age 20-49 enter marriage before thein bsthday.

In Bangladesh an estimated 47% of women are repootesuffer from gender-based violence,
where the practice of men attacking women with asiélso widespread. The nature of the
violence is varied and includes food deprivatiomygcal isolation and refusal of access to SRH
services and other health services, physical bgstirape and dowry-related deaths. Violence
against women, in all its forms, has underminedithgact of safe motherhood programme in
that maternal mortality rates have remained higipide their implementation over decades.

Women from lower socio-economic groups are morgyilto be at risk of gender-based violence
and less likely to be able to access services @rjuktice system. gender-based violence also
contributes to the cycle of poverty for many womehildren and families by disempowering
women, diminishing self esteem, restricting thédiliy to participate and contribute to their
community and degrading the health status and esmnoapacity of the family as a whole
(USAID 2005).

Adolescents in Bangladesh live in a community thad traditional beliefs and practices that still
restrict the discussion and flow of accurate searal reproductive health information in the
household, the community and schools. Pre-mamalis taboo for social, religious and cultural
reasons, and access to accurate information onskeyal and reproductive health issues,
including reproductive physiology, sexuality, fayilplanning, and sexually transmitted
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infections, is severely restricted at all levelgepRoductive health services that do exist are often
unresponsive to the broader needs of adolescesfcially those who are unmarried
(EU/UNFPA 2006).

A 1999-2000 survey which addressed obstacles tesaoty care found that 80% of women felt
that there was no adequate healthcare facilitynye&0% mentioned a lack of confidence in the
services and problems accessing the health cétti®é;couldn’t meet the financial requirements
for treatment and about two thirds said that navking where to find health centres was the
major obstacle to accessing care (NIPORT 2005).

Concluding remarks

This brief review indicates the SRHR issues andlehges. In the course of the evaluation, we
have also asked a number of community leaders rgment officials and others about their view
of the most critical challenges in the field. The@shcommon answer focuses on religious
conservatism, which is an underlying factor affegtmany of the conditions described above.
Early marriage and gender based violence werettier bwo most commonly cited issues. When
we discuss the relevance of FPAB'’s activities irapter 5 below, we will return to the
information recounted here.
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Chapter 3. The Family Planning Association of Bangl  adesh

Origins and evolution

The Family Planning Association of Bangladesh is thdest NGO in the country and was
formed in 1953 to pioneer a family planning movemein 1954, it became a member of the
International Planned Parenthood Federation (IP&f),started its activities with the following
objectives; (1) to popularise the concept of fanmplgnning (2) to motivate the government to
frame a national policy, (3) to provide servicestliose who voluntarily want to adopt family
planning. The activities of the association focliea what would today be called advocacy, plus
limited services through a model clinic in Dhaka.

The Government recognised family planning actigitby an act of Parliament in 1958. This was
followed by an experimental project that started @60, then followed up and brought to scale
through a fully-fledged programme in 1965. The FPABN redefined its role to supplement and
complement the national programme with emphasispopularising the concept of family
planning with the support of modern methods of camitation, filling up gaps in the provision
of services, mobilising community support, and destting new and innovative approaches

In the late sixties, the association expandedot®i@ge and moved from the urban to rural areas.
During this period FPAB received funds from othendrs as well as grants from the national
government. The scope of services and activitiedimoed to evolve and broaden in scope. In
1980, FPAB initiated its youth programme aimed doicate and raise awareness about sexual
and reproductive health and rights among young lpebypough peer organisers. Initially FPAB
provided education about family planning and in 298e organisation widened its focus to
educate people about sexual and reproductive hisalibs. The organisation’s first strategic plan
(1994-2002) included a strategic objective aboutngppeople - ‘education to prepare youth for
their future parenthood life’.

The organisation is still the largest NGO in Baulglsh in the field of sexual and reproductive
health. It is a member-based organisation, and Imasva total of 6.003 members. The national
organisation has 20 branches, and each branch baara of volunteers who are accountable to
an annual meeting of members in the branch. Theefdawg Council at national level is elected
by the boards of the branches.

2 Information on the background of the FPAB comesrfipast evaluation reports, such as the Bangla@eshtry
Evaluation Report (2003Addressing the Reproductive Health Needs and RifhYoung People since ICPD: The
contribution of UNFPA and IPPF’ the FPAB’s report on Global Indicators, as welfrasn the presentation by the
management of FPAB.
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Table 2. Summary of programme activities and finanes 2006.

Project Description Budget 2006
(in USD)

Sexual and Reproductive Health | Strengthen commitment to SRHR education, increasess
Education for Adolescents and to comprehensive, youth friendly services, trairtimpugh
Young People peer educators.

Education and Awareness Raising| Reduce social, religious, cultural, economic, legad

through Training political barriers that make people vulnerable tvYMAIDS.

Capacity building in the 5 As Strengthen programmatic and policy linkages betw&iRHl
and HIV/AIDS

Comprehensive Family Planning a| Improve access to SRH information and sexualitycatian 177.000
Reproductive Health Clinic for poor marginalised and underserved people wsinghts

based approach.
Quality of Care (no cost extension | Improve access to high quality SRH services 12.000
a completed project)
Safe Motherhood Project 354.000

Flourishing lights on Women Information and education on SRH and FP amonganilli
Empowerment and Rights to population through 400 field volunteers, 1010 comityu
Services volunteers, 400 community birth assistant,

Advocacy for Breaking the Silence| To achieve greater public support for government
commitment and accountability for SRHR, strengthen
recognition of SRHR, including policy and legistati

Working Towards Safe Motherhoo( Protect the rights of women at risk for gender-dagelence

in South Asia: Combating Gender-| with special focus on pregnant women. Raise awaseof

based violence entitlement to medical care and related support.

Centre of Excellence on 536.000
Organisational Development
National Headquarters Indirect costs of FPAB 134.000

Sources: ‘Bangladesh 2006 Assets. PDF (provided by IPPF pteSter ¥ 2006)
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The activities of the FPAB can be split in two nragategories. First there is the core of SRHR
services provided through the clinics operated dghebranch, as well as by the satellite clinics
and outreach programs around each clinic. The rahgervices may differ between the district
branches, but essentially they are made up ofcalii8RHR services as well non-clinical services;
testing, supplies of contraceptives, counsellind eferring to clinics, done by field volunteers
in designated areas. Apart from this core struotfirgervices that are regionally based, there are
programme activities; projects for which FPAB hasnearked funding from IPPF. Table 2
presents an overview of the projects being impldéetein 2006. FPAB claims to reach a total of
1.8 million clients. It has a total staff of 1.0p@rsons, some of which work part-time or on
temporary assignments. There are also a large nuohbelunteers working for the organisation,
estimated at some 6.000 persons. The organis&grafore has almost 7.000 paid and volunteer
staff that are working in accordance with FPAB’ssmn and strategic plan.

Overall funding to the organisation has declinedrdhe last few years, as the core funding from
the IPPF has decreased, while at the same timdirtbet project financing from other partners
have been unchanged or decreased. The chargesviceseplay a minor role in the overall
budget of the organisation, nor do the governmette private sector contribute much.

The overview in Table 2 shows where the strategiariies lie during this year. All projects
except two are identified under one of the five thiat guide IPPF’s strategic planning. There are
11 projects in total and they have a total propadget for 2006 of USD 1.9 million. The single
largest allocation of funds is in the sector ‘othend the largest project there, which is also the
largest in the total budget, concerns organisaktideeelopment — in line with the IPPF vision to
create centres of excellence in the regions. Timgept accounts for one third of total budget, and
the FPAB overhead costs constitute another 11% pitjects that fall under the 5 A’s add up to
57% of the total programme budget These figuresgyev sense of the strategic priorities of the
organisation, and in the next section we turn &gpblicies and strategies of the organisation.

Policies and strategies

The FPAB is in a process of change; not only wasva Director appointed last year, but several
others in executive positions are also newly apgpdinThere is a clear break between the old
leadership and a new group and naturally that esffée operations. A large number of changes
have been introduced in the organisation, but yeistoo early for an evaluation to establish the
effects. At the same time, it is of limited interés pick up problems that relate to the old

management. Hence this review of the FPAB as aantsgtion is rather short and focused on a
number of specific issues.

Organisational strategies are usually made exghcia small number of documents. The key
document that we make use of in this analysis es‘kMission Statement/Strategic Plan 2006’,
which sets goals and objectives for the period 2008009. It is a document of 13 pages, which
is an appropriate volume of text; not too long aad too short. Within 13 pages it should be
possible to set and motivate targets, provide asesesf direction and purpose against a
background of needs, risks and opportunities.
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The first item in the ‘Mission Statement/Strate@itan’ is the mission statement itself. It is

commonly said that mission statement should betshod concise, and that they should

communicate well. They should be easily understaledd he substance should be relevant and
should respond to needs, in this case to the SRid&isn in Bangladesh. The mission of FPAB

(FPAB 2006) is:

‘To accelerate human development through qualitgrBductive Health including Family
Planning Services, FPAB will improve sexual androgpictive health through effective
advocacy and service delivery primarily to womerhildren, adolescents/youth
emphasizing on underserved and disadvantagedtareagh community ownership. ’

The FPAB clinic in Chittagong set in a side stieed quiet residential area. The sign introduces
the services and points clients to registration.

The mission statement as such has its strengthweakhesses. The strengths are that it is indeed
short. It is clear and easily understood that thlebe two main lines of action; advocacy and
service delivery. Target groups are clearly idésdif The concept of sexual and reproductive
health is broadly understood. There are some wasksdoo. Even though the statement as such
is short, it is a long sentence and it is diffictdt perceive what it actually says. It would
communicate better if split into a series of shodentences. There is no specific mention of
HIV/AIDS, which would have been relevant as thismajor issue in the country. Part of the
sentence is a tautology —through quality reproductive health (...) will impmwsexual and
reproductive health’. The components of this argumneed to be reconsidered.

It is important that the message of the organie&ionission is clear and consistent. The
evaluation encountered several different missi@testents; on the walls, on posters, in the
above document, and in the Bangla version of thesiom statement. It is obvious that all mission
statements that are spread from the organisatiounldtbe the same. The Bangla version could
serve as a model for the English mission statensnif is better structured, clearer and even
more comprehensive.

The remaining parts of the document are structaredind the 5 A’s, and then there are also
subsections on accreditation and governance, arghpacity development. Under each of these
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come a number of boxes, wherein each box has enstat of strategic goal, situation analysis,
and strategic objective. This is in itself a goowl aiseful structure. However, some of these
sections correlate to projects, but others do mbere is no sense of how these projects, or
different strategic objectives and goals togethédr@ass a common purpose in respect of
advocacy, adolescents, or any of the other 5 A’$n dhe other areas for that matter. There is a
lack of purpose at the programmatic level, where @rould want to see how the projects
combine to achieve certain objectives, or contgeltota common purpose. As it is, the strategic
plan gives the impression of a list of loosely adsied project activities that are somewhat
arbitrarily sorted under the 5 As.

It is not easy for the FPAB to present its actestiunder the 5 A’'s. When one looks at the
projects, it seems that they normally contain @@, outputs and outcomes that relate to several
of the A’s. A youth project may contain a large renof advocacy activities, the projects in
access contain activities that relate to abortiwh@lvocacy. The advocacy projects could also be
seen as AIDS-related activities. Under the oveiiddl of abortion, there are several components
that relate to safe motherhood, even projects fsmatherhood. Safe motherhood is obviously a
much broader concept and will certainly include ynactivities that are not abortion related.

This is a problem with the 5 A’s in general as anagement tool, and the weaknesses in how
they are conceptualised becomes apparent in thegic plan of FPAB. This also implies that
the data on financial expenditures organised unider5 A’s do not accurately reflect the
activities of the organisation. So for example, dheious conclusion from Table 2 that Abortion
is the largest programme sector at 25% of the tmidiget would not be true, as only a minor
share of the funds spent under that title woulddbated to abortion as such. This also suggests
that it would not be possible to present resultsegpect of the 5 A’s either. The problem goes
beyond the FPAB, which appears to have tried it tieapply the strategic key words of IPPF,
and the synthesis report of the evaluation willimetto this issue.

Governance and the volunteer boards

The question of governance is very important. FPiBABa member based organisation; the
members are organised at district level. In eastridi there is a board, and the board elects the
National Council. The National Council appoints atidnal Executive Committee, and on that
there is also a subcommittee for management. Thergance system is described in detail in the
Constitution of the FPAB (FPAB 2005).

During the course of the evaluation there was atingeavith some National Council members
and in each of the three districts the evaluateanmt met with the Boards — more or less fully
present at the meetings. The volunteers on thedBaand National Council could be a valuable
asset to the organisation, but whether they ar@saat or not depends on how their skills are put
to use. Several issues can be raised:

- Inits overall composition, the board is dominaltgdpeople who are approaching the end

of their careers or have already retired. Thera i®eed to rejuvenate the boards at all
levels to make sure that the insights, understgsdand dynamism of young people are
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brought to the governance of the organisation. Miesion of the FPAB emphasises the
need to reach young people, but those who formiieyepolicies and strategies at the
boards may not have the required backgrounds ®ttekright decisions for this purpose
to be reached. This means that the board shoudirgito get members who understand
the needs of a wide range of people in the commuthiat is, one should strive for a
broad representation from the community.

The boards aim to have an equal representationeof amd women, and that is almost
achieved, though some boards at district level stiém to have a predominantly male
leadership. But it is not only the number of wontleat count, but also their voice in the
decision-making process. The FPAB needs to asoeti@t the women who serve as
volunteers on the boards also have an equal sdguisions.

The boards are generally large, the National Céuras 21 members, and the district
boards we visited had around 15 members. It isrgéinesaid that a board should not
consist of more than 7 members if it is to worleefively.

Volunteers on the boards can serve up to 15 yeatsnot more than two consecutive
terms (6 years) in any one position. It is also gmnly said that persons have outlived
their usefulness if they serve more than 6 yeara board. From the organisation’s point
of view, a maximum period of six years on a boalld ascertain a steady access to
fresh insights and inputs to decision-making.

The boards appear to be quite active in the manageai the organisation (though there
is a difference between branches); while at the esdamme there is a professional

management structure. This leads to a duplicatfoeffort and confusion over roles and

responsibilities. Management cannot be held acedulmtas the board members are
present in the daily operations of the organisatésrd might get involved in decision on

use of funds, access to services, appointmentrgbpeel, etc. The board cannot be held
accountable either, because there are still a numbeperational decisions taken by

management.

A board could in theory take one of several roléscould exercise power over the
organisation, it could be advisory, or it couldrepresentative (that is, contributing with
networks to other people, assist in lobbying, inforother stakeholders of the
organisation’s activities). The present Constituiixd FPAB makes the boards responsible
for the management of the organisation, and heneedbmembers are actively engaged.
Many NGOs find it useful to have advisory boardd &mleave managerial responsibility
to professional management.

In short, there are many issues around the goveenstructure that require a closer analysis than
we offer here. We have not been able to analyselfldhow management at different levels work
together with board members. There is a risk that winclear responsibilities could create
conflicts if worse comes to worst. In any case, duplication of responsibilities makes the
organisation less efficient than it could otherwhse
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Human resources

Personnel at all levels is the most important agEain organisation. During the evaluation we
met with many different categories of personnel had the opportunity to watch people at work,
interacting with clients and performing other dstie

There is no doubt that the large majority are glpmotivated by a sense of duty to serve their
clients and by their strong belief in the missidrthee organisation. In a large organisation there
are always those who perform below average ancetivd® perform above average. We have
met with some 60 reproductive health promoters,tmbshem knowledgeable and committed.
They had worked for organisation as field levelwxeers for an average of 6 years, many as
long as 14 years and some were more newly recridtedthey had received very little training,
on the average not more than 14 days during sissy&aat is far too little, particularly as these
are the people who are most likely to reach the pod who will provide essential services to
them.

People in the clinics; medical doctors, paramedarsjnsellors, have fared better and have
received more training, on the average at leastno@er training every year. At this level too,
many of those we met appeared to have the skitldlam attitudes appropriate for their jobs, and
they were motivated.

There is, however, a problem at middle managenexaid, and also among the coordinators of
field volunteers. The demographic picture is these groups are almost exclusively male and
most of them are middle aged or older. Their atBgipose a problem; many have an arrogant
approach to the clients they are supposed to santea number also have an intimidating and
threatening approach to both clients and to emgleye lower levels in the organisation. Their
understanding of SRHR needs is often very limitgsl.an example, in one city visited a senior
manager claimed that were no brothels in the witych there obviously was — in large numbers.
It is of course impossible to manage a dynamic iandvative programme in SRHR if one is
ignorant of basic social structures and issuekardistrict.

The coordinators of the field workers pose a paldidy serious threat. Most of the field workers
are women, and they gain the confidence of womprdblems. However, when they seek to
solve them they need the backstopping of the osgéion, and they need someone to turn to who
can appreciate the problems and constructively teegplve them. As it is, the effectiveness of
the field workers is severely hampered by the deapgcs of the supervisory level on top of
them.

The evaluation discussed personnel issues witbiteetor of the FPAB, and it would seem that
the analysis of strengths and weaknesses is sh#mnete also appears to be a strong commitment
to address these issues. A programme to addregalderassment on the workplace has been
initiated, and we think this is a very necessany brave step to take. Many of the staff members
at lower and voluntary levels are female, whileirtreupervisors and managers have been
characterised above. The risk for sexual harassamhtexploitation is large and obvious. The
organisational change programme is necessary aodigih it some may be motivated and trained
to perform better. However, it would be prudentassume that many in the latter category,
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middle management and coordinators may have adgdodar in their careers to change much,
and that other solutions than training and motoratust be sought.

Image and reputation

What kind of a reputation does the FPAB have? Tveuation team met with community
leaders, national and district government agencegmesentatives from other NGOs; in total
around 60 persons. It is rather unanimous picheg paint; some quotes from interviews are:

‘They were the first organisation to speak aboufljaplanning’

‘They have shaped government policy in family plaghi

It has stability and continuity, other NGOs come g@o, or are too small to provide
real services. FPAB is large and can deliver topiber’

‘It is reliable and it works in many difficult aréas
‘20 years ago FBAB was a strong organisation, tart thbecame weaker
‘The people there are very motivated and do a gulwd |

‘It is mostly working in family planning that is ¢fir strong part. They have not been
able to change to a broader SRHR agenda. They dbthwy have always been
doing’

The organisation appears to have a good reputdiidrthat depends on how one defines a good
reputation. Many said the organisation stands totiouity and stability, which are positive
attributes. But if change is necessary, it maybeso positive. Perhaps the most striking thing
about the comments is how many associate FPABaitter old-fashioned approaches to family
planning. Still, the history of the organisatioroals that it started working with broader SRHR
issues already in the 1980s, and it had prograniorezdolescents etc. already in the first five
year plan. Nevertheless, in people’s minds it sbaemted with basic family planning activities.

The organisation’s networks among NGOs are strand,while FPAB has found pragmatic and
fruitful ways of cooperation with some other stabielers at district level, it seems to remain a
little bit aloof at national level. A characterstomment was ‘why should we join them, we had
already been in existence for decades when theg ereated’. Bangladesh has many and strong
NGOs and the country is a competitive scene;atahallenge for FPAB to find the right balance
of cooperation andompetition with others — both are necessary.
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Concluding remarks

This is not an evaluation of management issuesctsites and processes in the organisation.
Nevertheless it is an evaluation of the FPAB; tbeuk is on relevance, effectiveness and
reaching poor people, but the organisational gtrest and processes do explain some of its
performance in these respects. In the text aboveawe pointed at some shortcomings in respect
of the planning process, governance structuresanthn resources. We are aware that there is a
new management team and that the problems we speake due to the history of the
organisation.

FPAB is working together with SARO, the IPPF SoAs8ian Regional Office, to address many
of the issues. To mention a few examples; SAROeigelbping a 'deprivation ranking' tool,

which will be pre-tested in October 2006, and tihalized tools will be shared with all member
associations at a Vision Building Workshop schedldte January 2007. This should help the
FPAB focus on poor and marginalised groups (areisgiwill return to in chaper 6).

Furthermore, the idea of ‘Centres of Excellencd! also be a tool to strengthen the organisation.
All the member associations in the region have tatbphe Centre of Excellence approach,
through which over the next three years, FPAB bdldeveloped as a Centre of Excellence on
Universal Access. Other steps include moving thegpion of the organisation from being a

family planning service provider to a Centre of Elience on Universal access.

Yet another important aspect of change managenedates to organisational networks. During
the past year a number of technical committees haea formed that will advise FPAB on areas
such as HIV/AIDS research. The FPAB has also comgl@ mapping of significant actors

working in the SRHR field, with the intent of forng strategic coalitions with these

organisations, where possible.

The management is starting these (and other) chamogeams, but it is of course much too early
to say anything about the results yet.
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Chapter 4. The Advocacy of FPAB

Introduction

It is widely accepted that between 1953 and 1963\ B-played a major role in creating a climate
of opinion where family planning was widely accepten Bangladesh. Through focused
advocacy initiatives at the national and local Isythe organisation made a major contribution to
ensuring that the government developed relevanicipsl and a national service-based
programme that responded to the needs of the papultor family planning programmes in
1965. Since this date, FPAB has increasingly deetdts resources and strategic focus towards
service provision rather than advocacy. HowevdPHB global indicators data shows that FPAB
continues to engage in a range of advocacy progemrand at the present time is involved in a
variety of local advocacy initiatives and dialogugth local and national decision makers.

When discussing the outcome of FPAB’s advocacyaiives, it is important to recognise that it

is difficult to isolate the specific impact or oatoe of one agency, as the overwhelming majority
of organisations that work in an advocacy-basedaap do not work alone. This is because
advocacy initiatives that have a very broad basesugfport from a range of organisations,
communities and decision-makers are most successfathieving their objectives. It is less

complex to make an assessment about the outcomspscific advocacy campaign.

This chapter uses data gained through interviewisfacus groups with key local and national
government decision makers, community and religieagers, and major NGOs working in the
field of SRHR to make an assessment about the mataof FPAB’s advocacy work that has
targeted the local level, the policy environmend &RHR policies. In particular, it will focus on
FPAB’s work to raise awareness and acceptancevafiaty of SRHR issues with key decision-
makers, policy-makers, gate-keepers of informatiand figures with authority at both the
national and local level.

Defining advocacy

For the purpose of this report a broad definitibradvocacy is utilized. Advocacy is defined as
‘the provision of accurate and relevant informatioreducate and create awareness about SRHR,
behaviour change communication initiatives to @eatbroad and effective constituency of
support and wider political advocacy that targetsal and national decision-makers.” This broad
definition of advocacy recognises that oppositiorand/or a lack of understanding about SRHR
among key decision-makers and community leadersleat to a lack of access to SRHR
services through inappropriate national legislaod services that do not respond to the SRHR
needs and rights of the local population. In paléicthis chapter looks at:

I.  Advocacy initiatives that are focused at the |deakl and target the general population
and key community level decision-makers such agioels leaders

ii. The extent to which FPAB contributes towards thevetlpment of ‘an enabling
environment’ where support for SRHR is acceptable@ addressed by key Government
agencies and NGOs
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iii.  Whether and how FPAB engages in policy dialoguéh thie government to contribute to
and inform national policies that focus on a rao§f8RHR issues

It would thus be possible to ‘map out’ the advocaxyivities of the FPAB along the two
dimensions of, first, whether the work occurs atiamal level or at district or lower
administrative levels, and second whether the tasgygovernment policy as such (expressed in
legislation, actions plans, organisational strueguand systems of implementation), or whether it
is directed at the policy environment (journalisither NGOs, community leaders), or whether
the advocacy efforts are directed at the commuatitiarge through awareness raising activities.
These different approaches are illustrated in Eidur

Figure 1. Dimensions of advocacy activities.

Government policy Policy environment Public awareness

National level

District/community level

The 2003 UNFPA/IPPF evaluation of FPAB identifietaek of focus and work in the field of
advocacy as a weakness and a missed opportunitihéoorganisation and the wider SRHR
community in Bangladesh. In comparison to this repibe 2003 evaluation looked at a more
narrow definition of advocacy with a focus on pylinakers rather than key decision makers and
community leaders at the local/district level.

Perception versus reality

It was quite common that people in the FPAB werequite aware of what kinds of advovacy
work the organisation was doing. For some, advocaejnly meant to influence government
policy. The activities at community level were sdimes, but not always, included in the
understanding of advocacy. Despite this view, thalysis of interviews with NGOs and
government agencies working in the field of SRHRghlighted that FPAB is implementing a
variety of important local advocacy initiatives,ripeularly with religious leaders and that FPAB
has also established relationships with key goventragencies and consequently plays a role in
shaping the national SRHR programme and policyrenument. The interviews revealed that the
organisation works with advocacy at primarily thetdct and community level.
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Impact at the district/community level

FPAB currently implements a range of initiativegttiaim to raise community and local level
support for sexual and reproductive health andtsighhrough this evaluation two major local
advocacy initiatives were identified: FPAB’s wdiksensitize religious leaders about SRHR and
street-based drama performances and programmesefboon raising awareness and broad
community-based support for SRHR.

i) The Islamic Research Cell — Programmes to sengié religious leaders

FPAB'’s Islamic Research Cell was established imMdli8&esponse to the strength and number of
religious leaders that were opposed to family pilagnon the grounds that it was seen as
artificial and against God’s will. Since 1984, tikll has focused on reaching out to and
interacting with imams to sensitize and create aness about passages in the Holy Quran that
support SRHR. The Cell provides an open environmdmre Imams can provide engage in
theological debates about references to reprocubtalth within the Holy Quran.

In particular, the Cell's programmes identify kegspages from the Holy Quran that refer to
respect for one’s conjugal partner, taking carerd’s body, only having the number of children
that one can take good material care of and theitapce placed upon caring and respecting
reproductive organs — as evidence of the Holy Qarsupport for reproductive health and family
planning in particular. In Bangladesh approximatélyenty-four% of all children attend
madrasas, and the Cell also works with teachers atea employed in these schools to raise
awareness and support for SRHR.

Analysis of the interviews with representativesnirthe Bangladeshi Government’s Ministries
for Family Planning and Health and NGOs workingaonational level in Dhaka highlighted the
importance of this work and a number of respondemdsimented on how effective this
programme had been in creating a wide platform arvhrounity-based acceptance for family
planning in Bangladesh. In Chittagong, one of th@renconservative areas of the country that
were visited by the evaluation team, four out & seven representatives from major NGOs that
are working in the field of SRHR and ministries fedalth and family planning identified the
attitudes of religious leaders as major barrierSRH. Feedback obtained from interviews about
this programme included:

‘FPAB has done some very impressive work withgiielis leaders — any organisation that
wants to work with these leaders about SRH shooiidact FPAB. This work is very well
recognised in Bangladesh’

‘The quality of FPAB’s work with religious leadeissa strength of the organisation’

‘FPAB is implementing important work with Imamsdonnservative areas of the country’

Through its work with religious leaders the Celslaso been successful in reaching out to men,
and raising awareness and support for sexual grddective health and rights among men, a
group that has largely been neglected in SRHR progres. In a focus group discussion with
thirteen religious leaders in Barisal, four hackadled training sessions implemented by the
Islamic Research Cell and all requested furtheormétion and training from the Cell. The
Imams provided positive feedback about the workhef Cell and commented that they thought
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the work of the Cell had had the outcome of enagingapeople to ‘open up’ and discuss family
planning and wider health issues. The leadersdstidnat they were supportive of a range of
SRHR issues including family planning and FPABgiatives to address gender-based violence.
They confirmed that as a result of the sessiong tael spoken about these issues during the
Friday sermons in mosques. The Imams also revélasdrior to their involvement with FPAB,
they and other religious leaders in the area werg sceptical about the work of the NGO sector
in Bangladesh. As a result of involvement with FRA8ligious leaders in the community are
now more supportive of and committed to workinghvatrange of NGOs in Barisal.

Similarly, in a focus group discussion in Syhlétfiake religious leaders confirmed that they were
aware of and supported the work of the Islamic Be$eCell and programmes implemented by
FPAB. One member of the group had attended FPA&siIsars and had discussed the seminar
with his peers. All five confirmed that they hadsdissed early marriage, breast-feeding,
HIV/AIDS, gender-based violence and discriminatinrtheir mosques. In Chittagong the local
Government recently established a major prograniraedims to educate and raise awareness
about SRHR among religious leaders. The ManagéP&B’s Islamic Research Cell was asked
by the Government to join the advisory group andsheow an active part of this group. The
Cell is planning to organize targeted seminars taahing programmes to raise awareness of
early marriage among marriage registrars in the futare.

Interviews with key SRHR stakeholders showed that activities of FPAB in this area are
relevant to the SRHR needs of Bangladesh, as tleegddressing major community barriers to
SRHR whilst the focus groups with imams who haverated seminars indicate that this work
has been effective in creating a broad level opsugfor SRHR among the target group.

i) Street drama performance and other local commuity activities

Street drama has been implemented by FPAB to isereeammunity awareness and acceptance
for SRHR. Drama performances are generally impleéateby young volunteers and focus on a
range of SRHR. They target the general public amdnounity decision-makers.

In Chittagong the team observed a drama performémaewas focused on creating greater
understanding of gender-based violence and HIV/AIRSrowd of approximately 800 people
from poorer backgrounds watched the performancesgs staged on a Saturday evening in a
slum area close to the port in Chittagong). Thendr@ortrayed a range of easily understandable
messages about these issues. Interviews with eegves from NGOs revealed that this form
of communication is particularly relevant to megtithe need for information among poor
communities

‘... this method of communication is very importamid relevant in meeting the needs of
the poor as there are very low levels of literacyioag the poor populations in
Bangladesh, and limited access to televisions adid'

Leading Bangladeshi NGO working in the field of commication and advocacy.

The question is of course if a drama such as thgufficient to have an impact on behaviour
change? It is probably likely that more messagesiaeded, and that drama as such must be part
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and parcel of a broader awareness campaign. A dhamia of around 1 hour cannot cover all
issues surrounding HIV/AIDS, and though worthwiniletself, it is definitely not a panacea.

Two scenes from the drama developed by peer edaadat€hittagong. To the left, a lead female
actor performs an introductory dance, to the righe paramedic consults with the teacher and
gives advice to a young woman in love (with thengrnman).

The Chittagong branch has set up the drama attat®s 8.000, which is just slightly more than
USD 100. The drama has been performed twice a nawgha period of six months, and at each
performance there has been an audience of aro000 fpeople. This suggests that the drama by
peer educators is a highly cost-effective way ofkivy. A total of 12.000 persons have been
reached with basic messages around how HIV/AIDspisad at a very low cost. Even though it
would probably be necessary to supplement the draitta other activities to reinforce the
messages and to move onwards to behavioural chimge,very good start.

FPAB also coordinates with the Ministries of Heaflamily Planning and key NGOs to organize
rallies and advocacy events to raise awarenessRéfRSand wider health issues. FPAB co-
ordinates with these organisations to organize reetyaof events to mark ‘Tuberculosis Day’,
‘World AIDS Day’ and a number of other initiativés raise awareness of health initiatives. In
Chittagong this was identified as an important radtlof communication to raise community-
based awareness about these issues, particulaolygayoung people.

Impact on the policy environment: creating an enabl ing environment

When discussing the SRHR policy and programme enment in Bangladesh it is important to
appreciate the dominance of USAID as a donor am@jar actor within the policy and service-
delivery environment. FPAB chose not to sign USAIMexico City Policy (also known as the
Global Gag Rule) which prohibits any internatiodGO that receives USAID funding from
providing abortion-related services, informationreferrals to abortion service providers, with
the exception of post-abortion care. The policy gdsevents any organisation that is a recipient
of USAID funding from working in an advocacy or gee provision basis with NGOs that
provide abortion services, information about aloorior referrals for abortion services. USAID is
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currently providing significant financial and tecbal support to increase the capacity of the
Bangladeshi ministry of health. The dominance oAUSIn the SRHR field is a barrier to FPAB
working closely with the majority of SRHR NGOs imaigladesh.

Interviews with representatives from the Bangladdainistries of Health and Family Planning
revealed some reluctance about the role thaf@tisNGOs should play in informing the national
SRHR agenda-or example, one interviewee commented tN&Os should not be involved in
determining national policies, but should focusitlatention to community-based advocacy and
awareness raising initiativesDespite this difficult environment, the evaluatimam found that
FPAB is engaged in a certain number of initiativeth key stakeholders to shape the SRHR
environment. In particular, the following initiagg were highlighted:

a) Work with media professionals to raise awareneszbout SRHR issues

In Dhaka the FPAB has implemented a range of semsinaluding a roundtable to sensitize and
raise awareness about SRHR among journalists. Huantraining seminars are organized at a
national level and are targeting key gatekeepeiafofmation, decision and policy makers. As
approximately one third of the population is iltage, this initiative is not focusing on informing
poorer populations directly, but those who makeicped and decisions about the policy
environment and programmes to meet their needs.

b) Networking and Co-ordination with key governmentministries and NGOs that work in

the field of SRH

The interviews with 20 representatives of NGOs gadernment agencies revealed that FPAB
currently co-ordinates and co-operates with a braade of NGOs and government agencies that
work in the field of SRHR. In particular, sharedrkinog and programmatic collaboration with
Marie Stopes International and the Ministries ofalte and Family Planning were highlighted
within the interviews. In general FPAB has informabrking relationships with NGOs and
government agencies, but it also has formal Menthrars of Understanding and referral
relationships with NGOs such as BLAST (Bangladesbdl Aid and Services Trust) in Barisal.

At the branch level, FPAB is involved in the distrplanning process and co-ordinates with
relevant Government Ministries regarding the allmcaof health and family planning service

provisions in different regions of the country. Regentation and co-ordination at this level
prevents the duplication of medical services in @adesh and also ensures collaboration with
NGOs and Government clinical facilities.

Over eighty% of the NGOs and Government agencias Were interviewed stated that they
worked closely or had a working relationship witAAB. This shows that FPAB is engaging in
debates and dialogues with agencies that are refgp@rior meeting the SRH needs of a wide
range of groups and that FPAB has clear channelsoofmunication to inform the service
delivery programmes. However, co-ordination andodiaes appear to be focused on programme
delivery rather than focused on the policy envirenm
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Informing national policy

As highlighted at the beginning of this chapter ABPplayed a significant role in creating a
societal climate of opinion in Bangladesh thataigély accepting of family planning during the
1950s and 1960s. However, feedback from NGOs apdy&eernment ministries illustrates that
in recent years, the organisation’s involvememational and local policy debates has declined
and is currently relatively limited.

Representatives of Government agencies statedwiisg¢g FPAB has strong relationships and
works closely with the Ministries of Family Planginand Health, this work is primarily
implemented to share working, knowledge and to rcirate service delivery rather than inform
policy legislation and ensure the appropriate pretation and implementation of legislation.

The majority of interviews with NGOs and Governmeévinistries identified the reputation
and/or the history of FPAB as a strength of theanigation’. It is clear from the interviews that
FPAB is a well respected organisation that hasmgttarand recognition and relationships with
relevant Government ministries. This places FPAR irery good position to engage in advocacy
initiatives to influence and inform national and&bgovernment policies about a range of SRHR
issues. Comments from interviewees included:

‘FPAB is well established and respected in Bangiatle
‘They were the first organisation to speak abomtilaplanning’

They have shaped government policy in family plaghi

However, the ‘brand’ is closely associated with ifgnplanning, rather than the wider SRHR
agenda. This is closely related to the name obtbanisation — which makes reference to ‘family
planning’ rather that wider SRHR issues and thig baa barrier to the organisation being seen
and consulted in policies relating to the wider $R&yenda.

Although FPAB is well placed to be a key playeipwolicy development, the organisation is not
currently taking the lead in this area. Interviewish UNFPA, USAID and Save the Children
show that while a number of SRHR policy initiativesve recently been developed, including the
HIV/AIDS curriculum agenda for schools and an adoént reproductive health policy they have
been developed largely without consultation andiirfppm FPAB. The adolescent reproductive
health policy dialogues with the government wer Iy Marie Stopes International, with the
support of a consortium of NGOs, including FPABABPs not represented on the NGOs forum
of the national health sector SWAP and FPAB is alsb currently working with Save the
Children, the managing agent of the Global Fund AdDS, Tuberculosis and Malaria in
Bangladesh. The notable exception to this patefPAB’s involvement in the development of
the 2004 national population policy. FPAB was cdiesliby the Ministry of Family Planning and
attended a number of meetings to inform the deve&n of this policy.
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Systems to monitor and evaluate advocacy initiative S.

At the present time FPAB has very limited systemd aapacity to monitor and evaluate the
outcome or impact of advocacy initiatives at thealoand national level. Outputs of advocacy
initiatives such as newspaper clippings of artidbsut SRHR and number of religious leaders
attending Islamic Research Cell initiatives ardeméd.

FPAB’s management team acknowledged that the ggtomn currently has a limited capacity to

assess the outcome and impact of its advocacyativgs. If FPAB decides to become

strategically focused on advocacy and decides ¥esinfinancial resources in this area it is
important that the organisation is able to makeassessment about effectiveness of different
advocacy initiatives. Methods and systems of assgshe impact of policy and advocacy

campaigns have been developed and well documemntdayp NGOs, research and academic
institutions in Europe and America. These systemddcbe adapted for FPAB with focused

technical support from IPPF.

Concluding remarks

This chapter has provided an overview of the adeydaitiatives of the FPAB. If we compare
these activities described here to the overvieprogramme activities presented in Table 2, page
16, it is clear that FPAB does a lot more, and #usMocacy activities make up far more than 3%
of the annual budget of the organisation. Howelfeve now return to the analysis of advocacy
at the beginning of this chapter, it is also ckbat the activities are concentrated in some avkas
the ‘map’, while others are almost empty. In Fig@rbelow, we use the same map to illustrate
where activities are focused (green), and whenetisea loss of opportunities (red), with areas in
between where there are some activities, but kessih the focus areas (yellow).

Table 2. Focus and lost opportunities of FPAB advecy activities.

Government policy Policy environment Public awareness

National level

District/community level

There is no doubt that FPAB is implementing a wgrief local advocacy initiatives that are
relevant to the needs of poor people in BangladBlsé.organisation is addressing major barriers
to SRHR within the community, particularly throudthe work of the Islamic Research Cell
FPAB has a high level of collaboration with key N&@nd government agencies that are
working within the field of SRHR and through dialags and relationships with key government
agencies and NGOs, the organisation is influenttiegoolicy environment

In a challenging environment, FPAB has the poténtaplay a significant role in informing

national policies, but the organisation is playatelatively minor role in this area at the present
time. With its high level of brand recognition arelationships with major agencies working in
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the field of SRHR, FPAB could make a major conttita to the SRHR field if it becomes more
involved in informing national policies. At thegqzent time FPAB has very limited capacity to
assess the impact and effectiveness of the advoiceitgtives, and the question is if the

organisation at present has the knowledge and demge to undertake major and sustained
advocacy campaigns at the national level.
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Chapter 5. Effectiveness and Relevance

Assessing effectiveness

In this chapter the evaluation analyses effectigserand relevance and these are two of the five
criteria that are usually mentioned in evaluatiothe other three being efficiency, impact and
sustainability. But as the terms of reference makar, this evaluation focuses on effectiveness
and relevance.

Effectiveness is particularly difficult to analyge an old and established organisation such as
FPAB. Many activities have been running for a loinge and they are not always subject to strict
formulation of goals and objectives, but are imaottto continue as long as they are in line with
the mission and mandate of the organisation. Toggis on the other hand, could be analysed in
terms of effectiveness; that is, the extent to Whibjectives are achieved, or are expected to be
achieved. As we have seen above, the strategioipaframework is from 2005 to 2009, so we
are now only a year and a half into the five yeamiework. It is a bit early to form a definite
opinion on effectiveness.

However, as Sida’s Evaluation Manual (Molund & 3cP004) make clear, effectiveness can be
more loosely defined asih aggregate measure of (or judgement about) thé oreworth of an
activity, i.e. the extent to which an interventioas attained, or is expected to attain, its major
relevant objectives efficiently in a sustainableshian and with a positive institutional
development impact’. We will approach the issue by looking carefidtywhat the organisation
does and how people are affected.

One of the strategic goals is ‘recognition of timevarsal right of women to choose and have safe
abortion’. So what happens on the ground? Oneefidid workers told the interviewer that in
the past month she had — on request — adminisi&r@degnancy tests for women in her area (10
of whom were married and 5 unmarried). Two of testd that belonged to unmarried women
proved to be pregnant. She referred them onwardsetalinic, where they choose to undertake
menstrual regulation. Is this event an indicatioat the objective is reached? Obviously not, but
it is a worthwhile activity — in line with the longnge goal — which will of course not be reached
within this five year period anyway.

This is the nature of our assessment, and we titiink possible to conclude about the
effectiveness of what the FPAB does on the bassmiflar evidence. Some field workers will
counsel more women, some fewer. Some will havesdifit stories to tell. But they do paint a
picture of the services, and they indicate thajdanmumbers of women (it is mostly women) get
access to services in line with the overriding otiyes of the organisation. But there are also
geographical areas that are not reached. The fiolgpgection provides a narrative description of
this some of this situation is and provides anysislof the effectiveness.
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Clinical services

From the exit interviews conducted at the statit satellite clinics, it appears that the majority o
people who attend clinics live close to the clinicsme for general medical care as well as for
SRH services and are generally so satisfied wihle¢kel of service that they receive that they
expect to attend again in the future and would meuend the clinic to a friend with a similar
problem.

Thirty-five people (7 males; 28 females) were ivitewed at the branch static clinics in Barisal,
Chittagong, and Sylh&t They ranged in age from 1 to 60 years. Sixtypsircent stated that
they lived close to the clinic with 77% taking 20nuottes or less to travel to the clinic by foot or
rickshaw. Fifty-four percent were attending fongeal medical concerns; 31% for contraceptive
services; and 15% for other SRH concerns. A segneikason for coming to the clinic for 4
attendees was to obtain information or receive selling.

Forty percent were first time attendees. Eightihree percent said that there were alternative
providers they could have attended but chose toectimthe FPAB static clinic. Among the
reasons for attending was the awareness that mediciould be purchased for 10 — 15% under
the market price.

All but one person was able to get the service tiaage for and nearly all were satisfied with the
service they received. The notable exception wagoman attending for a tubectomy who
experienced considerable delays at the clinic. é&sfamily did not know that she was seeking
sterilization, this posed considerable problemsHer. Other than this one patient, all people
interviewed said they would return to the cliniahe future and would recommend the clinic to a
friend with a similar problem.

These pictures illustrate the practical daily warkdoctors and paramedics, here in a satellite
clinic. There is a long line of people who seeki@ebut here privacy is not provided for, as it is
in the main clinics.

3 All the interviewees were asked if they agreetaadnterviewed and it was made clear they couldnsayn
Chittagong, 13 declined, saying they were in ayhuand 14 agreed to be interviewed.
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Eighteen people, (1 male and 17 females) rangiragéenfrom 18 — 65, at a satellite clinic in each
district were interviewed. Sixty-one percent abth interviewed lived close to the mobile clinic
having travelled twenty minutes or less to gethio service. Only 28% were new attendees, the
others having been to the clinic before.

Half of the attendees were visiting the clinic tantraceptive services and the other half were
seeking non — SRH medical care. All but one agendas able to get the service (s) he came for
and would recommend the clinic to a friend and rmetuFourteen said that they were satisfied
with the attention they received; two were nots$egd; and two were partially satisfied. All but
one said that there were alternative places thajddwave gone to get the same service but chose
to come to the FPAB mobile clinic.

While the exit interviews indicated high levelssaftisfaction on the part of clinic users, we found,
when talking to groups of young people and womeat thany were suffering from a range of
discomforts and concerns which had not been adelguatidressed despite repeated visits to the
clinics. We were repeatedly asked questions ssch'ls it important that | haven’'t seen my
period for 3 months?’ ‘I have had a pain in myt kfle for more than 6 months. Is it due to the
Norplant?’ ‘I have become thin and wonder whethes is due to the pill | am taking.’

Domiciliary services

The participation of domiciliary field workers is amportant component of FPAB’s work. They
perform valuable work for little pay, and they appéo be in greater contact with poor people
than staff at the static and satellite clinics.iddd worker has a designated area of some 500 to a
1.000 ‘eligible couples’. She visits these coupdesl provides information about methods of
contraception. Some field workers counsel peopsiglly women) about different sexual and
reproductive health issues. Common services thaffihd workers provide are administering
different tests; blood pressure, urine, sugar, @egnancy test. There is a cost for each test. As
these field workers get known in the area, theyatse consulted and trusted by the people living
in the geographical area — so this may mean, famgke, that even unmarried people approach
them to receive contraceptives or consult thentefsts.

Whilst the evaluation team concluded that the fislotkers provide an important service, and
one that is very much appreciated in the commum(tige evaluation meet some 100 persons who
are in regular contact with these field workers) tham identified a number of shortcomings with
the way this service is carried out:

» Field workers themselves feel unprepared for theyngguestions that arise during their work.
The request for comprehensive and systematic mgimias vocally raised by local level
volunteers we met.

» Field workers receive little training for the jobety do. Some of those we spoke to had been
working for up to 14 years, but had no more théamaweeks training.

» All of the field coordinators we met were men withe field workers themselves are women.
This gender divide creates barriers for the fietdkers when discussing women’s concerns.

» Supervision of the field workers’ work appearedite lacking. The field coordinators
appeared to be mainly concerned with ensuring smatl uninterrupted availability of oral

40



contraceptives and condoms. As the provisionrap& diagnostic tests is often done on the
initiative of individual field workers, it is unc&in whether quality assurance of the test
results is carried out.

* The lack of supervision also became apparent wheprisingly low levels of knowledge
were revealed by some of the people the field warkeere directly working with. In one
community, we found that no one knew that FPAB reffiemenstrual regulation for the low
fee of Tk 260. People in the community thought thair only menstrual regulation service
provider was another NGO where the fee was moretihize that of FPAB's.

» As the community based volunteers are often tis¢ fioint of contact for many people, there
is a need for systematic information about whabnmfation local level volunteers and field
workers impart to their clients and how much oisiunderstood and acted upon by people
receiving their services.

» If field workers were able to offer vitamin and ir¢ablets, this would add to their repertoire
of benefits they can offer people in the community

Traditional birth attendants’ training

It is clear that a number of the field workers atso traditional birth attendants who have

received training through FPAB. The training pdraescribed by the traditional birth attendants
varied from 3 — 12 days. In Sylhet, over 60 attehdel2 day training course but there appeared
to be different views about the purpose of thentraj.

Staff at FPAB national headquarters and safe mlotioer staff are clear that the purpose of the
training is to train traditional birth attendantslie a support to qualified providers by informing
the traditional birth attendants of the complicasiaf pregnancy and delivery so they can refer
women to health facilities in a timely manner. Metieless, it is clear that the trainers, the
traditional birth attendants, and the public viewie training as enabling traditional birth
attendants to carry out deliveries in a safer manne

Research has shown that training of traditionahbattendants does not lead to a reduction of
maternal mortality. The joint WHO (World Health @anization), ICM (International
Confederation of Midwives) and FIGO (the Internatib Federation of Gynecology and
Obstetrics) statement on the skilled attendanegjia clear definition of the core skills and
abilities required by skilled attendants. The cotrteaining appears to give further legitimacy to
traditional birth attendants. The provision of Kitstraditional birth attendants, with apparently
expendable supplies such as more than one pauissoss further strengthened the notion that
they were expected to use the kit during deliveaies that supplies would be replenished.

The WHO concludes that there is no evidence showiagtraining traditional birth attendants
reduces maternal mortality. Thus, it is difficudtdccept that training traditional birth attendants
or encouraging them and the public to view thos#h wdditional training to be skilled in safe
delivery has a place in safe motherhood efforts.

Traditional birth attendants are well establishedhieir communities. Recognition of the danger

signs signalling complications of pregnancy andveey is disturbingly low among the general
public and probably among the traditional birtreattants themselves. As the safe motherhood
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project is about to start in 3 districts, this jer@s the opportunity to actively and systematically

reach out to traditional birth attendants and bthegm into the formal FPAB services. Given the

limited mobility of many women, the traditional thirattendant becomes even more important as
a link to medical services.

Non-clinical community based activities

We observed only a few of the groups gathered etFdmmily Development Centres. From the
little we saw, it appeared that the activities weffective in empowering women to have more
control over their lives. The micro-credit prognames appeared to be successful. One woman
told us of how with a small loan of Tk 1000, shesvedble to build a home with concrete walls
and floor. Her husband who had earlier treatedblaely began to treat her better. But, the real
turning point occurred last year when her husbandrug user, was able to go through a drug
rehabilitation programme which cost Tk10 000 paiddy his wife. ‘Now, he tells everyone that
earlier 1 was a bad man’ — my wife is a good woman. | d@sn in the gutter and she believed
in me and saved me.

Vulnerable groups

FPAB does not seem to work extensively, systemitjcar particularly successfully with
especially vulnerable groups. Weaknesses in iiy@mgi local vulnerable groups were seen
among FPAB staff in Chittagong and Sylhet. Knowkedf networks for specific vulnerable
groups (e.g. men who have sex with men, injectinggdisers, commercial sex workers, the
‘floating people’) was limited in Sylhet In Barisdhe project for women who were survivors of
gender — based violence did not appear to haveghtothrough the stigmatizing effect of
identifying women as ‘survivors’ to all the membafktheir community through the specific
name and association with the project.

Assessing relevance

Relevance is defined athé extent to which the objectives of a developrmeatvention are
consistent with beneficiaries’ requirements, coynteeds, global priorities and partners’ and
donors’ policies (Molund & Schill 2004). When we assess relevahees, we will primarily do

so based on what FPAB does rather than on thetolgecThis is a direct assessment, and it
seems to us more relevant — particularly in an aslghnisation which is not totally run on a
project basis, to look directly at what happenth@meeting with clients.

Let us start with the needs of people. The backgt@ection of this report indicated a number of
the SRH needs among men and women in Bangladesioné\the most significant are:

» The government’s health facilities are not avagahbl all areas

* There is an unmet family planning need, estimatdukbt11%

* 50% of couples discontinue use of their contrageptnethod within 12 months of
starting it

* The maternal mortality ratio is estimated to be B20100,000 live births
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*  90% of deliveries occur at home

* 63% of births are delivered by untrained traditiobath attendants; only 13% are
delivered by trained health workers

» 45.7 million young people (32% of the total popidaj are between 10 — 24 years of age

» HIV prevalence is concentrated in high risk grow®re it has reached nearly 5% among
injecting drug users

* Among the large migrant worker population, one $iholw awareness of HIV/AIDS, low
condom use, and substantial contacts with maldeanedle commercial sex workers

A significant cross cutting issue inter-linked tb tae issues above is the low status of women.
Bangladesh was ranked 105 among 177 countries emehder-related index (UNDP 2005).
Among the women in the top quintile of househol88% are malnourished; while among
women in the poorest quintile, 65% are malnourisheteracy rates among females aged 15 —
24 i1s41% among same aged males, 58% (Population Refereneaa006).

When examining the intentions, activities, way of\ypding services, and intended beneficiaries,
many aspects of FPAB’s work are highly relevant® SRH needs of the population.

Partner to the government services

FPAB is an important service partner to the govesmimFPAB is allocated specific geographical
areas for coverage — primarily rural areas whegectlare no government services. It was reported
that FPAB was often allocated areas which are antemgnost remote and difficult to reach.

FPAB’s clinical and community services resemble stricture of the government’s medical

services with domiciliary services, paramedics, itepland static clinics. FPAB clinics offer the

Essential Service Package as defined by the natuthorities at its clinical sites. Altogether,

NGOs provide 6 — 7% of contraceptive supplies aR#l Services in the country. FPAB appears
to be the leading NGO in this field.

The provision of primary health care

A number of informants both within the governmerdménistration and among other
stakeholders noted that government health caregioovis inadequate to meet the needs of the
population. There is clearly a need for comprehanprimary health care services in addition to
further SRH services, which are currently beingvpted by FPAB. The monthly statistics of the
static clinic at the FPAB Branch in Sylhet showéattnearly half of the service users are
accessing FPAB services for non - SRH conditidnsBarisal, an estimated 20% of attendances
are for general treatment. In total, among the [geo interviewed at the static clinics, 54%
were attending for non - SRH general medical reasdhus, through its static and out-reach
mobile clinics, FPAB may be the only provider biimg formal health care services in remote
communities.
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In some rural project areas, FPAB is providing wonvgth credits to develop income generating
activities. The women to the left work with testilselling on local markets. Some have repaid
their loans and invested in their own sewing maegin

The paradigm shift marked by the ICPD, the Inteamal Conference on Population and

Development, places family planning within a widange of SRHR concerns, many of which

can be dealt with at the primary health care IeSpkcifically, the static clinics provide ante-data

post-natal, and neonatal care, menstrual regulatiohpost — abortion care in addition to care for
reproductive tract infections and sexually trangeditinfections. FPAB is poised to begin

delivery of these services in three selected bratiolts.

Given the high rate of contraceptive discontinuatioe to ‘side effects or health problems’, the
provision of Primary Health Care services is esgdcimportant to ensure that women do not
discontinue using contraceptives for reasons they attribute to contraceptive side effects but
which are really indications of general medical dibons that can be addressed through good
primary health care.

Domiciliary services

Domiciliary workers visit households at the comntymevel. Reproductive health promoters are
allocated an area and are given targets for theboruwf couples to reach for family planning. In
addition to providing information about reproduetiiealth and certain methods of contraception,
they raise awareness about general health, andwefaen to clinics when health problems arise.
Reproductive health promoters provide oral comfpéiees and condoms and can perform simple
tests for pregnancy, high blood pressure, albumirine, diabetes, and can monitor weight gain.

Visiting a static clinic is not easy for poor womesho live in a rural location in Bangladesh.
Time and again, when asked why people did not @tténics for different problems, the issue of
transport was identified. Even though many of iéygroductive health promoters visit women
who live reasonably close to static clinics, it veggparent that transport to clinics was perceived
as an obstacle to clinic attendance. Domicilianwises in women’s homes are an appropriate
mode of service delivery where transport can beaud and where it is socially unacceptable for
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women to travel unaccompanied. It appears thttowt the domiciliary service, many women
from poor households would not have access tocorakaceptives and basic health information.

Working with vulnerable groups

In Barisal, FPAB is implementing a project workiwgh ‘survivors of gender — based violence’.
The project gives women and their children sheltet seeks to develop skills and provide micro
— credit opportunities in sewing, tailoring, andufiy raising. This is fine in itself, but is it
relevant? We have argued in this report that releeas something that must be assessed at the
level of individual human beings who come into @mttwith the project activities.

One of the interviewees in Barisal had been beatentortured by her husband and his family for
many years. She was at a loss on what to do, ahdtitames sought refuge at her parent’'s home.
She had no means to support herself, she was arbtocher parents who wished her to get out,
and she could not return to her husband as sheddar her life. She got in contact with the
project personnel in Barisal, and received access temporary shelter and learnt to support
herself. She has also become engaged in the pesjddtas gained confidence and organisational
skills that she now also works on the Board ofgghgect — helping to address the needs of others
in the same situation.

Is that a relevant project activity? This is anstration of what empowerment and reaching poor
people means in practice. We cannot but concluatkiths relevant. Even though relevance can
be understood and addressed against the backgafugdvernment and donor policies and
objectives, it must also be understood in relatmthe needs of people. Gender-based violence is
very common and project activities such as theserglevant responses. It is another question,
and another challenge, to assess their efficieglfbgctiveness, impact and sustainability. But the
project is certainly relevant.

Concluding remarks

In summary, yes, FPAB services and activities atevant: They are relevant because; (1) the
domiciliary service reaches women and their famileho find it difficult to travel from their
homes, (2) their community based programme igydesi for local conditions and to meet local
health needs in areas with little media coveragklaw levels of literacy, (3) the FPAB activities
as a whole provide badly needed primary health sareices, and they are in most instances a
partner to the government of Bangladesh, providieglth services within its local and national
framework of coordination.

However, the effectiveness is hampered by the ooimt inadequacy of primary health care, by
the gender imbalance of the local teams (coordisadmd middle management), the lack of
supervision of the field workers, inappropriatertnag of traditional birth attendants and by a
poor understanding of the needs of especially valyie groups.

There is hardly any doubt that the FPAB is workindine with its mission statement and with
activities that contribute to the strategic goald abjectives of the organisation. But as the goals
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are long term and as goal attainment is the worknahy other actors too, an assessment of
effectiveness must build on a holistic understagdihthe organisation. At times the difference
between efficiency and effectiveness is explainged ‘@oing the right things (effectiveness)
and ‘doing things right’ (efficiency). Our assessmis that the most of what we have seen FPAB
doing is ‘doing the right things’, but there arsalmany instances where ‘things can be done
better'.
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Chapter 6. Reaching the Poor

Poverty in Bangladesh

Bangladesh is still struggling to emerge from thalm of poverty and the country is ranked 72
among 94 developing countries in terms of the HurRamerty Index (HPI). The HPI is a
multidimensional measure of poverty; it takes iattwount social exclusion, lack of economic
opportunities, and life expectancy. The 2004 natidbHS showed that Bangladesh has the
highest incidence of poverty in South Asia andthel highest number of poor people living in a
single country after India and China. Eighty-thprcent of the population lives on less that
USD 2 per day.

Over the past twenty years Bangladesh has achiagsghasing equity in the use of certain health
and family planning services. At the present tilme poorest 20% (quintile) of the population has
levels of health and family planning service useaiund three quarters of the level of the
wealthiest quintile. Health and family planning\sees with the greatest levels of equity tend to
be services such as the expanded programme of imatiam and family planning, which have
traditionally relied on the delivery of services tigldworkers. In contrast, the provision of other
vital reproductive and wider health services, swsh safe motherhood services , remain
disturbingly inequitable. For example, the poorgsintile of the population shows levels of
delivery by a medically trained attendant, at acbu®% of the levels of delivery by the
wealthiest quintile (NIPORT 2005).

Data shows that gender inequities in Bangladesk baen decreasing, over the past twenty years,
particularly in the area of child survival, wherieghistorically had high rates of mortality ineth
postnatal and childhood years in comparison to bAyshe present time significant geographic
disparities persist within Bangladesh. Sylhet donisand Chittagong division, to a lesser degree,
lag behind other divisions in many of the healtkd &mily planning indicators. There are some
paradoxes within these broad inequities. For exampylhet has a higher later age at marriage
and age at first birth than Khulna and Rajshahit ibuhas much higher lifetime fertility.
Consequently, special and focused efforts are redun these parts of the country if the overall
performance of the health, nutrition, and poputatgector is to reach the targets set by the
country in the national Poverty Reduction Strat®gper and the second and third Millennium
Development Goals.

Are FPAB services reaching poor people?

This evaluation adopts a definition of poverty thatludes more than household assets by
looking at whether FPAB reaches people whose kpabilities are constrained. Constraints
may arise from lack of education, lack of choicemmaking contraceptive decisions, lack of
mobility, and/or lack of decision-making in theeusf household resources.
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FPAB provides a range of clinical and non-clinisalrvices through its twenty district level
branch offices to specific target groups. The oiggtion is currently reaching a large number of
poor people through the branch clinics, satellileias, community-based out-reach programme
and a small number of specific projects that taret SRHR needs of very vulnerable or
marginalized groups of people, such as survivorgeifder-based violence. This is primarily
because clinical services are provided in locatibias are easy for people to reach, charge fees
that poor people can afford, and are perceiveddaysuto meet their needs. However, FPAB has
not established specific strategies or mechanisnsysdtematically identify the specific needs of
ultra-poor people and provide tailored and appsedprservices to meet these needs. FPAB does
not currently have mechanisms to monitor or evaltla¢ extent to which the organisation is able
to effectively meet the needs of the most margsealigroups in society.

The branch clinics

While we were unable to ascertain the householdtivstatus of people attending the Branch
clinics, we did find evidence from the exit intewis that clinic users were poor. Among those
we spoke to during the exit interviews, 43% had hadchooling and an additional 34% had had
5 years of primary school or less.

Furthermore, we noted that in Chittagong, among okents attending from January to June
2006, 36% chose injectable contraceptives. In&ytlie rate of injectable acceptors was 23% of
the total acceptors. This contrasts with natiateh which indicates that injectables are chosen
by 10% of women i.e. 17% of those using a methocbotraception. In our meetings with more
than 80 informants at the community level, womepeeted identified injectables as the
contraceptive of choice because women can consease from their husbands and in-laws.

FPAB clinics charge small fees for their servicHse registration fee is in the range of Tk 5 — 10;
the reattendance fee is Tk10 and the differentices\have separate and different prices. FPAB
clinics sell medicine for 10 — 15% less than thekaaprice. An exemption system and policy
for those who are not able to pay is implementddhmiway it is carried out varies from clinic to
clinic. In Barisal and Chittagong, we found tHag tlinics aim to provide services free of charge
to 10% of attendees — those who are the pooresasndnable to pay for services. But, the
clinic in Sylhet did not have a transparent andesystic way of identifying those who are in
need of free services.

The organisation is committed to providing free e as required to meet the needs of poor
service users. A range of free and subsidized aoeptive commodities are also provided from
the static and out-reach satellite clinics. The tmst of commodities and medication provides an
entry point for poor people to visit FPAB'’s clinidsor example, service users are able to choose
whether to buy free contraceptive pills (suppligdtbe government) or a branded pill (usually
Famicon) for which FPAB charges a subsidized poicéK 5.

In Sylhet we asked different groups of communitfpimants (women served by field workers,
political leaders at union level, and a group of rousers) whether the fee structure prevented
people from attending the clinics. The spontanesusunanimous response was that the fees did
not pose an obstacle to access to care.
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Similarly, it was evident from the interviews in &l that poor clients did not object to FPAB’s

registration fees or see this as a barrier to aaug$PAB’s services. However, the majority of

poor women said that they would like FPAB to previtiore medicines free of charge as their
husbands were reluctant to or do not give them méméuy medicines.

The waiting room in one of the clinics. There weeparate waiting rooms for men and women,
and also separate toilets. The information on feas clearly visible at the entrance.

Some FPAB clinics gather information about the seconomic background of the clients
attending the clinics. The data is used by FPABSnsellor who is responsible for registering
the clients and provides the basis for decisions @ne made to categorise clients and ultimately
provide free services. Information about the povestatus of a client is gained through
information about income, appearance and areasiderece. However, information about the
number of poor people the clinics have reachedoisfed back to the Central Office to be
incorporated into the central MIS. Consequentlyisitdifficult for FPAB to provide precise
information about the number and proportion of pd@nts that they reach.

Exit interviews with service users showed that e¢heray be other service providers who are
located in close proximity to FPAB’s clinics, bimet FPAB clinic was selected because services
and treatment cost less than these other servmaders and there is a high level of client
satisfaction with services provided. This causésgh number of clients to return to the clinics.
Interviews with service users and discussions w#rs at the community level showed that the
geographical location of the clinic, length of tintdakes to reach a clinic and the cost of this
journey are also important determinants of chofdeealth service provider.

Satellite clinics

The out — reach satellite clinics are generallya#d approximately 5-25 km from the branch
office and static clinic. These clinics are usudlgld in a public building or a home that belongs
to a senior member of the community. Approximatiiteen to twenty satellite clinics are
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organised by a branch each month. A medical daabar clinical assistant are present at the
majority of satellite clinics

Sixty-one percent of the clients interviewed stateat they ‘lived close to’ the satellite clinic.
The majority of the clients who were interviewedldrad visited a satellite clinic had travelled
between a few minutes and half an hour to reacfklthie. An analysis of the clients who were
interviewed showed that 50% were visiting the clnio obtain contraceptives and the remaining
50% had visited the clinic to receive general maldgervices. Thirty- three percent of the
clients attending the satellite clinic were illdge and 50% had left school during their primary
education. The data collected about the profilesaitllite clinic beneficiaries shows that these
clinics are meeting the SRH and wider health neég®or women and women with low levels
of literacy and education.

Again, in Sylhet, we find that during the first haf 2006, large numbers of women attend for
injectable contraceptive - 218% above the targéetachieved.

Non-clinical services

FPAB field volunteers are allocated 500-750 of ltwdds to provide SRH information and
services to. The geographical areas that are éldd® these volunteers are not strategically
selected based upon the levels or numbers of pdioplg in poverty. Despite this method of
allocation, almost all areas allocated containdangmbers of poor people. Field volunteers visit
households twice in month with the main purposealisfributing oral contraceptive pills and
condoms, providing information and advice aboutti@aeptives and providing certain diagnostic
tests (including pregnancy tests, blood pressuré,usine albumin) and information about these
tests.

The field volunteers identify, refer and in somesasa bring poor patients who need clinical
services and further information to static clinidhe interviews suggest that the field workers
find it easier to work with poor people than witietwell-to-do. Field workers provided the
following statements about their work with poor comnities:

‘With the poor we are like in the family, but marfytiee rich close the door onus
‘Poor people treat us with respect, the rich ddwags do that

The results of interviews with beneficiaries of rdimical services, field workers and staff at
FPAB'’s clinics all show that FPAB’s non-clinicalrsees are reaching and meeting the needs of
poor populations for a range of SRH and wider meddervices. While we also heard that some
of the clients did not have their problems solved &ad been living with them for years, it is
important to remember that field workers in parfticthave little education to deal with many of
the situations they have to cope with. Many of plber people reached by FPAB’s Local Level
Volunteers are living in urban slums and remotealrareas with very limited access to static
medical clinics.
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Does FPAB reach extremely poor people and particula  rly vulnerable
groups

Through interviews with community leaders, distréticers, and other NGOs, certain groups
were identified as particularly vulnerable groug$hey were a) the ‘floating migrant population’
which included internally migrant workers and connore sex workers. b) day labourers
including rickshaw pullers, c) most at risk grodpsHIV/AIDS i.e. injecting drug users (IDUs),
male and female commercial sex workers, and mem wave sex with men. These groups of
people are highly marginalised and are difficultéach. FPAB staff at the branch clinics did not
seem to be concerned with reaching these groups ofteth seemed to be unaware of
organisations that are specifically working witle troup.

The SRHR needs of adolescents are often ignoredegidooked. When looking at the list of
projects carried out by FPAB for adolescents, pegys that it is only engaged in a limited
number of activities related to SRH education. Bus$ is somewhat misleading because the
majority of adolescent women are married by agaridare thus among those who have a need
for family planning or safe motherhood servicesvali as for the wider range of SRH services.

When talking about ‘adolescents’ or ‘youth’, thepiination is that one is referring to unmarried
young people. It does not appear that FPAB hasharent and comprehensive strategy for how
to meet the SRHR needs of these young people whaulader-served and marginalised in
Bangladeshi society. The one youth friendly servacility visited by the Evaluation team did
not appear to be appropriately designed or used.

Through focus group discussions with peer educandsbeneficiaries, in Barisal and Sylhet, it
appeared that the peer educators were trained rowllédgeable about a range of SRHR issues
and were open and capable of talking about a yaokeadolescent SRHR issues. Young people
who interacted with peer educators were also awsdira variety of SRH issues including
HIV/AIDS, body changes and gender-based violencgap in the area of knowledge among the
young women was methods of contraception — wheadagkout their knowledge in this area, the
girls said ‘this will be relevant to us when we amarried’. In Barisal, the male group asked for
more information on contraceptives. The femaleugsowanted a medical doctor to have
occasional sessions with them. Many young peaplealed that they are unable to share their
SRH concerns and problems with their parents asobribem said I' don’t like to consult my
problems with my parents at all but sometimesK tath my grand mother’.

Consequently, it appears appropriate to considethy@as a particularly marginalised group
although their numbers are large. They have a ramigaeeds reflecting their different
circumstances e.g. married/unmarried; in schoolddstchool; information/ FP services. We did
not find that FPAB demonstrated an understandinfp@breadth of activities needed to meet the
needs of young people.

FPAB has a few projects which try to reach partidyl marginalised groups of people. For
example, in Barisal a programme is being implencemnteaddress the reproductive health and
wider needs of survivors of gender-based violefi¢tee women in the beneficiary group have
survived domestic violence, physical and emotidoaiure. Many have survived acid attacks,
rape and the majority are no longer living withitheusbands. Utilising a wide definition of
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poverty, that includes deprivation of rights anaicks as well as a lack of income, these women
can be defined as the ultra-poor and a particularérginalized group. Through the Family
Development Centre project FPAB volunteers are igiog micro credit servicésand providing
assistance to encourage savings among women at waitgnevel in order to empower these
women. One of these women stated that

‘Even though my husband left me | didn’t give up hgpes. | want to live and be strong
for my child. The loan and training that | haveai®ed from FPAB has helped me to
start a new life as now | have started to earndwirgy cloths for others and I'm paying
back the interest on time. But the amount of Igwrery little. | would appreciate a
higher amount because now | have the confidendd'iHze able to return the interest'.

In addition to providing referrals to general hkadervices, FPAB is providing legal support
services to these women though a Memorandum of (dtadeling with a local NGO called
Bangladesh Legal Aid and Services Trust (BLAST).eQni the female survivors of an acid
attack stated:

‘Before meeting FPAB | was very much afraid to coow# of my house. | thought my
life has ended and | was a burden to the famim tjrateful to FPAB because they
helped to regain my self-esteem back and | am ngdoafraid to come out. FPAB has
enrolled me into a training programme which hasiverg me a direction and my
independence.’

This programme is also engaging the wider commuiitgluding religious leaders in debates
about gender-based violence and is trying to chg#iehe widespread silence and acceptance of
the many forms of this practice. However, as nate@hapter 5, the ramifications of identifying
individuals as survivors of gender — based violeappear not to have been well thought out.
The Evaluation Team heard that there had beergmatising effect resulting from the way the
programme activities were conducted.

Concluding remarks

The English version of FPAB’s 2006 mission statens#ows a commitment to improving SRH
through effective advocacy and service delivery marily to women, children,
adolescents/youths emphasizing on underserved madivéntaged areas through community
owner ship. The Bengali version of the missionestant also expresses an intention to serve
poor and vulnerable groups and meet the needsotésznts.

From the three sites visited it was evident thaABHRs providing services to underserved and
disadvantaged areas where government serviceswnrd@ch community programmes are not
operating. Through its clinical and community-based - reach programmes, FPAB is meeting
the SRHR needs of many poor people. If the exd@rinéws are representative of FPAB clinical
users, it appears that in addition to being mdtgnor, women attending FPAB's clinics have
little or no education, often choose a contracepinethod which they can keep hidden from their

* There is considerable evidence that micro crafiortunities do not benefit those who are extrgmebr but
provide opportunities for the ‘moderately’ poor.
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husbands, do not travel long distances from theméds, and often do not have money to pay for
medicines. The fee structure does not appear tohedrance to access to FPAB services.

FPAB does not appear to be able to reach excefiiiopaor and marginalised groups in a

systematic and appropriate manner. However, becaoserty in Bangladesh is deep and
widespread, perhaps FPAB'’s lack of efforts and Iteswith these groups is not so important.

FPAB’s current activities are reaching poor peopBroups that are especially marginalised and
vulnerable should perhaps be left to organisatdedicated to their interests and which are agile
enough to be able to make flexible and quick denssi
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Chapter 7. Conclusions and Observations

The FPAB has a long history and has played an itapbrrole in the development of family
planning and sexual and reproductive health pdiaad service delivery programmes in
Bangladesh. Initially, its main role was to adveckar changes in government policies to address
the need for family planning services. It did soywguccessfully and its pioneering role is widely
recognised in the country. Once these importanh@bs were accomplished, the organisation
moved onwards in two directions;

- First, it established a structure of clinics atriti$ levels to provide a wide range of family
planning, SRHR, as well as primary health careisesy mostly in urban areas, and with
these as a base it reached out to larger poputatisough satellite clinics and volunteer
reproductive health promoters.

- Second, The FPAB broadened its interests to addsessider SRHR agenda, in
accordance with the ICPD, for example by workinghwyouth friendly programs or
projects to reach out to religious leaders andratbenmunity leaders to raise awareness
around health and family planning. These initiagivake the form of projects that are
often implemented in one or more districts.

Whereas the first development is widely known im@adesh and is what the organisation is
known for, the latter is not widely recognised. Timage and reputation of the organisations rests
on its early achievements and its continued workamily planning. This image exists despite
the fact that the organisation has worked withitteader scope of SRHR for the past 10 years.

One of the reasons that the image of FPAB is gfosetl to family planning is that the work it
does in this field is both relevant and effectived at has been sustained over half a century.
Through its branches and the clinical as well as-clmical services, the FPAB reaches some 1.8
million people. These are people who often havether access to health care, let alone family
planning. The government coordinates the work ofdd@nd government services, and as health
services are geographically determined, the FPABastly in areas where there are no other —or
very few providers. The name of FPAB also greatigtdbutes to the image of the organisation
just focusing on family planning!

The static clinics are generally located in urbagas where the distance to either government
hospitals or to private health providers is nofisigntly great to be a major barrier to FPAB’s
service users accessing the same services atdhgmaisations . One reason why many clients
still prefer to go to the FPAB clinic is that th@yovide cheaper services and medicines than
many private alternatives, they ‘don’t ask as mangstions’ about issues such as unmarried
women’s pregnancies and other isses that the aliants to be kept confidential. FPAB focuses
on the rights of the client, including the rights grivacy and confidentiality than many other
service providers Consequently, the quality of Gare respect for clients appears to be better at
FPAB clinics in comparison to many other serviceviaters. Still there are other NGOs who
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offer services, and some of them appear to offeigher quality of services than FPAB - Marie
Stope’s clinics in particular. The target grougleése clinics is different to FPAB — there is more
of a focus on income generation — although theee some specific programmes/outreach
services to meet the needs of the poor, for exarspteices in garment factories.

The vast majority of people who come to the cliracsl who access the services provided by the
Reproductive Health Promoters are poor. The stigienerated by FPAB show that around
75% of the people that the reproductive health @tens reach are poor. Interviews with staff at
clinics and field workers confirm this figure. Thata from the evaluation’s interviews and focus
groups with some 300 clients actually suggestdh@gher percentage of people that benefit from
FPAB’s clinics and community-outreach programmes aoor. Almost 90% of the exit
interviewees were classified as poor and approxitpdhe same proportion of people who were
interviewed following use of a non-clinical serviwere also classified as poor.

The data collected at clinics focus on the incoraed assets of service users to define and
measure who the poor are and to what extent treep@or. However, it is important to recognise
that many of the clients are impoverished in othays too, for example young girls who have
experienced and survived sexual harassment andimapehools, within their families and at
work, or others suffering from violence, such asdaattacks and other forms of violence.
Whereas young women who have sought refuge fronentidchusbands with their families may
have some material assets, they are stigmatisstdesied and have little power or choice in their
life and must be considered amongst the pooresbarety. At the field level, this seems to be
widely recognised amongst the staff of FPAB.

It is not surprising that this extensive serviceysion dominates the public’s perception of what
the organisation does, nor is it surprising thabhynlaoard members at district and national levels
value this as their most important mission to preseand maintain. But in the process, the
organisation appears to have lost its origins amdpetences in national level advocacy work,
and, has also failed to carve out a niche forfitsehew areas of advocacy on a national scale.
Even though one can justifiably speak of advocdcyistrict and sub-district level, or public
awareness as a form of advocacy, this is limitedl raane of the projects have had the national
impact of the organisation’s advocacy activitiesha 1950’s and 1960’s.

While there is no doubt that FPAB does reach poeopfe with its services, and has a
considerable impact on the lives of people, it isrenimportant that the organisation reaches
those who are the most poor; disempowered and igaglpeople, with particular emphasis to
adolescents. Though the mission of the organisatontains a commitment to reach
marginalized groups, there are no focused and cttcprogramme efforts to meet the needs of
this group of people. It is important for FPAB tavie very clear targeted beneficiary groups, and
clear strategies of how these groups can be reachwsel projects encountered during the
evaluation were too scattered, too small, and khekprogrammatic framework. While useful in
themselves and having an impact on the people 8®yed, they remained limited in
geographical coverage and the achievements app#atonbe effectively sustained by the
organisation.

The FPAB is going through a process of substantiahge at the present time. There is a new
management that is intent on developing the compggse and capacities and to change the
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structures and processes of the organisation. aege process started a year ago and it is, far
from complete. It takes time to change an orgaioisahat is as old and has so many entrenched
values and attitudes, but change is necessarypaadf the reasons the FPAB has not made
more progress around a broader SRHR agenda isghé of its huge middle management cadre.
Many in that category do not appear to understdred eévolving needs of their clients, and
particularly not the threats and challenges sethbyHIV/AIDS pandemic, or the conditions of
often migrant, transient and floating marginaliggdups. Often this category of management do
not even acknowledge who these people are, or thieait needs are. Fortunately, at the field
level, where the direct interface between the FRB its clients occur, many of the doctors,
paramedics, counsellors and volunteer field workappear dedicated and committed. The
majority of them are women, and they have served diganisation for a long time. The
community-outreach workers provide continuity andal knowledge about a range of health
issues, and they are appreciated by the commumtiescularly by poor people.

While the services provided to people should besicmned relevant, there are still many areas
that need to be addressed to ensure and improveefteetiveness of FPAB. The overall
governance and strategic decision-making, the brammagement, and the supervision have not
made the best use of the organisation’s resoufi¢es efficiency of the organisation, as well as
its effectiveness, has been hampered by struchsralell as process problems. In the course of
the evaluation, seven areas in particular werdesihgut for further attention:

1. FPAB should collect better quality data about peopho access services, in particular
data that relates to the poverty status of thentdieWhen collecting this data FPAB
should focus on a broad definition of poverty, &ised within this evaluation and should
not simply focus on the income/assets of a serviser. Such data would help the
organisation focus on poor and marginalised peapte enable FPAB to develop better
strategies on how to reach them.

2. At present the FPAB has difficulties assessingoits effectiveness as the necessary
systems of monitoring and evaluation are not irc@ld his evaluation has been able to
make conclusions about effectiveness, but theseclesions are a general and
organisation wide assessment. The FPAB shouldatotere detailed information about
the effectiveness of its own activities in ordersét priorities and also in order to be held
accountable on effectiveness by members as wely agternal stakeholders.

3. In respect of governance, the roles and respoit&bibf the volunteer boards need to be
clarified and changed. The boards should be maddesnand their work more focused.
They should provide strategic direction and advicethe organisation, but not be
involved in implementation and decisions on progravand project level.

4. The Chief Executive Officer should be accountabléhe National Council and through it
to members, as the Constitution of FBAB states. tBat practical delimitations of the
board members decision-making and the nature af tbkation to management need to
be developed. The Constitution is not sufficielgar on how this should be worked out
in practice.
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5. The organisation must have a consistent and clession statement. There should not be
a variety of such statements. The mission statestemild be relevant and realistical to
reflect what the organisation wants to do and @an d

6. Strategic planning needs to be developed; a pragatim approach should link projects
to overarching objectives. A strategic plan is tle# same as a list of projects and a
summary of their objectives.

7. Human resource development needs to be continudddawveloped; the first priority
should be further training for field volunteers, mgaof whom have very little professional
development. The second priority should be largdeschange at middle management
levels — bringing women, younger professionals, pedple that are well-attuned to the
changing needs of poor people into executive msti Staff and volunteers should also
be sensitive to the needs of marginalized and vabie people whose SRH rights are
threatened.

The FPAB is working closely with the governmenBaingladesh but has not taken upon itself to
be a progressive force to advocate for SRHR ah#tienal level. Other actors in the community
regret this situation, and there are certainly maayes that could be addressed and pioneered by
FPAB including early marriages, gender-based vimeand the inclusion of SRHR in the
curriculum. The evaluation sees this as a missedrtynity, and concludes that past generations
of managers have squandered the heritage of th&FP#ere is potential for FPAB to engage in
pioneering advocacy initiatives, but it will not Easily accomplished. To influence public
awareness at national level, to shape a policyrenwient, to see new policies in government and
to see these effectively implemented is a hugelaigé. The question is ‘does the present
organisation has the necessary competence in figlagtitarget groups, shaping strategies,
monitoring and evaluating progress towards policgnges that ultimately benefit poor people,
for example concerning early marriage’? The anssi@robably ‘no’, but on the other hand the
FPAB probably did not have these skills when ittsthin 1952 either — the experience shows
that competence can be developed in the courseomwfgdthe work. We would strongly
recommend that the FPAB addresses advocacy atnabtevels and undertakes the necessary
capacity building to do so.
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Annex 1. List of Persons Met During the Evaluation

Dhaka

Meetings at FPAB/Dhaka

Halida Hanum Akhter, Director General

Md Shamsul Ahlam Chowdhury, Honorary Secretary Gne
Md. Salahuddin Khan, Honorary Secretary

Dr. Jahir Uddin Ahmed, Additional Director General

Md. Abul Quasem, President

M. Abbas Uddin, Deputy Director

The evaluation team had an introductory meetingrevtiee Director General had invited all
sections heads from the office. The evaluation egbsntly meet with several of these, and had a
debriefing presentation/discussion with some 2@igpants.

Meetings with other SRHR stakeholders in Dhaka:

Managing Director, Marie Stopes, Bangladesh

LynnGorton, PHN Director, USAID

AJ Faisal, Engender Health

Abdul Mannan, Director General, Family Planningheg Directorate General of Family Planning
Dr Jafar Ahmad Hakim, Director, Family Planningla¢ Directorate General of Family Planning
Hasibul Haque, Chief, Integrated Prevention andtHé#nit, FHI

Rasheduzzaman Shah, Save the Childrenm USA, Dhaka

Shahana Nazneed Sayeed, Save the Children USAaDhak

Mohammed Shahjahan, Director, BCCP

Ms. Lynn Gorten, USAID

Dr. Sukumar Sarker, Project Management Speci&aSAID

Dr. Abu Jamil Faisel, Country Representative, Exigerealth

Hasibul Hague, Chief, Integrated Prevention andtHe#nit, Family Health International
Pornchai Suchitta, Deputy Representative, UNFPA

Tahera Ahmed, Assistant Representative, UNFPA

Touhid Ul Alam, National Programme Officer, StrateBevelopment, UNFPA

Hans P. Melby, Counsellor-Deputy Head of Missiony& Norwegian Embassy

Arne Haug, First Secretary, Royal Norwegian Embassy

Reazul Islam, Sida

Chittagong

Meetings with FPAB staff:

Md. Aktaruzzaman, Branch Director
Meeting with 7 members of volunteer board
Nirup Begum, Paramedic

Shafir Jannat, Paramedic
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Rintu Kantabatheraju, Dr.
Youth Coordinator

Further meetings in group interviews with staftreg clinic and outreach clinic, and Community
Health Promoters.

Meetings with other SRHR stakeholders:

Mostafa Kamal Uddin, Chief Executive Officer, Chgiong City Corporation
M.A. Mannan, Medicine Specialist, , Chittagong Gitgrporation

Sabiha Mussa,, Chittagong City Corporation

Nurul Alam, Commissioner,

Jasmeen Sultana Paru, Chief Executive, ELLMA

Deputy Director, Family Planning, Directorate Mimysof Family Welfare (3 persons)
Director, Womens Affairs Office,

Youth Directorate (3 persons)

Director, Marie Stopes Clinic,

Director and Chief medical Officer, Nishkriti

Sylhet

Interviews FPAB Sylhet (does not include FGDs viigthd workers and beneficiaries)

Meeting with entire FPAB Sylhet Branch but sepamaterviews (group and individual) with:
Md. Tahazzat Hossain, District Project Officer, FB?A

Dr. A.K.M. Abdun Noor, Safe Motherhood Project UNanager, FPAB

Dr. Taslima Sultana, Medical Officer, FPAB

Dr. Fahmida Chawdhury, Medical Officer, FPAB

Sabitri Data, Clinical Assistant, FPAB

FPAB Sylhet Branch Board
Deba B Rozer, President
Masudo Akhter Chawdhury, Vice-President
Dr. Azizur Rahman, Medical Secretary
Bahauddin Zakaria
Nazbeen Zakaria
M. Shamsul Alam Chowdhury
Supaiyo Chakravoty
M.A. Karim Chowdhury

Non-FPAB informants

Md Zahahgir Hossain, Deputy Director, Family PlangiSylhet District

Dr. A.Z. Mahbub Ahmed, Civil Surgeon, Sylhet Distri

G.M. Anefin, Principal, FWVTI

Mrs. R. Akhter, Field Trainer, FWVTI

Shishin Kumar Roy, Deputy Director, Dept. of Yolbvelopment, Sylhet District
Dr. Md. Shahedul Islam, Project Director, NSDP Bcgj SSKS
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Md. Moshiur Rahman, Project Manager, NSDP ProfegKS

Shima Chowdhury, Programme manager, VARD

Sk.A.G.M. Latifur Rahman, Programme Officer, MaBi®mpes

Shah Muhammad Nazrul Islam, Astt. Director, Imaraifiing Academy, Sylhet
Chairman and Members of MoglaBazar Union, Sylhet

Barisal

DPO and ADPO including other branch office andiclstaff
Board members

Community and religious leaders

Volunteers and supervisors

Deputy Director FP, Barisal

Civil surgeon, Barisal

Medical officer, MCWC, Barisal

Director NSDP clinic and representative from a ld¢&@0O providing HIV/AIDs services, Barisal
Representatives from BLAST, Barisal

DD youth, Barisal

Marie Stopes, Barisal
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Executive Summary

Background

This study is part of an evaluation to assess d¢tevance and effectiveness of the
work of the International Planned Parenthood FderglPPF), and in particular, to
study the extent to which poor people are reacheiisbefforts. The evaluation has
been commissioned by Sida and Norad and has bekmtaken by an external team
of evaluators working in cooperation with the fumgliagencies and IPPF. This study
of the IPPF Member Association in Uganda, the FarRilanning Association of
Uganda (FPAU), is one of three country studies;dtieer two being carried out in
Bangladesh and Ethiopia.

Methodology

The evaluation of FPAU took place from Septembét th122', 2006. Four-day site

visits to the branch clinics in Mbarara, Tororo,daKampala were valuable

components of the evaluation providing the team bexswith the opportunity to see
FPAU activities on the ground. The 7-person ev@naeam which included 3 youth
consultants, gathered considerable informationguaimange of qualitative methods
supplemented by some quantitative data.

A wide range of people were interviewed for theleation: FPAU staff and board
members at national and branch levels, servicespparticipants in community based
activities, national and district level governmeofficers, partner organisations,
representatives of donor agencies, and serviceusers. More than 300 people were
met. Data collection techniques included semi-stmecd interviews with key
informants, exit interviews, focus group discussiavith stakeholders, observations
of activities and clinic settings, and documenieexr

Uganda’s SRHR context

The important SRHR issues in Uganda’s relate tpdésistently high total fertility

rate of nearly 7 children per woman, unmet conptice need, lack of access to
health care services, high levels of maternal deathlV/AIDS/STIs, teenage

pregnancies, unsafe abortion, and gender-basedne®l The landscape of SRHR
interventions faces social and political challeng€ommunity socialisation in

Uganda encourages male dominance and promotesféamgees. Early marriages are
socially sanctioned and lead to larger family sanel school drop-out with attendant
poverty. Polygyny is common throughout the countriNegative male attitudes
towards family planning and sexual coercion posallehges to the success of
interventions. Men are dominant in household denisnaking and this is critical

when applied to health seeking behaviour.



The Family Planning Association of Uganda (FPAU)

The Family Planning Association of Uganda (FPAUswsé#arted in 1957 by a group
of volunteers. It was affiliated to the Internata Planned Parenthood Federation in
1964 and became a fully accredited member in 20BRAU is seen by all SRHR
stakeholders we interviewed to be the leading N@&@igding quality SRH services.
With its 16 static clinics, outreach activities,dansommunity-based efforts, it is
recognised for its wide networks of service delvpoints that reach deep into rural
communities. The confidence partners have in FRAMDrk is demonstrated by the
large portion (over half) of its budget that is papged outside IFFP’s core funding.
Partners span a large range including, bilaterakldpment agencies, other NGOs,
UNFPA, the Ministry of Health, and IPPF member agsttmons in European countries.

The Approved Programme Budget (APB) for 2006 am®uatnearly Ush 4 billion
and is expected to fund 14 projects grouped uridleFlis Five A’s and 3 supporting
strategies. It is difficult to gain a clear picture of FPAU’sctivities from the APB
Projects are listed under each of the Five A'sdadh project may include activities
relating to the other programmatic areas. A ptojested under HIV/AIDS is
designed for young people and is thus also reletwatiie ‘adolescent’ programmatic
area. The advocacy section lists only 3 projects dnlvocacy activities such as
awareness raising or sensitisation to SRHR isshemugh radio shows may be
included in other projects under other programmeateas.

Recommendation: Together with IPPF Central Oféiod the Africa Regional Office,
devise a reporting mechanism which gives a moreirate picture of the activities
relating to the five programmatic areas, the Five A

The evaluation found that young people are highisoived in decision-making and
programme implementation of FPAU’s activiti&outh are represented in a gender-
balanced manner on the National Executive CommiiteC) as required by the
Constitution of FPAU. Young people have a goveaeastructure from the Branch
through the National Council to the NEC level. Ss called the Youth Action
Movement (YAM). The YAM aims at formalising thersttures of young peoples’
participation within member associations. Youthwuéers elect representatives at
the branch, regional and national levels. At bralesiel, young people participate in
the making of programmes and work plans.

One of the strengths of FPAU is the engagementgbilyhskilled staffAll staff are
employed on 3 — year renewable contracts. Salatal members have received
significant training. At the national office, weted that most of the staff had not
been in post for more than 5 years. It appeatsRRAU’s highly competent staff are
recognised widely and are often recruited to otrganisations. At the Branch level
earlier this year, 5 in-charge staff departed fibreo jobs. There has recently been a
review of the salary scale to make salaries monepetitive with other organisations.
FPAU's staff is gender-balanced with 55 males a®denales. The gender balance is
also reflected at management level. The numbersvahen are shown in the
organisation’s organogram thus always illustrating degree of gender-balance at
different levels. Women are well represented oABB Board.



Relevance and effectiveness of FPAU's services

The evaluation found FPAU’s services to be relevantountry needs, expressed
needs of beneficiaries, national policies, andnmétional consensus on SRHR issues

The current scope of FPAU’s clinical activities luae the provision of non-

permanent contraceptive methods; primary healtle éar SRH conditions, minor

ailments, and immunisation; limited post-aborticare; diagnosis and treatment of
STls; and voluntary counselling and testing for HIVFPAU networks with other

providers and refers clients to other organisatibmis permanent contraceptive
methods, complications arising from unsafe abosti@ounselling and treatment for
HIV, and a wider range of maternal health services.

FPAU is widely recognised as a ‘solid and good fatev of family planning services’.
Other than government services, FPAU is the serpicaider with the greatest
network of facilities at community level where wsitreach also extends to village
level. There does not appear to duplication witlhvegoment services. SRHR
stakeholders, including government informants, dnte that many government
health units are non-functional due to inadequateastructure, under-staffing, and
shortages of drugs, supplies, and equipment. Vigits?2 government facilities
confirmed this picture.

A significant portion of FPAU’s clinical work i&ié¢ provision of primary health care
(PHC) for both SRHR conditions e.g. pregnancy testie-aatal care and non-SRHR
care e.g. malaria testing and treatment, dewormimgyuniisation. The range and
level of services offered are relevant to the SRatild general health needs of men,
women, and young in theountry and are consistent with the many government
policies for the sector. Although available in ttiaics, there appeared to be little
demand for emergency contraception. Beneficiadestified gaps in the service to
be comprehensive post-abortion care and deliveries.

Recommendation: FPAU should strengthen its posttain care and make it known
to potential users.

FPAU uses a number of effective approach&hese include the active engagement
of its volunteers, peer educators, community-bagagdnts for public awareness
raising and motivation towards positive SRHR atlési and behaviours. The priority
placed on reaching young people is translatedantmn by the placement of clinics
in close proximity to youth centres run by FPAUhe§e are important places for
youth to gather, often providing the only sociaaap for young people in an area.
This allows young people aged 10 - 24 to gathéneatentres where they are exposed
to appropriate and accurate IEC in an atmosphexeftsters positive attitudes to
SRHR, and allows easy access to clinical servidesrevthey can attend for advice,
supplies, and testing without attracting attention.

Youth consultants met with peer educators who vadre to point to weaknesses
hampering their work. These included: lrgufficient training.Some volunteers feel
they have inadequate knowledge about importantthesdues like HIV/AIDS due to
lack of comprehensive training around this topicLimited funding.Peer educators
find that this constrains the effective implemeiotatof activities like community
mobilisation, information dissemination, presentimjama shows etc. due to



inadequate facilitation in terms of transport, fture and the necessary equipment or
materials, c)Insufficient support for the youth volunteepsrticularly regarding
remuneration and transportation.

Recommendation: FPAU should review its in-servigel refresher training

programme to ensure that peer educators and contyrbased volunteers are
sufficiently trained to meet new SRHR challengeghay develop and are kept
updated about the provision of HIV/AIDS preventittleatment, care, and support
efforts at their local levels.

FPAU’s advocacy efforts

It is clear that the policy environment for imprav&RHR in Uganda faces many
challenges. Nearly all the SRHR stakeholders vakesppo noted the lack of agreed
commitment to family planning among the countryéadership. Only 1% of the
funds available under the health sector SWAp iscalied to reproductive health.
USAID is significant actor in the field and the Mex City Policy limits the number

of organisations with which FPAU can collaborafehe legal status of prostitution,
abortion, and men-who-have-sex-with-men createseranronment of stigma and

discrimination which discourages opportunity to echte in ways which would

improve SRHR in these areas.

FPAU’s APB categories 3 projects under the advogaogrammatic area. Together
these have been allocated 9% of the 2006 annugebudHowever, as indicated in
the discussion above about the APB, it is diffi¢aliget a clear and complete picture
of FPAU’s overall advocacy efforts. It appearstthauch of FPAU’s advocacy
activities are focused on sensitisation and defatinAt the community level
particularly, one finds 4 approaches that can besidered public awareness raising
with the potential for behaviour change. They #re: a) commitment of the
volunteer members often arising from their own peas histories, b) activities of the
community-based volunteers i.e. the community-basptbductive health agents and
the peer educators, c) information, education, emmimunication materials (IEC),
and d) radio broadcasts.

Because IEC materials are important in advocacgrtsffaround sensitisation and
mobilisation we examined the written materials proetl by FPAU. We were
informed that the IEC materials carried messagaswent through a careful process
of development, had targeted audiences, and addrestolescent issues. These are
pre-tested and carefully post- tested to ensurethieaintended message is conveyed.
When the youth consultants assessed the writtereriaigt they found that the
messages cover a wide range of SRHR issues. Tteyaimed at increasing
awareness against the socio-cultural practices ithpede improved reproductive
health for adolescents and increased awarenesgodgitive change in attitudes,
behaviours, beliefs, values, and practices. Thesages cover abortion, early and/or
forced marriages, unwanted pregnancy, STIs, cressergtional sex, HIV/AIDS,
condom use, male involvement, immunisation, idlen@®est abortion care, positive
living, and family planning. They promote the rightf adolescents to information
and services. The have catchy messages that eséartguage of the targeted
audiences. They appeal to different groups ingbpulation including those who
cannot read.



Two limitations to the IEC materials were found:Téiere is lack of a communication
distribution policy. Donors strongly influence tlibution of the IEC materials whose
development they have supported. b) There is naregiolod monitoring system to test
the effectiveness of the materials.

Recommendation: FPAU should establish an IEC madgedistribution policy.

Recommendation: FPAU should develop a evaluati@chamism to test the
effectiveness of its IEC materials.

With regard to advocacy efforts at the nationaklewe found that the Strategic Plan
2004 — 2008 highlights critical issues as a) rasis to some aspects of the integrated
FP/RH agenda, b) negative cultural practices suscfemale genital cutting, widow
inheritance, forced marriages, dowry, and c) lichitesources for SRHR. We saw
and were informed of few activities directed towsathese issues (other than the IEC
materials discussed above) and we did not see lildar between b) and c) above
with the efforts of the volunteer members and thmmunity-based volunteers.

There are 3 focal areas in Uganda’s National Adepc8trategy in support of
reproductive health, population and developmeng@mmes that are directly related
to FPAU’s mission e.g. unmet contraceptive neealestents SRH services, and
maternal healthlt is therefore surprising that FPAU does not appeahave a clear
advocacy strategy related to these focal areédf&e did not hear of any FPAU
advocacy efforts aimed at resource mobilisationbieiter maternal health. Nor did
we hear of any efforts at social mobilisation toldh@overnment authorities
accountable for the services they offer.

With such a strong reputation in the field of SRHIRAU is well positioned to
advocate for sensitive issuddecause of its well established credibility, peopiill
listen to it if it disseminates research and infation about taboo topics such as
abortion or vulnerable groups. A number of stakdéws, including partners,
expressed a desire to see FPAU take a more aggredand on a number of issues
such as abortion, pushing the government to provadequate services, and
coordinating the non-governmental stakeholders.spide being a well respected
service provider, FPAU is not perceived to be aamagtor in the field of advocacy.
We found that efforts to influence the policy eoviment, especially at national level
appear to be weak. FPAU does not appear to be usiegtablished credibility as a
service provider to leverage for policy change.

Recommendation: Develop a clear advocacy acti@m plith an identified topic,
clear target audience, techniques that will be ysdadence that will be presented to
support arguments, and identified partners foraaite.

Reaching vulnerable groups

One of the central questions of this evaluatiomosy well FPAU serves poor and
vulnerable people. There appears to be littleifipgargeting of the poorest people,
but that is probably a reasonable strategy giversthucture of poverty in the country.
We conclude that FPAU reaches poor and vulnerabdeigs and they are probably
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better than many other providers in this respeetitipularly due to their effective
network in rural areasThere are a number of methods for poverty tangetiach
with its advantages, disadvantages, and costsiglit be useful to consider all the
pros and cons in using targeting strategies irptaening process.

Each Branch clinic is expected to carry out 4 ‘eathes’ each week. These are to
hard-to-reach villages, workplaces, and communpigces such as churches. From
our limited data of 75 exit interviews carried @itstatic clinics and outreach clinics

in rural areas and urban slums, it appears thaplpesitending the outreaches are
poorer in terms of educational level and asset¥e conclude that the outreach

activities are more effective in reaching vulnemgloups than are the Branch static

clinics.

RecommendatiorFPAU should consider expanding its outreach sesvitecover a
wider geographical range rather than adding sersi@ehich expand the level of care.

FPAU operates a fee system with the fee structasted clearly on the entrances to
its clinics. Fees are sometimes cited as a reabgrsome people e.g. youth, women
with limited access to cash do not attend for farpinning. Exemption practices
exist and people are often not turned away if thesd care. But, we heard conflicting
stories about how the exemption practice is cargatl Exemption practices were
observed but these do not appear to be consistgplyed or well known.

Recommendation:/A review of the fee structure and exemption prastids
recommended. The policy should be clarified andlenenown to staff, volunteer
members, and community volunteers

In addition to reaching vulnerable groups, FPAWasrves the less poor. It was
noted that some service users at the urban climost notably in Kampala, most
likely would be able to bear a higher fee for tl&AE) services.

Recommendation: The possibility of cross-subdidisgrom better off users to poor
and vulnerable groups should be considered.

FPAU works with a number of vulnerable groups Ihé picture is incompleteThe
evaluation talked to beneficiaries of FPAU's workthwpetty traders including
commercial sex workers and street children. Weewaformed that FPAU also
works with internally displaced people and victiofsfemale genital cutting but we
did not have the opportunity to observe these dietsv We did not hear of any other
work directed toward reducing gender-based violence

In summary, the recommendations of this Ugandatcpueport are:
1. Together with IPPF Central Office and the Africagimal Office, devise a
reporting mechanism which gives a more accuratei@®f the activities relating

to the five programmatic areas, the Five A’s.

2. FPAU should strengthen its post-abortion care amattarit known to potential
users.
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. FPAU should review its in-service and refreshemtrg programme to ensure
that peer educators and community-based volunt&erssufficiently trained to
meet new SRHR challenges as they develop and gt Upelated about the
provision of HIV/AIDS prevention, treatment, cand support efforts at their
local levels.

. FPAU should establish an IEC materials distribupoticy.

. FPAU should develop an evaluation mechanism taheseffectiveness of its IEC
materials.

. Develop a clear advocacy action plan with an idieati topic, clear target
audience, techniques that will be used, evidenaewill be presented to support
arguments, identified partners for alliance, anign@frame.

. FPAU should consider expanding its outreach sesvite cover a wider
geographical range rather than adding serviceshagpand the level of care.

. A review of the fee structure and exemption prastics recommended. The
policy should be clarified and made known to staffjunteer members, and
community volunteers.

. The possibility of cross-subsidisation from betiffrusers to poor and vulnerable
groups should be considered.
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Chapter 1. Introduction

Background to the evaluation

The International Planned Parenthood (IPPF) and déeelopment cooperation
agencies of Sweden (Sida) and Norway (Norad) haen lpartners in promoting
family planning and sexual reproductive health agtits (SRHR) for many years.
IPPF is the largest non-governmental organisati@@) in this field with 151
member organisations in 182 countries around thédwo

A pioneer in the advocacy of family planning, IPRE&S, since the early 1990s,
broadened the scope of its activities to includeider range of SRHR services and
advocacy of sexual reproductive rights. Its curi&tnategic Framework 2005 — 2015
prioritises five programmatic areas: adolescefl®/AIDS, abortion, advocacy, and
access. The governments of Sweden and Norwaytraregyssupporters of the 1994
ICPD Cairo framework for population activities améve long supported IPPF.
Currently their contributions make up more than 26%IPPF's core budget or
‘unrestricted funds.’

Purpose of the evaluation

The purpose of the evaluation is to examine thevexice and effectiveness of
FPAU's work - its services, advocacy efforts, anfibimation sharing - in promoting
the SRHR of poor and vulnerable people and margedlgroups. The approach has
been to assess the FPAU’s work in the light oflifgecircumstances of the people
they serve. The focus in this evaluation has beeask what happens at the grassroots
level. How do people react to, relate to, and thgeservices provided? How does
FPAU reach poor and marginalised groups in theintty?

Additionally, concerns in the area of developmesdperation have changed over the
years as both Sweden and Norway have increased dbeimitment to poverty
reduction. The question here is whether FPAU reaghoor people. Poverty is
treated as a condition of life: a lack of poweacKd of choice, and a lack of
opportunities to exercise basic human rights, paldrly in the field of SRHR.
Poverty is also a broader concept than low incawels$, although it is often easiest
to measure income levels or wealth. Even in tlreses, one needs to bear in mind
that poverty can be seen in both an absolute sertsa relative sense.

Methodology

The country study was carried out from September 2P'°, 2006 by a 7 — person
evaluation team. The evaluators brought diffeegeas of competencies to the task.
All together, there were specialists in evaluato SRHR, an economist, a medical
doctor with HIV/AIDS expertise, a journalist, and5&HR researcher experienced in
large population based surveys. The team inclddedtional consultants of which 3
were youth consultants.
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The first 2 days of the evaluation were spent inmidala meeting FPAU staff and
interviewing national level SRHR stakeholders. e Tdam then divided into 2 smaller
groups to travel to Mbarara and Tororo. They sf3ettt 4 days at the branch clinics
observing FPAU efforts and meeting FPAU servicergjsproviders, and partners.
Community leaders, district officers, service n@ets, and alternative service
providers were also interviewed. Visits were méalgjovernment and other NGO
SRHR service providers. The team then regroupedampala where some team
members looked at the activities of the Kampalaicdi. The others continued to
meet with national stakeholders. The programmeneétings and visits to Branch
clinics is given in Annex 1

Members of the evaluation team met with a wide eaofystakeholders: FPAU staff
and board members at national and branch levelsjceeusers, participants in
community based activities, national and distretel government officers, partner
organisations, and representatives of donor agenciPata collecting techniques
included semi-structured interviews with key infambs, exit interviews, focus group
discussions with stakeholders, observations ofvides and clinic settings, and
document review. A list of people interviewed i®yided in Annex 1. Details about
the informants and data collection methods usededound in Annex 2.

Feedback on the main observations made duringuvhleiaion was given to FPAU
on the final day of the country visit. During thise, there was an open exchange of
views which contributed to the preliminary repd@omments from FPAU on the
preliminary report have been incorporated into Driaft Report.

Limitations

Although the evaluation team travelled extensivaatg met many people, it is aware
that the information gathered can only give an espion of FPAU’s work. None of
the activities for internally displaced people ()Diere observed. Nor were branch
associations without clinics visited.

The evaluation does not examine the organisatiahnaanagement of FPAU which
clearly have a bearing on how its work is carried. oWe comment on pertinent
issues only to the extent that they relate to tivp@se of the evaluation.

Guide to the report

The purpose this report is three fold: a) to reporthe donors and FPAU, the key
findings of our visit, b) to provide sufficient imfmation for the Evaluation Team so
that it is able to write the Synthesis Report base@xperiences in all three countries
visited, and c) to provide in-depth detail for thosho are concerned with specific
topics. For this reason, this Uganda Country reggosupplemented by a number of
annexes for readers who wish to learn more deteals are given in the main body of
the report.

Chapter 2 gives the national context in which FR&tiks. This is a key chapter as it
points to the main issues discussed in the subseqimpters on relevance and
effectiveness and on advocacy. Chapter 3 higldighganisational features of FPAU
and is supplemented by Annex 3 for those who waotendetails about FPAU’s
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constitution and governance. Chapter 4 discussé@dJiSPadvocacy efforts. Because
information, education, and communication (IEC) assential components of
advocacy efforts, we have included an Annex 4 whistesses FPAU’s IEC materials
from the perspective of the youth consultants. pidrab discusses the relevance and
effectiveness of FPAU’s clinical and community-bdsdforts. Because adolescents
comprise a prioritised target group for the IPRe Ministry of Health (MOH), and
FPAU, the report includes a short chapter (Chaglerhighlighting issues and
observations as assessed by the Evaluation Tegmth consultants. Chapter 7
looks closely at how well FPAU reaches vulnerabteugs. This chapter is also
supplemented by Annex 5 which discusses in gredgéail issues around poverty
targeting and FPAU'’s approach to reaching vulnerapbups. Main observations
and recommendations to FPAU conclude the report.
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Chapter 2. Sexual and Reproductive Health in Uganda

Background

Uganda had a large population estimated at 24 Momipeople according to the 2002
population census. With a population growth rat&8.886 per annum, the country is
ranked as the third fastest growing country inwueld. At the current growth rate,

the country’s population is estimated to reach 5¥ian people by 2025. The rapid

growth rate is seen in part to be responsibleHerescalating poverty with 84% of the
population living on less than USD 1 per day.

The country’s population is largely rural and youmly 12% of the population live

in urban areas. Thirty-three percent of the pdmrais 10 -24 years of age while
3.8% of the population is 60 years and above (UBRO& I). With one third of the

population being young people, the population maomanis expected to have a
tremendous impact in the future.

Limited coverage in family planning, high levels mfternal death, HIV/AIDS/STI,
early marriages, unsafe abortion, gender - basddnge and negative male attitudes
were repeatedly identified to be significant SRHRRues by the majority of the
respondents interviewed. We take a brief look es¢hissues.

Family planning

Uganda’s total fertility rate (TFR) has not changeam 7.0 for more than three

decades despite nearly universal knowledge of adtlene contraceptive method
(98% for males and 96% for females). The levédraiwledge contraceptive methods
among females increased from 82% in 1988/89 to B62000/01. Pills, injectables,

and male condoms are known by at least 80% of@th&n and men who are sexually
active. Despite being relatively new on the markdtiganda, implants are known by
41% of the currently married women compared to 26%e men (UBOS 2001). The
contraceptive prevalence rate increased from 1594985 to the current 23% (UDHS
2000/01). The family planning services are far frazaching most of the population
with unmet need estimated at 35%. The unmet needmf®rgency contraception is
even higher at 86% (UBOS 2001).

Maternal health

Reproductive health indicators remain inadequatke leave not changed for the past
30 years. Access to reproductive health servicestitates a major problem. Only
49% of the population lives within a 5 km radiusadfealth facility (MoH 2000).

Teenage pregnancy is still high at 31.4% (UBOS 20@/ing dropped from 43% in
1995 (UDHS 1995). Among the females aged 15-24sye#3% have children and
among the 15 — 18 years, 17% have had an abor&§»3.2001.

Figures of maternal mortality remain high. Ugassdaiaternal mortality ratio is
reported to be 505 per 100,000 live births (UBO®130The figure is estimated by
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others to be even higher at 880 (UNFPA 2005). Tiegeneral lack of information
about SRHR. One woman MP recounted, ‘Women arer@gncand delay at home
thinking it is not yet time and end up with seveanplications. | carried a woman
from a roadside to hospital, she was stranded.’ gitoportion of mothers having
assisted deliveries by skilled attendants has medaat 38% while deliveries in a
health facility remain a humble 25%.

Unsafe abortion is regarded the third commonesseafl maternal death in Uganda.
It has been estimated that about 300,000 inducediais occurred in 2003 and that
86,000 women suffered from complications of a pk® abortion. (Singlet al,
2005).

HIV/AIDS and STls

HIV/AIDS and STI constitute a big portion of therdan of disease in Uganda.
National data measured at ANC sentinel sites ineia sharp decline in HIV

prevalence from 18.5% in the early 1990s to theerr6.5% (MoH, 2006). It is

important to note that since 2001 ANC HIV prevakeinas levelled off to between
6.1% and 6.5%. In some high risk groups and at SAME sentinel sites, peaks of
increasing incidence and hence prevalence hasdizarved (MoH, 2006). Results
of the 2004/05 Uganda HIV/AIDS sero-behaviouralvsyrindicate a population HIV

prevalence rate of 6.4%. HIV rate among commersgaxl workers is reported to be
high at 47% (MoH KABS 2005).

The HIV/AIDS epidemic depicts differentials in agex, and residence. The peak age
of HIV infection seems to have shifted from the gguage group to the 30 — 39 age
segment. Females (7.5%) are disproportionately nmfeeted than males (5.0%).
HIV infection is higher among the urban populatii?.8%) compared to rural
population (6.5%). Awareness of HIV/AIDS is univarat 98.8% but comprehensive
knowledge remains low at 35%.

STI remains high on the burden of disease liste@percent of Ugandan adults in the
age 15-49 years have syphilis but sex and rurafudbfferentials are demonstrated.
(MoH & ORC Macro 2006).

Social attitudes

The landscape of SRHR intervention in Uganda faoesal and political challenges.
Community socialisation in Uganda encourages mataigance and promotes large
families. Stakeholders indicated that many peoptauld still like to have large
families as a source of labor on farms. Early ragas are socially sanctioned and
lead to larger family size and school drop - outhwattendant poverty. Polygyny is
common throughout the country. Negative maleuamtéis towards family planning
and sexual coercion pose challenges to the suaoksaterventions. Men are
dominant in household decision — making and thisritical when applied to health
seeking behaviour.
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Policy environment

Uganda has a policy environment which is supportivgood SRHR. The National
Population Policy (currently under revision) andtibiaal Adolescent Health Policy
(2004) are in place. In addition to these policeestrategy to Improve Reproductive
Health in Uganda, the National Family Planning Acly Strategy 2005/10, and
National Advocacy Strategy to improve Reproductiiealth in Uganda have been
developed. However, implementation of these pdi@ed strategies has yet to be
seen. Only 1% of funds available under the healbAB are available to reproductive
health (RH) services. Under-funding, under-staffipgor health infrastructure, and
poor management of available resources were idestiby Ministry of Health
(MOH) officers to limit the delivery of adequate Ridalth services.

Additionally, political leadership in Uganda hast @en uniformly and consistently
supportive of family planning and this is seenffea the take up of family planning
services particularly in rural areas. These chgks have been recognised by a cross
party group of women parliamentarians who haventggined together to advocate
for implementation of the excellent array of pdi which should guide the
improvement of SRHR services in the country.
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Chapter 3. The Family Planning Association of
Uganda (FPAU)

The Family Planning Association of Uganda (FPAUxwsé&arted in 1957 by a group

of volunteers. It was affiliated to the InternatbiPlanned Parenthood Federation in
1964 and was recognised as a fully re-accreditedbeein 2004. Membership in the

IPPF accords FPAU an annual unrestricted granthnieal assistance, and

backstopping.

The association has a membership of 3,090 volunteetuding prominent political
figures and a large number of professionals. ItZ2@8abranches and 16 static clinics in
the country with representation in all regions. mtional and branch levels, the
organisation is governed by an elected councilexstutive committee. Each branch
elects its representatives to the national counklbre details on the Constitutional
provision and governance are provided in Annex 3.

Vision, mission, and strategic plan

The Vision of FPAU is concise: ‘A society whichjeys full sexual and reproductive
health and rights.’

The mission statement is also short and convege thressages: a) addressing unmet
need, b) gender sensitivity, and c) youth focus

The Strategic Plan 2004 — 2008 is the third suchtegjic plan for FPAU and

according to the Executive Director, it was devebbpn a participatory manner by
relevant stakeholders in 2003. The Strategic Psaapproved by the association’s
National Council.

The Plan reflects international developments anmdeagents such as the 1994 ICPD

Cairo Programme of Action, the Beijing + 5 Platfofan Action, the IPPF Strategic

Plan (Vision 2000) and national policies and repnésd a paradigm shift with the

following features:

* Broadening the service package from FP to a walege of SRH issues

» Shift of target audience from women of reproductnge (15 — 44) to a focus on
youth (10 — 24)

» Shift from a predominantly urban based static clta a mix of static clinics and
rural based community based providers

* A renewed focus on cross-cutting issues such adegemainstreaming, youth
focus, and quality of care

* A greater recognition of the socio-political dey@ieents which had a bearing on
the work of the Association.

The Strategic Plan is precise and includes sufficiext under each section. It
presents the programme grouped under IPPF 5 Addagframe format listing a goal,
strategic objective and its strategies, output emplact indicators and a budget to
implement each objective. The strategic plan suns@s key issues after each theme.
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FPAU activities

FPAU was the sole provider of family planning (F¥&yvices in Uganda until 1986
when the Government of Uganda began to provide A¥®any informants told the
Evaluation Team that FPAU is known to be a good anlid service delivery
provider. The Association discharges its actisitilbrough static clinics, outreaches,
and community — based activities. The current samipactivities include FP, safe
motherhood, post abortion care (PAC), emergencyraoeption, treatment of STI
and common iliness, and Voluntary HIV counsellimgl aesting (VCT).

The FPAU networks with other stakeholders in repotide health and has clearly
defined the role it plays in SRH. Its FP serviees limited to non — permanent
contraception and for permanent methods, FPAUseéfeIclients to other institutions.
Similarly, while FPAU provides VCT, it refers peepWith positive results to The
AIDS Support Organisation (TASO) and AIDS Infornoati Centre (AIC) for
confirmatory tests and support.

FPAU works closely with government and receivesdfog from MOH. Though

small, this is in recognition of their role in SHRH the country. The FPAU is a
member of the Uganda Reproductive Health Advocaeywilrk and attends MoH
meetings of SRHR stakeholders. It was part of iivdew team for National

Population Policy for Uganda.

Each year the National Council approves an Annuabf@mme Budget which is
presented by the National Executive Committee’s ¢INFProgramme and Finance
Committee after its development by members of tR€Mnd senior management.

The Approved Programme Budget (APB) for 2006 am®uot close to Ush four
billion shillings (3.9 billion) and the expenditwrdJsh 3,4 billion. The expenditure
budget is expected to fund 14 projects under the BRis and 3 supporting strategies.
Projected expenditure per project and theme asgaesented as a portion of the total
projected expenditure for the year 2006 detailitith are highlighted in Table 1.

Human resources

Services with a human face are likely to be of quaind valued by the beneficiaries.
One of the strengths of FPAU is the engagemenighfiyn skilled staff. It is gender
balanced with 55 males and 58 females. The gendemnte is also reflected at
management level. All staff are employed on 3 -+ yeaewable contracts.

The salaried staff members have received signifitaming. This has been a double
edged sword as there appears to be considerafileust@ver. At the national office,
we noted that most staff had not been in post fmrenthan 5 years. It is said that the
salary is not competitive. Earlier in the yeaimn&harge staff of Branch clinics were
recruited to other jobs. There has been a reviewh® salary scale but the fact
remains that it appears that the FPAU'’s highly cetapt staff are recognised widely
and people are recruited to other jobs.

®> The APB does not accurately reflect the activitiethe organisation as a number of activities fall
into more than one programmatic area.
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Table 1. 2006 Projected annual expenditures

Project

ACCESS

1 Access Right Based

2 Right based approach to SRHR in 4 districts

3  Childrens’Millenium Programme

4  Backstopping SRH services in FPAU
Subtotal

ADOLESCENTS

5 Youth to Youth Project

6 Gender & Youth Empowerment

7 Young Men as equal partners
Subtotal

AIDS

Donor/unrestricted

funding

IPPF
UNFPA
PLAN
MoH

DSW
IPPF
SIDA

Balancing the scale, reaching out to young peopldFT

8
9 Expanding VCT services Provision
1

IPPF

0 HIV prevention among Vulnerable and Hard tDANIDA

reach Youth in Mbarara
Subtotal
ADVOCACY

11 Family Planning Policy and Monitoring and Action PP

12 Institutional Participatory Planning

IPPF

13 Raising Awareness, Knowledge and UnderstandibgrID

of SRHR in Uganda
Subtotal

ABORTION

14 Integrated Post abortion care
Subtotal

Supporting Strategies

IPPF

15 Strengthening Governance & Human ResourlfePF

Capacity
16 Administrative and General Services

IPPF

17 Mitigating Exchange Loss on GovernancéPPF

Programmes and Administration
Subtotal
Grand total

%
total

12

<1

13

20
100

In the branches we visited we met with severalgmies of staff motivated by high
degree of commitment and a sense of humour andithligp The community
volunteers we met included both peer educatorscanimunity based reproductive
health agents. They were of varying educationakdpazind ranging from primary to
university education. They were knowledgeable adnitted to work, competing to
answer our questions. Their duration of stay wagable ranging from six months to
eight years and some even longer. The voluntemgsived a training course in
counselling. They are also exposed to several wops and some have participated
in exchange study visits abroad. The organisatppear to facilitate their work and

provide a supportive environment.

We also met with members of the Branch executivaerogtee in Tororo. The in-
charge there has been especially effective in nsofgl BEC members to take
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responsibility for special efforts in the villagés which they live. Thus, when a
member of the Evaluation Team visit the sub-codetl to look at a government
facility, she was also able to meet participantyvarious income-generating groups
which had started earlier in the year. The grougpdivities were hair dressing,
sewing/tailoring, handicrafts, and agriculture. dadition, there was a youth group
which welcomed the evaluator with dance and sorlgth®se groups appeared to
have been organised by one volunteer!

Institutional image

FPAU is recognised as the NGO with the largest agtvof service sites across the
country and the only one with a systematic reac¢h lacal communities. It was
described by one of its partners as the ‘obviousceh for carrying out the partner’s
reproductive health programme.

The Network of African Woman Ministers and Parliartegians (Uganda Branch)
which was mentioned at the end of Chapter 2 alsednthat they had selected FPAU
to provide technical capacity building for theirvadacy work with other MPs and in
their constituencies.

FPAU'’s information, education, and communicatiortenals are recognised for their
high quality. The Ministry of Finance’'s Populatio8ecretariat spoke of a
collaborative arrangement whereby FPAU providebri@al assistance for their IEC
materials.

It should be noted from Table 1, that 60% of theBA® provided through ear-marked
funds i.e. not through core funding from IPPF. sTisialso an indication that FPAU’s
prominence and capacity is recognised by donors#rets funders.

The systematic programme of outreaches appearavi® broadened FPAU’s image
so that SRHR stakeholders now see FPAU as havimffective way of reaching low
income and poor people. The youth clinics seemutthér strengthen the positive
image of FPAU.

FPAU derives its strengths from its pioneer staisis flag bearer for FP and in many
people’s minds, it is synonymous with family plampi Many people feel this gives
the organisation a comparative advantage. But ®thee this as posing limitations
because ‘family planning’ may not speak to the SRi#eds of young people. Staff
at the national headquarters spoke of the needetbrand’ and move to a more
conscious use of the acronym ‘FPAU.” We were tblat tmany people did not know
of the other services offered. This was confirmeaur evaluation when we carried
out a focus group discussion (FGD) with a grougaing people at a location where
the youth centre had been standing for over 8 ye@nsly half of the people in that
FGD of 12 members knew the full scope of servicesha youth friendly clinic
despite the billboards detailing the range of s®wiwhich was placed at the entrance
to the Youth Centre grounds.
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Chapter 4. Advocacy of FPAU

Introduction

As highlighted in Chapter 2 on the Background odusé and reproductive health and
rights in Uganda, there are serious SRHR issugésdel to be addressed in Uganda.
Advocacy efforts at national and community levels meeded to improve the SRHR
of women and men in Uganda and may be aimed atypchange, enabling the
policy environment, and/or raising public awarend$ge National Advocacy Strategy
identifies 8 techniques that can be used for wdiffe advocacy strategies:
sensitisation, mobilisation, dialoguing, debatimggotiating, lobbying, petitioning,
and pressuring.

This chapter uses a broad definition of advocaay ianludes efforts at the national,
sub-national, and village levels. It begins withreef description of FPAU’s projects
within the advocacy programmatic area and thentifiles key issues for advocacy at
national and community levels. We then look aj:awareness raising initiatives at
the community level, b) advocacy efforts at theiaratl level, and c) how other
SRHR stakeholders, especially at national leveljcggee FPAU’s advocacy
contributions.

Especially, when looking at activities at communéyels, we also include awareness
raising which may include information, educationdaommunication and behaviour
change communication, and community mobilisatiothaalgh we are aware that
these are sometimes not included in definitionadfocacy. This is in part because
FPAU, as a member-based organisation, expects mitorant from its volunteers to
the undertake advocacy of SRHR. Included in #nes efforts to address barriers to
change, raise awareness, and change behaviour.

FPAU'’s strategy and programme efforts

While FPAU has identified its advocacy goal and afebbjectives and strategies to
achieve its goal, it is difficult to gain a cleactore of what FPAU is doing in the
field of advocacy. The Annual Programme Budgeegatises 3 projects under the
IPPF advocacy programmatic area. Together thege been allocated 9% of the
2006 annual budget. The projects with their aleddunding for 2006 are shown in
Table 2.

Table 2. FPAU Advocacy projects 2006

Project 2006 Budget Ushs IPPF Core
funding/ Donor

Family Planning Policy Monitoring and Action 14 1880 | IPPF

Strengthening FPAU communication component 79 BBl APPF

Raising Awareness, Knowledge and Understangding 187 371 600 DFID
of Sexual and Reproductive Rights in Uganda

Total Advocacy 281 358 563
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From the 2006 Annual Programme Budget, it appdaas there are three projects.
The Family Planning Policy Monitoring and Actionopect is limited to activities in
Mbale. The Strengthening FPAU communication congpons focused on website
development and public relations. The third prbjeca substantial 3 year DFID -
supported project that has recently started. Wk ndit observe any activities or
outputs from this project but we comment more ughas later in this chapter.

Advocacy issues

The Cairo ICPD marked a paradigm shift to a widerge of sexual and reproductive
health and rights issues which placed the indididwaman at the centre of
autonomous sexual reproductive health decision kimga Underpinning this is a
rights - based approach which highlights humantsigistablished in a number of
human rights conventions. Before looking at thlewva@nce and effectiveness of
advocacy efforts at the national and district Isy&le first discuss what we judge to
be the most important advocacy issues in Uganda.

Family planning

Given the SRH issues identified in Ch. 2 and th&/Geeproductive health policy, it
is clear that access to quality family planning/sess is a critical area for advocacy in
Uganda, with its persistently high total fertilinate (7) and high level of unmet
contraceptive need.

SRHR of young people

Despite the legal prohibition against sex with d&edween young people under the
age of 18, the high rates of teenage pregnancly, age of sexual debut, and median
age of marriage are clear indications that acaeggdrmation and services by young
people must be addressed. An additional conceewvagt to young people, especially
girls, is the early age of marriage.

Reducing the underlying factors that contribute to maternal
mortality

In addition to the prevention of unplanned and umed pregnancies, other factors
that contribute to maternal mortality are unsaferabn, lack of awareness of the
need for skilled attendance at deliveries, laclactess to health facilities that are
adequately staffed and provisioned to provide ettilattendance. Reducing unsafe
abortion, providing widespread, accessible posttabo care, and greater resource
mobilisation to improve maternity services are ki®yseducing maternal mortality.

Stigma and discrimination

Stigma and discrimination pose significant barrierssome groups when attempting
to access the information, services, and carenieeg. People who are HIV positive
are among those vulnerable to stigma. The illetgius of prostitution in Uganda
which makes it difficult to provide services to cm@rcial sex workers. This is a
group that has a clear need for HIV/AIDS preventicare and support, and would
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benefit from empowerment activities enhancing tladility to exercise control over
their lives. Another group that is discriminateghgst are pregnant teenagers who
have difficulties returning to school. And, finallgroviding stigma free information
about men — who — have — sex — with — men woulg teekase the harsh public views
that now exist.

Advocacy efforts at the district/community level.

* We noted four types of activities taking place atiemunity level which could be
considered public awareness raising with the patkefar behaviour change.

» The first relates to the role of the volunteers rherm. People we spoke to at the
Branch organisation in Tororo and CBRHAs gave highérsonal accounts of
why they had ‘joined family planning.” The men @ Branch Executive
Committee spoke of their awareness of the diffiealtof providing for a large
family, especially among farmers with limited tmcif land. A woman spoke of
how, at age 13, she realised that her life woulteHzeen different had her father
not had multiple wives and many children. Anothenvan said that she ‘saw the
light’ after having six children. All of these pele seemed quite committed to
persuading others to limit their family size byngsicontraceptives. We were told
that efforts are made to recruit volunteers whoirftaential in their communities
as they are seen as effective change agents.

 The second relates to the role of volunteer memlbe&s community based
volunteers in combating strongly held myths and congeptions concerning
SRHR. We heard about this so often from such geaf informants that we
understood how strongly held many of these bekeés for example that family
planning encourages women to go for extra-marigad and consequently get
infections like HIV/AIDS or that condoms can be Wwed and re-used. Peer
educators in Tororo told the Evaluation Team thaemvthey first came to a
village, people hesitated to attend their informatsession because it was said
that those going there would be infected with HNDS.

A third type of effort relates to the printed infeation, education, and
communication (IEC) materials. FPAU’s IEC materialgpear to be very much
sought after by other organisations and institionUganda. The materials go
through a thorough pre- and post-test processdarerthat the intended message
is conveyed. Adjustments are continually mader gftest-testing, especially
when posters are introduced in different areas &herall details, such as the type
of clothes a figure is wearing or colours used,ehanexpected local significance.
Because FPAU has focused much of its attentioncumg people, we asked the
youth consultants on the Uganda Evaluation Teaass$ess the IEC materials. In
summary, they found that the written messages ianedaat behaviour change
covering a wide range of SRH issues including wnsddortion, early or forced
marriage, cross-generational sex, male involvernemd,idleness as well as other
issues. The materials are found to use catchyagessand language appropriate
to the target group, youth. Importantly, they thlouthat the graphics and
pictures are easily understood by people who careamt. Moreover, they found
the messages to be relevant to the life situatiopoor people e.g. people in
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familiar village settings. More details of the @ssment of FPAU’s IEC materials
can be found in Annex 4.

» Radio broadcasts both on national and local radmsear to be very popular,
raising highly topical issues. In addition to tbeal radio programmes discussed
in Chapter 6, we were also informed of a receniorgthone-in programme
arranged by FPAU where the Minister of Youth diseubs issues around the
decriminalising of prostitution.

While the activities discussed above can be grogsetensitisation’ or ‘awareness
raising’ around SRHR issues, we did not find anyocgdcy efforts around issues
related to reducing maternal mortality which isrty in the government’s Strategy
to Improve Reproductive Health. Transport in remanteas represents a considerable
cost to a woman and her family; we were told th&em emergency transport is
needed the price of that transport is doubled. el@ing community emergency
transport schemes could assist in reducing thiaydel getting to health facilities.
Such a scheme would be in keeping with the goventimeeproductive health policy.
Moreover, the involvement of FPAU volunteers inlsacscheme would demonstrate
an active understanding that the SRH agenda ha®dntw issues beyond family
planning.

Advocacy efforts at the national level

The policy environment

It is clear that the policy environment for imprav&RH in Uganda faces many
challenges. Nearly all SRHR stakeholders we spok®ted the lack of commitment
to family planning at the highest levels of leatdgysn country. Some leaders have
maintained that a large population makes for angticuntry by attracting investment
and stimulating economic growth. This lack of cotmant is apparent when noting
that reproductive health receives only 1% of theédat under the SWAp for health.

USAID is a significant actor in the field of SRHRhe Mexico City Policy prohibits

any international NGOs in the field of SRH thataees funding from USAID from

providing abortion-related services, information m@ferrals to abortion services
providers (with the exception of post-abortion ¢ar@he policy also prevents any
organisation that is a recipient of USAID sexughregluctive health funding from
working in an advocacy or service provision basihhWGOs that provide abortion
services, information about abortion or referrais &bortion services. As USAID
funds many projects in Uganda, this poses a bdordfPAU to working with certain

organisations.

The legal status relating to 3 groups of peoplesttam the ability of everyone who
wishes to work them. As noted earlier in this clkapthe illegal status of prostitution
hinders work with commercial sex workers. Simyathe highly restrictive grounds
on which abortion can be carried out cast a shanl@v post-abortion care and open
debate about the public health consequences ofeuasartion. Finally, the harsh
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laws relating to men-who-have-sex-with-men reindor@xisting stigma and
discrimination and thus make it more difficult #ach this group, vulnerable to HIV.

FPAU activities

As noted at the beginning of this chapter, it fialilt to get a good understanding of
FPAU’s advocacy focus and strategy. The APB givaly an incomplete picture of
the range of activities. The Strategic Plan 20@0068 highlights critical issues as a)
resistance to some aspects of the integrated FRighda, b) negative cultural
practices such as female genital cutting, widoweritance, forced marriages, dowry,
and c) limited resources for SRH/R. We saw andeweformed of few activities
directed towards these issues and we were unalskeetbow these link with with the
awareness raising efforts we saw at the commuentyl |

In the National Advocacy Strategy in support ofrogjuctive health, population and
development programmes there are 3 focal areawanétlirectly related to FPAU’s
mission e.g. unmet contraceptive need, adolescents SR¥cegr and maternal
health. It is therefore surprising that FPAU’s sloeot appear to have a clear
advocacy strategy related to these focal areadiw/eot hear of any FPAU advocacy
efforts aimed at resource mobilisation for bettetemal health Nor did we hear of
any efforts at social mobilisation to hold govermmauthorities accountable for the
services they offer.

Networks

FPAU is part of the Uganda Reproductive Health Adhay Network (URHAN)

which has been identified as the lead agency farumber of initiatives in the
National Advocacy Strategy in support of reprodeetihealth, population and
development programmes. However, it is not cleaetdr FPAU has a lead or
central part within URHAN in relation to these adtes.

Perceptions of other stakeholders

We were repeatedly told that FPAU is recognisedaagood and solid service

provider,” ‘an organisation with a long history sérvice provision,” and ‘the only

organisation that reaches deep’ into the communityis is the reason that it was the
only obvious partner for one of the funding agesdier its work in reproductive

health.

Recognition in FPAU'’s technical competence is destrated by:

1. The level of earmarked funds and projects which pmige 60% of FPAU’s
total budget. Funding agencies include SIDA, PLADEID, UNFPA,
DANIDA, MOH and other donors. The third projecstéd in under the
advocacy programmatic area, ‘Raising awareness, wlkdge and
understanding of sexual and reproductive rightdganda,’ is a 3 years grant
from DFID which had conducted a SWOT analysis oABMefore awarding
them the grant. This is an indication of their fidence in FPAU’s ability to
carry out advocacy initiatives.
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2. The selection of FPAU by the Network of African Wem Ministers and
Parliamentarians to provide technical capacitydig in the field of SRHR
so that they can sensitise other MPs and opiniateles in their constituencies
to SRHR issues

3. lIts technical support to IEC materials developedhgyPopulation Secretariat

4. The selection of FPAU to provide capacity buildingcontraceptive methods
for the Catholic Secretariat.

With such a strong reputation in the field of SRHREAU is well positioned to
advocate for sensitive issues. Because of theireséhblished credibility, people will
listen to them if they disseminate research anarmétion about taboo topics such as
abortion or vulnerable groups although occasionallyen interviewing national
stakeholders, we encountered people in the healttorswho had never heard of
FPAU. Public opinion against men-who-have-sex-withn is quite harsh. This
creates an environment of stigma and discriminatishich discourages the
opportunity to offer organised and directed semic&he net result will be continued
transmission of HIV infection.

A number of stakeholders, including partners, esged a desire to see FPAU take a
more aggressive stand on a number of issues suchbagion, pushing the
government to provide adequate services, coordigatihe non-governmental
stakeholders. However, FPAU is not perceived tabweajor actor in the field of
advocacy.

Concluding observations

If we apply the 8 advocacy techniques identifiedh& beginning of this chapter, it
appears that FPAU’s advocacy activities at theonatiand local levels are limited to
sensitisation and debating.. There have been chiggportunities because FPAU is
really able to be effective in this area. Partrees calling for a stronger voice. A
well thought out, focused advocacy strategy is eded
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Chapter 5. Relevance and Effectiveness of Service
Delivery

This chapter will assess the relevance of FPAU&s@nt services and then move to
the effectiveness of the clinical services andnie-clinical services.

Relevance isthe extent to which the objectives of a developrrgatvention are
consistent with beneficiaries’ requirements, coyntreeds, global priorities and
partners’ and donors’ policies(Sida 2004). In this evaluation, when assessing
relevance, we do so based on what FPAU does rttaeron its objectives. To look
directly at the actual services provided seemstimune more relevant.

The definition of effectiveness used hereds aggregate measure of (or judgement
about) the merit or worth of an activity, i.e. tegtent to which an intervention has
attained, or is expected to attain, its major relew objectives efficiently in a
sustainable fashion and with a positive instituibdevelopment impac{Sida 2004).
We will approach the issue by looking carefullyvdtat the organisation does and
how people are affected.

When assessing relevance of health interventiona low-income country with
significant health needs, one could ask as adusttion: What could possibly make
these interventions irrelevant? Isn’'t every intetwen helpful? There are at least
three scenarios that would severely reduce thgaete of an intervention.

* The interventions do not address country needs angeneficiaries’ needs

* The interventions are not consistent with nationaktrategies and policies.

* The interventions are not consistent with global porities and donors’

policies.

Relevance — country needs and beneficiaries’ needs

As described in Chapter 2, Uganda faces severaduseSRHR problems. These
include a persistently high TFR, limited accessgemeral health services, a low
number of deliveries assisted by skilled attenddngth teenage pregnancy rates, high
numbers of unsafe abortions, and high numbers démmal deaths as well as the
HIV/AIDS and STl-related problems.

The general picture of the SRH problems in the tgua confirmed in the interviews
with SRHR stakeholders and beneficiaries in the roomities we visited. This is
especially the case in the very poor urban outres#tels. The need for FP services is
urgent and the unmet need is large.

‘Sometimes those [women] with 7 or 8 [children] eote me and cry. They say they
wish they had known about family planning before,tlsey could have spaced their
children. Women who work a lot don’t want to begmant the whole time.’

Female Community Based Reproductive Health Agenin@ market
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FPAU is consistently viewed by SRHR stakeholdershascountry’s leading family
planning organisation and was referred to as adgaond solid family planning
provider’.

While a systematic examination of FPAU’s clinicitdsvas not undertaken as part of
this evaluation, a ‘snapshot’ look at one montlésvige statistics from one of the
branch associations visited revealed that nearBettiimes as many people attend for
non-contraceptive services as for contraceptiverices. One-third of the non-
contraceptive visits were for primary health care.(treatment for minor health
conditions, immunisation, or growth monitoring). xiEinterviews we conducted
confirmed this picture.

During a focus group interview with a youth orgatisn in Kwampe, an urban slum

outreach site in Kampala, the adolescents desctlednajor problems in the area.
The list was long, and among other things inclugederty and unemployment,

which forced most young teenage girls into prostty unwanted pregnancies
resulting in a large number of teenage mothersesthildren, and unsafe abortions.
The interview ended with one girl posing the follog/ question indicating the need
for safe abortion services and post-abortion care:

‘So you mean that people don't die from abortioydar country?’

The estimated numbers of induced abortions and koatipns arising from them are

discussed in Chapter 2. We note that in FPAUat8gsic Plan 2004 — 2008, FPAU'’s
post-abortion care was limited to post-abortion ifarplanning and assessment of
other SRH conditions. Strengthening of FPAU’s cityato a wider range of post-

abortion care was planned.

When analysing the expressed needs of service,useople are generally very
content with the services provided. However, tweues were brought up where
FPAU might expand and strengthen its work. Thet fissthat FPAU could start
working with deliveries. The second one is thaiABPcould strengthen its post-
abortion care. The problem of unsafe abortionslvaaght up by a number of people
during our meetings in the local communities. Wethier noted that although
available, emergency contraception does not apfmedre in great demand. We
wonder about how widely it is known.

Relevance — the national policy environment

Guiding documents for the SRHR work in Uganda arepng others, the National
Population Policy, the Reproductive Health Poliayd aAdolescent Reproductive
Policy. In interviews with the district directors bealth services (DDHS) and the
Ministry of Health (MOH), we were informed that FBAs considered an important
partner working within the government’s framewddRAU is also a selected partner
of several key organisations, two of which are plag to enhance their strategic
partnerships with the organisation. The pictureegiin some of our meetings is that
there is considerable interaction and networkingmagnkey stakeholders, and that
FPAU is frequently part of that networking.
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Relevance — global priorities and donor policies

The Millennium Development Goals provide objectivaisning for a substantial
reduction of global poverty by the year 2015. Tingproved SRHR reduces poverty
in the sense of increased power, choice, and appities is well establishetThis
global priority is also reflected in the developrmegoals of the donors funding this
evaluation, i.e. Sida and Norg8ida 2002, Norwegian MFA 2002)We therefore
conclude that FPAU'’s services are highly relevamicerning the aspects of relevance
selected above with some potential areas for imgrant.

Effectiveness

To be effective, interventions need to be availaalfordable, and accessible to users,
offered in a manner that is acceptable to them,rasdlt in the intended objective.
We first describe FPAU’s clinical services, thereithnon-clinical activities, and
finally the possibility of duplication with otheesvice providers.

Clinical services

FPAU'’s clinical services are provided in their gtand satellite clinics, and at their
outreach sites. Branch clinics plan 4 ‘outreactesxh week. These may be mobile
clinics to a village, work place, or community spatich as a church. The package of
services includes FP, VCT, STIl-screening, postiadporcare, ante-and post-natal
care as well as basic primary health care suchmasunisation, de-worming, and
malaria treatment.

In all clinics and outreaches we visited, we sawsteady number of beneficiaries
coming for the services. This was especially treect the outreach sites. During our
visit to the Kyebando outreach clinic in Kampala evd not have the chance to speak
to any of the staff members or volunteers for efre@ minutes, although our visit
lasted over two hours. In most outreaches wherevere, beneficiaries expressed the
desire for more frequent services. It was cleat tha challenge was not to attract
people, but to assist as many as possible of tvaséing services.

Do people get the help they need? One indicattpadjh not perfect, is whether
clients are satisfied. In our exit interviews, #ilenost universal picture was that the
clients were very satisfied, got help with the peofts they came for, would return to
the clinic for future services, and would recommémel clinic to family and friends.
Usual comments were that the staff was friendlgt thwas easy to use the services,
and that good and quick services had been provi@edy percent of attenders
travelled by foot to the clinic and most clienteds30 minutes or less to get there.
Most of the visitors we interviewed came for coongative or other medical services,
but this differed according to the day and theiclwhere the exit interviews were
carried out on. Approximate 30% of clients were mBEme age range was wide, from
11 to 80 years of age.

® For examplelnvesting in Development: A Practical Plan to Astsighe MDGsfull report, chapter 3
and 5. andPopulation, Reproductive Health and the Millennib@velopment Goals: Messages from
the UN Millennium Project Reports NDP 2005
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What then about changes of long-term behaviour? t\Wdues it mean for the
communities to have access to these services? Death improve in the areas
served by FPAU? With the qualitative focus of taisluation, we can only give a
narrative picture of results and trust the opiniafighose closely affected by the
services. In our meetings with beneficiaries anthrmoinity leaders, several stories
about long-term effects were presented to us.

For example, a group of 12 community leaders in Kywa, an urban slum in
Kampala, maintained that the number of unwantedraecies and unsafe abortions
had been reduced since FPAU opened its outreaub.oh female Community Based
Reproductive Health Agent (CBRHA) at the Owina kearin Kampala told the
evaluation team that most women working in the raamow used FP methods.
‘Women working a lot don’t want to be pregnant tieole time’, she said. In Kakoba
Ward in Mbarara, a male community leader said thate are almost no women in
his community (about 1000 persons) who do not asaly planning through FPAU.
He agreed to mobilise a group of women who wereusatg FPAU services, but
failed to find more than one woman for us.

‘We have a council meeting every month. We alwayssadwomen to go to

FPAU to carry out family planning. The whole villags invited, sometimes 100
come, sometimes 400. Everyone can come. Every timetalk about family

planning. You must have the children you can supftre mother gets tired when
giving birth to many children.’

The evaluation team noted the high level of fldikypiof the Branch clinic staff who
rotated among the static clinics and different eath sites on a daily basis. One
potential problem with this is the limited accessfdllow-up care for people in the
outreach communities when problems arise and FP&wices are not available.
Many women experience or believe they experiende sifects resulting from their
use of contraceptives. If this cannot be addregsézkly and satisfactorily, there is a
risk of discontinuing the use of the contracepti&milarly, we see potential
problems with side-effects of malaria treatment.

Another potential problem is the limited numberaly technicians. In both Mbarara
and Kampala, the lab technician mostly spends fteen@ons at outreach sites. This
means that clients coming to the branch clinic \wdehve a blood sample and return
the next day for results. However, as pointed nigame interviews, this disturbs the
delicate VCT process, where clients have been gsafpally prepared for results —
negative or positive. When they have to wait fa tesult, some of them never return
to pick up their results, due to fear and anxieftyxe access to lab technicians seems
to be a crucial component of the outreach prograsniared an factor that is hindering
further expansion of the amount of outreach visits.

Non-clinical activities

FPAU has a wide range of non-clinical services.sehaclude youth centres and
school programmes, skills training programmes anéxensive programme of Peer
Educators (PE) and community based reproductivitthagents (CBRHA).

The PE are young persons who receive an initial BRidining and after that work
with outreaches (for example drama or puppetry thimgth information sessions
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about SRHR and sometimes combined with mobile V@hg-to-one sensitisation,
workplace talks, door-to-door campaigns, condomtribigion, information,
education, and communication (IEC) materials distion and so on. CBRHAs are
generally older and aim to reach adults, rathen @dolescents. They also distribute
pills and condoms.

The evaluation team met with a substantial numb&Eoand CBRHAs and found the
level of commitment among these volunteers to bprassively high. All PE and
CBRHAs whom we met take their tasks very seriouShey become known in their
communities, people come to them for advice, amdvitiunteers help their peers to
address important health problems. One male RE Mbarara told the team that he
had worked so much with his volunteer tasks for BP&at he lost his job as a
primary school teacher. However, for him this dat matter, as he wanted to serve
his community.

The evaluation team also noted that the groupsotinteers were fairly gender-
balanced. For example, in the FPAU outreach chinidélulago, we were informed

that the 30 Peer Educators in the region are coetpos15 men and 15 women. The
gender balance is likely to be important, keepingmind the sensitive nature of
SRHR issues.

Some challenges were also raised by the Peer Eaacand Community
Reproductive Health Agents. Among these were:

* Need for more trainingVhen asked about their level of knowledge, soiige P
and CBRHAs expressed the need for more SHRH tuniter the initial
training, some refresher courses are given, butrdogy to volunteers, these
was insufficient as some PEs feel they are unablartswer the many
complicated questions people raise.

» Lack of means of transportatioBome PE felt the need for more and better
bicycles. In Tororo, PE reported sharing 2 bicg@enong 29 PEs.

* The issue of remuneratiorMany of volunteers spend considerable time
assisting staff and doing outreach work. To comatn$or lost income and
expenses, they receive a small amount of moneygbhemonly for the actual
outreach day. The remuneration does not make ugh&foregone income,
especially for the transient traders who immedyateke income when they
are away during a working day.

After having looked at the crucial role the volwr®have in the performance of non-
clinical activities, the next questions are: Ar@jple interested in their services? Do
they listen? Do they seek help and do they chamge hehaviour?

In our meetings with volunteers, our universal ymetis that most of them do a
considerable amount of work every month for FPAUeOnale PE from Mbarara
said that he spent at least 2 hours every day amgvBRHR questions from peers,
and that since becoming a PE, he never had thecehanbe alone anymore. One
female PE said that she wears her FPAU T-shirtFri?U cap every day at her work
as a hair-dresser, and as a result she gets masstiaps about SRH from her
customers. It is common that they invite her tarthemes for further information.

Two CBRHAs told the evaluation team that on avertmgpy were approached by 6
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and 20 people respectively each day. The evaluédimm was particularly impressed
by the Transient Traders project in Mbarara, wHeEehave been recruited among
low-income youth working with temporary jobs such @ar-washing, hair-dressing,

driving boda-boda (motorcycle taxi), vending ettie$e are hard-to-reach groups,
that due to their income poverty, age, and mobilége very vulnerable to SRH

problems such as HIV/AIDS and unwanted pregnancies.

The evaluation team has observed a number of ahiraativities, for example a
drama outreach in Mbarara with VCT tents and a ptrgpshow in Bwaise. The
volunteers play a crucial role in these activitieasrying out the performances,
mobilising people, distributing information and@o. During all activities the interest
from the community was very large. During the dramatreach in Mbarara,
approximately 300 persons watched the drama, wiwkr 30 persons tested for
HIV/AIDS in the tents next to the drama. Seventekthem tested HIV positive.

A focus group interview with young females living the community where drama
outreach is performed on a regular basis, revetilat they like the services and
dramas. According to the women, as a result ofelarring FPAU outreach, people
have improved their SHRH knowledge in the communtgung people have learnt
how to use a condom properly, those sick now seekpt treatment, people have
reduced their number of sex partners and more pemgictice safe sex due to the
distribution of free condoms. However, the womesoaémphasised the need for
increased services during the outreaches, suclestmg for other diseases (like
malaria) and provision of contraceptives (womenrae referred to the FPAU clinic

for that).

When the puppetry show in Bwaise started, the Edecators managed to mobilise
over 50 children of age 1-12 already within minutése show was mixed with
SRHR messages communicated through a megaphoneeaaiyed considerable
interest and attention from the children as welras) adolescents and adults.

While it is hard for the evaluation team to estienling-term effects of activities like
these, it seems clear that they are effectivessaiinating information and attracting
some people to services. It also seems like thewaties are particularly useful in
attracting people who would otherwise not be redcbg information or SRH
services. The profound interest and the high nundbgrarticipants the evaluation
team observed, indicates a large unmet need for SBMices in the targeted
communities.

Another effective non-clinical activity is the lif@anning skills training observed in
Mbarara and Kampala. Many PE highlighted the isdysoverty as an obstacle in the
dissemination of SRHR knowledge and using infororagained.

This problem has led to initiatives to integrateHFRinformation with life planning
skills training. In Mbarara, three such trainindoets have been held during 2006.
The trainings continued for more than a month aowehes hours of training were
offered on a daily basis. Main components of th@nings have been SRHR
information integrate with life-building skills sh@as assertiveness, decision-making,
time-planning, financial planning etc. Most papi@nts have become members of a
community based organisation called Youth Actiortidtive for Health and
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Development (YAIHD), that was formed after the miag was completed. The
evaluation team interviewed a group of YAIHD mensbdéo hear about their
experiences.

A 19-year old female hair-dresser and YAIHD membmd about how the skills
training changed her ways of thinking. She had pleopout of upper secondary
school when her parents died when she could notcafd pay the school fees.

‘Before we had many partners, now we have chanjew we have friends, but not
boyfriends. We use what we learnt every day. Véentehow to live our lives. How to
make small business. How to manage work and matiage to plan my day. If | get
500 ush every day, how will | use it? | didn't knalout saving before. Before when |
made 500 Ush | used the money immediately. Now keri®)00 Ush every day and |
save 300 Ush. In the end of the month | have enougiey to buy something, maybe
a skirt or a goat. | have 2 goats now. After thafll buy a cow, so | have milk. | will
start selling the milk”

When the girl has managed to save enough moneydream is to finish secondary
school and then to study medicine.

YAIHD has also started carrying out projects ofitteavn. Two other members told

the evaluation team about their work with streetdecén. Then have worked with a
group of about 30 street children on a volunteeihaNe were told that many of
these children now have been rehabilitated, sormeedocated back to their homes
whereas others are in drama and sports training. YHD volunteers also report

noticeable behaviour changes among the formertstihddren.

‘At first, their behaviour was almost unbearablé We were patient, now they
have good manners, they can interact and sociaitieage mates without fighting.’

YAIHD is working closely with FPAU, which providehem with transport, venues
for their activities, training, IEC materials, afide health care for the street kids.

The Life Planning Skills training obviously has amportant potential both for
individual change and for community mobilisationowtver, it is important that it
really reaches the most needy and not persons whid @ccess similar trainings in
other ways. At the Katego clinic in Kampala, werteahat some of the adolescents
taking parts of training sessions could actually fo it themselves.

FPAU — added value or duplicating other’s work?

A final and third aspect in the analysis of reles@mnd effectiveness is the question
about the added value a certain activity or serbroggs into a community. The issues

of relevance and effectiveness are less signifidatite services are provided in an

setting where another provider is offering the sa@rices. The core questions here
are what alternatives are there to FPAU servindsny do people choose or choose
not to come for FPAU services.

The alternatives in the areas we have visitedregovernment health units, private-
for-profits and NGO'’s, including faith-based orgsations. The government health

71840 Ush = $1
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units in theory offer free services including VQHowever, inall our interviews the
picture is clear and uniform. A number of obstaglesvent people’s access to the
government health services they need.

* Time and costsThere are few government health units and the numibes
not in any way meet the demands arising from tlesemt health situation.
Because many people live a far distance from amovent health unit, it is
very expensive for people — in time and money gddhere. Also, while the
services are for supposed to be free, informal éeeoften charged. These are
in addition to the costs incurred by having to loygs privately if the health
unit has run short.

» Staff shortages Health units are badly understaffed. In Torore were
informed that while there is a staffing establishinef 3 midwives per HC3,
there was, in fact, only 1 midwife per health unit.

» Interpersonal patient careAccording to our informants, government health
units have a number of quality problems. The s&fbften perceived to be
rude and unfriendly. There are normally no youtbrdly services.
Anonymity is often compromised which makes peomiatant to go to a
government health centre for VCT.

» Shortage of drugs and suppliésproblem cited in virtually all interviews is
the scarcity of drugs and supplies. The servicestaoretically free, but after
having waited for hours the client is often mettbg message that no drugs
are available, and have to be bought somewhere \®savere also told that
many government health units, especially in thalrareas, do not have the
equipment for rapid HIV/AIDS testing.

* Overload of clientsWhen attending a government health facility, oa@ c
expect to wait for many hours. This adds to theetcosts which may be at
the expense of time that could otherwise be sperking. In one of the focus
group discussion we had, we were told that somelpexven faint in the lines,
because of the long waiting time.

The reasons stated for choosing FPAU during theieta@rviews confirm the picture
of the government health system gained from foawsig discussions and SRHR
stakeholder interviews.

People who go to other places get serious comgitat

(...) but those [other providers] charge moneydandoms & there are better services
[in the FPAU clinics], like TV screen, youth centsbere people can interact & learn.

(...) but other places charges highly, give wroeguits to find a way of charging
money which doesn’t happen here.

The picture given by our informants is thereforattpoor people might go to the
government health providers, if they live in aredsere they are available, but that
they either end up not getting the help they needend up paying more for the
transportation and drugs than they would have thawkthey gone to FPAU.

Other NGOs in some places are a real option, buhencommunities where such

service providers exist, the unmet demand is@tdht and FPAU is considered to be
cheapest by most people we interviewed.
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When citing the reasons for choosing FPAU, 48%hef people interviewed at the
outreach sites said that close distance was arréastheir choice, while only 17% of
those interviewed at the static clinics pointedtbat close distance was important for
their choice. This is an indication that the outfeaites serve people with more
limited access to SRH care than the static cliraosl/ or that the outreach sites serve
people with less time and money for long transpiamaor health care.

We were able to observe and talk to alternativeigess at some of the outreach sites.
For example, in the large Owina market in centrairpala, where FPAU has a small
satellite clinic, we were able to quickly visit aher NGO which also offered family
planning services. From observation during thait,wse noticed that there were no
people waiting at that clinic and that the pricesravsubstantially higher than at
FPAU where a number of people were waiting in line.

How are the activities coordinated on the groundfd single interview did we hear
about overlapping services. Rather, the overatupecwas that the need is enormous
and the providers too few. The level of coordinatgeems to differ from place to
place. In Mbarara, we were told that there are teugircoordination meetings at the
district level where all the health providers meed share information to avoid
duplication. However, in Tororo, there is no sud¢hnping mechanism according to
our informants.

Concluding remarks

To summarise this chapter on relevance and effaoiss, our observations are that
FPAU is offering services that are very relevanminir all perspectives. Some
beneficiaries would additionally like to see FPAbirdy deliveries and do more work
in the field of post-abortion care.

« The FPAU services are effective in providing qualitealth care and
community needs go far beyond the present levell$PéfU services.

 FPAU target communities with very limited or manynés, no access to
alternative services.

 The network of committed volunteers has a cruciale rin increasing
effectiveness, spreading information and mobiligegple.

» Effectiveness in reaching under-served communitieald potentially be
increased if even more outreach activities wereedgled. This would of
course, have human resource implications as sthtiics might be left
uncovered.
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Chapter 6. A Focus on Young People

Introduction

Young people in Uganda make up 33 per cent of thmicy’s population. Many of
these are at a risk or are already struggling pathr reproductive health. In Uganda,
SRHR is a concern for health development which lealsto intervention from
stakeholders including Family Planning Associanbityganda (FPAU).

This report is highlighting issues relevant to ygupeople in a separate chapter
because of the priority placed on youth by FPAWRRRand the evaluation. FPAU’s

mission is to address the unmet needs and demagdidbity sexual and reproductive
health services, and promote sexual and reproductghts in a gender sensitive
manner, with primary focus on the youth. IPPF Hhias youth as one of its

programmatic areas in the strategic framework 22055.

This chapter will highlight the SRHR issues, youtfiolvement, approaches used in
reaching the youth, list the activities and exantimere appropriateness to the youth
and mention challenges faced by the young volusteer

SRHR issues
* People interviewed identified the following as thmajor adolescent SRHR
problems;

» High maternal deaths and infant mortality rates

» High rates of STIs and HIV infection

* Prostitution (in some areas respondents felt thatnajority of girls in their
areas between the age of 13 and 17 are involvednmmercial sex)

* Unwanted pregnancies, abortions and complicatibat drise from attempts
to abort

» Teenage mothers (most of these drop out of school)

» Early marriages especially in Tororo district welkee to poverty, girls marry
at an early age

Youth involvement

The evaluation found that youth are highly involved decision making and
programme implementation of FPAU’s activities.

Youth are represented in a gender-balanced manmeth® National Executive
Committee as required by the Constitution of FPAU.Young people have a
governance structure from the Branch through th&soNal Council to the NEC level.
This is called the Youth Action Movement (YAM). @hYAM aims at formalising
the structures of young peoples’ participation witimember associations (MA).
Youth volunteers elect representatives at the lwamgional and national levels.
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Young people participate in the making of prograreraad work plans. A young
person on the Branch Executive Committee in Tosaid,‘we come up with a mini
workplan every month which we share with the branetharge to be included in the
programmes for that month.’

The youth coordinator at the Katego clinic whichosated at the FPAU headquarters
is a young person and heads the youth corner vitheyeplan their activities.

Approaches to reaching young people

There are five major approaches to reaching théhyou
* Youth Friendly Services in close proximity to Youlentres
* Radio broadcasts
* Transient Traders (TT)
* Youth Cascade Model
» Peer educators

Youth friendly services/ youth centres

The youth centre is a focal point for the young gean the area. It has sports
facilities for basketball, netball, volleyball amidoor sports like pool, table tennis,

darts etc. It also has IEC material, computerlifees and is an avenue for

performances including variety shows. The Youth t@ermprovides a supportive

environment for the youth to build their confideremed self esteem, increase their
knowledge of SRH by sharing information, develogattonal skills, and computer

literacy.

It was evident in the Tororo youth centre that M is strong in youth mobilisation.
A fairly big number of young people, about 100 gatm the youth centre to watch
SRH movies, music, dance and drama. They are poen&RHR, HIV/AIDS that
are recited during the shows.

The young people have a schedule of activities Wwhitclude variety shows, club

metting, and MDD for the week which they make va#isistance from the branch in -
charge. These are aimed at hard to reach younglep@ng. street kids, school
dropouts, teenage mothers and in Mbarara CSWs aars$iént Traders. Additionally

radio youth programmes are arranged from the YQathtres.

A static FPAU clinic is located close to the Yo@bkntre which allows young people
to use its services without attracting special raitbe. Referrals for sexual
reproductive health can be easily made from thensellors Youth Centres. The
static clinic offers the range of clinical servides contraception, VCT, STI diagnosis
and treatment, and treatment for minor health camfd. Age appropriate written
IEC materials are available and videos are conlinnpéying.

Radio broadcasts

A local radio broadcast, Youth Crossroads Talk SbaviRock Radio Tororo was also
observed. Discussions with PE and youth clubs atdichat many young people
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listened to the weekly programme and said thaiciteased their knowledge of SRHR
issues. The programme was started in 2003 as enftyudiscuss youth activities by
the youth. Topics for discussions included a ywutiiing, politically, economically
and socially. Sexual reproductive health as auket theme was introduced after
FPAU started sponsoring the programme. SRH wans fieen discussed as a stand
alone topic or in any topic in subjects of politiesonomy, socialisation, culture etc.
It is a one hour talk show with a radio presentadt awo youth discussants. Youth
club members indicated that they wished there waader participation in the radio
talk show i.e. not all clubs had provided discussand said there was a need to
broadcast in local languages.

Transient traders

Transient Traders are people who are engaged inlenad low income generating
jobs like commercial cyclists (boda boda), hairsgmeg, car washing, food vendors,
hawkers and tailors.

A 3-year HIV prevention project among vulnerabled anmard-to-reach youth in
Mbarara focuses on reaching transient traders wligy@ung people. This is a peer
education programme that has recorded succesesstorreaching the youth who are
hard to reach and vulnerable.

‘| see positive changes. People used to doubt abontioms. | give condoms, |
demonstrate. Now people come for testing. And tiweyt other treatments. People
have changed a lot. Drama works very well. But sanmeestill shy.’

24 year old male vendor, peer educator

Youth cascade model

The youth cascade model was developed in LuweroBaistienyi but the concept is
also used in Mbarara and Tororo. The model is a/y@ung people form a club
which undertakes SRHR activities aimed at gradgatimo a community based
organisation (CBO), business entity, or cooperath@/ement. In some cases, the
participants engage in some income generating itesvliike bee keeping, goat
rearing, tailoring, and other forms of vocationabriyy these ardater allowed to
become independent organisations.

Peer educators

The use of peer educators as an approach to resdb the youth is a cross cutting
model. Young people are trained in SRHR issuesegpuipped with knowledge and
skills to enable to communicate effectively on slubject with their peers. They learn
how to deliver lessons on contraceptives like usiogdoms and encouraging their
peers to go for Voluntary Counselling and TestMgT).

The use of young people as peer educators is aatigd means of disseminating RH
messages as adolescents identify much with thedrspeviessages passed on by
members of the same age group are more likelyflweince attitudes and behaviours.
The use of peers is sustainable as it reacheg#iss gpots especially adolescents who
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are not in school and it provides the most effectthannel of service delivery to
adolescents.

In the Transient Trade project in Mbarara some t@f TTs are trained in peer
education.

In some cases peer educators are also communigg waproductive health agents
who form youth clubs, did income generating adegit organised community health
talks and school health debates and make homs tasgick people to them with day
to day work. The income-generating activities apeeially important in areas where
there are many orphans. These aim to addresssissymverty and unemployment
which is wide spread among youth in Uganda.

Challenges faced by the peer educators

The peer educators the Evaluation Team’s youthultamgs met, were able to point
to ways their work could be improved. We repeairtikomments here, not just as
comments on their programme but also because #rgg 0 remind us of the needs
of other community-based volunteers.

* Insufficient training. Some volunteers lack adegqudnowledge about
important health issues like the basic facts abdlW/AIDS due to lack of
comprehensive training in the area of SRH

» Limited funding. This constrains the effective implentation of activities like
community mobilisation, information disseminatigresenting drama shows
etc. due to inadequate facilitation in terms omggort, furniture and the
necessary equipment or materials

* Insufficient support for the youth volunteers. Relyag this issue, one of the
volunteers had this to sayolunteering requires dedication and commitment
and its very hard for one to commit time and enengyan empty stomach’.

* Unmet expectations of poor people ‘who ask for gkiwe can’t afford to
provide e.g. roofing, school fees, money etc.’

» Cultural practices such as attitudes towards taraoeption, early marriage

* Feeling of hopelessness among the vulnerable grotipgople. Because of
this, they show no interest in seeking health sexui

* Religious influence (resistance from Catholics)
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Chapter 7. Reaching Vulnerable Groups

In this chapter we look at how well FPAU reachesows vulnerable groups and
what the obstacles are in doing so. These vulnergldups include those with low
income, low levels of schooling, women in particlylaszulnerable situations, people
living in geographically isolated areas (particlyarural areas) and some other
groups® This is important to consider since in many depiglg countries people with
low income usually use health services less thasettwith higher incomes. This is
often also the case for supposedly free publicisesv In Uganda, according to
Kapell et al (2005), better off individuals havénigher utilisation of public hospital
care, while this is not the case for pulgpcmary care. There is a more elaborate
discussion of these issues in the Annex insertthb@tmain conclusions from the
evaluation are:

Poverty targeting

To better focus their work on people with low inasrsome aid programmes around
the world apply various elaborate targeting striategrhese strategies might include
identifying poorindividuals or identifying poorgroups or areasor using so-called
self-targetingdesigns. Some of these techniques have been fmumuprove the
coverage of programme benefits among the poordrgiathe population, even in
relatively low-income countries. However, sincegting also entails various costs,
and the effectiveness might be low in some settiigs suitability depends on
circumstances.

There is little specific targeting of the pooresbple but that is probably a reasonable
strategy. FPAU does not have any such explicgetamg of low income groups in
Tororo, while there was evidence that some targettrategies are used in Kampala,
i.e. the selection of outreach areas was basethepdverty level of the area. This
probably makes sense given the structure of povertile two districts in question,
i.e. high general levels of absolute poverty indforand more concentrated areas of
poverty in Kampala. Eighty five percent of Ugandp@pulation lives on less than
USD 1 per day (UNFPA 2005). Thus, some of the tmras of FPAU, such as the
outreach activities, could be considered de-faatgeting, even though they are not
targeting ‘by design .

It might nevertheless be useful tmnsiderall the pros and cons in using some
targeting strategies, even though it might verylvibel that the present strategies
indeed are the most suitable ones given the loalrostances.

& We have tried to avoid the term poor and povestynach as possible in this section since it casses
much confusion. Many people probably think of péyes those with low income, e.g. less than 1$ per
day. Many others take a much broader perspectitteeigpirit of the capability framework of Amartya
Sen. Poverty in that sense could include a whaigea@f vulnerable groups.
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FPAU reaches vulnerable groups, but it also serves the less
poor

There is noclear over- or under — representation, of people widsés of the well-
off among those interviewed in our exit intervievhen compared with the Ugandan
average in the DHS. The same goes for the levetioboling. Thus, what can only
be concluded is that while the visited clinics @ove some of the poorer segments of
the population, they do nonly serve them’

A look at the Uganda poverty mapping and healthlifiacdata shows that the
geographical distribution of FPAU branches are solely located in the richer
districts of the country or in districts that artready oversupplied with public
services, nor are they concentrated solely in thargst districts or in districts with
the lowest number of government health units.

If a pro- poor provider is found to have a clieattiat is, on average, less poor than is
desired, this could be due to: (a) thisgecificto how the provider in question works,
e.g. having fees that are too high, or (b) genebatacles in reaching the poor e.g.
poor people lack the time to use the services. latier obstacles are ones that all
providers have to deal with if they want to reacloren poor people. Ways to
overcome these general obstacles are usually adilyeavailable, even though they
sometimes can be found. Some of these might beoastyy which creates a conflict
between reaching as many people as possible andghavhigh proportion of very
poor clients. For the former type of obstaclestt@other hand, it might be easier to
perceive possible recommendations.

The general constraints on reaching poor peoplékalg to be substantial in Uganda
(we will discuss some of them below), which is eefed in a generally lower use of
health services by poorer groups. And, there agarctlisparities between poorer
people and those who are better off in use of eosftives. The 2000 Uganda
Demographic and Health Survey found that 11.3% @men in the poorest
household quintile use a modern contraceptive nadettmmpared to 40.6% in the
highest quintile. The poorest of the poor areagisvdifficult to reach. But, Victoria
(2004) notes, in an international overview of tairgg that the coverage in the second
poorest quintile is often better even when the mogne is primarily targeting the
poorest quintile.

Hence, we daot imply that FPAU is worse than other providers @aching poor
people. Also, this does not mean that any provideeluding the FPAU, could
reasonably reach more poor people with the reseurcailable. A high share of those
we interviewed could be considered poor in an alleotense, and many could be
considered poor even in a relative sense. Indeedhave other evidence indicating
that FPAU is better in reaching vulnerable grougmntother SRHR providers in the
country.

° The exception is that piped water, ownership @fdio and a higher level of schooling seem to be
somewhat more common as compared to the DHS. Howing probably mainly reflects the fact that
a high share of the exit interviews were made baarlocations, where poverty is lower, and that the
fact that the DHS was produced five years befoeeetkit interviews.
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‘Outreaches’ are better at reaching vulnerable grou  ps than the
branch clinics

Both the exit interviews and the qualitative infews indicated that the outreaches
had a more pro-poor profile than the branch clirrng are better in reaching other
vulnerable groups as well. The branch clinic in Kaha in particular seems to partly
serve a somewhat better-off clientele, which rateespossibility of using it to offer
more expensive services for cross-subsidisation.

FPAU works with a number of vulnerable groups but t he
picture is incomplete

FPAU works with petty traders, including commercedx workers, and street
children whom the Evaluation Team talked to. ldiadn, we were informed of that
FPAU also works with internally displaced peopl@ avith female genital cutting in
selected areas. However, we did not hear of ahgradctivities directed towards
gender-based violence. Another group, identifiechaging SRHR needs are HIV
positive women who wish to become pregnant. Thesaen need information about
how to protect their health during and after premgya potential effects of anti-
retroviral treatment on their pregnancy, and préeen of mother-to-child-
transmission. An HIV/AIDS stakeholder organisatipointed out that there is no
organisation supporting women in this situation. ditenot hear of any work directed
towards reducing stigma and discrimination agaimsh-who-have-sex-with-men.

General constraints in reaching vulnerable groups i n Uganda

Low levels of schooling, poor access to transpmnmainadequate information on the
availability and quality of SRHR services, and laak women’s power to make
decisions within the household are general comdtraior using SRHR services.
These are external constraints that all providexeHho take into consideration.

FPAU'’s fee policy and the lack of knowledge of thei r
exemption practice

One FPAU specific constraint is their fee policydalack of knowledge of their
exemption pactice. FPAU requires fees for sevénal,not all, of its services. Their
rationale for this is: (a) a service with a fe@ésceived as having a higher quality; (b)
it provides evidence for voluntary acceptance aift@xeption; (c) it contributes to
building a culture of saving and investing in hieattare rather than spending on
consumables only; and (d) it is a preparation ftikely future without donor hand-
outs. Funding isot one of the arguments: fees only make up a smatkestf FPAU’s
funding.

To assure that the fees do not hinder poor peopie &ccessing services, the fees are
low and even lower in the outreaches. There isaatige of exempting people who
cannot afford the fees. Still, the user fees weported to make it more difficult for
some people with low incomes to use FPAUs servitég. reason is that the fee
exemption practice is not known by the potential-lacome users, and they will thus
never seek the services. Accordingly, they will erexealise that they do not have to
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pay, nor discover any other potential advantagesh as higher availability of drugs
and no informal fees.

Even though the fees are lower than for many gpineviders, including the public
sector (if one includes all extra costs of ‘infofrfees’ etc), they are still perceived to
be an obstacle for people, particularly women, \kge little say over the use of
household resources or little access to cash. Tasealso a lack of awareness of the
exemption practice among many of the community desdpeer educators, and
community based agents, as well as other provithetssometimes refer clients to
FPAU.

However, we cannot be sure that it is the (perchifee that is actuallgausingnon-
use. There could very well be other factors tiha@traore important for seeking health
care even though the fee is given as the reasanfeEhpolicies affect various groups
differently so it is hard to know the exact extaitthe problem. Nevertheless,
maintain a problem exists.

We do not recommend abolishing the fees or to niaéexemption practice publicly

known. However, we consider it useful for FPAU ® dware of existing problems.
Better information to the volunteers is one improeat to consider.
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Chapter 8. Observations and Recommendations

Relevance and effectiveness of FPAU'’s activities

FPAU has a long history in the field of family ptang in Uganda and is recognised
as the leading NGO providing quality SRH servicé#ith its 16 clinics, outreach
activities, and community based efforts, it is gpused for its wide networks of
service points that reach deep into rural commemitiThe confidence partners have
in its work is demonstrated by the large portionitsf budget which is provided
outside IPPF’s core funding. Partners span a leagge including bilateral donors,
other NGOs, UNFPA, MOH, and IPPF member associatio other countries.

FPAU’s services are relevant to country needs, esgad needs of beneficiaries,
national policies, and international consensusradsRHS issues. FPAU'’s services
do not appear to duplicate those of other provid@tsere appears to be little demand
for emergency contraception. Some users identgegas in the services to be post —
abortion care and deliveries.

* RecommendationFPAU should strengthen its post-abortion care igiom and
make it known to potential users.

Widespread use is made of community - based vausite.g. community-based
reproductive health agents and peer educators whoaamajor asset to the
organisation. The need to address well entrenclegdtive attitudes towards family
planning was identified by nearly all informanteelP educators (PE) carry much of
the responsibility for the work on changing entleett negative attitudes in the
community and among men. In Kampala, Mbarara, Bmmdro, PE asked for more
training, transport (bicycles), and higher remuhera

 Recommendation: FPAU should review its in-service and refreshaining
programme to ensure that community based volunerersufficiently trained to
meet new SRHR challenges as they develop

Youth centres provide social space for young petpleneet in their communities
where positive attitudes to SRHR can be fosterdte Glose proximity of Youth
Centres to Youth Friendly Clinics makes it easy young people to attend for
contraceptive advice or testing.

FPAU'’s advocacy efforts seem to focus largely omr@nwess raising using volunteer
member, community-based volunteers, informationycation, and communication
(IEC) materials, and radio broadcasts. FPAU’s Ha@terials were assessed by the
evaluation youth consultants to be relevant andapately designed. They are
sought after by other SRHR providers and theirihistion is strongly influenced by
the donors who support their development.

» RecommendationThere is a need to develop an IEC materials digioh policy.
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Radio broadcasting is another frequently used mehawareness raising but as with
the written IEC materials, the effectiveness obtheavo methods is not systematically
monitored.

» RecommendationThere is a need to develop a monitoring systemvaluation
mechanism for the effectiveness of the IEC mateaald radio broadcasts.

However, efforts to influence the policy environmegspecially at the national level
appears to be weak. Other SRHR stakeholders dsewtFPAU as an advocacy
organisation. A number of them indicated that teyuld like to see hear FPAU
having a stronger advocacy voice.

 RecommendatiorDevelop a clear advocacy action plan with an tified topic,
clear target audience, techniques that will be useidence that will be presented
to support arguments, identified partners foaalte, and a time frame.

Reaching vulnerable groups

FPAU is recognised as having well-developed netwarkural areas. The outreaches
are viewed as an effective way to reach poor aridevable groups. We note that
when outreaches are carried out, services at #ie slinic may be left uncovered.
This might disrupt services for attenders at tlagistlinic, especially for VCT. From
our limited data of 75 exit interviews carried @itstatic clinics and outreach clinics
in rural and urban slums, it appears that peopénding the outreaches are poorer in
terms of educational level and assets. In addiiothe information gained through
the exit interviews, we met in the homes with wonweimo are not using family
planning near one of the villages of the clinicreath. These women were poor by
other measures as well. They had little cash abkilwhich would have enabled
them to attend a clinic; they were in polygynousrnmages where they had little
influence within their wider family; they marriecady and had large families; they
were young and had minimal, if any schooling.

» RecommendatiorPAU should consider expanding its outreach sesvio cover
a wider geographical range rather than adding seswvhich expand the level of
care.

Poverty targeting does not appear to have beemedaout in Tororo. This might
reflect an understanding of the structure of pgvertthe district. There are a number
of methods such as self targeting, group targeting, means testing - each with its
advantages, disadvantages, and costs. These sheuttnsidered when deciding
whether to include poverty targeting in the plagnprocess. FPAU might consider
the pros and cons of including poverty targetinthigir planning processes.

FPAU operates a fee system with the fee structasted clearly on the entrances to
its clinics. This was cited by some respondents as a reasorpedple do not use
services In fact, exemption practices exist and peopte aiten not turned away if
they need care. But, we heard conflicting stosilesut how the exemption practice is
carried out.
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» RecommendatioA review of the fee structure and exemption pcasti The
policy should be clarified and made known to staffjunteer members, and
community volunteers.

At the same time, it was noted that some serviezsuat the urban clinics, most
notably in Kampala, could well afford the servi@sl perhaps could have borne an
even higher fee.

* Recommendation The possibility of cross-subsidisation from betff users to
poor and vulnerable groups should be considered.
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Annex 1. People Interviewed

FPAU in Kampala

Elly Mugumya, Executive Director, FPAU

Dr. Ismail Ndifuna, Programme Coordinator, FPAU

Annet Kyalimpa, Medical Coordinator, FPAU

David Naigeni, Head, Monitoring and Evaluation, RPA

Diana Opolot, Gender and Youth Coordinator, FPAU

Chekweko Jackson, Project Coordinator, Earmarkedis;u-FPAU

Sanyu Nkinzi Kagwa, Communication & PR/Advocacy &boator, FPAU
Group interview with FPAU Board Patron, Vice-Chagm and Treasurer
Demeter Kamuyobo, Service Provider In-Charge Katéljuic

SRHR Stakeholders at National Level

Charles Zirarema, Head, Policy and Planning D&gutpulation Secretariat, MOFPED
Anthony K. Mbonye, Reproductive Health Commissioméinistry of Health

Nestor Owamuhangi, Programme Officer, UNFPA

Klas Rasmussen, First Secretary, Swedish Embassy

Olive Bwanika, Programme Officer, Royal Norwegiamliassy

Arthur van Diesen, Social Development Adviser, DFID

Dr. Anwar Kakeeto and Dr. Karama Said Ali, IslarMedical Association of Uganda
Dithan Kiragga, Country Health Advisor, PLAN Uganda

Monica Barenzi and Praxida Nakitia, FLEP UgandahGlat Secretariat

Daniele Giusti, Executive Secretary, Uganda Cathdiedical Bureau

Sereen Thaddeus, Sr. Technical Advisor, USAID

Prossy Namakula Magoba, Coordinator, National FdiamPLHA Networks in
Uganda

Carina Hickling, Country Director, DSW

FPAU in Mbarara

Sylvia Namulema, FPAU Mbarara Branch clinic In-ger

John Thembo, Youth Counsellor, FPAU Mbarara Brazictic

Jude Collins Busingye, Lab Technician, FPAU Mbairanch clinic
Mr Sam Mwandara, Programme Officer, Mbarara Brazictic

Non-FPAU in Mbarara

Dr. Amooti Bwera Kaguna, District Director of HdalServices

Eriya Murana, Branch Manager, AIDS Information CGent

Hatibu Jimbe, Lugazi, Kakoba Ward

Ms Eva Matsiko, Branch Field Coordinator, Red Cross

Mr Richard Semiju, Project Coordinator and Mr Friamlksiimwe, Finance &
Administrative Manager, Mariestopes International.

Ms Harriet Katusabe; Administrative and Human reseiManager, Mr Sunday
Goddard; Counselling Coordinator, Dr Amanyire Gadddedical

Coordinator, TASO

FPAU in Tororo
Kennedy Otundo, FPAU Tororo Branch Manager

49



Regina Katumba, Robina Abalo, James Opepa, Stalkedd, FPAU Tororo Branch
clinic staff
FPAU Tororo Branch Executive

Non-FPAU in Tororo

Sylvester Oboth, Chief Administration Officer, ToodDistrict

Dr. David Okumu, District Director of Health Sergs; Tororo District
Doya Gamusi Yona, District Education Officer, Tardistrict
Emmanuel Joe Ongiertho, Programme Area ManagerNPUganda
Emmanuel Osillo, Social Support Officer, TASO Taror

Simon Owino, and Daniel Emoot, Radio Tororo

The list does not include interviews with TBAsditianal healer, local community
leaders.
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Annex 2. Methodology

The Uganda Country study was carried out fronf' 1d 22nd September, 2006.
Beside interviews with various national key-infomtg in the capital, activities in

three locations were studied: Tororo in the eastafdra in the west, and Kampala. In
each location both the clinical and non-clinicalivattes were observed, both at the
branch clinic and in some of the outreach clinidse outreaches were in either rural
villages or slum areas, or, in the case of Owinmaaket area.

In all locations several types of respondents wassviewed:

1. FPAU staff and volunteer members. These inclugedple in management
positions, clinical staff, and Board members.

2. Other providers. These included government heatirkers, management of other
NGOs, TBAs, a traditional healer, and private-fooffi providers. These could

provide general background information on the SRittRation in their local context

and a view of FPAU’s efforts. When interviewing ettproviders at their work place,
for example a health facility, we were able to téke opportunity to walk through the
health unit and observe the physical standard aadaility of drugs, supplies, and

equipment. These informants, especially the pri@tgrofit providers were valuable

sources as they do not have a stake in FPAU.

3. Users and other beneficiaries of FPAU. Thesewmainly interviewed through the
exit interviews and focus group discussions. Sah¢he beneficiaries of FPAU
clinical services are also community-based volustesich as community-based
reproductive health agents and peer educatorsesditiision between beneficiaries
and providers is not always clear

4. Non-users and other local informants. A widegenf other local informants was

also interviewed (generally in more informal waysxamples of these were women
in their homes. Again, these people were imporéantey could be assumed to have
little stake in FPAU.

5. SRHR stakeholders at the national and locall$evé@ his included government
officers, political leaders, community leaders, amgresentatives of international
agencies, bilateral donors, and other NGOs.

A variety of data gathering techniques were useduding observations of the
facilities and the various activities; semi-struetll interviews; focus group
discussions; and exit interviews

Sometimes informants were approached and interdiemva more informal way,
implying that they were not prepared to be intemdd as was the case with the
arranged interviews. This was important since ttmyld confirm the information we
got more formally, e.g. that the clinic attendanoghe day the Evaluation Team
visited was not exceptional
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Table 2 — 1. Numbers of people met and according face.

Kampala | Mbarara | Tororo | Total

Interviews district level

FPAU Exit interviews 29 23 23 75
FPAU Non-clinical service users 5 23 28
Non-users 18 12 30
FPAU Clinical service provider 1 12 13 26
FPAU Non-clinical service providers

28 37 82 147
Community leaders/other SRHR
stakeholders
Total 14 10 16 40
Interviews national level
FPAU staff 22 22
Other SRHR stakeholders 15 15
Total 114 123 146 383
Observations 7 5 3 15

A total of 383 people were met and shared theiwsiaith us as users, providers,
members of the general public, SRHR stakeholderd,cammunity leaders. Forty
eight percent of the people met were women.

Exit interviews of clients were conducted at thetatic and three outreach clinics,
using a structured questionnaire with largely alogaestions . The Katego clinic is
situated in the same building as the FPAU headaffcwaragwara is a village in the
Tororo district (where the outreach clinical seegare provided under a tree). Owino
is a market area in Kampala and Mulago Il is a Kalaglum area. FPAU has fixed
facilities in both of the Kampala outreaches.

The first person exiting the service was approadcati asked if (s)he would like to
participate, and was informed that participationrswaluntary. After the interview
was finished the next person exiting was approachiéds, only people exiting
around the time of the ending of a previous in@mwivere approached (no one was
kept waiting for any longer time). The interviewgne carried out by one or two of
the youth consultants.

All exit interviews were conducted during one dayydfor each clinic, except for the
Mbarara clinic, where interviews were carried out two consecutive days. The
number of people interviewed and the number ofsaiiare indicated in the table
below. A total of 75 individuals were interviewed ¢ounting a couple that came
together as two) and a total 5 people refused @.dotal of 80 people were
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approached). This gives a refusal rate of 6%, wislchuld not cause any major
concerns?

1% The stated reason for refusal was normally thepérson was in a hurry. The refusal rate is what
could be expected in a low-income country, whefesa rates normally are lower than in high income
countries (see Deaton 1997).
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Table 2-2. Number of exit interviews at the stati@nd outreach clinics

Name Type I nterv. I nterv. Interv. Refu-sals Refusal

females male total rate
%

Katego Kampala 9 5 14 0 0

clinic branch

Tororo Tororo 9 6 15 3 17

clinic branch

Mbarara Mbarara 20 3 23 0 0

clinic branch

Gwara- Tororo 6 2 8 0 0

gwara outreach

Mulago Il Kampala 4 2 6 1 14

clinic outreach

Owino Kampala 5 4 9 1 10

clinic outreach

Grand 53 22 75 5 6

Total

Refusal rates calculated as refusals / total nunapgroached.
Total number approached equals total number ofrieeved plus refusals.

There are of course many limitations with a sntadip-random, sample like this one.
We cannot be sure that the days we visited wenedlyfeven though the clinic staff
said they were), or that the clinics are represmetaf FPAU in general. The various
exit interviews were conducted at service pointgdry different settings, with only a
few observations at each point. Only extremely rclegtterns can be taken as an
indication of anything, and then only as a supplene other sources of information.
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Annex 3. Constitutional Provisions and Governance

Constitutional provisions

Key documents guiding the operations of the orgdiass include the Constitution,
Constitution regulations, Policy Hand book, Volwertenembers code of conduct,
Strategic Plan 2004-2008, Staff competency prdjoesdescriptions for all jobs,
Financial management regulations manual, Logiscsstores manual, Human
resources manual.

The organisations constitution and the constit@ioagulations were revised in May
2004. The FPAU strategic Plan had been revisedaamehded at a mid term review
in September of the previous year.

Governance
FPAU an NGO made up of volunteers and governarscessrequire involvement and
transparency. The organisation has two adminiggadévels, the district and national.

At the national level, National Executive Counailaets constitution & bye-laws. It
appoints auditors/lawyers and approves auditedustspapproves strategic plan. The
National Executive Council (NEC) considers & apme\Annual Programme Budget
& donor reports, meets quarterly to monitor progma& policy implementation.

NEC appoints and appraises Executive Director. ifiséitution has been having

stable leadership since 1999 when the current ExecDirector was brought on

board. His predecessors having been shown exit9B¥ land 1998 respectively

because the board/council was not satisfied wid nanagement performance.
Sincethen things have been very smooth, and thesr ied to intervene substantially.
The current executive Director has had a cordiakimg relationship with the board.

IPPF has been very satisfied with accounts andrtiegp and so have other donors.
They guide but do not participate in the day-to-adéfairs. They can intervene but
have not had any reason to do so in recent yeaeaslirer has almost daily contact
with accounts staff to sign financial documents.

The representation on the board is gender balaidtedboard member may serve up
to a maximum of three consecutive terms of two-ykaation each. After spending
six years in office, a board member is allowedtémd for another term of office only
if he had a break of two years. The Patron andrtesurer were the longest serving
members close 12 years each. Though this is gaoagttutional memory, it limits
creativity and dynamism. It was however good tr@hlihe executive and the board
members themselves indicated these members willr@otn and that they are
prohibited by the constitution

At district level, all branches have branch coundl branch executive committees.
The district branches have a board that is resptEn®r elections and conducting the
annual general meeting. The Youth are organisétuth Action Movement (YAM).

On all the councils youth are included, a phenometi@mt has increased youth
confidence in the management of the associatioausectheir issues are articulated.
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The inclusion of the youth on the governing coundilas strengthened their
involvement and commitment in FPAU activities. Qxfethe youth in Youth Action
Initiative for Health and Development (YAIHD) saik are committed to this work. |
am a teacher but was chased away from my work Bechgpent much time as a
volunteer. My motivation is improved heath for myeople’ . Their main
achievement is life skills what they referred to liés building skills. During the
evaluation we found members of the council/lboardvkedgeable about AFPU
activities.

56



Annex 4. Information Education and Communication
Materials

Because Information Communication and Communicatiaterials are important in
advocacy efforts around sensitisation and mobidisatve are looking at the written
materials produced by FPAU separately.

A large number of posters, information cards, magezand newsletters were made
available so that the Ugandan evaluation team memigeuld assess them.
Information about the materials was also providgdhe communications coordinator.

The evaluation team found that the IEC materiatseh messages that went through
a careful process of development, had targetedenods, addressed adolescent issues
and were appropriate to SRHR issues.

Process for development

The message development process depends on tle¢ sgaidjence and the funders.
PLAN International which is a major funder is aldhgentred organisation and all the
IEC materials supported by PLAN must involve youpgople in the message
development. While developing the IEC materialsABPuses children from the
community. The children’s knowledge about SRH éssis explored. They are then
asked about what they want to know more about SRIH& what they want the
community to know particularly about their righfhey are encouraged to come up
with slogans which are later adopted as IEC keysangss.

These are pre-tested and carefully post testedidore that the intended message is
conveyed. Post testing has revealed the need $ermtive to unintended messages
being conveyed such as the use of colours in adtgualothing indicating political
affiliation. Different cultures have been shownremuire modification to a basic
template. For example thé Gomesi is used in Buganda while Banyankole cannot
identify with it.

Target audience

FPAU targets all the categories of people in IEQetlgpment. These include young
people, parents, females and males, the commumitypalicy makers.

Messages

The messages developed cover a wide range of SRidsisncluding abortion, early
and or forced marriages, unwanted pregnancy, $fdss generation sex, HIV/AIDS,
condom use, male involvement, immunisation, idlen@®st abortion care, positive
living and family planning. Most of these messagesaimed at behavior change.
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Appropriateness

- Considering the SRH situation of the youth in tlerdry, the IEC materials
attempt to address a majority of the SRH needs. mhaterials are aimed at
increasing awareness against the socio culturaltipes that impede RH for
adolescents and increased awareness for positaregelon attitudes, behaviours,
beliefs, values and practices on SRH.

- |[EC materials have a wide coverage in terms gbe@nd content.

- The IEC materials have catching messages that hesdahguage of targeted
audience for example‘its cool, its fun, its yours for young people.

- They appeal to all categories of people includimgse who cannot read and get
the message across. The graphics and picturesaailg anderstood by people
who can not read. Many of the messages are deard to the life situation of
poor people. for example people in familiar villaggdtings.

- Adolescents need accurate information about isthas affect them and IEC
materials provide such messages with intention mdbkng them to make
informed decisions relating to SRH.

- They promote the rights of adolescents to inforamatand protection of the
adolescent SRH rights by sensitising the commumigynbers about the rights of
adolescents.

- They give directions about the services availahttwahere to get them.

Dissemination/ distribution

All the FPAU branches get IEC materials in Englesid the local language. The
branches visited by the evaluation team had mégey@sted around the health centres
and other areas that are commonly visited like lyamgintres. The Community Based
Reproductive Health Agents and Peer educators th@eesponsibility of distributing
IEC materials to their communities.

Limitations

There two limitations to the IEC materials;

* There is lack of a communication distribution pglicDonors strongly influence
distribution of the IEC materials whose developntéey have supported. PLAN
supports most of the development of the IEC mdtehat their dissemination is
limited to only PLAN area of operation which resulh these areas receiving
large amounts of the materials while other areag reaeive few. The PLAN
area of operation includes districts of Kampala,ofe, Luwero and Kamuli.

There is need for good monitoring system to tesitifiectiveness of the materials.
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Annex 5. Reaching Vulnerable Groups

In many developing countries people with low incamseally use health services less
than those with higher incomes. That this is treedar private for profit providers is
not so surprising, but it is often also the casesigpposedly free public services,
especially hospital services. Pro-rich utilisatioould be due to lower access to
information by poor people, informal fees, and otbests incurred when using the
service, e.g. opportunity costs, transportatiortscasd complementary expenditures
on medicines and the like. Kapell et al (2005)igates that this pattern to some
extent can be found also in Uganda. According #orthtudy, better off individuals
have higher utilisation of all private- for - proéind not — for - profit health services.
This is also the case for public hospital care,fmitso for public primary care.

It should be noted that in cases where the utiiisadf public services are lower for
the poor, and where these services are funded bysom@rogressive taxes, these
services might actually imply a subsidy to the rigjh the poor. Given this it is

interesting to see whether FPAU is good at reactiinge with low income.

There are, as we will see, indeed indications BERAU does serve those with low
incomes and that they might be better in this tlmamy other providers. This is true
not only in relation to the private-for-profit pnolers but also, at least to some extent,
vis-a-vis other NGO-providers and the public secidrthe same time, it is also clear
that they do not only serve the poorest in sociabd in a country with so many
unmet needs one could always say that more couttbbe. However, any perceived
shortfalls from the ideal case are not necessdrtily to the FPAU, but rather due to
external constraints of a more general character will discuss both FPAU-specific
and general constraints in more detail further on.

Here we will mostly discuss the income aspect ofepty, but to the extent that low
income goes hand in hand with other aspects ofevability, such as low formal
education, lack of women’s power within the houseéhgeographical isolation etc,
these bring their own constraints, something theitvull discuss later. However, the
first thing we look at is whether FPAU is using aaygeting strategies vis-a-vis those
with low incomes.

Does FPAU have any strategies to target those with low
incomes?

Some aid programmes around the world apply vamdaisorate targeting strategies to
better focus their work on people with low incom&ke idea is to encourage those
who can afford to pay for non-subsidised serviceda so and thereby allowing more
resources to be directed to those with greatest.nidee various targeting techniques
are in the literature normally divided into:

1. Only give the service tondividualsidentified as poor. These could be identified
with a variety of methods, e.g. means testing.

2. Only give the service tgroupswith a high share of poor people. This could, for
example, be people living in a certain area.
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3. Self targetingby designing the intervention in such a way sd tian-poor is
discouraged from utilising it, even though it mighe¢ formally available to
everyone, e.g. by offering a service with high gyah its essential aspects, but
give the service some less attractive attributesfiew non-essential aspects (such
as the location of the facility or by not prioritig outward appearances).

Targeting also entails many costs, such as admatiist costs, negative incentives,
risks of excluding the wrong people, risks of cptron etc. Hence, when all things
are taken into account, it is not self evident thaverty targeting always leads to
improved impact for the poor. It has been arguad iths less suitable to use poverty
targeting in environments where: a) the majorityn d& considered poor in an
absolute sense, even if not in a relative sensehbje the poor is not concentrated in
some easily identifiable way; and/or c) where tle@egal administrative capacity is
low. Still, studies of poverty targeting have innms® cases reached positive
conclusions even in countries where absolute ppvsrhigh (see Grosh, 1995 for a
discussion).

Is FPAU using any of these poverty targeting teghes? A first step could be to look
at the geographical location of its branches, wikéey are located in districts with
low incomes. However, given that the extent of meopoverty might vary a lot
within the districts and since transport costs niban the take up area might be quite
small when it comes to poor people, this wouldlmot particularly effective method
of targeting. One would perhaps raise an eyebrow Were found that the FPAU
branches was clearly concentrated only in the richstricts of the country or in
districts who is already oversupplied with publensces. A look at the Uganda
poverty mapping and health facility data revead this is not the case.

On the next page all the districts in Uganda aogtgudl against the (rural) poverty
level in 1999, as indicated by the Ugandan povemgpping, and the density of
hospital beds in 2002. The official poverty lineopted by the government of Uganda
is used. It is are estimated taking both food ama-iood requirements of households
into account (see Emwanu et al, 2003 I, for furtheails).

Figure 5-1. Population per hospital beds.

X-axis: estimated district poverty rate in 1999u&e: Emwanu, Thomas et al (2003 | & Il). Purely
urban districts seem to have been excluded ind#ia set. Hence poverty rate for Kampala was taken
from Duclos et al (2006), table 4Central Urban .

Y-axis: population per hospital beds in 2002. Seuf@overnment of Uganda (2003 1).

Hence, low and to the left indicates low povertyl &igh availability of health care. Size of bulsble
indicates district population (taken from Ministof health above). FPAU presence in a district is
indicated as follows (taken from FPAU 2006 II):

+ IPPF supported
+ Volunteers only
*

UNFPA supported

* PLAN supported
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As for targetingwithin the districts we looked at the urban district afnkpala, and
the rural district of Tororo. In Tororo there didbtnseem to be angexplicit
consideration of income levels when selecting whaidas to work with, or any other
targeting mechanism. Still, they do gather datagf@mple through so called ELCO-
mapping, that are used to identify which househtd=visit, but the concern is then
the needs in the households for specific SRHR sesviThe fact that the user
statistics gathered by the FPAU contain no socaemic information seems to
mirror this lack of explicit targeting. Much of tlabove also applies to other aspects
of vulnerability. For example, the lack of income an selection criteria in Tororo is
mirrored by the lack of other criteria directly Ked to vulnerability, e.g. schooling,
women living in particularly vulnerable househokdtsgs etc. Even though there are
some exceptions to this, which will be discusselbvwethe main selection criteria
concern the SRHReedsmore rather than poverty in itself.

Since rural areas are generally poorer than urless,an Tororo as in most other
districts, and since transport is a major constrion most poor, the focus on rural
outreaches is likely to be a good way of targetaagen though the lower incomes in
rural areas was hardly mentioned as a reasonifofdatus.

This lack of an explicit pro-poor targeting strataeg probably quite reasonable given
the distribution of poverty in the district. Accamg to district administrators and

others (in accordance with the poverty mapping)disé&ibution of poverty could be

described as:

* The rural areas are generally poorer than Torosmto

* There is a small number of people in the town wao lbe considered ‘well-
off’, and quite a large share that could be consd@on-poor. There are also
clearly poor areas within the city. However, sirthe city is not large, the
geographical location of the Branch Clinic does mappear to make it
inaccessible to poor people.

* There are clearly some income differences withi tiltwral communities as
well. However, the number of‘rich’ households is negligible and families
are normally not resident. The majority of peopie more or less poor, and a
substantial number could be considered really poor.

« Poor people are not clearly concentrated in aniiqodair areas of the district,
and the villages are obviously so small that anygg&phical concentration
within the villages has no meaning for the accesarty particular service
point.

Thus, the costs of an elaborate targeting strateggth as the administrative costs,
would probably exceed any gain in Tororo. Althougjtappears that the lack of
targeting is reasonable, there might neverthelessseful for FPAU taonsiderall
the pros and cons in using some targeting straefpe example to reach out more to
the uneducated (see below), before rejectithgise of explicit targeting in a district
such as Tororo.

In Kampala, on the other hand, there are clearti bich and poor neighbourhoods.
The FPAU has clinics throughout Kampala. Accordiog=-PAU staff, the selection
criteria for locating services have been that themahould be poor and that there



should be no competing government service nearhg. Aligh poverty of the areas
was apparent during visits to several of thesaadinThus, an explicit consideration
of poverty appears to be used in Kampala, whiclainagnakes sense given the
structure of poverty within the city.

It should also be added that the appearance amdidocof most of the outreaches
implies a self targeting, if not by design, so eadt in practice, i.e. those who can
afford the unsubsidised fees by the private-fofippyoviders would in all likelihood
prefer to use these rather than the cheaper FPAlitss located in the slums. This
cannot be said with the same certainty for manthefbranch clinics, something that
will be dealt with when we now turn to the issuetlud profile of the clientele of the
FPAU.

The clientele of the FPAU

If a provider is found to have a clientele thatas, average, less poor than in the
perceived ideal case, this could be due to:

* First, thingsspecificto how the provider in question works, e.g. mainly
offering services relevant to the rich, workingricher areas or having high
fees. In such a case there might be obvious thihgs the provider could
change if it wanted to reach a poorer clientelel tunere are potentially other
providers that do a better job in reaching the p@drcourse, the solution of
the provider might still be the best response touohstances so that it is not
possible to do any better than they are alreadygdoi

» Second, it might also be due to m@generalobstacles in reaching the poor,
such as lack of resources among the poor for dogetise services' These
are obstacles that any provider has to deal witihefy want to reach more
poor. We cannot be sure that there are reasonadtleods to overcome these
obstacles, even though that is sometimes the &asm if there are ways to
reach poor people these might be very costly aed thbecomes a conflict
between reaching as many as possible and haviighahare poor clients.

So what can we say about the profile of FPAU’s ntkée? The questions on
education and assets in the exit interviews weseh from the DHS so that the
profile of the clientele could be compared with tredtern of the total population of
Uganda. Comparisons between the DHS and the ¢&iviaws have other limitations
in addition to the small sample size.

The Ugandan DHS is from 2000-2001, i.e. there & year time gap between the
DHS and the exit interviews. During these years Wgandan economy has grown
quite substantially, which means that the ownersliipssets at the time of the exit
interviews are likely to exhibit a higher wealtlople than the DHS data indicates.

In Uganda, as many other countries, the richemsags of the population have a higher use of health
service, as well as better health status. The D&tSany indications of this; some examples arengive
in the annexes.
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Furthermore, given the Universal Primary Educatiotiative, the primary enrolment
has increased quite a lot, which means that theadimal data should be adjusted up
for the younger age cohorts, at least when it caim@simary education.

Another important point is that wealth and educatrary a lot between various parts
of Uganda. The clientele of a clinic might look peothan the Ugandan average, but
might still be among the ’'best — off’ in the ardalee clinic in question. Accordingly,
the observed profile in the exit interviews refletite combined effect of two things:
the location of the clinic, and whether the cliserves richer or poorer segments of
the population in the uptake area of the clinic.

When we look at education we must take the agheoirndividuals into account since
the educational attainment differs between age ntehaith younger age cohorts
having substantially more education. Hence, a wdlicated clientele of a clinic
might reflect that the clinic attracts the more eated within each age group, or it
might simply reflect that they attract a youngeermele than the population average.

Similarly, we must consider gender since men haweesvhat higher educational
attainment than women. Finally, the differencesnveen rural and urban areas are
substantial.

Let us begin with schooling. One question in thi¢ iexerviews concerns the last year
of completed studies. The distribution, by senpoit, is shown in Table 5-1 below
(we will return to the comparison between servicénts later on). The Ugandan
school system is based on 7 years of primary edugat years of lower secondary
and 2 years of upper secondary, giving a total3fdars of study. This is followed
by the higher education

Table 5.1 Last year of completed schooling

Name Type None / 7yr 4 yr lower 2yr Higher Number of

preschool primary secondary upper  education observations
secondary

Katego Kampala 0% 14% 36% 14% 36% 14

clinic branch

Tororo  Tororo 0% 33% 40% 0% 27% 15

clinic branch

Mbarara Mbarara 0% 43% 22% 9% 26% 23

clinic branch

Gwara- Tororo 13% 13% 38% 13% 25% 8

gwara  outreach

Mulago Kampala 33% 67% 0% 0% 0% 6

Il clinic  outreach

Owino  Kampala 11% 56% 33% 0% 0% 9

clinic outreach

Total 5% 36% 29% 7% 23% 75

Note: Sum of rows equals 100%.
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To put this in perspective we show the educatiattainment of the DHS in Table 5-
2 below. The majority in the exit interviews havemathan primary education, which,
at face value, would make them somewhat betteratddchan the Ugandan average.
This seem to be so even if we consider the agegander of the respondents. The
fact that the DHS is five years older than the @xiérviews would only affect the
younger age groups.

Table 5 -2. Educational attainment separated by edence

No Some Complete Some  Complete  More
schooling primary primary secondary secondary  than
secondary
Rural 26% 47% 10% 13% 1% 3%
Urban 7% 24% 13% 34% 4% 16%
Total 23% 44% 11% 16% 1% 5%

Sum of rows equals somewhat less than 100% duésting observations.
Source: Uganda Bureau of Statistics & ORC Macr®g20), Table 2.1.3

However, this might only reflect the fact that mokthe exit interviews were made in
urban locations (62% of urban men had more thangrg education, a number that is
likely to be significantly higher for the youngegeagroups). The only thing that could
probably be said, given the data, is that the edsitlinics arenot only serving the
least educated parts of the population.

The exit interviews also included questions on diaership of various household
assets. These assets were taken from the UgandadddH@re part of the set of assets
that are used to calculate the wealth status didlisehold. These are shown in Table
5-3 below together with the data from the exit imi@ws (the comparison between the
outreaches and branches will be discussed in tkteseetion)*®

The assets used are of course not unproblematic, seme have a different

significance in an urban setting compared to raras. Also, things such as a bicycle
might be more common in rural areas and piped wsitarfactor that is dependent on
public investment in infrastructure, which might dtevariance with other factors than
household wealth.

There seems to be an overrepresentation of peagiepped water and with a radio.
There is no other apparent pattern of over- or undpresentation on the other
indicators of household wealth. Thus, we can agaily make the very weak
conclusion that the visited clinics areot only serving the least well endowed
households.

2 The breakdown by age and gender is not shown hetéhe both the exit interviews and the DHS
included information to do this. However, the DH®msnary tables did not include attainment
separated by age, genderd location

13 Not all assets were included in the summary tatbiése DHS available to us.
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Table 5-3. Household ownership of assets

Asset Alternative OutreachBranch | DHS DHS
(exit (exit rural  urban
inerv.) interv.)
Number of observations 23 52
Drinking water Water from open well 9% 8%
Water from covered wel 4% 4%
Water from borehole 26% 4%
Surface water 4% 0%
Other source 0% 4%
Piped water 57% 81% 0% 12%
Toilet facility No / bush / field 4% 0% 19% 3%
Pit toilet / latrine 91% 73% 79% 88%
Septic tank / modern 4% 27% 1% 9%
Bicycle No bicycle 78% 65%
Have bicycle 22% 35% 42% 20%
Radio No radio 30% 6%
Have radio 65% 94% 47% 78%
NA 4% 0%
Roof Thatched 13% 2%
Iron sheets 87% 92%
Tiles 0% 6%
Floor Natural floor 39% 25%
Finished floor 61% 75% 10% 74%
Walls Mud and pole 17% 15%
Unburnt bricks 0% 10%
Burnt bricks with mud 22% 38%
Cement 61% 12%
Burnt bricks with mud & 0% 25%
cement
Housing Rent 61% 54%
Oown 39% 46%

Notes: The answers indicating a higher wealth sthas generally been put at the end of the list for
each type of asset. Sum of percentage for exitviees equals 100% for each assets, for each tipe o
service point (i.e. branch or outreach). “Finisfledr” from the DHS is defined as either wood, Miny
tiles or cement.

Source for the DHS: Uganda Bureau of StatisticsR3Macro (2001) table 2.6 and 2.7

Before assuming that this shows that FPAU couldlmuld have a more pro-poor
profile we should remember that the general comégraon reaching the poor are
likely to be substantial in Uganda (we will discussme of them below). This is

reflected in a generally lower use of health seawiby poorer groups, as indicated in
the DHS, among other sources. It is also impot@anémember that the poorest of the
poor is always difficult to reach. Victoria (20049tes, in an international overview of
targeting, that the coverage in the second poaopastile is often better even when a
programme is primarily targeting the poorest qlenti

Hence, we daot imply that FPAU is worse than any other providereaching the

poor. Also, this does not say that any providezluding the FPAU, could reasonably
reach more poor people with the resources availdblany case, a high share of
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those interviewed could be considered poor in aolabe sense, and many could be
considered poor even in a relative sense. Indéede tvas some qualitative evidence
that FPAU is better in reaching many vulnerableugsothan many other SRHR

providers in the country. Many factors are likedymhake FPAU more attractive to the
poor than many of the other providers: the outreadh poor and isolated areas, their
work with some specific vulnerable groups (to bscdssed later) and the fact that
they seem to be cheaper than many other providspgcially when put in relation to

the quality of their services.

The exit interviews: comparing the branches with th e
outreaches

Both the interviews, as well as direct observatiamdicated that the outreaches might
reach out to poor people to a larger extent thanhitanch clinics. Since lack of
transportation is a major constraint for poor pepplven in the cities, and since the
outreaches visited were located in clearly pooagrand since many of the clients
apparently came from the area, this would indegupsu the notion that FPAU
outreaches are effective in serving poor peoples Tannot be said with the same
certainty for the branch clinics since these seetodx® located in somewhat less poor
areas.

To be sure, there are poorer areas close to tmelbEinics and some clients travel
long distances to access the services. Howewagstpointed out by FPAU staff that

at least the Kampala branch clinic had a quiteedtffit clientele as compared to the
outreaches, with a higher share of middle classatoleast people that could be
considered non-poor. It was also said that theasionally were some affluent

clients.

Turning to the exit interviews we can begin witle schooling level of the clients, as
was shown in Table 5 - 1 above. Keeping all thetroead shortcomings of the data
in mind it is still interesting to see that the pglients withoutany formal education
were found in the outreaches. Furthermore, in tampala outreaches, there was no
one with schooling beyond lower secondary, whilke bihanch clinics (as well as the
outreach in Gwaragwara) had some very well educatdividuals among their
clients. Hence, it seems as if the perceived diffees between the outreaches and
branch clinics are consistent with the educatioladé in the exit interviews.

It is possible that the differences between theisempoints could be due to a different
age profile since younger age cohorts have mucle mducation. This does not seem
to be the case though, if we look at the data l®ygagups (not shown).

However, 4 of the 6 individuals at the Mulago lina were still in school, which
means that we do know whether they will eventuaiig up with a much higher level
of education, something that would make the patkess clear. Nevertheless, 2 of
these 4 were older people that had just startell tidining (e.g. one was a 30 years
old that was enrolled in pre-primary schooling),tkese could still be considered as
people with a poor educational background.

Let us now turn to the ownership of assets amoeglientele of the branches and the
outreaches, as was shown in Table 5 - 3 abovepdtiern is not very clear, at least
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when one considers the limitations of the data. &lmw, the pattern is quite
consistent across the various asset types: thésassthe ‘best — off’ are somewhat
more common among the clientele of the branchesgiong that is also consistent
with our other sources of information. Piped wasesomewhat more common among
the clients of the branches, as are a modern tolenership of a bicycle, ownership
of a radio, a roof of tiles, or at least of ironests, a finished floor and home
ownership. The only asset where there is no paisettme material of the walls of the
house.

All this implies that the outreaches indeed are avgffective in reaching out to the
poor. Furthermore, for the Kampala branch clinicngnaf the clients might be
considered belonging to a group that perhaps qoaydhigher fees for their services.
This could, in such a case, point at the possyhiiiteither shifting resources from the
Kampala branch clinic to outreach activities, ootfer services with even higher fees
at this clinic to fund outreach activities.

As we have pointed out, the fact that FPAU is mdy serving the poor might be due
to general obstacles that make poor people héondeach as well as some obstacles
specific to the FPAU. In the latter category onlyeanajor constraint was found, a
constraint we now turn to.

FPAU specific constraints: Fees and the exemptionp  ractices

One potential constraint for some poor people withaccess to cash, especially
young people and rural women with little power witthe households, is FPAU'’s fee
policy. FPAU requires fees for several, but not allits services. Their rationale for
this is:
* A service with a fee is perceived as having a higjuality
» It provides evidence for voluntary acceptance oftiaception
» It contributes to building a culture of saving andesting in health care rather
than spending on consumables only.
* It helps prepare the users, communities, and FR¥a tikely future scenario
when donor hand-outs will not be available.

Furthermore, the fees help them to validate themn aata on client load (since
managers can cook the data if they do not havadw she money they got from the
clients). Some examples given by community basezhtagand others gave some
indications that these arguments indeed have soenigsimt should also be noted that
funding isnot one of the arguments: fees only make up a smallesbf FPAU’s
funding.

To ensure that the fees do not hinder poor peopia ccessing services, the fees are
set low, and even lower in the outreaches. In aidithere is a practice of exempting
people who cannot pay the fees. There are no cié@ria as to who should be
exempted, but the decision is made at the facede-imeeting with the service
provider. The practice is that no one who cameafservice should leave without it,
due to lack of money.

The fees, when applied, seem not only to be loan those charged by the formal
private-for profit providers, who cater to the maxell-to-do, but also lower than
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several other NGO providet$This, combined with the high quality of servicess
mentioned a reason for choosing FPAU in a highesh&the exit interviews.

In theory the FPAU fees are higher than the feehéngovernment health facilities,
since, supposedly, government health care is ffeeharge. However, the public

services are often connected with variodsnformal’ fees (some users could
immediately tell interviewers what thégoing informal feé was). In addition, there

are often drug shortages in government facilitiBlsis means the patient ends up
paying for drugs from private providers. This, iantbination with the exemption

policies, and the fact that there are clear inthoat that the FPAU offers better
guality services than government providers, makeaW an attractive alternative,

whenever available, especially for poor people.

Indeed, many users in the exit interviews, as aglbther informants, attested to the
attractiveness of FPAU and its ability to reach mppeople, something that is not
contradicted by the profiles of the clients. Manythe exit interviews had also been
exempted or had their fees reduced. Howetleese advantages only work to the
extent that the poor are aware of theimose who do not know will never attend for
services and will thus never discover any of theaatages, including the exemption
practices.

The fees, if they have to be paid in full, are affordable to people with very low
incomes or with no access to c&steven though the fees are low compared to many
other providers. Focus group discussions withgjsawn-users, community leaders,
and other providers all indicated that clients gmatential clients generally are
unaware of the exemption practice. The Katego lradinic (i.e. the clinic at the
national headquarters), was the only place whezeptite list included information
on the possibility of exemption. As we saw thisadiis the one where the need for
exemptions is likely to be lowest, given the pmfibf the clientele. At the exit
interviews at this clinic respondents were expgiicisked whether they were aware of
the possibility of exemption. About half of themm@anot, in spite of the sign.

The potential clients are not the only ones whd iaéormation. This also goes for

many of the community leaders, peer educators, aomignbased agents, as well as
other providers that sometimes refer clients to BPRurthermore, many informants

did not even know about the services that aredfebarge, such as condoms.

Several informants had examples of people who wiatdeattend the clinic, but did
not, because they did not think that they couldrdffit. Some said that they
occasionally helped these potential clients withneyofrom their own pockets, or
tried to convince them to save some money to go.l&ometimes the peer educators
know about the exemption policy, but do not feelytican tell potential clients about
it. As one peer educator in Mbarara expressed it:

‘Fees limit the youth very much. People say they r@ady to come for a test, but
don’t have the money. This is a challenge in odreach work. Their first question is

14 The health facility survey from 2000 indicate tFets were generally higher among the private-for-
profit providers than among the NGO-providers. (latow et al, 2003, table 17).

15 The 2000 DHS (UDHS 2001) indicates that among thman working in agriculture (75% of the
women), almost half are paid in-kind or not at all.
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always if it is for free, everyone is asking thsfe cannot tell them about the
exemption rule when we are out, because then everyi@uld come and want it for
free.

Many of those who are aware of the exemption pradtill feel that the lack of clear
guidelines poses a problem. The decision to exeegrns arbitrary to many and there
seems to be some confusion as to what the acesbfed fee policies are.

Thus, we found that the fees, or at least the tacklarity and information of the
exemption practices, indeed do constrain some pew@pth low incomes from
accessing the services. A wide range of informelatisned that vulnerable people did
indeed choose not to use the FPAU services beautbe fees, even though they
wanted to. Instead they were said to be tryingde tne public services, often with
disappointing results, or not using services at all

This being said, some caveats are important totmit Even if an obviously poor
person claims that (s)he cannot afford the feeiamadeed not using the service, we
cannot be sure that it is the fee that is actualysingthe non-use. There could very
well be other factors that are much more importanthe health seeking behaviour of
the individual.

In some cases there might be relatively poor pewitle some room for paying the
fees, even though that room might be small. Fomgse, one informant agreed that
the low incomes of some transient traders indeekentize fee for VCT a very large
burden, something that the transient trader tharasalsed as an explanation for not
testing. However, as the same informant pointedtbet still manage to save enough
to take girls out drinking, which clearly indicatdsat at least for some poor it is a
matter of priorities, and that the high fee onlydtions as a rationalisation for the
non-use.

In cases where other factors than fees are thecaemle of the non-use, a lower fee
may not enable an increased use of the serviceeTre likely to be cases when the
individual really does not have the money, e.g. wornwho are dependent on their
husbands for cash. Thus it is clear that the fdesips affect various groups very
differently. It is difficult to know the exact exieof this problem, but we would still
say that it is there.

The discussion on the potential problems with thesfshould accordingly not be
taken as a recommendation to stop using fees, onake the exemption practice
publicly known: there are reasonable argumentshi®present strategy and we do not
know if any changes in these respects would meamprovement. It is still useful
for the FPAU to be aware of the complication. Ferthore, better information on the
matter to the volunteers could be one improvemegbhsider. The Evaluation Team
was informed that FPAU is planning to conduct alimghess to pay study —
something that indicates that it takes the issue&s seriously and acknowledges the
complexity of the problem. Having thus dealt witHFRAU specific constraint we
now turn to more general obstacles that makes iiedifficult to reach poor people.
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General constraints for reaching poor people

Many of the general constraints are connected toesaspect of vulnerability, e.g.
low levels of schooling, which could be part of tthefinition of poverty, as well as
being correlated with the income aspect of poveftlge problems with the fee
exemption practices also affect other vulnerabtaigs, such as women with no say
over the use of household resources. On the otnat, lthe strengths of the outreach
programme in reaching those with low income alsplyapo many other aspects of
vulnerability. For example, all of the visited cedich sites were situated in areas that
exhibited other aspects of vulnerability than lewame, e.g. poor infrastructure and
sanitation systents.

Before we go on we should also point out that thwase are very poor might consider
all other problems secondary to the most immediaszl of food and survival and can
hence also be hard to reach, as several peer edsipainted out. We now discuss the
other constraints.

Low schooling as a constraint

Schooling and income often go hand in hand. Thaticglship is not perfect, of
course, with many exceptions of educated poor ameHucated rich. Under some
special circumstances the relationship might ewethb reverset.

Focus groups of peer educators and community bagedts made it clear that low
schooling can pose a constraint on service usage awn right. This might be so for
two reasons:

« It is more common that people with little schoolingad various
misconceptions about family planning and it is leartb change their views.
Even some primary education was said to make acesdile difference
compared to no education at all.

* One major method to reach young people was theosefsits, but out - of —
school youth obviously cannot be reached in thig.wa

The exit interviews seem to indicate that the out@ches are better in reaching
those with low education.

Transport and living in isolated areas

The costs of transport can often be much highen thay fees charged. The
availability of a bicycle can make the whole diface for someone in need of care, if

1% EPAU volunteers also described many other aspéatsinerability in the outreach areas, such as
low schooling, high unemployment, highly disempogeewomen, high rates of crime, and high rates
of single mothers.

" For example, in a context where education hasvialse for the family business than the trust of
family ties it has been observed that those withenagsets in form of cattle, land or family busgsss
prefer to employ their children rather than to stéran to school. Incidentally, one focus group e&p
educators pointed out that children from familiggwa lot of cattle were harder to reach since they
were often away rearing the animals.
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the health care is only available in the town salfekm away, as it was in the
outreach village in Tororo. This is an especialyese constraint in rural areas. Many
rural areas are also totally underserved with heakrvices, and the health is
generally much poorer in rural areas than in ur(sme, for example, Duclos et al,
2006).

The fact that the FPAU carries out outreaches us important for their ability to
reach isolated communities. The outreaches coulkbhsidered an explicit targeting
of geographically isolated populations. The governtrhealth service has in theory
quite an extensive network of facilities, but masfythese are severely understaffed
and regularly experience drug shortages thus makiag unable to deliver any real
services in the rural communities.

Women with little say in the household

Women can also be considered a vulnerable groupganda®® However, some

women might be living in situations that make therore vulnerable than others.
Some live in households where a) little informatregarding SRHR is available, b)
their ability to make decisions regarding healthtera is limited, c) they have little
access to household resources, and d) there isdecsisle age disparity between
husbands and wives. This also has implicationstlier family planning. At one

outreach site there were women who had agreed tivetin husbands to limit their
family size. However, it was still the women whoreexpected to find the money for
contraceptives and clinic attendance.

The outreach activities and low costs of FPAU a@eeially important for this group
of women since transportation and money is a pdatity severe constraint for them.
The problems with the present fee exemption pdiaigply also here.

Some other vulnerable or important groups

Commercial sex workers and transient traders aree regposed to SRHR related
risks. FPAU has projects directed at these twoiquaar groups. Street children
comprise another vulnerable group for whom FPAU bE® designed projects.
FPAU’s own assessment of these programmes ishtewtare reaching out.

Other vulnerable groups include internally dispthpeople and drug users. For these
groups we have too little information to be ableassess how well FPAU is working
with them. The Evaluation Team was informed of FPAWork with internally
displaced people but it was not possible to visit see these project activities.

Another vulnerable group is women living with HIMIAS. Due to the stigma they
face, access to family planning services is oftéficdlt especially for those who
wish to have children. A stakeholder organisatindicated that there was no
organisation addressing this need, including FPAU.

18 The exit interviews indicated about 2/3 women agithe clients. There were no clear differences
between outreaches and branch clinics in this tspe
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Survivors of gender based violence, finally, is theo group of great relevance for
many SRHR issues but the Evaluation Team did mot évidence that FPAU project
activities addressing this issue. Young peoplalijn are an important group too, but
they have already been dealt with in chapter 6.

73



References

Deaton, A. (1997)The analysis of household survéBsltimore)

Duclos Jean-Yves; Sahn David; Younger Stephen DGRORobust
Multidimensional Spatial Poverty Comparisons in @dnaviadagascar, and Uganda.’
The World Bank Economic Review (vol. 20; issue 1)

Emwanu, Thomas et al (2003 Where are the poor? Mapping patterns of well-being
in Ugandg UBOS and the International Livestock Researchtirie

Emwanu, Thomas et al (2003 N)/here are the poor? Mapping patterns of well-
being in Ugandadditional data file, supplied through email byelmational
Livestock Research Institute

FPAU, (2003)Strategic Plan 2004-2008: Revised and amended dit@nm review
September 2003.

FPAU, (2004).The Constitution of the Family Planning Associatidrganda
FPAU (2006 I),Annual Program Budget
FPAU (2006 II), FPAU Operational areas as of year 20086imeo

Grosh, M. (1995), ‘Toward quantifying the trade-off: administrativestand
incidence in targeted programsin Public spending and the poor. Theory and
evidenceEdited by van de Walle, D. and Nead, K., p. 458;4ihe world bank

IPPF,the IPPF Strategic Plan (Vision 2000)

Kapell et al (2005), ‘Uganda: no more pro-poor growth?Development policy
review (vol. 23; issue 1)

Liang, Xiaoyan (2002), ‘Uganda Post-primary Education Sector Repqrifrica
region human development working paper series,WWbdd Bank

Lindeldw et al (2003), ‘Health Care on the Frontlines — Survey Evidenclwalnlic
and Private Providers in Uganda Africa Region Human Development Working
Paper Series

Ministry of Health (MoH) [Uganda} and ORC Macro. Uganda HIV/AIDS
Sero-behavioural Survey 2004-2005. Calverton, Maeng] USA: Ministry of Health
and ORC Macro.

Ministry of Health (2003 5tatistical abstract 2002inistry of health (Uganda)

74



Ministry of Health (MoH) (2005) ACP/STI Report 2068V/AIDS/STI surveillance
report 2005.

Ministry of Health (MoH) (2003) Knowledge, Attitudend Behaviour Study among
Commercial sex workers in Uganda.

Ministry of Health (MoH), 2000 Inventory of HealBervices in Uganda

Norwegian Ministry of Foreign Affairs (2002)Kamp mot fattigdom! Regjeringens
handlingsplan for bekjempelse av fattigdom i sgt 2045

Rutakumwa, W. et al (2000), ‘Rural Ugandan womeigs/s about their health and
health services’. WE international.

Sida (2002)Perspectives on Povertgtockholm
Sida (2004).ooking Back, Moving Forward. Sida Evaluation Mahu#tockholm
Singh S, Prada E, Mirembe F & Kiggundu C, (2005h€ incidence of induced

abortion in Ugandallnternational Family Planning PerspectiveX)05, 31(4):183-
191.

Uganda Bureau of Statistics and ORC Macro. (2@@jgnda. Demographic and
Health Survey 2000-200Calverton, Maryland, USA: UBOS and ORC Macro.

Uganda Bureau of Statistics and ORC Macro. (2008djional Population and
Housing CensugCalverton, Maryland, USA: UBOS and ORC Macro.

Uganda Bureau of Statistics and ORC Macro. (200@dgbnda. DHS EdData Survey
2001 Calverton, Maryland, USA: UBOS and ORC Macro.

UN Millenium Project (2005)investing in Development: A Practical Plan to Axhe
the MDGs,New York

UNDP (2005) Population, Reproductive Health and the Millennibevelopment
Goals: Messages from the UN Millennium Project R&po

UNFPA 2005 Country Profiles for Population and Rejuctive Health: Policy
Developments and Indicators 200%tp://www.unfpa.org/profiles accessed 9
October 2006

UNFPA Worldwide (2006)Population, Health & Socio-Economic Indicators/Rgli
Development

Victora, Ceasar (2004 xternal reviewers assessment of what works andentext

Reaching the Poor Conference, Washington, 18-20uBep2004, Closing plenary
session

75



Meeting the Sexual and Reproductive
Health Needs and Rights
of Poor People

An Evaluation of the Family Guidance Association of
Ethiopia (FGAE)

Commissioned by Sida and Norad

November 2006

Anna Nilsdotter
Samuel Hadera
Marilyn Lauglo
Sglvi Taraldsen
Kim Forss
Seifu Hailu, Youth Consultant
Fikeralem Mezgebu, Youth Consultant
Kidist Negash, Youth Consultant
Romel Yosef, Youth Consultant
Abju Girma, Youth Consultant



CBRHA
FGAE
IEC/BCC

IPPF
NGO
Norad
Sida
SRHR
STI
VCT

List of Acronyms

Community Based Reproductive Health Agent

Family Guidance Association of Ethiopia

Information Education Communication/ Behaviour Gian
Communication

International Planned Parenthood Federation
Non-Governmental Organisation

Norwegian Agency for Development

Swedish International Development Cooperation Agenc
Sexual and Reproductive Health and Rights

Sexually Transmitted Infection

Voluntary Counseling and Testing



Acknowledgements

We would like to express our gratitude to the peapho took the time to share their
views and insights during the course of this evwsdna In particular, we would like

to thank the Family Guidance Association of Ethao@+GAE) for all its assistance in
facilitating the evaluation team’s visits to the A& clinics in Dire Dawa, Harar,

Chiro, Awasa, Bahir Dar, Nazareth and Addis Abealisits to the districts provided

valuable insight in understanding the workings @AE. In preparation for the

country visit, we also received background infororatirom the IPPF (International

Planned Parenthood Federation) Central Office indom and from the IPPF Africa
regional office in Nairobi.

The views and conclusions expressed in this re@sg our own and the
recommendations reflect our assessment. We hapeetbort will assist FGAE in its
future work with the sexual reproductive health aigits of the men, women, and
young people of Ethiopia.

Addis Abeba, Oslo, Stockholm
November 2006



Table of contents

LIST OF ACRONY S . ... oottt ettt e et e e e et s e e e e e et e e e e e e aae bt e eeeeee e eeeeeeesranns 2
ACKNOWLEDGEMENTS . ...t ettt e e e et e e e e et e e e e e eeraanns 3
EXECUTIVE SUMMARY ..ottt ettt e et e e e e et s e e e e ettt e e e e e e st e e e e esssbaneaeeees 6
INTRODUCTION. ... ettt ettt e ettt e e et e ettt e e eeet e e e smaaeee et eeeeaa s aesssan e et aaeeaaessannsasnnnsassnnnsssssnnaessneesnnnaaesen 6
IIMAGE AND STAFF. ... ettt ittt e eit e et e et e ettt e ettt eeeeeaaeeeata e s eaaaeestaaeeean e e etaaaastasaaennnnsssannseestnaeesnnaassnnn 6
J AN 5/ 0 107X or PP PRPUPPRRt 6
RELEVANCE. ..ottt ettt ettt e et e e e ettt e et te e e et e e ettt e e e et e e st aaaestan e esannsstnneeeetnarsnnneeenen 7
REACHING POOR AND VULNERABLE PEOPLE .....uuiiiiiiiittiiieeteettieeeeeesstiseeseeesestnnnneaessstanneseesssnnnseeseees 8
RECOMMENDATIONS. ....eetttteeeeeteetieeeeeeetett e eeeeeetestaaaaseseeestsanaeesasstanaaesessstansseessnnnnntannseeeesssnnnsseerenns 8
CHAPTER 1. INTRODUCTION. ...ttt ettt ettt e et e e e e e et e e e e e e et s e e s asbaa e eees 10
BACKGROUND TO THE EVALUATION. .....ituuiiiitieee ettt ee e e et i e e eeaa e e semaaee e bt eeeaan e s asaneesetaaaseannsessnnaeeen 10
PURPOSE OF THE EVALUATION. ....cuuuiitteeeite e e et e ettt e ettt e e e esmeee e st e e eeteeeeaa e es st aeestaaasannaesannnnaeeeen 10

IV ETHODOLOGY. . ettt it e et e ettt e et e et e e ettt eeeeeeeaa e e e et eee st e e e eaa e eesaneee et aeesannaasesanaasssnnaeeennessnneeeen 10
LI T ATIONS <t eet et e ettt e ettt e e e eat e e et e e ee b e e eat e e st e eeta e eesanaaaannnneestnaeesnnaessranaeetnnns 12
GUIDE TO THE READER. ....cutuuieettttte e e e eeette s e e e ee s tataaaeeeaee s e aetan e e e ee s taa e eeeeestanaeeeeeestannnseeeeessnnnnnns 12
CHAPTER 2. ETHIOPIA - A BACKGROUND......cciiiiiiits ciiieeeeet e e 13
FAMILY PLANNING ...ttt ittt eeiete e et e ettt e et e e et e e e e e e e e e et e e e e et e e st e e e et e saan s sanaaennsa s ssnneestnaaennnnnns 13
HIVIAIDS . ... ettt ettt e e e ettt e e e e ee e tbe e e eeaeeeeae b e e e e e e teban s eeeeeeraaannaeeeeranen 3.1
IMATERNAL HEALTH . 1uniitiiieiiee et e ettt e e et e e et e e e e eeeee e et e e e eet e e et e e e et e s saan e s sann e snnnnaesssnneestnesennnns 13
GENDER-BASED VIOLENCE AND OTHER HARMFUL TRADITIONAL PRACTCES ......uuuieeeeereiiieeeeeeerrieeeeesenns 14
YN Bl I =T o] =1\ = PP 14
GOVERNMENT HEALTH PROVISION. .. .citttttuteeesettttiseeeeestttiaseseessesanasanseessestnnanseessestansaeeeessssnnnseeaaens 14
Lo [ = N A1 T N Y] =1 15
CHAPTER 3. THE FAMILY GUIDANCE ASSOCIATION OF ETHIO PIA.....ccccooeeieeieeeee 15
VISION AND MISSION.....euueiiteeeeiteeette e ettt e ettt eee s aaaeeetaaeeeaa e e st aaeeansaassnnesstaaassannanassnnneeesnnaersnnnaes 15
STRATEGIC PLAN2005-200AND 2006APPROVEDPROGRAMME BUDGET.......ccivviiiiiieeiiiieeeeeete e 15
IMIAJOR ACTIVITES cotutiiitie ittt e e et e et e e ettt e et e et e taaee ettt eeetaae e et e eean e sesaneas et aaaannnneestnaasstnsesennaeeeen 18
FUNDING . ..ttt ettt e ettt et e e e ettt et e e e e ee e att e e e e eaetanaeaeaaeeeeas st eeseestananreaeeentanenaeees 19
) 7 PSSP 9.1
IMAGE AND BRANDING. ... eeteettttieeeeesetttteeeesetntteaessserantstaaeeessrntaaaesestntaeeeessstnniaeseeesenssnnaeererenes 19
CHAPTER 4. ADVOCACY ...ttt ettt e e ettt e e e e e e e e e e e e et e e e e e et e e e e eaeeraen 20
AWARENESS RAISING. ... .cctuuieiiiteeii e et tae e e et e e et e e s emaaaeeatteee et e e st e e eat e eeta e eetaneaasnnnaesannnesernaaaesnns 20
ENABLING THE POLICY ENVIRONMENT. ...cuuiitteetiieee et ee e ee et e e eteeeeseaaaeesat e s sna e e et essnnneeesnnaaesnnns 1.2
CONTRIBUTING TO POLICY CHANGE . .....uuiieieiitttieeeeeteetttteesesetestaseeseeessstsnnaseesessntnnteeeeestnnanaaeesessnnns 22
CHAPTER 5. RELEVANCE AND EFFECTIVENESS OF SERVICE D ELIVERY........ccc......... 24
ASSESSING RELEVANCE . ....ctuiiitteiitieeeiiteeeete e et teeeeeeataae e et ee et aeeatees st eeestnaessnnsessnnnaaesesnneaennnaeen 24
Relevance - the national poliCy ENVIFONMENT...........iiiiiiii e 24
Relevance - country needs and beneficiaries' NEedS............eeeiiiiiiiiiiiiee e 24
ASSESSING EFFECTIVENESS . ...euuiiitteeittiieettiaeeettaeeeeta e et taaaae st e eeateesstaaeetasaaeatnsesstnaaessnnnasessnaassnn 26
Client satisfaction and profile Of CIENLS...........ooi e 26.
The network of community based reproductive healNtS............cccooriiiiiiiiiii e 27
THE NETWORK OF PEER SERVICE PROVIDERS AND THE YOUTHENTERS .. .uuiteviitiiiieeeeereniieeeeeeesnnneeens 7.2
FGAE- ADDED VALUE OR DUPLICATING OTHERS WORK?. ....uuuiieitiitiiieeeeeeiitneeeesestennaeeeseennnesnnnseeesenns 29

CHAPTER 6.REACHING POORAND VULNERABLE GROUPS30

PEOPLE WITH LOW INCOME AND LOW EDUCATION....1uuututnuieeieeeseseeeseeesereseseresessseeessssesssssessssssssrmnnsannnn. 30
B S et e e e e e ettt ——— et e e ettt e e e eee e e etee e aaann 34
Y OUNG PEOPLE. 11ttuuttuuueieteieieeeieeeeeeeeeeseeesessteeeeettesseseeseesaeatrsstatras s e sesesesaaesasasesasesaesaaeaenaesesseeeees 35
SPECIFIC VULNERABLE GROUPS .....ccetttttttttutttiiiieieiaieseasaeaesaeesesssssseseesssesssssssssssssssssrsrsrsrssmrsrnsrsne 35



F N o1 1S 1AV o1 (1] PRSP 35

F N T TeToT Y o] 1= (= o] (o (1 (= PR 35
(O00] N[0 I U L]0 N 35
CHAPTER 7. OBSERVATIONS AND RECOMMENDATIONS. ... e 38
D] = N DS 7 = =R 38
F AN Y007 -X 0 38
L= I Y72 N =3 38
L Lo LY/ = N =S 39
REACHING POOR AND VULNERABLE GROUPS......cuutiittniieietiieeiteeeetteeeetaeeeeaasesaaeeesanseessneseteeeeannes 40
ANNEX 1. REFERENGCES. ... .ottt e e e e e e e e s e e e et e e raa e e aaas 41
ANNEX 2. LIST OF INTERVIEWS AND OBSERVATIONS. .. ..ot e 45



Executive Summary

Introduction

This study is part of an evaluation to assessffieetereness and relevance of the
International Planned Parenthood Federation (IP&€),in particular to study to what
extent poor and vulnerable people are reachedstacttvities. The evaluation has
been commissioned by Norad and Sida and it is sgdsEm by an external team of
evaluators working in cooperation with the fundaggencies and IPPF. This study of
the member association in Ethiopia is one of tlometry studies, the other two
being in Uganda and Bangladesh.

The purpose of the evaluation is to examine thevesice and effectiveness of
FGAE'’s work — its services, advocacy efforts, amrimation sharing. A core
guestion is how well FGAE reaches poor, vulneradte, marginalised people.

The evaluation started with an Inception Reportolvhivas completed in June 2006
and which outlines the methodological choices &edrstruments for data collection
for the three country studies. The evaluation oAEGook place between $5f
September and™7of October 2006. The evaluation team met with @ewange of
SRHR stakeholders, including exit interviews wiliemts and focus group
discussions with potential clients not using thevises. Interviews, observations and
meetings were carried out in Addis Abeba, Bahir,[Dare Dawa, Harar, Awasa,
Chiro and Nazareth.

Image and staff

FGAE is recognised as the pioneer organisatiofefoily planning in Ethiopia and is
generally seen as an influential, credible orgdimsalt is acknowledged for reaching
further out into rural areas and for providing seeg to adolescents to a greater extent
than other providers. Its credibility is proven lig good relations and many
partnerships with other non-governmental orgarosati (NGOs), and with the
government.

There seems to be a gender imbalance in the osgamswith top management staff
positions largely filled by men, while many of tkknical staff and volunteers are
women.

Advocacy

Advocacy is one of the five programmatic areas@AE"s Strategic Plan 2005-2009.
The strategic goal is an enhanced enabling enviemhfior the commitment,
acceptance and attainment of SRHR at all levels.

FGAE works with advocacy in different ways. Apaxrh advocacy at the national
level, local awareness work is carried out throtighyouth centres, peer service
providers and community based reproductive heglémes.



The evaluation team found that FGAE is viewed kEsding provider of family
planning services in Ethiopia. It is credited witkroducing new contraceptive
technology; its technical expertise is sought winaiming for permanent
contraceptive methods and designing youth friesdlyices; its training and
IEC/BCC (Information Education Communication/Betwawri Change
Communication) materials are used by other orgéioisa However, beneficiaries
expressed some negative opinions about the matanal considered them to be
poorly designed for certain groups of people.

Networking and building alliances are importanttpaf establishing a positive policy
environment. FGAE works closely together with otB&HR organisations and with
governmental bodies at all levels. Ethiopia’s CniaiCode was changed in 2005 and
is seen as allowing a more open practice regatdge) abortion. FGAE is credited

by many as having been a significant actor in éffigahis change of legislation.
However, some partner organisations would like FGé&Epeak with a stronger voice,
especially on controversial issues.

Relevance

FGAE's strategies and work are consistent withrthgonal policy environment and
the country’s SRHR needs. This is confirmed byrineavs with SRHR stakeholders
and beneficiaries, who are generally very satisivetl the services offered by FGAE.
We did not see any examples of FGAE providing sewvihat should not be provided,
nor services that people did not ask for. In mdéestes, stakeholders and beneficiaries
haved asked for expansion of services. Hence,theetineed is large.

FGAE has a full range of permanent, long term, glmatt term contraceptive services,
and has a wider range of such methods than any ptbeider in the country. The
FGAE clinics are pioneers in reaching out to admaess in urban areas, and the
network of peer service providers provide them watitess to contraceptives and
information that they would not get otherwise.

Some partner organisations pointed out that theyldvbke FGAE to strengthen its
training programmes substantially, as there is mmat training need in the SRHR
community.

Other areas of possible strengthening/ expansian abortion services, safe
motherhood services in the rural areas, long-tesntraceptive methods in the rural
areas, information about and demand for emergecyraception, expansion of
income-generating activities, strengthening of fhegrammes on gender-based
violence and harmful traditional practices, andrdduction of mobile VCT
(Voluntary Counseling and Testing).

Effectiveness
Client satisfaction with services is very high, ahé quality of FGAE services is
often cited by partner organisations and other&e@¥R stakeholders.



FGAE'’s network of volunteers, i.e. the communityséa reproductive health agents
and the peer service providers, is instrumentaéaching out to the urban and rural
communities in an effective way.

The evaluation team observed some challenges aungethe programmes of peer
service providers, that if better addressed mightease effectiveness. These are a
lack of youth involvement, lack of transport, tiamg and sufficient re-imbursement of
the volunteers. According to our informants, updand improved IEC/BCC
materials would also enable the volunteers to be#tach out in their awareness
raising activities.

Coordination with other NGOs and government sesvigenerally seems to work
very well.

Reaching poor and vulnerable people

FGAE reaches poor and vulnerable people to a kextgnt and they do so better than
many other providers of SRHR services. Their nekvadrcommunity based
reproductive health agents reach poor and vulneradxbple in the rural areas,
including women with little control over their sedwand reproductive health, who are
vulnerable to harmful traditional practices. Théwagk of peer service providers
reaches adolescents in the urban areas and prdkiglaswith access to
contraceptives and information, that they would gettotherwise. In some locations,
the network of peer service providers also targeeset children and commercial sex
workers, through volunteers recruited from thesrigs.

The rural outreach sites reach poorer people teubtanch clinics, which also attract
some better-off persons. However, many of the tdieoming to FGAE in the urban
areas would not be able to afford alternative q@&@RHR services. It is also in the
urban branch clinics that certain groups of vulbrgeople are targeted, such as the
street children and the commercial sex workers.|&thie majority of people met and
interviewed are poor in an absolute sense, theytlynds not seem to belong to the
very poorest groups in their communities.

FGAE operates a modest fee structure which is densil fair by most beneficiaries
and one that even most poor people can afford.|Pe&dp cannot pay are not denied
services. Whether a person can pay is determinddgdthe face-to-face encounter
with the service provider. This practice generaiyems to work well; we heard few
complains about fees limiting access for the pdores

Recommendations

The recommendations to FGAE listed in the finalptbaon conclusions and
recommendations are:

Image and staff
* FGAE should consider affirmative action initiativess get more women into
the organisation at all levels.



Advocacy

FGAE should review its IEC/BCC materials to makeesthat they are
attractive and effective in reaching out to differé¢arget groups, such as
adolescents and those who do not read.

Relevance

FGAE should consider adding a wider range of chiservices in all the
outreach sites, unless this conflicts with the gowent's Health Service
Extension Package.

FGAE should make emergency contraception bettemwknby providers,
clinic attenders, and the public, so that demanitddseased.

FGAE should be careful when expanding its HIV/ABXS8vities, to ensure
that they are well coordinated with the nationaldalocal responses. FGAE
may want to consider what its niche is in the coustfight against HIV/AIDS.

FGAE should consider expanding its training prograes to other service
providers, as a means of further cross-financimyises for poor people.

Effectiveness

FGAE should improve youth participation in the rimmnof the youth centres
and in the design of the programmes of peer semiogiders, as well as in
the organisation as a whole. A review of the progmees for peer service
providers should be carried out, so that problemghwransport, re-
imbursements, and training are addressed.

FGAE should review the youth centres to ensure dletivities are designed
for the wide range of youth who could attend. Syesfiforts should be made
to attract more young teenage girls to the centres.

When expanding the provision of maternal healthedar include deliveries,
FGAE should make sure that their activities are Iwaordinated in a
continuum of care at the local level. It is espbgianportant that the ante-
natal activities are linked to the provider who wile with the mother at
delivery.

Reaching poor and vulnerable groups

In order to increase effectiveness in reaching paod vulnerable groups,
FGAE should consider collecting data on povertyigatbrs from their clients,
to facilitate more systematic analysis and companisbetween different
service delivery points.



Chapter 1. Introduction

Background to the evaluation

IPPF, Sida and Norad have been partners in proqé&imily planning and SRHR for
many years. IPPF is the world’s largest NGO irs theld with 151 member
organisations in 182 countries around the world.

A pioneer in the advocacy of family planning, IPRE&sS, since the early 1990s,
broadened the scope of its activities to includeider range of SRHR services and
advocacy of sexual and reproductive rights. lisent Strategic Framework 2005 —
2015 prioritises five programmatic areas: adolets;e HIV/AIDS, abortion,
advocacy, and access.

Sida and Norad are strong supporters of the 19%drnational Conference on
Population and Development framework for populatamtivities. Currently their
contributions make up more than 25% of IPPF’s turdget or ‘unrestricted funds’.

Purpose of the evaluation

The purpose of the evaluation is to examine thevezice and effectiveness of
FGAE’s work — its services, advocacy efforts, amiimation sharing. The approach
has been to assess FGAE’s work in the light ofliteecircumstances of the people
they serve. How do people react to, relate to,us®dthe services provided? The core
qguestion is how well FGAE reaches poor, vulneralaled marginalised people.
Poverty is treated as a condition of life: a latkpower, lack of choice, and a lack of
opportunities to exercise basic human rights, paldrly in the field of SRHR. While
poverty is also the lack of assets including morieis a broader concept than low
income levels.

Relevance is assessed in relation to the real spik€sed needs of people, national
policies, and international consensus on SRHR. ediffeness has been loosely
defined as an aggregate judgement about the mexibith of an activity.

Methodology

Against this background, the most important soufesformation are the people
who come into contact with FGAE’s services. Who thiy? What problems do they
have? Have they been helped through the contabt MBAE and are they satisfied
with the range of services provided by the orgdiuea? In the course of this
evaluation we met with a wide range of stakeholdgeers of FGAE services were
interviewed in exit interviews and in-depth perdoiméerviews, as well as in focus
group discussions. Groups ofnon-users were interviewed about their access to
SRHR and their knowledge and views of FGAE. We wigt FGAE staff and board
members at national and branch levels, groups ofnoanity based reproductive
health agents and peer service providers, natiandl sub-national government
officers, community leaders, traditional birth adlants, alternative SRHR providers,
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stakeholder and partner organisations, researdftuiins, and representatives of

donor agencies.

The interviews have been supplemented by observdtta, for example, by visits to
branch clinics, outreach clinics, FGAE youth cesita@d government youth centres,
as well as visits to homes covered by programmé®ote-based HIV/AIDS care.

As Table 1 shows below, we met with 323 personscamnded out 18 observations of

clinics or activities.

Table 1. Observations and people interviewed in Etbpia.

Addis Abeba |Awasa|Bahir |Dire |Harar |No

& Nazreth Dar Dawa
INTERVIEWS DISTRICT LEVEL
Exit interviews at clinics 33 22 3 15 73
Interviews/focus groups non-clinical service 4 12 7 1 19 43
users
Interviews/ focus groups non-users 48 5 53
Interviews/focus groups clinical service 11 1 3 2 17
providers
Interviews/focus groups non-clinical service 4 11 25 9 11 60
providers
Interviews community leaders and local NG( 1 11 13 10 35
INTERVIEWS NATIONAL LEVEL
Interviews with FGAE 22 22
Interviews with other SRHR stakeholders 20 20
Total number of people met: 62 68 115 31 a7 323
OBSERVATIONS
Observations of FGAE clinics and youth cen 3 1 3 2 1 10
Observations of government/ NGO clinics 1 4 5
Observations of FGAE non-clinical activities 2 1 3
Total number of observations: 6 1 4 6 1 18

The country study was carried out between the 26tSeptember and the"6of

October 2006 by a 10-person evaluation team. €hentincluded 6 nationals, of
which 5 were youth consultants. The first 2 daysth# evaluation were spent in
Addis Abeba. The team then divided into 3 smalleugs to travel to Dire Dawa and
Harar, Bahir Dar, and Awasa. The groups spent 4 diaythe field. The team then
regrouped in Addis Abeba where some team membeisdbat the activities of
clinics in Addis Abeba and Nazareth. The othemstiooed to meet with national

stakeholders.

Feedback on the main observations made duringvhkeiaion was given to FGAE
on the final day of the country visit. During thmgeeting, there was an open exchange

of views which were incorporated into the draftagpFGAE has also commented in

written on the draft report, and their commentsenmnsidered and incorporated into

this final report.
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Limitations

Although the evaluation team travelled extensivalyd met many people, the
information gathered can only give an impressiorFGAE’s work. We have not
visited all districts, and even in those districisited, we have seen only some parts
of the services.

The evaluation does not examine the organisatichnaanagement of FGAE which
clearly have a bearing on how its work is carried. oWe comment on pertinent
issues only to the extent that they seem to rétetiee purpose of the evaluation.

Guide to the Reader

* Chapter 2Ethiopia — A BackgroundA brief picture of the SRHR situation in
the country.

» Chapter 3The Family Guidance AssociationBthiopia. A background to the
organisation, the budget, and the planning process.

» Chapter 4AdvocacyAn analysis of the advocacy work.

* Chapter 5Relevance and Effectiveness of Service Delivamyanalysis of the
services provided.

* Chapter 6:Reaching Poor and Vulnerable Groupsn analysis of how well
FGAE reaches different groups.

» Chapter 70Observations and Recommendations.
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Chapter 2. Ethiopia — a Background

Ethiopia, a least developed country, ranks neabti®mm — as number 170 of 177 countries
— in UNDP's Human Development Index 2005 (UNDP3)08eventy eight percent of its 77
million inhabitants have an income of less than §8%lay and 44% live under the national
poverty line (Population Reference Bureau 2005, BAR005).

There are many SHRH problems, including a large atnmeed for family planning,
unwanted pregnancies and unsafe abortions, HIV/AIB& other STIs (Sexually
Transmitted Infections), and high maternal and nhfanortality. Gender based violence,
female genital cutting and other harmful traditioqaactices like early marriage and
abduction are also serious reproductive healtressguEthiopia.

Family planning

The total fertility rate is estimated to be 5.4thwé.0 in rural areas and 2.4 in urban areas.
Nearly 84% of the population has knowledge of asteone family planning method but

utilisation of contraceptive service is very lowedent data indicates that use of modern
contraceptives ranges from 11% in rural areas2% 4n urban areas with considerable

differences among regions (3% in Somali to 45% ddi& Ababa) (EDHS 2005). The past

two years have seen a notable increase of contraeefse. But the country's unmet need for
contraceptive services still remains at around 36%FPA 2005 & PRB 2005).

HIV/AIDS

It is estimated that 4.4% or 1.5 million Ethiopiadults are currently infected with HIV.
While the epidemic appears to have a steady presml®f 12.6% in urban areas it is
projected to raise from the current 2.6% to 3.4%20B98 in rural areas. Women are more
vulnerable to the infection (5% prevalence ratantare the men (3.8%) due to physiological,
social, economical, legal and cultural factors. Thantry has the seventh highest number of
AIDS orphans in the world. In 2003 there were Ratillion children who had lost at least
one of their parents due to HIV/AIDS and this figuis expected to increase to 1.8 million by
2007 and 2.5 million by 2014 (MoH 2006).

Maternal health

Ethiopia has a high maternal mortality ratio (8L 00 000 live births). It is estimated that
25 000 maternal deaths occur every year in the topuAbortion is the leading cause,
accounting for a third of maternal mortality.

Ante-natal coverage is low. According to the EgioDemographic and Health Survey 2005
only 30% of women who gave birth within the lasefiyears attended for ante-natal care by a
health professional at least once. Only 6% of @eies are assisted by health professionals
and 5% take place at health facilities.

The high neonatal mortality (58 of 1000 live biiths directly related to the high maternal

mortality in the country. Sixty percent of the thsaoccur within the first 24 hours of birth
and are associated with the low availability andlidy of obstetric services (MoH 2006).
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Gender - based violence and other harmful tradition al
practices

Gender-based violence is common in Ethiopia. Adogrdo a WHO study in 2005, half of
the women have experienced sexual violence at tewst in their life, and 8 of 10 women
had faced either sexual or physical violence. Thagorty of the women said they were
violated by a person they trusted, such as a hdslaanoyfriend, or another family member.

Female genital cutting is one of the frequentlycpcad harmful traditions in Ethiopia.
However there has been a decline in the practicgadre recent years, demonstrated by the
lower percentage of women circumcised in the youage group compared with older age
groups. Sixty two percent of women aged 15 to d®heen circumcised compared to more
than 80% for age 35 and above (EDHS 2005).

Early marriage is another common problem. Womernryratran average age of 16, while the
average age of first marriage for men is age 2% dfpe gap between husband and wife
commonly contributes to a power disparity betwseouses.

Other practices like polygamy, wife inheritance,rnage by abduction, exchange and other
forms of forced marriage also have a negative impacwomen's status and reproductive
health.

Adolescents

A large part of Ethiopia’s population is very youtigose aged 10 to 29 comprise 60% of the
population and of those, 80% live in a rural atdaemployment and lack of entertainment
facilities such as sport, theatre, and culture,caremon problems for the young population.
These problems are believed to increase exposulglMGAIDS and substance use, and

increase migration to urban areas (MoH 2006).

Government health provision

Primary responsibility for the delivery of healthre services has traditionally rested with the
public sector, and it has been estimated that wéand-thirds of all health care services are
provided through government owned facilities. le thst five years the number of public
sector health facilities has risen dramaticallynfra10 to 131 hospitals; from 382 to 600
health centres; and from 1,023 to 4,211 healthsp@d4oH 2006).

However, there are still large disparities betwaeal and urban communities. In rural areas,
only one third of the population has a health fgciwithin 5 km, while nearly all of the
urban population has a health facility within tdagtance. A positive sign however, is that the
proportion of people living more than 20 km awagnfra health facility has fallen from 20%
in 1996 to 13% in 2000. The Ministry of Health hasw launched an initiative called the
Health Service Extension Package. The aim is o #darge number of Health Extension
Workers, to provide 2 Extension Workers to eachekehbincluding the rural kebeles. The
Health Extension Workers are expected to provige dbmmunity with preventive health
information and care, such as environmental hygiamé family planning, including the
injectable contraceptives (MoFED 2005). The paogme has just been initiated and it
remains to be seen how well it will work in reality
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Policy environment

Recently developed policies aim to strengthenstipe SRHR development. In the past 2 —
3 years, the government appears to have embraectation that population growth is
detrimental to the country’s development. The gorent's commitment to family planning
has been demonstrated by the explosive increaserah and injectable contraceptives
distributed through government facilities betweefi02 and 2005. The government
distribution of oral contraceptives in 2005 wastitdes higher than in 2002, and the number
of injectables provided was 8 times higher as caosgpto 2002.

A revision in 2005 to the Criminal Code has ea#weal restrictions on abortion for those
women whose continuation of pregnancy might endatiger wellbeing and lives, and safe
abortion guidelines have been developed. Over #sé gecade, a number of other strategies
have also been developed e.g. the National ReptivdiHealth Strategy 2006-2015 (2006),
the Policy and Strategy for Prevention and CorafaHIV/AIDS (2005), a National Youth
Policy (2004), a National Population Policy (1998pd the National Policy on Women
(1993). All these strategies could potentially ioe the country’s SRHR situation.
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Chapter 3. The Family Guidance Association of
Ethiopia

One of the breakthroughs in the history of familkarming in Ethiopia was the
foundation of FGAE in 1966. Direct services werstfprovided in the capital city but
FGAE currently provides services in 8 of the coystrll regions through it's 8
branches, 18 clinics, 26 youth centres, 740 comiyninaised outlets and 242 outreach
sites. The organisation has 513 staff, 1740 voiyrdarvice providers, and over 7000
members.

Vision and mission

The FGAE vision is: ‘An Ethiopian society where all people, particulayiyung
people have the right to and enjoy quality sexudl @productive health.

FGAE’s mission statement identifies the role thgamisation wishes to play in
Ethiopia, highlights the services and thematic suieatends to work in, stresses the
importance of collaborating with volunteers, locammunities, and government, and
states its future ambition to become a centre ckkence in information, service
provision, and capacity building.

Strategic Plan 2005-2009 and 2006 Approved Programm e
Budget

The Strategic Plan 2005 — 2009 charts the stratfiggction for the next 5 years. It
begins with the major areas of organisational chaagd then presents the strategic
goals, objectives, expected outcomes, and staketsolorganised according to the
IPPF Five A’s: Adolescents, HIV/AIDS, Access, Adaay, and Abortion together
with supporting strategies for organisational sjtbening.

The Approved Programme Budget (APB) 2006 proviaésrmation on projects and
activities and forms the basis for the anticipateghbenditures for 2006 that are
provided in Table 2. It is difficult to form an @oate picture of FGAE’'s work in
each of the Five A’s because projects listed umier programme area in both the
Strategic Plan and in the Approved Programme Budust be directly relevant to
another programme area. Similarly, some activitres/ fall within more than one
programme area e.g. activities related to HIV/Alaiong adolescents. This is
especially apparent with the cross cutting programareas: advocacy and access.
We find for instance, under Abortion/Safe Mothertio®@bjective One: ‘to increase
community understanding of the existing abortionvdaand advocate for the
liberalisation of this law.” Here advocacy is algadentified as an objective under
another programme area and shows that FGAE’s adyaféorts are more than just
the one listed project, ‘Advocacy for better poliapd program support in SRH’,
currently listed in the Approved Programme Budgedar the advocacy programme
area.
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Table 2. Projected annual expenditures 2006.

Donor/Unrestricted %

Projects Funding Total

Advocacy

1 Advocacy for better policy and program supportRH5 | RNE, DCI 2
Sub Total 2

Adolescent

2 Young people empowerment to exercise their SRHR | EED, DCI 12
Expanding Youth access to ARH e-info & Service in | D & L Packard F,

3 interactive centres PPFA, RNE 8
Meeting SRHR of rural youth through participatorg m

4 878 Pas RNE 3
Sub Total 23

HIV/AIDS
Integrating VCT services in 5 SRH Clinics 5 senbiam | UNICEF, UNFPA Eth

5 Towns Gov WB, Global Fund | 2
Major Urban youth only attached to YCs, Integratidn | UNICEF, Eth Gov WB,

6 HIV/AIDS Service Global Fund 3
Combating STIs/HIV/AIDS Expansion; Integrated VC1 UNICEF, UNFPA, Eth

7 Services in 4 Regions Gov WB 4
Integrating of comprehensive HIV/AIDS/STIs preventii UNICEF, UNFPA,

8 Care and support Global Fund 4
Model Clinic attached HBC&S for AIDS victim famike

9 in 3 towns FHI 5

10 Home and Community Based Care project Ziway FHI 1
Home and Community Based Care project in

11 Shashemene & Asela FHI 3
Sub Total 22

Access

12 Learning our way out (LOWO) DCI 4
Demonstrating Model SRH Services through SRH cen EED, Packard F, IPPF,

13 in 8 major towns Engender H 13
Increase Access to SRHS through SRH Clinics in 10

14 semi-urban towns Packard F, RNE 7
Reducing resistance and increasing FP use amoalg ru Engender H, PPFA,

15 communities Packard F 3
Strengthened Provision of FP services among rural

16 communities Packard F, RNE, EED | 5
Sub Total 32

Abortion
Elimination of Unsafe Abortion BUFFET/ IPPF 5
Strengthen and Expansion of Safe Motherhood sexvic| RNE 2
Sub Total 7

Supportive Programs
R & E Services DCI 5
Mobilisation & PR Services RNE 6
Enhancing Visibility DCI, RNE 3
Sub Total 14
Grand Total 100%
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When compared with figures provided in the 2005 dalrReport, it appears that the
supporting strategies and all programme areas thighexception of ‘access’ have
been allocated a greater proportion of funds in620@n were spent in 2005.

Major activities

FGAE’s strategic plan states that its core sendees a) family planning,

b) STIs/HIV/AIDS prevention services, c¢) abortioelated services and safe
motherhood, and d) sexual violence. It also presid range of non-core services at
some of its clinics but these do not appear to miéumly available at all branch
clinics.

Within the core services are a number of non- céihactivities and services including
youth centres; community - based distribution oélocontraceptives, injectable
contraceptives, and condoms; and home-based HI\@Al&re and support.

Training of government and NGO staff in new andedént contraceptive methods
such as permanent surgical methods, are an inmpquaat of FGAE's work.

Funding

The 2005 Annual Report noted that FGAE had a 94%satton of the more than 50
million birr planned budget. Donors include IPBHateral donors, UN agencies, the
government of Ethiopia, and local NGOs. Substanidti — year contributions have
been pledged from the Royal Netherlands Embasssh Wid, and the Packard
Foundation. Together with contributions from IPRfese contributions are seen as
‘unrestricted’ funds. Figures given in the 2005n8&al Report provide a picture of the
‘restricted’ and ‘restricted funds’ as shown in Teal.2 below. Thus, we can see that
55% of FGAE’s funding for 2005 was unrestricteddung from non — IPPF sources;
18% was unrestricted funding from IPPF, and 27% wveasricted funding directed
towards specific activities. This large portion wirestricted funding gives FGAE
considerable flexibility in planning its activities

Table 3. 2005 Financial contributions from partners

Donor Unrestricted/ % of total
Restricted Budget
IPPF U 18.3
Royal Netherlands U 37.8
Embassy
Packard U 6.4
Irish Aid (DCI) U 10.5
Government R 5.2
UN agencies R 4.8
NGOs R 16.3
Others R 0,8
Total 100.0




Staff

FGAE has 513 paid staff and a large number of uekens working as peer service
providers and community based reproductive heajgnis. The top management
staff positions appear to be filled largely by meédnly 1 of the branch managers is a
woman while many of the clinical staff are womenaas the peer service providers.
This gender imbalance is recognised by top manageate=GAE which pointed to
difficulties in attracting qualified women with tlsalary scale FGAE offers. The high
turnover of physicians, accountants, and gendeciasts was reported to present a
problem for the organisation.

Image and branding

FGAE is recognised as the leading family planninggaaisation by major

stakeholders and the public. It is also recognissdthe initiator and leading
organisation for youth friendly services. Many kndhat FGAE also provides

HIV/AIDS prevention, care, and support services.c&&se of FGAE's close

collaboration with the government, it is sometinseen by members of the public to
be part of the government. The Amharic acronymRAGAE is well known. Some

informatns have questioned whether the emphasi&only’ and the logo showing a

man, woman, and 2 children speaks to the needswifgypeople.

The FGAE logotype.
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Chapter 4. Advocacy

This chapter uses a broad definition of advocaay lanks at efforts at the national,
sub-national, and local levels in awareness rajsangbling the policy environment,
and/or policy change. We look at the networks dhanges of which FGAE is a part
and how other stakeholders, especially at natitmadl perceive FGAE’s advocacy
contributions.

Advocacy is one of the five programmatic areas@AE’s Strategic Plan 2005-2009.
The strategic goal is an enhanced enabling envieomnior the commitment,

acceptance and attainment of SRH and rights déwdls. The objectives identified
are: a) political commitment of high level policykesis, b) increased resource
commitment, and c) reduction of socio-cultural g that negatively impact the
acceptance of SRHR by the community. The Strat&jan further identifies

different stakeholders for specific advocacy topics

The limitations of looking to the Approved ProgramiBudget to provide an accurate
picture of FGAE’s advocacy efforts have been désdiin Chapter 3. Here we report
on observations and information provided by infontsarelating to FGAE's efforts in
awareness raising, enabling the policy environmeamd, policy change.

Awareness raising

One general method of awareness raising is theotiggsters and other printed
IEC/BCC materials. In all clinics visited, waitimpoms, examination rooms, and
laboratories had SRHR and patients rights postekgedl as other types of IEC/BCC
materials on the walls. The posters were also seeut — reach sites on walls and
trees when people were gathered outside. The @&@iueam was told that materials
are also provided to organisations such as nighiods running classes for
housemaids and other partner organisations. Howewver also met with some

organisations that co-operated with FGAE in différevays, but which lacked

materials of their own and would like to receiversmmaterials from FGAE. We also
heard some negative opinions about the materiata freneficiaries, who said that
some of the posters and brochures were old, baaimdjvery clinical.

Three types of volunteers are used to promote SRHRa more personal level.
Community based reproductive health ageate supposed to engage in various
awareness raising activities in the community. stitme villages we observed the
volunteers conducting coffee ceremonies or commiwahversations around a range
of SRHR topics. In other villages it appeared thaty mainly focused their attention
on the distribution of contraceptives, keeping@ord of the users, reminding them of
when to get their contraceptives and encouragiagitto attend the static clinic when
problems arose that were beyond their mandate.

In towns,peer service providerare supposed to raise awareness of contracepttbn a

HIV/AIDS in the community where they live. At onges it was reported that they are
expected to have five new clients both for condand for pills every month.
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At youth centresvolunteers are in charge of various activitieshsas music and
drama performances, specially designed gamesjrigaiand the formation of youth
clubs are designed to raise awareness around & @En§RHR issues. Local and
religious leaders, as well as parents, may bedduid attend the performances so that
the advocacy efforts reach beyond the young pebelmselves. Some youth centres
also run school programmes.

We found however, that in the area of gender —dagx@ence and harmful traditional
practices, FGAE's efforts were less focused. Wtiike 2005 Annual Report cites an
example of work against female genital cutting agh@easant associations in the
Eastern Branch, the evaluation team did not find Work to have been prominent
and widespread at the sites it visited. Moreowdren talking to stakeholders and
partners, FGAE is not identified as an organisatioimg significant work in this area.

To the left, a group of community based reprodedtgalth agents and villagers in a
remote village outside Dire Dawa. To the right, @nunity conversation about the
problems of having to many children, in a villagg#side Harar. IEC/BCC posters
were placed in the trees during the meeting.

Enabling the policy environment

One of the most important conclusions of the Evadnais that FGAE is universally
viewed as a leading provider of family planning vésgs. It is credited with
introducing new contraceptive technology; its tecahexpertise is sought when
training for permanent conceptive methods and désigyouth friendly services; its
training and IEC/BCC materials are used by othgapoisations. FGAE’s experience
and technical competence give it advocacy cretybill he activities, techniques, and
practices used in its services, in themselvesuémite the wider national policy
environment.

FGAE has relatively recently started to providevees related to HIV/AIDS e.g.
VCT and home — based care for people living witlib8land is seen to be doing a
good job with these initiatives. FGAE’s VCT effetiave been to provide the service
in an integrated manner with other SRH servicelis 1, of course, important in the
face of strong pressures to provide HIV/AIDS segsiin a vertical manner. As with
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the earlier sensitive area of family planning, egrated VCT may contribute to the
reduction of stigma surrounding HIV/AIDS.

Networking and building alliances is another impattpart of establishing a positive
policy environment. FGAE was one of seven foundimgmbers of the Consortium
of Reproductive Health Agents (CORHA), a SRH netwavorking in capacity
building, resource mobilisation, advocacy, and addif@ting, networking and
representation. The network, with FGAE as an aatintributor, acted as ‘a catalyst
that spear-headed the development of a nationatalum’ for in-service training of
facility and community based family planning sees¢ according to one partner
organisation.

FGAE collaborates closely with governmental bodi¢sall administrative levels.
Government officers are on FGAE's board and at kzémael government officers
participate in FGAE planning processes. FGAE isnimer of advisory boards for
government bodies such as the HIV/AIDS Preventiomt@| Office, HAPCO. The
government also provides facilities for free, émample for the clinics in Dire Dawa
and Chiro. In some rural areas, FGAE also usegtivernment’'s health posts and
staff for its clinical outreach work.

A close working relationship with government havadages and disadvantages.
The advantage is that FGAE can influence governnaivities and policies.
However, some people perceive the relationshipeisgbso close that it makes it
difficult for FGAE to speak out on sensitive isswgghat it at least, mutes its voice.
A number of stakeholders expressed the view that Would like to see FGAE take
on a stronger advocacy role in lobbying and présguor change i.e. have a stronger
voice on some controversial issues. One infornfelhfproviding good services was
not enough and that FGAE should be more vocal., &ubther informant indicated
that perhaps the ‘soft’ voice was a strategic ahonade by FGAE.

Contributing to policy change?

Policies change for a number of reasons: e.g. essalt of steady lobbying and
pressuring over time or because a significant ewaptures public attention and
mobilises public opinion or after negotiating amomgmpeting stakeholders.
Analysing the effectiveness of FGAE'’s advocacy e#an policy change requires
resources beyond this evaluation. However, weligightwo areas of policy change
recently noted in Ethiopia where it is highly pldals that FGAE played a significant
role but where we are unable to attribute the éxdeRGAE’s contribution.

* There has been a significant shift in the goverrirmemew on population growth.
While the earlier government view was that a Igygpulation was important for a
strong country, the current poverty reduction stygtrecognises that reducing
population growth is essential for the country’selepment. As noted in Chapter
2, this policy shift is demonstrated by the explesincrease in the distribution
ofcontraceptives in government facilities betwed®2 and 2005. FGAE has
long been recognised as the leading advocate riatyfglanning.

 The Criminal Code regarding abortion was changed®005 and is seen as
allowing a more open practice regarding legal atost FGAE is credited by

22



many as having been a significant actor in effgctims change of legislation.
Equally important, FGAE was a member of a Working@ together with Ipas,
professional associations, Addis Ababa Universitgd &/HO, established under
the Ministry of Health that developed the recentynched ‘Technical and
Procedural Guidelines for Safe Abortion ServicesEthiopia.” This is a clear
example of how FGAE's technical competence is teded into advocacy.
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Chapter 5. Relevance and Effectiveness of Service
Delivery

This chapter will assess the relevance of FGAEEs@nt services, and thereafter look
into effectiveness and coordination of its SRHR kvor

Relevance isthe extent to which the objectives of a developrrgatvention are
consistent with beneficiaries’ requirements, coyntreeds, global priorities and
partners’ and donors’ policies{Molund and Schill 2004)ln this evaluation, when
assessing relevance, we will do so based on whaERd®es rather than on the stated
objectives in its Strategic Plan.

The definition of effectiveness here &n'aggregate measure of (or judgement about)
the merit or worth of an activity, i.e. the extémtwhich an intervention has attained,
or is expected to attain, its major relevant obijes efficiently in a sustainable
fashion and with a positive institutional developménpact’ (Molund and Schill
2004). We will approach the issue by looking cdtefat what the organisation does
and how people are affected.

Assessing relevance

Relevance — the national policy environment

As described in Chapter 2, a number of new SRHRcyaocuments have been
developed by the government the past years. Wetfiat the strategies and work
carried out by FGAE are consistent with the natigpaicy environment, both the

government’s work and the work carried out by otN&Os. An indication of this is

the very good relation with the government, as diesed in Chapter 4.

However, we found one area of policy discrepanaycdkding to the government’s
guidelines, children below 18 years of age aretadbe accepted for VCT without
their guardian’s permission. The concern is thatesmne needs to be in charge of the
after care, in cases of children testing positiMa@s restriction can impact negatively
on an adolescent’s access to SRHR services. Toge\er, does not apply to FGAE
services, as exceptions are made for providersiodfesouth-friendly services. We
were informed that FGAE has been working with tlevegnment to change the
guidelines, and that a new and revised policy 18 heing drafted.

Relevance — country needs and beneficiaries’ needs

As described in chapter 2, Ethiopia is a very pmmamtry with several serious SRHR
challenges, such as low contraceptive uptake, piglvalence of HIV/ AIDS and
STI's, many unwanted pregnancies and unsafe abertipoor maternal health and
problems with gender-based violence as well as witfier harmful traditional
practices.
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Stakeholders and beneficiaries are generally vatigfeed with the services offered
by FGAE. We didn’t see any examples of FGAE prawdservices that should not be
provided, nor services that people did not asklfomost places, people haved asked
for expansion of services. Hence, the unmet nedarge. Some observations from
the interviews are highlighted below.

Family planning

FGAE offers a full range of permanent, long terrmdashort term
contraceptive services, and has a wider range af methods than any other
provider in the country.

Stakeholders and beneficiaries highlighted the n&®dmore long-term
contraceptive solutions (especially Norplant), egdly in the rural areas.
There, limited access to health services and negattitudes towards family
planning among men create a demand for long-tetatigns. The advantage
with long-term solutions is that women can use thwithout the permission
or knowledge of their husbands. However, we hawerstood that a problem
for expansion of these methods is the limited sumblNorplant in Ethiopia.
The evaluation team also noted that no benefigaigressed a demand for,
or even mentioned emergency contraception, maybe tdua lack of
information.

HIV/AIDS and other STls

FGAE offers awareness raising and VCT in all theanches, and treatment
for opportunistic infections and home-based carsoime locations. At present,
they do not offer anti-retroviral drugs.

The fragmentation of services, i.e. that differefiV/AIDS related services
are offered in different places, could create samoefusion concerning the
role communicated to the public and to other orgmtons. FGAE however
sees their role as gap-filling, and maintains thetvices are being offered
depending on local needs and the presence of ptbeiders in each location.
In some interviews, the need for mobile VCT was kagsed, for example in
outreache sites and in urban slum areas. We halerstood that FGAE now
has plans to initiate mobile VCT in some areas.

Maternal health

FGAE offers abortion, post-abortion, ante-natalecgpost-natal care and
immunisation. Different services are offered afed#nt locations. Deliveries
are not offered although in Harar preparations l@@smg made to start to
provide delivery services.

Stakeholders and beneficiaries pointed out that E@&Auld be stronger in
abortion. Strengthening the maternal health cartheir rural outreach sites,
where they now mainly provide pills and injectiomsuld potentially also
serve as an entry point to their contraceptiveisesv According to FGAE’s
strategic plan 2005-2009, abortion is one of treasito be strengthened the
coming years.

Adolescents

FGAE offers youth-friendly services in the cliniesid youth centres. Its
pioneering work in reaching adolescents is somagtlivat many informants
highlighted in interviews. Many SRHR stakeholddsogoint out that FGAE
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is the only organisation that has worked extengivelth SRHR for
adolescents in the country.

Gender-based violence (GBV) and harmful traditigialktices

» FGAE has some projects in different locations, imiwork in this area does
not appear to be systematic or comprehensive. ddhe efforts appear to be
equal to the great needs of the country.

* Itis not clear to the evaluation team the extenwvhich the community based
reproductive health agents have the capacity @atedeng-lasting attitude and
behavioural change in the areas where harmfultiomdil practices are well
entrenched.

Income-generating activities and SRHR
» FGAE has a number of projects where income-gemgraé#ictivities are
integrated with SRHR activities, for example thenoounity conversation
projects. However, the need for more projects tlkese was highlighted in
interviews with commercial sex workers and othés.pointed out by these
women, SRHR information is not enough to address firoblems; they also
need assistance to change their whole life sitnatio

Training
* Quite a few partner organisations pointed out @d#tough FGAE is very
strong in service provision, its role is not asque now as it used to be, and
that its competence could be even better useceyf #iso strengthened their
training programmes for other stakeholders.

Assessing effectiveness

After having looked at the relevance of services,will look into three different
aspects of effectiveness. These are:

» Client satisfaction and profile of clients

* The network of community based reproductive heajtnts

* The network of peer service providers and the yoatitres.

Client satisfaction and profile of clients

FGAE's clinical services are provided in their gtatrban clinics, and to a limited
extent, in their rural outreach sites. The staliltias offer a wider range of services,
whereas the monthly outreach visits mainly focustle supervision of community
based reproductive health agents and provisionjettiable contraceptives and pills.

In the clinics we visited, there was a steady ftvelients coming for services. In our
exit interviews, all clients were very satisfiedthvithe quality of services citing
specifically staff friendliness, short waiting tisjyeand high technical quality. AlImost
all would return for future services and recommértd friends. The only exception
to the general satisfaction among the clients cfiom a focus group discussion with
a group of street children in Bahir Dar. They féiat for general medical care,
diagnosis and treatment could be indifferent. Thepyorted that their complaints
were not taken seriously, that they were not exathend tested thoroughly, and thus

26



not treated appropriately. Some said that they laént to private-for-profit providers,
who diagnosed and treated them effectively.

The majority of users used 30 minutes or lessaeetrto the clinic and came by foot.
Most came for contraceptive services. On avera@¥ Were men, and the age range
varied from age 12 to 80, however including onlye3sons under the age of 18.

The network of community based reproductive health agents

Community based reproductive health agents areoperns the rural areas, who are
selected by their communities and trained and suget by FGAE. Their role is to

distribute pills and condoms, educate and senguewple in their communities to
SRHR, and refer clients to the clinics.

Many stakeholders highlighted the importance ofngofrom door to door in the
countryside, and compared this with the governnsem¢alth posts, where the health
agents ‘just sit and wait . In areas where health seeking behaviour is lonied
trust with public institutions is low, the FGAE appch generally results in more
clients using contraceptive services.

In one interview with a local government officersaussing the approach of FGAE
and the quality of the government services, it 8aid that:

‘The government health post is not always opemfadl sudden it will close
down for 4 months. | am sure that FGAE reaches rpeople in that single
day every month than we do during the whole momtiné same place’.

The network of peer service providers and the youth centres

Peer service providers are generally younger th@mnwunity based reproductive
health agents, based in urban areas and attactieel youth centres.

The youth centres run by FGAE have a good reputatinong key stakeholders, and
offer a range of recreational activities such #&salies, movie shows, music and
drama activities. We observed two government ygatiires in Dire Dawa, and noted
that equipment and attendance was substantialtgrbat the FGAE Youth Centre.

The peer service providers attached to the youtire® generally seem to carry out
impressible amounts of volunteer work. In one graangerviewed, the young

volunteers worked 2-3 hours a day, 4-5 days a wieekvever, we observed some
areas for potential improvement:

1) The link between the youth centres and the clingslices seems to be
strong in most of the places we have visited. Is Wwawever not completely
clear if this was also the case in Dire Dawa. Theeewere told by several
persons that it was very hard to convince the yatitihe Youth Centre to also
take part of IEC/BCC information or SRHR clinicargices. Statistics from
the attached Youth Clinic in Dire Dawa also shouat timost of their clients are
married, whereas most people coming to the Youthtr€eare unmarried. This
confirms the impression that links between the taight not be as strong as
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2)

3)

4)

they could be. One potential reason for this cdaddhat the Youth Clinic in
Dire Dawa also attracts and accepts a large nuofben-youth.

There seems to be a general lack of youth ownerghigelation to both the
youth centres and the programmes run by the peeiceeroviders. Groups
of peer service providers at most sites visitedesged dissatisfaction that the
planning and decision processes were not transpdhan they did not have a
substantive role in planning activities, and thtff did not recognise and
appreciate their hard work. The peer service plerg did not appear to
reflect the diversity to be found among young peopl terms of age,
educational status, or occupation. Users of théahycentres appeared to be
predominantly older males. At one youth centre, flain room was locked
and in disrepair - thus of little functional use users. Street children who
were users of the adjacent youth-friendly clinicevanaware of the existence
of the youth centre. Libraries are a common featfr most of the youth
centres, but naturally only appeal to certain gsooifoyouth.

There seems to be no‘voluntary career path within the organisation,

where the volunteers would gain more influence auwae and be able to

develop themselves within the organisation. Thislikely to decrease

sustainability of the volunteer work, as the vokers will probably stay a
shorter time in the organisation. This was in fe@bfirmed in an interview

with one of the branch managers, who said thanhthenal volunteer time in

the organisations was only 2 years, and that this preferred by the staff as
the volunteers ‘turned to demandirig after that time.

Peer service providers also complained about lackransport (too few
bicycles and bicycles of poor quality), inadequatenthly re-imbursements

for public transport and_ insufficient ongoing triaigp after the first
introduction.

To the left, boys watching a movie at the Youthtt@ean Dire Dawa. To the right,
boys reading in the library at the same youth centr
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FGAE — added value or duplicating other’s work?

The questions of effectiveness and relevance arearg interesting if services are
provided in an environment where another providesfiering the same services. The
core questions here are therefore what alternativeghere to FGAE services and
why do people choose or choose not to come for F&&kEices.

The alternatives in the areas we have visited laeegbvernment health posts and
centres. In the urban areas, there are also di@&D’'s and private-for-profit
providers. All clients interviewed at the exit intews knew about alternative
providers, but said that they prefered the FGAEvises for various reasons. The
family planning services offered by the governmard free, but clients pointed out
the following limitations of the government sensce

» Poor and irregular supplies; limited range of cacéptives.

» Shortage of staff; irregular schedule (sometimesabfor extended periods).
* Unfriendly approach to clients

» Overload of clients and long waiting hours

e Anonymity compromised

When asked about the importance of distance foir théecision, all clients
interviewed at the outreach site said that distamas important for their decision,
whereas only 13% of those interviewed at the stingcs said the same. This is an
indication that the outreach sites serve peopla miore limited access to SRH care
than the static clinics, and/ or that the outresitds serve people with less time and
money for long transportation for health care.

How are the activities coordinated on the grounéfdgally, there seemed to be very
good coordination between the NGOs and the govemhmghe only case of
duplication we heard of was due to the recentlypédied government initiative with
Health Extension Workers in the rural areas. Theeganent has in a short time
trained and hired 10 000 Health Extension Workerthe rural communities, without
sufficient coordination with the operating NGOsheTlack of coordination has caused
problems and confusion for FGAE volunteers in sa@ameas. There are also questions
concerning the quality and training of the Healtktelasion Workers. The lack of
coordination is now being addressed by the goventraed FGAE, who hopes that
the new government initiative will prove sustainailwithin some years, so that
FGAE can shift its focus to other areas of workhe rural areas. This is anticipated
in the Strategic Plan for 2005-2009, where FGAEnds to withdraw from many
rural sites to re-focus its community-based preseirc an alternative manner.
However, as the government’s initiative is stillthe initial phase, it is not clear how
it will develop and whether it will be implementad intended.
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Chapter 6. Reaching Poor and Vulnerable Groups

In this chapter we look at how well FGAE reachesrpand vulnerable groups with
its services and advocacy effotts.

People with low income and low education

The general conclusion when analysing the data ftmopia is that FGAE reaches
out to many people with low incomes, and that thisspecially the case in the rural
areas. A complete assessment of the socio-econstaias of the clients is not
possible for us to make. From what we have undedstthere is no collection of
socio-economic information from the clients.

Below we present some of the data from our exiérinews. The data has to be
interpreted with great care. Our sample of intergies small, and in Ethiopia our

outreach sample comes from only one outreach Aitgon-representative sample of
certain age groups might affect the outcomes iromamt ways. There are differences
in poverty levels between the districts, that dffbe national statistics derived from
the Ethiopia Demographic and Health Survey, EDH8e T™ata only indicates

potential interesting areas to investigate further.

Table 4. Level of completed education among respoadts to exit interviews in
Ethiopia.

None/ 4year |2year 2 year 2 year Higher No of
preschool| primary | lower upper post education |observations
secondary | secondary| secondary
Static
clinics
15% 13% 15% 15% 33% 9% 45
Outreach
site 67% 22% 7% 4% 0% 0% 27

As Table 4 shows above, nearly 70% of the useiseadutreach site had no formal
education, whereas only 15% of the clients at thtcsclinics fell into the same
category. At the other end, no one at the outreaolt had a post-secondary
education or a higher education, whereas at tlie stanics more than 30% had post-
secondary education and nearly 10% had higher &daca

If we compare this data with 2005 EDHS, we find fiblowing:

19 All comparisions with national statistics in tlisapter comes from the Ethiopia Demographic and
Health Survey 2005.
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» Of the population in the lowest wealth quintile 84f the women and 73% of
the men lack formal education, whereas 38% of tben@n and 24% of the
men in the highest quintile of the population falio the same category. Of
the clients we interviewed in the static, urbamich, 15% lack formal
education. In the countryside it is 67%. Hence,uh#n clients we have met
have far better education levels than the highestity quintile in the country.
If we look at the rural clients we interviewed, yhiead substantially higher
levels of education than the poorest groups inespci

» Of the population in the lowest quintile of the pdadion, 0% have more than
secondary education, whereas 3% of the women anaf6#e men in the
highest quintile fall into the same category. Of thterviewed urban clients,
33% have a post secondary education and 9% hanghereducation. Hence,
also here they show far higher levels of educalewels than the top wealth
quintile of the country. Turning our eyes to theatwclients, they show the
same figures as the lowest wealth quintile.

* If one looks at the DHS data divided into the ruatl urban population, 31%
of the urban women and 16% of the urban men lackdbeducation, whereas
73% of the rural women and 57% of the rural mehiféb the same category.
Repeating our data from above, 15% of the urbantdiwe have interviewed
lack education, whereas 67% of the rural clienlisifiédo the same category.
These data also show that when separating the wbdrnrural population,
especially the urban clients seem to be very mtteboff than the average
urban population. (Especially when taking into ¢desation that only 12% of
our urban respondants were male.)

* The picture is confirmed when looking at higher @ation. 4% of the urban
women have more than secondary education and 8ke afrban men. Of the
rural population it is 0%. In our sample, 33% af tlients at the urban, static
clinics have a post secondary education and 9%eshthigher education. At
the outreach clinic, it is 0%.

So, we see that the urban services reach someepetplare very poor in an absolute

sense, looking at the education dimension. 3 did@ no education at all, or only 4

years of primary school education. But the servales seem to reach some people
who are quite well off in an absolute sense. 4 @fpérsons have a post-secondary
education. We also see that the urban clients egado not belong to the poorest

urban groups; in fact they are relatively seenbkiter off than most urban people.

Hence, the picture of the urban clients is mixed.

Turning our eyes to the rural services, we seettieggt reach a lot of people who are
very poor in an absolute sense, looking at the &tthrt dimension. 7 of 10 have no
education at all. This is clearly a very poor antherable group of people, especially
exposed to SRHR problems.

Apart from education levels, we have other indicatof socio-economic status.
Below you find Table 5, showing the reported ocdigpe of the clients in Ethiopia.
The picture confirms the education data. In theanrbtatic clinics, there is a wide
range of occupations. At least 40% seem to be quaié off when judging by their
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occupations. Opticians, book store owners or phasts&acan hardly be among the
income poorest in a society. In the rural areaspm® has employment outside the
home.

Table 5. Occupations of clients in Ethiopia, from xit interviews.

OCCUPATIONS AT STATIC CLINICS
Housewives, not employed 40%
Cleaner, maid 5%
Petty trader, construction worker 5%
Student 13%
Employed businessmen 15%
Own business 15%
Optician, pharmacist, secretary 8%
Total number of observations 40
OCCUPATIONS AT OUTREACH SITE
Housewives and farmers 100%
Total number of observations 27

We also have data on a number of assets. Tabll® peesents the data from
Ethiopia. Again we see large differences betweerotiireach site and the static
clincs. There are also many indicators of absqoteerty, for example none of the
people from the outreach site has piped water anshe has a radio. Everyone at the
outreach site has grass roofs, natural floor, aséswnade of mud and poles. Even in
the static clinics, half of the clients have nalt@iors and walls made of mud and

poles.

Turning to the picture of relative poverty, compariwith the DHS data, we find the
following:

* Ninety percent of the urban population have somed@iped water and 13%
of the rural population. Of our informants, 96%lo¢ urban clients have piped
water compared to none of the rural clients.

* Twelve percent of the urban population and 70%hefrural population have
no toilet, i.e. use the bush/ field,. In our sam@® of the urban clients and
none of the rural fell into the same category.

» Forty six percent of the urban population haveheaand or dung as flooring
material, compared to 98% of the rural populationour sample, 50% of the
urban clients has a natural floor, and 100% ofrtinal clients.

* 76% of the urban population owns a radio, as coathéw 27% of the rural
population. Of our interviewees, the urban figue@&9% and the rural figure is
0%.

The relative picture here is a bit mixed, but gatigrthe urban clients are better off

than the average urban population, and the rurpulption is worse off (with the
exception of the toilet).
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Table 8. Assets as an indication of poverty statudata from exit interviews in

Ethiopia
Asset Alternative Outreach | Static
Number of observations 27 46
Drinking water Water from open well 26% 0%
Water from well 0% 0%
Water from borehole 15% 0%
Surface water 0% 0%
Rainwater 59% 0%
Other source 0% 2%
Piped water 0% 96%
NA 0% 2%
Toilet facility No / bush / field 0% 2%
Pit toilet / latrine 100% 85%
Septic tank / modern 0% 11%
NA 0% 2%
Radio No radio 100% 2%
Have radio 0% 89%
NA 0% 9%
Roof Grass 100% 0%
Plastic sheet 0% 0%
Iron sheets 0% 89%
Tiles 0% 2%
NA 0% 9%
Floor Natural floor 100% 50%
Finished floor 0% 43%
NA 0% 7%
Walls Grass 0% 0%
Mud and pole 100% 52%
Unburnt bricks 0% 9%
Burnt bricks with mud 0% 0%
Cement 0% 20%
Other 0% 7%
NA 0% 13%
Housing Rent 0% 61%
Own 100% 30%
Dont know 0% 4%
NA 0% 4%

So, our limited sample of exit interviewes indicatkat:

Many of the clients in the rural outreach sites \aeey poor in an absolute
sense. Relatively seen, they are sometimes slipletigr off than the average
rural population, and sometimes slightly worse off.

Some of the clients in the urban static clientsparer, and some are quite well
off, in an absolute sense. In a relative sensey #eem to be far better
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educated and have better socio-economic status tiranaverage urban
population.

* There are large differences between the statigcsliand the outreach sites,
with a strikingly larger share of poor people resttlat the later.

This picture is confirmed in interviews with staff the member associations. Many
point out that it is in the outreaches that the npoe®r and the really poor people are
reached. In some branch clinics we heard storEmitasome better-off clients

attending because of the higher quality of serviéelogical question then is whether
some or a few of the clients coming to the branatios would actually be able to

afford non-subsidised private services. The pictsingot clear and is not possible for
us to analyse fully. We were told in Ethiopia thgo the relative ‘middle class’ earns
so little that they would not be able to affordeatiative quality services. When
discussing possible cross-financing with senior ag@ment staff in Ethiopia, we also
heard insightful arguments about the danger ofnfpsihe NGO image of the

organisation, which might lead to a loss of poatents. Practically, it might also be

difficult to administer different fees for variougroups of clients. Hence, we
understand that this is a delicate balance to wdikre there are many different
considerations.

Additionally, it was clear that many governmentiadfs and SRHR stakeholders,
acknowledged FGAE for its outreach services to pnorl areas. FGAE is seen as a
pioneer in this approach. The community based ceprtive health agents have
served as a model for other government initiateugs NGOs.

Fees

FGAE operates a modest fee structure which is densd fair by most beneficiaries

and one that even the poor people can afford.stofifees is not posted at the clinics;
small amounts are charged for each procedure &cf.test or examination. The lack
of a publicly available list was not cited to beolplematic by users. We were

informed that the level of service fees is revieves@ry two years and is based on
information gained from feasibility and affordabjlistudies commissioned by FGAE

and carried out by external consultants.

People who cannot pay for care are not deniedcEsviWhether a person can pay is
determined during the face-to-face encounter withdervice provider. Community
based reproductive health agents and peer servaedprs are instructed to tell
people wishing to attend clinics that no one whedseservices and cannot afford
them will be turned away. However, it is up to Hesvice provider to decide whether
to extend an exemption to a user. There do noeapf be explicit exemption
criteria and it is recognised that users’ ability gay is seasonal; at times, many
people will not have funds. It was reported thatvise providers do not have
difficulties in determining who qualifies for exemmgns.

The exemption criteria that community based repctide health agents and peer
service providers can use with regard to the prowisf pills and condoms are not
clear. Peer service providers in one youth ceméqeorted that they were not allowed
to exempt poor people from paying for condoms aifid. @he evaluation team was
told by a staff member that exemption always memablems with accounting and
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reporting to their supervisor, and that there waswvay in practice to know whether
these clients existed in real life or not. Henbe, peer service providers had to either
account for money paid or be able to show the tdieim practice, they interpreted
this as not being allowed to exempt poor people.

Young people

As with community based distribution, FGAE was itléed by key informants in
government, NGOs, and international agencies amfdvst established and set the
standards for how youth friendly services should daesigned and run. Other
organisations and institutions turn to FGAE to jdevtechnical assistance, guidelines,
and training when developing their own youth frigngkrvices.

A systematic review of FGAE’s service statisticsswat undertaken and we have not
been able to ascertain how many young people FGa#sEskrved in its clinics. We
note that VCT services provided in a manner thaceessible to young people are an
important part FGAE’s service package. Serviaisics at Bahir Dar show an
increasing number of young people attending for V€liice the youth-friendly
services started. Young people account for apprateim one-third of the VCT
attendances. A ‘snapshot’ look at one month’ssties found that over a quarter of
these were in the age group 15 — 19.

It is clear that FGAE reaches out to many young@es who have no other youth-
friendly services available.

Specific vulnerable groups

A positive picture

* FGAE has a working relationship with the Forum &ireet Children in many of
the sites visited. FGAE provides the SRH and gdnaedical care for children
referred to its clinics by the Forum. Users saiel 8RH and VCT services there
were welcoming and friendly although complaints eveeard about the general
medical care received as discussed in Chapter 5.

* FGAE has started some home - based care actifotigeeople living with AIDS
which beneficiaries find very supportive. Howevaympared to family planning,
FGAE’s work in HIV/AIDS is recent and their specifiole remains to be mapped
out in the future.

An incomplete picture

* SRHR covers a wider range of issues than familgrpteg and HIV/AIDS. In the
Ethiopian context, this also includes gender-basel@énce, female genital cutting,
early marriage, and women’s autonomy in making siens which affect their
SRH. Young people, especially young girls, arengtdble in these situations.
Young married women are often unable to make dmwssiegarding their family
size, contraceptive choice, and use of househslulrees for health services. The
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evaluation team saw and heard of individual progettivities related to these
issues, for example the services provided to rapevers in Addis Abeba and
also an advocacy project on early marriage in theh&ra region. However, we
did not find FGAE to be working extensively withete issues at the sites visited.
Moreover, when talking to local stakeholders, FG#Bs not identified as an
organisation working with these issues. Discussimg with FGAE, they agreed
with our conclusion. They pointed out that the nBccommunity-based services
is still very large, and that their resources aot¢ sufficient to cover all the
different SRHR areas in the country. However, thksp wanted to highlight that
they work together with some partner organisatis&n it comes to some of
these issues.

* We noted the absence of activities among grougsvthavould consider to have
high SRHR needs e.g. the military, people livingnal trucking routes, refugees,
and people living near refugee settlements. We atged that FGAE does not
work in all of the country’s 11 regions; there are services in Afar, Beni-
Shangul, or Gambela. In Somali, there is only atlyocentre. These are
recognised as very remote areas that are undezesbywgovernment and NGOs.

Conclusion

FGAE reaches many poor and vulnerable groups, edlyeic the outreach sites. Of
the vulnerable groups, they reach especially thengo Other groups, such as
commercial sex workers and street children, agetad in specific projects.

It is clear that the rural outreaches reach peopje to a much higher extent than the
urban clinics. However, it is important to pointtdhat the urban clinics do reach
poor people too, and that also the relatively Ipatte urban citizens often cannot
afford alternative quality services. Hence, alse thban clinics reach people who
would otherwise have no access to SRHR serviceseMer, it might be useful to
collect some sort of data on poverty indicatorgrfribie clients, for a more systematic
picture of the clientele at different clinics.

When asked about the criteria for selecting outresites, the common answer was
that the selection was made in cooperation withidbal government administration,
and that they selected under-served areas andatioloavhich would be accessible
for as many people as possible. Poverty was neeatiamed specifically. However,
taking the pattern of poverty of Ethiopia into agof targeting under-served, rural
and remote areas is a way of explicitly targetihng poorest and most vulnerable
groups in society.

When looking at how well FGAE targets different gps, it is important to point out
that a specific organisation with limited financi@sources cannot be expected to
cover every group and every need there is. Notiegateas in which they do not work
does not necessarily mean a recommendation to etiwbose areas.
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To the left, playing children close to an outreate in a village outside Dire Dawa.
To the right, community leaders telling about threljpems of harmful traditional
practices in their community outside Harar
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Chapter 7. Observations and Recommendations

Image and staff

FGAE is recognised as the pioneer organisation féonily planning in
Ethiopia and is generally seen as an influentie¢dible organisation. It is
acknowledged for reaching further out in rural ard@an other providers and
for providing services to adolescents to a greaxéent than other providers.
Its credibility is proven by its good relations amény partnerships with other
NGO’s and with the government.

There seems to be a gender imbalance in the oejems with top
management staff positions largely filled by memjlevmany of the clinical
staff and volunteers are women.

Recommendation: FGAE should consider affirmative action initisgsr to get more
women into the organisation at all levels.

Advocacy

FGAE is credited with having influenced the poliepvironment through
advocacy initatives, for example in relation to trexent changes of the
legislation on abortion.

Some partner organisations would like FGAE to speik a stronger voice,
especially on controversial issues.

Beneficiaries expressed some negative opinionstahedEC/BCC materials
and considered them to be poorly designed for icegr@ups of people.

Recommendation: FGAE should review its IEC/BCC materials to makeeghat they
are attractive and effective in reaching out tofelént target groups, such as
adolescents and those who do not read.

Relevance

FGAE offers a full range of contraceptive servicasd is the only SRHR
provider in Ethiopia that does so. They have a waiwge of clinical and other
services, varying with the local need and situati&thiopia is a highly
decentralised country and hence, FGAE’s servicgeapto be less uniform
than the other countries visited for this evaluatio

Beneficiaries and stakeholders are generally vatigfseed with the range of
services provided by FGAE. When suggestions of gearare made, they
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generally refer to new and expanded services raftlaer changing the focus of
the present services. Hence, we conclude that @&HB-activities are very
relevant to the country needs.

 Among the areas of possible strengthening/ exparaie: abortion services,
safe motherhood services in the rural areas, leng-tontraceptive methods
in the rural areas, information about and demanefieergency contraception,
expansion of training programmes for other stakaddrsl expansion of
income-generating activities, strengthening of gregrammes on gender-
based violence and harmful traditional practices] atroduction of mobile
VCT.

Recommendation: FGAE should consider adding a wider range of chiservices
in all the outreach sites, unless this conflictshwthe government’'s Health Service
Extension Package.

Recommendation: FGAE should make emergency contraception bettewknby
providers, clinic attenders, and the public, sottheamand is increased.

Recommendation: FGAE should be careful when expanding its HIV/AH28Vvities,
to ensure that they are well coordinated with tiaéional and local responses. FGAE
may want to consider what its niche is in the coustiight against HIV/AIDS.

Recommendation: FGAE should consider expanding its training pragraes to
other service providers, as a means of further sifisancing services for poor
people.

Effectiveness

* From what we have seen, client satisfaction withlity of services is very
high. The good quality of care is commonly citechasason to choose FGAE,
both among beneficiaries and stakeholders.

* FGAE’s network of volunteers, i.e. the communityséad reproductive health
agents and the peer service providers, carry eutnidgor part of their outreach
work and increase the effectiveness of the orgtiaisaHowever, there are
some challenges to overcome in order to furtherravg the effectiveness.
Among the challenges pointed out in this evaluataye: lack of youth
involvement, and lack of transport, training anéfisent re-imbursement.

Recommendation: FGAE should improve youth participation in the mimg of the
youth centres and in the design of the programnfig®er service providers, as well
as in the organisation as a whole. A review of finegrammes for peer service
providers should be carried out, so that problemthwransports, re-imbursements
and training are addressed.
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Recommendation: FGAE should review the youth centres to ensureabtwvities are
designed for the wide range of youth who couldnatt&pecial efforts should be made
to attract more young teenage girls to the centres.

Recommendation: When expanding the provision of maternal healtte ¢a include
deliveries, FGAE should make sure that their atési are well coordinated in a
continuum of care at the local level. It is espégiamportant that the ante-natal
activities are linked to the provider who will bé&mthe mother at delivery.

Reaching poor and vulnerable groups

* FGAE reaches out to many poor and vulnerable peapie they do so better
than most other providers of SRHR services. Thetwork of community
based reproductive health agents reach poor amenaldle people in the rural
areas, including women with little control over th&RH decisions and
vulnerable to harmful traditional practices. Thetwak of peer service
providers reaches adolescents in the urban areaspevides them with
access to contraceptives and information, that Wayld not get otherwise. In
some locations, the network of peer service progidalso target street
children and commercial sex workers, through vadard recruited from these
groups.

» The rural outreach clinics reach poorer people thanbranch clinics, which
also attract some better-off persons. However, nwdrhe clients coming to
FGAE in the urban areas would not be able to afédternative quality SRHR
services. The urban clinics also target certaimen@ble groups, such as street
children and commercial sex workers.

In order to increase effectiveness in reaching paod vulnerable groups, FGAE

should consider collecting data on poverty indicatbrom their clients, to facilitate
more systematic analysis and comparision betweiggreint service delivery points.
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Annex 1. List of Interviews and Observations

SRHR national stakeholders, Addis Abeba

Dr. Atnafu Setegn, Family Planning Team Leader iMig of Health

Ms. Roman Tesfaye, Head Policy and Strategy Impteatien Ministry of Women's Affairs
Ms. Genet Mengistu National Office of Population
Ms. Ato Tesfaye, Coordinator Youth Policy Ministof Youth and Sport
Mr. Asrat Kelemework, Project Coordinator HAPCO

Dr Teo Pas Royal Netherlands Embassy
Mr. Seifu Admasu, Programme Coordinator Tesfadmmin of Hope

Mr Aklilu Kidane Miz-Hasab Research
Foundation

Yemeserach Belayneh, Programme Coordinator Paéi@rddation
Getachew Bekele Marie Stopes

W/ro Tsegie Family Health International
Mr Seifu Tadesse, DME Advisor CARE

Dr Kidane Ghebrekidan UNFPA

W/ro Saba Kidanemariam, Country Director IPAS

Dr Solomon and Dr Beyeberu ENGENDERHEALTH

Mr Megistu Asnake, Dep. Country Representative ARINDER

Mr. Andrew Pillor, Director DKT

Mr. Mirgissa Kaba, Programme Officer HIV/ AIDS UGBIEF

Dr. Alemach Teklehaimanot, Project Officer, Healtid

Nutrition UNICEF

Ms Tigest Alemu, Executive Director and Ms Zewditebede,

Technical Support Manager CORHA

Dr Getinet Tadele, Department of Sociology Addizeha University

National level FGAE staff and board members in Adds Abeba

Mr Amare Bedada, Executive Director, 10 male

and 5 female staff members also present.

Meeting with the national board, 1 woman and 1 man
Mr Fekadu Chala, Programme Director

Molla, Youth Coordinator

Ato Tesfaye, Coordinator of Youth Policy

Dr Asefa, Head HIV/AIDS

Local FGAE staff and volunteers

Mr Lebagha Sub-branch Manager Dire Dawa
Mr. Kaleb Getachew, Youth Counselor, Youth Clinic Dire Dawa
Ms Aster Tikehun, Nurse, Youth Clinic Dire Dawa
Menbere, Nurse, Youth Clinic Dire Dawa
Sr Tizida Aservesea, Midwife, Dechatu Clinic Dibawa
Fisseka Melaku, Negash Seifu, Yeshi Sebeko, Branch

Management Committee, Eastern Branch. Harar
Mr. Alemayehu Belachew, Branch manager Harar

Mr Mesfin Asefa, Head nurse, Model Clinic Harar
Chair of Executive Committee, Eastern Branch Harar
Sr. Hidaya Jami, Midwife, Model Clinic Harar

Mr Ababa Kirkos, Youth Centre Head, Kirkos Youthnte Addis Abeba
Health Officer and Head, Ferensey Model Youth Gentr ~ Addis Abeba
Head, Sheger Youth Centre Addis Ababa
Worku Eshetu, Planning and Programme Coordinator,
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Bahir Dar Clinic

Dr. Beleta Tafesse, Model Clinica Head
Mekvvda Worknem, Lab Technician

Yenework Amera, Druggist

Bizunesh Tessema, Clinical Nurse,

Yalemferie Asefa, Nurse Counsellor,

Genet Zemenu, Senior Nurse, Bahir Dar Clinic
Nurse, Youth Clinic Head, Bahir Dar Youth Clinic
Mr Kassahun Shiferaw, branch manager

Staff meeting, 10 persons present

Nurse at outreach post, Safe Motherhood Programme
4 board members and 6 volunteers

Providers of non-clinical FGAE services

Group of 5 female peer service providers

Female CBRHA at outreach site.

2 Contact Women/ Traditional Birth Attendants, llena
CBRHA.

Peer service providers, 3 girls and 1 boy

1 male home-based care volunteer

1 female CBRHA in the Kebele of Handa

3 CBRHAs at Tis Abay Health station

4 peer service providers

5 female and 3 male peer service providers

6 male CBRHAs

1 female CBRHA in Wetete Village

2 traditional birth attendants

Shashemane, Project Manager of Home-Based Care
Programme

Users of non-clinical FGAE services

Participants in a Community Conversation session,
15 women & 4 men.

1 female user of CBRHA services

3 beneficiaries of home-based care

1 male beneficiary of home-based care

Chairman and 2 members of Women'’s Association
Husband and wife who delivered twins

3 beneficiaries of the home-based care programme
3 beneficiaries of the home-based care programme
1 female beneficiary of home-based care programme
1 commercial sex worker

6 commercial sex workers

Users of clinical FGAE services

73 exit interviews with clients from clinics,
in Awasa, Bahir Dar, Hara, Dire Dawa, Addis Abebd a
Mamana.

Non-users of FGAE services

14 girls, age 15-18, at the Forum for Street Chitdr
15 commercial sex workers

9 married young women

10 unmarried young women

5 children 12-18 at the government youth centre

Bahir Dar
Bahir Dar
Bahir Dar
Bahir Dar
Bahir Dar
Bahir Dar
Batar
alir Dar
Nazareth
Nazareth
Awasa
Awasa

Harar
Harar
Dire Dawa

Dire Baw
Nazareth
Bahir Dar
Bahir Dar
Bahir Dar
Bahir D
Bahir Dar
Bahir Dar
Awasa

Awasa

Harar
Dire Dawa
Nazareth
Nazareth
Aawas
Awasa
wasa
wasa
Awasa
Bahir Dar
Bahir Dar

Bahir Dar
Bahir Dar
Bahir Dar
Bahir Dar
re Diawa
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Community leaders, local government, alternative poviders

Dr. Tsegerada, Head, Regional Health Bureau Daed
Mr. Solomon Aliyu, Ministry of Youth and Sport Bihawa
Sr. Tewabech Zewde, Head, Maristopes clinic DisevB
Mr Abebe Mekonna, Manager, Yerusalem Dire Dawa
Ms Mekete Faris, Deputy Project Manager and
Mr Selamamit Muleta, Health Officer, Forum for
Street Children Dire Dawa
Getnet Mekonin, President, Tesfagod/ Dawn of Hope  Dire Dawa
Ms Lemlem Bezabih, HAPCO Dire Dawa
Sr. Selamawit, midwife, Sabian Government Healthttée Dire Dawa
Health assistant, Lege Birra Government Health Post  Dire Dawa
Atio Desalegn, Marie Stopes Bahir Dar
Ato Getaneh, HAPCO Bahir Dar
Antenen Gelaye, Project Manager, CARE Bahir Dar
Eleni, Project Coordinator, Forum for Street Clelur Bahir Dar
Tesfahun Wondie, Project Coordinator, Adeet project Bahir Dar
Milkeyas Tabor, Bahir Dar City Health Bureau Head Bahir Dar
6 male village elders in Mananna Awasa
Ministry of Health Awasa
Tizet Alam, Umbrella Awasa
Mrs. Pinna, OSSA Awasa
Dr Ayenlisu, Addis Abeba Fistula Hospital Addis &ia
Observations of FGAE clinics and youth centres
Harar Model Clinic and Youth Centre Harar
Dire Dawa Youth Clinic Dire Dawa
Dechatu clinic Dire Dawa
Chiro clinic Chiro
Ferensey Model Youth Centre Addis Abeba
Sheger Youth Centre Addis Abeba
Bahir Dar Youth Centre Bahir Dar
Bahir Dar Youth Clinic Bahir Dar
Bahir Dar Model Clinic Bahir Dar
Tis Abay Health Post Bahir Dar
Awasa Clinic Awasa
Observations of FGAE non-clinical activities
e 2 home visits under the home-based care programme  Nazareth
e Outreach activity for commercial sex workers Bdbar

Observations of government and NGO clinics and youtcentres

* Sabian Government Health Centre Dire Dawa
» Lege Birra Government Health Centre Dire Dawa
* 2 government Youth Centres Dire Dawa
» Fistula Hospital Addis Abeba
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Annex 1 for the Whole Report.
Data Collection Instruments

Below you find the data collection instrumentsttoe field work, however slightly modified
for each country context.

MA national level

Date, time, place:
Interviewer/s:
Person/ group interviewed:

Core information:

* Toinform them about the evaluation and to intredaar team.

» Information about work of MA at country level: aekements, poverty targeting, areas
and issues of specific importance, previous evinatof interest, networks. Focus on
achievementgather than descriptions of their activities.

Introduction

* The interview begins with greetings, introductioesplanation of the project. How we
are going to give feedback to the MA.

* What the work of the MA is about, general proftheief introduction of the various
programmes. Organisational setup — overview ofadiand staff, services and
programmes.

SRHR context
* The SRHR context in the country — main challenges.

Achievements and role of the MA, training

» Whatis the role of the MA as you see it, in théaral context? What do you contribute
with now? How do you differ from other organisas@n

» Among the five A:s, in which area do you think tlgati have achieved most results? Has
there been any examples of failures?

o0 Advocacy

Adolescents

HIV/AIDS

Access.

o Abortion

* What are your strengths and weaknesses? How dthirduyou could make the MA
even more effective?

* How do you decide what you do, how do you set ymals and priorities?

* (Senior management level). History of the presecation of clinics and non-clinical
services. Expansions of new services or closurssruices the past years? Reasons and
strategies behind?

* What measures do you have in place to assure gpaiténtion to gender sensitiveness
and youth sensitiveness?

» Training programmes for field offices, staff andwdeers? Is there specific training on
gender and youth, would you say that the trainiagies a difference in the field?

O OO



Networks and cooperation

» Policy environment in the country, relations to government.

» Which are your key partners in the country, natiamal field levels?
* How are your programmes coordinated with key pasthe

Volunteers and outreach work
» Can you tell us more about the non-clinical outneaork attached to the clinics?

Poverty related questions
» Could you give us more information about your taggeups?
» Do you have special strategies to reach the poarestnost vulnerable groups? How do
you reach them?
0 What are the challenges and problems?
o Do you have statistics concerning target groups?
* Can you tell us about the use of fees in the dihidas there been a discussion in the MA?
Advantages and disadvantages with the present agiPo
0 Strategies and criteria for excemption of the psiba@d most vulnerable
groups?
* How much information do you have from poor peopleally concerning what their
needs and wishes are when it comes to SRHR?
o Do you think that your local clinics meet the deisof the poor locally?
o Could anything be improved?

Some final questions

* Monitoring and evaluation systems. To what extenyalu think you are meeting your
goals and objectives. Previous evaluations.

» s there anything you would like to add? Do youdhany advice for the evaluation?



National level non-MA SRHR actors

Date, time, place:
Interviewer/s:
Person/ group interviewed:

Core information:
o Overview of SRHR situation in the country
o Information about the role and work of the MA, sligocus on advocacy.

Introduction, SRHR context, their own organisation

* The interview begins with greetings, introductioasplanation of the project and why
(s)he has been asked to talk to us, and assuréacemymity. When introducing the
evaluation, we are not mentioning poverty spedificét might be worthwile to explicitly
explain that we are not representatives from IR®Fake them speak more freely.

* What are the most important SRHR issues in thetepumain challenges and problems.

* Which are the key players in the SRHR field in ¢toentry?

* What is your own organisation mainly working witfiiscussion on their specific area of
knowledge, for example HIV/ AIDS).

The role of the MA

* What is the MA contributing with concerning the ianfant SRHR issues mentioned
earlier?

* How do they work with: (are there any particulagtyod and bad examples)

Advocacy

Abortion

Adolescents

HIV/ AIDS

Access

0 Ask for specific examples.

* MA'’s strengths and weaknesses? Is there anythinyylih could improve to be more
effective?

» Has the organisation changed in the recent pastgDagee any positive or negative
development?

O O O0OO0Oo

Networking with the MA
» Do you cooperate with them? What is your experisrdecooperating with them? In
what fora do you cooperate with them?

Poverty targeting

*  Which issues do you think are most important teahehe poorest and most vulnerable
groups in this country? How does your own orgaimsatork with that?

* How well do you think that the MA is targeting theorest and most vulnerable in the
country?

» s there anything they could do to reach out toptherest in a better way?

* To what extent do you think that the activitiested MA is relevant to the needs of poor
people and the socio-economic development of thatcg?

» Do you think that the location of MA clinics makibe&m accessible to the poorest and
most vulnerable groups?

Final questions
» Is there anything you would like to add? Do youéany advice for the evaluation?



Focus group agenda with staff at a clinic

Date, time, place:

Interviewer/s:

Person/ group interviewed:

Core information:

* Overview of services

» Work at service delivery points
* Target groups

e Fees

e Qutreach

Introduction

* The interview begins with greetings and introdutsio

» Brief presentation of the project noting that whhHe evaluation has been commissioned
by funding agencies it is expected to be participatvith input from MA, IPPF.

* The staff may have prepared a presentation oflihie.c If not, the moderator can touch
upon the following questions:

(0]
(0]

(0]

SRHR situation locally
History/size of clinic e.g. number of new patiertisl patients each
month/year
Range of activities
Intended target groups: male/female; in-school@figehool,
married/unmarried; aged groups of adolescentsgevabie group
Who are the beneficiaries?

= Male/female; married/unmarried; in- school/ ousohools; age;

vulnerable groups

Does the clinic collect information about its u§en$ so, what? How is this
information used?
Alternative services available in this area?
How do you select where to schedule outreach et
What are the things that prevent people from usiigyclinic? What things
do they like about the clinic? Which users go @ttkhose clinic/s instead of
yours, and why?
Is there anything that would enable more peoptmotoe here?
Are there any obstacles you face in the providingydare you are expected to
provide?
Do you take fees for your services? If so, descirisluding exemption
mechanism(s)

Do you have any related comments, proposals, stiggeso improve service delivery?



Individual interviews with non-clinical service pro viders/
community based volunteers

Date, time, place:
Interviewer/s:
Person/ group interviewed:

Core information:
» Information about their target groups
* Overview of activities (what kind of, frequency gtdevel of knowledge

Introduction
* The interview begins with greetings, introductioasplanation of the project and why
(s)he has been asked to talk to us, consent, andsaee of anonymity.

Overview of their work

* Could you tell us about the activities you do?
* How long have you been working with this?
* How much time do you spend on it?

» Have you received some training for this?

* Why are you working with this?

* Whatis your place of work?

Target groups: profile and numbers

* Who are the people you mostly work with?

» Are there any special groups that you try to reatth® are they? Why?

 How many do you reach out to, interact with, duringeek? (eg, to how many classes,
how many students were there)

» Are there difficulties reaching certain groupshe tommunity? Why?

* Have you any suggestions on what could be donesithrthe groups that you want to
reach?

Changes and impact

* What happens when you have done ..x..., what do pebjplk of it?

» Are you able to notice changes? (which group)

* Could you tell us what kind of changes you noted?

* Are there also examples of when you have not bbknta get the work done, or when
you were disappointed?

* Is it more common that you get disappointed withhe@roups?

Support

* What kind of support do you get in your work?

* What supplies do you need?

» Are there any problems in getting supplies?

* How do you work together with the MA clinical staffDo you refer clients to the clinic.)
» Is there anything that could be done better byclimic?

Final questions
* What are the key challenges/problems regarding SRHRe community?
» s there anything else you would like to tell upat?



Individual interviews with community leaders and ot her non-
MA SRHR actors at branch level

Date, time, place:
Interviewer/s:

Core information:

* Local SRHR context

» Poverty outreach — how is it, what could be imprbve
* Quality of services

Introduction

* The interview begins with greetings, introductioasplanation of the project and why
(s)he has been asked to talk to us, consent, andsaee of anonymity. When
introducing the evaluation, we are not mentioningguty specifically.

» The first question is to help make the interviewemfortable and could ask whether (s)
he has been working in the field of SRHR for someet

Local SRHR situation

* What are the most important SRHR issues in thia aoev? How is your organisation
working with these issues?

» Who are the most important organisations in tlaklft WWhat services are available in the
area? What is your perceptions of these services?

Structure of poverty in the local area
» Canyou tell us a bit about where poor people im¢bmmunity live?

Perception of quality of MA
* Views of the MA activities
* How is the MA meeting the local SRHR needs?
» What are the MA strengths and weaknesses? What twey do different/ better?
* Does/ how does the MA work with other groups/oigations? Do they work with your
organisation? If so, what is your view on that cerggion?
» Is the MA/branch reaching out to meet groups witbctal SRHR needs? If so,
Who
What
How
When
0o Where
» Do poor people or vulnerable groups (specify grappropriate to the local area) use the
MA/branch services or participate in their acte@? If so,
o Who
What
How
When
Where

Oo0oOo0o

Oo0Oo0o

Final question
* Anything else you would like to comment on? Thafttgaking their time.



Exit interviews with clinical service users

Date, time, place:
Interviewer/s:
Male/ female:

Core information:

Why clients use this clinic service
Whether satisfied
Poverty status

Introduction

Before the interview, the interviewer should bespraed to the person to be interviewed
S0 as to establish that the interviewer is at timcowith the clinic’s permission.

The interview begins with greetings, introductioasplanation of the project and why
(s)he has been asked to talk to us, consent, andsaee of anonymityt consent is not
given, end the discussiorMake sure the interviewee is comfortable, i.e.s¥sitting
comfortably and can be confident that s(he) will Iv® overheard by others.

Access

The first question is to put the clinic user ateeasd could ask whether (s) he lives close
to the clinic. Followed by questions about how éshtavelled to the clinic and how long
it took.

Do you live close to this clinic?
How long did it take you to travel here?

Perception of services used
In a conversational manner, the interviewer shaslk

Is this the first time you have come to the clinic?
Ask in a culturally sensitive manner: Why did you come to the clinic? (the reason may
be one of the following

o Contraceptive service
VCT
Other STIs
Other SRH medical service
Immunisation
Minor non-SRH medical service
Information/counselling
Other (specify)

O O0OO0OO0OO0OO0OO0o

Were you able to get the service/ help/ informagion came for?
Overall, would you say you were satisfied with yaisit to the facility today or were
you dissatisfied with your visit today?
0 Yes/no/ Why? (comment)
0 Invite comments on:
= Staff friendliness
= Secure that what was told to the providers herkbgikept
confidential
=  Waiting time
* Need to pay fees or “gifts” for contraceptives/drug
= Other

Do you think you will return to this clinic?



* Were there other places you could have gone tthi®problem? If so, why did you
decide to come here?
*  Would you recommend this clinic to a friend who dee similar help?

Personal profile

» Can you tell me how old you are?

e Are you currently going to school?

» Whatis the last year of your completed studies?
o None/preschool

4 yr primary

2 years lower secondary

2 years upper secondary

2 year post secondary

higher education

O O O0OO0Oo

» Can you tell me what kind of work you do? Your keliold source of income?

* | would like to ask you some questions about ymmé&/household.
0 What is the main source of drinking water for merslg your household?
» Piped water
=  Water from open well
= Water from well
= Water from borehole
= Surface water
= Rainwater
= Other (Specify)
o0 What kind of toilet facility does your householdvb&
= Septic tank/modern toilet
= Pit toilet/latrine
» No facility/bush/field
= Other (specify)

* Does your household (or any member of your hous@linalve:
o A radio that is working? Yes/no

* What is the main material used in the roof of yieome ?

o Grass

o0 Plastic sheet
o0 Iron sheets

o Tiles

0 Other (specify)

* What is the main material used in the walls of yioome?
o Grass

Mud and pole

Unburnt bricks

Burnt bricks with mud

Cement

Other

OO0 O0OO0Oo

* What is the main material used in the floor of ybame?
o Natural floor
o Finished floor



e Do you own your home or rent?
o Own/rent/ don’t know

* Thank the interviewee for taking the time to sHageviews with us.



Focus group interviews for non-users

Date, time, place:

Facilitator(s):

Numbers, gender, approximate ages of the participds:
Brief description of the participants:

Core information:

* The most important SRHR needs of this participantig

» Participant overview of relevant services/servioavjalers in this area

» If participants know of MA services which are redev to their needs, their views of these
services

» Why doesn't this group of potential users use thfeddrvices?

Specific guidelines:

* 6-10 people, homogeneous by age, gender, maatakstethnicity, educational
background

» After each question, summary and reflect upon wileahave heard to ensure that we
have understood correctly and participants can fyedt.

» Encourage equal/even participation among group raesnb

Welcome & Introduction

» Introductions of ourselves, project

* Introductions of group members

*  Why we are here

» Ground rules: Confidentiality, respect, anonymity

Lead question appropriate to the group (get them ito talking about the topic)

» Groups married/unmarried women and men

» Different age groups of adolescents

* Married women: (example) tell me about how mamjdecen you have? How many do
you want? Who do you turn to for family planning?

Core questions:

» Can you tell me about what you think are your nimgtortant SRHR needs in relation to
this issue?

* Who in this area are helping you meet this needs?

*  Why, how/what, when,where?

* If MA is not mentioned,

0 Have you ever heard that the local MA offers: émsctivity e.g. VCT, CC
provision, referral to other services, STIs etc.)

* Canyou tell us something about what people like tyhink about the MA’s (insert
activity)

* Canyou tell us about why some people do not usdMth's services?

» Canyou tell us about why some people use the Mérgices

Socio-demographic background

* Can you tell me how old you are?

» Are you currently going to school?

» Whatis the last year of your completed studies?
o None/preschool
0 4 yr primary



2 years lower secondary
2 years upper secondary
2 year post secondary
higher education

O o0oo0oo

e Can you tell me what kind of work you do? Your keliold source of income?

* | would like to ask you some questions about yamé/household.
0 What is the main source of drinking water for merslwg your household?
» Piped water
=  Water from open well
= Water from well
= Water from borehole
= Surface water
= Rainwater
= Other (Specify)
o0 What kind of toilet facility does your householdvb&
= Septic tank/modern toilet
Pit toilet/latrine
No facility/bush/field
Other (specify)

* Does your household (or any member of your hous@linalve:
o0 A radio that is working? Yes/no

* What is the main material used in the roof of yieome ?

o Grass

o0 Plastic sheet
o Iron sheets

o Tiles

0 Other (specify)

* What is the main material used in the walls of yioome?
o Grass

Mud and pole

Unburnt bricks

Burnt bricks with mud

Cement

Other

OO O0OO0Oo

* What is the main material used in the floor of ybame?
o Natural floor
o Finished floor

* Do you own your home or rent?
o Own/rent/ don't know

Thank the interviewee for taking the time to shHaeviews with us.

Summary of the session

* What SRHR needs did this group identify?

* Who are the service providers meeting these needs?

» Ifthe MA is discussed as one of the relevant serproviders, what did the group think
about their services?



* What prevents people from using MA services?
* Why do some people in this area use the MA ser®ices



Interview/ FGD guidelines for participants in commu nity
based acticities

Date, time, place:
Interviewer/s:
Person/ group interviewed:male/ female, number of persons

Core information:

* Quality of activities, perceived change/ impact
* Why chose this activity and not other

* Poverty status

Introduction

* The interview begins with greetings, introductioasplanation of the project and why
(s)he has been asked to talk to us, consent, andsage of anonymity.

Access
* Where do you live (area, distance)
* How did you get in contact with the service?

Perception of service

* Could you describe what you got out of the service?
* How often do you use the service?

* s there any alternative to the service?

* Why do use this service and not an alternative?

* What do you think of the service?

Impact/ change/ obstacles

* Do you think people change/do things differentleathe .....xxxx?

* Have you any examples of how things have changed® Mou yourself changed
behaviours or attitudes?

» What do think are the obstacles for people to ce&ag on the service?

* Why do some peaople never use the services/or gifera

Personal profile (if only group questions, try to ick some individuals before/ after)
* Can you tell me how old you are?
» Are you currently going to school? Yes/No
* What is the last year of your completed studies?
o None/preschool
4 yr primary
2 years lower secondary
2 years upper secondary
2 year post secondary
higher education

O O O0OO0Oo

» Can you tell me what kind of work you do? Your selbold source of income?

* | would like to ask you some questions about ymmé&/household.
0 What is the main source of drinking water for mersl your household?
= Piped water
=  Water from open well



Water from well
Water from borehole
Surface water
Rainwater

Other (Specify)

o0 What kind of toilet facility does your householdvb&
= Septic tank/modern toilet
= Pit toilet/latrine
= No facility/bushf/field
= Other (specify)

» Does your household (or any member of your housglinalve:
o0 A radio that is working? Yes/no

* What is the main material used in the roof of yoome ?

o Grass

o0 Plastic sheet
o0 Iron sheets

o Tiles

0 Other (specify)

* What is the main material used in the walls of yioome?
0 Grass

Mud and pole

Unburnt bricks

Burnt bricks with mud

Cement

Other

O O0OO0OO0Oo

* What is the main material used in the floor of ybame?
o Natural floor
o Finished floor

» Do you own your home or rent?
o Own/rent/ don’t know

Final question
» Anything else you would like to comment on? Thaftegaking their time.



Observation guidelines, community based activity

Date, time, place:
Observer:

Core information:
» Observe how the non-clinical services are perforragtion, interaction, quality etc.

Access to the NCSP (if applicable)
» Suitability of location

* Signs/recognition

» Sense of well-being/comfort

» Discretion of access, queueing
* Youth friendliness

Clients
* Number of persons attending. Sex balance. Age csitiqo.
* Interested and attentive?

Approach/ attitude/ communication when meeting cliats?
* Atease?

* Formality?

* Language ... speak the language of kids/etc.

* Greetings?

* Who are they speaking to, when/if we go out

Materials

e Availability

* Local language?
» Storage

* Youth friendliness?

* Best example

*  Worst example

* What makes them good/bad?
» Controversial sign, posters?

Other observations...

Check with provider if this was a normal outcomef there was anything different
compared to a normal day.



Observation guidelines, clinic

Name

District

Date of observation

Checklist completed by (insert initials)

Core information:
* Observe aspects in the clinic which might be imgoaee to explain why people come or
don’t come to this particular clinic as opposedilternatives.

» Type of facility
o0 Branch clinic
Mini-clinic
Special work unit
Satellite clinic
Stand alone youth clinic
Stand alone individual provider (e.g. drug dispens

O O O0OO0Oo

* Facility run by

o MA
Government
Other NGO (Specify)
Private
Private for profit
Private non-profit
Other (specify)

O O0OO0OO0OO0Oo

* Location of facility
=  Urban
= Rural
= Peri-urban

Access

Yes| No | Comments

Signs/ poster to indicate that there is a faminping
clinic

Information about fees (if applicable)

Separate facilities for youth

opening hours and frequency of services

Specific signs encouraging and informing the youth?

Opening hours? Are they indicated clearly?

Clients

*  Number of women waiting

* Approximate age groups and numbers in each
*  Number of men waiting

» Approximate groups and numbers in each

Comfort in waiting room and examination room



Yes| No | Comments

Seating arrangements for everyone?

Gender separate waiting rooms (if appropriate)

Separate toilets for men and women

Are they clearly signed?

Are they open?

Are they clean?

Roof protection from rain and sunshine?

Sufficient lighting

Area clean

Inviting environment

Materials (posters, brochures, videos...)

Yes| No | Comments

Available

Local languages

Other comments about materials:

Privacy

Yes| No | Comments

Registration area

Examination room

Counselling area

Other comments about privacy
Other observations...

Check with provider whether this was a normal cliday, or if there was anything different
compared to a normal day.



Media (radio) questionnaire for Uganda

Background Information.

The Family Planning Association of Uganda (FPAW baen running a radio programme on
fm Radio. We would like to find out whinat people know about the programme

and what their views are. We know you may or matybe aware of the programme but there

are other questions that we would like you to resiio in order to improve on the

programme. The information you provide will beattied in confidence and will be used for

purposes of this research only.

Whose radio do you listen to?

*  Mine

e Spouse’s
e Friend’s

e Parents’

* Relative’s
» Employer’'s
» Other specify

How often do you listen to radio?
o Dalily

* 4 —6 days per week

* 2 -3 days per week

* Lessthan 2 days per week

« Don’t know

e Other, Specify

Do you listen to fm radio?

Have you ever tuned into the Sdxepfoductive Health (SRH)
programme on this radio?

How often have you listened to this programme?

Have you called in or written to contribute to ffregramme?

How did you learn about the SRH programme on #uisor?

Has the programme improved your knowledge on SRHRights?

Has the programme changed your views about SRHRagtds?

Has the programme changed your behaviour as re§&tHsand Rights?

What changes would you like to be made to imprbegarogramme?



Personal profile

Sex
e Male
« Female

How old are you?

What is your highest level of education?
* None

* Lower Primary

» Upper Primary

» Lower Secondary

* Upper secondary



Annex 2 for the Whole Report.

Terms of Reference
Evaluation of the International Planned Parentheederation (IPPF)

1. BACKGROUND

1.1ICPD

More than ten years ago 179 countries met in Gaiparticipate in the International
Conference on Population and Development (ICPDRheh became clear that lack of
knowledge, power and reproductive health servicas severely harmful for the individual as
well as for the development of a society. Lackefually reproductive health and rights
(SRHR) and poverty are inextricably connected antuadly reinforcing.

1.2 IPPF

The International Planned Parenthood FederatidPH)Pestablished in 1952 and
headquartered in London, UK, is the world’s largedtintary organisation working in sexual
and reproductive health (SRH). With its hundretholusands of volunteers, 37 000 service
delivery points, and 151 member associations (MA3, recognised as the major
international NGO in the field of SRH.

A pioneer in the advocacy of family planning, IPRdS, since the early 1990s broadened the
scope of its activities to a wider range of SRH/®&s and the advocacy of sexual
reproductive rights. In 1992, its strategic plafision 2000vas published; in 1993, the
‘Rights of the Client’ were identified; in 1995siCharter on Sexual and Reproductive Rights
became available. Its current Strategic Frame®066 — 2015 has prioritised five areas:
adolescents, HIV/AIDS, abortion, advocacy, and ssce

During the past ten years, IPPF has undergone isegamal and management changes in
keeping with the wider focus of its work. IPPFe®es non-earmarked (‘unrestricted’)
funding from 14 countries. The main donors are daBaveden and the United Kingdom
Among the other donors are Australia, Canada, Denririnland, Norway, New Zealand,
Great Britain, Netherlands, Germany and Switzerland

1.3 Sexual Reproductive Health and Rights and Povir

The links between SRHR and poverty are many angtem Poor SRH results from and
contributes to poverty. Abridging sexual reprodteetights hampers poverty reduction.
There is no doubt that improving SRH and guarantgséxual reproductive rights improves
the lot of poor men and women. The ability to plspace, and determine the number of
children an individual and/or couple has is a caitfactor impacting on later life
opportunities for both the adults and the childremlved. Pregnancy related conditions and
sexually transmitted infections (STI) account faeghird of the global burden of disease
among women aged 15 — 44. Women in poorer regimnsgisproportionately affected. In
Sub-Saharan Africa, two-thirds of the disease hufdewomen of reproductive age is
attributable to SRH problems. It is estimated &&Q million years of productive life are lost
each year due to death or disability resulting frgsor SRH? Adolescents are particularly
vulnerable to poor SRH outcomes.

20 Cohen, Susan, A., 'The Broad Benefits of Investm§exual and Reproductive Healtfilie Alan
Guttmacher Reportylarch 2004.



The importance of SRHR is woven into many of thélévinium Development Project
documents e.glnvesting in Development: a Practical Plan to Aslre the Millennium
Development Goalsits summary Overview document, and the Task FBeggorts. These
reports underline that the key to achieving the M&low-income counries is to ensure that
each person has the essential means to a prodlif@ivé hese means include adequate
human capital, access to essential infrastructare] core political, social, and economic
rights. SRH is one of the five key elements of adequatedn capital. Equal rights,
including reproductive rights for women and gintelaequal access fmublic services are two
of the five core right§!

2. KNOWLEDGE GAPS: EVALUATION PURPOSE ANDFOCUS

2.1 Starting Points for the Evaluation

An underlying premise for this Evaluation is thajpiroved SRHR contributes to improving
the lives of poor men and women. IPPF's core lassinis ‘....to improve the quality of life

of individuals by campaigning for sexual and reprcitve health and rights through advocacy
and services, especially for poor and vulneratrhaaug;ss.22 This Evaluation will not reiterate
work done elsewhere that establishes the linksdmtvbRHR and poverty reduction. The
assumption is that if IPPF’s work is relevant te 8RHR agenda and if it is effective in
carrying out its core business, it is contributingpoverty reduction.

2.2 Sida’'s s Perspective on Poverty

283weden’s new Policy for Global Development requaesharpening of Sida’s poverty focus.
The

concept of poverty is not limited to economic anatenial aspects, but includes lack of power,

lack of security, and lack of freedom and oppotiuto decide over and shape one’s own life.

The perspectives of poor people means that thesnagdrests, capacities, experiences and

conditions of poor people should be a point of deea in all efforts to achieve equitable and

sustainable development.

Core notions in Sida’s poverty concept are:

» ‘Lack of power’ which draws attention to the adalital hurdles, that poor (males and
females, young and old) and marginalised indivisaaid groups face in determining
their SHR.

» ‘Lack of opportunity to decide over and shape o#® life’ relates directly to key
components of the SRHR agenda: family planning abbrtion, safe pregnancy and
childbirth, to be safe from sexually transmittedadises (STI), including HIV/AIDS.

» ‘Lack of security’ which is especially relevantttee ability to determine when, how,
and with whom to engage in sexual activity withfaatr of coercion, STls including
HIV, gender — based violence, and stigma and digcétion.

IPPF’s Vision, Core Values, and Strategic Framevesekfully consistent with Sweden’s
poverty focus. The strategic priority of adolegsdsa a specific focus for looking at a lack of
power. Similarly, the provision of contraceptieafe abortion, HIV/AIDS, and sexuality
education are pertinent to the enhancing opporésnib decide over and shape one’s own life.

2.3 Earlier Evaluations
Some donors have shown increasing concern overg&esults’ of the support they provide.
In 1997, Stenson and Brolin carried out a studheflPPF Secretariat. This was followed in

21 Investing in Development: A Practical Plan to Anhe the MDGs, Overview. 13
22 pt. 1 under the IPPF mission
23 Sida, 2002,Perspectives on Poverty,



1998, by a six country performance assessmenitucted by Options Consultancy Services
for the Norwegian Ministry of Foreign Affairs, Sidand DFID. In 2003, a consortium of
organisations evaluated UNFPA and IPPF work in@sking the needs of adolescents for
GTZ, Danida, Norway’s Ministry of Foreign Affairand DFID. Most recently a
‘Management Audit of IPPF’ was carried out by Pssienal Management AB for Sida.
Much valuable information about IPPF can be founteports of these efforts. Of particular
note is the lack of monitoring and evaluation obedrin both the 2003 Evaluation and the
recent management audit

2.4 Purpose of the Evaluation

The purpose of the Evaluation is to review the wafrkPPF so as to help Sida, and NORAD,
tomake informed decisions about the relevance #adtweness of IPPF’s work in

promoting SRHR for poor and vulnerable people, magginalised groups, through its
services, advocacy efforts, and information sharinghere is a particular interest in how
IPPF works at country level and with young people.

3. METHODOLOGY

The Evaluation will use qualitative methods andadatpplemented by management
information where available. Data collection wély upon document review, interviews
with key informants, focus group discussions wittehded beneficiaries, observations, and
reworking of secondary data when available e.gnflePF’s MIS. The Evaluation aims to
be participative in that an open dialogue with IRIPH the MAs will be actively pursued.

3.1 The Evaluation will be carried out in 3 phases

Phase 1: Document Review; Inception Report
The purpose of Phase 1 will be to develop the freonk for analysis and refining the
methodology for the country studies. Phase 1m&fuire document review, interviews of
key IPPF informants, and review of IPPF's MIS. Hiese 1 product will be an Inception
Report which will include:
* Conceptual framework for analysis based on the knlavks between SRHR and
poverty with a focus on IPPF’s Vision 2000 or Stgat Framework 2005 — 2015;
« Development of the data collection instrumentstiditig questions to be asked in
the field studies
« Identification of data sources including:
0 Groups of key informants and stakeholders
o0 Other service providers in order to obtain an dVgieture of the context in
which the MA operates
0 Management information when available
« Selection of countries for field studies. Propdeee countries could include
Bangladesh, Uganda and Ethiopia..
¢ Proposed local consultants and youth consultants
* Proposed format for reporting
« Identification of the information that the IPPF H@Qd MAs will be requested to
provide to the Evaluation Team prior to the fieisitg
» Details of the responsibilities of each membeihef Evaluation Team
e Proposed work plan
* An entire budget for the evaluation

The Steering Group will approvbe proposals in the Inception Report, suggestivamnges
where necessary, before the field studies commence.



Phase 2 Field Studies

Given the wide diversity among MAs, field studias3i countries will be used to create the
picture of how IPPF works at country level. ltézognised that different MAs are trying to
achieve different outcomes because the nationaérbfor promoting SRHR varies
considerably across countries. Countries willddected among the most needy, poor
countries. Together they should provide regioaptesentation.

Phase 2a: Field Study in one country. This wallused as a ‘pilot’ for the remaining field
studies. This will test the methodology, dataextibn instruments, and overall plan for the
field studies. Adjustments to the methodology Wwélmade before embarking on the
remaining field studies.

Phase 2b: Field Studies in the remaining countrieis anticipated that the field studies will
make use of information and data from IPPF HQ ard Mterviews with different
stakeholder groups, observations, and documerdwevi

Phase 3 Synthesis Report; Reporting to donordRR#.

The final phase of the study will make a synthe$ithe country studies’ findings. It may
supplement the material by additional telephonerumtws to fill existing gaps in information.
The final report shall focus on the relevance dfetveness of IPPF with regard to
promoting SRHR for poor people and marginalisedigso

4. KEY EVALUATION QUESTIONS

The Evaluation Team will look at the relevance affdctiveness of IPPF’s work within the
SRHR agenda with special attention to:
a) How IPPF works to promote SRHR through itsises/to meet the needs of
poor and
marginalised individuals and groups.

b) Contraception, safe abortion, STIs including HANDS, and adolescents. Gender
sensitivity, advocacy, and access are cross cugsugs to be addressed throughout the
Evaluation.

c¢) IPPF's work in the promotion of sexual reprodeetights.
d) IPPF's work in SRHR information sharing and eation.
5. PERFORMANCE OF THE EVALUATION

5.1 Evaluation Management

Sida is the lead agency for the Evaluation. Smdapnsultation with Norad will be
responsible for the management of the Evaluat®RFIwill be consulted when necessary.
An Advisory group (the formation and administrataiwhich will be the responsibility of
Sida/Health Division) will comprise the donors dR&®PF. The Team Leader will participate
in the Advisory Group as an observer. Other Evaoaream members may be included
when appropriate.

The consultancy will be undertaken in the perioghrl®2006 — November 2006. A draft
final report shall be submitted no later than 2@adber 2006 and the final report latest 15
November 2006.



5.2 The Evaluation Team
The Evaluation Team will be made up of a Team Leadssistant Team Leader, international
SRHR specialists, local SRHR consultants, and yoatisultants. The field study teams will
comprise the Team Leader, an international SRHRialis, a local SRHR consultant, and a
local male and female youth consultant. The Teaader who will be selected and
contracted by Sida will perform the following tasks
» Lead, coordinate and manage the evaluation
» Design the detailed evaluation scope and methogdliagl the methods for data
collection and analysis)
» Decide the division of labour within the evaluatieam and be responsible for
recruiting other consultants when necessary.
* Finalize the Inception report and submit to Sidalater than 30 June 2006
* Review documents
» Present draft findings and recommendations of Wadéuation to the advisory group
» Participate in the draft finding of the country oeis
* Finalize the evaluation report and submit to Sioelater than 15 November 2006

The Evaluation Team should fulfill the followinggq@irements:

« All team members should have experience of carrgintgevaluations and
assessments in the area of health in general aRiRSIR particular, including the
use of qualitative methods and information from MA$least one of them must be a
documented expert on povery analysis.

* All team members should be fluent in spoken andtevriEnglish

» Team members shall have the ability to functioa ssam and work in a multi-
cultural and multi-lingual context.

* Ideally, the team members will be familiar with tlverk of IPPF and at least one of
them must have documented experience of workingowerty analysis.

< Additionally, the local consultant should have doemted knowledge of the context
for SRHR in his/her country; experience of workumigh a range of national/local
SRHR networks; ability to liaise between the EvabraTeam and the groups to be
interviewed, spoken and written fluency in the oadil language, and demonstrated
evidence of being able to arrange the logistiagheffield study for the Evaluation
Team. The local consultant’s assignment shouldraperiod of four weeks in the
country.

» Additionally, a local young male and female coresuttwill assist each field study.
Their main responsibility will be to carry out imiéews and/or focus group
discussions with intended beneficiaries and yoweapfe participating in the MA’s
work. It is thus essential that the selected yaotisultants are able to converse
easily with a wide range of local youth and havdieraexperience of qualitative
evaluation methods. More generally, the young albasts will be expected to
contribute to the overall work of the Evaluatiorairefor the field study.

6. TIMING
The consultancy will be undertaken in a period pfilA 2006 — November 2006.
The Inception Report should be provided to the Adry Group by 30 June 2006.

A draft final report shall be submitted to the Astwiy Group electronically no later than 30
October, 2006. A final version shall be submittedater than 15 November, 2006.



7.REPORTING
The Evaluation Team shall produce the followingpoits:

« Inception Report focussing on the conceptual fraorkvior analysis, indicators, data,
and data sources to be used during the field studitds report shall be presented on
30 June, and the remainder of the assignment jeciub its approval by Sida, and
NORAD

« Verbal reports to the Advisory Group outlining &ittes undertaken and results
achieved, as well as possible bottlenecks or coscand recommendations for
improvement.

e A brief draft report from each of the field vis{igeally, some five to ten pages),
analyzing the main findings in the local contexeach country visited. This report
shall be distributed to relevant stakeholders @dicig IPPF and the MA, NGOs,
representatives of client groups, and other indigichind/or groups who provide
information to the Evaluation Team during the Fildit) in each country within a
week of departure. They shall be given the oppistio comment on its contents.

* The Final Evaluation Report should ideally not eec€0 pages, excluding annexes.
The format and outline of the report shall folldve tguidelines in Sida Evaluation
Report - a Standardised Format. It will includearamendations to help the
participating donor countries make informed decisiabout its support to IPPF. In
addition a Power Point presentation of 10 — 15 pafenain conclusions and
findings.

All reports shall be written in English, and traated to the national language when necessary.
The consultants shall make sure that all repons baen professionally edited and corrected
before presentation.

8. BUDGET

Costs for the Team Leader will be covered by Sida

Costs for the SRHR consultants will be covered BRAD

Costs for the youth consultants will be covere®ia

Costs for the local SRHR consultants will be coddrg Sida

To be discussed:Some local costs e.g. local transport, translatansyening the focus
groups, and dissemination of the report will beesed by IPPF.




