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FOREWORD

By Richard Kohl
Center for Large Scale Social Change

In the past 50 years, despe many successful innovationssmall-scale projecs, and important progress,
improvement in health outcomes and poverty reduction generally has been at best disappointing in too
many developing countries. There is a growing recognition among development practitioners that this is
due, at least in part, tathe failure to scale up.Those very same innovations and projects rarely go to scale
Opi 1 OAT AT 601U T O AGAT xEOE OEA 1101 Al A&£EAEI 000 AO EI
other variations on that theme.In recent years, especially sincéhe 2007 worldwide recession, the need for
scaling up has become even more urgent as donor and foundation budgets have been flat or declining,
while in many cases the size and scope of problems are increasiMpreover, the increasingly rapid growth
rates in low and low-middle income countries in South and East Asia and St8aharan Africa hae meant
that domestic financial resources are far less of anstraint on sustainable scaleup than theywere in the
past.

Over the last decade there has been a reution in program evaluation with the increasing use of quasi
experimental and experimental evaluation designslmproving evaluation standards have helped ensure

that interventions which are candidates for scalaip meet a higher standard of impact, but iappears that

better evidence alone has not proven sufficient to effect scalgp. & 1T O AGATI D1 Ah -) 4860 | A
Poverty Action Lab (JPAL), a world leader in applying randomized controlled trials to micrdevelopment
interventions, has evaluated thesffectiveness of over 400 innovations over the last decadeut less than a

handful z around one percentz have gone to scale.

There has been no rigorous assessment of what percentage of promising or proven interventions have
achieved any kind of scalg whether by funder, implementer, sector or country/location.The experience of
this author with multiple bilateral and multilateral donor agencies and countries is that the JPAL numbers
are broadly representative.ln our experience, at best one in ten pited interventions go to scale, and most
frequently the one intervention that does go to scale does so in the form affollow-up project financed
and/or implemented by the same donor or a consortium of donorsln other words, even when scale has
been acheved, it has often not been sustainable because of lack of successful advocacy for domestic
financing and building of sustainable longerm implementation capacity.

These factorsz pressures for greater scaleup, more possibilities for scaleup, and beter evidence z have
led to a growing appreciation that a more proactive approach to the planning, management,
implementation, and monitoring of scaleup is needed if we are to increase our success ratés.response, a
handful of visionary foundations anddonors have supported the development of scalap management
frameworks and accompanying toolkitsNotable among them has been the establishment of global network
of public health stakeholdersz ExpandNet.The ExpandNet sexetariat has developed a scaleip framework

i Personal conversations with JPA, staly 2013
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and toolkit as part of itsmission to promote equitable access to quality care by supporting the sustainable,

Therefore the following report from Georget x1 51 EOAOOEOUSO )1 OOEOOOA & O
invaluable. This groundbreaking report for the first time moves beyond anecdotal experience to provide

vital and incontrovertible evidence thata systematic approach to scal@p produces results ad, thus, the
investment in scaleup is worth the investment. This report summarizes the application of the EpandNet

WHO Framework to scaleup of a particular (and important) global health innovation the Standard Days
Method® (SDM) of family planning.In four of the five countries in which this was applied, scalep with

impact and sustainability was achievedPartial success was achieved in the fifth country, the Democratic
Republic of Congo (DRC), which demonstrates that even in conflict areas and flagir failed states, scale

up is still possible, though much more challenging.

The experience that this report covers not only demonstrates the success of applying a {active
framework to scale-up, and more importantly the field applications successful developed and tested a
number of appropriate tools for scaling upy The most important contribution of this effort is the
development of a strong monitoring framework for the scaleup process itself, to ensure fidelity to the
innovation and that all of the intermediate steps are being followed, such as the creation and capacity
building of resources teams in each country and the Ministry of Health in particulaliRH, with the support

of the ExpandNet secretariat, used a detailed monitoring approach to cstantly adjust and update the
scaleup strategy andan implementation plan to adjust to the everchanging circumstances and external
conditions, iterating between monitoring and implementation.

In addition to the tools and monitoring approach developedthis report illustrates many other lessons
about scaleup that should widely inform practice in the field.To highlight but a few, first andforemost the
process of scaleup itself takes time and resourcesRH had tested and proved the efficacy and effée¢ness
of SDM for several years in multiple locations and institutional settingset the scaleup process itself took
five years.Second, the requirements for an implaenting agency to pursue scalelp are demanding.IRH
was an ideal institution to fulfill this role because of its strong capacity in several areasubject matter
expertize in family planning and SDM in particular; world class technical expertise in monitoring and
evaluation; ability to translate a systems perspective and approach into corete action; sensitivity to the
gualitative aspects of scaling up, including organizational and institutional cultures, incentives for

i The ExpandNet/WHO framework, as it has come to be called, was first developed i¥62@@8 published in 2007) by a

team led by Professor Ruth Simmons, at the time with the University of Michigan School of Public Health, and Reter Fajans o
the World Health Organization. ExpandNetds work on scali.i
Strategic Approach to Strengthening Reproductive Health Policies and Programmes.

it The MacArthur foundation also supported the developmerngadleup management framework by Management Systems
International, which has been applied internationally to multiple sectors by MSI itself and others, including theL@egeer for
Scale Social Change. See Cooley, L and R. Kohl."Zx8ing Uf From Vision to Larggcale Change: A Management

Framework for Practitionérg/ashington, D.C.: Management Systems Internatiomalmsiworldwide.com/filesglingup
frameworlpdf (hereafter CooleyKohl) and an accompanying tool&iSI Scaling Up toolk&it
wwwmsivorldwide.com/wp.MStScalingUp- ToolkitFINALL.pdf

v These include what are to our knowledge the first systematic approach to monitoring scaling up througiménk tadaieh

and monitoring database, a key event tracking tool, staff scale up reflection guides, and graduation criteria (i.e. when a
program and the implementing agency is sufficiently matured to be ready to implement on its own.)
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implementers and beneficiaries; and ability to engage in boundary spanning, working across the public
sector, donors, ancivil society.

USAID, and the Bureau for Global Health are to be congratulated on their foresight in financing this study
many years ago as its findings and insights are quite timeljs of this writing, many donor agencies are for
the first time taking scale-up seriously. The UNDP, World Bank ARD, IFAD, GIZ and others are variously
conducting retrospective studies of how much scalep is occurring in their portfolios and what determines
relative success, and developing tools and guidelines for their fieltaff so that scaleup is incorporated
into the design and implementation of their projectslt can only be hoped that this report is widely read,
and its valuable insights and tools are integrated into the activities of not only the Bureau for Global Htha
and USAID, but all funders and implementing agencies involved in global health and international
development.



EXECUTIVE SUMMARY

INTRODUCTION

This summary document presents conclusions
from a sixyear, five-country initiative conducted
by the Institute for Reproductive Health (IRH) and
its many in-country partners to scale up Standard
Days Method® (SDM) of family planning. SDM,
briefly described in the text box at right, is itself
not the topic of this document: Rather, the SDM
scaleup experience is the source of the
contributions that IRH makes to global knowledge
of the process of scaling upested health service
innovations.

Scaleup is the deliberate set of efforts to increase
the impact of health innovations whose merit has
beenestablished in pilot or experimental studies, to
benefit more people and to foster policy and
program support on a lasting basis This
definition clarifies that scale-up does not happen
spontaneously, and that if it is to be sustained, it
must encompass ot only expanded availability of
an innovation, but also its institutionalization in
policies and programs.

Based on reproductive physiology, ¢
identifies a fixed set of days in each mens
cyck when a woman should avoid unprote
intercourse if she does not wish to bel
pregnant. Used correctly, SDM was foun
have a failure rate under 5 (per 1(
women/years) among women with reg
cycles of 2632 days; with typical use, failt
rate urder 12. Thus, SDM efficacy is simile
other usedependent methods. The catodec
string of CycleBeads® helps the SDM user
her cycle.

SDM helps bring new partners to fai
planning provision, and its scale offer:
opportunity to strengthehealth systems as
whole. SDM appeals to many women wh
not currently use any method, those whc
concerned about side effects of other mett
and those whose belief systems precludt
use of hormonal or barrier methods. SDM
women and meredrn about their fertility, ar
it involves men in family planning. The mett
simple to teach and use, and can be prov
by clinic or community health workers. Use
not need medical exams, and they need
seek resupply.

vThe SDMB s cepthbility, anal anjgue cantributions to meeting FP needs are documented in the following articles:
Efficacy of a new method of family planning: the Standard Days Meglvatb( et al 2002)Being strategic about

contraceptive introduction: The experiefithe Standard Days Metl{@tibble et al, 2008, The role of the Standard Days

Method® in modern family planning service in developing cfumntdgsen et al, 2012Engaging Men in Family Planning

Services Delivery: Experiences Introducing tbar8tBays Method ® in Four Coun{@842, Lundgren et al)]

vi Definition from WHO/ExpandNet, with minor modificatiSnis. mmons, R. and Shi ffman, J. 20(
i nnovations: a f Scalimpuyloealtk sefvioerdejiaon gilad innpovétions o policies and progranimes

30. Edited by Simmons, R., Fajans, P. and Ghiron, L. World Health Organization and ExpandNet. Geneva: WHO Press.



Sustainable scalgp of a health innovati
requires efforts along two axes. Perhaps
most obvious is the expansion of services,
ExpandNet calls horimtal scaleup. Equall
important, however, is the institutionalizatic
vertical scalaup, of the innovation in syst
and policies. The benchmarks that IRH de
and tracked against targets set for each se
up axis, listed below, provide a cleaicfure o
the difference between, and importance of,
two types of scalep:

Benchmarks of expansion or horizontalspal

A # and proportion of service delivery poir
that include SDM

A # of individuals trained to provide SDM

A # of organizations withapacity to
undertake SDM activities

Benchmarks of institutionalization or vertical
up

>

# of key policies, norms, guidelines and
protocols that include SDM

# of institutions (public, private) that incl
SDM in preservice training

# that include SM in inservice training
# of donor procurement systems that
include SDM/CycleBeads

# of logistics systems that include
SDM/CycleBeads

# of HMIS/reporting systems that includ
SDM

# of IEC activities/materials that include
SDM

# of national surveys thatdhude SDM as
unique category

P2l S 2

>~

> > >

From 2000, when it developed SDM, through
2006, IRH conducted clinical trials, pilot
introductions, operations research, and impact
studies in diverse settings around the globe. IRH
developed CycleBeads® (see box) and engaged
with a manufacturing and distribution partner
that could ensure a continuous, highguality
supply of this essential product at a cost
supportable by global programs.Results d this
early research suggested that SDM merited
scaleup for a number of reasons (see box on
page v), and the availability of CycleBeads made
it potentially feasible. In 2007, with USAID
support for adding a simple, modern, natural
family planning method to national programs,
IRH shifted its attention to planning and
implementing a multi-site program of SDM at
scale.

4 EA 71 01 A ( AAT OE I OCAT E
ExpandNet frameworkii for scaleup was

OAl AAOAA OF COEAA )2(80 OC
(see description on page four). With this
framework as a guide, IRH embarked on a
program that simultaneously (a) took the

method to scale in five countries, thereby
bringing an effective and attractive new method

within reach of millions; and (b) conducted a
prospective multi-site case study to document,

assess, and guide the scalgp process, thereby
enriching the global body of knowledge on how

to expand and sustain worthy health
innovations.

THE PROSPECTIVE MW@IOUNTRY CASE STUDY

The SDM scaleip phase (20072013) provided a unique opportunity to carry out robust research on the
scaleup processn the five participating countries: Democratic Republic of the Congo (DRC), Guatemala,

ViSi mmons, R. and Shiffman, J. 2007.r kStatl iScgingiuphedittb al hh s
service delivery: from pilot innovations to policies and progrdr3®deEdited by Simmons, R., Fajans, P. and Ghiron, L.
World Health Organization and ExpandNet. Geneva: WHO Press.



India, Mali and Rwanda. IRH chose to use a prospective, explanatory case studyigieshat featured
multiple sites, various data sources (and opportunity for triangulation), and a wellocumented database.

The study allowed for crossA AOA AT I DPAOEOI T 1 £ OE-fp, ueBgdantitalvd énd 06 1
gualitative data that were systematically collected by IRH, partners and local research organizations. The

data and data collection methodologies which included baseline and endline household surveys and

facility assessments, stakeholder interviews, service provision and quality dits, client satisfaction follow

up, benchmarks of horizontal and vertical scaleip (see box) and several others AT OOAODPT T AAA Ol
dual intentions. First, they quantified increases in access to and use of SDM as well as accomplishments in
institutonal EUAOCET T 1T £ Al ATl AT OO OEAO AOAAOA AT AT AAIT ET C A
in the scaleup phase). Second, taken together they supported the analysis of the process and outcomes of
scaleup itself.

ACHIEVEMENTS

This section preents a snapshot of selected
. . . . SCALBJP AIMS BY COUNYR
scaleup achievements in the five participating

countries and the status of SDM at the end of the Vertical Horizontal
. B Scaleup Aim Scaleup Aim
scaleup phase as evidence of successes and 300 (of 515) Health
i i DRC National
challenges within the scaleup process itself. Zones
. 3 (of 22)
Guatemala National
To assist in interpretation of achievements, it is _ Departments
useful to note that the planned extent of scalep ( Jh;r;g;]aa nd) State 12 (of 24) Districts
varied by country. Four of the fl\{e (?ountrles Mali National Near-national
chose to undertake institutionalization, or : :
. . o Rwanda National Near-national
vertical scaleup, at the national level while in

India, SDM was institutionalized only in Jharkhand state. As for horizontal scalp, Rwanda and Mali had

the potential to achieve neasl AOET T Al DOT OEOEIT 1T &£ 3%$-nN $2#60 bI OAT
a family planning program in the process of revitalization, and the spotty presence of partners on the
ground. In Guatemala, IRH and partners chose to expand @& AA AAI EOAOU ET OEOAA
Departments that were, at the time of project

launch, the three focus departments for USAID

support (USAID shifted focus during the

PERCENTAGE OF WOMEN SURVEYED
HO WEREWARE OF SDM

Baseline Endline project) , while in India scaleup occurred in
DRC 37.3 the 50% of Jharkhand districts with the
Guatemala 24.6 35.2 greatest need for family planning services.
India 2.5 49.1 _
(Jharkhand) Awareness of SDM increased among women
Mali 28.4 and men in all countries, but remained lower
Rwanda 94.8 than awareness of other, more established
Source: IRH Household Surveys methods (with the exception of Rwanda), an

understandable situation given the relatively
small resources available for SDM awarenessising. Sources of information about SDM varied
significantly by country. In DRG more than half of respondentsvho had heard about the method learned



about it from a family member or a friend. In Gugmala and India, the most cited source was health
facilities (46% and 67% respectively), while in Mali, most respondents (91%) learned about the method
from television.

All survey respondents who had heard of SDM were asked their opinion about the meth®f the women
who had heard of SDM but had never used it, 63.5% considered it effective in preventing pregnancy and
60.0% thought it would be easy to use. In contrast, these figures were 81.7% and 77% respectively for
women who had ever used the SDM, wkger or not they were still using the method.The percent of
women using family planning who opted for SDM at endline ranged from 2.3% in Guatemala to 15.4% in
DRC. Most women (97.5%) who were using the method at the time of the survey were satisfied withand
87.4% were planning to continue using it.

SDM USE AT BASELINE AND ENDLINE
Ever Use of SDM Current SDM Use DMUse

(% of women) (% of women) (% of Womr%gtﬁ)'g)g a modern
Baseline Endline Baselip Endline Baseline _
(2009; (2012; (2009; (2012: India (2009; Endline (2012
Guatemala India Guatemala 20i3) Guatemala India2013)
2010) 2013) 2010) 2010)
DRC - 11.8 - 5.3 - 19.4
Guatemala 1.6 2.3 0.2 1.7 0.6 2.7
India
(Jharkhand) 0.3 6.3 0.3 3.5 0.7 6.4
Mali 5.0 -- 0.3 - 15 --
Rwanda -- 6.3 -- 5.3 -- 8.3
Source: IRH Household Surveys ¢2009)

Service expansion oravailability of SDM increased dramatically over the course of scalap in all
countries. At the end of the study, between 90% (in India) and 103% (in Rwanda) of the anticipate
number of service delivery points were offering the SDM. The percentage of providers trained, compared to
the goals set initially varies widely (DRC 54%, India 71%, Mali 89%, Guatemala 105%, and Rwanda 138%).
In some cases, this is because of unrealisiititial goals, while in others; it is the result of environmental
factors (e.g., political turnover, shifting donor emphasis).

of the innovation into key policies and program support systems.

Scaleup requires institutionalization



VERTICAL SCAILEP ACHIEVEMENTS AGAINST COUNIIPFRCIFIC TARGETS (%)

140
120 m Key Policies
100 - _mPre-Service Training
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Inclusion of SDM in norms, policies and guidelines as well as in training curricula, both-gervice training

and pre-service education, were early gains in vertical cale-up. Other gains took longer. For example,
because national health management information systems (HMIS), procurement/delivery systems and
health surveys tended to be revised every five or six years, the scalp phase did not coincide with such
eventsin all countries. The most difficult challenge, and one not fully resolved by the close of the seafe
phase, was to incorporate CycleBeads into some of the government and donor procurement systems and
secure their financial commitment to purchase the poduct. Early in the project, USAID included
CycleBeads in their commodities procurement system, implemented by USAID | DELIVER PROJECT, which
is available to USAID missions. In countries (or areas of countries) where USAID is the donor procuring
commodities, this was a pivotal decision that provided significant impetus to scalgp. In other
countries/areas where other donors (primarily UNFPA) procure commodities, CycleBeads availability
remained an unresolved problem.

HOW SCAL-BP WAS ACHIEVED

7 EOQE 7Bxpariet frameworkas a guide to planning and implementing SDM scaigp, IRH and its
partners considered scaleup within a system of elements that change over time, interact with and
influence one another (see box). A systems approach positions scale as neither a wholly technical
undertaking nor a managerial one, but an artful combination of the two that must respond to and influence
the effects of constantly changing systems elements on one another and on the segigrocess.

IRH also adhered to ExpaA. AO6 O COEAET C -up Ohelpridipies, di@n afbli€dl to(lAnkihgA
and implementation, are meant to help ensure lasting benefits to those who need the innovation most.
They are: systems thinking a focus onsustainability, determining scalahlity (the suitability of the
innovation for scaleup), and a respect fothuman rights, gender and equitio ensure that quality services
are accessible to alii A focus on human rights during scaleip encouraged resource teams to work for
SDM services preided within programs that ensure informed choice, offering good quality counseling on a
range of methods.Paying attention to gender and equity issues during scal@p was integral to efforts

vi These principles fitwellwithe cor e values that | RH embedded in SDM it se

and male involvement in SDM/family planning use.



because programs integrating SDM readily recognized the importae of reaching men with family
planning information and services. SDM was developed in part to reach the underserved, and resource
teams prioritized efforts to reach hardto-reach populations in several ways. For example, teams developed
low-literacy materials, chose to work in areas with the greatest need, and expandbdyond facility-based
services through nonclinical service delivery channels, such as private pharmacies, faiblased
organizations (FBOs) and  development

organizations.

In each country, SDM was scaled up in
partnership with the Ministry of Health and

other key actors including major donors, NGOs,
PVOs, communitybased groups, FBOs and family
planning associations. In fact, the MOH led the
scaleup process in all countries, and its
importance as partner and leader cannot be
overstated. In addition to being the largest
provider of health services and manager of b. User organizationsthose that provide SD
family planning services in each country, the to clients.

MOH provided the mandate for SDM scalep
and gave legitimacy to resource organizatios to
expand availability of the method. The role of
IRH centered on providing guidance and
technical assistance to the processTo use
ExpandNet terminology, the MOH was the d. Environmentinternational and national
primary resource organization z as well as the policies on family planning, seciatural

primary user organization z in all cases while and religious influences, and economic

a. Innovation: the SDM innovation is a
package that includes the principles
governing the method: CycleBeads, cou
tailored counseling supports and client
information aids, training curricula, and Il
materials.

c. Resource organizationghose that ensure
user organizations gain and maintain
capacity to provide SDM (resoarc
organizations may also be user
organizations).

IRH served as resource organization to the
resource organizations. IRH also led the
monitoring and evaluation (M&E) process,
ensuring that data could be used not only for
documenting whether activities had occurred
and goals were achieved, buslso that data were
used for decisionmaking and understanding

factors that constrain or facilitate scaie.

Scaleup strategy the plans and aains
needed to fully establish the innovation ii
policies, programs and service delivery.
strategy is the sum of a series of reasont
choices in several areas including advoc
and dissemination, costs and resource
mobilization, monitoring and evalweati

what worked? AT A x EA G during Anke 6 C
scaleup phase.

The range of technical assistance that IRH provided to the MOH and other resource and user organizations
was extensive, and aimed to bld systemwide capacityfor SDM scaleup. While tailored to the needs and
contexts of each country, technical assistance generally included support to training trainers and service
providers in SDM (and often family planning methods as a whole), and buitdi capacity for advocacy,
supervision, IEC and logistics. Organizational and human resource capacibgilding incorporated many
tasks, such as integrating SDM into prservice and inservice curricula (this often revealed the need to
revise and update thelarger family planning curricula for service providers and community health



workers); creating or strengthening supervision and feedback mechanisms (which were either weak or
lacking entirely); and supporting effective and targeted IEC materials and actiies. Early in the scaleup

DOl AAOGOh )2 ( AEOAAOI U AAOI AAO-AAedmEealh pdramd énd Eeliskd OOE |
guidelines and materials; by the end of the scalep phase, others were moving those advocacy efforts
forward. Transferring ownership of SDM capacitybuilding was a key step in ensuring that capacity will be
sustained over time. Finally, IRH engaged in cost and resource mobilization to further scalp (which is a
resource-intensive activity) in each country. For example, it advaated for funding, identified opportunities

01 1 AOAOACA OAOI OOAAOh AT A OOCAA 33%$-80 ETAI OOCEIT EI

LESSONS LEARNED ABOUT STKRLE

Promising Practices for Nurturing and Maintaining Scale -Up

A strong and diverse resource team: In four scaleup countries (DRC was the exception), IRH and the
MOH developed a strong team made up o
key resource organization representatives.

The resource team was the central Supportive

coordinating mechanism for systematic ":,‘;L':I::‘

collaboration on scaleOb 8 4 EA

composition and location in the health Awareness .

. . Raising & Provider
bureaucracy varied among countries. In hformad Capacity
2xAT AAh &£ O AgAI Bl Ah Choice on Building

. . . . Method Mix
Force and its Family Planning Technical
Working  Group met quarterly to, Standard Days
respectively, provide primary oversight and Method
technical input to the scaleup process; in
)T AEA3O *EAOEEAT A 06/ Eng’;"gﬂe':‘em SDM
up partners meeting was held at state level, (SR E ‘3:‘::1‘::‘“3"2;"
and core committees met at district level, to Equity couples
) Framework
oversee and coordinate the work. In Confinuous
Guatemala, the resource team consisted o flow of
the representatives from \arious MOH Cysc‘i':B’::::;&

program and operational divisions and key Condoms
stakeholders in family planning. Periodic
meetings and clear roles for resource team
members contributed to success. The resource team was critical not only in moving the scale process
forward but also in ensuring local ownership and sustainability of SDM. In DRC, IRH worked closely with
the central MOH; oneon-one coordination of scale up was nurtured with partners.

A designated technical leader: A designated leader was essential for providing techoal assistance to the
scaleOD DHOT AAOO8 )1 AAAE Al 01 60Uh )2( OAOOGAA AO OQOAOI
stakeholders were nearO1T AT Ei 1 6O ET OEAEO ACOAAI AT O OEAO OEEO
mandate as technical leadeevolved over time. Early scalaip activities included adapting materials and
curricula, training trainers and key personnel, and advocating with policy makers directlyOther resource
organizations took over these tasks as their capacity grew, while IRIfansitioned to quality assurance and



systems integration as scaling up progressed until its completion. In
O00ih )Y2(680 I AET OAOE AAOACT OEAQ
planning for scaleup strategy, capacity building, dissemination and
advocacy, reource mobilization, and monitoring and evaluation.

1 AAAA

Scale-up as opportunity to strengthen health systems: In all
countries, the primary user organization was the MOH (and in some
cases related ministries). Governmental health systems generally
needed stengthening and lacked the infrastructure, expertise and
human resources to do the work of scaleip. IRH made health
systems strengthening a principle of scaleip. In other words, IRH
and the resource team sought opportunities to improve family
planning and health service delivery as a whole while introducing
and expanding access to SDM. For example, encouraging supportive
supervision for SDM led to an increase in supportive supervision
overall. Emphasizing the importance of quality counseling for SDM
focusad attention on, and ultimately improved, family planning
counseling for other methods as well. Reviewing and revising +4n
service and preservice family planning training curricula ﬁggg'gieg;ﬁmglrf]g'mmngtgggdﬂﬁts
contributed to updating information about other methods and (TBA)i)r/1Guatemala; TEAG Gl
protocols. women on the Lactational

Amenorrhea Method (LAM) and

- . . L . provided CycleBeads, pills and
Definition of the innovation: The health service innovation is at condoms directly. They referred

the core of any scalaup effort, but the presence of the core of the =~ women to the health cenfer all
innovation alone? in this case SDM and the accompanying °ther methods.

CycleBeads todl is insufficient for successful scalaup. Instead, a

package must be defined and developed to support the innovation, and include items (such as user
instructions, training modules, provider counseling aids, outreach materials, and supervision tools) and
activities (such as quality assurance monitoring, awaregssraising, tracking adherence to principles, and
oversight). IRH and stakeholders in each country began to define the SDM innovation in the earliest days of
the intervention, and indeed this exercise facilitated strategic planning for scalep as a whole the
participatory process of defining the innovation helped stakeholders grasp the systemic and mudctor
nature of scaleup.
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Simplification of the innovation: Invariably, elements of the innovation package had to be simplified to
meet the needs ofthe implementing systems. As work progressed, resource teams ensured that revisions in
the innovation package over time continued to produce comparable results to the pilot studies. In all
countries, the service provider training was shortened for integratbn into contraceptive technology
updates, and simplified job aids and lowiteracy training approaches were developedo meet the needs of
cadres of providers new to offering SDM (such as development and community health workers, see figure).
User instructions were translated into several new languages five in DRC alone and text reduced in
favor of more illustrations for ease of use by lowiteracy clients. Simplified or modified materials and



activities were tested to ascertain that service quality and coect use were not compromised by the
changes.

Demand creation integral to scaling up: Demand creation is an integral component of scaling up any
innovation within an existing service delivery system. liencompasses the array of efforts made and media

used to raise awareness and create interest among potential users and those who influence thdefore
becoming interested in using a method or supporting its use, people must be aware that the methouh

this case SDM exists and know at least some of its atiiputes. Strategies can be designed to diffuse not

only new information, but also to change attitudes and behaviors. In other words, demand creation can

EAT D OIT1EAEEAU OEA OOiI AEAI OADPOOAOGEIT6 1T £ Al DMib1 T OAC
scaling up SDM required shifts in demand creation strategies, including targets, audience segmentation,

and approaches. The scalap phase required much broader target audiences (not only larger number of

people to be reached and audience segmentingyt also a need to reach those who could influence demand
creation efforts). Thus it was critical to engage a number of partners:or example, Population Services
International (PSI) has the mandate and the capacity to produce and air radio and televisispots. In Mali,
xEAOA 33%$- xAO ETAI OAAA ET 03)60 OAI AGEOEI 1T AAI PAECI
of women who had heard of SDM reported television as their source of information. Mass media campaigns

were often implemented concurrently with community -level activities such as street theater and peer

health talks. Efforts to diffuse information through social networks were remarkably effective. In another
example, theEach One Invites Thre®@ OOAOACUh AAADPOAA [EGiwbrk iDMallagasdad, OA . A
provided satisfied family planning user® women and merr AT  OET OEOAOQEI 1T AAaskn OI
friends. This strategy, implemented through community health workers and associations in Rwanda,
yielded a 39% increase in new familyplanning users compared to the six months prior to the campaign,

while a slight decrease was observed in the control areBemand creation for scaleup requires significant
resources, and it is unclear whether efforts to raise awareness of SDM will contim beyond inclusion in
already-printed materials such as MOH posters and pamphlets.

Champions of SDM: Individual champions were mentored in each country, and used their own time,
resources and professional connections to advocate for greater access todasustainability of the
innovation. Each such contribution, even when small, helped advance scalp; many champions achieved
gains that IRH could not. For example, champions reached organizations that IRH did not target, and their
advocacy approaches (wih service providers, program managers, MOH officials) were based on strong
personal relationships. IRH recognized and benefitted from the championship Gonduite de l&=éconditéa
Rwandan FBO that invited and encouraged other FBOs to integrate and promoS8DM in their work.

- Al AT O , & Muslidx ABD in DR@so persuaded religious leaders to accept and advocate for SDM, and
to refer couples and women to family planning services. FHI360 representatives in Kenya also championed
SDM inclusion as servicerad other guidelines were being revised by the MOH. The loxigrm effects of
these spontaneous cases of SDM championship are uncertain, as they requiregoimg technical support.

Importance of leveraging M&E information 2 such as family planning service sttistics and the results of
national and regional surveys to support the process of scalaip. Timely sharing of data kept
stakeholders engaged in the scalap process, and allowed for evidencinformed mid-course corrections.
For example, IRH staff in Jhthand collected district and blocklevel statistics monthly, analyzed and



graphed them, then met with district program managers and medical officers to identify and address
problems in training, stock outs, record keeping, and service qualityntegrating innovations into health
management information systems is a critical component of scalgp, and the resource teams worked
tirelessly to ensure that SDM was included in MOH reporting forms and that data on SDM users was rolled
up to the central level. Thes efforts were successful in DRC, Mali, Rwanda and Guatemala, where SDM is
now included in the HMIS at all levels. However, sustainability in DRC, where the HMIS is in its infaimcy
Mali, where unrest resulted in ending scalaip activities before this codd be accomplished, and in India,
where the centralized nature of the HMIS limits ability to include SDM in the one state in which it was
scaled up, is uncertainFor similar reasons, integrating SDM into national surveys was challenging, and
efforts were successful only in Rwanda and potentially DRC (survey planned for 2014.) Secondary data
from studies conducted for purposes other than SDM scalg were used to identify gaps in the extent and
quality of SDM services and community knowledge of SDM. In Rwda for example, when benchmark
indicators showed good progress, but a government facility survey suggested a serious problem in supply
chain mechanisms leading to facility level stoclouts, the resource team took action to resolve the problem.
Overall, MEE supports expansion by: (1) assessing adaptation of the innovation package; (2) guiding
strategic planning; (3) identifying and monitoring resolution of problems; (4) maintaining stakeholder
commitment to the scaleup process; and (5) involving new partnes in scaleup.

Donors influence scale -up in expected and unexpected ways

The scaleOPD AT O1 OOEAOGS AAIT EI U PIATTEIC POICOAI O j1 OEAO
or all procurement of contraceptive supplies and funding for largescale tealth projects. Major donors thus

had tremendous influence on SDM scalep.

As noted earlier,USAID, which provided funding to IRH for the scalaip phase, included CycleBeads in the
CilTAAl DOl ACOAI AT O 1T AAEAT EOI O OEO1 GLaBippiddphint ostaje $ $
up success and sustainability in the three African countries where USAID is the primary organization
procuring commodities. 53! ) $6 0 OAAET EAAI DOET OEOEAORh ET-upAddAOh F
one hand, USAID proma@d a) healthy timing and spacing of pregnancies and b) communityased family

planning approaches, both of which support expansion of SDM services. On the other hand, the priority that
USAID increasingly placed on (c) permanent methods and lomagting and reversible contraceptives
outweighed the areas in which it supported SDM, particularly in Rwanda, Guatemala and India.

) 2( 60 WHORO 1 v AT A. A0 & OAIT A x tupé&nd tddbnicdl as§isinfick By EfpandNeA A1 A
experts for scaleup and planning laitimized SDM scaleup in the eyes of many MOH officials and others.
1 O6fh 7(/ ETAI OAAA 33%$- EIT EOO OFI 60 Al 01 AOOOI 1T A0S

OAAOGEOT OU TTO6As 11 #UAIA"AAAOG DPOT AGOAIT Al iGscaléupl AET C
However, WHO does not include CycleBeads in its essential medicines list (CycleBeads is not a medicine,
but other contraceptives are), and this watUNFP& O OOAOAA OAAOIT T &I O AAAT ETEI]

the programs it supported in thefive scaleup countries. This had a debilitating effect in Guatemala and, to
a lesser extent, in DRC where UNFPA procures commodities for several regions.

USAID mission personnel also affected SDM scaip. Turnover sometimes resulted in a need for IRH ah
its partners to expend considerable time and effort educating and advocating with new personneloften
people who were new to USAID and had little experience in family plannirggand, in some countries, a shift
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from a supportive mission to a very challaging one.Consistent support in some missions, on the other
hand, greatly contributed to scaleup success.

Partners influence scale -up in expected and unexpected ways

SDM scaleup occurred via partnerships, from the first participatory planning meetingsthrough the end of

the scaleOD PDPEAOA ET AAOI U ¢nmpo8 )2(80 PDPOEI AOU bDPAOOT A
reproductive health division. Other major stakeholders included donors, NGOs and other agencies that
implemented large-scale health projectssuch as FBOs, training institutions and privatsector service
providers, from social marketers to family planning associations. Partners influenced scalg in many

ways.

Consistent government, particularly MOH, support aided scal@p, but high turnover among officials
required near-continuous advocacy on behalf of SDM in Guatemala and India. Where political support for
family planning as a national development strategy was strong, as was especially the case in Rwanda, scale
up was vastly facilitated, ti OCE OEA -/ ( 60 /e DethGoE dierded attentioh fromC
SDM. Several of the tipping points necessary for sustainable scale (see box) relied on MOH influence:
these included the level of political support for SDM integration and extenvf SDM integration into
guidance documents and family planning susystems (e.g., logistics, HMIS).

Reaching the tipping point for sustainable

. Interplay of macro-level forces
scale depended on a web of linked factors influencing FP, including government and
within each country, and on several global donor support

factors (see figure). Community

Pl support of and
Dol | O Gifateral health programs |, °V°'|°b'|"u demand for

Extent of service

implemented by NGOs or other technical ERISEHI
assistance agencies, were positive forces y
that greatly facilitated horizontal scaleup ':’g;\
of SDM in African countries but not in India
or Guatemala. A willing bilateral partner Exloiil 6

had the wherewithal to expand SDM integration into |

Community

services with quality and at scale. In Mali, ocgr‘r’l':r:?fand "?,‘,’,‘,’f,'::'ﬁﬁ:’

for example, the USAIE}ur)qled’ PI’OjeAt support systems Level of polifical

Keneya Ciwara EAAEI EOAOA. support for integration

ET OO1T AGAOQEIT 1 El OAOAI i£# -AITEGO AECEO

OACEI 1O AlA DAOOO | /£ EOO AADEOAI cdvied theltipledniadydmesi 1 0O
I OAO AU OEA DPOI EAAOGO 1 AOCA OOCAEE AT A EI BPI AT AT OAQET

contributed human or other resources to scalaup activities. Relying on bilaterals had drawbacks, however:
they never covered an entire country, were by nature temporary (making sustainability uncertain), and
IRH was one step removed from direct oversight of scalap tasks, limiting quality assurance efforts. Some,
such as those in India and Guatemala, perceived their mdate as incompatible with including SDM in their
programming, thus limiting possibilities for scaleup. In Rwanda, the USAID bilateral project closed during
the second year of the scalep phase, and another project did not begin for over two years, creéatj a
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hiatus in the potential to integrate SDM into bilateral programming. To overcome gaps where bilateral
partners were negative or not present, IRH worked directly with MOH services and with nebilateral
partners including UNFPA, NGOs and FBOs.

Provid ing technical assistance to scale -up requires a particular skill set and perspective among staff

The shift from researching and introducing an innovation to scaling it up requires a change of perspective
among staff, as well as new skills. Using the Expaxdt framework to understand, plan for and carry out

SDM scaleup was a valuable tool for IRH staff who, in earlier points along the researtb-practice
continuum, had not necessarily focused on actions required for sustainability. It fostered a mindset of
OPAOOET ¢ OEA AAOGI T8 AT A OEA TAAA O AOAAOA AAPAAEC
procurement, supervision, etcMoreover, the framework made clear that scaleip included, but was more

than, geographical expansion: it sharpened fos on the need for and elements of institutionalization of
38-8 10 )2(860 OI1T A AOGI 1 OGAARh O AEA EOO OOAEESO OEE
experts, and advocates, they were able to shift their emphasis to being mentors acalleagues, supporting

others in both technical and political areas.

SDM at scale makes unique contributions to family planning programs

3$3-60 O1l ENOA AEAOAAOAOEOOEAO AO A EAITEI U PIATTEITC I
the scaleup phase. Because SDM is a fertility awarenessised method, FBOs, often on the periphery of or
excluded entirely from national family planning programs, were active and valuable contributors to scale

up, especially in the three African countries. Because SD#&/most effective when practiced by couples (and

not by women only), scaleup activities, especially but not limited to awarenessaising and demand
AOAAOGET T h ETOEOAA 1 AT80 DPAOOEAEDAOGEIT ET ZEAITEI U DI
hAT Ah AEAO ACAET OO0 3$- AO A O1I AOOOAI &6 1 AGET A xAO A
DPAOOOAAET ¢ OOAEAET T AAOO T &£ EOO OAI OAh AT A )2( EAA (
SDM in the method mix, not to replace otlremethods, as was supposed by som&hese are but three of

several examples, but they exemplify the importance of carefully taking into account the characteristics of

the innovation to be scaled when planning and conducting scale up.

The ExpandNet framew ork and its systems approach were valuable at all stages of scale -up, and led

to wide availability of quality, sustainable SDM services

Scaleup is a complex process that involves many actors and interrelated factors. The systeorgented
ExpandNet framewak broke the process into components that could be more easily understood and acted
upon. It provided a conceptual roadmap for planning, monitoring progress, and guiding decisiamaking,

and offered a common visual tool and vocabulary. IRH, both centralynd in the countries in which SDM
was being scaled up, used the framework to plan a mulgiear scaleup strategy. Thereafter, IRH and its
resource teams in Guatemala and Mali continued to use ExpandNet to engage and involve partners. In other
countries, the framework became an internal planning tool although the systems approach it espoused was
a continuous feature of work with partners.

The table below summarizes the many ways that IRH and its partnemnade use of the ExpandNet
framework.
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A systems appoach, as articulated by ExpandNet, ensured that IRH, its partners, and other stakeholders
grasped the importance and meaning of both horizontal and vertical scalg, and accounted for the many
tasks required to achieve them. It helped the five resource éens understand how best to plan and manage
concurrent work along the horizontal and vertical axes.

SCALEJP The systemsoriented approach
FUNCTION FRAMEWORK UTILITY also helped actors track and
A Foster shared vision maximize the positive effects (or
A Road map/planning tool minimize the negative efécts) of
A Facilitate understanding of scalp the ~ many  environmental,
PLANNING i institutional, political and polic
requirements » P : . policy
A Identify barrers and opportunities forces, both international and
A Identify relations between systems national, that influenced their
. X . work. This approach prompted
ADVOCACY & A Identify potential partner roles IRH and stakephpol ders th)J conIZi der
PARTNER/ A Develop work plans involving multiple

STAKEHOLDER partners points of V|evy of mfluer]tlal
actors not typically associated

ENGAGEMENT A Identify areas for advocacy _ ) .
- with health services delivery.
A Provide common scale language After learning to apply the
A Inform realignment of staff roles for scale ExpandNet  framework,  for
MANAGING A Identify areas for §taff development example, the resource team in
SCALEUP A Teach systems thinking Guatemala developed a strategic
PROCESS A Malnt_aln f_o_cus on activities that promote plan to advocate with
. su;ta}lpablllty " stakeholders outside of the
2 I\P/Irzil(l)rrllttz:lzlr? f?)f:tllj\g“oe: guiding principles health system (e.g. faitbased
| OCAIl EUAOEI I O Al A
A Develop indicators/benchmarks rights groups) to prepare for the
MONITORING & A Annual review tool potential negative effects of a
EVALUAION A Framework for organizing analysis/reports change in government on SDM
A Assess changing environment and systems integration, in particular

inclusion of CycleBeads in the
contraceptive procurement tables. In Rwanda, environmental scans indicated a need to increase political
support for SDM scaleup and reduce bias within influential physician networks. IRH, therefore, published
articles in the local WHO bulletin to reach physicians with evidence and information that positioned SDM

as an effective, longuise method that complemets long-acting methods.In Mali, work with civil society

COI OPO ET Al OAET ¢ OAIT ECETI 60 1 AAAAOO AT A xI T AT 80 colI
and demand for SDM (and family planning) and provide a forum for grageots advocacy for an SDM

option.

The ExpandNet framework helped IRH staff make the mental shift required when moving from the SDM
introductory phase to scaleup. Prior to adoption of the framework, IRH staff sought opportunities to
spread SDM availability in all five countries,but did not necessarily focus on actions needed for
sustainability. The framework provided a comprehensive picture of the work required to achieve both: it

13



sharpened the focus on the need for, and elements of, institutionalization of the innovation, aloidgs the
more evident need for geographic expansion.

Adherence to guiding principles and core values facilitated scale -up

4EARA %@bAT A. AO MEOAI Axi1 OE86O COEAET C DPOET AEPI AOGh AT A
proved more than theoretical. R#éher, they advanced the scaleip process. For example, a focus on gender
and reproductive rights supported service quality monitoring (of counseling and informed choice),
involved men in and increased couple communication about family planning overall, ailped strengthen
client-centered, multrmethod programs. Making equity a priority meant that IRH and partners reached
underserved populations. In India, for example, the choice was to work in districts with the greatest needs
for family planning services in all countries, materials and messages were adapted to serve lditeracy
clients. Moreover, the principle of equity drove the expansion of SDM provision beyond facilities: SDM
scaleup included nonclinical service delivery channels including communig health workers, FBO
managed family life and couples counseling services, private pharmacies and retail outlets, and n&alth
organizations.

Embracing systems approaches means giving up control of the scale -up process

During pilot studies and early intoduction of an innovation, the researchers and/or implementation
organizations generally have significant control over how the innovation is offeredlraining providers,
developing and distributing client materials and job aids, measuring progress, and maging the project

are resourceintensive activities that are performed during pilots and early introduction by those who have

a particular interest in the outcome.During scaleup, on the other hand, these functions have to be
transferred to others, or saleOD EO 11 0 OOOOAET AA1l A8 4EA AAOT AAAUR
for sustainable scaleup require a shift in focus and different skills. Another requirement is the patience and
persistence to constantly monitor what is happening in the enviroment that affects scaleup of the

innovation and the ability to address those issues that inhibit scatap.

Systems are not static: gains can be reversed and monitoring is needed

Frequent turnover in personnel due to political changes has been cited preusly as a challenge for scale
up. Given the importance of higHevel stakeholders in supporting scaleup as well as the innovation being
taken to scale, significant resources are required to bring new stakeholders on board. In Rwanda, for
example, a chage in personnel resulted in SDM, which had been part of the Performance Based Financing
scheme to reward highperforming facilities, was eliminated as a performance indicator. Advocacy efforts
had failed to reinstitute SDM in this financing approach byhe end of the scalaip phase. In Guatemala, a
revision of the family planning norms, which previously had stated the accurate SDM failure rate, would
have included a higher rate that of periodic abstinence if a vigilant stakeholder from the MOH had not
call AA EO O )2(860 AOOAT OETT AT A T £EAOCAA Al 1 BDDPT O0OO0T E
Balancing need for horizontal results with need to sustain vertical results

"AAAOOA )2(60 CiT Al xAO O Al OE A@opAT A AAAAOdont®i AT |
focused on both horizontal and vertical results. The time and financial resources required to reach vertical

goals delayed investments in demand creation in all countries. In Guatemala, initial resistance to SDM by

key stakeholders absorbed the a#ntion of the resource team to focus initially on institutionalization. In
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DRC, horizontal achievements could only be achieved in new health zones as donor health sector
rehabilitation projects were funded, leading to a crosgpatch effect on expansion. Dung several years of
low resources availability to support expansion, IRH focused scaig efforts on institutionalization in DRC.

CONCLUSION

Scaleup is a messy, frustrating business! It requires three elements: time, resources, and a msat that

sayh Ox A A OAS, delheldtkehleAOI0 AT 68 7EOET OO0 OE-dpeiortsOhicnA A AT Al
are often embodied in timelimited, donor-funded projects, will be truncated before success is achieved.

Insufficient resources will not allow horizontal spread, systems change, or champion development, and

those who are leading the scaleip effort will continue to function as expert resources beyond the time

when expertise should reside in others. Scalep is both an art and a science. Early wins are ofte

challenged by shifting priorities and personnel. A focus on expanding access and use of an innovation can

dilute efforts to incorporate the innovation in systems, but an emphasis on including it in systems at the

expense of expansion can result in neg@diA DAOAAPOEI T O T &£ OEA ET 11T OAQET T &«
approaching scaleup systematically, using monitoring and evaluation to guide decisions, and focusing on

the transfer of capacity and responsibility from resource to user organizationsan result in successfubk

andlasting? scaleup.

INTRODUCTION

Promising Practices for Scale-up: A Prospective Case Study of Standard Days Method Integration

describes processes and results of the Institute for Reproductive Health (IRH) at Georgetown Uniwdt O U 6 O
scaleup of the Standard Days Metho& (SDM) of family planning (FP) over five years in five countries.

Chapter 1 provides background to the case study: despite evident demand, most FP programs around the
globe did not offer an effective, fertilityawarenessbased method (FAM). While such methods existed, they
were perceived as ineffective and cumbersome to integrate into existing FP programs. IRH developed the
SDM in 2000, then tested its effectiveness and acceptability via operations research th diverse settings

on three continents over four years. IRH found that women and couples could use SDM effectively and with
satisfaction; moreover, SDM was simple and streamlined enough that it could be integrated into clinic
settings and into community halth worker programs. This phase was followed by introduction studies in
three countries from 2004 to 2007 which tested SDM integration at larger scale (e.g. district, sokgion).
The results of these studies refined services delivery strategies for impteentation at larger scale and
showed that adding SDM into programs did not decrease use of other modern methods and contributed to
increased contraceptive prevalence rates.

IRH then turned to a second research phase to determine how the proven SDM coddsustainably taken

to scale in existing public and private health service systems. From 2007 to early 2013, IRH used the World
(AA1T OE / OCAT EUAQET T dnéwoik, tésérited ivh ataptdr A3toAghide & BtAinable scale

up of SDM in the Democrat Republic of Congo (DRC), Guatemala, India, Mali, and Rwanda. IRH designed
the five-year scaleup research as a prospective, explanatory case study (whose objectives and
methodology are treated in Chapter 2), the outcomes of which would form a strong doibution to the
limited global body of research on the sustainable scalgp of health innovations.
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Chapter 3 presents information on the results of SDM scalg. Chater 3.2 offers topline data on
achievements in geographic expansion of SDM, method institonalization in health systems, political and
cultural support for the method, and knowledge of, demand for, and use of SDM. The ensuing-shiépters

turn from what was achieved, tohow it was achieved: the alliances that IRH formed globally and within

each scaleOPD AT O1 OOUh AT A OET OA), aktionsEaAd tAsksO(Bl), adeDdsudskd; E A O
Challenges, both national and global, and how IRH and partners did or did not overcome them, also feature

in these chapters. Chapter 3. reflects on the ugfulness of the ExpandNet framework and its guiding

principles to the scaleup process, and their contribution to scaleup results.

Promising Practices for Scale-up: A Prospective Case Study of Standard Days Method Integration
concludes in Chapter 4 withreflections on the hypothesis that was tested in the case study, laid out at the
onset of the SDM scalep phase, about following a systemsriented approach to scaleup. Use Figure 1

below to navigate the report.
Figure 1:Roadmap to the Case Study

UTILITY OF EXPANDNET SCALRJP
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STRAIGHT TO RESULT

CHAPTER 3.2
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Engaging User & Resource Organizations Advocacy
CHAPTER 3.3.4 CHAPTER 3.4.4
Definition & Evolution of SDM Innovation Awareness & DemandCreation
CHAPTER 3.3.5 CHAPTER 3.4.5

Resource Mobilization
CHAPTER 3.4.6

CycleBead Procurement
CHAPTER 3.4.7
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CHAPTER 1: BACKGROUND

1.1 Problem Statement and Rationale

The international FP movement is considered by
many to have begun in 1952, when the International
Planned Parenthood Federation (IPPF) and

21 AEAZEAT T A OGolneilover® ounded) Brid 1
£ )1

xEAT OEA cCci OAOT i1 AT O
first national FP program?!

The ensuing halfcentury saw tremendous financial

outlays for FP programs and important advances in
contraceptive technologies. Yet in the first deaie of

the new millennium, the modern contraception

needs of an estimated 1% of all women aged 15 to
49 (concentrated in SubSaharan Africa and South
Central Asia) remained unmet Estimates from

2012 put this number at 222 million women

worldwide.3 The challenge remains to reach more
women with contraceptive options that appeal to
them.

A major milestone in the FP movement was the
1994 International Conference on Population and

Development (ICPD) in Cairo. There, the global FP

community affirmed that reproductive health and

OECEOONh xT 1T AT80 Al bl xAOi Al abaout sidg eifects @f otheA raethdds @$ E O U
should be central concerns within population and whose belief systems preclude the us
devel d polici hormonal or barrier methods. SDM F
evelopment programs and policies. women and men learn about their fertility,
it involves men in FP. The method is sin
While FP programs had for years promoted a range teach and use, and can be provided by clin
of options that included hormonal, barrier, community health workerssets do not ne
. . medical exams, and they need not seek
reversible and surgical methods, one category was supply
missing from  most  programs: effective,
scientifically-OAOOAA | AOET AG AAOGAA 0OBI1'1 OO0A D06
1Robinson, W. and Ross, J.A. (edit oWwosdBarkWashingtonpOChe gl obal
http://siteresources.worldbank.org/INTPRH/Resources/ GlobalFamilyPlanningRevoluficogsifed 29 July 2012.
2 Singh, S., Darroch, J., Ashford,id,\dlasoff M 2009. OAdding it up: The costs

and Mater nal

Based on reproductive physiology, ¢
identifies a fixed set of days in each mens
cycle when a woman should avoid unprote
intercourse if she does not wish to be:
pregnant. Used correctly, SDM was foun
have a failure rate under 5 (per 10
women/years) among women with reg
cycles of 2632 days; with typical use, failt
rate under 12. Thus, SDM efficacy is simil
other usedependent methods. The catodec
string of CycleBeads® helps the SDM user
her cyte.

SDM helps bring new partners to FP prov
and its scalup offers opportunity
strengthen health systems as a whole.
appeals to many women who do not curri
use any method, those who are conce

a n GuttNacheblmstitute amtidJaited Nlatiors PopulatiopiN&wndork, NY.

http://www.guttmacher.org/pubs/AddingltUp2009.pdfccessed 29 July 2012

3 |bid.
4Uni t ed
5-13

Nations Family

Pl anning
Sept e mb e rUnile® Yationdelv' 9otk 5ISBN 92-151289-1

Association.

http://www.unfpa.org/webdav/site/global/shared/documents/publications/2004/icpd_eng.pdf

OReport
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fertility awareness. It was not that highly effectivefertility awareness-based methods FAM) did not exist.
The SymptoThermalmethod and the Billings Ovulation Method, for example, had been demonstrated in the
scientific literature to have effectiveness rates that rivaled many of the more widelgromoted
contraceptives 6.

Rather, three problems accompanied these FAMs. The were persistent misperceptions that they were
ineffective,”- 8 and appropriate only for those whose religious beliefs precluded the use of other methods.
FAMs werealso perceived to bemore complex than other options and required significant time to teach
and learn: it was difficult to integrate them into typical FP services due to their timéntensive counseling
proces®. Despite attempts to streamline FAMs and their service delivery protocols, misperceptions and
feasibility issues persisted. Put simply,hese effective FAMs could not be scaled up to reach the millions of
women who needed them. IRH learned this firsthand in its early work, supported by USAID, to expand
access to natural methods through public and neprofit sector FP programs.

1.2 Addressng the Problem: The Standard Days Method

It was in the wake of the ICPD that a group of researchers at IRH developed a nhew method that could

Dl OAT OEAT T U 1T AAO TTOA xTTAT60 TAAAO A O &0 ARASGAAA
new method was a simple, effective FAM, feasible to integrate into FP programs, called the Standard Days
Method® or SDM. For use by women whose menstrual cycles are between 26 and 32 days long, SDM
specifies a fixed window of fertility from days 8 through 19 of theycle10 A multi-country study established

the failure rate of SDM as 5 with correct use and 12 with typical use, similar to that of other usdirected

methods1t

33-60 O1 ENOA EAAOOOAO i A typiedd badket@ OFOdhdic€s. Goinrhdp usdd AT O
with a visual tool called CycleBeads® to track the menstrual cycle, it is a knowledgpased method that

does not require restocks or repeat visits to medical providers. It is a usatirected method that involves

men, enables women to learn more ahd their bodies, and empowers women and couples with
information they can use to plan their families and their lives. Importantly, it is a method that puts women

in control of their fertility and takes gender into account: incorporating SDM into FP programaligns with

) #0360 OAAT I 1T AT AACET T O Oirz poi i1 OA OADPOTI AOAOEOA OECE

SFrankHer r ma n n, P . turakfamilygplanninglw@&hBamd. without darrier method use in the fertile phase: efficacy

in relation to sexual behavior: a German prospective-torgr m édvancky in ©ontracepti(i8) 179-189.

6 Bhargava, HBhatia, J.CRamachandran,,[Rohatgi, Pand Sinha, A1 9 9 6 . OFi el d ttionimethodoff Bi | | i
natur al f am@ontracepoibA2N687H0 g . 6

7Ar ®val o, M. 1997. OExpanding the availability and i mpr o\
awareness educat i onAdvahcevivGodimiion: B(2/)e1hLfect i ves. 6
sStanford J., Thurman P., and Lemaire J. 1999. OPhysiciar

Obstetrics & Gynecolod94) 6720678.
9 Arévalo, M. (1997). Expanding the availability and improving delieématural family planning services and fertility
awareness educat i onAdvarResinConttacapth®(2/3), 8715-88l.ect i ves.

WAr ®val o, M., Sinai, Il ., and Jennings, V. 2000cleasthe Fi xed
Basis of a Simple Met hGahtraoeptiofd@)t354360l Fami Iy Pl anning. 6
LAr®val o, M., Jennings, V, and Sinai, Il . 2002. OEfficacy

Contraceptiofi5: 333-338.
12 Gribble,d N. 2003. 0The Standard Days Met hioanatwral FangslyrHlahnng Pl ann
Perspective2d(4): 188191.
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The high number of users of periodic abstinence around the worldl led IRH researchersand USAID
colleagues tobelieve that a method like SDM would appeal to many women, and results fro ) 2 ( 8§ O
operations research studies from 2002 to 2005 showed that to be the case. The studies, which took place in

12 diverse settings in India, Africa, and Latin America, demonstrated that women could use SDM correctly
and with a high degree of satisfactin.t4 These and subsequent operations research studies conducted from
2005 to 200715 16 showed that women chose SDM in significant numbers and that it was feasible to
integrate SDM into standard, ongoing FP programs.

SDM was shown to have certain relativeadvantages over existing FRnethod options. While it was not
appropriate for all women, it met the needs of many who desired a nelormonal method or a method that
would let them involve their partner and/or learn about their fertility. In fact, the most common reason
women gave for choosing SDM was that it was natural and had no side efféttg\nother advantage was
that, unlike some other FP methods, SDM could be offered successfully by community health workers:
research showed that a woman need not visia medical provider for access. Further, providers found the
method easy to teach, and women found it easy to learn and to &&eWith these positive findings, it was
clear that SDM had the potential to address unmet need for FP if it wesealed up that is, if it were made
widely available as a FP option.

In 2007, IRH, with USAID support, launched a fivgear initiative to scaleup SDM in five countries? The
initiative was designed as a prospective, comparative research study of the process and outcomesaling
up. The purpose of the research was to document and understand how a FP innovatiospecifically,
SDM could be incorporated into mainstream FP programs and achieve sustainability. Lessons learned
could be applied to similar SDM scalep efforts in more countries, and could inform the expansion of other
evidencebased reproductive health innovations. Note that, while the scaleup process and research
described in this document occurred in five countries, recognition of SDM has continued to grow: the
end of 2012, SDM was incorporated into the national FP norms and policies of at least 16 countries.)

The five-year initiative was commonly referred to as theSDM scaleup phase to differentiate it from the
preceding introductory phase with its operations research and introduction studiesThis work was funded
by USAID and formally known as th&AM Project (2007-2012). The countries that IRH and USAID selected

13 Che, Y. et al. estimate that 27 million couples worldwide, 21 million of whom livel@védeped regions, were ing
some form of periodic abstinence as of 2000. Howeve
ovul ation ranges from 8% to 91%, with a median valu
the fertilewindow and therefore are not protected against pregnancy.

14 Gribble, J., Lundgren, R., Velasquez, C., and Anast280&0 Bei ng strategic about contrac
experience of t he Contraceptiavi7(d): 1Drdys Met hod. 6

15 Luindgren, R., Naik, S., Johri, L., Sood, B., Jennings, V. 2007. "Expanding contraceptive prevalence in India through fertility
awareness based methods of family planning.” Obs. & Gynae. Today: 12(9%3M26

16 Blair, C., Sinai, I., Mukabtsinda, M., Muran&ts2007. "Introducing the Standard Days Method: Expanding family

planning options in Rwanda." African Journal of Reproductive Health: 1-62):60

17 Gribble, J.N. 2003. "The Standard Days Method of family planning: A response to Cairo." InterratnilgaPlenning

Perspectives: 29(4):1881.

18 Blair, C., Sinai, I., Mukabtsinda, M., Muramutsa, F. 20@6ducing the Standard Days Method: Expanding family

planning options in Rwanda." African Journal of Reproductive Health: 1:562):60

19 |In India, RH also brought the Lactational Amenorrhea Method to scale.

r, ot
e of

19



for scaleup were Guatemala, India (Jharkhand state), Madagascar, Mali and Rwanda. Madagascar
experienced aAT OB i &00® IRE ceased activities there and DRC was chosen as the fifth scale
country.

1.3 The Science and Art of Scalg: Theoretical Background

With the onset of the FAM Project in 2007, IRH made a crucial shift, turning awfigm operations research
and toward scaleup. With this shift, IRH moved from examining what happened when SDM was integrated
into FP programs to determining how SDM could be expanded to achieve maximum benefit, taking into
consideration key principles sich as human rights and equity of access.

At that time, however, the scientific literature on theprocess of scaling ua health innovation was sparse. It
was clear that innovations successfully implemented in pilot projects rarely reached their full potial at
OAAlT An OEAOA xAOA ZEAx OOOAAARAOO OOI OEAOGSE OEAO ) 2( Al

After reviewing such scaleup guidance as existed, IRH

AETOA OEA 71Ol A ( /hobroNet | OLAd LU AR Abpfofn to scattsp
framework and tools to guide SDM scatap. The

ExpandNet framework is lased upon a review of Scaling up is portrayed as an open system of
literature from the fields of FP, health and five elements that interact tvibne another:

development, the diffusion of innovations and € innovation, the user organization, the
environment, the resource team or

research utilization, and management and policy  grganization and the scale strategy...An epen
scienceslt provides a theoretical base for the scalep systems perspective means that the task of
process and stepby-step information on how to  scaling up is not exclusively a technical and
develop a scaleup strategy. ExpandNet is also a Mmanagerial undertaking, unatited by the

. outside world. It is heavily influenced by
network of practitioners, and offers lessons drawn  onvironmental factors [and] critical choices
AOT I 1 Al A-Aznd éxperiehc® @ Gealaip in - have to be made about the type of scaling

Asia, Africa, and Latin Americ& up, dissemination and advocacy, the
organization of the scalingp process, costs
and resource mobilization as lhas

The developers of the ExpandNet framework defined monitoring and evaluation.

scaling b Aléiber@te efforts to increase the impact
of health service innovations successfully tested in pilot Practical guidance for scaling up health service

or experimental projects so as to benefit more people 'Nnovationspage 7, WHO/ExpandNet

and to foster policy and program development on a

lasting basig®6Inherent in this definition are two

important concepts. First, scaleup rarely happens

spontaneously: deliberate, planned, strategic action must be taken to achieve it. Second, soaleequires
institutionalizing the innovation so it is sustainable and remains in place indefinitely.

20Si mmons, R. and Shiffman, J. 2007. 0Scal iScginguphedite al t h s
service delivery: from pilot innovations to policies and progrdrd®deBdited by Simmons, R., Fajans, P. and Ghiron, L.

World Health Organization and ExpandNet. Geneva: WHO Press.
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The ExpandNet framework offered IRH a way to conceptualize scal, and vocabulary to describe it. The
framework components are categorized aglements(see upper portion of Figure 2) including a scaleip
strategy, which itself is the sum of reasonedhoices made in a number obtrategic choice areaglower
portion of Figure 2). The elements and strategic choice areas are briefly defined below:

Figure 2: ExpandNet Framework

Environmeng )
The Innovation
User EHT..::
Organization(s) > elements of
Resource scaling up
Team
A
\
TYPE OF SCALING UP
\ Strategic
choice
areas
DISSEMINATION || ORGANIZATIONAL | | COSTS/RESOURCE MDNE'?E?I NG
AND ADVOCACY PROCESS MOBILEZATION EVALUATION
ExpanpiiI
() e

Elements of scale-up:
1 The Innovation The health serviceintervention that is being scaled up. The innovatiomften consists of

several components, such as a FP method or device plus the educational and other tools that are used

with it.

1 Resource TeamThe individuals and organization(s) who promote and facilate wider use of the
innovation and who educate others on how to deliver the innovation.

1 User Organizations The institution(s) or organization(s) that seek to or are expected to adopt and
implement the innovation. These may include ministries of health MJOH), nongovernmental
organizations (NGOs), and private provider networks.

1 Environment:The conditions and institutions that are external to the user organization(s) but affect the

scaleup process. These may include governmental policies, politics, buangcracy, socioeconomic
conditions, and cultural factors.
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1 Scaling up strategy:The plans and actions necessary to fully establish the innovation in policies,
programs, and service delivery. The scalap strategy is, in effect, the sum of a series of reasegh
strategic choices in several areas, as delineated below.

Strategic choice areas:

1 Type of scalaip: The two main types of scalaup are: vertical, which entails integrating the innovation
into policies and institutions; and horizontal, which means geogaphically expanding the reach of the
innovation. The strategic choices that appear below must be made for each type of segte and the
resource team must decide how much attention to give to each scale type, and when.

1 Dissemination and advocacyScding up an innovation requires a variety of interpersonal and
impersonal dissemination and advocacy strategies (Hperson meetings, policy briefs, publications and
more) that build awareness and support for the innovation at multiple levels.

9 Organizationd process:This rather broad strategic choice area may include decisions about the pace
and scope of scaleip; the number of organizations involved; and whether scalep is participatory or
donor/expert driven, central or decentralized, and adaptive or fired.

1 Costs/resource mobilizationScaleup requires resources above and beyond typical service delivery.
Resource mobilization refers to identifying and securing funds or hkind contributions for scale-up
activities, and may also refer to ensuring that bdgetary allocations are in place to pay for the
innovation for years to come.

1 Monitoring and evaluation:M&E assesses the process, outcome, and impact of sagbeactivities, and
provides data with which to make adjustments, maximize impact, and determinethen scaleup is
achieved. A resource team may choose to collect and use a variety of data, such as service statistics,
special studies, local assessments, and environmental analyses.

The ExpandNet framework also includes fouguiding principlesthat, when applied to scaleup planning
and implementation, help ensure lasting benefits to those who need the innovation most. The guiding
principles are: systems thinking a focus onsustainability, determining scalability (the suitability of the
innovation for scaleup), and arespect for human rights, equity and gender perspectitesensure that
guality services are accessible to all. The first three principles are lefly discussed here; Chapter 3.5
contains reflections on applying the four principles to sda-up and their influence on outcomes.

In line with the guiding principles of systems thinking(text box pg. 20 and afocus on sustainability IRH
considered how scaleup of SDMET A CEOAT AT 01 Oou AT O1 A Al O AT 1 OOE
health system. Scaling up a health innovation intrinsically requires efforts to strengthen health systems so
OEAO OEA EIT11 OAOCETIT EO AAAAROOEAI Anh A£EAI OAAAT Ah AT A
Systems Strengthening as it planned the sale-up strategy.

22 World Health Organization. 200Ev er ybody business: strengthening health
framework for aatn.WHO Press: Genevattp://www.who.int/healthsystems/strategy/everybodys_busines#pdéssed
10 August 2013.
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Table 1: How Scalaip Can Contribute to Health Systems Strengthening

WHO Health System

Examples of how SDM scalep could strengthen each building block

Building Block

1 Fostering multirganizational collab@tion

9 Implementing evidendmsed approaches

1 Using scalelp monitoring and evaluation data for decisinaking

Improving capacity of |  Reevaluating issues such as task sharing and supportive supervision
health workforce { Integrating SDM into-gervice and ge-service training

1 Improving counseling skills by learning to screen clients and teach SDM

1 Expanding FP access through comrder#y/service delivery

1 Bringing more attention to FP programs as a whole and how quality can be
improved forall methods

1 Learning how to forecast demand and procure CycleBeads appropriately

FP product availability |  Managing introduction of new methods into distribution systems and bridging

gap between district warehouses and health centers

1 Sharing systemvide data, such as MOH FP services statistics, to monitarsca
allowed stakeholders to view FP (nhot only SDM) program issues more gener
and identify solutions

Leadership and
governance

Service delivery

Health information
systems

IRH thus designed scaleip not only to reach more people withquality SDM services, but to strengthen
health systems, and FP programs in particular, so they could sustain highality SDM and other service
delivery. Because systems thinking recognizes that a health system exists within a larger environment and
set o influences, IRH scaleip considered a wide range of stakeholders, the influence of global trends and
inputs, and the possibility of singular events (political shifts, new national and international initiatives) that
affected the scaleup process.

The principle of scalabiity AAAT O xEOE AOOAOOET ¢ AT ETT1T OAOETT60 AC
scaleup. A scalable innovation is one that: isredible and evidencebased; is relevant to the population; has

relative advantages over existing pratices; is easy to install and understand; is compatible with existing

values, norms, and facilities; and is testabR8.Importantly, SDM met all these criteria. Its evidence base

derived from extensive operations research in most of the countries that chesto scaleup SDM. In other

words, country-specific research had already clarified that the method worked, that it met the needs of the
population, that it was compatible with existing values, norms and facilities, and that it was testable.

1.4 Purpose ofthe Prospective Case Study

Without scale-up, the full potential of a promising reproductive health innovation such as SDM cannot be
realized. But to understand what influences scalep, information on processes and outcomes must be
systematically collecth 8 " U c¢mmnx h O ) 2 (s@eQproBpedtive btddydp Acaleid hiad eled1 OE
been done. IRH, therefore, designedcaleup researchto dovetail with the five-year scaleup phase. Its
prospective, explanatory case study incorporated multiple source®f evidence collected in the five
countries from November 2007, when the FAM Project began, through early 2013. Using a muakse

2ZAs cited in ExpandNet 06s oNH., e G&risenpK. 198Butithg knoweédgatoese: E. , Abe
facilitating the diffusion of knowledge and the implementation of plannedSakgancisco: Jos€sss Inc. As cited in
ExpandNet s Nine steps for developing a scaling up strat
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data collected ty IRH and local research organizations.

The goal of the scalaip phase was to increase access to and use of SDM in five countries; therefore, the
overall purpose of the case study research wa® tdescribe the process and outcomes of SDM agalasing
the ExpandNet framework and identify key factors that influenced SDM saople
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CHAPTER 2: THE PROSPECTIVE CASE STUDY

2.1 Hypotheses and Objectives

To manage the case study process, and to guide data collection and analysis, IRH developed a hypothesis,
objectives, and research questiong he hypothesis was:

Applying a systems framework and scal@ principles (as articulated in the ExpandNet framework) will

I AAA O1 xEAA AOAEI AAEI EOU 1T &£ NOAI EOUh OOOOAET AA
facilitating the scaleup process include advocacy, building leadership, capacity building in systems
analysis, transferring skills and ownership; and application of scaje principles includes a participatory

systems approach, making strategic choiceasbd on evidence, attention to quality, and sustainability

considerations.

The complementary (null) hypothesis was: applying a systems framework and scalg principles (per the
ExpandNet framework) will not lead to wide availability of quality, sustaindle SDM services.

4EA AAOA OOOAUGO EEOA ObA A ESEE Appehdik B AcA BeErésdatth duesdonsb OA O
related to each objective.

Table 2: Case Study Objectives

Specific Objectives

1 To compare and contrast similarities and difiees in the innovation and the process and outcon
SDM scalaip across countries

2 To assess the usefulness of applying the ExpandNet framework (a systems approachipto scale

3 To identify promising practices and key determinants of-gpaléecilitating and constraining factor
using ExpandNet as an organizing framework.

4 To describe the unique contributions of SDM-apate reproductive health at the organizational g
individual level

5 To identify the facilitating and constrainiagtbrs specific to SDM scaip

2.2  Methodology

2.2.1 Overview

To fully understand how the complex scalaip process occurs, novel research methods are needed. To date,
the literature on scaleup of innovations has focused primarily on the attributes ofin innovation, patterns

of innovation/technology adoption, and the use of opinion leaders. Much less has been written on the
process of scaleup itself.24

The dearth of literature on the scaleup process may be due, in part, to the considerable challengekerent
in this type of research, including the complex interpretive process underlying adoption, pervasive pro

24 Simmons, FEajans, P., and Ghiron, R. 2007. Scaling up health service delivery from pilot innovations to policies and
programmes. World Health Organization, ExpandNet: Switzerland.
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innovation bias on the part of researchers, and the need to incorporate laborious mixedethod studies to
gather information on both process ad impact. In addition, scaleup research needs to be theory driven
and requires a focus on systems rather on individual behavior.

IRH chose theexplanatory case study methodology to assess scalp of SDM across the five countries.

More than a data cokction method, the case study methodology answed NOAOOET 1 O | £50x EUS
The case study method was appropriate for studying scal@ of an innovation such as SDM because the
research goal was to understand a complex process. By combining quantivat and qualitative data from

multiple sources including household surveys, facility assessments, quality assessments, anetépth
interviews, the study was able to provide a comprehensive picture and analysis of the scaile process.

2.2.2 Use of the ExpandNdtramework

The grounding of SDM scalep research in the ExpandNet framework provided a starting point for IRH to

develop the case study methodology and define research questions; ultimately, it also guided data analysis

AT A OECT EZEAAT Ok idthé\sBasERpl pRade In fact, Begndxnfludncing research design, the
ExpandNet frameworkCOEAAA OEA DOl EAA Otaditatédoperativbalizhtidh oAthkesdale A AT A
up concept See AppendixB for the relational framework of SDM integration,which is based on the tenets

of the ExpandNet frameworkand Appendix Cfor OE A b Gii-douktkyGdQlobal logic models, which

derive from the relational framework.

2.2.3 Methods

IRH and partners collected a variety of quantitative and qualitative informabn to answer the research
guestions that guided the explanatory case study. Multiple data sources increased the rigor of the case
study by allowing triangulation of results from different sources. The data collection methods are listed in
Table 3, and dahed in the subsequent text. The methods are discussed again in Chaptet.3(Monitoring

and Evaluation), as the information they yielded was also used to track the scalp process in the five
countries and to inform scaleup planning.

The household survey provided quantitative information about awareness, knowledge, and use of SDM
and other FP methods by women and men of reproductive age at baseline and endifRH developed a
structured questionnaire based largely on the contraceptive section of th®emographic and Health
Surveys (DHS), with an additional irdepth module that captured SDM awareness, current use, and ever
use, while controlling for demographic characteristics. Overall contraceptive prevalence and shifts in the
use of various methods wre compared from baseline to endline.

Service statistics were routinely collected from health facilities, and included the number of new users of
all FP methods, including SDM, by method. These allowed IRH and partners to monitor the spread and
uptake of SDM services in the scalap areas, and compare these to other FP services. Depending on the
country, statistics were collected monthly or quarterly; they were analyzed to determine trends and
identify where additional technical assistance or scakeip support was required.

25Yin, R.K. 199@Case Study Research: Design and Melmabury Park: Sage Pulatons.
26 Household Surveys were conducted at the following times in the five countries: DRC: Endline, 2012; Guatemala: Baseline
2010, Endline 2012; India: Baseline 2009, Endline 2013; Mali: Baseline, 2009; Rwanda: Endline 2012.
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Table 3: Methods

Type of Indicator Method Type of Data  Frequency
Household Survey Quantitative Twiced baseline & endline
Outcomes: Service statistics Quantitative Ongoing

1 Awareness and use of SDM
9 Availability of quality services
9 Provider competency

Most Significant Change
(MSC) Story Collection

Knowledge Improvement
Tool (KIT) and Client Folloy Quantitative Semiannually

Qualitative Once (Year 4)

Up (CFU)
Outputs: . . . . . .
: . Facility / Service Delivery I Twiced baseline or midline
1 Providers trained Point (SDP) Survey Quantitative | o 4ine
9 Clinics offering SDM
9 Demanedoriented Informadn, . o . . .
e tan e Cemmeste Stakeholder Interviews Qualitative Twiced baseline & endline
(IEC)
9 Supportive partners/ _ o _
stakeholders Benchmark Reporting Quantitative Semiannually
i Systems integration
Process: Focus Group Discussions
il Scaleup strategy IRH headquartersnal field | Qualitative Three times
9 Types of scaleip staff

9 Dissemination and advocacy
9 Capacity building

1 Organizational process

9 Resource mobilization

9 Environmental influences

Key events timeline Qualitative Ongoing

The Most Significant Change (MSC) techniqué” is an inductive, indicatorfree, participatory evaluation

method that complements deductive methods. MSC involved gathering sts from those most

Ei i AAEAOGAT U ET O1T 1 OAA j As8c8 &0 Al EAT OOh Al ET EA OOAE
AEAT CA86 4EOAA AT T AET O xAOA AAEETAA A1 O -3# AT 11 AAC
by service providers sine@ SDM introduction; and changes detected by program managers since SDM was
integrated into their programs. By allowing respondents to describe phenomena that they valued, MSC
uncovered scaleup effects not detected by quantitative evaluation data, and intgible aspects of SDM

scaleup such as advocacy, champions, leadership, gender equity and informed choice, among others.

Provider competency was assessed using an IRH checklist called tieowledge Improvement Tool
(KIT). The KIT was used at a sample ddcilities with providers who had been trained in SDM, or directly
with community health workers, and measured their understanding of SDM counseling. Ti@ient Follow

27 Dart, J. and Davis, R.Q® . O0A Di aBgaosneadl ,EvSatlourayt i on Tool : TheAmgant Si gn
Journal of Evaluati@#(2): 137-155.
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Up Tool (CFU),a brief survey, was administered periodically in conjunction with the KITto ensure that
clients were using SDM correctly and with satisfactionData were used to verify that the innovation
components remained effective as they were scaled up, and to identify where additional supervision was
needed.

Service Delivery Point (SD P) surveys assessed the status of SDM integration and quality of services at

the facility level. They were conducted at baseline (or midline) and endline and had two components. First,

the facility assessment was a visual review for SDktlated commodities and IEC materials; a short

ET OAOOEAx xEOE OEA ZAAEIEOU i AT ACAO O CAOCA xEAOE
record keeping and information systems. Second, interviews with facilithased providers and community

health workers assessd level of training in SDM, correct understanding of SDM, competency and
experience in offering SDM, and attitude (including biases) toward SDM in relation to other FP methods.

Stakeholder interviews were held with key individuals in governments and MOHsSNGOs, faithbased
organizations (FBOs), professional associations, educational and training institutions, donor organizations,
cooperative agencies (CAs) and other entities involved in SDM scailp. Interviews touched upon inclusion
of SDM in organizatioml norms and guidelines, IEC, supervision, information systems, commodity
distribution systems, staffing, and resource allocation. Interviews also covered the pace and quality of
scaleup including facilitating and constraining factors, and questions abouthe larger environment
(political, socio-cultural) in which scale-up took place.

Benchmark reporting was done semiannually, using benchmarks that IRH and partners selected at the
start of the scaleup phase. Benchmarks for the horizontal (expansion) andertical (institutionalization)
types of scaleup were measurable and easy to operationalize, and each was attachedamets, or realistic
projections of what was expected to be achieved in each country annually and by the end of the scgde
phase.The benchmarks were:

Table 4: Benchmarks of SDM&8e-up

Proportion of SDPs that include SDM as part of the method mix

Estimated number of individuals trained (with IRH support) to counsel clients
Number of organizations with cafiigdto undertake SDM activities (are resource
organizations)

Number of key policies, norms, guidelines, and protocols that include SDM
Number of public and private training organizations that include SDM-gepriee
training

Number ofpublic and private training organizations that include SDMserince
training

Number of donor procurement systems that include SDM/CycleBeads
Number of logistic systems that include SDM/CycleBeads

Number of HMIS/reporting systems that include SDM

Numter of IEC activities, materials, and mass media efforts that include SDM
Number of national surveys (not IRH initiated) that include SDM

Horizontal scaleup

=a —a -

= =4 =2

Vertical scaleup

=a =4 -4 —a 9

IRH created a database in Microsoft Acce®sto record benchmark data against targets. Twice annually the
data were agyregated into tables, where the current figures were compared to the benchmark targets
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established at the beginning of the scalap phase. In each country and globally, IRH reviewed the semi
annual reporting tables, with an eye toward evaluating progressdentifying problems, and determining
possible mid-stream adjustments as needed. Data review over the course of the seafephase allowed for
a comprehensive assessment of the SDM scalp process across the five countries.

IRH Washington staff periodially held focus group discussions (FGD) with country -based staff to
assess their perception of scaleip progress, understand what led to achieving (or not achieving) project
milestones, and examine how the ExpandNet framework was used in planning and implentation. This
information was used to better understand and document the scalep process.

Finally, akey event timeline in each country recorded internal and external events that positively or
negatively influenced the scaleup process. Events were li®d by country staff as they occurred, and twice
yearly were entered into a specially designed ExcRl spreadsheet that plotted them on a timeline. Events
were not analyzed independently, but were viewed in conjunction with, and to assist in interpretationf,
all other scaleup data. The timeline offered a higHevel view over time, and provided information that was
not captured in other case study tools. These included:

1 Advances in horizontal scalaup, such as major training events held by IRH or partner

1 Accomplishments in vertical scaleup, such as integration of SDM into a nursing preervice curriculum,
or inclusion in the DHS.

1 Coordination of the scaleup process, such as annual partner or resource team meetings, important
discussions with the MOHbr donors.

1 Political events, such as a change in MOH leadership.

Natural or other crises, such as a government declaration of famine &rff OB Adi OAOS8

9 Publications of research that included SDM findings.

=
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CHAPTER 3: RESULTS OF SDM SGRLE

3.1 Overview

This chapter presents the results of SDM scalep at the close of the FAM Project in early 2013. Secti@r2
offers data to demonstratewhat was achievedn horizontal and vertical scaleup, in political support,
awareness of and demand for the method, and levet SDM use at the end of the fivgear scaleup phase. It
concludes with an analysis of SDM sustainability in each of the five scaip countries. Section3.3 turns to
how these results were achieved, by analyzing the system elements spelled out in the &x@pNet
framework (Figure 2): the SDM innovation, the global and national environments in which scaig
occurred, and the resource and user organizations instrumental in SDM scalp. Section3.4 continues the
theme of how results were achieved, with discgsions of the many tasks, functions, and activities that
comprised the scaleup process within and across the five countries. Sectiah5 reflects on the usefulness
of the ExpandNet framework to the scalaip process and outcomes, and discusses how IRH gpartners
Apbl EAA OEA MEOAI AxT OE6O &£ 00 COEAEIT C DPOET AEDPI AOh

3.2  WhatWas Achieved? The Status of SDM Seafeafter Five Years
Without systematic and concurrent work toward horizontal (service availability) and vertical
(institutionaliza tion) scale-up, the sustainability of SDM offered at scale cannot be achievélthe data
presented in Sectios 3.21, 3.2.2, and3.2.3 reflect the constellation of horizontal and vertical factors and
environmental forces that, if aligned, should lead to a stainability tipping point (Figure 3). In Section
3.2.4, these findings are considered in relation to IRHetermined thresholds of the different factors, to
allow for prediction of which countries appear to be best positioned to achieve sustainable and veispread
SDM services going forward.

Figure 3: Tipping Point

Interplay of macro-level forces

influencing FP, including government and
donor support

Community

Extent of service support of and

availability , damarid ot
innovation
w
Extent of .
integration into ; Community
guiding knowledge of
documents and innovation

support systems Level of political

support for integration
3.2.1 Extent of SDM Services Availability: Horizontal Scéle

Each of the five scalaip countries had a unique starting point, and thus defined its SDM scalp goals
differently. Table 5 shows seleted country goals and achievements related to service availability.
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Table 5: Countryspecific scaleup goals and SDM services availability (selected indicators)

. % of Goal
Country Scaleup Phase Goal* Achievements (date) Al
SDM availablein78 SDPs i n § SDM availablein 749 SDPs 98.3%
e 515 health zones (June 2012) 270
. . 615 providers trained o
1,140 providers trained to offer SDM (June 2012) 53.9%
SDM available in all 308 SDPs in 3 SDM avdable in 305 SDPs 99 0%
departments (about 1/6th of country) (December 2012) 70
e 1,973 providers trained
. . , 0
1,809 providers trained to offer SDM (December 2012) 109.1%
SDM available at 2,100 SDPs in 12 of the 4 SDM available in 1,900 SDPs 90 5%
. districts in Jharkhand State (June 2013) 70
il 11,796 providers trained
15,000 providers trained to offer SDM (June 2013) 78.6%
SDM available in 1,320 (90%) of SDPs SDM available in 1,273 SDPs 96.4%
. nationwide (March 2012) 0
EL 6,208 providers trained
7,000 providers trained to offer SDM (March 212) 88.7%
SDM available in 690 (95%) of SDPs SDM available in 717 SDPs 103.9%
nationwide (July 2012) 70
RUEEE 7,472 providers trained
. . , 0
5,400 providers trained to offer SDM (July 2012) 138.4%

Source: IRH M&E reportsGoal statementsvere simplified ér this table

Mali and Rwanda, the two countries that planned and achieved neaational scaleup, came close to the
ultimate scale-up goal: that SDM become a routine part of publisector FP service delivery. Their challenge
will be to ensure that thesegains are maintained over time.

Inpost-AT T £l EAO $ 2up boalwas(todatrontpdnp theAMOH as it revitalized FP services, in phases,
across the country: IRH pegged its scalgp goal to the 300 health zones that the MOH planned to revitalize
in its 2007-2012 strategic plan. At he close of the FAM Project, 99%f service delivery points were
offering SDM.From the perspective of health zone coverage, 283 of 300 health zones, oP®4vere offering
SDM as part of FP services. The MOH has since revigedargets and expects to achieve full FP coverage in
all 515 health zones by 2017Viewed from this perspective, by the end of the scalep phase, SDM was
being offered in 55%o0f all 515 health zones, and the remaining scalep challenge in the DRC wilbe to

AT OOOA OEAO 3%$- OAI AET O AT AT AT AT O T 4&# OEA -1/ (860
supported by other donor projects.

Guatemala and India had more limited goals for SDM availability, and SDM as part of routine service
delivery nationwide was not fully assured. Guatemala scaled up in three departments, or about esigth of

the country, and India in 12 of 24 districts in Jharkhand State, which is one of 28 states in the country. In
contrast to Mali and Rwanda, Guatemala and Indigere in the early stages of national scalep by the close

of the scaleup phase. They built partial foundations, and produced evidence of feasibility and effect of
including SDM, that could lead to expanded policy and political support to extend SDM ir® services
nationwide at a future date.

31

&0



Strategies used and challenges encountered while expanding SDM services availability.

SDM expansion at scale was achieved by working in partnership with the MOH and with other
organizations engaged in FP provisiomnd support. Important among the latter were largescale projects

funded by international donors and implemented by CAs. While the strategy of working with such projects

i 1T £FO0AT AAIT 1T AA OAEI AOGAOAI 08Qq xAO bl GipdEasd haknegal®dd Oi O
implications. Projects were finite by definition; when they ended, so did resources to support scalg. In
addition, most bilaterals operated regionally and not nationally, leading to coverage gaps. This affected the
pace of horizontal scaleup in all five countries. IRH responded by working more directly with the MOH in
under-resourced areas and identifying other partners in the public and private sectors. FBOs played a
major role in service provision in Rwanda, for example, and dict-to-consumer approaches were used in

all countries to varying degrees.

Awareness of SDM as a FP option

If people were to seek SDM, they had to be aware that it was an option and know where to find it. IRH
posited that when SDM was as weknown as oher methods, demand for it would rise at least to levels
seen in operations research and introductory phases. IRH and partners used an array of channels to
introduce SDM information to women and men: person to person, print media, clinic and communibased
promotion and mobilization, and mass media. These demand creation tactics are the topic of Chaptdrs3.
the focus here is on the results of demand creation.

SDM awareness grew during the scalep phase but by endline, country studies indicated thathere were
still awareness gaps of SDM compared to other methods in Guatemala and DRGndia/Jharkhand and
Rwanda, awareness of SDM became comparable to (and occasionally higher than) other ubexcted
methods such as oral contraceptives or injectable3rends were similar among men and womerkigure 4
OET xO x1T i1 AT680 ETTx1 AACA T &£ 3$- Aii bAOAA OI OEBAEO E
phase.
Figure 4: Percent of women who were aware of SDM and injectables at endline
97.3%
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Further analysisin countries that conducted both baseline and endline surveys indicates that awareness

was unequal across sulpopulations: Older, more literate women, and those with more children, were
significantly more likely to have heard of SDM, as were those who wa#l outside the home(See Appendix

DA O AAOCA 11 1T AT AT A xT1TAT80 AxAOAT AOGO 1T £ AAAEOQEITA

Positive community attitudes towards an innovation and knowledge of where to obtain it, are important
AAOAOI ET AT OO0 1T £ OPOAEA Al rdputalidh AgE@i@Edd in&ommunityadtedesA 6 O O
must be attractive to positively influence demand. Endline surveys presenteall women and men who had
EAAOA T &£ 33- A OAOEAO T &£ I PETEIT OOAOAI AT OOhd AKRG E
AgAi D1 AqQ TO TACAOGEOAI U j 2$Te crdat® anftfitdB£EiBde) positivestateriehtdl A O O (
were coded 1 if yes, 0 otherwise. Negative statements were coded 1 if no, 0 otherwise. Codes were added,

and divided by the number of itemsto arrive at a scale ranging from 0 (meaning a poor opinion of SDM) to

1 (a positive opinion). The scores reflected a moderately positive attitude toward SDM, with little
AE£EAOAT AR AAOxAAT TAT60 AT A xI 1T AT80 1| PEé sghown»s 3 AT
Figure 5. Not surprisingly, among those who had heard of the method, the opinions of those who had used

it were more positive than those of respondents who had not. Men had slightly higher index scores than
women.

Figure5: Attitudes towards SIM (Score of 8item index)

0.8
0.7

0.6 - 0516
0.504 :
0.5 - —

0.4 - e = Women
0.3 - — Men
0.2 - _

0.1 - I

0.68

0.637

Used SDM Did not use SDM

Source: IRH Household Surveys, 2012 and 2013

IRH and partners made a concerted effort to overcome gender barriers that prevented men and women

from meeting their FP needs. Chapter 82.3 discusses this work, and presents seval outcomes about

i AT60O ETT x1 AACA T &£ 33- AT A PAOOEAEDPAOGEIT EIT EOO OOA
SDM use and its contribution to FP planning programs

As a rule, demand helps determine the added value that a new method brings to a FP progri®i posited

that, when SDM was as weknown as other methods, demand for it would be sufficient to demonstrate its
contribution to the method mix. Policy makers and program managers needed information on numbers of

28 SDM (CycleBeads) is easy to use, SDM (CycleBeads) is affordable, and SDM (CycleBeads) is an effective method in
preventiig pregnancy when used correctly, SDM (CycleBeads) is hard to understand, SDM (CycleBeads) is hard to obtain, and
Few women use SDM (CycleBeads) in community.
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new SDM users and the relative contribution of SDM to contraceptive prevalendncluding data on uptake
and continuation. Also of interest to policymakers was evidence from smadlcale studies that SDM acted as

a method gateway, motivating people who had never used modern methods to seek FP services; would this
hold true when SDMwas offered at scale?

Across all five countries, 156 of women who had heard of the method Of the 334 women

chose to use it, and 48% of ever users were still using it at the time of  gyrveyed who had every

the survey.Among men who had heard of the method, 1296 chose to use  ysed SDM, 19.8% were

it, and of those,38.5% were still using it. Importantly, of the 334 women first time FP users, a

surveyed who had ever used the SDM, 19.8%ere first time FP users, a  finding which suggests that

finding that suggests that offering SDM continues to bring new users to F. offering SDM brings new

when provided at scale, as was found in the pilot stlies. users to FP when provided
at scale.

Figures 6 through 9show the proportion of SDM users compared to users

of other methods, by country. Earlier SDM research in smaller geographi.

areas? indicated that between3% and6%i £ T Ax &0 OOAOO Ai 01 A AA AgbpAAOA.

findings fall within that range, except in DRC and Rwanda, where SDM use was higher.

User characteristics and satisfaction

The mean age of SDM users across all five countries was around 30 in all countries, and mean parity ranged
from 2.7 to 2.9. SDM userincluded Catholics, Christians, Muslims and Hindus, as would be expected given
the range of countries included in the study. About 10.4% of users had no formal education and 63.6% had
completed primary education or higher. 79.9% were literate and 51.6% wrked outside the home.
Multivariate analysis revealed that education and literacy appear to be significant factors in SDM use.
Literate and more educated women were more likely to have heard of SDM. Furthermore, among all
women who were aware of SDM, litate women were more likely to choose and continue using SDM.

Among current SDM users at the time of endline surveys, 97.5 % of women and 98.8 % of men were
satisfied with the method (79.5 and 63.4%, respectively, were very satisfied). Some 87% of womand
78% of men stated that they planned to continue using SDM. More than half (53.3%) of women who had
discontinued SDM use were using a modern FP method at endline (excluding women who discontinued due
to planned or unplanned pregnancy, or marital dissoltion). This latter finding is noteworthy because it
indicates that SDM usaloeslead to other method use for a majority of users, once SDM is no longer the
method of choice for a woman or couple.

29 Gribble, J., Lundgren, R., Velasquez, C., and Anast2B0&O Bei ng st r at eptve mtrodubtionuthe contr ac
experience of t he Contraceptiavi7(d): 1Drdys Met hod. 6

34
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Figure 8 Rwanda Family Planning Method Use
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Figure 7: Guatemaldamily PlanningMethod Use
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Figure 9 India Family PlanningMethod UseAmong
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A recognized risk of scalldb EO OEAO Al ET 11 OACET 160 AAEEAAOEOAT A

control measures that are a hallmark of pilot studies taper off. To assess whether SDM sagteresulted in
less effective use of SDM, the endline research asked current and former SDM users to demonstrate the use
of CycleBeads. Interviewers marked which of six items users spontaneously mentioned. A scale was
constructed that ranged from 0 (user did nd mention any item) to 1 (user mentioned all items). The mean
score for current female users was 0.72; former female users scored 0.59. Men showed similar results:
current male users scored 0.70, and former scored 0.52. (It was not surprising that currenisers
demonstrated a better grasp of CycleBeads; those who stop using the method may quickly forget the details
of its use.) An analysis using logistic regression, where the correase scale (for women) was the
dependent variable, showed that age, parityand literacy had no statistically significant effect on correct
use.That is, women of all ages, regardless of the number of children they had, whether literate or not, were
using SDM correctly.

To assess whether difficulty of use is a reason for abanding SDM, IRH examined the reasons that women
gave for discontinuation. The three most common reasons for discontinuation we: women became
pregnant (28.2% of discontinuers). (The survey did not ask if the pregnancy was planned or unplanned so
interpretation of this finding is limited.) About 19% of women who stopped using SDM did so because their
cycles were out of range. Another common reason (104 for discontinuation was that women wanted to
become pregnant. Few women (4%) thought that SDM was difftult to use or hard to understand. A very
small proportion of women cited difficulties with the method: 4.7% said that partner involvement was
problematic, while 3.5% said that family members disapproved of the method.

In sum, endline results suggestedntat SDM users represented an important proportion of FP usergvhen
offered at scale, SDM continued to bring new users to FP, discontinuation rates were low, and women were
likely to continue using modern contraception of some sort once SDM no longer mdieir needs. Overall
satisfaction with and knowledge of SDM were good among both female and male users. Results suggested
that awareness of SDM had grown, and that IEC and social mobilization activities had created a positive and
realistic view of the methad among community women and men.

3.2.2 Extent of SDM Institutionalization: Vertical Scdlg

The systems approachtosca®b 11 O 111U £ OOAOAA OEA A@bAl OEIT 1
institutionalization. Guided by the ExpandNet framework, IRHdentified and collaborated with in-country
partners to institutionalize SDM in structures and systems. As Table 6 shows, vertical scale was largely
successful.

Table 6: Extent ofnstitutionalization Source: FAM Project M&E reports
Aimed for subatbnal scaleip A'mes((j: ;?erur;atlonal
SDM... DRC | Guatemala India Mali Rwanda
Is written into key norms & procedures docume a a a a a
Is in_ nurse / community health worker training 5 5 5 5 5
curricula and supervision forms
Has its own reporting line in MOH HMIS a In process| Not yet a a
Isin logistics systems inventdigtribution forms a In process a a a
Is in donor and/oMOH procurement tables a Not yet Not yet a a
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Reflecting upon vertical scaledBb AAOT OO0 OEIi A AT A Al O1 OOEAOh OEA AAC
nature: inclusion of SDM in norms and procedures, and integration into training curricula. Other winsak

1 i1 CAOR OOAE AO 3%-60 ETI OACOAOGEIT ETOI (-)3 AT A 17 ¢
tended to be revised every five or six years, and revisions did not always coincide with the SDM sagle

phase.

The most difficult challenge, ot fully resolved at the close of the scalep phase, was to incorporate
3$-T#UAI A" AAAO ET O DPOT AOOAI AT O OUOOAI O AT A OI 0
commitments to purchase CycleBeads. This was a critical, unresolved issue in Guatemalaladdh where
there was no historical precedent of CycleBeads commodity purchases by donors. (That said, the addition
of APROFAM as a private sector distributor may address this challenge in Guatemala). In Mali, sufficient
supplies of CycleBeads during scalep meant that there was no historical precedent of donor purchase
(IRH had donated stock prior to the scaleip phase), although USAID and the MOH have included
CycleBeads in their procurement listsSince CycleBeads were already purchased by USAID in Did
Rwanda, the probability was greater that procurement would continue in those countries. In DRC, however,
even this precedent was problematic because USAID only procured commodities for the health zones it
supported, leaving an important part of the couatry without a CycleBeads donor. Procurement and donor
support of CycleBeads are also discussed in Chapted 3.

3.2.3 Environmental REctorsinfluencing ScaldJp

An analysis of the political environment in the five scaleip countries showed that political suppat for
SDM scaleup was inconsistent In each country, some political forces supported SDM while others
hindered its scaleup. Stakeholder interviews at endline (Table 7) confirmed IRH and partner analysem
DRC and Rwanda, it was clear that positive foes outweighed opposing forces (and will continue to do so
for the near future), but it was less clear which forces would prevail in India, Guatemala, and Mali.

Table 7: Summary of stakeholder opinions on political forces affecting SDM scigle

Supportng Forces Opposing Forces
A Strong government/M A Pronatalist values s
8 reV|t||I<|zZt|:)nullwrclgdles SE '\F/I, / SDM wel | A Eur o presupportthg P dave not made
a) strong commitment yet to ensuring SDM is part of

religious social context
A gSt rong USAI D Missi o]Programstheysupport

A UNFPA would not purcth
A Church not supporti ve

©
N
Law on wuniversal ac o
o M Aweak support from USAID Mission
g integrated FP programs Many political changd
o uncertainties about including SDM as a FP option
A National gov e rzatioreratter f

than integrated FP programs

AJharkhand State government supportive of A Neutral USAI D Mibased o 1
FP/SDM (contributed financial resources) SDM

A Many political changse
uncertainties about SDM option

India
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. A Pronatalist values s/

A Solid MOH support flx \Wweak USAID Mission s|

facilities and communities A Relative donor and d
A KMuslim leaders support SDM option LAPM. LARC* 9

A Relative donor and g

A FP is part of natio
LAPM, LARC
A Strong MOH supgamstat | 1" 5\ e government -bpsed i

facilty and community levels . . . :
: financing) not supportive of SDM option
Strong Catholic Chujg Neutr aliontuppart D Mi s s

Source: IRH Endline Stakeholder Interview
*Long-acting and permanent methods (LAPM), long acting reversible contraception (LARC)

Two important macro-environmental factors influenced the potential sustainability of SDM scalap. These
were donor procurement of CycleBeads (see Chapter437 for further discussion) and a focus within the
global FP community on LAPM and LARC, rather than on a larger range of FP method options (Chapter
3.3.2).

3.2.4 Remaining Work to Achieve Sustainability Achieving the sustainability tipping point:
As no.te?dearl.ier, within a givgn count.ry the probability of The p-[gtr)zsb?ﬁgj(s)fog ussctgliﬁirr)]gsuscgﬁ/lss
sustaining widespread SDM integration into FP programs integration depends on many interlinked
depended on a interlinked set of critical factors.The factors, with sustainability thresholds
interplay of these influences discussed above underlines defined as:

the importance of strategizing and maitaining a balance =~ A SDM services are available at national

. : or nearnationallevel
along the horizontal and vertical scaleup axes and SDM integrated into all or nearbyl

mitigating negative environmental forces.They also serve key documents and FP support systerr
to remind us that scaleup is not just about norms and A Community knowledge of SDM is equa
training. _ to other FP methods
A Community pport exists for SDM (

. e attitudes towards SDM are more
IRH developed thresholds for the six factors indicating positive than negative + demand for
what level of achievement we think would be necessary SDM is an important proportion of all
for sustainability to take hold (text box). Achievement of ~ FP method use)

these thresholds has been discussed in relation to the data A Political will to support integration,

presented in Sections3.2.1, 3.2.2, and3.2.3 To provide a gc[l)us/:%gspoh(g/gaé(eer %Onvftgq OL e

visual synthesis of the daa, IRH created radar graphs than negative
(Figure 10) that collapse the six thresholds of scalep A _Interplay of macrdeyel forces
success into five main domains of sustainability ashown influencing Ffncluding government
in Table 8 and donor support, is equally
' supportive of SDM compared to other
FP methods

38



Table 8: SDM Scalep Domains of Sustainability

Domain of Sustainability Definition

Percent of benchmark target reached for Service Deliv

Points

Percent of benchmark target reached for vertical
Extent of integration into FP support systems integration (composite of piervice, irservice, donor
procurement, loglics systems, HMIS, and IEC efforts)
Percent of benchmark target reached for key policies,
norms, guidelines and protocols
Level of community knowledge of SDM Percent of women who heard of SDM at endline

Levelof community support of and demand for
SDMg

Extent ofservice availability

Level of political support for integration

Percent of womemho practice FP

To maintain comparison across all five countries, targets that exceeded 100% (specifically, the level of
political support for integration and the level of community support oland demand for SDM in DRC and the
extent of service availability in Rwanda) were capped at 100%. Ultimately, the more complete the shape of
the pentagon, the more sustainable SDM is likely to IfEigure 10).

Viewed together, these data suggest that sealip of SDM will be sustained in Rwanda and in Mali
(dependent on resolution of political instability in the latter country). Guatemala and India, where SDM
scaleup was regional or subregional rather than national, were more vulnerable to setbacksDRC wil
likely continue to expand SDM as FP programs are revitalized over the next several yegesticularly if the
issue of CycleBeads security is resolved to ensure access to health zones supported by donors other than
USAID.

38 Figures for level of community support of and demand for SDM were multiplied by a factor of 10 across all countries to
allow proper display on the graphs dsely were originally less than or equal to 10.
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Figure 10:Rada Graphs of Domains of SDM Sustainability

Crucial remaining items for

CountrySpecific Radar Graph sustainability
DRC Es)gfﬂigf I Expand availability of CycleBeads
availability beyond USAIBupported regions
100 (UNFPA, IPPF, other donors)

1 Ensure nedSAlIBfunded NGOs can
Level of Extent of access QyleBeads
community i i Improve logistics and supply chain for
support of integration 1 p gist pply _
and into FP all contraceptive methods, including
demand for Suptport CycleBeads _ o
SDM systems f Advocate for CycleBeads inclusion in
DKT social marketing program
1 Advocate for CB procurement with
Level o Level of ]EJNchPA, WHO, GIZ, PARSS, and Dfll
communi political or _e'r areas .
knowledge support for T Continue adocacy for SDM in 2014
of SDM integration DHS
Extent of
Jharkhand service
availability
100
Level of Extent of . .
community integration 1 Advocate for SDM in nationkdvel
support of into FP policies and programs (e.g. ASHA,
and demand support accredited SM products)
for SDM systems 1 Expand to remaining 12 districts in
Jharkhand
1 Reinforce SDM/LAM providers
Levelof \ V> \/|/Level of
communi N political
knowledge of support for

SDM integration

Guatemala Extent of

(Three Scaleip District§ avsa?lgltl)(izlﬁy
100

Level of 1 Address international donor support f
community _Extent of CycleBeads prarement
integration into -
support of an FP support 1 Strengthen CycleBeads logistics syst¢
demand for systems f  Improve reporting of SDM at the facili
SDM
level
1 Fund M&E visits to public/private hea
Level of Level of posts
communit political
knowledge of support for
SDM integration
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Mali Extent of

service
availabili
100 v
Level of Extent of
community integration
support of into FP . .
andpgeman support f Support mass media SDM promotion
for SDM systems (male involvement spots created by P
to maintain sales
Level o Level of
communi political
knowledge support for
of SDM integration
Rwanda Extent of
service
Buailability 1 Broaden intern@nal donor support fof
CycleBeads procurement
Level of Extent of 1 Overcome logistics barriers of
community integration introducing an underutilized method
support of into FP 1 Ensure FBOs are connected to the py
and deman support sector distribution system
for SDM systems T Reinclude SDM in performanbased
financing
1 Ensure continuation of C{3gads
Level Level of through social marketing
community political
knowledge support for
of SDM integration

3.3 How was ScaleUp Achieved? Assessing and Responding to System Elements

3.3.1 Overview

The ExpandNet framework urges a systems approach to scale; that is, to position scaleup as a process
that occurs within a system of intera&ting elements, both global and local. A systems approach clarifies that
scaleup of a health innovation cannot be solely a technical undertaking, unaffected by the outside world. It
is heavily influenced by environmental factors? but scaleup actors can,in their turn, influence system
elements in ways that advance scalap and indeed strengthen health structures overall. This section
discusses how those elements expressed themselves in the five seafe countries, and how IRH and
partners influenced, andwere influenced by, those elements as they pursued SDM scale

39 World Health Organization and ExpandNet. 200%actical guidance for scaling up health service innovaénasa:

WHO Press. Page 7.
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332 The Environment : Gl

Global forces such aslonor priorities and technical directivesheavily influenced scaleup work at the

obal-UpForcesd Effects

on

SDM

country level. USAID and WHG@re two of the most important forces in global FP, as donors (USAID has
been the lead funder of international FP for more than 40 years)na as technical experts. Table 9

summarizes the ways in which they facilitated and hindered scalap; the subsequentnarrative provides

greater analysis.

Table 9 Summary of USAID and WHO Influence on Schle

Factors that helped SDM scalp

Factors that hindered SDM scal@

1SDM fits well withi
and spacing of pregnancy (HTSP) initativ

TUSAI D6s emphalsased on
provision of FP methods was appropriate |
SDM

TfTUSAI Dds i ncl
i mpact pract
national, scaleip

USAID

usi o 0
i ces

[@] 3]
QD

i
e

TUSAI D6s emphasis on
communitpased injectables deted from
SDM work

TUSAI D6s exclusion of
emphasizing long acting methods meant few
resources for SDM than for other methods

1 Singlemethod promotional campaigns, such
for IUDs and injectables, left out other methg

9 WHO recognizd SDM as an evidenee
based practice and included it in its techni
and program guidance documents in 200(
; and 200740,41,42,43
9 WHO provided policy guidance for
CycleBeads procurement

9 Exclusion of CycleBeads from the WHO
essential medicines and essential catitie®
lists inhibited UNFPA and government supp(
for SDM

fCycl eBeads were not
procurement catalog until 2012, and this
created challenges in procuring CycleBeads
outside of USAID mechanisms in Guatemald
DRC and Rwanda.

USAID: Two USAID technical priorities4 had a positive effect on SDM scalep. First was its promotion of

HTSP, a good fit because SDM helps couples achieve optimal birth spacing. In fact, IRH played an active role

in the HTSP, organizing several global technical paseln support of the initiative. This provided IRH

opportunities to collaborate with key actors working at the intersection of FP and maternal and child
health (MCH), thus further legitimizing SDM scalep. In India, for example, where spacing methods were
long de-emphasized in favor of sterilization, growing interest in HTSP contributed to the Government of
*EAOEEAT AGO OODDPT OO0 A1 O 3%$-38

40 World Health Organization. 201Medical eligibility criteria for doaceptive usdh edition. Geneva: World Health

Organization http://www.who.int/reproductivehealth/publications/family _planning/978924156388&l@dex.html

Accessed September 2013.

41 World Health Organization. 2004elected practice recommendations for contraceptBré edidion. Geneva: World

Health Organization.

http://www.who.int/reproductivehealth/publications/family_planning/9241562846index/en/index.h#hakcessed

September 2013.

42 Hatcher, R.A., Trussell, J., Stewart, F.H. Contraceptive technology. 18th ed. New Y dvlediadémt; 2004.
43 World Health Organization Department of Reproductive Health and Research and Johns Hopkins Bloomberg School of
Public Health/Center for Communication Programs, INFO Project. Family planning: a global handbook for providers. Baltimore

and Geneva: CCP and WHO, 2007.

44 United States Agency for International Developnir@mhily Planning Program Priorithesil 2013.
http://www.usaid.gov/sites/default/fles/documents/1864/fp_overview.pdfaccessed September 2013.
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Second, the USAID focus on communibbased FP approaches, including engaging community health
workers to bring information and services to underserved areas, provided opportunity to demonstrate the

benefits of including SDM in the method mix. USAID selected the provision of FP methods, including SDM,

AU OOAETAA Aiii1OTEOU EAAI-GEDAROE BOBEAREE ARIELID EIADOA Al
legitimization and facilitated its scaleup in India (through Accredited Social Health Activists or ASHA),

Mali, Rwanda (through MOH and NGOs), and Guatemala (with community health workers and traditional

birth attendants who were trainedinSDM)/ T OEA 1T OEAO EAT Ah | OAE Ib#&Eeds 3! ) $
approaches was on injectables, which consumed considerable resources and attention in country programs

and, in most settings, detracted from SDM scale.

The priority USAID placed on LAPM and on LARC negatively affected SDMséal®8 ! 1 01 AAO 1 &
requests for proposals emphasized these categories of contraception, and often neglected SDM or other
methods; this resulted in insufficient resources to support SDM integrdtil 8 53! ) $80 Al PEAOE
NGOs and CAs, poliemakers and providers at the country level. Regrettably, this outweighed the areas in

which USAID was supportive of SDM. In Rwanda, for example, sterilization and LARCs dominated the FP
agenda while SDMealeOD xAO O1 AAOxAU8 )1 )1 Abfiledetrtto frdnOEBY A OO
was intended to expand access and choice, but the initiative made no mention of SDM among the FP options
available.

WHO: An important legitimizing factor for SDM scalelOBb xAO EOO ET Al OOEIT 1T ET 7(1/ ¢
ATTTTT1T0U OAEAOOAA OI AO OEA O AEWIO aldiisbueddpolioyOjuitiaAc® s | A
pertaining to CycleBeads procurement? But WHO did not include CycleBeads on its Essential Medicinas

Essential Commodities List® This had significant, negative ramifications for commodity support to SDM
scaleup, particularly since UNFPA adheres to WHO policy guidance.

UNFPA is a major provider of FP supplies, particularly in areas not served by USAUNFPA declined to
purchase CycleBeads, citing lack of evidence effectivenessand impact. As discussed in Chapter 87
(Procurement), this was detrimental particularly in DRC and Guatemala. Ideally, of course, all MOH
approved methods should be avdable in all areas of a country, regardless of which entity procures the
related commodity. (This policy area is still evolving, and CycleBeads may be included in future UNFPA
procurements.)

WHO had a positive impact on scalap in unanticipated ways. ForA @Al D1 Ah )2 (80- O0OA
endorsed ExpandNet framework for scalaip was a legitimizing factor in the eyes of several governments.

45 United States Agency for International Developnitigh Impact Practices in Family Planduihg2013.
http://www.fphighimpactpractices.org/resources/highpactpracticesfamily-planninglist Accessed September 2013.

46 These documents dvkedical Eligibility Criteria for Contraceptive Bskected Practice Recommendations for Cptiveace
UseDecision Making Tool for Family Planning Clients and PranidEesnily Planning: A Global Handbook for Provigers
more informatiorhttp://ww w.who.int/reproductivehealth/publications/family _planning/en/index.html

47 World Health Organization Department of Reproductive Health and ResearchHi# 20 Procure CycleBeads: A Visual
Tool for the Standard Days Meth@dneva.
http://www.who.int/reproductivehealth/publications/family_planning/rhr_12_14/en/index.hfkatessed September 2013.
“Worl d Health OrganizatobnEsg26aB8i abWMOdModeréesLO6st s
http://www.who.int/medicines/publications/essentialmedicines/Antessed May 2013.
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Global concern was growing that successfully piloted, evidendmsed practices were not being sustainably
scaledup,and) 2 ( 8 O x1 OE O1 111 EQp diraced ruchhdddussiormadthe gbdBaAaindd
national levels. In Guatemala, India, and Rwanda, in particular, stakeholders who were involved in the
scale-up process incorporated the ExpandNet framework into theithinking.

In sum global FP forces both helped and hindered SDM scale: policy decisions made in Washington and

Geneva had dramatic impact at the country level. Scafeb AAT AEZEOAA AOTiI 33%$-80 |
international FP norms and the alignment o3 $- ET OACOAOQEI T xEOE OI I A 1T &£ 5
Unfortunately, the global emphasis on permanent methods and LARCs, and the exclusion of CycleBeads
from key procurement mechanisms, placed SDM at a disadvantage and threatened the loemn
sustainability of SDM services.

3.3.3 The Environment: Countsy e v e | Forcesd HIpfects on SDM Scal e
Other environmental forces with significant effect on SDM
o[ Family planning gscaleup were institutional and political support and socio
ﬁlgﬂgt{ao;g}g rgr?&lgérgglzn;&ireey'],m cultural influences. at t.h.e gountry level. Th&cuccgss of IRH
complete immunization was 8%, and  and its partners in mitigating or leveraging environmental
now in NFHS it is 39% because the forces depended in large part on their ability to identify them
entire system was geared up to work  and mobilize action. Environments are never static, and it
on immunization. There is a core grouy was important to continuously scan for and respond to
[of development partners] that work _ ,
for immunization. The Government has €merdgng changes. Over five years, IRH and partners drew

created this group. ®W, if the several conclusions related to countrylevel forces.
Government creates a similar core
group for birth spacing, only then can i

: ; Consistent government support facilitated the scale -up
become a priority

process.
Stakeholdern Jharkhand Consistent, supportive MOH leadership in planning and
coordination was an importantfactor in scaleup success. The
000iI T ¢ 1TAAARAOOEED Al A-ledfR®&Plaskd 1 £
Force and Family Planning Technical Working Group, for example,
ensured that all FP partners included SDM in their work. The MOH in Mali led a participatory process
engage partners in the development and implementation of a multiear strategic plan for scaleup.

Changes in MOH leadership often led to setbacks, and this was particularly noticeable in Guatemala and
India. IRH obtained a written commitment from Gu® Al Al A8 O -/ ( -uEl add a3rew lawDA AT A
ensured universal access to FP. Still, the resource team perceived that a potential change in the government
posed the biggest threat to the success of scakb ET OEAO AT O1 OOU8 4EA 4 AAAA
reproductive health division changed three times during the scaleip phase, requiring the resource team to

engage in repeated advocacy with each new team.

)yl )T AEA6O *EAOEEAT A OOAOAh -ETEOOOU 1T &£ (AAI OE Al
repeatedly during scaleup, creating uncertainty and inconsistent support. IRH advocated anew with each
change, and made the most of particularly supportive leaders. For example, when the resource team
perceived that one minister was strongly committed toaSDM expansion, it established a memorandum of
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understanding with the government. This provided legitimacy for scaleip and resulted in vital funding for
trainings and educational materials over time.

Unfortunately, an extreme example of the consequences political instability occurred in Mali, where a
Al OP Md2012 AcQused scalaip activities to be suspended, with several key components left
unfinished.

Political support for FP as a national development strategy facilitated scale  -up.

In Rwanda, FP programs languished in the posgenocide period. By the early 2000s, however, the

government determined that strengthening services to address high fertility rates was a foundation for

attaining national development objectives. Its national commitmento strong FP programs led to effective

coordination mechanisms such as the MCH Task Force and its sydoup, the Family Planning Technical

Working Group; both served as mechanisms to systematically

coordinate SDM scalaip. Even locallevels administrations &This [method] is seen as less harmful

promoted FP because it contributed to national development § hne8s heal t h. Re l

goals. The governments of DRC and Mali also made FP a haye been very receptive to

priority, which fostered opportunities to integrate SDM into Cy c | e Bresur that somé

national programs. churches are going to begin to be more
flexible, because

In contrast, while the Jharkhand MOHFW supported SDM encountered more clashes with other

scaleup, political will to promote birth spacing methods was met hods . 6

xAAE8 &1 O [T AT U UAAOOh )T AEAB80O & Opistiti@kl GO OFicial el AOOA.

sterilization, and accorded low priority to birth spacing. More Guatemala

recently, greater emphasis was placed on issues such as . . .

. S . oln the political

immunizations and institutional deliveries. These factors  ciandard. Politicians say that

made it difficult to galvanize partners into a strong coalition to  [contraceptive] methods are a form of
promote birth spacing. abortion, but they and their families
use them. They are thinking about

. rel i ion, but for
The effects of religion and culture on SDM scale -up could ' ot !

be strongly positive or negative.

In Guatemala, the Catholic Church opposdeP, including SDM
even though it is a natural methodBut in Rwanda and DRC, o Wor ki ng wi th r el
the resource teams leveraged the interest of faith groups to allowed for greater acceptance of
expand access to SDM. In DRC, for example, the population is S[l)Jl\/Itbeca;usnetof;he ?r%agtrssé pe(l)plee
deeply religious and a large proportion of health service are P - Stakeholder in DRC
provided by FBOs, both Catholic and Protestant. IRH actively

engaged FBOs to accelerate the spread of and demand for

SDM. Chapter3.53.1 £O0OOEAO AEOAOOOGAO &"/1 08 OIT A ET 3%-
scaleup.

- Member of a Guatemalan health
association

Regardless of Church positions and politics, cultural appreciatioof a natural FP option likely facilitated
SDM uptake in some countries. Stakeholder interviews and anecdotal information in Guatemala and DRC,
especially, indicated that cultural acceptability of SDM was a positive force. In Guatemala, the wide array of

45



belief systems among indigenous groups created a base for materials development and outreach, creating
culturally appropriate messages to promote SDM.

Donor priorities for other FP methods made SDM scale -up more difficult

7EETI A OEA ET A&l dbbal #iditied wias fali dt haGobad levels, as discussed above, the FP
preferences of policymakers and donorsvithin each country also influenced scaleip. Some favored the
inclusion of SDM alongside other methods in the basket of contraceptive choicesAl E6 O -/ ( AT A
Mission, for example, demonstrated consistent support of SDM by incorporating it into bilateral projects,
although follow-through with implementing projects, e.g., ensuring that technical support for SDM was

done to the same extent amther methods, was not consistent. In DRC, SDM appealed to policymakers
because it did not require resupply, an advantage in the conflict/postonflict environment with its weak

supply network. Early and consistent USAID involvement demonstrated policy pport to all FP
stakeholders in DRC and resulted in widespread inclusion of SDM in existing and new programs.

"00 3%$- xAO OEAxAA 1 AOO Z£AOT OAAT U ET OEA 1TOEAO OEO
social and cultural acceptability, the FPRpolicy discourse shifted toward promotion of LAPM, and this
siphoned attention and resources from SDM expansion. USAID in Rwanda stopped providing field support
funding to IRH in 2008, affecting the ability of IRH and partners to raise awareness of SDMre same time

OEAO [ AET O AAI AT A AOAAOEIT A&£EEI 000 xAOA OAEET ¢ bDPI A
not include SDM because it was less effective than LAPM; Jharkhand state was therefore unable to procure
CycleBeads via the national govement as it did other methods. In Guatemala, USAID ceased all funding for

SDM scaleup in 2010, and a major bilateral project did not include SDM in its budget or work plan.

5.&0! 680 1 AAE 1T £ OODPDPI 00 AlupwitBirsall fivOdddirids.@ri Rwandal UEIFEAA T A A
played an important FP policy role but never publicly supported SDM inclusion. It was the major procurer

I £ &0 AT i 1T AEOGEAO ET ' OAOAI A1 Ah AOO AAOPEOA 33%$-60 E
CycleBeads were not orthe UNFPA list of contraceptives. Similarly, IRH and the MOH in DRC could not
convince UNFPA to purchase CycleBeads for health zones supported by the latter.

Some environmental factors were beyond IRH influence

Several environmental factors affected sde-up for better or for worse, and were largely beyond the
control or influence of IRH and resource teamsThe conflict that plagued parts of DRC threatened health
systems and structures already weakened by decades of poor governance. In Jharkhand, vi@enc
committed by Maoist separatists made work difficult in certain areas. Also in Jharkhand, a corruption
scandal related to the purchase of health commodities in Jharkhand made it virtually impossible for the
state to purchase CycleBeads at one pointlore positively, administrative decentralization in Mali and
Jharkhand facilitated scaleup, because regions/districts/NGOs could take certain actions without approval
of the central government and could use their own resources to advance SDM.

3.3.4 Resource and Usddrganizations
In all scaleup countries, the MOH was both the primaryesource organization (it promoted and facilitated
expansion and institutionalization of SDM) andiser organization(it adopted and implemented SDM).

49 Support for International Family Planning Organizationsd@®@(&&#PO).
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IRH and MOHs engaged a range oénners as resource organizations, formed into resource teams, in all
countries but DRC. The partners included donors (such as USAID and UNFPA), international NGOs (such as
Save the Children andPSQh T AQGET T Al . '/ O AT A &"/ O8 Il yudlgndeCandOi 1 A
support to scale®OPh ET AAEEAAO OAOOET ¢ AO A OOAOI OOAA 1 OCAI
majority of user organizations, meanwhile, were the various types and levels of MOH health services, some

of which were supported by bilaeral projects with important financial resources. Other user organizations

were FBO services, family planning NGOs, and social marketing agencies.

3AOAOAT EAAOT OO AT 1 OOEAOOAA O1 OAOI OOAA 1T OCAT EUAC
organizations for SDM integration and scalaip:

A mandate from the MOH gave legitimacy to the resource team .

The importance of the MOH as a partner cannot be overstated. In all five countries, the MOH or a division
within it was perceived as the national leader 6FP activities. It played an essential role by providing the
mandate for SDM scaleip and giving legitimacy to other resource organizationsThe effect of this mandate
was stronger when MOH took an active leadership role on the resource team.

While writt en or verbal statements from the MOH were important, scalep was greatly facilitated when

high-t AOAT -/ ( OOAZEZLZ AAOEOAI U AEAIDPEITAA 3%$-8 4EA EA/
example, was a strong advocate throughout the SDM introductognd scaleOBb DEAOAO8 )1 $2#h
championship? for example, including SDM in FP training materials and advocating for partners to
integrate the method» was cited by the IRH Country Representative as the single most significant

determinant of scalezup in that country.

Guatemala and India (Jharkhand) obtained written commitments from the MOH but saw frequent changes
of MOH leadership. During periods when no strong leader was in place, ongoing advocacy was required to
ensure that MOH and other key stakelders maintained their commitments to the scaleup process.

A designated resource team facilitated scale -up.

IRH and the MOH in four of the five countries developed @source team or a central coordinating
mechanism for systematic collaboration amongeasource organizations. The compaosition, role and strength
of the resource teams varied (Tablel0). DRC did not have a countrywide coordinating mechanism for
resource organizations.
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In 2011, an Austrian NGO attempted to start a

Table 10 Resource Team Characteristics

NI Role in scale Pre-existing or Members / attendees (in | Frequency
up created for scalaip? addition to IRH) of meeting
© MCH Task Forc; Primary Preexisting Quarterly
© oversight MOH, donors, international
= FP Technical , donors, Internationa
© Workina Grou and national NGOs, FBOs
03: (subgrgoup Ofp Technical inpd Preexisting working in MCH and FP | Quarterly
above)
)
] N
= . . . 13 members of 7 organizatior
g I;aén;:)lﬁ rzgi?rglgr% (%\ger:jsi'r?;% n Created for scalaup | including MOH, internationa| Monthly
c and national NGOs, donors
o
, Created for scalaup 19 organizations including
T S;ﬁljeu?aai\;lnew Planning& following initial MOH divisions, donors, Annual
= mepetin s 9 | coordination strategic planning international and national
9 meeting NGOs, bilaterals
"g\ Scak-up Mostly state MOH leaders an Semi
I Partners Meeting Oversight | Created for scaleup | district medical officers; som Annual
~ (state level) development partners
oo
2 . reexisting (some
S gzreetigor?;]sﬁ?c? Coordination created at time of MOH staff within the district| Quarterl
E I e\?el) scaleup but purview y
- larger than scalaip)

Example of a Strong Resource Team: Rwanda

In Rwanda, the MOH was well organized and had

pre-existing, inter-organizational mechanisms for
FP coordination, both technical and programmatic.
The MCH Task Force consted of all development

cottage industry, making fertility awareness
necklaces in Rwanda as a microentegpisject.
The introduction of this beaded necklace in the
marketplace would have confused potential user
of CycleBeads and could have had a detrimenta
effect on the reputation of SDM. When the MOH

partners involved in that arena, and it had a
subcommittee for FP. Partners in both groups
committed to strengthening FP programs, including
SDM, in the areas of the country in which they

brought this issue to the MCH task force, itwas ~ Worked.
politially charged in that it forced all parties to
make a decision with potential diplomatic and -ATEBO 000i i ¢ -/ (nediahd AA OO

financial consequences. In the end, the MCH tas
force stood up for the integrity of SDM and
forced the Austrian NGO to halt production of the
fertility necklacesThis represented a victory for
the SDM resource team.

coordinated development partners involved in FP

and specifically SDM scalep. A 2008 strategic

planning workshop with all partner organizations

resulted in a plan of action and a framework for
Al T OAET AGET ¢ All DAOOEAOGSE xI
OEA -/ (80 OADPOT AOAOEOA EAAI
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meetings were then held periodically to review implementation plans and M&E data.

In Guatemala, the MOH created the Family Planning Resource Team to oversee agald he team provided
important opportuni ties for collaboration and was a mechanism for shared responsibility. At times, the

OAAI

AAAAA AEAIT AT CAO OOAE AO OIi A

i ATl AAOOG 1 ACCEI

CycleBeads into the FP procurement tables and integrating SDM intew materials, guidelines and
capacity-building activities in public and private sector services.

In Jharkhand, many districts had scalep oversight
committees, consisting of MOH staff, that met
guarterly, but there was no statelevel coordinating
body for FP. Rather, the MOH and IRH convened
semi-annual, statelevel meetings with district MOH
leaders and other development partners. These
meetings encouraged ownership, involvement and
accountability in scaleup planning and management,
but the lack of swtematic partner coordination
meant some missed opportunities. For example, a
USAIDfunded bilateral project produced television
spots to promote birth spacing methods in Jharkhand
but did not include SDM.

In DRC, IRH worked on®n-one with a wide rangeof
partners, and fostered alliances between them. MOH

0OThere is a need for
steer and advocate and generate evidence.
They have provided the technical assistance to
developaroadma p . 6

- Jharkhand stakeholder

0 The printradecmgsof SDM...was the
same as any othé&rwe get direction from the
state and we do it. But, having a partréelRHO
makes a big difference. To start something
requires assistance from a development partne
Once the startip is finished and we arin the
mai ntenance phase, we

- Jharkhand stakeholder

ownership of SDM facilitated scalaup across partners, and MOH training manuals facilitated expansion.
However, there was no functional coordinating body of FP actors in DRC, and no effective central
mechanism for coordination of FP or reproductive health work during the SDM scalgp phase.
Consequently, partners did not have a sense that they were part of a larger seaferesource team.

A designated technical leader to coordinate and lead scale -up was essential.

bl AUAA OEA OI11A

) 2 (
technical assistance to scal® b
technical support role was crucial

)2(60 OiT A AOiT 1 OAA

T £ OOAOI HDOAA

i OAO OEIi As

i OCAT EUAOET 1
SOAEAET T AAOO ET 1100 AI

AT AOAT 1 Uh AAADPOET ¢

resource organizations represented a significant portion of the work at the beginning of scalg. Other
resource organizations were then able to tee on the training role, and IRH focused more on quality

assurance ad systems integration. Table 1001 | AOEUAO

)2( 60 dupraes. Ei BT OOAT O
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Table 11 | RiesOilsportant Scale-Up Roles

Area Activities

9 Orient MOH and resaoce team to ExpandNet framework

9 Ensure ExpandNet guiding principles maintained throughoutigcale

1 Collaborate with MOH, other partners on sagpestrategy (e.g., selection of user and
resource organizations, areas for geographical sople

9 Develop or revise training materials as needed (beginning ofapale

9 Perform technical reviews of training materials produced by others

9 Conduct trainings of master trainers (or oversight of trainings of trainers)

OETEIWATIIM T Conduct trainings and orientatidashighlevel officials

9 Engage in quality assurance (e.g., verify provider knowledge using KIT)

1 Help local staff develop training plan

9 Build relationships with pservice institutions

9 Ensure that scale remained a MOH andastner FP priority

1 Orient/educate new MOH staff and donors on sagte

Dissemination 1 Provide technical input and review to communications projects

CUEWEGILREAN | Provide oversight and funding to social marketing initiatives

9 Spearhead innovative communications strategies

1 Advocate forSDM inclusion in muttethod communications campaigns

9 Advocate for MOH and donor funding to support segde

1 Identify opportunities to leverage available resources

1 Facilitate relationships for CycleBeads procurement

1 Advocate br CycleBeads inclusion in donor and/or MOH budgets

1 Donate CycleBeads where alternative funding is not available

9 Ensure MOH has mechanism for tracking service statistics

1 Analyze service statistics

9 Conduct periodic surveys of providers, communitihheatkers, users

1 Identify needed improvements based on data

Scaleup strategy

Cost/resource
mobilization

Bilateral projects and NGO networks greatly facilitated geographic expansion, but had drawbacks

Scaleup in Mali, Rwanda, DRC, and Guatemala relied heavily on resource organizations othenth#OH to

do the work of horizontal scaleup. Bilateral health projects in these countries were important resources

that provided training and technical assistance for geographic expansion. A willing bilateral partner could

do the job of geographic expansim, do it well and do it at scale. For example, the USAlnded Projet

Keneya CiwargdPKC) in Mali successfully introduced SDM in its intervention districts in Bamako and seven

I £ OEA Al O1 O0OUG0 AECEO OACEIT 1T 08 )mRasuted &large@eodrapidall A OA
impact as a result of this partnership, with a comparatively low outlay of its own resources.

But relying on bilaterals also had drawbacks First, they did not cover 100%of any of the scaleup
countries; other areas were cwered by other partners or not at all. In Rwanda, for example, bilaterals
reached two-thirds of the country while UNFPA covered the remainder and did not have the capacity to
carry out the work of scaleup. Second, bilateral projects were timéound entities and thus did not often
mesh with sustainability goals. No bilateral was in place in Rwanda from 2012012, and the uncertainty
during that gap made planning for SDM sustainability a challenge. Reliance upon doffionded, shortterm
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projects in general mised the question of longterm SDM sustainability in RwandaTable 12 identifies some
of the advantages and disadvantages of working with bilateral projects.

Table 12 Advantages andDisadvantages ofWorking with Bilateral Projects

Advantages Disadvantages

Bilateral Projects...

1 provide greater staffing for scalep 1 are by nature temporary, making sustainability
9 bring technical expertise and the ability to do t uncertain

job well 9 rarely cover an entire country, leaving gaps
1 provide enhanced geographic coverage 1 mean that IRH had less direct oversight of agale
9 come with their own funding process, with implications for quality assurance

In DRC, although a bilateral was in place, much of the state health system was supported by a mosaic of
NGOs and BOs. IRH and MOH started with a small group of partners as a resource team, and later formed
strategic partnerships with NGOs and FBOs to expand to more health zones. In Guatemala, NGO networks,
in addition to the MOH, served as resource organizations. IRitso worked directly with APROFAM, a large
IPPF affiliate, as both a resource and a user organization.

In Jharkhand, by contrast, IRH worked directly with the MOHFW to strengthen systems and build provider
capacity at every level, and did not use neMOH resource organizations to the extent done in other
countries. The reasons for this were (a) no bilaterals were working in most districts where the state
government wanted SDM to be scaled up, and (b) no NGO networks with sufficient technical and finahcia
resources existed. An advantage of working directly with the MOHFW was that it learned to serve as its
own resource organization. This favored sustainability, and assured IRH more control over quality and
process than it had in other countries. On the & AO EAT Ah AAAAOOA OEAOA xAO
organization in India, IRH needed a larger presence on the ground. Limited resources meant that IRH had
the staff capacity to facilitate scalaup in only half of Jharkhand state, whereas the government ghed to
scaleup in the entire state.

Many user organizations, especially the MOH, had relatively weak capacity to support a scale -up
process; a health systems strengthening approach was thus required

In all countries, the primary user organization waghe government health program (and, in Guatemala, the
social security institute), which generally lacked the infrastructure, expertise, and human resources to
conduct the work of scaleup. Consequently, significant technical assistance in capacity buildinquality
assurance, supplies, monitoring, and supervision was required. In Rwanda, Mali and DRC, CAs provided
support to FP services, and the stability of the scalegp effort depended on the stability and commitment of
those organizations. In Jharkhandno CAs managed FP projects in large geographical areas, so it was
particularly important to incorporate a health systems strengthening component to scalep.

In sum factors that enhanced the success of the resource team included MOH leaders who actively

supported scaleup, and a mechanism (task force, resource team) that met regularly to coordinate the
process. The role of an organization such as IRH was crucial: IRH served as a resource for other resource
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organizations and provided oversight to scalaip as a whole. Resource organizations with a stable source of
funding were able to work with a consistently high level of effort during the scaleip phase, and so were
poised to promote sustainability in the longer term.

3.3.5 The Innovation

The innovation is atthe heart of any scaleup effort, yet the presence of the innovation aloree in this case,
SDM and the accompanying CycleBeads teois insufficient for successful scalaip. Aninnovation package
must be developed, including all items and even concepts thatgport the innovations expansion and
institutionalization. This section discusses how IRH and partners defined the SDM innovation, how
components of the package evolved, and how resource teams ensured that the innovation remained
effective even as the paage changed over time

Defining the innovation at the beginning of the scale -up phase facilitated strategic planning

During the launch meetings in most scaleip countries, stakeholders were introduced to the ExpandNet
framework by ExpandNet experts, who
then guided participants to define the
SDM innovation. In all countries,

CycleBeads were naturally at the center S:,':f::'ze
of the innovation package, but it also Policies
included training modules, quality
o . Awareness
assurance and monitoring tools, provider Raising & Provider
counseling aids, and outreeh materials. Informed Capacity
. . Choice on Building
Figure 11 graphically represents the Method Mix
components of a typical SDM innovation
package. Standard Days

Method

Simplification of the innovation was
required to meet the needs of the Eng':‘gc:::'leni SDM

~ N mo~ A s . = - -NYS counseling for
scale-OPD Al O1 OOEAOGE OU w"hEI::i;teynder Worhen and

Almost all elements of the innoyation Fr o couples
package that hadbeen developed prior to Continuous

the SDM scalaup phase were revised, flow of

often at the request of user organizations Cysc‘l'ep;;fj; :

(the MOH or NGOs). Common to al Condoms

countries was the need to simplify and
adapt elements of the package to meet the _ )

needs of system into which SDM WaSFlgure 11: Components of the SDM innovation package
being integrated. Several of the most

important adaptations are described here; see Appendi for additional information.

9 Shorter training times To accommodate integration of SDM training into national FP curricula, and to

meet the demands of training oflarge numbers of health care providers, it was necessary to reduce
training times in all countries. In DRC the reduction was particularly dramatic, from a comprehensive
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FP training of five days, which IRH used during the introductory

phase, to a streamlind SDM training of three to four hours. OWhen | think
f Adaptations for community health workey ) 2 ( 6 O 1 innovation has changed, |

research found that the quality of services offered by community  think that we have really

health workers was similar to that of facility-based providers, and streamlined SDM. We have

. . figured out wi
that community health workers could be an important channel to the package that is the

expand SDM acces8. Therefore, all countries modified the i nnovation to
innovation by incorporating a community-based strategy designed moredea b | e . 6
for the local context, with training modules targeted to norclinic - IRH Staff Member, 2011

providers, such as communyg health workers, ASHAs, and/or and
traditional midwives. Counseling aids were also modified; the
comic book created in India was an especially successful addition to the innovation package.

1 Improved user instructionsResource teams adapted client materla to make them more useifriendly.
CycleBeads instructions were translated into Kinyarwanda (in Rwanda), for example, and into the
i AET O 1 AT COACAOG T &£ $2#8 )T AEAGO ET OOOOAOQEIT O xA«
comprehension by lowliteracy users. In Mali, a special effort was made to sell CycleBeads at local
shops, and instructions were modified to serve clients who obtained CycleBeads without the aid of a
health care provider or community health worker.

AEA ETT1T OAOCEIT DPAARDAOEAI O IOADAET AA 33%3-80 Al OA 04
simplified and improved
Stakeholders at the launch meetings in each country learned

During the trainings, we coveralotof | £ OEA T AAA O  Ooord aliess® Evlentol 1 1 OA
other themes, like gender and sexuality scale. When developing and introducing SDM, IRH dixtly

These are i mport ar assigned to the method the core values aquity of access

included before. Now the trainers and male involvement and informed choice Stakeholders

trainees get the whole picture and designated these core values an element of the innovation

understand how SDM (or any method)  package in each country.
can fit into the strategies of the country.
| t 6 s -a@lded serivice ¢hat we

% As SDM was mainstreamed into FP programs, IRH and
provide.

partners ensured that all materials and activities positioned
- IRH Country Representative, Guatemal SDM as one of a basket of FP options, and offered
information on all available methods. In India, for example,
IEC such as murals, posters, and community radio programs
portrayed not only SDM, butthe entire range of methods available,
even while donor-funded campaigns for other methods did not take this approach. As the innovation was
simplified, it maintained a strong focus on men, and on gender and sexuality issues that could constrain or
facilitate effective FP use. For example, a component on gender was added to trainings in Guatemala, and
DOl i T OEITAI 1 AOOACAO OOAE AO O4ATE xEOE UIT OO DAOOT A

50 Gribble, IN., Lundgren, R., Velasquez, C., Anastasi, E. 2008.AET ¢ OOOAOAGCEA AAT 0O Al
AGPAOEAT AA 1T £ OEA EdnacehtibrOrR(3)94v0153. - AOET A86
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discusses core values further.

Simplified tools and materials were evaluated to ascertain that service quality and correct use were

not compromised .

Changes to elements of the innovation package were fieldsted and evaluated on a small scale before
being integrated into scaleup work. To note several examples,aw or revised training curricula were pre-
tested prior to widespread use; a shortened KIT was validated as a quality assurance tool during
supervision at scale; andhe simplified client screening protocol to reduce medical barriers to SDM use was
evaluated in India (and Ecuador, via a separate IRH program) to ensure that effectiveness was not
compromised5!

In sum the innovation was not simply SDM b CycleBeads, but rather a package of tailored elements
required for successful integration of SDM into health services systems, including recognition of the
helped ensure that stakeholders would not focus exclusively on product availability and training, which are
necessary but insufficient for scaleup. All elements of the innovation package required adjustment to fit
the unique contexts of each counyr; some modifications were global such as revision to the screening
protocol. IRH and partners fieldtested and evaluated each adaptation prior to widespread use, to ensure it
did not reduce effectiveness. The ExpandNet framework was a useful guide to atjggpatory and evidence-
based process for defining and redefining the innovation package.

3.4 How Was ScaldJp Achieved? Tasks, Functions and Activities

3.4.1 Overview
The systems elements described in the preceding section were the foundation for the seap strategy that

IRH and partners developed in each country. The strategies were further defined by reasoned, context
specific choices in what the ExpandNet framework callstrategic choice areaslhese choice areas, and the
functions and activities thatflowed from them, are the topic of the present section. This section describes
the many functions and tasks that comprised the process of scaling up SDM, both horizontally and
vertically. While global commonalities did exist, the specific tasks undertakethe extent of each activity,
the methodologies used, and the actors involved, were tailored to the needs and opportunities within each
country and to the changing contexts over the course of the scalg phase.

3.4.2 Monitoring and Evaluation
Just as scaleip as a whole was guided by the systems approach &We could not function

represented in the ExpandNet framework, so was M&E of scalp. The  without data. We review
data sources that IRH used to document and understand the scalp gaéacmiong% agdnmsakeé
process (defined in Chapter 2.2)3were also used to monitor and guidet;j '

and to evaluatethe outcome (Table 13). A strategic approach to M&E - Jharkhand stakeholder
contributed to the success of SDM scalgp, by providing snapshots of

51 |nstitute for Reproductive Health, Georgetownddsity for the United States Agency for International Develop@ie
Length Screeningovember 2010. Washington, D.C.
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progress that kept stakeholders focused and engaged and allowing for eviderAogormed, mid-course
corrections.

Each country assembled an M&E team at the start of the scal@ phase, which included the IRH Country
Representative and two IRH staff in Washington, DC: the M&E coordinator and counspecific research
back-stop. In Guatemala and India, IRH also hired dexdited M&E experts Elsewhere, local consultants
collected information and DC staff supported data analysis. This had some disadvantages, but was a
functional option in resource-constrained settings.

Table 13 ToolsUsed toTrack Various Aspects ofScale-Up

Tools/Approaches Ugei Monitor Coverage | Sustainability | Process| Quality | Values

Household Survey

SDP Survey

Provider Interviews

Benchmark Reporting

Service Statistics (and sales, stadkreports)

Key Events Timeline

KIT and CFU

Sakeholder Interviews

Focus Group Discussions with IRH staff

MSC Story Collection

Quantitative tools. IRH first identified the process and goals of SDM scalp, then selected simple,
measurable indicators to track progress along both t# horizontal (geographic expansion) and vertical
(institutionalization) axes. IRH developed a database in Microsoft Access to standardize data entry and
centralize data collection. For each indicator, country teams developed numeriperformance
benchmarks that could realistically be achieved within five years. Countries reported against the
benchmarks twice annually. At the end of the first year of scalegp, country teams assessed the benchmark
targets and adjusted them as needed. The benchmarks were nojusted further.

In the SDM introductory phase, IRH developed severajuality assurance tools to assess provider
competence and client knowledge/use of SDM. During the scal@ phase, these monitoring tools the KIT
and CFU were used in varying ways in eale country, and the resulting data helped IRH and stakeholders
assess the overall quality of provider training and counseling.

Several other quantitative tools wereused to evaluate horizontal scalaip and these focused on quality and
availability of services and demand for servicesHousehold surveys with women and men measured
knowledge, attitudes and use ofFP methods, and revealed the position of SDM relative to other methods.
Also assessed were gender attitudes, exposure to SDM IEC messages, sodialsion of SDM, and
knowledge of sources for CycleBeadSDP surveys, which encompassed facility assessments and provider
interviews, examined readiness and capacity to offer SDM services, and measured attitudes and
competence among facilityand community-based providers.
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While most M&E elements were implemented in all countries, the budget did not allow for large scale
baseline, midline, and endline surveys of householdand SDPs in all five countries. Therefore, IRH
prioritized activities and decided which M&E elements would be most useful and with what timing. These
decisions were made in consultation with stakeholders and USAID and depended on the country context,
the stage and process of scalgp, andcost of each elementTable 14 shows which quantitative elements
were conducted in each country and when. Baseline data collection took place in the second year of the

scaleup phase (the first year was devoted primarily to strategic planning); midline in the third; and

endline in the final year.

Table 14: Quantitative Tools and Frequency,By Country

Research Tool DRC Guatemala India ‘ Mali Rwanda
Household survey Endline BE?lsd(Tianee BE?lsd(Tianee Baseline | Endline
Communitpased provider interviews - BE?lsd(Tianee BE?lsd(Tianee Baseline | Endline

Qualitative tools. Three qualitative methodologies were used to evaluate SDM scalp. First,
stakeholder interviews were conductedin all five countries at baseline and endline to ascertain the
attitudes of key FP actors and to identify factors that constrained and facilitated scalg. Interview results

at baseline helped shape the adaptation of the innovation package to each countgntext. Interview
results at endline were important for evaluating the outcome of scalep from the program, provider, and
SDM user perspectives. SeconMISC story collection asked scaleup partners to solicit stories from users,
providers, and program managers to determine how they valued SDM and its integration. MSC also allowed
IRH to identify unanticipated consequences of SDM scalg. Third, recognizing that myriad factors could
influence the operating environment in each country, IRH staff trackeddy events to help monitor external
forces and their effecton scak®O D D OT COAOO8 ! O Al A gAI| bhedvent&imelnd O A
from the first years of scaleup.

Figure 2: R w a n dKaeydoEgent Timeline, 20072012
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and report  included training the MOH Rwanda arders
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Other data sources. IRH usedsecondary data whenever available, including DHS, Service Provision
Assessments (SPASY, and service statistics collected by the MOH. IRH also undertook special studies to
respond to new questions and evolving opportunities. For example, toward the end sfaleup, IRH tested
several social diffusion approaches to increase SDM and FP awareness and create demand in Guatemala,
Mali, and Rwanda.

Use of data for decision-making and quality improvement. IRH shared study results and other data
with the MOH and other stakeholders and used the information to improve scaleip work with policy
makers, managers, and technicians. India and Guatemala especially reported using district data (service
statistics, benchmark indicator achievements, and to some extent babed/midline survey data) to
determine what was working well and what needed attention. All datadriven modifications to scaleup
activities were decided in a participatory manner. For example, IRH in India collected districand block-
level statistics morthly, analyzed and graphed them, then met with district program managers and medical
staff to discuss and explore reasons for positive and negative outcomes. Together they identified and
addressed problems in training, stockouts, record keeping, and serge quality.

Baseline data collected for evaluation purposes were also used to identify gaps in the extent and quality of
SDM services and community knowledge of SDM, as were data from secondary sources. In Rwanda, for
example, benchmark indicators showedjood progress toward targets, but a government facility survey
suggested that troubled supply chain mechanisms were causing facility level steokits. The resource team
undertook concerted efforts to resolve the problem.

Not all data sources were explogd to the same extent. IRH country staff, partners, and stakeholders found
the benchmarkmonitoring data and the quality-assurance data more useful, for example, than the key
event timeline. Yet all data elements complemented one another, and together pided a complete picture

of progress. Overall, M&E data were used to: (1) assess adaptation of the innovation package; (2) guide
strategic planning; (3) identify and monitor resolution of problems; (4) maintain stakeholder commitment

to the scaleup process and (5) involve new partners in scaleup. Care was taken to share data with
stakeholders at least annually, and more frequently if problems were identified that needed immediate
attention.

3.4.3 Building Health Worker Capacity
An important focus of the FAMProject was to develop the capacity of health workers at many levels to offer

SDM. The aim of sustainable sca@D A OT OA ) 2(iléing stiatdgp, AviAida:O U

1 Incorporated SDM training into existing capacitybuilding systems, both preservice and inservice,

1 Implemented training approaches for large numbers of providers, from facility to community levels,
and

9 Ensured quality services through ongoing supervision

During the introductory phase that preceded SDM scalep, IRH developed materials, currigla, and job
aids for several levels of providers; conducted provider training; and developed and implemented tools to

52 Both DHS and SPA are conducted under the umbrella of Measure DHS/ICF Intehiagibwalw.measuredhs.com/
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measure and reinforce posttraining provider capacity. During scaleup, IRH adapted these materials to
achieve both vertical and horizonal scaleup goals. At the close of the SDM scal@ phase, capacity for
SDM training in the five countries lay within public sector agencies, academic institutions, NGOs and
private sector organizations. The many training resources developed, tested and eds with local
counterparts were widely disseminated within each country and globally; the compendium of resources is
now available in the Knowledge for Health Toolkits electronic collection.

Incorporating SDM training into pre -service education
In all five countries, SDM was integrated into prservice nursing, paramedical and medical school
education. The extent of activity and success was particularly determined by whether integration was
targeted at national curricula or took place suknationally.

In Guatemala, SDM was integrated into all 52 nursing assistant programs and the national professional
nursing program in 2007. With the onset of scaleup, IRH therefore focused efforts to strengthen faculty
skills by providing contraceptive technology updats and supported service providers by developing two
SDM continuing education courses. The latter were distandearning selfstudy that could be administered
on paper or electronically and contributed to broader diffusion of SDM knowledge and skills at l@w cost.
Moreover, they contributed to sustainability asthe courses were installed in the MOH workforce training
program.

In the three African scaleup countries, SDM integration in preservice curricula began in the introductory
phase and was completedduring the scaleup phase. In DRC, the basic nursing training curriculum
incorporated a fully updated course on FP methods, including SDM, and teacher training; IRH contributed
heavily to these. In Mali, IRH successfully advocated that the MOH, with suppftom USAID, complete and
launch a new FP curriculum, including SDM, in 2011n the following year, the MOH funded the
dissemination of the curriculum and the training of preceptors in 16 schools. SDM was fully integrated into
2xAT AAB O 1-98r@ice EducatioDi® 2008 as part of the development of a national FP curriculum to
support nursing school reform.

In India, SDM integration into preservice curricula began in late 2010. IRH assessed conditions for
integrating SDM into medical and nursing preservice education in India, then used the findings to guide
planning and implementation, and to determine how to mobilize key players to facilitate the integration
process. By 2013, a handful of nursing schools in Delhi participated in a FP workshop iniefh IRH
introduced SDM and materials to help faculty integrate the topic of SDM into existing syllabi.

Adapting curricula for training large numbers of providers

An important aspect of the SDM innovation in all countries was to streamline training to ammmodate the

i AOET AGO ET OACOAOEIT ETOI AQEOOETI ¢ &0 AOOOEAOQOI A
operating in different service delivery contexts and FP programs in shorter periods of time. Equally
important, each time significant changesvere made, IRH validated the effectiveness of the materials in

building provider competency, using the KIT to assess provider competency during a simulated role play as

53 K4Health and United States Agency for International Develophuerkits by K4Health
http://www.k4health.org/toolkits/SDMAccessed September 2013.
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well as other measures.DRC offers a useful illustration: there, IRH integrated SDM ti revised FP
curricula, both pre- and in-service, for health workers in the public system including secondarevel
nurses and communitybased health workers. SDM also was incorporated into the training of specialized
workers, such as pharmacists and FBE@bunselors, and was linked to social marketing projects. Numerous
bilateral projects, FBOs, NGOs (national and internationaBnd government bodies all integrated SDM into
their FP trainings; training time ranged from two hours to one daywith MOH and IRH assistancethe FBQ
Conduite de la Féconditéleveloped and tested an integrated module for training providers in natural FP
methods, including SDM.

IRH used such opportunities to integrateSDM into training and reaffirm the i A O E Tcdkd v@lues. In

Guatemala, for example, SDM was positioned as a couplegthod in a context where male involvement

was deemed critical IRH-led training incorporated crosscutting topics such as gender, sexual and
reproductive rights, sexuality, and partner communication.

Incorporating SDM into in -service education

In-service training of health workers was central to expanding SDM service availability. In all five countries,
IRH conducted trainings of trainers to establish a cadre of qualified facilitators for SDM trainingyaster
SDM trainers, in the traditional sense, were not commonly available. FP personnel vested with this
responsibility routinely delivered training and refresher training, initially with IRH supervision and
independently thereafter. In-service training reached medical personnel (doctors, nurses, auxiliary nurses),
community health workers and service staff. Of course, the frequency of trainings, the affiliation of trainers,
and the levels (national, district) at which trainings took place varied by coumy.

While SDM became an official component of digervice FP curricula in all countries, irservice training is
not routinely delivered in many MOH programs. Where routine training was lacking, IRH funded trainings
that MOH staff conducted, covering all nthods and emphasizing SDM as a new option. The balance
between provision of SDM training by IRH staff, and SDM training by user/resource organization staff,
varied over time. India relied on trained MOHFW staff to conduct contraceptive technology updatdsat
included SDM This in-service training was paid for by the government of Jharkhand and delivered by
district personnel with IRH oversight. In Rwanda, training organized by MOH and partners relied on
varying levels of IRH technical support, depending ipI OEA OOAO 1 OCAT EUAOQEIT 1680
year of scaleup, partners trained by IRH became increasingly responsible for conducting cascade training
for their staff. In Guatemala, MOH medical personnel trained district nurses who in turn traineddditional
birth attendants. IRH cefunded and coordinated these trainings.

While training was based on cascade training approaches in all countries, several opportunities arose to
expand SDM training though tasksharing. In Guatemala, India, and Rwandaask-sharing contributed to

scaling up SDM service delivery, thus expanding training for new cadres of personnel working beyond the
facilities. Rather than bring experienced training professionals from New Delhi, IRH staff in Jharkhand
trained local providers as trainers in a deliberate effort to build sustainable capacity in the state. In
Rwanda, IRH staff supported capacity building of the national FP program by assisting with the pilot and
roll-out of Community Based Provision of FP, a new component@fEA -/ (6 0 &0 DHOI GOAI C
way through the scaleup phase.

59



Effectiveness of trainings

Evaluation of the effectiveness of cascadeased training during the scaleup phase required regular
monitoring. Evaluation of SDM trainings included pre and post-tests, trainer feedback, and orthe-job
competency assessments (KIT) during supervision. The KIT was applied within three months of a training
event and was used periodically to determine quality of service delivery over time. The KIT allowed
supervisors to quickly identify knowledge gaps and provide targeted support during routine supervisory
Visits.

Refresher training, which was common in all five countries, was a further opportunity to observe trainers
and offer support and feedback. Refresher tiaings in DRC were scheduled as needed, based on KIT
results. Refresher training tended to be informal in Guatemala: reinforcement typically took place during
supervision and KIT application. In Mali, regularlyscheduled SDM refresher training was incorpated into

bilateral-supported FP refresher training.) 2 ( AT A DAOOT A0OOG Al 01T 1 AAOGOOAA

provision by analyzing service statistics and administering the CFU.

Because the KIT was used in all five countries, IRH could compare congrety across settings, regardless
of variables such as type of trainer, training tools used, or length of workshop. Aggregate results from
Guatemala, India, and Rwanda are presented in Tabl6.KIT data was collected regularly throughout the
scaleup phasein India and Rwanda, and in 2010 and 2011 in Guatemala.

Table 15: KITResults onProvider Competency inSDM duringCounseling in Rwanda(2008-2012),
Guatemala(2010-2011), India (2008-2013)

Community Auxiliary Professional

Health Worker Nurse Nurse/Mdwife DEBI VL
n= 606 1092 77 64 1839
Counseling Points
Demonstrated correct use of 0 0 o 0 0
CycleBeads 76.8% 94.5% 88.2% 80.4% 87.9%
SDM screening criteria
;Cnrggned for cycle length withi g4 395, 88.8% 93.4% 71.9% | 89.1%
Screened for client and paer 0 0 o o 0
ability to abstain on fertile days 45.0% 66.9% 67.1% 64.1% 59.9%
Cycle length monitoring
Sg;’ét period starts before dar} N/A 63.6% 85.5% 453% | 67.5%
Long: period does not start day o o o o
after last bead N/A 67.9% 87.5% 45.3% 66.2%

The data inTable 15 show overall a moderate level of competence (IRH uses a competency threshold of
75%). SDM knowledge and skills were consistently higher among nurses than doctors or community health
workers. SDM counseling involves both screening for method eligilty and teaching/counseling clients on
how to use the method. Ability to teach clients how to use SDM with CycleBeads is high across level of
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providers (87.9%) especially among frontline providers such as auxiliary nurses who tend to provide the
most FPcounseling and use this skill regularlyAll providers generally screen for cycle length criterion

j wvospbpaqh AOO ZEAxAO OAOAAT AA I O OEA AAEAOET OA1 AOEC
condoms during fertile days (59.9%). SDM counselg explicitly addresses partner communication and
sexuality issues. These are sensitive topics that providers in general may not feel equipped to address and
deal with these only superficially.Providers lack overall counseling skills, experience and timt® deal with
difficult issues, in particular clinicians who are more likely to prescribe a method than explore options with
clients. In the case of CHWSs, the majority of data comes from India (84%), where SDM has been
incorporated into ASHA training in a bief 4-hour segment.This aspect of screening remaina challenge to

be addressed in training given programs reality of integrating SDM into existing contraceptive technology
updates that are brief and less frequent.

Resources for sustainability of insti tutional capacity
IRH developed several generic resources that resource and user organizations could use to create and
maintain local capacity. Based on more than a decade of work to introduce and seafe SDM, these
resources included tools for:
1 equipping faculty in pre-service medical training institutions (faculty module and preservice
guidelines);
9 delivering SDM through continuing education (selstudy course and online course);
9 training service providers (Family Planning Provider Manual, CommunityHealth Worker Training
Manual); and
1 FBGappropriate training tools.

y2( Al OF AAOAI T PAA Al 33- i1 ABGIA & O DPOI COAI 1 AT Ac
These items served as references when planning and implementing trainings in the fiveurtries, and
remain freely available in the scalaup countries (and elsewhere).

Organizations in the five scalaup countries also developed an array of training tools and instruments,
following collaboration with and technical assistance from IRHTheseincluded an online training course
and a selfstudy course for healthcare professionals in Guatemala, a setfidy course, storyboards and
materials produced in the form of a comic book for use by ASHAs in India, and an illustrated job aid for
traditional birth attendants in Guatemala. These were targeted to a range of users, from faculty at nursing
and technical schools, to master trainers, to service delivery personnel in facilities and communities, to
non-medical development workers. While some of thesetools were SDMspecific, most were
comprehensive presentations of FP methods and reproductive health topics.

3.4.4 Advocacy

An essential element of a systems approach to scaliog health innovations is advocacy to fully establish
the innovation in policies, pragrams and service delivery. During SDM scalg, advocacy was crucial to
gaining stakeholder buyin of SDM integration into the many components of a national (or subational)
health system. This section highlights how IRH and partners used advocacy as#iiective tool for scaleup.
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Advocacy focused on integration of SDM at all levels, and on implem entation of scale -up activities
)2(60 DPOEIi AOU AAOT AAAU cCclT Al ET Ail Al 01 OOEAOG xAO =
policies, systems ad programs, including:
9 FP guidelines and protocols (in most countries, SDM had already been integrated into norms)
HMIS
IEC materials and campaigns
Budgets
Training agendas, schedules and curricula (iservice and preservice)
Procurement plans
Logisticssystems
Operational/implementation plans
M&E, including national surveys

=A =4 =4 =4 -4 -4 4 4

Other vital advocacy goals pertained to the management and execution of seafeactivities, such as:
9 Briefing incoming MOH leaders to gain their support, particularly in Guatemaland India where
leadership changed frequently
9 Securing written commitment to scaleup, such as from the Government of Jharkhand
1 Ensuring that MOH and other leaders followed through on their commitments to scal&p
9 Obtaining buy-in from providers and staffwho would implement policies and services

Advocacy also was directed towards organizations that did not provide FP services but could serve other
important functions (e.g.social marketing and preservice training) to solicit their participation in scale-up.

3OAEAET 1 AAOOGS ET &£ OI AGETT TAAAOG AT A AAOT AAAU AEATTA
Advocacy was tailored to the contexts and stakeholders in the five scal@ countries. Table 5 summarizes

the main types of stakeholders to whom advocacy was directed, the types of information thetakeholders
needed, and advocacy channels that IRH used to reach them.

Table 16: Types ofSakeholders,Information Needs andAdvocacy ChannelsUsed

Stakeholders Information needs Advocacy Channels
Personal
q MffOH :eadel’s and other government 1 Oneonone meetings
officials . :
. . 1 Value ofadding of SDM to | 1 Networking
T gr%glgé‘med FP technical assistance * pp programs 1 Team / task force / coalition
. . { Evidence to support SDM | Mmeetings
T ISNGSI%Z/SNGOS/FBOS involved in FP | ™ jteqration 1 Presentations
 Social marketing organization 1 Program results, including | 1 Orientation meetings
ocial marketing organizations M&E data { Trainings
il Prlvatg se'ctor FP services ' {1 Action plans Print/media
T Organizations that could provide | ¢ g sainability or profitability 1 Fact sheets / policy briefs
critical support functions, such as pre of SDM { Scientific articles
service training and distributing .
CycleBeads 1 News and newsletter articles
91 Websites
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Relationship building and personal communications were the foundation for advocacy.

Personal communications were more effectivéhan impersonal, although both were necessary. Specifically,
building relationships with key individuals was essential to laying the foundation for collaboration,
establishing open lines of communication, and fostering trust. In Guatemala and Jharkhand)i¥ leaders
changed every year or two, so IRH met with new officials to brief them and secure their support. Also in
Jharkhand, IRH held orientations and trainings for toganking government staff such as medical officers so
that they could engage in and oport the scaleup effort.

)y2(60 ETOTT OAI AT O ET AAAE AT O1 OOUB8O &0 ATi i O1 EOU
had a seat at the table when FP decisions were made, but could demonstrate its leadership capacity and
winrespectandtrust.) T 2 x AT AAh & O AgAi i Anh OEA )2( #1 01 60U
and FP task forces, where she contributed to the important decisions made by these influential bodies. In
$2#h )2(60 AGOAT OEOA Al 1 OOEA OOE ifluebecedddecisibnimakers abdbuC A
the importance of including SDM in the national FP program. In Guatemala, IRH participated in the National
Commission on Contraceptive Security, enabling it to represent SDM in discussions on the Law on
Universal and Equal Acess to Family Planning services, which in turn influenced procurement decisions

i AlTAREO 1T1TAO OEAO xAOA 1106 AAOCAA ObpilT AOA O 5. &0!

As important as it was to engage higievel decision makers, it was

Ol't will be i m also strategic to work with community-based organizations. For
data to the Permanent example, mayors of several Malian communes participated in
Secretary and the Ministér OOAETET CO EAITA AU xi i AT80 OAOEI CO

how many people initiate, how oo PN SN - = fr oA~ m £ oA fa
many continue, aggarity, YT AECATT OO0 0AIl DI. AOd - ( AA.I OEAAOA AT A
how it contributes to reducing  ©f the resource team and engageis constituency in SDM scaleip.
the total f ert Leaders offaithbasednetworks (Muslim and Catholic) in DRC were
- Partner inndia key advocates Affiliating with important community actors not only
ensured that their voices were heard in the scaleip process, but
demonstrated to policy makers that there was grassroots support and
demand for the method.

Advocacy required country -specific data and messaging.

Organizations needed tailored information about how SDM would benefit their work and the clients they
served. While global studiesand WHO guidance documents were useful, it was more compelling to
demonstrate how integrating SDM would contribute to reaching national or organizational FP goals.
Country-specific research results and M&E data that showed the actual or potential impactf 8DM
integration were important. Results from research conducted during the SDM introduction phase in India
and Rwanda, for example, showed that SDM attracted new FP uséRrd shared this type of information at
meetings and presentations. For private seéor organizations such as APROFAM, which became the
CycleBeads distributor in Guatemala, IRH included contespecific discussion of the financial sustainability
and profitability of SDM services.

In all countries, SDM was positioned initially within thecontext of FP and reproductive health priorities, an
informed choice framework, and as a method that would help reduce unmet need for Hmhis was followed
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by more nuanced positioning in each country. In Rwanda, for example, a government and donor shift
toward LARC prompted IRH to position SDM as a lofigrm option for many users. It was also carefully

situated within the range of methods to avoid the appearance that SDM was suitable only for FBOs. By
contrast, advocacy messages in Mali included anexplagat T T £ 3$-60 AT I DBAOEAEI EOU
In India, SDM integration was cast as a way to strengthen birth spacing programs, which had suffered from

years of emphasis on permanent methods.

Maintaining a positive reputation and fostering a sense of  ownership among user and resource
organizations were indirect yet effective advocacy strategies.

If scaleup were to succeed, IRH had to establish its own credibility in each country. IRH gained a certain
degree of legitimacy by providing technical assisince on SDM integration, but broader and more intense
ArErEi 000 xAOA OANOEOAA8 )1 2xAT AA OEA #7101 600U 2ADPO
earned IRH a solid reputation as an innovative, experienced, and politically neutral agentiyH was irvited

to important FP-OAT AOAA 1 AAOGET ¢O AT A ET AOAAGAA EOO 1 BbPI 0001
work in rural districts where other technical assistance agencies would not travel demonstrated to the
MOHFW that it was an indispensable partner.

Another indirect advocacy strategy was to foster a sense of ownership in scalp among resource and user
organizations. The government of Jharkhand chose the districts in which SDM should be scaled up, and it

was the MOHFW, not IRH, that hosted parthemeetings. In Guatemala, IRH provided an array of

i BT OOO1 ECEAO A1 O PAOOT AOOGS ET O1 1 OAI A1 6 DPAOOEAEDA
others were presenting at workshops on FP policies, and facilitating linkages between indigenous
communities and health systems.

Advocacy beyond the public health sector engaged diverse groups and promoted social diffusion.
Advocacy for SDM took place at all levels of the public health sector in each country (national, regional,
district, community) to foster simultaneous vertical and horizontal scaleup. But advocacy did not end with
the public health sector. IRH and partners advocated for SDM integration with religious groups in Mali,
Rwanda, DRCand Guatemala. They engaged civil society groups that workémt sexual, reproductive and

xT T AT80O OECEOO Fahd RwéndaO AdivosdcyAviith suoh IgiBups had the further benefit of
spreading the word about SDM.

Champions facilitated scale -up, though the long -term effect was uncertain.

3$- OAEAI meHniall cOuntries, ®ut tBeir effectiveness varied with levels of commitment, influence,
and the amount of time they could devote to scalap (Table 17). One important role that champions
tended to play was to facilitate the participation of organizationghat IRH might not otherwise have been
able to reach. In DRC, for example, IRH benefited from the championshipGdnduite de la Féconditéa
Catholic FBOthat invited and encouraged other FBOs to integrate and promote SDM in their service work.
Conduitede la Féconditénd the Muslim FBQ- A1 AT O ,alsb doviked religious leaders to accept and
advocate for SDM and to refer couples and women to FP services. An individual champion in Métie

1 AAAAO 1T £ A x 19 woikedl 6ot vt detisfoi:rAakeEsiofl leaders but at the user level, where
she promoted social diffusion of SDM.
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Table17: A Summary of Type of SDMChampion By Country

Type of Champion Guatemala India
MOH officials

FBO representatives

Local NGO represeatives
International NGO representatives
USAID bilateral project
representative

Social Security Institute staff
Womend6s associ a|

7TEETI A & OOAOET ¢ AEAI PEI T 0O EO 1T A£O0AT OEdpefichce hGDM x AL
scaleup was that most champions moved to other positions or organizations that did not provide them the
opportunity to continue advocating for FP.

In sum advocacy was an essential component of the SDM seafephase: it was needed tdirmly integrate

the innovation into policies and systems. Advocacy approaches were implemented on a foundation of
strong interpersonal relationships with key stakeholders, and the solid reputation that IRH developed as
the scaleup resource organization Advocacy messages were tailored to country contexts to meet the needs
of policy makers and influencers, and attention was paid to best positioning SDM within those contexts.
Where possible, IRH found opportunities to foster a sense of ownership among thesaw/resource
organizations. Finally, champions helped bring new organizations into the scale process and expanded
the reach and impact of advocacy messages.

3.4.5 Dissemination/Diffusion and Demand Creation

Demand creation is an integral component of scalingp any new FP method within a service delivery

system. Demand creation strategiegncompass the array of efforts made to raise awareness and foster
interest among potential users, whomust be aware that a method exists and know at least some of its

attribu tes before thinking about using it.Strategies can be designed to provoke new ideas, discussions and
practices among trusted peersA demand creation strategy can help not only to diffuse new information,

but to change attitudes and behaviorsitcan helpOT 1 EAEAU A [ AOET A0 OOI AEAT OF

Scale-up required refocusing the reach of and segmenting audiences for awareness -raising and
demand creation.

This included shifts in target audiencessegmentation,messages, and approachdg3able 18). Prior to SDM
scaleup, the purpose of informational products was to support introduction in relatively small geographic
areas. Print materials such as brochures and posters, most created by IRH, raised awareness of SDM and
CycleBeads with potential clients in clires and the zones they served. The purpose of these materials and
the scope in which they were used changed during the scalp phase, and market segmentation helped
tailor messages to sulgroups such as men. And because IRH did not have the funds to suppbe needed

level of demand creation, it was paramount to form partnerships and take advantage of lewost
opportunities to raise awareness of SDM.
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Table 18: ChangingObjectives ofDemand Creation Srategies

Element of Deman
Creation Strategies

Introductory Phase Objectives ScaleUp Phase Objectives

Clients use SDM correctly, supporteq SDM and its attributes are as wkflown as

by client counseling and focused o -
awareness raising other methods within communities

Information Targets

Audience Communities reached by - | Women/men; public/private/FBO sector
Segrentation introduction/research efforts consumers

- Same plus segmentation: reaching new
sectors and addresg relevant issues suc
as reproductiveights and engaging men

Promotion of new method and asking

M F . . .
essage -ocus interested clients to seek services

- Radio & TV, community mobilization &
Typical Approache| Print materials, posters, education ta social diffusion, edtainment with broader
reach

Content was tailored for country contex ts while maintaining core messages .

Core messages were that a new method of FP was available and where, and the characteristics that
distinguished SDM from other options: ease of use, economies of a dime purchase, natural modern

option with no side el EAAOOh 1T BDPT OOOT EOU O1 ET AOAAOA O1 AARIOOAT A
materials included messages that positioned SDM as one option among a variety of choices.

An analysis of themes that were important in each country guided message build. For example,
Guatemala emphasized that SDM was a modern method, while India focused on SDM as a method for
couples to use together. Meanwhile, in DRC and Rwanda, messages for new users positioned SDM as a
method that would suit certain groups that hadnot previously used FP, including audiences in faitbased
communities.

IRH and partners designed additional demand creation messages to appeal to audience-sagments, such

as men; those seeking FP services from public, private or FBO providers; andups with specific practices

and attitudes towards FP. In Mali, Rwanda, and Guatemala, messages encouraged men to become involved

ET 3$- OOA8s s$2# AOT AAAAOO 33$- DOITiITOEIT 1 AOOACAO EI
In Rwanda and Mali, derand creation materials were adapted for use with several FBO partners to ensure

that messages were compatible with religious doctrines.

Some countries were challenged by the imperative of promoting SDM equally alongside other methods,
while trying to raise very low levels of awareness of SDM. Because the method was relatively new in scale
up countries, and entirely new in many areas within those countries, it could have benefitted from a
stronger focus, while still being situated as one of a range of meitlis. One solution that IRH tried was to
feature SDM boldly in its print media while representing all other methods in smaller images (in contrast to
other campaigns, which often focused on single methods, and/or omitted SDM).

IEC channels were diversifie d and expanded to create a social reputation for SDM .

Table 19 provides a list of approaches by country. IRH supported virtually all demand creation materials
and activities during the early years of scaleip, but as other organizations integrated SDM iot their
programs, they also began to produce their own promotional materials. IRH collaborated with
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organizations that specialized in demand creation and had a large reach, such as Population Services
International (PSI) and local production companies, t@roduce and air radio and television spots. Multi
media campaigns were often reinforced by communityevel activities such as street theatre and health
talks. In Mali, Guatemala, and Rwanda, IRH used e@inment and social diffusion to provoke private and
public discussions by women and men on SDM and its merits, with the aim of moving from talk (discussion
with trusted peers) to action (serviceseeking).

The results of endline household surveys

Table 19: DemandCreation o
Approachesby Country g showed that efforts to encourage diffusion
% of SDM though interpersonal channels
8 were successful: nearly half (47.%) of
women who had heard of SDM had spoken
Print/ Visual about the method with someone else, most
Mumls X frequently with a friend or neighbor (43%

; to 71%) or with their partner (30% to 99
Billboards X %). Women in Rwanda were far more
Posters X X | X likely to have discussed SDM with their
Flyers/Brochures/ Pamphlets X | X | X | X | partner (99%) or a friend/neighbor (71%)
Calendars X than women in other countries, although

Mass media 65% of Malian women had also spoken

with friends. This may be due to the

Television (Spots) X X | X | greater exposure to television and radio

Radio (Spots) X | X | X | X messages, or to the social diffusion
Radio (Drama) X X | activities implemented in those countries.

Radio (Panel) X o

Newspaper (Interviews) X X Table 20 hlghllghts threg approaches for
_ SDM promotion that aimed not only to
Magaznes (Tear outs) X inform but to foster community

Community engagement discussions about FP and SDM, dn

a a e ultimately lead to SDM (and other method)

Public taxi talks, flyer distribution X uptake. None of these innovations was

Interpersonal Communication X | X | X | taken to scale due to funding constraints,
Community Education (Group) X | X | X although evaluations showed that all
Social diffusior mobilization X X | X | resulted in important increases in FP

uptake.
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