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EXECUTIVE SUMMARY

The U.S. Agency for International Development (USAID) in the Philippines contracted a third-
party evaluation team to conduct a final performance evaluation of its family planning (FP) and
maternal and child health (MCH) portfolio. The evaluation seeks to determine the extent to
which the portfolio has met its overarching objectives of: (1) strengthened local government
units (LGU) provision and management of health services, (2) expanded quality services by
private and commercial providers, (3) increased appropriate healthy behaviors and practices,
and (4) improved policy environment and financing of services. USAID’s FP and MCH portfolio
currently supports five projects which are focused in 30 provinces with a total population of
over 37 million, around 40% of the population of the Philippines. The evaluation was conducted
in two phases.

The purpose of the first phase of the evaluation was to review and analyze existing data and
literature (recent studies and surveys, program and project reports, performance data, and
similar documents) on the status of FP and MCH in the Philippines. Specifically, the evaluation’s
first phase generated provincial estimates of selected FP and MCH indicators from the 2006
Family Planning Survey (FPS) and 201 | Family Health Survey (FHS). It also estimated the coverage
and reach of major USAID-funded interventions, measured by key indicators for each province.

The evaluation team conducted a quantitative analysis of seven key FP and MCH indicators for
the individual USAID-assisted and non-assisted provinces. These were: (1) contraceptive
prevalence rate (CPR) for modern methods, (2) pills’ share of modern contraceptive use, (3)
bilateral tubal ligation’s (BTL) share of modern contraceptive use, (4) percent of modern
contraceptive services provided by private sources, (5) percent of deliveries with skilled birth
attendants (SBAs), (6) percent of facility-based deliveries (FBDs), and (7) percent of children
under 5 years receiving vitamin A.

The provincial-level results were then used to summarize the significant differences for key
indicators, in order to identify the provinces where the most progress was achieved and where
the indicators significantly decreased. The 30 USAID-assisted provinces were further classified
into high-input and low-input provinces based on the measured coverage of USAID
interventions. Project-specific interventions and input indicators were used as a basis for ranking
provinces. Eleven provinces that consistently received high levels of input from all projects were
considered high-input provinces. The other 19 were considered low-input provinces. Table |
presents the seven FP and MCH indicators in USAID-assisted and non-assisted provinces and
statistically significant differences in estimates.

FINDINGS AND CONCLUSIONS FROM EVALUATION PHASE |

According to the results of the analysis, between 2006 and 201 |, the Philippines posted
significant increases in five of seven selected indicators:

e Modern CPR increased by 1% (from 35.9% to 36.9%).
e Share of pills in modern contraceptive use increased by 7.4% (from 46.4% to 53.8%).

e Percent of deliveries with SBAs increased by 8.3% (from 63.9% to 72.2%).
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e Percent of FBDs increased by 12% (from 42.4% to 55.2%).

e Percent of children under 5 years receiving vitamin A supplementation increased by 2.8%
(from 78.4% to 81.3%).

However, BTL’s share of modern contraceptive use declined 5.6%, from 28.9% to 23.3%. There
was no significant change in the private sector’s share in the provision of modern contraceptive
services (from 22.9% in 2006 to 22.8% in 201 1). It is worthwhile to note that the 7.4% increase
in pill usage during the five-year period was partially offset by the 5.6% reduction in tubal
ligations, thus implying a possible shift in FP method mix. While few provinces showed significant
increases in modern CPR, increases in pill use are associated with fewer tubal ligations. This is
observed in both USAID-assisted provinces (Bulacan, Davao del Sur, Isabela, and Negros
Occidental) and non-assisted provinces (Cebu and Apayao).

The factors that contributed to the significant increase in modern CPR for non-assisted
provinces may include (but are not limited to) the political will of local executives to implement
FP programs; funding or other types of support received by LGUs from foreign donors, non-
governmental organizations (NGOs), and civil society groups; access of LGUs to Department of
Health (DOH) grants; and public-private partnerships in provision of FP supplies and services.

Table I: Changes in Estimates of Selected FP and MCH Indicators from the 2006
FPS and 2011 FHS Surveys in USAID-assisted and Non-USAID-assisted Provinces

Provinces/ % share % share % share % of % of
Proiect Modern @ of pillsin of BTL in of deliveries % of children
In ) ts CPR modern modern private with FBDs receiving

pu CPR CPR sector SBAs Vit. A
PHILIPPINES
2006 FPS 35.9 46.4 28.9 22.9 63.9 424 78.4
2011 FHS 36.9 53.8 233 22.8 72.2 55.2 81.3
Difference 1.0 74 -5.6 -0.1 8.3 12.8 2.8

30 USAID-assisted

2006 FPS 36.5 47.8 26.5 220 55.8 35.1 784
2011 FHS 37.0 57.1 20.6 21.3 65.2 473 784
Difference 0.50 9.3 -5.9 -0.70 9.4 12.1 0.0

High project inputs

2006 FPS 343 50.1 245 22.6 55.5 36.3 79.8
2011 FHS 35.2 57.9 19.3 21.7 65.7 51.2 81.7
Difference 0.9 7.8 -5.2 0.9 10.2 14.9 1.90

Low project inputs

2006 FPS 382 46.2 28.0 21.6 56.1 34.1 772
2011 FHS 384 56.6 21.5 21.0 64.8 44.3 759
Difference 0.20 10.5 -6.4 -0.40 8.7 10.1 -1.30
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Provinces/

Project
Inputs

Modern
CPR

Non-USAID-assisted

% share

of pills in

modern
CPR

% share
of BTL in
modern
CPR

% share
of
private
sector

% of
deliveries
with
SBAs

% of
children
receiving

Vit. A

2006 FPS 354 453 30.7 23.6 69.6 47.6 785
2011 FHS 36.7 514 25.2 23.8 77.2 60.8 83.3
Difference 1.3 6.0 -5.5 0.20 7.5 13.3 4.8

Note: Statistically significant differences are in bold.

Based on these findings and analysis, the team concluded that:

e The majority of both USAID-assisted and non-USAID-assisted provinces show statistically
significant increases in FBDs and deliveries with SBAs. These findings indicate that the
DOH’s policy of shifting to FBDs is being implemented and that USAID has been
contributing to the implementation of the policy.

e In the context of the key FP indicator, modern CPR, there are significant improvements in
four USAID-assisted and six non-USAID-assisted provinces. The increases indicate positive
trends, but there is still much room for improvement.

e The majority of both USAID-assisted and non-USAID-assisted provinces also show
increasing pill usage, while the share of female sterilization in the modern contraceptive
method mix is declining. On a national level, the increase of share in pill use (7.4%) makes up
for the decline in the share of female sterilization (-5.9%) and accounts for the small 1%
increase in modern CPR. This finding indicates that as older women move beyond their
fertile years, younger women in reproductive age groups opt for pills rather than
sterilization.

e  While more women are delivering at facilities, it seems that fewer women have access to
postpartum FP services where they deliver. This is a missed opportunity, as the postpartum
period represents an excellent chance to persuade many women to begin using a
contraceptive.

e Among the || provinces which received high levels of USAID assistance, most have shown
significant improvements in FP and MCH indicators. About nine achieved significant
improvements in most or at least one of the key indicators (modern CPR, percentage of
deliveries with SBAs, percentage of FBDs, and percentage of children receiving vitamin A).
Although only | of these || provinces (Davao del Sur) showed an increase in modern CPR
that was statistically significant at the 95% confidence level, another province (Capiz) had a
significant increase at the 90% confidence level, and 6 more provinces either maintained the
level of modern CPR or showed increases that were not significant.

e The analysis of the literature review for the || provinces that received high levels of
support from USAID-funded projects helped the evaluation team begin validation of
USAID/Philippines hypotheses on whether the convergence of USAID-assisted FP and MCH
interventions in the same project sites contributed to improvements in key FP and MCH
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indicators. Results indicated that the convergence of interventions contributed to
improvements in FP and MCH, a finding further validated during Phase 2 of the evaluation.

The purposes of the second phase of the evaluation were twofold:

e Assess the impact of USAID-assisted interventions on |) increased access and provision of
quality FP and MCH services in the public and private sectors; 2) strengthened information
dissemination of FP and MCH messages and promotion of healthy behaviors in FP and MCH;
and 3) improved policy environment, relevant health systems, and financing for provision of
FP and MCH services.

e Conduct in-depth analysis of the various factors and conditions, both in USAID-assisted and
non-USAID-assisted provinces that contribute to or hinder the improvement of FP and
MCH indicators.

The methodology and data sources for Phase 2 of the evaluation entailed:

e Review of background documents provided by USAID and the projects, as well as research
studies, evaluation reports, DOH policy documents, and literature related to demand
generation and provision of FP and MCH services.

e Structured interviews with a wide range of key informants both in Manila and in the field.

o Field visits to four provinces to gather qualitative data and validate data gathered from
project reports and other sources.

e Four focus group discussions (FGDs) in each province to gain an in-depth understanding of
key factors which contribute to or hinder improvements in FP and MCH programs.

FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS FROM
EVALUATION PHASE 2

Program design: The program is spread out nationwide and covers 30 provinces from |4
regions and 3 island groups. In these provinces, USAID projects implemented more than 20
interventions to improve FP and MCH. The extent of coverage and level of intensity varied
across provinces and did not always achieve the desired optimal convergence at the LGU level.
Provinces in which all projects implemented relatively uniformly high levels of interventions
achieved improvements in the CPR and MCH indicators. However, supply- and demand-
generating interventions were not always synchronized at the LGU level.

The team recommends that future projects should focus on more municipalities and cities in
fewer provinces clustered in fewer regions, to maximize synergies and logistical efficiencies and
lead to greater impact. Likewise, the selection of provinces should consider the absorptive
capacity of the LGU to accept interventions, as well as its political commitment to improve
quality FP and MCH services. The team also recommends implementing fewer interventions and
scaling up the best practices which have already shown results. Municipalities and cities, which
exhibit political commitment and capacity apart from their provinces, should be direct
beneficiaries of the technical assistance.

Management and coordination: USAID’s management of the projects intended to maximize
integration of the projects’ interventions through close coordination. At the central level,
USAID established regular coordination meetings among the projects, the DOH, and other
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stakeholders for information sharing. At the field level, coordination among projects is not as
strong, since projects have different deliverables and timelines.

The team recommends strengthening coordination among projects not only for information
sharing but also for joint planning in order to integrate implementation of interventions. In order
to better achieve this, USAID Contracting/Agreement Officer’s representatives (C/AORs)
should work as a team or a steering committee to oversee not only the individual
implementation but also functional integration of the projects.

Best practices in FP and MCH: The team assessed the results of 20 interventions
implemented by USAID-funded projects and identified four best practices that resulted in
significant improvements in FP and MCH outcomes. These are:

e Enhancing community involvement through formation of Community Health Action Teams
(CHATSs). The CHAT model trained volunteers to provide basic FP and MCH information
to the communities. CHATSs identify couples and children with specific FP and MCH needs
and refer them to appropriate facilities and service providers.

e Allowing midwives to provide life-saving practices and drugs. In the autonomous region of
Muslim Mindanao (ARMM), a new policy allowed midwives to provide active management of
the third stage of labor (AMTSL) and oxytocin without a physician’s supervision. Midwives in
the rest of the country outside the ARMM do not have the benefit of such a clear policy.
USAID-funded interventions prioritized the training of the midwives in the above skills,
which are highly recommended clinical practices designed to prevent postpartum
hemorrhage.

e Introduction of postpartum IUDs. FBDs are steadily increasing in the country and will
continue to increase in the future due to government’s strong policy and implementation.
Increasing numbers of women delivering in the facilities present a great opportunity for
providing FP information and services. However, current provision of FP information and
services during the postpartum period is weak. In a few health facilities in the ARMM,
providers were trained to insert postpartum IUDs, which led to high acceptance rates that
ranged from 40-50% of women who delivered.

e  Accreditation of facilities by PhilHealth and enrollment of PhilHealth beneficiaries in the
public and private sectors. The benefit packages offered by PhilHealth is a sustainable
mechanism to fund FP and MCH services. The team observed that in visited sites, health
managers at the LGU level took advantage of this financing opportunity and used PhilHealth
funding to improve their facilities, procure supplies and commodities, and train their staff.
However, many other local level managers were not aware of the financial opportunities
provided by PhilHealth.

The team recommends that USAID assist in replicating and scaling up these best practices in the
next project cycle. Prior to replication, USAID-funded projects should conduct a more
thorough review and evaluation of these best practices to explore ways of implementing them
more effectively and efficiently.

Factors contributing to the improvement of FP and MCH indicators: In addition to the
cited best practices implemented by USAID-funded projects, the team identified various factors
and conditions contributing to improvements in FP and MCH outcomes:
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e Appropriate integration of services, such as FP with maternity care, helps to address a wider
range of health needs of the clients and increases efficiency of the programs.

e Accreditation of facilities by PhilHealth for the maternity care package (MCP) and
enrollment of PhilHealth beneficiaries is a sustainable financing mechanism to improve FP
and MCH services, and is supported by national policies.

e Presence of a local champion and a good manager and leader can motivate other
stakeholders, influence the adoption of desirable practices, and facilitate the mobilization of
national and local resources.

e Political support at the national level ensures that FP and MCH will have a prominent place
on the national agenda, and that adequate financial resources are allocated. Local policies
support systems for delivering services and remove barriers to proper program
implementation.

e A match between supply and demand of services is important. Where LGUs have trained
providers and offer a wide range of FP methods and services, utilization of FP services is
high and clients are better satisfied.

Supply-related considerations: In general, contraceptive use is high where facilities provide FP
services, contraceptive commodities are available, and the population is correctly informed.
However, the availability of contraceptive supplies is often unreliable and trained providers
continue to be in short supply, especially for long-term and permanent methods at the LGUs.
There is a bias among providers to recommend the pill, since it is the only method that is most
likely to be available in the facilities and most providers are not trained in provision of long-term
or permanent methods.

The team recommends that USAID support the DOH in standardizing and expanding its FP and
MCH training capacity. There is a need to support the training of providers (facility-based and
outreach workers) and program managers in FP and MCH. In addition to strengthening the
services at the facilities, USAID should also promote alternative models such as mobile teams to
increase access to long-acting and permanent FP methods.

Demand-related considerations: Survey results and the team findings indicate that there is
high awareness of generic FP, as well as a demand for FP services, but knowledge of specific
methods is low. A key issue in the media and print campaigns is the lack of method- and target-
audience-specific messages (e.g., youth, men, and those with unmet needs). Another observed
shortcoming is the failure to address the prevailing misconceptions and myths about FP side
effects—important reasons why people are resistant to accepting specific methods.

USAID should seek to strengthen FP method-specific information through all channels of
communication. Campaign messages—targeted to particular audiences and using various
media—should inform the public about specific methods and focus on dispelling the myths and
misconceptions attached to them. The advent and rapid growth of social media offers a great
opportunity to launch campaigns that are target-audience specific as well as method specific.
Demand generation interventions should focus on consistency and continuity of interpersonal
communication and counseling (IPCC) training of the service providers. IPCC training should be
method specific.
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FP service and information needs of the youth: Surveys' have documented alarming trends in
early sexual initiation and premarital sexual experience, which exposes youth to the risk of
unplanned pregnancy and sexually transmitted diseases. These trends translate to increasing
adolescent pregnancy and early childbearing, while there are limited services or information that
addresses the reproductive needs of young adults. The majority of the teen mothers who were
interviewed had no prior information or knowledge of human sexuality, pregnancy, and
motherhood. Their sources of information on sexuality were mass media and social media. The
youth were neither aware of facilities that offer services and information tailored to their needs
nor likely to use facilities that serve adults.

The team recommends that USAID assist in developing a campaign that focuses on the risks of
teen pregnancies, using mass media supported by social media. USAID should also assist in
establishing a 24/7 hotline for FP and MCH information and counseling for adolescents. The
team also recommends providing teen-friendly services utilizing peer educators. The Teen
Centers the team observed in one of the provinces may be used as a model.

Gender considerations: In the Philippines, FP is seen as primarily the responsibility of women,
with men playing passive roles. However, men are not averse to FP. Rather, they are interested
in being involved in the FP decision-making process. Currently, FP programs focus almost
exclusively on women, and men are rarely invited to attend community assemblies on FP. Yet
many men consider FP important and would like to obtain information.

The team recommends that demand-generation interventions should promote male
participation in FP. Information on male FP methods should be widely disseminated. Utilizing
champions or satisfied users of vasectomy may help increase men’s involvement in FP.

Other essential questions: The statement of work (SOW) for the assignment included two
broad questions related to the FP and MCH situation in the Philippines:

“Why has the country’s MMR remained at the same level in the past |5 years despite the significant
increases in FBDs and in SBAs?”

e In the Philippines, the policy to reduce the maternal mortality ratio (MMR) emphasizes
increasing FBDs, not increasing the number of deliveries assisted by SBAs. Global
experience in maternal health identifies SBAs as the single most critical intervention for
reducing maternal deaths. The FBD approach assumes that SBAs and high quality services
are available in all health facilities, which is not always the case.

e To improve access to emergency obstetric care, the DOH is investing in training SBAs in
basic emergency obstetrics and newborn care (BEmONC). Although the training modules
are standard, the quality and consistency of actual trainings are not monitored and numbers
of providers trained are still low.

e FPis not fully recognized or positioned as a critical intervention to reduce the MMR. As a
result, resources are skewed toward maternity services, not FP.

e As a result of inadequate access to FP, unwanted pregnancies are increasing, leading to
unsafe abortions which then contribute to high maternal mortality.

' Demographic and Health Surveys (DHS) and Young Adult Fertility and Sexuality Surveys (YAFS)
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e Increases in high-risk teenage pregnancies also contribute to high maternal mortality.
“Why has the CPR not increased more rapidly in the past 10 years?”
e For at least two decades, government policies to support FP have been inconsistent.

e The transfer of responsibility of FP implementation from POPCOM to DOH diluted the
focus on FP.

e Devolution of responsibility of health programs to LGUs also contributed to weakening of
the FP program.

¢ Increasing demand for FP was not matched with quality services and adequate supply of
contraceptive commodities.

e Finally, the Catholic Church’s opposition to many modern and effective FP methods
continues to influence policymakers, program managers, and service providers, although it
does not influence couples’ acceptance and use of FP.
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1. INTRODUCTION AND BACKGROUND

USAID/PHILIPPINES HEALTH PORTFOLIO, PROGRAM STRATEGY,
AND RESULTS FRAMEWORK

USAID/Philippines contracted a third-party evaluation team to conduct a final performance
evaluation of its FP and MCH portfolio. The evaluation seeks to determine the extent the
portfolio has met its overarching objectives. The SOW for the evaluation is found in Annex A.

The current USAID program is governed by a strategic objective agreement (SOAG) signed
with the Government of the Philippines on September 27, 2006, with the following strategic
objective: “Desired Family Size and Improved Health Sustainably Achieved.” To achieve this
objective, the strategy focuses on four intermediate results:

e Local Government Units(LGU) provision and management of health services strengthened;
e Provision of quality services by private and commercial providers expanded;

e Appropriate healthy behaviors and practices increased; and,

e Policy environment and financing for provision of services improved

USAID is the leading donor of the FP program in the Philippines. FP is one of four priority
programs supported by the U.S. Government. In the current project cycle (2006-2012), USAID
provides an average of $10.8 million annually for FP for an estimated total of $64.7 million over
six years. USAID also supports the MCH program of the Philippines with an average annual
funding of $2.0 million for an estimated total of $12.2 million from 2006—2012. USAID’s FP and
MCH portfolio currently supports five projects:

e Strengthening Local Governance in Health (HealthGOV)

e Sustainable Health Improvement and Empowerment through Local Development (SHIELD)
e Private Sector Mobilization for Family Health (PRISM2)

e Health Promotion and Communication (HealthPRO)

e Health Policy Development Project (HPDP)

A summary of all five projects is shown in table 2. Except for PRISM2, which covered 77
provinces and cities initially (now reduced to 36), USAID-assisted projects are operating in the
same project sites. Twenty-five provinces are covered through HealthGov, and five provinces
and one city for SHIELD in the ARMM. HealthPRO also works in 30 provinces, although the
multimedia communication programs it helped develop have a national reach. HPDP has a
national-level focus. The total 2010 population for the 30 USAID provinces (covered by the
HealthGov and SHIELD projects) was 37,368,337, or 40.5% of the population of the Philippines.
The evaluation investigated each project in the FP and MCH portfolio to determine what
contribution each made to achievement of the aforementioned overarching intermediate results.
Map | depicts the 30 USAID-assisted provinces. These provinces are spread across the entire
country, covering all island groups and 14 of the country’s 17 regions.
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Table 2: Summary of USAID-funded Projects

Project Name

Funding Level

Implementing  Dates (in US$ Planrjed Provincial Implementation Project Goal
TTH Geographic Focus as of 6/2012
Partner million)
T 28.521
Strengthen LGUs’ commitment to
FP 18.99
HealthGov 9/2006— MCH 3.37 25 provinces 25 provinces health and enhance their capacity to
RTI 12/2012 ’ P P provide, finance, and manage health
TB 3.02 services.
HIV 2.73
T 18.25 ' . )
SHIELD 9/2006— | FP 11.56 5 provinces and one | 5 provinces and one city in gmievﬁeﬁsﬁriﬂ;:&:z:ne:;:f
HKI 12/2012 | MCH 3.99 city in ARMM ARMM ARMYM
TB 2.44 '
Assist the DOH, DOLE, and the
T.23.27 i ’ ’
PRISM2 10/2009— 7'7'provmces and 33 provinces LGUs to mobilize private sector
) FP 20.62 cities (reduced to 36 . . .
Chemonics 10/2014 in 2012) I8 cities resources in the delivery of FP and
MCH 2.64 ! MCH services and information.
T 14.97
Assist LGUs through the DOH and
FP 10.29
HealthPRO 7/2007— . 25 provinces and ARMM related agencies in enabling healthy
MCH 1.77 30 provinces : .
URC 9/2012 region practices through access to health
TB2.43 information.
HIV 0.37
T11.05 Establish supportive policies and
HPDP : :
10/2007— | FP 8.71 . . financing environment for health
UP Econ Nationwide programs and strengthen health
. 12/2012 | MCH 1.58 . .
Foundation policy formulation process for
TB 0.32HIV 0.44 improved health sector.
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Map |: 30 USAID-assisted Provinces

Legend: Provinces in red represent the provinces supported by the FP/MCH projects of USAID.
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USAID’s development hypotheses are

e The convergence of USAID-supported FP interventions to strengthen public and private
sector service delivery; health promotion; and health governance, systems, and health policy
in the same project sites will significantly contribute to increases in the CPR.

e The convergence of USAID-supported MCH interventions to strengthen public and private
sector service delivery; health promotion; and health governance, systems, and health policy
in the same project sites will significantly contribute to increases in the following selected
MCH indicators: percentage of deliveries assisted by SBAs, percentage of FBDs, and
percentage of under-5 children given vitamin A supplementation.

DEMOGRAPHIC TRENDS IN FAMILY PLANNING AND MATERNAL AND
CHILD HEALTH

Family Planning

e Compared to other countries in Asia, fertility in the Philippines is quite high. The total
fertility rate in the country has barely changed from 3.2 (2006 FPS) to 3.1 (2011 FHS)—
about three births per woman. This relatively unchanged high fertility level is partly due to
the varying national policy on FP during the past two decades, which in turn has influenced
women’s access to modern contraceptives. As expected, unmet need for FP remains
relatively high at 19.3% in 2011 (11% for spacing and 9% for limiting) and the CPR barely
increased from 35.9% (2006 FPS) to 36.9% (201 | FHS).

e The proportion of currently married women in the Philippines using any contraceptive
method (total CPR) declined from 50.6% in 2006 to 48.9% in 201 | (see table 3). The
proportion of pill users increased by 3.3% from 16.6 in 2006 to 19.8 in 201 |. However,
acceptors of female sterilization decreased by nearly two percentage points during the five-
year period. Nevertheless, pills, female sterilization, and withdrawal remain the leading
methods used. Less popular modern methods of FP are intrauterine devices (IUDs),
injectables, male condoms, and the lactational amenorrhea method (LAM). There are about
three married women using modern methods for every one traditional-method user in the
Philippines. In addition, the proportion of women whose spouses were using withdrawal
increased from 2006201 |, despite the overall decline in those using other traditional
methods. Possible reason for such trends is the shift of unsatisfied users of calendar/
rhythm/periodic abstinence to withdrawal, among others.

Table 3: Percent Distribution of Currently Married Women by Current
Contraceptive Method Used, Philippines (2006 FPS and 201 | FHS)

Type of Method 2006 FPS 2011 FHS ‘
Any method 50.6 48.9
Modern methods 35.9 36.9
Permanent methods 10.5 8.7
Female sterilization 10.4 8.6
Male sterilization 0.1 0.1
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Type of Method 2006 FPS 2011 FHS

Any method 50.6 48.9
Modern methods 35.9 36.9
Supply method 25.1 27.5
Pill 16.6 19.8

IUD 4.1 3.1

Injectables 2.8 34

Male condom 1.6 1.2

Diaphragm/foam/jelly/cream - -

Natural FP method 0.3 0.6

Mucus/Billings/ovulation - -

Standard days method - 0.1
Lactational amenorrhea method 0.2 0.5

Traditional methods 14.8 12.0
Calendar/rhythm/periodic abstinence 7.0 3.7
Withdrawal 7.3 8.2
Other methods 0.5 0.1

No Method 49.4 51.1

Maternal and Child Health

A daunting challenge for the Philippines is to make further improvements on health services
utilization and the health status of women and children by 2015, in consonance with the United
Nations’ Millennium Development Goals (MDG) relating to health. The country’s MMR of 221
per 100,000 live births in 201 | from about 162 per 100,000 live births in 20062 is comparably
high in relation to Southeast Asian countries. Despite major measurement issues in these MMR
estimates, there is little chance that the Philippines would be able to attain the 2015 MDG target
of 52. Nevertheless, the DOH in 2008 aimed to reduce maternal deaths with a policy shift to
FBDs, although around a third of the births delivered at home in that year (56% of all births)
were assisted by a SBA. FBDs increased to 55% in 201 | from 42% in 2006, while an SBA (a
doctor, nurse, or midwife) assisted 72% of births in 201 | compared to 64% in 2006. The
assistance of a skilled health professional at a birth is a very important indicator for determining
readiness regarding emergency obstetric care.

Monitoring the levels and trends of infant and under-5 mortality rates are crucial in evaluating
the progress of health programs. These indicators have shown little improvement over the years
2006-201 I. The infant mortality rate has declined from 24 per 1,000 births in 2006 to 22 per
1,000 births in 201 |. Under-5 mortality, on the other hand, has not significantly changed during
the reference period. An important component of the government’s child nutrition program is
vitamin A supplementation to prevent night blindness and lower susceptibility to other

2 The MMR of 221 in 201 | is not statistically different from the MMR of 162 in 2006.
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infections of children 6-59 months of age. Vitamin A provision has slightly increased from 78.4%
in 2006 to 81.0% in 201 I. For other child health indicators in 201 |, immunization coverage was
good (85%), but exclusive breastfeeding was rather low (25%).

FAMILY PLANNING AND MATERNAL AND CHILD HEALTH CONTEXT

National government support for FP has been inconsistent over the last 25 years, with both its
level and focus shifting depending on the preferences of the national leadership. Health
devolution dominated the 1990s, and high-level efforts to promote FP were slowed down by the
new and fragmented structure of the health sector. The period of 2001-2010 was defined by
the Government’s consistent support for the Catholic Church’s condemnation of contraception.
Instead, natural family planning (NFP) was promoted, and commitment to other methods was
lacking.

The FP program of the country began in the 1970s with the creation of the Commission on
Population (POPCOM) by the national leadership, which viewed population management as a
vital program in development. The POPCOM was responsible for both policy formulation and
the implementation of the national government’s FP program. At about this time, USAID
provided assistance and began a partnership with the POPCOM.

With the change in the national leadership in the mid-1980s, and after almost two decades at
the helm of the FP program, the POPCOM became part of the DOH. From its inception, the
POPCOM was solely responsible for FP policy, distribution of commodities, and demand
generation. However, under DOH direction, the FP program became just one of several health
programs and concerns. It was only recently that one of its original functions—that of increasing
the demand for FP—was restored to the POPCOM.3

In 1991, the enactment of the Local Government Code (Republic Act No. 7160) gave the LGUs
the responsibilities of delivering various basic services and managing facilities, in order to vest
local government with greater autonomy. The LGUs assumed responsibility for the delivery of
health services, including the maintenance and supervision of health facilities and personnel,
while continuing to adhere to national health policies and standards.

The FP program suffered another setback under the new dispensation in 2001, which effectively
defaulted on FP and relegated the greater part of policy formulation and program
implementation to the unprepared LGUs. Prior to this, the national government had retained its
vital role and function in policy direction, contraceptive commodity distribution, and service
provider training. The weakened role of the national government has made FP primarily the
responsibility of local government, subject to local government resources and the priorities of
its leaders. Financing for FP has become less predictable as roughly 1,700 municipalities now
make the decisions on the allocation of funds from the local Internal Revenue Allotments for
health programs such as FP. In addition, the national health insurance (PhilHealth) coverage of FP
remains sparse, although PhilHealth is the primary source of health protection for the poor
through premiums paid by the LGUs on behalf of indigent families. The DOH has been able to

3 DOH AO No. 2012-009: “National Strategy Towards Reducing Unmet Need for Family planning as a
Means to Achieving MGDs on Maternal Health” states that POPCOM “shall have a pivotal role of
increasing demand for FP goods and services and providing an enabling environment for capacity building
and advocacy.”
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fill in some of the gaps in the past two years by instituting a system of performance-based
central grants that can be used for contraceptive commodities.*

The Reproductive Health (RH) Bill seeks to establish a comprehensive and integrated national
policy on reproductive health, and address the lack of a national policy providing for sexuality
and reproductive health education in schools. The RH Bill has been in Philippine Congress since
1998—almost a decade and a half.

In contrast to the inconsistent national government policy on FP, the Catholic Church’s position
has been strong and unchanging. The Church’s stand on FP is seen to have influenced the major
national level policy changes in the late 1980s and first decade of the 2000s. These major
national policy shifts and the Church’s stance have affected high- and middle-level policymakers
and program managers in the public health bureaucracy, including service providers in hospitals
and public health facilities.

The current president, who took office in 2010, publicly announced his support for FP and
stated that the DOH is responsible for providing FP services and commodities, especially for the
poor and disadvantaged. In 2012, the DOH procured $6 million in contraceptives. More
recently, in 2012, the DOH issued an administrative order, the “National Strategy towards
Reduction of Unmet Need for FP as a means to Achieve MDGs in Maternal Health.”

In MCH, the stagnant MMR and slowing decline in child mortality places the country at the risk
of missing its MDG targets in MCH. To ensure the reduction of maternal and child mortality,
the DOH issued an administrative order in 2008 to implement a maternal, newborn, child
health, and nutrition (MNCHN) strategy. According to the strategy, the DOH is responsible for
providing technical assistance to the LGUs to help them adopt and implement the standards and
guidelines. In addition, the DOH finances the implementation of the strategy in the form of
centrally funded MNCHN grants. The main approach of the DOH toward improving maternal
and newborn health is to promote FBDs.

OTHER DONORS’ CONTRIBUTIONS TO FP AND MCH

Since 2006, the European Union (EU) program in the Philippines has been focused on health
sector reform. The EU program did not have any particular focus on FP and MCH; there was
significant support given to health facility upgrading and procurement. In the program’s second
phase, |3 provinces in Mindanao were added to constitute the four-year Mindanao Health
Sector Policy Support Program (MHSPSP). Among its sites are two USAID-supported provinces
(Lanao del Sur and Davao del Sur).

The EU has recently started on a new project directed at improving MCH among indigenous
populations of Mindanao, in collaboration with the National Commission for Indigenous
Population, the DOH, and the United Nations Population Fund (UNFPA). UNFPA is expected
to contribute in the area of FP and MCH. Since the project is still young, its initial activities
consist of establishing baseline data and community/social preparation, in line with its
participatory approach.

The United Nations Children’s Fund (UNICEF) has recently signed a global memorandum of
understanding detailing areas of collaboration with USAID/Washington. Its seventh Country
Program for Children (CPC) aims to increase access to high impact preventive services for

* USAID began gradually phasing out its donation of FP commodities in 2003.
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pregnant women and members of the household, especially children. UNICEF works in the
“most vulnerable” LGUs, focusing on 36 LGUs (30 municipalities and 6 cities) for pilot
interventions on mother, newborn, and child initiatives, and implements behavior change
communications in LGUs with high incidence of child mortality and HIV, and with low sanitation
coverage. Other assistance provided by UNICEF includes technical assistance on PhilHealth-
accredited birthing homes, support for training on BEmONC, and advocacy for the hiring and
deployment of midwives and female functional literacy.

Under its seventh CPC, UNFPA covers the provinces of Benguet, Albay, Camarines Sur, Eastern
Samar, Sultan Kudarat, Saranggani, and Compostela Valley. In these sites, UNFPA provides
capacity-building activities such as training health care providers and volunteers and physically
improving health facilities. It also assists the DOH in procuring contraceptives such as pills,
injectable, IUDs, and implants. In addition, UNFPA prioritizes adolescent health and works with
LGUs to provide information and counseling services especially in high schools. UNFPA is
currently working with the EU to address the reproductive needs of the indigenous population
in Mindanao.

The World Health Organization (WHO) strengthens health systems with special focus on the
MDGs. It assists the DOH in the development of guidelines for essential intrapartum and
newborn care (EINC). The WHO also helped develop a training manual for the practice of
EINC, which includes a module on AMTSL. Presently, the manual is being piloted in Region 12.

The World Bank supported RH in the Philippines through the second phase of the Women'’s
Health and Safe Motherhood Programme (WHSMP), which commenced in 2005 and completed
in June 2012. The project aimed at improving the access (in selected sites) of disadvantaged
women (including indigenous people) of reproductive age to reproductive health services; and
developing and implementing sustainable and replicable systems within the framework of the
health sector reform agenda. The areas of coverage are in Luzon (Sorsogon Province) and
Mindanao (Surigao del Sur).

World Bank is also supporting the KALAHI-CIDSS project (Kapit-Bisig Laban sa Kahirapan—
community integrated delivery of services), which promotes community empowerment through
participation in the planning and decision-making in barangay (local district) governance, and
developing their capacity to design, implement, and manage development activities that reduce
poverty.

From 2006—2010, the Japan International Cooperation Agency (JICA) supported the DOH in
implementing the Maternal and Child Health Project in Biliran and Ifugao provinces to enhance
BEmONC and strengthen management mechanisms for women health teams and midwives at
the primary health care level. Beginning in 2010, JICA has been providing assistance to the DOH
to scale up the project in other provinces in Leyte and Cordillera Administrative Region. The
project’s end date is June 2014.

Table 4 classifies the different international donor agencies working on FP and MCH.
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Table 4: Other Donors’ Assistance to the Philippines’ Health Programs

Agency

Project

Project Objective

Project

Duration

Total Cost (in
millions)

Geographic
Focus

Project
Components

Health Sector

Contribute to the
improvement of the health

Health Project

Care (BEmONC)

December 2010- HFEP
EU Policy Support status of the population € 36.00 |6 provinces
Program 2 and achieve health-related December 2014 MNCHN/CHT
MDGs.
7® Country Contribute to improving MNCHN/CHT
Program for the reproductive health May 2012- . FP and Reproductive
UNFPA Reproductive status of the Filipino December 2016 $7.13 (for 2012) |4 provinces Health
Health and Rights people. HIV/AIDS
Increase access to high- MNCHN/CHT
th impact preventive services HIV/AIDS
UNICEF ;rocfaﬁtfrgr for pregnant women and | April 2012- $7.771 30 municipalities Nutrit
8 household behavior December 2016 (2012-2014) and 6 cities utrition
Children i i Water, Sanitation &
change interventions for -
vulnerable LGUs. Hygiene
2012-2013 it ool focus en e !> public health areas
WHO N P L 2012-2013 $1.395 Nationwide including MCH (does
Biennium Program | MGDs and priority non- .
. : not include FP)
communicable diseases.
Il. Women'’s Improve the access of Two brovinces
World Health and Safe disadvantaged women to . . P Reproductive health,
; 2005-2012 Data not available | in Luzon and
Bank Motherhood reproductive health . safe motherhood
. Mindanao
Programme services.
. Enhance Basic Emergency
JICA Maternal and Child Obstetric and Newborn 20062014 Data not available | Four provinces Maternal health

USAID/PHILIPPINES: PERFORMANCE EVALUATION OF THE FP AND MCH PORTFOLIO




USAID/PHILIPPINES: PERFORMANCE EVALUATION OF THE FP AND MCH PORTFOLIO



II. PURPOSE OF THE EVALUATION

The overall purpose of this performance evaluation was twofold:

e Measure the effectiveness and efficiency of the various USAID-assisted interventions in FP
and MCH by investigating inputs, outputs, and outcomes in FP and MCH directly
contributing to the achievement of FP and MCH performance indicators of the USAID/P
health portfolio.

e Systematically document factors and conditions that contribute to or hinder improvements
in FP and MCH outcomes and impact. A sampling of provinces that perform well and poorly,
both assisted and non-assisted, measured in terms of the indicators, were investigated in-
depth.

The evaluation was conducted in two phases. The purpose of the first phase was to review and
analyze existing data and literature on the status of FP and MCH in the Philippines. Such
literature included recent studies and surveys, as well as program and project reports,
performance data, and similar documents. Specifically, Phase | generated provincial estimates of
selected FP and MCH indicators from the 2006 FPS and the 201 | FHS. It also estimated the
coverage and reach of major USAID-funded interventions, measured by key indicators by
province.

The literature review identified areas for further investigation during Phase 2 of the evaluation in
order to determine the key constraints on increasing the practice of modern FP and reducing
maternal and neonatal deaths in the country. More importantly, the evaluation team used the
findings of the literature review to propose an evaluation design for Phase 2, including the
selection of sample sites, quantitative and qualitative methodologies, and the plan for data
analysis.

The specific purposes of the second phase of the evaluation were to:

e Assess the impact of USAID-assisted interventions on () increasing access and provision of
quality FP and MCH services in the public and private sectors; (2) strengthening information
dissemination of FP and MCH messages and promotion of healthy behaviors in FP and MCH,;
and (3) improving the policy environment, relevant health systems, and financing for FP and
MCH services.

e Conduct an in-depth analysis of the various factors and conditions, in both USAID-assisted
and non-USAID-assisted provinces, that potentially contribute to or hinder the
improvement of FP and MCH indicators.

Key evaluation questions are found in Annex D.

A team of eight consultants conducted the evaluation during an eight-week period between
September 24 and November 16, 2012. The team comprised a team leader who also served as
the FP expert, statistical analyst, an MCH technical expert, a communications expert, and four
qualitative research specialists.
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The evaluation results will be disseminated and discussed with the DOH, POPCOM ,
implementing partners, other development partners, LGUs, and other organizations/agencies
involved in implementing FP and MCH programs and activities in the country. Findings and
recommendations will be used to enhance the way specific approaches and interventions are
currently designed and implemented at the LGU level, as well as to establish the support
mechanisms required for an intervention to work optimally. Findings will be used to determine
whether certain approaches and interventions currently being implemented under USAID-
assisted activities should be continued and scaled up, modified, or terminated.
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Ill. EVALUATION METHODOLOGY

ESTIMATES OF SELECTED FAMILY PLANNING AND MATERNAL AND
CHILD HEALTH INDICATORS IN USAID-ASSISTED AND NON-USAID-
ASSISTED PROVINCES

The first part of the performance evaluation involved a quantitative analysis of key FP/MCH
indicators for the individual assisted and non-assisted provinces from survey data representing
the baseline and endline of USAID's five-year FF/MCH program. The team used data from the
2006 FPS and the 201 | FHS for most of this quantitative analysis.

The 2006 FPS was the last in a series of annual rider surveys conducted by the National
Statistics Office (NSO) since 1995 in the years between the five-year rounds of the National
Demographic and Health Survey (NDHS). These surveys were primarily funded by USAID to
provide annual reproductive health indicators for monitoring and evaluation. A cost-effective
approach was used for conducting these surveys as riders to the NSO's quarterly labor force
survey (LFS). In the case of the 2006 FPS, the full LFS sample of about 45,000 households was
used in order to provide more reliable estimates at the provincial level. This larger sample size
also made it possible to include a maternal mortality module for producing estimates of the
MMR. It should be noted that because some of the smaller provinces have relatively small
sample sizes, it is necessary to take into account the number of observations in examining the
provincial-level results from each survey.

The 201 | FHS was conducted by the NSO as a stand-alone survey that was based on the full
master sample of primary sampling units (PSUs) at the first sampling stage. The total sample size
was about 50,000 households, which also made it possible to obtain provincial-level estimates.
The objectives of this survey were similar to those of the 2006 FPS. The FHS questionnaire was
consistent with the FPS and NDHS methodology, thus ensuring that the estimates from the
different surveys are comparable. In order to obtain quantitative performance measures for the
assisted and non-assisted provinces, the following FP/MCH indicators were identified and
tabulated at the provincial level:

e Total CPR

e Modern CPR

e Percent share of pills in modern contraceptive methods

e Percent share of BTL in modern contraceptive methods

e Percent share of private-sector FP services

e Percentage of deliveries assisted by SBAs

e Percentage of FBDs

e Percentage of under-5 children given vitamin A supplementation
e Percent of currently married women with unmet need for FP

e Percent of children under 3 years with exclusive breast-feeding for six months
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The evaluation team later learned that the 2006 FPS did not include questions on exclusive breast-
feeding. Thus, this indicator was dropped. For each of the remaining indicators, Stata software was
used to calculate the standard errors and 95% confidence intervals for the estimates by province,
taking into account the stratification and clustering in the sample design for each survey. These
results were grouped separately for the 30 USAID-assisted provinces and the remaining provinces
which did not receive assistance. The USAID-assisted provinces were further grouped into high-
or low-input categories according to level of project interventions, as described below. The
sampling errors for the estimates from the two surveys were used to conduct a hypothesis test to
determine whether the differences were statistically significant at the 90% (a=0.10) or 95%
(a=0.05) levels of confidence. In the case of estimates for provinces with less than 30 observations
for either survey, the differences were identified as not significant.

The provincial-level results were then used to summarize the differences for selected key
indicators that were significant at the 95% confidence level, in order to identify the provinces
where the most progress was achieved for the various indicators, as well as provinces where
the indicators significantly decreased. This was done separately for the assisted and non-assisted
provinces. These tables were very useful during the Phase 2 in-depth qualitative analysis, when
the team selected the best-performing provinces and those not showing much progress. For this
exercise the team focused on a smaller subset of the indicators. The team used modern CPR
rather than total CPR to focus more on the FP interventions of the USAID projects. The 2006
FPS and 201 | FHS results showed a decrease in the CPR for traditional methods over this five-
year period, which resulted in a corresponding slight decrease in the total CPR. The traditional
CPR has shown significant upward and downward swings in the FPS and NDHS series over the
years, making it more difficult to interpret the total CPR indicator. Although unmet need for FP
is considered an important indicator, it is also difficult to interpret. At the national level, the
unmet need for FP increased significantly from 15.7% in 2006 to 19.3% in 201 |. However, part
of this increase may be related to increasing demand. There is also variability in the results for
the unmet need for spacing and limiting. Therefore, the unmet need for FP indicator was not
used for the final process of screening the provinces.

The evaluation team considers the baseline and endline survey data from the 2006 FPS and the
201 | FHS, respectively, to be of high quality. The NSO, which planned and conducted these
surveys, has a reputation for very high technical and professional standards when conducting
national household surveys. In addition, USAID funded technical assistance to ensure that the
statistical methodology used in the sampling and estimation procedures was technically sound
and effective, and this methodology was well documented. A strong effort was made to ensure
consistency in the concepts and wording of questions used for the FPS, FHS, and NDHS in
order to provide an effective evaluation of trends for major indicators. In addition, the statistical
tools used for the quantitative analysis part of this evaluation, such as the tests of hypothesis, are
based on international best practices. The confidence levels related to the sampling variability
are clearly stated. The sample size for the two surveys is sufficient for a sound comparative
analysis for most of the provinces. In the case of a few smaller provinces where the sample size
was too small, it was not possible to determine statistically significant differences for the
indicators, as stated in this report. In summary, the evaluation team is very confident of the
conclusions presented in the quantitative analysis section of this report. The selection of the
provinces for the Phase 2 in-depth qualitative analysis was based on the information on
significant differences for key indicators, as well as logistical considerations and the level of
project intervention determined from the literature review.
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ESTIMATES OF COVERAGE AND REACH OF USAID INTERVENTIONS

In order to measure the contribution of USAID-assisted projects to the country’s performance
with respect to the FP and MCH programs, the evaluation team identified provinces receiving
high levels of inputs and assistance from the HealthGov, HealthPro, HPDP, PRISM, and SHIELD.
After measuring coverage, the provinces receiving strong support from the five projects were
assessed on how they performed using the results of the 2006 and 201 | national surveys. The
assumption is that the provinces receiving significant inputs from the five projects were likely to
show improvements in the output and outcome indicators. The process of identification of the
provinces involved the following steps:

o Step I: Selection of project specific interventions and input indicators. The team
reviewed the reports and plans of the five projects and selected two to four interventions
and input indicators that best represented the project’s provision of assistance to the
provinces, cities, municipalities, facilities, and health care providers. Factors for the selection
of the interventions and indicators included: (1) strength of relationship between the
indicator and the program outputs and outcomes; (2) quantifiable indicator, or—if
qualitative—verifiable based on the reports; and (3) availability of the required data or
information.

e Step 2: Measurement and ranking of provinces based on provincial coverage of
selected interventions and indicators. The team, using data culled from the five
projects, measured the level of coverage for each of the 30 USAID-assisted provinces. The
provinces were then ranked based on their relative performance on the combined set of
interventions and indicators.

e Step 3: Determine level of consistency of high levels of coverage across the five
projects. For the 25 non-ARMM provinces, the team compared the top 10 high-input provinces
from the Health Gov, Health Pro, HPDP, and PRISM projects for consistency in terms of level of
support. The provinces that showed high levels of assistance from at least two of the four
projects were then selected for further analysis. For ARMM provinces, the team measured the
level of assistance using data and information primarily from the SHIELD project.

METHODOLOGY AND DATA SOURCES FOR EVALUATION PHASE 2

The methodology and data sources for the second phase of the evaluation included reviewing
background documentation, conducting key informant interviews, making site visits, and
facilitating FGDs.

Review of background documentation: In addition to the literature review conducted
during Phase |, the evaluation team reviewed other background documents provided by USAID
and the projects as well as research studies, evaluation reports, DOH policy documents, and
literature related to demand generation and provision of FP and MCH services (Annex B).

Key informant interviews: The team conducted structured interviews with a wide range of
key informant both in Manila and in the field (Annex C). In Manila, key informants included
USAID and implementation agencies’ staff, as well as representatives from DOH, POPCOM,
PhilHealth, and other donor agencies working on FP and MCH. In the field, the team
interviewed governors, mayors, field staff of USAID projects, staff of Centers for Health
Development (CHDs), provincial health officers (PHOs), city health officers (CHOs), municipal
health officers (MHOs), nurses, midwives, trainers, outreach workers (barangay health workers,
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CHATSs, CHTs), and actual and potential clients. To ensure collection of standard data,
structured interview guides were prepared and used to interview different types of key
informants (Annex D). In total, 51 key informants, 44 service providers, and 45 clients were
interviewed during the field trips. The types and numbers of respondents interviewed during
field trips are found in Annex E.

Site visits: The team visited four provinces to gather qualitative data, gain an in-depth
understanding of program achievements and challenges, and validate data gathered from project
reports and other sources. The provinces visited were Lanao del Sur, Davao del Sur, Capiz, and
llocos del Norte. The team visited a total of |5 LGUEs, including 34 health facilities (from tertiary
hospitals to the barangay health units) where FP and MCH services were provided.

The provinces were chosen based on the quantitative analysis conducted during Phase I. In
order to identify interventions that contributed most significantly to increases in FP and MCH
indicators, the team selected two provinces from the well- and poor-performing USAID-assisted
provinces, as well as one well-performing non-assisted province. A fourth province was included
to represent the ARMM.

e Lanao del Sur (Mindanao, ARRM): Received high levels of input from the SHIELD project,
but indicators do not reflect significant improvements.

e Davao del Sur (Mindanao, non-ARMM): Received substantial assistance from the HealthGoy,
HealthPro, and HPDP projects and shows significant improvements in FP and MCH
indicators.

e Capiz (Visayas): Received highest level of assistance from the HealthGov project and shows
significantly improved modern CPR and percentage of FBDs.

e llocos Norte (Luzon): Received no USAID assistance but achieved significant improvements
in CPR and FBDs.

Field trip reports to all four provinces are found in Annex F.

Focus group discussions: The team conducted four FGDs in each province to gain an in-
depth understanding of key factors contributing to or hindering improvements in FP and MCH
programs. These included:

e Community health teams (CHTs). Although use of CHTs is a fairly recent development,
USAID projects provided significant assistance to the CHTs. The evaluation explored their
potential use in future programs.

e Adolescents aged |15-19 who already have a child or children, and are either single, married,
or in a consensual union.

e Reproductive-age women who are married or in a consensual union who want to limit or
space childbearing but are not using a modern contraceptive method.

e Married men with children, both FP users and non-users.

In total, 128 individuals participated in FGDs. In addition, the team had in-depth interviews with
several postpartum women who had recently delivered in a health facility, as well as other
women and men who were satisfied users of modern contraceptives. Summaries of findings
from the FGDs are found in Annex G.
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IV. FINDINGS, CONCLUSIONS, AND
RECOMMENDATIONS

PROGRAM DESIGN, MANAGEMENT, AND COORDINATION

The strategic objectives of USAID and the corresponding prescribed intermediate results guided
program and project design. USAID selected the project provinces with the criterion of
maximizing coverage based on population size, low health indicators, and the DOH
recommendation to ensure that donors’ assistance programs are not concentrated in the same
sites. The selection assumed equal levels of capacity and readiness to provide services among
provinces, thus leading to standardized templates of interventions.

The USAID projects implemented around 20 major interventions to improve the FP and MCH
situation in program provinces. Although the standardized templates were applied in all selected
provinces or municipalities, the level and extent of implementation of each varied depending on
factors such as logistical project reach and acceptability to and political commitment of LGUs.
The large number of municipalities (more than 700) in 30 program provinces also impeded the
interventions’ reach. For example, IPCC trainings were conducted in 10 municipalities per
province, but the extent of coverage and level of intensity per municipality varied widely.
Because of this, the USAID-supported interventions did not always achieve the desired optimal
convergence at the LGU level.

Among the interventions were those designed to generate demand or increase supply for FP
and MCH services. However, the projects were not always able to integrate the supply with the
demand-generating interventions at the LGU level. For example, FP campaigns and IPCC
trainings, which increase demand, often do not dovetail with the required level of existing or
similarly generated FP commaodity or service supply.

Provinces where all the projects implemented relatively uniformly high levels of interventions
achieved significant improvements in the CPR and MCH indicators. However, achieving
significant results in all selected provinces remains a challenge, given the limited resources and
the magnitude and complexity of the problems.

USAID initially implemented all projects in the same provinces with the objective of maximizing
the convergence and synergies of interventions. The aggregate site coverage of the projects,
however, changed during implementation, as adjustments were made to respond to local
realities. For example, PRISM2 originally covered 77 provinces and cities; however, during the
third year, it focused on 36 sites. HealthPro implemented its Wave | and Wave 2 campaigns in
30 provinces (although DOH distributed the materials nationwide), but narrowed these down
to 7 selected provinces for Wave 3. In the second half of the project period, the projects began
to focus on those LGUs with greater levels of acceptance for program interventions and higher
capacity to provide services.

A general finding regarding project design is that none of the five projects had conducted a
baseline survey during the launch of interventions. Similarly, none of the projects planned or
conducted an endline survey. The 2006 FPS data was used as the baseline for selected FP and