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Introduction

The CATALYST Consortium, a global reproductive health project funded by USAID, 
convened a regional conference from March 29 to April 2, 2004 in Egypt, titled Scaling Up

representatives of the private sector from eighteen countries in the Near East, Asia, Latin
America, and Africa to share evidenced-based best practices.

The conferees were welcomed to Egypt by the First Undersecretary for Population and Family
Planning on behalf of the Minister of Health and Population Mohamed Awad Tag El Din, Deputy 
Director Dr. Mary Ott of USAID/Egypt, Secretary General Ambassador
Moushira Khattab of the National Council for Childhood and Motherhood, and Dr. Taroub 
Faramand, Director of the CATALYST Consortium. The keynote address was given by Daniel 
Pellegrom, President of Pathfinder International, who reminded conferees that
although immense progress has been made to reduce fertility, and maternal and child
mortality, “Our work is not done.”

for Success: Best Practices in Family Planning and 
Reproductive Health, under the auspices of H. E. 
Mrs. Suzanne Mubarak.

The goal of this conference was to improve the 
quality of family planning and reproductive health 
services worldwide by bringing together country 
leaders, program managers, donors and

“Thank you to Egypt. I have not 
experienced a conference like this
before. Usually we are invited only
with other Middle Eastern countries.
I     enjoyed      hearing     about       the
experiences from other countries.”
Jordanian delegate

Ambassador Moushira Khattab, 
Secretary General of NCCM, 

addressing delegates at the opening 
session of the conference.

Dr. Mary Ott, Deputy Director of 
USAID/Egypt, addressing 

delegates at the opening session 
of the conference.
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Initiated by USAID in 2000, the CATALYST Consortium is a partnership of five
international organizations with wide experience in key areas of reproductive health with a 
mandate to improve reproductive health services throughout the developing world. Fueled 
by new, empirical evidence that mothers and children are healthiest when the average time 
between births is three to five years, the Consortium has launched a set of global initiatives 
to increase the quality of reproductive health
services by promoting:

• Optimal Birth Spacing

• Corporate Social Responsibility 

• Commercial Partnerships

• Community-Based Postpartum Care

• Adolescent Programs

• Linkages with Non-Health Sectors

• Postabortion Care

• Behavior Change Communication

• Integration of FP/RH and MCH Services

• South-to-South Technical Cooperation

Informing the Consortium’s work in each of these
areas is a commitment to sustainability, gender and
youth.

As of January 2004, CATALYST has field offices in
Bolivia, Egypt, India, Pakistan, Peru and Yemen and supports USAID programs in over 15 
countries in Southeast and South Asia, Central and South America, the Middle East and 
Eastern Europe. 

The CATALYST Consortium, funded by the USAID Office of Population and
Reproductive Health, Bureau for Global Health is a partnership of five organizations: the 
Academy for Educational Development, Centre for Development and Population Activities, 
Meridian Group International, Inc., Pathfinder International and PROFAMILIA/Colombia.

Background

Daniel Pellegrom, President of 
Pathfinder, encourages delegates

at the opening session by telling them, 
“Our work is not done.”
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The delegation from Iraq receives a warm welcome from other
participants.

Dr. Yahia El Hadidi greets Dr. Hamouda Hanafi, CATALYST Country
Representative, Yemen, and Deputy Minister Arwa El Rabee, Yemen.





The CATALYST Consortium works in sexual and reproductive health through synergistic 
partnerships and state-of-the-art technical leadership. Its overall strategic objective is to 
increase the use of sustainable, quality family planning and reproductive health services 
and healthy practices through clinical and non-clinical programs. Results are measured by:

The CATALYST Consortium

Provides technical leadership to improve clinical and non-clinical services in
sexual and reproductive health, 

Complements bilateral programs through application of best practices,
innovations and lessons learned from other projects and countries, 

Assists local groups to scale up successful program models and
interventions,

Creates opportunities for South-to-South technical assistance and
collaboration,

Creates linkages between health and non-health programs to provide an
environment that supports women's decision-making about their
reproductive health, e.g., links with literacy, political participation and
economic empowerment, 

Establishes technical collaboration among USAID Missions, USAID
Cooperating Agencies, U.S. foundations and other donors to help ensure the
quality and sustainability of family planning and reproductive health
programs, and 

Expands FP/RH services through partnerships with private commercial
sector and nongovernmental organizations, in order to address the unmet
needs of men, youth and underserved populations.

CATALYST's multi-lingual and multi-disciplinary staff and partners draw on approaches 
and techniques from various areas of expertise. To achieve these results, the CATALYST 
staff:

Increased access to and improved quality of FP/RH clinical and non-clinical
reproductive health programs,

Increased capacity for informed FP/RH decision-making by clients and
communities,

Increased capacity of public and private sectors to sustain quality FP/RH
programs, and 

Scaled-up and improved FP/RH service delivery through technical
assistance to other agency/donor/foundation programs.

•

•

•

•

•

•

•

•

•

•

•
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The heart of the Scaling Up for Success conference was the presentations and ensuing 
discussions of the latest research and best practices reported from around the world. The 
presenters comprised a wide range of experience and expertise and brought all of the key 
RH issues to the table for consideration by participants for comparisons with their own 
efforts, and improvement of ongoing programs at home. 

These presentations were organized into daily sessions focusing on:

• Optimal Birth Spacing

• Maternal Health

• Program Sustainability

• Youth Programs

• Integration

On the final day, participants were organized into country groups so that the lessons from 
the conference could be translated into action plans to be implemented upon return to their 
home countries.

Improving Maternal and Perinatal Health

Implementing Best Practices

Monir Islam, M.B.B.S., M.P.H.

During the last few decades, research and experience have lead to an increasing array of 
reproductive health technologies; a considerable body of knowledge about evidence-based 
practices; a better understanding of people’s health-related behavior and an increasing 
awareness of the technical, social and economic determinants of quality and access. In 
recent years, however, some concerns have emerged about the effectiveness of information 
transfer, the sheer quantity of materials and tools that have been developed, the surprisingly 
low impact associated with their distribution, the amount of duplicated effort, the degrees 
of inaccuracy and the lack of harmonization of messages. WHO has found through its own 
research that documents:

Presentation Summaries

May not be reaching the people who need them - clients, providers,
program managers and policy makers,

Are not necessarily read or used when they do reach the intended audience,

Are often unsuited to local policies, practices and cultural norms, and

Have little or no impact on health care practice.

•

•

•
•
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Despite the knowledge of proven interventions:

WHO, in order to close this gap, 
reviewed the literature, looked at its 
own evaluations and shared experience. 
It also analyzed lessons learned from 
known successful interventions and 
quality improvement initiatives and 
concluded that passive distribution and 
didactic educational sessions are 
ineffective mechanisms for transferring 
knowledge and supporting changes in 
practice. In many cases lessons learned 
do not transfer and work well from one 
country to another. We can, however,

50 percent of pregnant women deliver without the presence of a skilled
attendant,

70 percent have no access to postpartum care,

3.9 million newborns die in the first week of life and 3 million more are born
dead,

123 million women want to space or limit births but do not have access to
contraception,

Every year there are 340 million new, curable, sexually-transmitted
infections, and

There are 42 million HIV infections worldwide (almost 4 million in India
and rising).

support the process of change by building on and using existing knowledge and by helping 
people access the information they need. We can create awareness and enthusiasm, involve 
people and create consensus. We can support adaptation and application, encourage 
innovation, and learn from experience and from each other. A more strategic approach is 
necessary to help identify and utilize interventions that address barriers to implementing 
best practices.

A Tale of Three U.S. Studies

Bao-Ping Zhu, M.S., Ph.D.

LBW and PTB are the second leading cause of mortality for all infants in the U.S. and the 
leading cause of infant death for African-American infants. Moreover they can lead to 
serious complications such as cerebral palsy, which are costly to families in particular and 
society as a whole. However, the causes of LBW and PTB remain largely unknown. IPI is 
one of the few modifiable risk factors for LBW/PTB. Three recent U.S. studies were

•

•
•

•

•

•

What option would you prefer?

Faith Versus FactsFaith Versus Facts
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conducted on the relationship between IPI and adverse birth outcomes, including LBW, 
PTB and small for gestational age birth in different settings (Utah and Michigan) and using 
different designs (cross-sectional and longitudinal).  All three studies had large sample
sizes; examined the relationship across the entire spectrum of IPI; and used extensive 
stratified and multivariate statistical techniques to control for many potential confounding 
factors such as age at delivery, tobacco and alcohol use, outcome of most recent delivery, 
number of previous infants deceased, height and pre-pregnancy weight. The results showed 
a J-shaped relationship between IPI and all three adverse birth outcomes. When the data 
was stratified by age, the J-shaped relationship persisted in each age group wherever the 
data supported the stratified analysis. The relationship persisted regardless of whether the 
preceding pregnancy resulted in a stillbirth/abortion or a live birth. Similar associations 
existed among married and unmarried women, regardless of the number of previous
pregnancies. The J-shaped relationship between IPI and LBW persisted
after controlling for all 16 risk factors simultaneously. The results showed that there is an 
optimal IPI, which appeared to be 18-23 months. Both shorter and longer IPIs were
associated with a linear increase in the risk for adverse birth outcomes. These findings
demonstrate that optimizing IPI could prevent adverse birth outcomes.

What Do We Know about Birth Spacing and Child Mortality?

Shea Rutstein, Ph.D.

The study on perinatal mortality and stillbirth relative risk was based on bivariate means 
and logistic regression analyses of a pooled data set from 23 Demographic and Health 
Surveys (DHS) around the world, among 157,917 pregnancies occurring from nine to sixty 
months before the interview.

With respect to perinatal mortality, the analyses showed a 37 percent increase of risk for 
births with an interval of less than 15 months, while the elevated risk for a 15- to 26-month 
interval was 5 percent. For births after 39 months, the risk was 40 percent higher and for 
first pregnancies it was 42 percent more than for later births. Hence, the 27- to 38-month 
interval is clearly the optimal birth interval to reduce perinatal mortality. The elevated risk 
of stillbirth for intervals of less than 15 months was 31 percent, and from 15 to 26 months it 
was 8 percent higher. For 39 months or more, the risk was 79 percent higher.

The analyses associated with neonatal, infant and child mortality were computed from data 
obtained from DHS surveys in 17 countries. The analysis showed that the elevated risk for 
neonatal mortality for birth intervals of less than 24 months was 119 percent higher than 
those with a 36- to 47-month interval, while for those in the 24- to 35-month interval it was 
20 percent higher. For a birth interval of greater than 48 months, the elevated risk was seven 
percent higher and for first births it was 96 percent greater.

Analysis of the data for elevated risk of infant mortality revealed a 137 percent higher risk 
for those born with less than a 24-month interval, and a 31 percent greater risk for those in 
the 24- to 35-month interval. For births after a 48-month interval, the increase was 7
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percent, while for first births it was 182 percent. For under-five mortality there was a 144 
percent higher risk for birth intervals of less than 24 months, while the increased risk for
the interval of 24 to 35 months was 41 percent. For intervals of greater than 48 months, the 
risk actually decreased, while for first births the risk was 35 percent higher.

A separate analysis of the impact of breastfeeding on post neonatal and toddler mortality 
indicates that stopping breastfeeding is very strongly associated with increased mortality in 
the first year and associated with increased mortality in the second year. In fact, there is an 
excess mortality of up to 303 percent in those who stop versus those who continue.

In an Egypt-specific analysis, the results showed that if no births occurred before 36
months of the previous birth, infant mortality would drop 20 percent, under-five mortality 
would fall 45 percent, or 96,000 annually. For less developed countries, infant
mortality would drop 24 percent and under-five mortality would drop 35 percent,
equivalent to 2,875,000 less deaths annually.

The study concluded that:

Birth (and pregnancy) intervals have important effects for the mortality of children
and birth outcomes,

Birth intervals of 36 to 47 months are preferable to those of 24 to 35 months in
almost all cases,

Chronic nutritional status is affected by birth interval but not acute status,

Morbidity status is not affected by birth interval,

Breastfeeding is important for child survival, and

The effects of birth intervals do not appear to be the result of confounding with
breastfeeding.

Further, the analyses give emphasis to the conclusion that enabling women to realize their 
birth interval preferences and avoiding short birth intervals would result in substantial 
decreases in both infant and child mortality and fertility. Overall, birth intervals of three 
years or longer substantially decrease the risks compared to those of both two years and 
greater than five years.

Effect of the Interval Between Pregnancies on Perinatal Outcomes:
Evidence from a Systematic Review

Agustin Conde-Agudelo, M.D., M.P.H.

Short intervals between pregnancies increase the risk of several adverse perinatal outcomes, 
such as low birth weight, preterm birth and small for gestational age, but studies of the 
relation between pregnancy intervals and those outcomes are complicated by the type of 
interval used in the analyses (birth to conception or birth to birth) as well as by confounding 
factors such as maternal age and socioeconomic status.

•

•

•
•

•
•
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A systematic review and meta-analysis of the existing 
evidence regarding the relationship between
pregnancy intervals and adverse perinatal outcomes 
was carried out. Study designs included cohort, cross-
sectional or case-controlled studies. To be included, 
the statistical analysis had to have been adjusted for at
least maternal age and socioeconomic status. Intervals 
measured were birth to conception or birth to birth and 
outcomes measured were any adverse pregnancy,
infant or nutritional outcome. Excluded from the 
systematic review were case studies, reports,
editorials, letters or reviews. Studies were also
excluded from the systematic review if they used 
univariate analysis or if they did not adjust for at least 
maternal age and socioeconomic status. Studies were 
excluded from the meta-analysis if risk estimates or confidence intervals were not
published or if sufficient information to calculate them could not be retrieved. The studies 
deemed suitable were retrieved and reviewed independently to determine inclusion.

The studies were assessed for quality and controlled for confounding factors such as parity, 
access to prenatal care, outcome of previous pregnancy, cigarette smoking, maternal
nutritional status and breastfeeding. Various strategies were used to minimize bias. Studies 
of different designs and different exposures were analyzed separately and different units of 
measurement of interval between pregnancies were converted into months.

In all, 38 cross-sectional studies (n= 10,169,093) and 8 case-controlled studies (n=6,776) 
from 37 countries were included.

Results of the meta-analysis showed that compared with birth to conception intervals of 18 
to 23 months, the interval with the lowest frequency of adverse perinatal outcomes, very 
short (0 to 5 months), short (6 to 11 months) and long ( � 60 months) birth to conception 
intervals were significantly associated with increased risks of LBW, PTB and small for 
gestational age. On the basis of the systematic review and meta-analyses, there is evidence 
that birth to conception intervals shorter than 12 months and longer than 60 months are 
associated with an increased risk of LBW, PTB weight and small for gestational age. 
Moreover, results suggest that the optimal biological birth to conception interval for 
preventing adverse perinatal outcomes is one to five years.

Voices from Community on Birth Spacing: A Five Country Perspective

Reynaldo Pareja, Ph.D.

Focus groups were conducted in Bolivia, Egypt, India, Pakistan and Peru to explore
women´s opinions on the topic of birth spacing. Across the countries, the concept of birth

Dr. Agustin Conde-Agudelo presents
his review of OBSI-related birth

outcomes.
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spacing was widely understood and positively received, with the majority of participants 
recognizing a period of at least two years and many specifically stating three to five years.

Participants widely perceived that birth spacing has
nutritional benefits for the newborn, physical benefits
for the mother and economic benefits for the family.
Additionally, it was observed that participants found a
birth to pregnancy interval easier to calculate than a
birth to birth interval.

In reality, however, a number of common barriers including myths about and cost of 
contraceptives, access to health facilities and cultural beliefs of fertility and virility played a 
significantly detrimental role in the practice of optimal birth spacing among participants. Of 
particular note in all five countries was the influence of mothers-in-law. As one Egyptian
son reported his mother telling her daughter-in-law: “We got you here to eat, sleep and 
reproduce, or else I will get my son another wife.”

For birth spacing counseling to be effective, the use of birth to pregnancy intervals has to
be clear. Women also need to be provided with the skills to empower them in discussions 
with their family to avoid short interbirth intervals. Finally, the importance of working with 
both men and women to overcome cultural barriers is a cornerstone of any successful 
intervention.

Helping Women Achieve the Birth Intervals They Want 

Maureen Norton, Ph.D.

A review of extant literature reveals definitive evidence that there is a significant gap
between the desire for OBS and actual practice. OBS
results in lower risks for:

Stunted and underweight children,

Small for gestational age,

Low birth weight,

Preterm birth,

Child death,

Infant death,

Neonatal death, and

Fetal death.

For mothers, there are lower risks for:

Malnutrition from overlap of pregnancy and breastfeeding,

“Collect your strength and bring
him a brother before you get up
from the bed you are sleeping in.”
Egyptian mother-in-law to son’s wife, Egypt
OBSI Study

Dr. Maureen Norton responds to
questions on her presentation.

•
•
•
•
•
•
•
•

•
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Puerperal endometritis,

Premature rupture of membranes,

Anemia,

Third trimester bleeding, and

Maternal death.

Analysis of the data indicates that few postpartum women want to have another birth within 
two years, but relatively few women use family planning during the extended postpartum 
period. It was noted that women in the younger age cohorts have the highest percentage of 
short birth intervals and that many women and children are unaware that longer birth 
intervals are associated with lower risk of death for mothers, infants and children. In most 
countries there is low use of antenatal care encounters to refer clients to family planning 
services. Compounding other problems many births (and maternal and neonatal deaths)
occur in the home, where it is difficult to provide postpartum services.

One of the most striking findings was the high unmet need for family planning services in 
postpartum women. In fact, a majority of women in five Asian and Near Eastern countries 
do not want another child within 
the two years of the last birth.
The problem is exacerbated by
the fact that the vast majority of 
women in the 15- to 29-year
cohort have less than a three-
year birth interval. In addition, 
there is little recognition by
women or men of the risks and 
benefits of birth spacing and
almost none recognize the 
mortality risks associated with 
short birth intervals.

Other data show that in the Asia 
Near East region, most countries 
have a relatively high rate of tetanus vaccination, but low postpartum modern contracep-
tive prevalence, indicating that there is little or no FP counseling at service points for the 
vaccinations. Moreover, few women receive postpartum care in the region, another lost 
opportunity for family planning counseling, as well as a detriment to maternal and child 
health.

There is a great need to focus programs on postpartum care, and prioritize birth spacing 
education for young, low-parity women, newly-married women and engaged couples. 
Further, programs need to improve counseling, involve men and increase behavior change 
communications to increase public awareness about the benefits and risks of birth spacing.

•
•
•
•
•
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Family planning and birth spacing counseling needs should also be included at all tetanus 
vaccination sites. Community-based organizations and NGO networks should be mobilized 
to reach pregnant and postpartum women in their homes. The use of evidence-based
program strategies can save lives and empower families.

Preventing Postpartum Hemorrhage

Barbara Kinzie, C.N.M., M.P.H.

PPH is the major cause of maternal mortality in low-resource settings, responsible for 25 to 
66 percent of all 585,000 maternal deaths that occur each year (WHO 1991, 1989). About 
80 percent of PPH can be prevented by appropriate care during labor and childbirth, the
most significant intervention being active management of the third stage of labor, including 
use of a uterotonic drug, by a skilled provider. The third stage of labor is the period
between the birth of the baby and delivery of the placenta.

At the end of a term pregnancy, 500 to 800 milliliters of blood flow through the blood vessels at 
the placental site every minute. As the placenta separates from the uterus, these vessels
break and bleeding occurs. If the uterus does not contract normally the blood vessels at the 
placenta site do not adequately contract and severe bleeding results. The third stage of labor 
can be managed either physiologically (expectant) or actively. Physiologic management 
entails waiting for signs of separation of the placenta. Under this type of management
oxytocic drugs are not used, the placenta is delivered by gravity and maternal effort and the 
cord is clamped after the delivery of the placenta. During active management oxytocic
drugs are given, the cord is clamped immediately after birth, and the placenta is delivered 
after controlled traction (CTT) with countertraction on the fundus of the uterus and fundal
massage.

Studies have shown that the active management of the third stage reduces the risk of
postpartum hemorrhage and does not increase the incidence of entrapment of the placenta. 
Physiologic management increases the risk of postpartum hemorrhage and is associated
with the need for blood transfusion.

There are four types of oxytocic drugs used for the active management of the third stage: 
oxytocin, ergometrine, syntometrine and misoprostol. Each has advantages and
disadvantages. The recommendations concerning the selection of oxytocics are to use
oxytocin when available, or if oxytocin is not available to use syntometrin or ergometrine. 
However, ergometrine should not be used in women with hypertension or heart disease and 
oxytocics must be refrigerated and stored away from light.

In places where the majority of births are not attended by skilled providers, and where rapid 
referral and transport to respond to hemorrhage is not an option, the prevention of
hemorrhage remains a major challenge for maternal survival.

JHPIEGO has been conducting a study in Indonesia to demonstrate the safety, acceptability 
feasibility and program effectiveness (SAFE) of oral misoprostol use in reducing
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postpartum hemorrhage in areas where skilled health attendants do not attend a large
proportion of births. Oxytocin requires IM or IV administration and oxytocin and
ergometrine require refrigeration to maintain potency. Misoprostol is an analog of
prostaglandin E1, is rapidly absorbed orally, buccally, vaginally and rectally. Preliminary 
information offers clear evidence that community health workers can safely and effectively 
distribute misoprostol and provide information to women and their social supports on
correct timing and safe use of misoprostol following homebirth. Women delivering at home 
aided and unaided by skilled professional providers have accepted and correctly used 
misoprostol after the birth of the baby, based on education provided during the antenatal 
period.

Women in the experimental area were:

45 percent less likely to need an emergency referral for postpartum
hemorrhage,

25 percent less likely to perceive excessive bleeding, when compared to the
comparison area, and

30 percent less likely to need an emergency referral to health facility.

The PPH intervention was successful:

It was safe: no woman took the medication at the wrong time,

It was acceptable: women who used the medication said they would
recommend it and purchase the drug for future births,

It was feasible: community volunteers successfully offered information
about PPH   and safely distributed the medication, and

It was effective: the combination of skilled providers using oxytocin and
community distribution of misoprostol allowed 94 percent coverage with a
PPH prevention method.

Scaling Up Emergency Obstetric Care Services in Ministry of Health 
Facilities in Peru: A Success Story

Milka Dinev, M.S., M.B.A.

In Peru, pregnancy termination is the fourth leading cause of maternal mortality. The 
Government of Peru has recognized that a rapid and opportunistic response to
complications from incomplete abortions would contribute to a significant reduction in 
maternal mortality. Hence, building on Pathfinder International’s experience in
implementing integrated PAC services in public sector hospitals, the CATALYST
Consortium has been working with the Peruvian MOH on integrating postabortion care 
services into emergency obstetric care safe motherhood programs in public sector facilities 
at the national level.

•

•

•

•
•

•

•
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Considered legal only when the mother’s life is at risk, many Peruvian women seek
clandestine abortions when confronted with unwanted pregnancy. Of the estimated 350,000 
abortions annually, some 30 percent result in complications, the most frequent of which is
incomplete abortion. Only half of these complications ever reach a hospital.

Hence, the Peruvian program established a goal to improve the reproductive health status of 
under-privileged women and contribute to the reduction of maternal deaths, “to improve the 
quality and availability of treatment of complications from incomplete abortion and to
provide postabortion family planning and counseling services.”

The objectives were as follows:

Increase awareness of health professionals in issues relating to abortion and
the treatment of its emotional and physical consequences,

Improve integration achieved between postabortion care and family planning
services, and

Introduce the MVA technique in MOH hospitals

The PAC program components include:

Hospital assessments,

Training,

Monitoring and follow-up, and

Advocacy.

The PAC model flows from admission to medical evaluation to counseling on family
planning, an MVA if necessary, recovery, provision of a contraceptive method and post 
procedure care, to discharge and follow-up.

The Peru PAC Program is run with the objectives of reducing costs and increasing access, 
with the result that costs are about 80 percent less than in hospitals. A total of 1,074
professionals were trained in 50 hospitals nationwide. As a result, the percentage of D&Cs 
has fallen from 94 percent in 1997 to 49 percent in 2002, with the balance being MVA.
Acceptance of a family planning method, moreover, has increased from 29 percent in 1997 
to 56 percent in 2002. A system of integrated management of EOC also has been adopted in 
Peru, which includes health and education plans, micro-networks to improve quality of care 
and their response capacity, involvement of communities, towns and schools promoting
health attitudes and environments, as well as development of a communication plan.

Among the lessons learned, the Peru PAC program realized the importance of sensitizing
policy makers towards women with complications arising from abortions, that successful 
PAC program implementation does not require extensive investment and that “Follow-up is
the foundation for the implementation and sustainability of the project.”

•

•

•

•
•
•
•
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TAHSEEN/CATALYST Activities in Postabortion Care

Ton van der Velden, M.D.

Due to a restrictive national policy in Egypt, abortions may only be considered in order to 
save the life of the mother. Furthermore, due to social, religious and legal constraints, there 
is a lack of data on frequency or complications. The recommendation of the ICPD,
however, is that “in all cases, women should have access to quality services for the
management of complications arising from abortion. Postabortion counseling, education
and family planning services should be offered promptly, which will also help to avoid
repeat abortions.”

Research conducted by the Egyptian Fertility Care Society (EFCS) and the Population
Council shows that 20 percent of all 
OB/GYN admissions are abortion 
related, some 336,000 patients per 
year. Of these, however, 48 percent 
are prescribed a contraceptive.
D&C under general anesthesia is the 
normal procedure for postabortion 
complications and post-procedure 
antibiotics are normally prescribed, 
but counseling is generally lacking. 
Most striking from the research was 
that 26 percent of all Egyptian 
women between 35 and 60 years of 
age have had one or more abortions 
and the estimated induced abortion rate is 14.8 per 100
pregnancies. Of all maternal deaths, four percent are related to induced abortion.

Past interventions have included a clinical and counseling training project conducted by the 
Population Council and the EFCS, as well as a follow-on activity implemented by the
EFCS and FHI that had three years of follow-up. The MOHP and JSI’s Healthy Mother/Healthy 
Child program currently gives training in emergency obstetric care (EOC) and management 
of bleeding in the first trimester, which has been very successful in lowering maternal 
mortality. The training includes MVA for postabortion complications as well as counseling 
of patients in selected hospitals.

The USAID PAC strategy comprises three principal elements: emergency treatment, family 
planning counseling, and raising community awareness and initiating community
mobilization. Using USAID’s PAC Strategy as a guide, TAHSEEN is seeking to help set 
national standards in Egypt and plans to use the three elements in at least one referral
hospital in each governorate in Upper Egypt. TAHSEEN has begun work in Minia
Governorate and will use the experience from scaling up activities in Peru and Bolivia in a 
South-to-South exchange of technical experience. In Minia, the TAHSEEN PAC program

USAID PAC Strategy

Element One:

Emergency

Treatment
Immediately

do...

Element Two: 
FP Counseling,
Provision and
Selected RH

referral
(STI/HIV)

Element Three: Community Awareness
and Mobilization
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works with existing groups such as the Safe Motherhood Committee, communities and 
hospitals. It has held training workshops for community health workers and service
providers. A behavior change communication group was convened and is near completion; 
a clinical package is also near completion.

Community-Based Postpartum Care: An Unmet Urgent Need

Marge Koblinsky, Ph.D.

Given that the highest concentration of maternal and newborn deaths take place at the time 
of delivery or immediately thereafter, it is surprising that there has been little to no focus on 
postpartum care to address these deaths. The home is the site of the majority of these
deaths, the same site where nearly half the births in developing countries and a much higher 
percentage in some vulnerable populations take place. Guidance for integrated
postpartum care that reaches these households, however, is missing. This presentation is a 
first step toward filling that gap. It identifies and summarizes field and operations research 
studies of integrated community based postpartum programs aimed at improving self-care, 
along with provision of counseling and services.

The period of time immediately following a birth is crucial to the health and survival of both 
women and newborns. It is important to focus on the postpartum period because more than 
one in four maternal deaths and two in four perinatal deaths in developing countries occur 
during labor and delivery and in the 24 hours post-delivery (Koblinsky, et al. 2000). This 
rate of death is higher than for any other 36 to 48 hour period during the nine months of 

pregnancy and 42 days postpartum. Two in four 
maternal deaths occur from the onset of labor to the 
end of the first week post-delivery (Li XF, et al. 
1996). Most of the maternal deaths during this short 
period are caused by hemorrhage and eclampsia; 
septic deaths usually occur after 7 days postpartum. 
The main direct causes of perinatal deaths are 
identified as prematurity, infection and asphyxia, 

with asphyxia causing death very soon after delivery. Given these immediate problems plus 
the realization that the first week postpartum is a critical time for both mother and newborn 
to thrive, attention to postpartum care is an urgent need and is sorely lacking.

Not only are mothers and newborns dying at a faster rate in the postpartum period, many
are not connected with services even at the time of delivery. It is anticipated that most of
the deaths are also outside the present reach of services - in the homes and communities
and that services to save these lives need to reach out to the families.

According to WHO, the postpartum period starts one hour after delivery of the placenta and 
ends after 6 weeks. Postpartum care should respond to the needs of the mother and baby
during this special phase and include:  the prevention and early detection and treatment of 
complications and disease, the provision of advice and services on breastfeeding, birth

“We put the pregnant women in the
center and got the community to
support her. Not just giving her
technical information, but also to
plan for the delivery of the baby - the
financial planning.” Nepalese delegation
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spacing, immunization and maternal nutrition (WHO 1998). The question is: who can
provide care during this period of time?

A literature review focused on developing countries to determine the evidence base on
integrated community-based postpartum care, including self-care, counseling and services.
Abstracts of over 600 articles were reviewed and 26 articles and studies actually used. 

According to this review, programs have interacted with mothers and their newborns through 
three models of community-based postpartum care.

The first is home visits by a professional health care provider, a primary health nurse in
Egypt or a midwife in Indonesia and Zimbabwe. These are national programs that aim to 
provide a wide range of services at the doorstep of the woman with few links to clinic-
based care for specific services.

This model of community-based postpartum care whereby a professional visits the woman 
at home depends on knowing where and when the woman gives birth and the feasibility of 
the professional going to the woman’s home. In Indonesia, unlike Egypt, midwives are located 
in villages and can physically visit each new mother. Given the low crude birth rate in 
Indonesia, each midwife would have to visit an average of 23 women per year. Even with 
six visits per woman, that means less than one visit per work day. The midwives were also 
highly motivated to go to women’s homes as they need the business, especially since they 
were scheduled to become private midwives within 3 years of signing their contract. This 
model of care has begun in Zimbabwe, Philippines and possibly others, but the immediate 
postpartum visit, within 6 to 12 hours, still presents problems.

The second model is home visits by a community worker who has been trained briefly, usually 
frequently or in a phased in manner, to provide education, support and some
services to the mother and newborn. This is the general pattern of newborn care home visit 
programs, such as those in India where the focus is on neonatal mortality reduction. Some 
health promotion programs such as breastfeeding support groups also fall into this category.

In such circumstances where women deliver at home and have little contact with skilled 
providers at labor, delivery or in the postpartum period, maternal and newborn mortality is 
typically high. Newborn care projects have successfully reduced perinatal and neonatal 
mortality. High neonatal mortality results from prematurity, birth asphyxia or injury and 
infections. A package of comprehensive, home-based neonatal care, including management 
of sepsis, was field tested in an underdeveloped district in rural India.
Resident literate women in intervention villages were trained as VHWs in a phased manner.

With the package in place, neonatal, infant and perinatal mortality rates dropped by 50
percent or more. The perinatal and neonatal mortality rates were significantly reduced to
47.8  and 25.5 (a decrease of 71 percent and 62 percent respectively) when compared with 
a non-random control area. Over the three years of intervention, increasing numbers of 
newborns received home-based management of neonates, reaching 93 percent of newborns 
by the last year of the project. Less than 1 percent of neonates were admitted to hospital
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during the project years and 6.5 percent were treated for sepsis. Neonatal sepsis was the 
primary cause of death reduced by program interventions, although asphyxia and to a much 
lesser extent prematurity were also reduced. The authors attributed the success in reduction 
of all three causes to the use of antibiotics in the management of sepsis. Approximately 83 
percent of septic cases were diagnosed by the VHWs. One death was averted for every 18 
neonates who received care. The cost of $5.30 per neonate who received care was a fraction 
of the cost of neonatal care available in urban Indian hospitals.

The third model stems from the family planning and breastfeeding literature with home
visits by community workers who provide mostly education and linkages to clinic care with 
professional health care providers. Such a model has been successful for community-based 
family planning and breastfeeding programs (e.g, Alvarado, et al. 1999) although referral in 
those programs is to a clinic for family planning methods. In the maternal and newborn
health programs referral is to a facility that can manage complications; typically that means 
a hospital. The programs reviewed were built on community mobilization as well training 
of community workers and referral.

HBLSS is taught to TBAs or others whom women trust to help them around the time of
birth. The program also has a component of life saving skills training at the hospital level.

The India trial demonstrated that the HBLSS program could improve healthy behaviors.
The majority of women, 54 percent, stated that they had used HBLSS information at the
time of delivery or changed their behaviors about traditional practices. Keeping the baby 
warm, rather than giving a bath immediately, putting the baby to breast immediately rather 
than delaying for several hours or days, and using cleaner maternal self-care and umbilical 
cord care practices were the most often reported changed behaviors. The third model was 
replicated again in Ethiopia.

Outreach and referral, the third model, is a possible strategy for postpartum care that would 
address both maternal and newborn problems - linking community workers with a referral 
support system. The primary problem for the woman is bleeding; and the results from the 
HBLSS effort in Ethiopia suggests some success in working with community workers and 
families to address this problem. Even more effective obviously would be misoprostol at
the community level. If the trials with misoprostol allow for management of hemorrhage at 
the home level, then programs where community workers are trained to manage both 
hemorrhage and neonatal sepsis may go a long way to ensuring survival even with
community-based postpartum programs alone.

From the small community-based studies that are available now, we see that community 
workers trained briefly and frequently (Model 2) can improve health behaviors in the 
postpartum period, such as exclusive breastfeeding, birth spacing, nutritional improvements 
and normal newborn care. They can also reduce neonatal mortality from sepsis and the 
HBLSS case gives us hope for management of postpartum hemorrhage, the major killer of 
mothers. Skilled care, however, is generally needed to manage maternal complications
and thus outreach and referral. Model 3 is needed to address the mortality problems facing
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both mothers and newborns. Home visits by professionals, as observed in Model 1, are less 
likely to occur and therefore less likely to impact maternal or perinatal mortality.

Involving Female Health Workers in Improving Community Postpartum
Care

Nasser El Kholy, M.D., Ph.D.

According to the Egypt Maternal Mortality Survey 2000, 26 percent of maternal mortality 
in Egypt occurs in the period immediately after delivery of the placenta up to the 42nd day 
after delivery (the postpartum period). With this in mind, TAHSEEN/CATALYST Project 
conducted a qualitative assessment to identify the components of the postpartum program 
as established by the MOHP, to assess postpartum women’s knowledge and attitudes
toward utilization of these services, to identify obstacles to providing appropriate
postpartum health care and to gather opinions on how to increase utilization of such
services. Additionally, the approach investigated the possibility of community contribution 
to improving postpartum care.

The MOHP postpartum care program has scheduled visits on the 2nd, 4th, 6th, 14th, 21st 
and 40th day after delivery. These visits are designed to record the mother’s body
temperature, perform a vaginal examination in case of bleeding or abnormal vaginal
discharge and perform a breast examination. During the visit, the mother is encouraged to 
discuss how breastfeeding is proceeding and is informed about the child immunization 
schedule.

Statistics revealed, however, that the average number of home visits was 0.7 per birth. This 
was attributed to a combination of factors: insufficient numbers of nurses, a lack of
incentives for nurses, a lack of transportation, cultural beliefs, incorrect addresses for PP
women, and a lack of information about PP women who sought services outside MOHP
facilities. The MOHP has suggested that local female health workers, currently working in
FP could visit PP women to help compensate for this service deficiency.

Focus groups with local community leaders (traditional birth attendants, female health
workers, religious leaders, teachers, agricultural workers, political figures and social
workers) highlighted that knowledge of postpartum complications, including warning signs, 
steps of successful breastfeeding and benefits of optimal birth spacing was minimal.

TAHSEEN, in response to this and in coordination with the MOHP, developed training 
modules for traditional birth attendants, agricultural and irrigation workers, literacy class 
facilitators, religious leaders and school teachers. The training modules filled a knowledge 
gap and included counseling skills, infant care and immunization, delaying age of first 
marriage and the harmful effects of FGC.

In conclusion, the continuation of close community work and the involvement of the
private sector in providing emergency transport, disseminating BCC materials and
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messages to the wider community, and improving the physical infrastructure of clinics and 
other health unit are vital next steps.

Adolescents, Responsibility and Sustainability

Sustainability of NGOs Providing FP/RH Services

Maria Isabel Plata, M.A., J.D.

According to the Colombian DHS 2000, the modern contraceptive prevalence rate was 77 
percent, the highest in Latin America, a result of almost 40 years of effort by
PROFAMILIA and the government. Since 1965, total fertility has fallen from 7 to 2.6, 
although it is still 3.8 in rural areas. The method mix comprises female sterilization, oral 
contraceptives and the IUD. PROFAMILIA’s revenue sources have been reversed from 63 
percent reliance on international assistance in 1988 to 32 percent in 2003, a result of a 
concerted effort towards sustainability.

PROFAMILIA’s remarkable achievement began improving it marketing, sales, contracting, 
invoicing and billing. It has budgeted for working capital to be used in cases of temporary 
deficits and has learned how to market services to insurance companies and municipal and 
departmental governments. Furthermore, PROFAMILIA has decentralized functions to
field offices, created new managerial substructures to plan, manage, monitor and evaluate 
programs, and has included administration and finance in its decentralized reorganization. 
Services Marketing and Public Relations Directorates have been established to implement 
national strategies.

A Sexual and Reproductive Health Directorate was created and managers with degrees in 
administration were hired to run the clinics and staff was reduced by 20 percent. A quality 
assurance control system was developed to sell services to better informed and more
demanding clients.

The lessons learned by PROFAMILIA with implications for other national NGOs include: 
positioning the organization as the specialist in family planning in the communities where 
they were located and the gradual introduction of sexual and reproductive health services in 
the communities allowed them to adapt to constant changes in the health care market. In the 
area of finance, PROFAMILIA developed alternative sources of income
such as corporate and private donations, and the establishment of an endowment. Social 
security reform in Colombia allowing them to sell family planning products at a profitable 
price. Sexual and reproductive health services and products generated the most income,
having compensated for the fall in donor assistance.

PROFAMILIA also has learned that sustainability does not conflict with providing services 
and products to low-income populations, but still considers itself a business rather than an 
NGO. It has developed strategies to become self-sufficient, among which is the principle
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that no services or products are free, but that partial subsidies can be provided for low-
income clients.

Among the best practices it has generated, educational and community work conducted
prior to national health sector reform positioned it well for the new financial climate.
Building partnerships with the private sector and local NGOs have contributed greatly to its 
success; remaining neutral during national health policy debates allows it to maintain its 
leadership role in the field. In conclusion, PROFAMILIA’s specialization in family
planning services and products, and its diversification into sexual and reproductive health 
services are two key elements of its success.

Public-Private Partnerships and Corporate Social Responsibility: From
Theory to Practice

Vicki Baird, M.B.A.

The assumption behind public-private partnerships is that 
improved health care is in the interest of both the public 
and private sectors, and that working together to improve 
health care and sharing ideas, responsibilities and costs 
has positive benefits for everyone involved. In order for a 
partnership to be successful, it must improve the health 
status of individuals and be seen by all partners as a
“win-win” scenario.

The benefits for the private sector include a healthier 
workforce, a stronger corporate position and an improved 
corporate image within the community and with 
governments. Public sector partnership benefits include 
improved health status for individuals, improvements in 
the impact and sustainability of quality health care, expanded 
quality health service systems, and the leveraging of 
resources to deliver health care products and services.

There are, of course, challenges inherent in developing
partnerships such as overcoming public sector
constraints, respecting partners’ core values and convincing 
companies to spend money on FP/RH health care. Despite these challenges, three main types 
of “win-win” partnerships have been implemented successfully by USAID-funded projects. 
These successful models include:

Partnerships with pharmaceutical companies such as Wyeth or Schering,
where corporate support for presentations and publications on optimal birth
spacing are expected to result in increased contraceptive sales and media
exposure for the private sector partner‚

“...Many years ago, it used
to be rather difficult
because the big companies
didn’t care.  That has
changed. Because of
globalization, CNN, the
media, because everyone is
exposed, big companies can
no longer do business in
developing countries and
leave. That’s the
opportunity we have to go
after and seek. Sometimes
it’s the NGO sector that
has to push for it. Once you
knock on the door, they’ll
say, ‘Let’s talk.’ ”
Vicki Baird, Meridian Group

•
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shared costs of information dissemination targeting private physicians and
better informed consumers;

Partnerships with “corporate social responsibility” organizations such as
Peru 2021,which assisted Peruvian corporations to assess employee
satisfaction with health care and FP services and permitted the public sector
to work with health care experts to design better FP/RH programs for private
sector employees, and

Tripartite partnerships among the commercial sector, CATALYST and
NGOs such as APROFAM in Guatemala, whereby commercial sector
partners paid APROFAM to 
provide health care services
to their employees, providing 
APROFAM with revenues
from service provision that 
contribute to its sustaina-
bility, while improving health 
care for commercial sector 
employees and the comm-
unity in a cost  effective
manner, and assisting the
public sector to develop 
partnerships between the 
commercial and NGO sectors.

Empowering Adolescents in India through the Better Life Option
Program

Bulbul Sood, M.B.B.S.

In a country with 200 million adolescents, 10 million pregnant mothers and 50 percent of 
maternal deaths due to unsafe abortions, the BLP in India addresses gender inequity,
expands life options and uses the empowerment model through an integrated and holistic 
program for adolescent girls and boys aged 10 to 19 years.

BLOOM empowers adolescents by creating the power to choose one’s future and building 
an enabling environment for lasting social change. Program components include age-
appropriate health services, individual skills building, community mobilization and
advocacy.

Three strategies are used to help adolescents shape their own lives and create their own 
options, especially relating to RH and gender issues. These strategies include a long term 
approach over a three-month period when BLP is integrated into vocational training and 
remedial coaching classes, recreational clubs and gym activities; the camp approach where 
BLP is imparted through a 14-day intensive training camp; and the school approach, where

•

•

What are Some Possible Outcomes of
Public-Private Partnerships?

Benefits to Public Sector
     Contributes to improved
     health status for individuals
     Improves impact and
     sustainability of quality
     health care
     Helps expand quality health
     service systems
     Leverages resources to
     deliver health care products
     and services

Benefits to Private Sector
     Creates a healthier, happier
     workforce
    Improves the company’s

     position in the community
     Enhances the company’s
     corporate image
     Results in a better/stronger
     corporate position

•

•

•

•

•

•

•

•
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BLP is imparted in the classroom 
curriculum.

Evaluations of the girls’ and boys’ 
programs were conducted between 
2000 and 2003 to measure the
impact of an integrated package of 
options and opportunities on the 
knowledge, attitude and practices of 
adolescents.

Alumni from the girls’ program
were found to have significantly
higher  vocational skills and
economic empowerment, and greater
self esteem and self confidence. They had increased mobility and autonomous decision 
making skills. Married alumni were more likely to receive antenatal care, with 76 percent 
taking iron/folic acid tablets compared to 35 percent of the control group, 63 percent 
immunizing their children compared to 32 percent for the control group and a 97 percent 
awareness rate for the four modes of HIV/AIDS transmission compared to only 53 percent 
for the control group.

Evaluation of the boys’ program revealed demonstrated changes in behavior and attitudes 
towards young women resulting from increased knowledge of gender and RH issues.

Future directions include involving and orienting parents and other gatekeepers, expanding 
the work with adolescents in the most disadvantaged situations and providing medical
services through linkages with the public health delivery system.

Findings from Studies of the CEDPA New Horizons and New Visions 
Nonformal Youth Education Programs in Egypt

Mona Selim, M.A., M.P.H.

The TNH Program for Girls and Young Women and the TNV Program for Boys and
Young Men were developed to provide youth with the life skills, self-confidence, social 
competence and reproductive health education they require to be decision making members 
of the family social unit and their communities. The two programs aim to reduce the gender 
gap in girls’ primary and preparatory education and to increase the gender sensitivity and 
awareness of boys and young men.

The TNH program comprises 102 sessions for girls aged 9 to 20, and the TNV program 
comprises 64 sessions for boys aged 12 to 20. To date, some 63,000 girls have been trained 
in 2500 classes by 230 NGOs and youth centers. The TNV program has trained 14,000 boys 
in 180 classes by 180 NGOs and youth centers.

Better Life Options and Opportunities
Model (BLOOM)
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The five main areas assessed by the TNH Impact Study conducted in 2002 and the on-
going Evaluation Study in 2003/2004 include reproductive health and family planning
knowledge, knowledge and attitudes about FGC, gender awareness and violence against
women. Using both qualitative and quantitative research methodologies, CEDPA surveyed
program participants at baseline, post and one year after completing the training program.
Focus group discussions and interviews were also held with beneficiaries and facilitators.

Results of the studies found that beneficiaries showed a better understanding of their bodies 
and gave more priority to health concerns. The knowledge gained removed communication 
barriers between married women beneficiaries and their husbands and between unmarried 
beneficiaries and their mothers. Most unmarried beneficiaries appeared more decisive and 
confident of their authority to determine the size of their future families and intended to use 
family planning methods. Brothers believed their sisters should receive RH information and 
felt it their duty to disseminate their new knowledge about FP/RH throughout the
community.

Study results indicated that the TNH program has raised awareness on gender issues and 
discrimination for the first time in the lives of both married and unmarried women, and caused 
them to rethink issues of violence against women, including wife beating.

FGC continued to be a complicated issue, though some strides have been made in changing 
people’s attitudes. Community and family pressure to conform continue to dominate
opinion and practice. However, there was a 15 percent increase in the number of
beneficiaries who preferred an uncircumcised wife, a 14 percent increase in the number of 
beneficiaries who believe FGC is a form of violence against women and a 15 percent
increase in the number of beneficiaries that believe the damages of FGC outweigh the
benefits of the practice.

The Formation of Sexual and Reproductive Health Behavior among 
Young Men in Bangladesh

Shivananda Khan, M.Psych.

This study attempts to understand the phenomenon of socialization of sexual norms and the 
impact of these norms on young men’s sexual risk behaviors. In Dhaka, Bangladesh, 290 
young males aged 10 to 24 were divided by educational level and length of residence in the 
city. Additionally, 20 of their mothers, fathers or guardians, 18 community leaders,
religious teachers and kobirajis (traditional healers/street medicine peddlers) and 12
respondents with a variety of gender identities and marital statuses from the MSM networks 
were included in the study. Using participatory research techniques, data was collected on 
gender awareness, friendship, sexual knowledge, and social and family expectations.

Results suggest that the sexual messages young men receive from parents and community 
elders promoting “good behaviors” are contradictory to those received from friends and 
pornographic videos. Additionally, young men’s channels for exchange of information on 
sexual and reproductive health, physical affection and romantic love are highly restricted or
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unavailable, thus producing psychological distress, a range of myths and lack of sexual
outlets. This lack of information is reflected in young men’s poor knowledge of female
bodies, sexual health, STIs and HIV/AIDs.

Within a framework of a highly gendered and segregated society, males and females are 
biologically alienated and culturally and religiously separated by an enormous gulf in
status, which leads to clandestine relationships with females and males. Male-female
encounters are sexually loaded with fear, curiosity and misinformation. 

Furthermore, constructions of dominant masculinity are based on a penetrative sexuality, 
where MSM is understood in terms of gender/sex roles, rather than through a 
heterosexual/homosexual dichotomy. Casual sexual encounters between male friends and 
between masculine and feminized males are common and tolerated, despite social
disapproval.

Young men wanted clear and accurate knowledge on sexual and reproductive health. Their 
parents and religious leaders, however, were somewhat reluctant to provide such
knowledge and unsure of the amount of information that should be made available to young 
men other than the threat of STIs, and marital life and responsibilities.

This study recommends the development of a comprehensive program addressing the sexual 
health needs of young men through a collaboration of young men and socialization agents. 
This program should provide information services, educational programs, training and
referrals for clinical support from appropriate sexual and reproductive health service
providers and family planning program counselors. In addition, to provide a holistic and 
inclusive approach, the program should be linked with rural development and poverty 
alleviation schemes, as well as with other social schemes.

Reproductive Health for Men Too..!

Maria Isabel Plata, M.A., J.D.

The reproductive health of men has a significant impact on women’s reproductive health. 
According to the International Conference on Population and Development, the “objective 
is to...encourage and enable men to take responsibility for their sexual and reproductive 
behavior and their social and family roles.” Men’s RH needs include: sexuality, protection 
against sexually transmitted infections, infertility prevention and management, fertility 
regulation, and protection against prostate cancer. They can play a positive role in
promoting women’s health by:

•  Sharing the responsibility of family planning by using a male method,

•  Supporting their partners in using female contraception, and

• Observing a responsible sexual behavior, including the use of condoms to
   protect their partners.

Young men should be educated to:
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     • Respect women and treat them as equals,

     • Support efforts to enhance the status of women, and

     • Prevent gender-based violence.

Multi-Sectoral Approaches to Reduce Adolescent and Youth Vulnerability 
to SRH/HIV/AIDS: the Geracao Biz Experience in Mozambique

Rita Badiani, M.S.

In Mozambique, 23 percent of the population is comprised of adolescents, the majority of
whom are not in school. Some 60 percent of unmarried females and 90 percent of unmarried
males had reported sexual intercourse within the past three months, and only six percent of
females and seven percent of males had used contraception at first sexual intercourse. An 
estimated 13.5 percent of sexually active adults in Mozambique are HIV positive and 45 
percent of new infections are among young people.

The program design for an adolescent 
intervention included three inter-connected 
approaches and two support strategies. First, an 
enabling and supportive environment needed to 
be developed to ensure that intervention
activities were both feasible and sustainable. 
This was done through building up institutional 
capacities and advocacy work with policy and 
community leaders.

In addition to the groundwork noted above, the 
project developed school-based, community-
based and client-oriented, youth friendly 
information and services components. The
client-oriented services included condom 
distribution, behavior change communication 
materials and involvement of governmental ministries in advocacy activities. The project 
also trained counselors for face-to-face interventions, and encouraged solidarity and respect 
for people living with AIDS.

Advocacy work with the government and community organizations has continued
throughout the project, resulting in a revised youth policy and a strategic plan developed
with the Ministry of Education and the Ministry of Youth and Sports. The National Youth
Council was established and national and provincial youth forums were held.

As a result, the number of youth with access to community-based information on
reproductive health increased to 203,855 by 2003. Furthermore, 278,928 adolescents had 
access to information on STI/HIV/AIDS issues. Significant increases in STI/HIV/AIDS

Rita Badiani explains her youth outreach
project in Mozambique.
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knowledge, attitude and practices were documented in several national surveys, including a 
five-fold increase in condom use by females and a nearly two-fold increase in condom use 
by young males.

Among the lessons learned was the critical need for a multi-sectoral approach involving the
project, the community, the government and other interested organizations.

Action Day

Building Momentum for Change: The TAHSEEN Integration Experience 
in Minia

Mohamed Abou Nar, M.B.A., M.S.

The ultimate goal of the TAHSEEN Project is to contribute to a decrease in fertility by 
increasing access to and use of quality FP/RH services for those who want and need them. 
The TAHSEEN integrated model emphasizes 
a comprehensive approach to development 
that addresses behavior change, quality 
improvement, linkages to other sectors
and community involvement. TAHSEEN 
works simultaneously with NGOs,
women’s groups, religious leaders and
other community members to generate 
demand for FP/RH services, strengthen relationships between clinics and the communities 
they serve, improve the quality of care and the service delivery environment, and improve 
systems and management at the MOHP central level. As the final USAID-funded
population program in Egypt, building the capacity of implementing agencies and
sustainability are integral to the project’s design.

A key component of the TAHSEEN model includes working at the central level with the
MOHP to integrate family planning, reproductive health and maternal and child health care 
programs and services. Integrated incentive systems, district planning practices, data
gathering and service delivery systems, standards of practice and supervision systems are
also an important part of implementing an integrated approach to FP/RH and MCH at all 
levels of the delivery system.

The success of TAHSEEN’s experience during its first year was largely dependent on
including governmental and community stakeholders from the beginning. The initial
situation analysis and baseline study that identified Minia Governorate as an area in need of 
intervention also recognized its forward thinking political leadership, which has
demonstrated tremendous support for national and regional population programs.

“All of the NGO doctors were trained at the
same time as the government doctors, as well
as the outreach workers of the NGOs.  The 
government supports this fully.  We are also
now working with all members of the
community in addition to the extension
workers.” Dr. Damianos Odeh, TAHSEEN
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A Kickoff Conference, which set the tone for TAHSEEN’s work in Minia, included
MOHP and government officials, community and religious leaders, youth, NGO representatives, 
the media, women, physicians and commercial sector representatives. These stakeholders 
were invited to describe their problems and advocate for their needs. A steering committee 
set up by the governor, which includes public and private sector representatives, is a highly 
effective forum for managing project implementation and also reflects the governorate’s high 
level of commitment to the project. 

A variety of behavior change communication and training activities have been undertaken 
to bring about changes in the knowledge, attitudes and practices of youth, women, men, 
religious leaders, the media, service providers, MOHP financial and clinic managers and 
supervisors, community leaders and others. A
special emphasis on increasing links with the 
commercial sector, NGOs and non-health sectors 
is central to TAHSEEN’s implementation strategy.

As the project moves ahead in its second year, it
has created a menu of activities from which 
stakeholders in new governorates can choose. With 
the support of the political leadership in Minia 
Governorate, TAHSEEN invited representatives
from Fayoum and Beni Suef Governorates, the next 
two governorates selected for project expansion, to 
visit Minia and decide for themselves which
activities from the TAHSEEN menu should be 
adopted and modified for implementation in their 
governorates.

Improving Access to Quality Care in Family Planning: Medical Eligibility 
Criteria for Contraceptive Use

Monir Islam, M.B.B.S., M.P.H.

To improve access to high quality family planning services it is vital to ensure that clients 
receive consistent information correctly used, and that technical services, counseling and 
ongoing support from service providers is accessible, acceptable and affordable.
Additionally, WHO bases contraceptive counseling and service delivery on eligibility
criteria supported by a scientific rationale.

The four cornerstones of WHO’s evidence-based guidance for family planning include: the 
medical eligibility criteria, selected practice recommendations for contraceptive use,
decision-making tools for family planning clients and providers, and a handbook for family
planning providers. A process is in place for keeping the guidance up to date.

“When we discussed any plans,
these plans came from the people.
They came from the religious
leaders and the natural leaders. We
facilitated putting their needs into
the  work   plan.   This helped them 
feel ownership over the project. We 
provided technical assistance. Since 
the needs came from   them,  they
were  our advocates. We are seen as 
part of the family. We are not doing 
this for Minia, or in Minia, we were
doing the work with Minia.”
Eng. Mohamed Abou Nar, 
TAHSEEN/CATALYST
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WHO Medical Eligibility Criteria provides 
recommendations for appropriate medical
eligibility criteria based on the latest scientific
evidence. It is intended to be used by policy
makers, managers and the scientific community. It
is used in the preparation of national guidelines
and as a reference.

The medical eligibility criteria - first published in
1996, revised in 2000 and currently being updated 
- classifies conditions for which scientific
evidence was ascertained as to the safety of using 
different contraceptive methods. Levels of
evidence include randomized controlled trials, trials without randomization, cohort or case-
control studies, multiple time series studies and the opinions of respected authorities. 

The conditions were classified into the following four categories for oral contraceptives, 
injectables, progestogen-only contraceptives, emergency contraceptive pills, intrauterine 
devices and barrier methods: 

Category 1 refers to conditions for which there are no restrictions for the use
of the method,

Category 2 refers to conditions where the advantages of using the method
generally outweigh the theoretical or proven risks,

Category 3 refers to conditions where the theoretical or proven risks usually
outweigh the advantages of using the method, and

Category 4 refers to conditions which represent an unacceptable health risk
if the contraceptive method is used. 

In situations where clinical judgment is limited, the classification system may also be 
simplified with Categories 1 and 2 approving method use and Categories 3 and 4
disallowing method use. A different set of classifications are in place for fertility-based
methods, lactational amenorrhoea method, coitus interruptus and sterilization procedures.

This presentation generated discussion of the FHI checklist, which continued throughout 
the conference. Some delegates noted that the checklists had been in circulation for many 
years, were included in WHO materials, training materials of several organizations,
clinical standards and guidelines of many countries and were being included in the revision 
of Egypt’s comprehensive service delivery guidelines. Delegates also agreed that the 
checklists should be part of the standard package of decision making tools available to 
providers and that the real challenge was translating them into local languages and
distributing them to the field. Conferences were seen as a good way to disseminate the 
checklist. Many delegates felt that WHO and USAID support is very important in order for 
the lists to gain credibility within the medical profession.

Dr. Monir Islam, WHO/SEARO Coordinator

••

•

•

•
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Working Sessions

Each day of the conference featured case studies and role plays designed to emphasize the 
topics of the day and to elicit ideas, innovations and program interventions from
participants on hypothetical situations that may well reflect conditions in their home
countries. Sets of demographic and programmatic information were posited as parameters 
for the groups, and each group was charged with responding to sets of questions that should 
be considered in each of the hypothetical scenarios. The purpose of each of the sessions
was to reinforce the presentations on relevant research and interventions.

Optimal Birth Spacing Case Study

An uneducated married Maragishi woman,
aged 20 years old, visits a rural clinic with her 
two girls, ages two years and 11 months, for
the infant’s last dose of polio vaccination. The 
provider asks about breastfeeding and the
child’s nutrition. The mother says that she is
still breastfeeding but started giving the baby a 
supplementary bottle at two months, and that
her daughter also eats regular food. The
provider then asks if the couple is planning to 
have more children. The woman mentions that 
she and her husband had not discussed their
plans, but that she assumed they would have
more children. The provider cautions the
mother that both her health and that of her
children could be affected by spacing her 
pregnancies less than three years apart. She is 
then offered information and counseling on 
different contraceptive methods.

Based on this hypothetical scenario and the 
following 1997 DHS data about Maragish, a 
religiously conservative developing country 
located in the Near East Region, conference 
participants were asked to answer a series of 
questions.

•  Could the mother have practiced lactational amenorrhea method for OBSI?

•  Considering the differences in age between the mother’s two children, how
           could birth spacing potentially affect the health of her children?

1997 Demographic Material and

Child Health Survey for Maragish

• Maternal mortality ratio is 351 per

   100,000 live births. 

• 67 percent of all Maragishi women

   receive no formal education, including

   59 percent of girls between the ages of

    six and ten. 

• One in six teenage girls has given

  birth or is pregnant with her first

    child. 

• The Total Fertility Rate is 6.5.

• The Contraceptive Prevalence Rate of

  currently married women is 20.8 for

  any method and 9.8 for any modern

   method. 

• Some 84 percent of married women

  have ever heard of a modern method

  and 52 percent know how to obtain

   one.
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How do you think this short birth interval
affected the health of the mother?

Considering the mother could not have
been more than 18 when she gave birth to
her first daughter, how might her young age
have affected her health compared to
mothers aged 20 to 24?

What are the advantages and disadvantages
of having children close together from a
family life perspective?

Why do you think women have children
close together?

Assuming our client wants to space her next
pregnancy,   what  are   some  of   the
circumstances that could prevent her from
spacing?

Highlights of the Group Discussions

Several groups requested a clarification on the appropriate spacing interval (1 to 5 years 
or 3 to 5 years) and whether spacing was measured from birth to birth or from birth to 
conception.

One of the groups discussed a perceived advantage of not spacing: the number of years 
changing diapers is shorter, leaving more time for other pursuits such as friends,
community and work. Another highlighted the non-health impacts of not spacing: the
impact on economic status, educational opportunities and couple relations. One delegate 
asked about the optimal spacing interval following an abortion and another suggested 
increasing providers’ understanding of OBSI and correcting their misconceptions through 
participating in evidence based medicine seminars.

A second group, with delegates from a diverse group of countries cited men and mothers-
in-law as strongly influencing a woman’s decision on whether or not to practice optimal 
birth spacing. Muslim delegates remarked on how closely the OBSI guidelines followed the 
Quran, which states that women should breastfeed each child for two years. Another group 
raised the question of whether or not 3 to 5 years birth spacing was practical in a country 
like Egypt, where a couple may choose to have up to six children.

Working groups were divided into three sub-groups to role play a scenario in which an
NGO has requested a joint meeting with the management of the local branch of a large 
multinational company and MOH representatives to discuss the formation of a partnership

Corporate Social Responsibility Role Play

“Most remarkable was the natural
recognition that birth spacing for
three years or more is seen as
having many advantages by
women worldwide. The
advantages of  having your
children closely together are that
you are out of dirty diapers in a
reasonably short period leaving
more time afterwards for other
parts of your life - friends,
community, job. These and other
advantages must be addressed
before larger birth intervals will be
a reality.” Working Group 4

•

•

•

•

•
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to provide health care, particularly family planning and reproductive health services, to the 
company’s workers and the broader community. 

The following scenarios were provided to each group:

Scenario for the NGO Sub-group

This sub-group was tasked with assuming the role of an NGO that manages five clinics 
funded by USAID, which provide FP/RH services. Funding is expected to end in two years. 
Currently, a minimum fee is charged for services, but revenue needs to be increased in
order to guarantee sustainability. The MOH provides surplus contraceptives to the NGO but 
the supply is unpredictable. The NGO wants to partner with the commercial sector in hopes 
of increasing its sustainability and assuring a consistent supply of contraceptive products. 
The NGO has called a joint meeting with company management and MOH representatives 
to explore the potential of establishing a partnership. 

Scenario for the Public Sector Sub-group

This sub-group was tasked with assuming the role of an MOH representative with over 10 
years experience who is very dedicated to the program’s goals. This representative thinks 
that the commercial sector has a role to play in providing health care to its employees and 

perhaps the community in general, but is
not sure what their role should be, because 
until now, the MOH has been responsible
for everything. This representative also
feels that if the commercial sector is going
to play a role, the program should be of
high quality and culturally acceptable.
One of the NGOs with whom this 
representative works with has called for a
joint meeting with the local branch of a
large multinational company to support
them in exploring a partnership.

Scenario for the Commercial Sector Sub-group

This sub-group was tasked with representing the management of a local branch of a large 
multinational company with over 5,000 female employees. Until now, this company has not 
provided any family planning and reproductive health services to its employees or
community residents. Management believes the company should be doing something but is 
not sure what it should do and is concerned about the company’s image in the community 
and among its workers. More importantly, management is concerned about the commercial 
success of the company. Management is also being asked by headquarters to increase 
production, sales and improve relations with the host-country government. One of the

Nepalese, Palestinian and Jordanian delegates 
discuss their parts in the CSR role play.
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NGOs in the community has requested a meeting to discuss the potential of providing
health care to the workers and the community. Management is interested, but concerned
that it may be expensive. 

Each group was asked to consider the following questions when acting out their role plays:

•  What did they expect to get out of the tripartite meeting?

•  What was their objective for the meeting?

•  What were they prepared to do to create a successful partnership?

Highlights of the Group Role Play

Groups approached this exercise in a variety of ways with the government representatives in 
one group saying, “We´re here to help,” and the NGO representatives responding tersely,
“We don´t need your support, we´re here to provide our own services.” The commercial
sector representatives, for their part, were very explicit about their intentions, wanting only 
to buy what they needed, explaining they were not in the business to “save the world.”

In a second group, the commercial sector got twice as many clinics as they bargained for and 
the government representatives diplomatically asked to endorse the technical content of the 
NGO/commercial sector proposal.

A third group decided to formulate two work sheets, one with all possible contribution
items required to ensure quality and sustainability and the other determining the four most 
powerful argument points in support of the required objectives. The group
decided that sustainability, particularly ensuring funding and avoiding service
interruptions, were a priority. Much of the discussion focused on issues of social change
such as advocacy, community mobilization and behavior change communication.

Sustainability Case Study

In this hypothetical scenario, Mukalla is a large town of 50,000 in the Near East country of 
Maragish. The town has seven private practitioners, two NGO clinics and three pharmacies. 
A new clinic opened two years ago, with guaranteed government funding for five years.
The inauguration day was a big social event, attended by the Governor. The clinic
is a 24-hour, 15- bed, state-of the art facility with an operating room, modern equipment 
and 30 highly trained staff members. When the clinic opened, Mukalla´s private practitioners 
were actively offering a wide variety of contraceptive methods to women who wanted to 
delay, space, or limit pregnancy. During its first year of operation, Mukalla families were 
very happy with the new clinic and the percentage of clients visiting was high compared to 
Mukalla´s other clinics and private practices. An array of contraceptive methods was
offered at the facility. The service fees were low and most medicines were fairly
inexpensive. Hospitalized patients paid a minimal nightly fee and their families brought in 
food for them to eat. Contraceptives and vaccinations were free. Clients were very pleased

36



with the quality of care and the services. The
staff was always present and arrived on
time. All patients requiring services were seen 
within a relatively short time. Revenues covered 
33 percent of all incurred costs. 

After two years of operation, things changed and 
the clinic started to suffer from defective equipment 
and absent or frequently late staff members.
Supplies were not always available and the facility 
began to look run- down. In addition, the frequency 
of client visits declined and patients complained 
of low quality care and the medical staff’s lack of interest. Consequently, revenues dropped 
to only 20 percent of all operating costs. Based on this scenario, conference participants were 
asked to answer a series of questions: 

What do you think clients perceived as good quality in clinic services? Why
did they continue to return for services at this clinic during the first two
years?

What happened and why did things change? What were some of the reasons
for the change?

What are the factors affecting the viability of a facility?

If you were a clinic manager how would you approach reversing the
situation?

What do you need to have in place before clients are willing to pay for
services?

Highlights from the Group Discussions

All groups emphasized the need for effective management with one group saying, “Fire the 
manager-doctor, and hire a professional.” This group also suggested a costing study
involving staff and the community to highlight areas where money can be saved and asking 
the community for input on how to raise revenue. A second group stressed community 
involvement by pursuing public-private partnerships. They also discussed a matrix of price, 
quality, availability of trained human resources, supplies, and medications as components 
of comprehensive service.

A third group furthered the idea of comprehensive service suggesting, “A comprehensive
system is needed for sustainability.” In particular this group discussed the physicians’ need 
to make ends meet suggesting, “The government should pay enough so that physicians do 
not have to have a private practice to support themselves”.

One of the working groups discussing the
sustainability case study.

•

•

•

•

•
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Country Action Planning Exercise

Participants were divided into country groups and asked to briefly discuss the FP/RH
situation in their country to determine some of their highest priority problems. Individuals 
were then given 50 minutes to select a problem and develop an individual action plan 
addressing that specific problem. After the individual work, the groups reconvened and 
each individual presently their draft action plan to the group. Following the presentations, 
each group selected one action plan to work on as a group, and spent another hour developing 
the objectives, strategy, activities, indicators, and timeline. Groups also assigned responsibility 
for each activity and indicated the source of required resources. Each group was then given 
an opportunity to share their action plans in a plenary session and answer questions arising 
from the presentations.

Two action plans have been selected for inclusion in this report representing the types of 
interventions presented at the conference and the strategies and activities needed for 
implementation.

Cathy Solter, Pathfinder International, works with the
Afghani delegation on their action plan.
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Post-ANE Conference Trip to Minia

Delegates from thirteen different countries joined TAHSEEN on a trip to Minia after the 
ANE conference. After arriving in Minia at 3:00pm, the first stop was a visit to Bani
Hassan, one of Minia’s historic sites. 

The main event for the first evening was a dinner with the President of Minia
University, Dr. Abd El Moneim El Bassyouni and several students in the Peer Educator 
program. After the introductory speeches, TAHSEEN’s Youth Coordinator, Dr. Nagwa 
Samir gave a briefing on the program and two students - Ahmed Shawky and Shaimaa 
Salah - spoke about their experiences in 
the program. The delegates were very 
interested, asking how the students 
benefited from it, what they are putting 
into practice, how their parents reacted 
to their talking about reproductive issues, 
their initial reactions when they first heard 
about the program and in a moment of levity, how many kids they planned to have once 
they got married. Following dinner, delegates were entertained by a folk
dancing troop from Mallawi, one of Minia’s poorest districts.

The next morning, 
the delegates were 
split  into two
groups. One group 
went to a clinic at 
Deir Samalout, a 
c l i n i c  t h a t  i s  
s c h e d u l e d  f o r  
r e n o v a t i o n  b y  
TAHSEEN. This 
gave the delegates 
an opportunity to 
see what clinics 
look like before
they are renovated. 
The group walked 
through the clinic 
and spoke with the 
doctor and nurses, asking about antenatal care provided at the clinic, contraceptive
prevalence, the different types of contraceptives used and the number of clients seen at
the clinic. 

Afterwards, they visited Nazlet El Amoudein School, where two members of
TAHSEEN’s youth committee were conducting a hygiene awareness session for
preparatory school students. They asked about the logistics and frequency of the
awareness sessions, the trainers’ and the students’ motivation for participating in the

“I think when you visit these sites you
will see how the community is mobilized
and happy with the clinics. This is proof
of the success, and proves that it matches
the needs of the people.”
Eng. Samir Abu El Leil, Secretary General, Minia

According to Dr. Damianos Odeh, CATALYST Country
Representative in Egypt, the Governor of Minia (far left) is the

TAHSEEN Project’s best ambassador.
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session, and how this training is different from the regular instruction given in the
school.

The second group started their day at a school in Sawada, at another hygiene awareness 
session. Many of the same questions came up in this session with an added emphasis on 
the costs of the training session and the role played by the school.  Such sessions on
hygiene awareness facilitate discussions on reproductive health issues.

The two groups then met at the clinic at Nazlet El Amoudein just after 11:00am, where
the delegates were given the chance to inspect one of the clinics already renovated by 
TAHSEEN and speak with the medical staff – the doctors, nurses and community

outreach workers .  In 
particular, the delegates 
were impressed with the 
work being done by the 
c o m m u n i t y  o u t r e a c h  
workers to educate women 
in the community about 
FP/RH issues and encourage 
women to come to the 
clinics for regular antenatal 
and postpartum care.
After the visit to the clinic, 
the delegates joined several 
hundred  women and  

children from the village at a performance of a puppet show, called Aragoz and Kishkelioz, 
designed by TAHSEEN to convey FP/RH messages using entertainment. Although puppet 
shows have often been used to convey public health messages, TAHSEEN has combined 
the puppet show with a question and answer session in which Aragoz serves as the moderator. 
In this instance, Dr. Atef Ezzat, Director of Family Planning in Minia, answered questions 
from the audience having to do with delaying marriage and first pregnancy to birth spacing 
and couple communication.

Following the puppet show, the delegates attended a meeting with the leadership of
Minia Governorate, H.E. General Hassan Hemaida, Governor of Minia, Eng. Samir Abu 
El Leil, Secretary General , Mr. Ahmed El Husseiny, Head of the Information Center, and 
representatives from religious leaders, peer to peer educators, university Dfficials,
community outreach workers, NGO representatives, and MOHP officials. 

After lunch, the delegates departed for Cairo with a better sense of the TAHSEEN
integrated model and the impact TAHSEEN has had on the entire Minia community.

TAHSEEN Youth Committee members, Minia University
Peer Educators and local religious leaders
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Delegates visiting a school in Sawada

Following the puppet show, audience members had an opportunity to ask
questions of Dr. Atef Ezzat, Director of Family Planning in Minia.





Conference Evaluation

Quantitative Feedback

Question 1: Please rate the extent to which you believe the conference goals were met.

1.  The potential health benefits of OBSI were clearly presented.

2. Potential barriers to practicing OBSI and possible solutions were identified.

3. I learned interventions to reduce maternal morbidity and mortality that can be
     applied to my program.

4. I learned the importance of developing a sustainability strategy to ensure
     long-term viability of any FP/RH program.

5. I learned ways to form productive partnerships with the commercial sector to
improve the delivery of FP/RH health services in my country.

 6.  Stories of successful youth-focused programs in different countries will help
me implement youth-focused programs in my country. 

 7.  The conference provided a forum to explore and discuss challenging issues
affecting youth, men and women.

 8.  The integrated models presented provided good examples for replication in
my country.

 9.  The Action Plan Workshops helped me come up with a plan my country will
put into action this year.

10.   The knowledge and skills I learned will be useful to me in my job.

11.   I enjoyed the workshop.

Not at all

No Opinion

Somewhat

Fully

Question Number

Number of
Participants
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Question 2: Please rank the sessions from 1 to 8 in the order of importance to your
work, with 1 being the most important.

     •    OBSI

     •    Improving Maternal Health

     •    Adolescents, Responsibility and Sustainability

     •    CSR

     •    Youth

     •    Emerging Issues

     •    Integration

     •    Action Plans

Weighted
Average of 
Responses
as Ranked 

by
Participants
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Qualitative Feedback

The following is a sample of participants’ thoughts on the conference:

“Thank  you for giving us this chance to express our
thanks. This is the first time for Sudan to be with the Near
East and Southeast Asia. It was a good experience to be
exposed to successful experiences in these countries.
We will benefit from this meeting and we will continue to
communicate with our new colleagues through email.”
Sudanese delegate

“Good experience. Wonderful forum. We will go home and 
try     to    replicate     these     programs.”
Pakistani delegate

“This was a very, very successful workshop. We are all from
different parts of the world, but we have the same problems.”
Indian delegate

“I would like to thank CATALYST. I learned a lot about the 
best practices in family planning and reproductive health.”
Laotian delegate

“It took us three days of traveling to get here. We hope next 
time there will be peace in our land. It was a big challenge 
to get here. We heard a lot. We exchanged experiences  with 
colleagues,  and  we  will try to implement the successful 
experiences in our country.”
Palestinian delegate

“I work for an NGO. I am very happy and excited to be
here because it is the first conference I have attended outside 
my country. I will share all this information learned with 
people from my country.”
Nepalese delegate

“We had a good opportunity to get acquainted with
everyone. We hope to see in the field how CATALYST
translates theory into practice.”
Yemeni delegate

“It is such a pleasure to be here. It was a wonderful
conference. Since Afghanistan has the highest maternal
mortality rate, we need good quality services there. We
hope to implement some projects there, particularly OBSI.”
Afghani delegate
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Annexes

Vicki Baird, President of Meridian Group International, consulting  with
Dr. Ton van der Velden, TAHSEEN’s Quality Improvement Specialist,

one of the presenters at the conference.
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Mohamed Abou Nar, Deputy Country Representative, TAHSEEN/CATALYST. Mr. Abou Nar brings over 14 

years of international development experience in general management, project design, implementation, quality 

management, auditing and project evaluation to the TAHSEEN/CATALYST project. As 
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Egypt's institutional health services capacity, and maximize the participation and sustainability of the NGO 
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Quality Management and a Master’s of Business Administration. 
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Rita Badiani, Pathfinder Country Representative, Mozambique. Ms. Badiani holds a Master’s of Science in 
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“Best Practice Model” in the World Bank Resource Book. 

Vicki Baird, Director, Meridian Group International, Inc. Ms. Baird is a marketing and communications 

specialist with over thirty years experience in designing, implementing and evaluating development programs 

throughout the United States, Latin America, Africa, the Middle East and Asia. The Meridian Group is dedicated 

to promoting family planning, reproductive health, gender equality, and socioeconomic development. A key 

focus for Meridian is to spearhead development of innovative public-private partnerships. Ms. Baird holds a 

Master’s of Business Administration.

Milka Dinev, CATALYST Consortium, Country Representative, Peru and Ecuador. Ms. Dinev has 20 years 

experience in development project management including administration, accounting and finance, as well as 

programmatic experience in sexual and reproductive health, family planning, environment, gender, food aid 

and monetization of commodities, micro-enterprise, alternative development and agriculture, human rights and 

fisheries.  Ms. Dinev holds a Master’s of Business Administration and a Master’s of Science.

Nasser M. El Kholy, TAHSEEN/CATALYST Training Specialist. Dr. El Kholy, M.D., M.P.H., has over 20 

years of broad-based experience as a practitioner and trainer in the fields of family planning and reproductive 

health, maternal and child health, STIs, breastfeeding, and family medicine. He has been a university professor 

and has served as Senior Technical Advisor for CME programs for physicians and nurses. 

Taroub Harb Faramand, Director, CATALYST Consortium. Dr. Faramand, M.D., M.P.H., has over twenty 

years of clinical and managerial experience in medicine, and extensive experience in maternal and child health, 

reproductive health and family planning. She has designed national programs in a number of countries including 

Bolivia, Egypt, India, Nepal, Pakistan, Peru and Yemen, specializes in designing and managing
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health programs in areas of political conflict and provides policy and technical advice throughout Southeast 

and South Asia, Central and South America, Asia and the Near East, and Eastern Europe. 

Monir Islam, WHO/SEARO, Director, Family Planning and Community Health. Dr. Islam, M.B.B.S., was

responsible for Implementing Best Practices in Reproductive Health. 

Shivananda Khan, Founder and Executive Director of Naz Foundation International. Mr. Khan’s work with 

the Naz Foundation International focuses on sexual health and HIV/AIDS and the needs of males who have 

sex with males in South Asia. By providing technical support through the Naz Foundation, Mr. Khan has 

assisted in the development of 28 MSM CBOs in the South Asia region and has always strongly advocated 

for the sexual health needs of MSM internationally, nationally and locally. Mr. Khan holds a Master’s in 

Psychology.

Ambassador Moushira Khattab, Secretary General, NCCM. Ambassador Khattab has had a distinguished 

diplomatic career with the Egyptian Ministry of Foreign Affairs, serving as Assistant Minister for International 

Cultural Affairs, Ambassador to South Africa, Ambassador to the Federation of the Czech and Slovak Republics, 

and as the Director of the Department of North African Countries. As the Secretary General for NCCM, 

Ambassador Khattab has been the personal representative of President Mubarak to the World Summit for 

Children.

Barbara Kinzie, JHPIEGO. Ms. Kinzie has over 30 years of clinical maternal and child health experience 

as a clinical practitioner and as a consultant for internationally renowned organizations (e.g. ADRA, USAID, 

JHPIEGO, SEATS, Intrah/PRIME). Her primary areas of expertise include maternal and neonatal health, and 

family planning and reproductive health, both as a clinician and trainer of healthcare providers in pre-service 

education and instructional design, quality assurance, and health services planning. 

Marjorie Koblinsky, Senior Scientist, Population and Family Health Sciences Department, Johns Hopkins 

Bloomberg School of Public Health. Prior to joining Johns Hopkins, Dr. Koblinsky directed the USAID-funded 

MotherCare Project for 12 years during which she organized and provided technical leadership for projects 

in over 25 countries, led international and technical meetings, and nurtured collaborative relations with other 

interested agencies, research institutions and individuals. 

Maureen Norton, Senior Technical Advisor, Office of Population and Reproductive Health, Bureau for Global 

Health, USAID/Washington, D.C. Dr. Norton has a doctorate from Johns Hopkins University. 

Damianos Odeh, CATALYST Consortium, Country Representative, Egypt. Dr. Odeh, Ph.D., has over 25 years 

of experience in program design, evaluation, project implementation and international development. He has 

worked in over 25 countries in Africa, Asia, the Middle East, Latin America and North America, implementing 

health / reproductive health activities at national policy and program levels including HIV/AIDS, leprosy and 

tuberculosis.

Mary Ott, Deputy Mission Director, USAID/Egypt. Dr. Ott, Ph.D., brings long experience in economic 

development including agriculture and private sector to her current position. Dr. Ott has served as deputy 

director of USAID in Bangladesh where she helped oversee development programs totaling $100 million 

annually in the areas of health, population, small business, agribusiness, natural resources, energy, food security, 

and governance.
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Reynaldo Pareja, CATALYST Consortium Behavior Change Communication Senior Advisor. Dr. Pareja has 

over 20 years of broad-based experience in the design and management of innovative health communication 

programs. He has managed programs and interventions that cover a broad spectrum of maternal and child 

health projects including: safe motherhood, reproductive health, breastfeeding, family planning, child survival, 

STDs and HIV/AIDS, integrated child illness management, oral rehydration therapy, and cholera and malaria 

control. He has been a vice-president at the Academy for Educational Development since 1993.

Daniel E. Pellegrom, President, Pathfinder International. With an annual budget exceeding $50 million, Mr. 

Pellegrom, M.Div., oversees field offices in 19 countries. Pathfinder International supports reproductive health 

and family planning services in 20 developing countries in Africa, Asia, the Near East, and Latin America and 

has more than 300 staff, three-quarters of whom are citizens and residents of the countries where Pathfinder 

works.

Maria Isabel Plata, Executive Director, PROFAMILIA/Colombia. Ms. Plata, M.A., J.D. directs the largest 

private family planning and sexual and reproductive health service provider in the Latin America and Caribbean

region.  Ms. Plata holds a Law Degree and a Master’s in Comparative Law. 

Shea Rutstein, Technical Director, Demographic and Health Research Division, Macro International. Dr. 

Rutstein has been principally concerned with the design and analyses of the Demographic and Health Survey 

Program (DHS). His current activities include design, implementation, analysis and evaluation of household 

and facility surveys for child and reproductive health, fertility and family planning, women's status and domestic 

violence.

Mona Selim, Monitoring and Evaluation Manager, Centre for Population and Development Activities (CEPDA). 

Ms. Selim has worked on a variety of development projects in the agricultural, economic and health sectors. 

Her health sector experience includes reproductive health, safe motherhood, family planning and STDs and 

HIV/AIDS projects. Ms. Selim holds a Master’s in Public Health.

Bulbul Sood, Country Representative, CATALYST Consortium, India. Dr. Sood, M.B.B.S., is a physician with 

over 25 years of experience as a professor of medicine at one of the most prestigious medical colleges in Delhi. 

She has coordinated and managed reproductive health programs both in India and internationally.

Ton van der Velden, TAHSEEN/CATALYST Quality Improvement Specialist. Dr. van der Velden started his

international work in rural Cambodia with Medecins Sans Frontiers as a surgeon/gynecologist and Medical 

Coordinator, and later as Medical Advisor to the Reproductive Health Association of Cambodia. His work 

with TAHSEEN focuses on postabortion and postpartum care and the integration of FP and MCH services in 

Egypt's primary health care system.

Bao-Ping Zhu, State Epidemiologist and Chief of the Office of Epidemiology at the Missouri Department of 

Health and Senior Services. Prior to his current position, Bao-Ping Zhu, Ph.D., was a lead epidemiologist 

(1998-2003) with the Division of Reproductive Health, Centers for Disease Control and Prevention (CDC), 

assigned to the Michigan Department of Community Health as the Chief Maternal and Child Health

Epidemiologist.
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Conference Team

CATALYST acknowledges that to put together an international conference of this magnitude takes months 

of organization and coordination. The tireless efforts of those mentioned, as well as everyone behind the scenes 

at the TAHSEEN Project, are testimony to the dedication and professionalism of the CATALYST and

TAHSEEN teams. Our deepest appreciation is extended to all for a job superbly done.

Dr. Waguih Boctor, CATALYST

Eng. Mohamed Abou Nar, TAHSEEN

Dr. Taroub Harb Faramand, CATALYST

Dr. Graciela Salvador Davila, CATALYST

Dr. Damianos Odeh, CATALYST/TAHSEEN

Ms. Elsa Berhane, CATALYST

Dr. Monir Islam, World Health Organization

Ms. Cathy Solter, Pathfinder International

Ms. Randa El Sherif, CATALYST

Ms. Cheryl Brown, CATALYST

Ms. Hania Refaat, TAHSEEN

Ms. Mona Kafafi, TAHSEEN

Perception Communication

Ms. Gihan Ismal, TAHSEEN

Ms. Cathy Solter, Pathfinder International

Mr. Jack Thomas, CATALYST

Ms. Djodi Deutsch, TAHSEEN

Ms. Anna Stead, TAHSEEN

Mr. Neil Parekh, TAHSEEN

Conference Coordinators 

Technical Coordinators

Lead Facilitator

Activities Facilitator

Master of Ceremonies

Logistics Coordinators

Logistics Company 

IT Support 
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CATALYST Global Initiatives

Commercial Partnerships

Addressing the FP/RH needs of women and men in the 21st century will require an enormous expansion of 

services. To achieve this expansion, the commercial sector will have to play a larger role. Partnering with 

public, NGO and other private organizations is an important way to expand the role of the commercial sector 

in FP/RH service availability. CATALYST leverages resources from various entities to facilitate these 

partnerships and ensure sustainable programs. 

CATALYST Consortium is working in the following ways to involve the private sector: 

Pharmaceutical Partnerships - CATALYST is partnering with major pharmaceutical companies to provide 

educational programs on OBS and expand the contraceptive method mix through dissemination of

information at professional conferences. Partnerships have resulted in a CATALYST session at the FIGO

2003 World Congress of Obstetrics and Gynecology, a presentation on OBS research findings made at the 

2003 Population and Sustainable Development Conference in Berlin, and dissemination of OBS information 

to pharmaceutical managers and consumers. 

Corporate Social Responsibility Package and Brochure for Businesses - CATALYST created a CSR Package 

as a tool for health development managers. This package is designed to help managers engage the

private sector in developing ideas and leveraging skills and resources. CATALYST also created a brochure 

to highlight, for businesses, the financial and human resource benefits of investing in employee reproductive 

health.

Corporate Social Responsibility and Employer-Based FP/RH Programs - CATALYST is collaborating with 

Peru 2021, a leading CSR organization in Latin America, to disseminate findings on an employee health

survey. CATALYST is also working in other countries to support companies interested in expanding their 

reproductive health services, such as cervical and prostate cancer screening and STI education to their

employees. Partnerships are structured to benefit the employer, employee, service provider and community.

Contraceptive Security - CATALYST is working to address contraceptive security issues particularly in Latin 

America and Egypt. These efforts include collaborating with other organizations to assess contraceptive needs, 

addressing public sector logistics, budgeting capabilities and partnering with pharmaceutical companies to 

increase product availability. Finally, CATALYST is expanding social marketing and provider network 

programs to increase contraceptive access for low-income women.

Empowerment

Central to the CATALYST Consortium project is the belief that clients and communities must have the capacity 

to make informed FP/RH decisions and must also be empowered to do so. Empowerment is “the

sustained ability of individuals and organizations to freely, knowledgeably, and autonomously decide how best 

to serve their strategic self-interest and the interest of their community in an effort to improve quality of

life.” Since empowerment is neither a gift to be bestowed nor easily lends itself to a formulaic approach, the
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CATALYST Consortium works with men, women, youth and their communities to create an environment 

where they can empower themselves.

Gender Issues

Women's Empowerment:  Programmatic efforts must provide broadened, linked services that take into account 

the social, political, psychological, economic and sexual dimensions of women's health and well-being in order 

to be empowering for women. In other words, programs must create an enabling environment.

•     Gender based violence (GBV): CATALYST is designing and piloting a GBV mode in

       selected areas in Peru, adapting other organizations’ experience and drawing on best

       practices and lessons learned, both international and domestic, to inform community-based

       programming.

•     Integrating Gender and Rights: Using a South-to-South approach, CATALYST is facilitating 

      an activity between CATALYST Peru and PROFAMILIA/Colombia to integrate a gender

      and rights perspective into Peru’s EOC training for health care providers in public sector

      health facilities.

Optimal Birth Spacing Initiative

Although healthcare providers have recommended two-year birth intervals for decades, new research shows 

that there is an association between longer birth intervals (3 years) and improved maternal and child health. 

In response to this new data, the CATALYST Consortium launched the Optimal Birth Spacing Initiative 

(OBSI), and serves as its global secretariat. CATALYST has developed a three-pronged strategic approach 

in order to encourage the adoption of optimal birth spacing: (1) create international consensus on optimal 

birth spacing recommendations; (2) strengthen services and community programs with optimal birth spacing 

messages; and (3) empower individuals and communities to adopt and support optimal birth spacing behaviors.

OBS is a modifiable risk factor that has the potential to create an impact on maternal and child health. Using 

available technology in the form of modern contraceptive methods, birth spacing is a low-cost public health 

intervention. Counseling on the use of contraception for birth spacing can be integrated into existing health 

and non-health programs in both clinical and community settings.

Men's Participation:  Men's participation activities within this project will seek to promote women's equality 

in RH decision making; to increase men's support of women's sexual and reproductive health and children's 

well-being; and to meet the reproductive and sexual health needs of men.

•     CATALYST sponsored participants and presenters from Egypt, India, Pakistan and Peru to

participate in the Conference on Integrating Men in Sexual and Reproductive Health held in 
       September 2003.

•     CATALYST awarded one of its OBSI grants to a Romanian NGO, SECS, to conduct a

       focus group study on the knowledge, beliefs, attitudes and practices of women of reproductive 

       age. Male partners were also included in the study.

In addition, CATALYST is working on youth and women’s empowerment through partnerships with micro-

credit, democracy and governance, and literacy programs in Egypt and Peru.
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Postabortion Care 

It is estimated that 20 million women worldwide undergo unsafe abortions each year. PAC is a critical health 

care service that can save the lives of these women, and comprehensive, accessible and empathetic PAC 

services are crucial in order to meet their physical and emotional needs. Ultimately, the goal of

comprehensive PAC services is to prevent unwanted pregnancies and to treat complications of

unsafe abortion. CATALYST’s global PAC programming draws upon the core competencies of all Consortium 

partners, and emphasizes four key areas:

Global leadership: CATALYST is an active member of the PAC Consortium, a group of international health 

agencies and donors working to inform the reproductive health community about the impact of unsafe abortions 

on women’s health worldwide, and to provide comprehensive PAC services as an effective strategy for 

addressing this problem. CATALYST contributes to the PAC Consortium’s communications efforts by

CATALYST is working to inform policymakers, providers, and other stakeholders about the potential health 

benefits of birth spacing through dissemination of its quantitative and qualitative research findings and 

participation in international conferences. UNICEF has widely disseminated, through its field offices, an OBS 

technical fact sheet developed by CATALYST. 

CATALYST has initiated a grants program for birth spacing to provide a platform for community discussions 

that engage peers, women’s groups and local leaders to support and respect reproductive health decisions, and 

increase awareness of the benefits of OBS. CATALYST has also developed a model for integrating birth 

spacing recommendations into health and non-health programs. The challenges for CATALYST and OBS 

supporters are to think creatively beyond the macro policy and clinical setting, develop appropriate strategies 

to strengthen existing programs with birth spacing messages and mobilize institutions and partnerships to 

action. Presently, CATALYST is conducting a systematic literature review on OBS to complement existing 

research findings and to gain support of the international health community including the World Health 

Organization and other donors.

Consensus of Spacing Results

•  Complications are least likely for 18 to 59

    months between pregnancies,

•  Perinatal risk is least likely for 15 to 59

    months, and

•  Child mortality is lowest for birth intervals

    of 36 months or more (interpregnancy

    intervals of 27 months or more).

Therefore, the overall risk is smallest for women 

who allow 36 to 60 months between births.

Recommendation: Wait until at least 27 months 

before becoming pregnant again (27+9=36).

Consensus by Researchers: 36-60 months birth intervals optimal
for perinatal and child mortality and health*

Cond

Zhu

48

Proposed guidelinesPrevious guideline

Definition of the Optimal Birth Interval: The optimal birth spacing interval has been defined by
CATALYST as the period associated with the most favorable outcomes for both mothers and
children.  Based on the new research findings, CATALYST crafted Figure 1 to illustrate the
recommended revision of existing birth spacing guidelines.

Highest perinatal risk Highest maternal risk Highest under 5 risk

Lowest perinatal risk Lowest maternal risk Lowest under 5 risk

* From public health perspective
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producing PAC in Action, the Consortium’s semi-annual newsletter, and maintaining the Consortium’s website, 

www.pac-consortium.org.

Advocacy and policy development: In September 2002, CATALYST sponsored a Latin American Regional 

PAC Conference in Santa Cruz, Bolivia, with over 150 participants and presenters from eight different

countries. The conference launched a regional PAC advocacy drive to encourage policy decision-making in 

favor of PAC in six Latin American countries:  Bolivia, the Dominican Republic, Guatemala, Haiti,

Nicaragua and Peru. In October 2003, CATALYST hosted a follow-up meeting with delegates from these

same countries. This two-year initiative led to the development of MOH Norms and Protocols and the 

implementation of comprehensive PAC services in five of the six participating countries.

Scale-up of comprehensive PAC services:  CATALYST supports the USAID model for comprehensive PAC 

services, which includes emergency treatment of incomplete and unsafe abortion, family planning counseling, 

provision and referral for selected reproductive health services (including STI and HIV counseling

testing and treatment), and community awareness and mobilization. The CATALYST model also includes 

holistic counseling for PAC patients, which facilitates pain management, provides support to the emotional 

needs of clients and enables providers to identify clients’ other health needs. 

Community mobilization around PAC: In the last few years, NGOs and donors working in PAC have

recognized that community mobilization around the issue of complications of miscarriage and unsafe abortion 

is critical to increase access to PAC services and to prevent unwanted pregnancies. CATALYST is currently 

piloting a model for PAC community mobilization in Bolivia and Peru.

South-to-South Training Materials

Adolescent Sexual and Reproductive Health: A Training Manual for Program Managers 

This training manual is designed to increase youth serving program managers’ awareness and responsiveness 

to the specific needs and rights of adolescents. Four cross-cutting themes - gender, youth and adult

partnerships, human rights and sustainability - will enable youth program managers to design, manage and 

sustain effective clinical and non-clinical programs that help youth develop life skills and adopt healthy 

behaviors; and advocate for adolescent sexual and reproductive health needs and rights in their communities 

and at the national level.

Using Gender and Rights to Improve Quality of Care

This manual is designed to assist reproductive health service providers to use gender and sexual and reproductive

rights as a framework to improve quality of care in the services they provide. Gender and rights are used to 

look specifically at gender based violence, informed choice, and international rights mechanisms as they relate 

to quality services. Health providers explore ways to incorporate these new concepts into their organizational 

work plan.

Advocacy for Reproductive Health

This manual enables RH professionals gain a clear understanding of the basic concepts and scope of sexual 

and reproductive health advocacy. It introduces the principal sexual and reproductive rights agreements
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within CEDAW, ICPD, and the Beijing Platform of Action, and lays out the steps necessary to prepare a 

country-specific sexual and reproductive health advocacy strategy.

Integrated Reproductive Health Programming

Integrated FP/RH programs save women’s, children’s and men’s lives and contribute to the empowerment of 

women, families and communities. This holistic approach to reproductive health service delivery has long been 

recognized, notably in the ICPD Programme of Action, as both cost-effective and likely to deliver a client-

centered approach to health (UNFPA 2002, section 29). By focusing on clients’ needs in a social context, 

integrated programs have the potential to empower clients, increasing their ability to make informed choices, 

particularly the choice to access health care services and sustain healthful behavior changes. This approach 

is based on the understanding that improving the status of women also enhances their decision-making capacity 

at all levels in all spheres of life, especially in the area of sexuality and reproduction. This, in turn, is essential 

for the long-term success of population programs. Experience shows that population and development programs 

are most effective when steps have been taken simultaneously to improve the status of women (Basis for 

Action, ICPD, Chapter 4).

An integrated FP/RH and MCH service is the centerpiece of the CATALYST mandate. CATALYST’s

approach to integrated services consists of a three-pronged strategy: integration of FP/RH into MCH services, 

linkages between clinical and non-clinical health programs, and linkages between health and social programs 

such as education, agriculture and micro-credit to maximize opportunities to reach prospective clients at the 

regional, local, and community level. Evidence-based best practices in health and non-health areas that have 

a direct impact on reproductive health and family planning service delivery should be included at every 

opportunity.

CATALYST works on parallel tracks to implement its integrated model in the field, working at the central 

level with the MOHP on policies, service delivery protocols and guidelines to support integration of family 

planning, reproductive health and maternal and child health care programs and services. District planning 

practices, data gathering and service delivery systems, standards of practice and supervision systems are all 

part of implementing an integrated approach to FP/RH and MCH at all levels of the delivery system that are 

initiated at the central level. All of these activities are framed within a continuous quality improvement model 

that includes an integrated incentive system. CATALYST works with the NGO sector, women’s groups, 

religious leaders and other community members to strengthen relationships between clinics and the

communities they serve and to generate demand for FP/RH services as well as disseminate FP/RH

information.

In March 2004, CATALYST published a document titled “Building Momentum for Change: The TAHSEEN 

Integration Experience in Minia.” This document captures how CATALYST’s integration model is

operationalized in the field and includes lessons learned during implementation.
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Acronyms and Abbreviations
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AIDS
ANE
ASRH
BCC
BLOOM
BLP
FHI
FP/RH
CBO
CDC
CEDPA
CHL
CPR
CSR
D&C
DHS
DOB
EFCS
EMOC
EOC
FGC
FGM
HBLSS
HIV
ICPD
IPI
IUD
IV
JHPIEGO
LBW
MCH
MOHP
MSM
MVA
NCCM
NGO
OBS
OBSI
PAC
PPH
PTB

Acquired Immune Deficiency Syndrome
Asia and the Near East
Adolescent Sexual and Reproductive Health
Behavior Change Communication
Better Life Option and Opportunity Model (India)
Better Life Option Program
Family Health International
Family Planning/Reproductive Health
Community-Based Organization
Centers for Disease Control and Prevention (U.S.)
Center for Education in Development and Population Activities
Communications for Health Living (Egypt)
Contraceptive Prevalence Rate
Corporate Social Responsibility
Dilation and Curettage
Demographic and Health Survey
Date of Birth
Egyptian Fertility Care Society
Emergency Medical Obstetrical Care
Emergency Obstetrical Care
Female Genital Cutting
Female Genital Mutilation
Home-Based Life Saving Skills
Human Immuno-Deficiency Virus
International Conference on Population and Development
Inter-Pregnancy Interval
Intra-Uterine Device
Intra-Venous
Johns Hopkins Program for International Education in Gynecology and Obstetrics
Low Birth Weight
Maternal Child Health
Ministry of Health and Population (Egypt)
Men Having Sex with Men
Manual Vacuum Aspiration
National Council for Childhood and Motherhood (Egypt)
Non-Governmental Organization
Optimal Birth Spacing
Optimal Birth Spacing Initiative
Postabortion Care
Postpartum Hemorrhage
Preterm Birth



Sexual and Reproductive Health
Sexually Transmitted Disease
Sexually Transmitted Infection
Traditional Birth Attendant
The Towards New Horizons Program (Egypt)
The Towards New Visions Program (Egypt)
United Nations Children’s Education Fund
United States Agency for International Development
Village Health Workers
World Health Organization

SRH
STD
STI
TBA
TNH
TNV
UNICEF
USAID
VHW
WHO
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