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EXECUTIVE SUMMARY

UNFPA has provided USS 3 6 million over the past four years (1996-1999) to help Myanmar
expand its birth spacing (BS) services, not oniy in terms of additional sites (from 20 townships in
199S to 72 in 1996), but &so in terms of additional types of contraceptives (pills, injectabtes, RIDs
and condoms). An external Eva'uation Team was asked to assess progress to date in strengthening
local capacity to do this. The team examined the live major targets of this capacity-building
strategy: 1) training; 2) information, education and communication (IEC); 3) service delivery; 4)
management information; and 5) project mnagernent. The evaluation was conducted between mid-
Sept&mber and mid-October 1999.

Accomplishments
Given the limited resources and the many
constraints that exist in Myanmar, the BS
project has had a number ofsigfflflcant
achievements, especially in the development
ofBS trainers, trained providers and
volunteer motivators; development and
distribution ofB5 manuals and IEC
materials; community-based
education/motivation contacts; expansion of
contraceptives, service sites and choice of
methods; and development of relevant
management information.

It is too early to measure the impact of' the
project on health and fertility, but there is
some anecdotal evidence that the project is
having some impact on fertility, abortion and
maternal mortality. A number of heahh staff,
clients and observers believe that there have
been declines in all of these indicators in
project areas. They believe that there have
been fewer abortions and fewer maternal
deaths, in pathcular

Project Achievements

Training
Township physician, nurse and
midwife trainers

276

Basic health service providers 3000
Auxiliary midwives 6,040
MMCWA volunteers 5,400
Information, Education and
Communication :F

BS manuals 29,000
BS pamphlets 560,000
BS posters
Education and counselling 3 5-300,000 contacts
Services
Expansion of service sites 72 townships
Increased contraceptives $400,000/year
Greater choice 4 modern methods
Increased access 1.5 million ELCOs

Management Information
MIS operational 72 townships
BS Eligible Couple registration 72 townships
Surveys and studies

The effects on coverage, utilisation, awareness and motivation are increasing — although even there
the hard evidence is difficult to come by at the moment. This should improve, however, as the
project becomes established and relevant data are developed. The MIS and ELCO, in particular,
should provide valuable information on a number of key indicators, including numbers of current BS
users by method and source of supp'y, as well as percentage of eligible couples who are current
users, again by method and source of supply. These sources also have the advantage of covering
each of the 72 IJNFPA townships, so they can beaggregated by StateiDivisionas well as for all 72
townships.

The large effort put out by both the Department of HeaLth(DOH) and the Myanmar Maternal and
Child Welfare Association (MMCWA) volunteers shou(d have increased awareness of birth spacing
and willingness t begin using contraception. No data are available for a frill year and for all project
townships But if the reported data can be taken at face vacue, the DOH alone probably conducts
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150,000 health education events for 1.5 million listeners each year. This is just on birthspacing.
MMCWA's "multiplier" approach to health education on BS should reach even more people than
the DOH has.

Quite a bit of training has been carried out but actual capacity development (institutional and
individual) has been limited to a few areas, all of which are important, Chief among the gains are the
improvement in research capability at the Population Department (POD); strengthening of MIS
recording and reporting at the local level, deve!opment olan ELCO registration apabiIity at all

levels; and development of IUD clinical skills and capabilities at township levels.

Challenges

The project has made significant progress in many areas, especially when the limited resources and
the extensive constraints are taken into accountS However, there are many challenges remaining.
Some of these can be addressed relatively quickly and easily, but most will require significant
investments of technical assistance, trathing and, of course. contraceptives and other commodities

Services There are not enough contraceptives to meet the demand; the contraceptive distribution

system is unable to provide a steady reliable, frequent, tirneiy and appropriate mix of contraceptives
to the townships. The BS programme is built around physicians (particularly Township Medical
Officers — TMOs) and fixed facilities which severely Iimts the delivery of contraceptive services.
Provision of services by midwives (lvfWs) and auxiliary midwives (AMW5) is restricted byjMOs
and Department of Health (DOH) poIicies This limits services to the poor and to those in rural
areas, in particular. Voluntary sterilisation services are downplayed because ofgovernment
restrictions. The project is doing very little directly to promote prevention ofHIV/AIDS, but its
indirect support is helpftil. Clinical service quality appears to be satisfactory, but client knowledge
of contraceptive usage, side effects and other facts appears to be poor. There is little supervision of
BHS staff and AMWs. There seems to be no supervision of the Myanmar Maternal and Child
Welfare Association (MIMCWA) volunteers. The Community Cost Sharing (CCS) system is

inadequate for sustainability purposes and may actually be driving potential users from accepting or
continuing to use birth spacing.

Training No curricula have been developed for the training courses and there are few, if any,

individuals skilled in training methodology. Training has relied upon traditional, non-participatory
methods of classroom teaching that often provide more knowledge and fewer skills than are
necessary to do a job. The training programme is not competency-based and there is little follow-up
or supervision.

IEC. Materials, while of high quality, are severely limited for training as welt as distribution to
potential clients. Not enough has been done to promote acceptance of the RID, which is an
appropriate method for many women. As a result, the change expected in the method mix has not
yet occurred MMCWA's outreach efforts are extensive, but the quality and accuracy of their IEC
is unknown, as is the effectiveness of these efforts in recruiting women to BS.

Management information. The quality of MIS data appears quite good, but the problem is
quantity, that is, underreportthg and late reporting. MIMCWA field activities and accomplishments
are not reported and incorporated into the BS MIS. Training is the key to quality in both the MIS
and ELCO registration. If the training is inadequate or incomplete then the staff have significant
probkms and make lots of mistakes.
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Re àø mmén dati ons

Some of these challenges can be resolved relatively easily; others will be more difficult and may
require policy and institutional changes. AU of them will require substantial external support over an
extended period, which the Team realises may not be forthcoming. Assuming that the necessary
resources can be raised, the Team recommends I) that the present project be extended through 2000
while a new approach is developed; 2) that the new approach be implemented in the 72 townships as
soon after that as possible, say 2001-2005; aEld 3) that this be followed by replication of the
approach in aWremaining townships — together with expansion-of services to inctude all other
priority RH services — say 2006— 2010

Gaining Support for RH/BS in Myanmar

The Team is very aware that implementation of many of its recommendations depends on approval
of a multi-year UNFPA country programmt The Team is also aware that political considerations
are likely to outweigh humanitarian ones when the UNFPA Board is asked to approve such a
programme. However, the Team also believes that those who examine the current project as it
stands will be impressed with what has been accomplished by the thousands of highly dedicated civil
servants who somehow manage to get something done under very difficult condtons They will
also be moved by the plight of the millions of needy people inside and outside of the project area
who desperately need help — help that they cannot get because of events beyond their understanding
and control. We hope that some way can be found to provide this help.
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ABBREVIATIONS

AIDS Acquired Immune deficiency syndrome
AIvIW Auxiliary midwife
ANC Antenatal care
BHS Basic Health Services
BHS Basic health staff
135 Birth spacing
BSIRH Birth spacing I reproductive health
CBD Community based thstribution
CBIvIRHS Cross-Border Migration and Reproductive Health Survey
CCS Community cost sharing
CHEB Central Health Education Bureau
CT-lW Community heaLth workers
CMSD Central Medical Store Depot
CPR Contraceptive prevalence rate
CSO Central Statistical Organisation
CST Country Support Team
CTA Chief Technical Advisor
DHP Department of Health Planning
DOH Department of Health
EIU The Economist Intelligence Unit
ELCO Eligible couple
EPI Expanded Programme on Immunisation
ESCAP Economic and Social Commission for Asia and the Pacific
EU European Union
FO Field office
FPIA Family Planning International Assistance
FRETS Fertility and Reproductive Health Survey
GDP Gross domestic product
GNP Gross national product
GP General practitioner
HA Health Assistant
HDR Human Development Report
HEB I DHP Health Education Bureau / Department of Health Planning
HIV Human immuno-deficiency virus
HMIS Health Management Information System
HQ Headquarters
ICPD International Conference on Population and Development
JEC Information, education and communication
110 International Labour Organisation
]IMMCI Integrated Management of Maternal and Child Illnesses
IPPF International Planned Parenthood Federation
IUD Intrauterine contraceptive device
JHPJEGO Johns Hopkins International Programme on Obstetrics & Gynaecology
KAP Knowledge, attitude and practice
LFLV Lady health visitor
MCH Maternal and Child Health
MCH I BS Maternal and Child Health I Birth Spacing
MCWA Maternal and Child Welfare Association
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MICS Multiple indicator cluster survey
MIO Ministry of Information
MIS Management information system
MMCWA Myanmar Maternal and Child Welfare Association
MIMR Maternal mortality ratio
MIMS Maternal Mortality Survey
MNPED Ministry of National Planning and Economic Development
MOH Ministry of Health
MOIP Ministry of Immigration and Population
MSI Marie Stopes International
MW Midwife
MWRA Married women of reproductive age
NGO Non-governmental organisation
NPD National Project Director
OB/GYN Obstetrician & gynaecotogist
PHC Primary Health Care
PHS Public Health Supervisor
POD Population Department
PSI Population Services International
QOC Quality of care
RH Reproductive health
RHC Rural Health Centre
RTI Reproductive tract infection
STD Sexually-transmitted disease
TA Technical assistance
TB Tuberculosis
TBA Traditional birth attendants
THO Township Health Officer
TMO Township Medical Officer
TOR Terms of reference
TOT Training of trainers
TSS Technical support services
TV Television
U5MR Under-S mortality rate
UN United Nations
IJNAJDS United Nations Joint Programme on HIV/AJDS
UNDP United Nations Development Fund
IJNFPA United Nations Population Fund
IJNFPA FO United Nations Population Fund Field Office
UNIFPA/M United Nations Population Fund / Myanmar
JJNHCR United Nations High Commission for Refugees
UNICEF United Nations Children's Fund
USAID United States Agency for International Development
VCR Video cassette recorder
VS Voluntary sterilisation
WHO World Health Organisation
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1. INTRODUCTION

1.1 National Situation

The fact that this government supports the IJNFPA birth spacing project is surprising to many
observers. Prior to 1991 the government had been openly pronatalist and no family planning
services were provided in the government sector. Significant changes occurred in the following
years and the government is now hying to find the necessary finds to expand birth spacing services
to all of the country's 324 townships. Expansion is limited primarily by the lack of resources to
purchase contraceptives and to train health providers in birth spacing.

Government financial support for health care has declined over the past decade. Between 1985-
1986 Myanmar was spending 19 Kyats per capita on health. By 1995-1996 that had dropped to 7
Kyats — less than 3 US cents per year. Nevertheless, the government welcomes the Birth Spacing
Programme and has made significant in-kind contributions to it

IJNFPA has been the primary source of flinds for birth spacing in Myanmar. Starting with 20
townships in 1991, IJNFPA is now supporting birth spacing in 72 townships. IJNDP supports an
additional 11 and IJNHCR three more townships for a total of 86. There is no doubt that the people
of Myanmar desperately need — and want — this assistance. The government realises that, as does
IJNFPA. Both are ready to expand services-to as many townships as possible, as soon as
international and bilateral donors make adequate resources available.

1.1.1 Soclo-economic Status
A recent World Bank Economic Mission paints a grim picture of Myanmar's socio-economic
status! The report states that

"...public investment in essential infrastructure and social services has been cut back to levels
that threaten viability," and "recent information about poverty and human development in
Myanmar reveals that there is extensive hardship in the community. An estimated 23 percent of
households —or about 13 million people — had expenditures below minimum subsistence levels in
1997" and "the level and depth of hardship...is reflected most vividly in the very high rates of
mal-nourishment among pre-school aged children.. .This has been described elsewhere as a
'silent emergency' in Myanmar and deprivation on this scale indicates not only immediate need
but also substantially adverse long-term repercussions for normal intellectual and healthy
development ofthe children affected."

The human development index puts Myanmar in the "low" category with a rank of 131 out of 175
countries. Myanmar ranks close to Pakistan (0.445) and India (0.446), above Laos (0.459) and
Cambodia (0348) but well below that of neighbouring Thailand (0.833). Myanmar's GDP is the
lowest in Southeast Asia, even lower than Laos and Cambodia. Life expectancy has improved over
the last few decades but is still lower than that ofrnost neighbours in the region. See Table I.

World Bank Economic Mission, Yangon, Myanmar, June 14-30, 999.
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Two-thirds of the rural population live in households that do not even have three acres of land — tile
minimum size considered viable for subsistence High inflation (37 percent in 1997, 51 Sin 1998),
and the recent increases in the price of rice and other essential goods have impoverished the sell-
employed and those working in the private sectors, Equally affected are government employees
who receive fixed nionthly salaries ranging between 600-2, 500 Kyats (USS 1.70-7.15).

Source
HDR

MNPD
MNPD

Cso
HDR

Census

universities
ofhigher

tl.2 Demographic and Health Status
Myaninar's population is not large for the landmass avaflabIe The density is just 67 inhabitanis per
square kilometre. The population growth rate has also been declining over the past few decades.
Froni 1941 to 1973 the average annual growth rate was 2.3 percent ft has declined steadily to 2.02
in the 1973-1982 decade and is now even lower, at around 1 8 percent. Total fertility has also
declined steadily, from 4.68 in 1976-1980 to 3.42 in 1986-1990 and is now around 23. Sec Table
2.

These declines are surprising given the fact that the government did not encourage birth spacing
untit 1991. Experts believe that three factors help to explain this decline: 1) high rates of literacy
and access to educational opportunities, especially for women; 2) a rise in the mean age of marriage
and the proportion of women who remain single; and 3) abortion.

Migration has affected population distribution, as well. As in many countries, the movement has
been from rural to urban areas and from smaller to larger towns. However, this did not lead to rapid
urbanisation prior to 1991. The acceleration in economic growth afler 1991, coupled with the
startling increase in construction in such urban centres as Yangon and Mandatay, will no doubt show
up in accelerated urbanisation.

The World Bank report cited earlier notes that there have been significant improvements in infant
mortality over the past decade. However, these improvements are much less than most
neighbouring countries have experienced. Myanmar and Laos are the "outliers" with respect to
infant, child and maternal mortality, each of which is very high Asea studies have indicated that the
main causes of maternal mortality are abortion-related complications, haemorrhage, sepsis and
hypertensive disorders.

2 8:10, 11/08/99

Table I: Socio—economic Indicators

Indicator
Human Development Index

GD? per capita
Growth in GDP
Inflation
Life expectancy
Total literacy
Low birth weight

Educational attainment
has beer Jcclining. _____________________________ ____________ ______
Surveys show that atmost _____________ __________ ________
30 percent of those aged ______________________________ _____________ _________ _______
five years and above had
not received any format
education. Oniy about a
third of those children
who enrolled in the first
year of primary school
reached grade four.
There are also serious concerns about the quality of technical and higher education. The
have been closed for the past three years and an entire generation has missed the benefits
educationS

Figui u-e

0.47 5

1,602 Kyats
4.6%
51.5
58.4

Date
1997

1997/98
1997/98

1998

1997

1983

24% 1991



(causing approximately 50 percent
cause of up to 59 percent of all
hospital admissions for women
of reproductive age. For
women who do need to resort
to abortion, safe services are not
generally available for poor
women who cannot afford to
see the few GPs who may be
willing to provide them, because
abortion remains illegal. Septic
abortions cause serious maternal
morbidity and mortality and are
costly to the health system that
must provide post-abortion
care.

Health Service Structure

Abortion is thought to be the leading cause of the high rates of maternal niortabty in Myanmar.
of maternal deaths). According to one estimate, abortion is the

Table 2t Demographic and Health Indicators

Indicator Date Source

Population
Population density

47.3 million
67/km2

— 1998

1 996/97

EIU
MNPED

Crude birth rate 24.5 1997 FRHS

1.8% l997/9X MNPED

Total fertility rate 2.7 1997 MOIP

Maternal mortality 502 1999 MMS

InThnt mortality 74.7 1997 FRHS

Under 5 mortality 105.8 1997 FRHS

HIV positiveomen 1.9% 1997 DOH

There are many contributing factors, including extreme poverty, that makes an unwanted pregnancy
impossible to carry to term. Many women have limited or no access to modern, safe contraception.
Others experience unwanted/unplanned pregnancies as a result of contraceptive failures.
Contraceptive failures can occur because the contraceptives are of poor quality or because women
have not learned how to use them properly. For couples that have completed their desired family
size, male or female sterilisation could help avoid unplanned pregnancy. but sterilisation services are
extremely difficult to obtain in Myanmar. Many women admitted to hospital for abortion-related
complications are women aged 35 and above. Easier access to sterilisation could reduce fliture
unplanned pregnancies.

The emergence of 111 V/AIDS is relatively recent in Myanmar, but there are indications that HIV is
spreading rapidly, with an estimated seroprevalence rate among women of reproductive age of
already nearly two percent. HIV started in such high-risk groups as commercial sex workers and
STD patients, but is now moving into the general population of women of reproductive age.
UNFPA's target population. UNAIDS estimates that 86,000 persons in Myamnar have already died
of AIDS between 1988 and 1997 and HIV/AIDS is expected to contribute significantly to maternal
morbidity and mortality, which TJNFPA programmes are attempting to reduce in the future. Vertical
transmission of HIV during pregnancy, during delivery and after delivery through breastfeeding will
increase infant and child mortality, as well.

1.1.3 Birth Spacing and Reproductive Health Services

The public health system consists of central, state/division and township levels. The UNFPA
supports birth spacing in 72 of the 324 townships in 9 of the 14 states/divisions. This represents
approximately 30 percent of the country's population. Each township has a township hospital that
provides routine services and acts as the administrative and training centre for the township- A
Township Medical Officer (TMO) is the chief health officer in the township. Large townships also
have a Township Health Officer (THO) who handles public health matters. Maternal and child
health (MCII) services are provided at MCH centres in small towns and at urban centres in citie&
There are 16-bed station hospitals located in strategically selected villages. They run MCIII
outpatient clinics and usually allocate eight beds for MCH-related emergencies. See Table 3.
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Rural health centres supervise, on average, five rural health sub-centres, each of which has one
midwife (MW) A health assistant is the team leader of the nirat health centre (RUG) A Lady
Health Visitor (LHV), one MW and several multipurpose pubhc health supervisors complete the
team. The key service providers for BS/RU in this system are the THO, the LUVs and the MWs.
The midwives usually hold an open clinic two days each week and do home visits (o surrounding
villages the other days. The LHVs and MWs are responsible for the training and supervisionof
volunteer health workers.

Table 3: Basic Health Service Indicators

Indicator jg_ Date Source
Per capita health expenditure
Access to health faciliües

62 Kyats 1996/97 MNPED
60% 1992

Access to clean water 49% 1997 MIGS
Access to sanitation 46% 1997 MIGS

Ghild immunisation coverage 86% 1997 MIGS
Antenatal care from trained provider 76% 1997 FRHS
Births attended by trained provider 56% 1997 FRHS

Gontraceptive prevalence 32.7 1997 FRHS

The key volunteer
for BS/RH is the
auxiliary midwife
(AMW) who is
selected from and

resides in villages
that do not have a

midwife, given six
months oftrainng
(three months in a
hospital and three in
an RHG close to her

village) and who provide antenata! care, assistance at normal deliveries, postnatal care, health
education and the treatment of minor ailments. There are also a number oftraditional birth
attendants (TBA5) most of whom have received 60 hours oltraining in safe delivery and referral.

A few government organised "NGOs" are also involved in BS1RH. The most important is the
Myanmar Maternal and GhiId Welfare Association (MMGWA) Members of the assodation provide
information to and try to motivate community women to accept birth spacing and other health
interventions.

A large, well-developed private sector also provides BS/RH services throughout the country. Most
important are the OB/GYN specialists, the general practitioners (GP) and numerous drug shops.

In 1991 the government adopted a policy to make contraceptives available in the public sector in

recognition that birth spacing is importantto the health of women and their children. Family

Planning International Assistance (FPIA) introduced the first birth spacing project that year. By
1995 FPIA was supporting BS in seven townships. The MMGWA, with assistance from IPPF, also
began to provide information to community women on birth spacing in 1991. They have expanded
to 146 townships. In 1992 U}4FPA started its BS project iii 20 townships and expanded that to 72
in 199& MMWGA has also added its support to townships in collaboration with UNFPA. In 1994
UNDP included BS services in its primary health care (PHG) projects in 36 townships. They have
reduced that to 11 townships recently. JJNHGR provided BS services in its two projects in Rhakine
State starting in 1997. That has expanded to three townships. UNIGEF does not procure or
distribute contraceptives but it does support birth spacing indirectly through its programme on
Integrated Management of Maternal and Ghi!d Illnesses (IMIvIGI). Altogether, BS services were
available in 117 townships for most of the project (see map), With the recent reduction in UNDP
support, BS services are now available in 86 townships

Several international NGOs are involved in BS on a limited basis. Marie Stopes International (MSI)
operates two clinics in Yangon and one in MndaIay. They provide a ftiII range of contraceptive
services. World Vision, Save the Ghildren, and PSI also provide some contraceptives or BS
services
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The largest provider of health services, including BSIRJ-{, is the private sector, which accounts for an
estimated two-thirds of all care. Contraceptives are much more expensive in the private sector
because they are still subject to import duties. UNFPA has been advocating elimination of these
duties to make contraceptives more affordable in the open market.

Access to BS/RH Health Set-vices

Maternal health care services are provided a all levels of the basic health services (BHS) system. As
a result, coverage for antenatal care and safe deliveries has been rising. In 1991 some 61 percent of
women received antenatal care by a trained provider. In 1997 this had risen to 76 percent Births
attended by a trained provider rose from 46 percent in 1991 to 56 percent in 1997.

Use of contraceptives has risen markedly, from 16.8 percent in 1991 to almost double that, 32.7
percent, in 1997. Modern methods account for 28.4 percent. The most popular methods among

current users were injectabks (113 percent) and pills (7.4 percent) IUDs (1.3 percent) and
condoms (0.1 percent) lag far behind. Surprisingly, female and male sterilisation (77 percent) is the
second most prevalent method. This despite the fact that sterihsation requires special approval from
a township board that can take several months.

The DOH has a Sexually Transmitted Disease ControL Programme (STD) that co-orcEnates 36 STD
teams that operate in 25 townships around the country.

Health education that includes a component on sexuality has been made available to some
adolescents through optional classes. Aside from that there are few interventions directed at
unmarried adolescents.

A significant threat was identified by a World Health Organisation (\VHO) Assessment of the
Contraceptive Method Mix inMyanniar.2 The "Chinese Injectable Number 1," a monthly
contraceptive is very popular because it is cheap, but it is "less effective than the other monthly
injectable contraceptives" and is "well known to have a high failure rate." Monthly oral tablets, also
from China, are also widely available and "havevery high rates ofside-effects." High dose estrogen
pills are available that "should be discouraged." The study also concluded that "the level of
knowledge regarding the appropriate use of various contraceptivesis low among private providers,
and that information and counselling given to women requesting birth spacing services is limiteth"
This combination of poor quality contraceptives, tow provider knowledge and high consumer
demand for cheap contraceptives is a disaster waiting to happen.

1.1.4 H! V/AIDS Initiatives

The Myanmar National Response to HI V/AIDS began officially in 1989 with the creation ofa multi-
sectoral National AIDS Committee that was given the responsibility for formulating and guiding
national AIDS policies and for launching the Joint UNAIDS/Myanmar National Strategic Plan for
HIV/AIDS. The MOH Director of Disease Control administers prevention and control activities as
part of the STD Control Programme. Specific activities include education and training, sentinel
surveillance, special studies and financial and personnel management IJNFPA, as well as other UN
agencies (especially UNICEF), NGOs and religious groups have focused their attention primarily on
the education sector, supporting school health education, HIV/AIDS IEC (including mass media
campaigns) and HIV/AIDS training for health workers.

2 WHO,
Expanding Options in Reprothicilve Health, Research on (lie nrroduction and Transfer of Technologies for

Fertility Regulation. 1997.
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HI V/AIDS prevention is increasingly being incorporated into IJNFPA's global mandate. However,
UNFPA's limited financial resources br Myanmar have precluded this UNFPA prOject from
providing substantial bunding for vertical Hi V/AIDS activities. Since HIV in women in Myanmar is
transmitted primarily sexually, nearly all of UNFPA's existing efforts to enhance women's
reproductive health services will indirectly (if not directly) contribute to HIV prevention. Despite
the lack of substantial funds br HI V/AIDS, UNFPA has already made valuable contributions to

HIV prevention, including:

• Inclusion of HI V/AIDS prevention messages in the training manuals that it supports;
• Provision of finding and TA for the Myanmar/Thailand Cross-Border Study of Reproductive

Hea!th (primarily I-TI V/AIDS);
• Close collaboration with DOH, other United Nations agencies (especially UNICEF) and

NGOs in planning and supporting their HIV-prevention efforts';
• Promotion and provkion of condoms as part of its BS efforts;
• Provision of drugs to treat STDs and RTIs (which are associated with acquisition and spread

of HIV); and
• Advocacy for increasing the overall health and status of women.

1.1.5 Previous UNFPA Projects

Table 4: UNFPA Projects and Expenditures in Myannuir, 1987-1999

Number Duration Title Amount
MYAJ87IPO1 1987-95 Population Changes and Fertility Survey (UNIDESD) $342,981
MYAJ88IPOS 1990-94 Vital Registration and Statistics System (UNIDESD) $1 12,003
MYAJ88IPO6 1989-94 Population and Human Resources Development (ILO) $256,960
MYAJSSIPO4 1989-96 Strengthening oIMCH Services GovtJWHOIIJNFPA) $618,161
MYAJ90IP5O 1990-97 MuIti-Sectoral Support to Population Programme

(UNFPA)
S 198,244

MYAJ94IPO1 1995-96 Study of Contraceptive Acceptability and
Reproductive Health Practices (Gov/tfI.J1'TFPA)

$61,125

MYAJ94IPO3 1995-96 Use of Human Resource Development Indicators for

Planning (G0vtIUNFPA)
$82,884

Current Program
MYA1951P02 1996-98 Strengthening of Birth Spacing Programme in

Myanmar
$928,410

MYAJ97IPO1 1997 Strengthening ofBirth Spacing Programme
$819,739MYAJ97IPO2 1997 Procurement ofContraceptives

MYAJ98IPO1 1998 Strengthening of Birth Spacing Programme
$935,7816MYAJ9SIPO2 1998 Procurement of Contraceptives

MYAJ99IPO1 1999 Strengthening ofBirth Spacing Programme7 $947,250
Total 1996-99 $3,631,180

One example ofsuch collaboration is (JNFPA's plan to participate in a inulti-ageitcy UNAIDS effort being planned
to prevent mother-to-child transmission of HI V.

Funds reallocated to cover 1996 only = $928,410. Original four-year budget was $3,407,330.
MYAJ97/P01 and P02 combined expenditures.

6 MYAJ9S/POl and P02 combined expenditures.

'Contraceptive procurement included.
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UNFPA has been providing limited, but continual, support to Myanmar since 1988 (see Table 4)8

The projects tended to hind research and strengthening of MC?! services. WhenUSAID pulled out

ofMyaninar in 1989 the primary source of external support for basic health services ended. UNFPA

stepped in to fill the gap

1.2 Project Justification
Given the drastic situation that the vast majority ofMyanrnar's citizens face it would seem obvious

that this small project needs no furtherjustification. It seems unconscionable to ignore the need of

thousands of women for basic maternal care. The toll in unwanted pregnancies, births, abortions
and deaTths is severe but largely unnoticed. For political reasons that portend to advance human
rights the international community is unknowingly jeopardising human life by withholding what can
only be seen as humanitarian aid.

The UN agencies, together with a few international NGOs, are practically alone in assistance to
these women. IJNFPA, UNTCEF and UNDP, in particular, are providing the bulk of foreign
assistance to women and children. Birth spacing is one of the most important of these services.

At the time the UNFPA project was being developed, in 1995, (JNDP was providing substantial
resources to improve the quality and outreach of primary health care (PHC) services, with an
emphasis on maternal and child health (MCH) in selected townships. This included birth spacing. In
:1996 it was providing birth spacing in 36 townships. UNICEF, through its Child Survival Project
was providing a host of health services, including training for midwives on birth spacing in a majority
of the 209 townships Family Planning International Assistance (FPIA) was supporting 85 services
in seven townships. TJNFPA was providing 135 services in 20 townships. The Myanmar Maternal
and Child Welfare Association (MMCWA), with support from the International Planned Parenthood
Federation (IPPF) was also providing contraceptives to a growing number of townships.

The government wanted to expand BS services nation-wide and UNFPA wanted to help. The best
way to do that was to expand support for BS to more townships. UNEPA's budget was enough to
expand services to an additional 52 townships, bringing the total to 72

t3 Evaluation Objectives

All UNFPA projects are evaluated to determine how well they have met their objectives and to
identify lessons learned that could be applied to future projects.

The overall purpose of this evaluation of the Myanmar project is to: 1) assess the design, relevance,
progress and performance of the project; 2) identify factors that affect the project's efficiency and
effectiveness; and 3) provide data to inform future programme development and policy decisions,
with special attention to the unique circumstances in Myanmar.

The Terms of Reference (TOR) call for the team to focus on the prime areas 0fUNEPA assistance
that were designed to strengthen capacity. These are: 1) rnanagernern information; 2) service
delivery; and 3) information, education and communication. See Appendix A for the detailed TOR.

Previously, UNFPA provided $1.2 million to Myaninar in support of the 1973 cenSUs.
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1.4 Team Composition and Methodology

IJNFPA assembled a six-person team to undertake this evaluaüon over a four-week period
(September 13-October 15). Two members of the team are independent international consultants,
two are independent national consultants and two are on loan from other donor agencies (UNICEF
and the European Union). The areas of emphasis for each team member are noted below together
with the time they were available to work on the evaluation.

Jack Reynolds, Ph.D.

Elizabeth Preble, MPH
Alesslo Panza, M.D. (EU)
Nu Aye Khin, M.D.
Thazin Oo, MPH (UNICEF)
Khth Nwe Oo, M.D.

Team Leader, management information and service delivery (1 1/9

15/10)
Training and JIEC (23/9-10/10)
Training and LEC (20-28/9)
Training and ifiC (13/9-10/10)
Logistics and LEC (20/9-12/10)
Service delivery and management information (13/9-12/10)

The evaluation was based on: a review of relevant documents, interviews with key informants from
involved agencies and a six-day field trip to visit project sites. The appendix includes a detailed
listing of documents reviewed (Appendix B) and a list of individuak contacted in Yangon and the
field (Appendix C). Alter the field trip the team spent a week conducting several follow-up
interviews and preparing a draft of the report. In the final week the draft was first reviewed with
UNFPA and then with key stakeholders. Revisions were made based on feedback obtained during
these meetings. The final report was completed by the Team Leader and submitted to TJNFPA on
October 15.
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2. PROJECT STRATEGY AND DESIGN

The initial plan in 1995 was to develop a multi-year country programme. A project agreement
(MYAJ95/P02) was prepared and approved by the government and UNFPA's field office n
February 1996 However, experience with UNDP's recent programme submission to headquarters

indicated that the UNEPA Board (which was also the UNDP Board) would not approve a multi-year
programme executed by the government. UNFPA decided not tosubunit the project agreement to

its Board, even though the project got underway in mid-1996. Instead, it converted the project
agreement into a one-year project of less than $1 million, which would not require Board approval.

It also-prepared a second one-year, $1 million project for 1997 (MYAJ97/P0I and P02) that UNFPA

headquarters approved in late 1996.

The UNFPA Field Office submitted annual project proposals for 1998 and 1999, as well, both under
the $1 million ceiling. A final annual project proposal will be submitted for 2000 and a 11111 country

programme proposal for 2001-2005 will be developed next year. Thus, the current evaluation
covers four individual projects for 1996-1999 that comprised the original four-year programme.

2.1 Project Objectives
The "long-term" objectives of the project are to improve the health status of mothers and children

by lowering the feruhity, morbidity and mona/fly rates through birth spacing services.

Three "immediate" objectives were listed in the 1995 Project Agreement:

1. By the end of the project, to have strengthened the institutional capability of MOH in
MCWBS management and Information, Education and Communication (IEC) development
through training of216 trainers and 3,600 health workers as welt as in provision of high
quatity birth spacing services to over 650,000 contraceptive users and acceptors to increase
the contraceptive prevalence rate (CPR) from around 20 percent to 30 percent in 72

townships.

2. By the end of the project, to have strengthened the capabilities ofMyanmar Maternat and
Child Welfare Association (MMCWA) at various levels in the implementation of the national
Birth Spacing programmes, particularly involving 72 senior officials and 360 trainers and
1,440 rural health volunteers and community health volunteers from Township MCWAS, in
motivating/counselling married couples to adopt or continue birth spacing practices; and

3. By the end of the project, to have strengthened IEC programme as part of the efforts of
MOH in lowering the high fertility rate and reducing maternal morbidity and mortality
associated with abortion resulting from unwanted pregnancies, and in HIV/AIDS prevention
for the vulnerable groups.

These objectives remained the same through 1998. But they did not capture the basic objectives of
the project, which were to expand birth spacin� services from the existing 20 to 72 townships and to
tmprove the contraceptive method mix so that tong-term methods, especially IUDs, would be more
prominent. The phrasing of these objectives also gives the impression that IEC was the major area
to be strengthened, which was not the case.
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In 1999 the goal9 was rephrased to have contributed 10 strengthening oJ (the) hirlh spacing
programme, thereby contributing to betier reproduclive health in Myaninar The purpose was:

L To have increased the utilisation of quality birth spacing services as part of integrated
reproductive health services in Myanmar; and

2. To have increased the level of awareness and knowledge regarding safe sexual and

reproductive health practices.

these purposes do not reflect the basic objectives, either. The project was not designed to
introduce other reproductive health (RH) services, to integrate BS into RH services, or to increase
awareness of safe sexual and RI-I practices. In reality, the project was designed to expand birth
spacing services by strengthening capacity in three areas: management information, service delivery
and EEC, as shown in Figure 1.

Figure 1: UNFPA Support Strategy

t

It is important to make this point at the outset because the Team believes that the project's emphasis
on expanding birth spacing services was the correct strategy. Myanmar does not yet have an RH
programme and it would have strained the country's extremely limited resources and technical
capacity to try to introduce one. The other essential elements of RH are already in place (maternal
care and STI) prevention and treatment). What has been notably absent is mi1y planning. UNFPA
was in the right place at the right time to take advantage of the government's unexpected decision to
allow that service to be provided nation-wide.

Given its limited resources ($1 million per year), IJNFPA should be congratulated for doing as much
as it could to expand birth spacing services to as many townships as possible. The only tragedy is
that a larger country programme could not have been implemented so that these services could have
been offered in all 324 townships rather than just 72. Many more unwanted pregnancies, abortions
and lives could have been saved.

UNFPA had adopted the "logical framework" approach to programming, which uses "goals" and "purposes" in
place of"iong-tei-m"and "immediate" objectives.
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• Training/TA
• Contraceptives
• Equipment, supplies

OUTPUTS
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OUTCOMES
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• Contraceptive Prevalence
• Health/Fertility

UNFPA Capacity Development Inputs

Management Information
• MIS for BS (DHP)
• Surveys (POD, DO!-!, ENVIPRO)

Information, Education, Communication
• fEC Program (I-fE WDHP)
• EEC Votunteers(MMCWA)

Service Delivery
• Provider training
• Commodities



2.2 Project Strategy
The basic strategy was to build on previous experience gained iii the prior IJNFPA project
(MYAJ8IP04), which began in 1992 and covered 20 townships. A KAP study had been conducted
under that project and four types of community education materials had been developed and
distributed. These materials attempted to increase awareness of contraceptive methods, The project
also provided a limited amount of contraceptives.

In a dramatic change of policy in 1991, the government developed a progressive population policy
that supported birth spacing as a health intervention UNICEF and UNFPA played key roles in the
process; UNICEF sponsored the development and dissemination of the RAPID population
projection model in 1990. UNICEF and UNEPA sponsored back-to-back seminars on Population
Information and Development shortly thereafter. (JINFPA consultants helped draft a policy in 1991
and UNFPA sponsored another seminar in late 1991. A Dissemination Seminar of the draft policy
was also sponsored by UINFPA in mid-1992.

Although the policy is technically still a draft, the

bh-th�pacing service component, in particular,
has been implemented. This formal declaration,
coupled with the high demand for family

planning/birth spacing services, opened the door
for expansion of UNEPA's modest project to an
additional S2 townships. The government.
expressed its interest in further expansion to
another 60 townships if the results were
favourable and resources could be found to
support it. It is obvious that the government
wants to have BS services available nation-wide
as soon as possible.

At the same time, UI1FPA adopted a "program"
approach that called for co-ordination of project
activities so that BS services, logistics, IEC,
training, MIS and surveys would work together
in a synergistic manner. UNFPA recognised that
this approach would require substantial
management, co-ordination and financial skills on the part of the MOlt Therefore, UNFPA agreed
to provide a significant amount of technical assistance (TA) through its local staff, Country Support
Team (CST) experts in Bangkok, short-term international consultants, national consultants and a
Chief Technical Advisor (CTA).

The project agreement outlines the rest of the strategy, which focused on strengthening the

management information, service delivery and JEC components.
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Excerpt from the Draft Population Policy

The government shall ensure the availability
and accessibility of birth spacing services to
all married couples voluntarily seeking such
services at affordable jjrices. It shall make

available a variety of fertility regulation
methods to ensure free and conscious choice

by all married couples. Community-based
delivery systems will be established to reach
those communities and couples who are

currently not being served by the
conventional delivery systems. The private
sector wilt be allowed to participate in the
provision of birth-spacing services. Non-
government organisations such as the
Myanmar Maternat and Child Welfare
Association will also be considered as part
of the birth-spacing network. (Drawn from
Section a.d.l).



A study on Abortion Practices was added n 1998, as well as an Assessment Mission on
Reproductive Health. In 1999 three more studies were approved: Cross-border Migration arid HIV
Transmission; Adolescent RH Practices and Perceptions; and Contraceptive Requirements
Forecasting and Logistics. The last two of these were put on hold because the government cou!dn't
come to agreement regarding who would conduct the studies. The abortion study became two
studies because the initial study did not deal with abortion and was ended. The remaining finds
were used to commission a new study, which examines the incidence an.d reasonsfor abortion

Table 5: Townships Covered by the UNFPA-Fuuded Birth Spacing Project

No. Statel
Division

Townships No. Statel
Division

Townships No. Statel
Division

Townships

I Yangon Kyauktan 26 Ayeyarwaddy Zalun SO Magwe Magwe
2 Kungyangone 21 Ingapu 5 I Minhia

3 Thonegwa 28 Dedaye 52 Yesagyo
4 Htantabin 29 Kyangin 53 Myaing
S Khayan 30 Yekyi 54 Taungdngy
6 Kawhmu 3! Danubyu 55 Yenangyaung
7 Taikkyi 32 Kyaungkone 36 Chauk

8 Hmawbi 33 Pantanaw 57 Pwintphy'i
9 Twante 34 yjk!a_ 58 Ayardaw
10 Hkgu 35 yndon_ 59 Myinznu
11 g__ Bago 36 y2ne\a_ 60
12 Paukkhaung 31 Myanaung 6! Wettet
13 MinhIa 38 Mandalay Tatkone — 62 Myaung
14 Daik-U 39 yn-O 63 Khin-U
15 Yedaslie 40 §jaiuz__ 64 Ngazun
16 Was 4! Madaya 65 Tanze
17 Oaktwin 42 Myirthar 66 Manywa
IS Monyo 43 Mah!aing 67 Slian TachUcik

19 Nattalin 44 Nahtogyi 68 Lashio
20 Gyobingauk 45 Singu 69 Thibaw
2! Nyaunglebin 46 Wundwin 70 Rakhine Sittwe
22 Htandabin 47 Patheingyl 71 Taninthayl Dawel
23 Pyi 48 Pyin 01 Lwin 72 Kawthaung
24 Paung Te 49 Arnarapura .
25 ShweTaung .

2.2.1 Management In formation

Management information was to be strengthened in two ways First, the current Health
Management Information System (HtvHS) would be expanded to include Birth Spacing and
Reproductive HeaLth indicator& This involved the development of new indicators and forms as well
as the training of health staff in their use. Computer processing subsystems also needed to be
developed and set up to process and analyse the new data. A system for identifying eligible couples
(ELCO) also needed to be developed, tested and implemented. En 1998 the idea of involving
community volunteers in ELCO registration was suggested.

Second, basic information on such critical areas as contraceptive use, abortion and maternal
mortality would be collected, analysed and disseminated for use in planning and policy-making.
Two key studies were high priorities from the beginning. A national fertility and reproductive health
survey (FRHS) was to be conducted to assess knowledge, attitudes and practices about BS/RH as
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well as to generate reliable data on fertility, morbidity and mortality indicators A national study of
maternal mortality was also to be conducted to determine once and for all the level of this li-nportant
ratio as well as the causes of maternal mortality.

2.2.2 Information, Education and Communication
IEC on birth spacing and prevention of HIV/AIDS was to be developed and disseminated through

the existing health system of the MOH, via mass media and through person—to-person
communication. The latter was to be done largely by the network of MMCWAvolunteers in wards

and villages, supplemented byDOH health staff at hospitals, health centres and in the communities.
In addition to training, some audio-visual equipment would be needed, as well as funds for the
preparation, printing and dissemination ofIEC materials. In subsequent years the project increased
support to MMCWA to expand WC coverage in communities.

2.2.3 Service Delivery
Finally, services were to be expanded in 52 additional townships by: 1) training providers in birth

spacing; 2) renovating some facilities; and 3) providing needed contraceptives, other basic
equipment, drugs and supplies. This included five ITJD insertion kits and examination tables for each
township so that providers would be able to offer this method as an alternative to pills and
injectables, especially for those women who did not want to have any more children. In 1998 it
became clear that refresher training would be needed,

2.3 Implementation Framework

The Government of Myanmar and UNFPA have executed the projects jointly. In general, the
government is responsible for everything except the procurement of technical assistance,
contraceptives and equipment. The main implementing and co-ordinating agency for the
government is the DOH, which has entered into subcontracts with the various operatthg agencies.
These include the DHP, POD, MMCWA and ENVIPRO. BS services are provided by the DOH
network of hospitals (Division/State, District and Township) and health centres (urban and rural).
ffiC activities are under the direction of the Health Education Bureau of DHP. The MIS is the
responsibility of the HMIIS of the ORE The FRHS and Cross-Border studies are managed by POfl
A private research group, ENVIPRO, is undertaking the Maternal Mortality Study. Involvement of
community-level volunteers is under the direction of MMCWA for its volunteers and the DOH for
those that are part of its field network.

2.4 Government and UNFPA Contributions

The government pledged a significant contribution of Ks 66 077. 00010 to the project, which consists
largely of staff; facilities, equipment and supplies needed to carry out the various management
information, service delivery and IEC activities. In addition, the MOH covered the accommodation
and some travel costs of participants who attended training workshops at township hospitals.

tVIMCWA in-kind contributions are also significant. Thousands of members contribute their time to
the project. Many members also contribute funds to enable the poor to have access to

contraceptives.

'° The official exchange rate is currently Ks 6/Si and the Foreign Exchange Currency (FEC) nfle is Ks 350/ti.
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The Burmese culture sets a premium on giving. Every township has a number of kinds to which
local residents contribute. Several of these funds provide dkect support to project activities,
especially those directed at the poor. Health providers (physicians, nurses, midwives) also support
the project indirectly by providing free services and by paying pail or all of the costs of
contraceptives for those who cannot alford to pay for them. All olthese contributions are in

addition to, and probably exceed, those provided by the government.

IJNFPA has supplied most of the other direct project inputs needed in the form of technical
assistance, finds for training, procurement of contraceptives and other commodities and support for
surveys. TJNDP and UNICEF agreed to collaborate with UNFPA in townships where their projects
overlapped. TJNDP agreed to provide $400,000 of needed contraceptives and UNFPA agreed to
provide contraceptive services and supplies in the sx townships where UNICEF supported an
HIV/AJDS prevention program. The TJNDP-UNFPA collaboration didn't work out but the
UNICEF-1JNFPA partnership did. Co-ordination was established with international NGOs that

manage complementary programs in project townships. Chief among these is Marie Stopes
International (MSI) and Population Services International (PSI). To date this co-ordination is
limited to the sharingtf information. The potential for increased co-ordination and collaboration is
high among all of these agencies, however.

Table 6: UNFPA Contributions by Project Line Item, L996-1999

component 1996 1997 1998 j999* Total Percent
Personnel 141,078 154,790 168,380 215,000 679,248 18.7

Subcontracts 117,305 343,215 216,755 156,300 833,575 23.0

Training 24,590 87,249 78,559 34,500 224,898 6,2

Equipment 642,124 220,416 459,099 522,000 1,843,639639 50.8

Miscellaneous 3,313 14,069 12,988 I 19,450 49,820 1.4

Total 930,406 821,736 937,779 J 947,250 ____________ 1001
tMlocation. All other yearsare expenditures.
Source: UNFPA Field OlEce, Yangon

Actual UNEPA expenditures for the revised year-by-year project amounted to S3,63 1,181 from

1996 through 1999. Table 6 summarises these expenditures by"components." These are the

standard UNIFPA categories. Table 7 shows expenditUres by the principal project activities.
Contraceptives was the largest category followed by administration and MIS/Research Funds for
training and JEC were quite low in comparison. Detailed budget and expenditure tables can be
found in the Appendix.

TabJe 7: UNFPA Contributions by Project Activity 1996-1999

Activity 1996 1997 1998 1999* Total Percent
Administration 62,066 69,018 136,662 433,619 11.9

Training 56,359 131,352 142,583 84,342 414,636 11.4

IEC 75,561 70,420 34,489 18,100 198,570 5.5

Services 147,040 83,071 68,443 18,396 316,950 8.7

Contraceptives 323,810 217,719 409,957 500,000 1,451,486 40.0
MIS & Research 159,767 255,111 211,291 189,750 815,g19 22.5
Total 930,406 821,736 937,779 947,250 3,631,180 tOO

*AIIocation. All other years are expenditures.
Source: UNFPA Field Office, Yangon
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3. PROJECT ACHIEVEMENTS

Given the limited resources and the manyconstraints that exist hi Myanrnar, the BS project has had

a number of significant achievements, especially in the development of trained providersand

volunteer motivators, development and distribution of IEC materials, expansion of services and
development of relevant management information (see Table 8). It is too early to measure the
impact of the project on health and fertility, but the effect on coverage, utilisation, awarenessand

motivation appears to be underway — although even there the hard evidence is difficult to come by at
the moment. This should improve, however, as the project becomes established and relevant data

are developed.

3.1 Health and Fertility

Training
Township physicians, nurses and midwives

Basic health service providers
Auxiliary midwives
MMCWA volunteers

Information, Education and Communication
Pamphlets and posters
Client education and counselling

Services
Expansion of service sites
Increased contraceptives
Increased range of contraceptives
Increased access to BS services for more people

Management Information
BS management information system
BS Eligible Couple registration
Surveys and needs assessments

and the time period too short (30 months) to do so in
any case. The vital registration system is incomplete and unreliable. The ELCO registration system
does not track maternal mortality but it does include a question on the total number of abortions.
This could be used to follow trends but the system is only in ts second year and the only available
data are for 1998. Project townships compute their own "impact indicators," which include an
abortion rate, maternal mortality and infant mortality. However, these data are based on registered
cases and have been shown by the MINIS to be under-reported. In addition, some of the reports
show increases over the past few years while others show decreases or no particular pattern. These
changes could be due to better reporting rather than project impact.

The abortion study may show the impact of the project of birth spacing on abortion practices
However, this is a small area study and is unlikely to be generalised to all project sites. Some
hospital statistics show declines in abortion cases and maternal deaths, but they also show declines in
attendance and admissions, which some think is a result of increased charges due to the CCS system.

Finally, some of the available data are national in coverage and the project area cannot be broken out
for an4ysis The FRHS and the tvflvIS are two examples. Even if the data could be disaggregated, it
would be practically impossible to attribute changes to UNFPA inputs, as they constitute a small
portion of the overall inputs in any given township
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TaMe 8: Project Achievements
The overall objective of the project is to
improve the health status of mothers and

children by lowering the fertility, morbidity
and mortality rates through birth spacing
services. There is some anecdotal evidence
that the project is having some impact on
fertility, abortion and maternal mortality.
A number of health staW clients and
observers believe that there have been
declines in all of these indicators in project
areas They believe that there have been
fewer abortions and fewer maternal deaths,
in particular.

There are no reliable data to confirm this,
however The best source, the Maternal
Mortality Study, was not designed to track
changes in maternal mortality. The sample
is too small (9.178 deaths and 23,865 births)



Thus, there is no way at this time to determine
what impact, if any, the project has had on its
long-term objectives. It is also unlikely that this
will change in the foreseeable future.

Source of Service 3,723,364
Health staff 282.357
General practitioner 85,008
Drug stall 57,908

Neighbour 32,300
Other 37,370

in the project are located
national average of32.T
Nevertheless, the figures

No. Users by Method
Pills

Injectables
IUDs
Condoms
Other

3,278,291
165,669

201,335
24,018
11,152

42,899

Table 9: Project CPR by StatelDivision,
September 1998

State/Division yisIips CPR HUTS

Ayeyarwaddy 12 336 36.8

Bago IS 44.8 35.5

we S 302 22.2

Mandalay 12 47.3 33.9

Rakhine

Taninthayl
Shan

1

2
3

40.3 NA

Sagaing_ 9 47.9 NA
Yangon 10 590 503
TotaL 72 42,6 NA

100

37.2
45.2

5.4

2.5

9.6

199.9
57.0
17.2
11.7

6.5

7.6

The jiata on source of supply are surprising. The public sector was thought to provide only 20
percent ofBS services and supplies. The high figure shown (58 percent) could reflect increased
usage due to DOH and MIMCWA activity. It could also be due to error or respondent/provider bias,
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3.2 Coverage and Utilisation

Coverage and utilisation data are easier to come ____________

by. The project's Management Information
System (MIS) and Eligible Couple Registration
System (ELCO), in particular, should provide ______________ _________ ______ ______
valuable information on a number of key _______ _____ ____________ ______ ______
indicators, including numbers of current BS users _______
by method and source of supply, as well as
percentage of eligible couples who are current
users, again by method and source of supply.
These sources also have the advantage of covering each of the 72 UNFPA townships. so they can be
aggregated by State/Division as well as for all 72 townships Table 9 and Table tO summarise the

relevant data from the 1998
ELCO registration — the latest

_______________________________________________________ data available. Details on these

_______________________________________________________ and other indicators by
___________________________ ________________________ ________________ StateIDivision are in the

_______________________ ____________________ Appendix.

Source: HMIS. 01W, ELCO 1998; FRUS. 1997

Table 10: Selected Indica ton, ELCO Registration 1998

Indicator UNFPA Townshjps I Percentage
Contraceptive prevalence
No, ofELCO 1,117,029
No. respondents 1,117,029 100

No. current users 445,073 42.6
No. current non-users 599,160 57.4

These data have not been
validated and it is likely that
there were errors in data
collection since this was only
the second year of ELCO
registration and only 83
percent of the 72 townships
submitted reports. The 1999
data should be more reliable
and complete — and they should
be available soon. It is also
important to remember that
there was no baseline, so it is
not possible yet to determine
whether there has been any

improvement in contraceptive
use and prevalence. In
addition, most of the townships

in areas of the country where contraceptive prevalence is higher than the
Yangon, for example, had a prevalence of 50.7 in 1997 (FRHS).

are encouraging.

Source: HMIS, DUP



since the data were coliected by project personnel (midwives, in most cases).

3.3 Awareness and Motivation

The large effort put out by both DOH and M.MCWA volunteers should have increased awareness of
birth spacing and willingness to begin using contraception. The Team had a difficult time getting a
reasonable estimate of the quantity of health education activities and the number of individuals
contacted by project personnel. DO1-I staff record and report the "Frequency of Health Education
talks" and the "No. of population attended" in the "Client Status Monthly Report" that is prepared
by each MW and compiled at the RHC, township, State/Division and central levets An example of
a township report is in the Appendix.

Some townships report modest activities and audiences (8 events, 70 listeners) and some report
unbelievable efforts (6.301 events, 65,638 listeners). Most are in the 2,000 event and 20,000-
listener range. These are cumulative figures through September 1998 and cover only 50 or so
townships. No data are available for a frill year and for all project townships. But if the data can be
taken at face value, the DOH alone probablyconducts 150,000 health education-events for 1.5
million listeners each year. This is just on birth spacing.

MMWCA keeps no records of its educational events or listeners as yet. They are planning to do so
as soon as they can develop, test and install a recording and reporting systeim However, its
"multiplier" approach to health educatior on 135 should reach even more people than the DOH has.

Unfortunately, there has been no assessment of the effect of these heaith education events on
awareness, much less acceptance of birth spacing. Given the high level of awareness among the
general population (93 percent of currently married women know of at least one modern method
and 88 percent know at least one source of supply (1997 FRHS), there is little room for
improvement in general awareness. However, there is quite a bit of room for improvement on
specific issues, such as myths, proper use of methods, management of side effects and so foh It
would be very useful to assess improvements in these areas to determine what impact, if any. these
health education sessions have on potential clients.

3.4 Capacity Development
Lots of training has been carried out but actual capacity development (institutional and individual)
has been limited to a few areas, all of which are important. In fact, the project has actually
accomplished a great deal with the limited resources it has Chief among the gains are the
improvement in research capability at POD; strengthening of MIS recording and reporting at the
local level; development of an ELCO registration capability at all levels; and development of JIJD
clinical skills and capabilities at township levels.

Areas where fUrther improvements are needed are in the expansion of IIJD skills to the RHC level;

development of training capability; development of IEC capability; development of interpersonal
communication and counselling capability; and development of supervision, monitoring and
evaluation capacity. All of these needs will require substantial investments of technical assistance,
time and money.

3.5- Sustainability
The Community Cost Sharing (CCS) mechanism is one of the most obvious attempts at increasing
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sustainability. This mechanism needs to be careflully analysed, since it is not likely to contribute
much at all to financial sustainability and it may, in fact, be discouraging poor people from seeking
health services, including birth spacing. See Chapter 6 for more details.

Experience to date with birth spacing projects that have closed is not encouraging In most cases

(FPIA, UNDP) once the projects closed down the services ended. There is some evidence that this

may be already happening in this project. In the UNFPA project sites where contraceptive stockouts
occurred, there have been subsequent declines in acceptance and use of birth spacing services; which
local health staff believe has led to dropouts and likely declines in contraceptive prevalence.

Maintenance of BS management and clinical skills is difficult to sustain because of the concentration
of responsibility at the TIVIO level where turnover is constant. IUD skills, in particular, have not
been passed on to the MW levels where they are most likely to be sustainable.

3.6 Constraints and Facilitating Factors

The project has faced severe constraints. Chief among these are:

• Lack of resources, both human, infrastructure and financial
• Government restrictions on such things as duty-free import of contraceptives, provision of

steritisation and provision of certain BS services by midwives (MW) and auxiliary midwives(.
Barriers to access due to seasonal variations, geographic distance, insurgencies and the !ike

3.7 Conclusions

As stated above, the project has made significant progress in many areas, especially when the limited
resources and the extensive constraints are taken into account. However, there are many challenges
remaining. Some of these can be addressed relatively quickly and easily, but most will require
significant investments of technical assistance, training and, of course, contraceptives and other
commodities These will all be described in the following chapters.

3.8 Recommendations

The Team's general recommendation is that the project be continued while fundamental changes in
the design of the BS approach are addressed so that services can be expanded in subsequent years

and quality improved.
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4. TRAINING

4.1 Achievements

Table 11 summarises the total number of trainers and
providers/motivators who were trained under the
project. This is initial training that began in November
1996. DOH trained 276 trainers who then trained 3,000
providers. They, in turn, trained 15,728 volunteer&
MMCWA trained over 1,000 trainers and 4,320
volunteers. Altogether, this is an impressive
achievement.

The cost to UNFPA for this in-service training has been
modest — approximately $220,000 overall, or $10 per
trainee.

4.2 General Comments

Providing training to improve institutional capability in
BS has a special importance and priority in Myaninar,
given the country's late entry intO the BS field. Unlike
neighbouring countdes, Myanrnar does not have long-
standing cadres of health workers trained in BS. The
team learned that even the senior managerial level in the
health sector in Myanmar is not very familiar with
contraceptives, since training in BS, even through
medical schools, has been minimal or non-existent in
recent years.

Table [1: Training Achievements

Trainers/Providers No.

DOll 3,276
Trainers 276

• State/Division Trainers 30

• Township Training
Teams (TMO, LHV,
MW)

216

• New TMOs 30

BHS Providers 3,000
• Lady Health Visitors 433

• Midwives 2,251
• Health Assistants and

Public Health

Supervisors

316

DOll VoLunteers 15,728
• Auxiliary Midwives 6,040
• CHW 9,688

MMCWA Volunteers 5,400
• MIIvICWA Trainers 1,080
• MIMCWA Volunteers 4,320

Total trained 21,704

UT4FPA training inputs have been provided for both DOH and MIMCWA. They have included funds
for training and JEC materials, technical assistance and for the costs of undertaking the training
courses. Training costs are relatively inexpensive in Myanmar in comparison to other neighbouring
countries and to such other inputs as contraceptives. For example, the cost of educating 45 Level 1
and Level 2 basic health staff in one township is estimated at only US$600, or US$13.33 per health
worker trained. UNFPA was able to fund an extensive training programme in Myanmar over the
period 1996-1999 for just US$415,000, or 11 percent of UNFPA's overall expenditures in
Myanmar'2.

4.3 DOH Training

The major training supported by UNFPA in Myanmar has been short-term, in-country training for
DOH service providers at the township and RT4C levels.

Theseestirnates do not include the costs of CTA and CST consultants.

This expenditure figure for trainingdoes not include the costs of training materials, but does include the costs of
related technical assistance as velI as short and long-term fellowships.
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4.3.1 The Integrated Training Package
The DOH developed an "integrated package" of RI-UBS and retaied IEC and MIS topics (see Table
12 for a listing of the course content). l-IIV/AIDS and some oilier RI-I components are included to a

lesser extent. The topic that is clearly missing is training itself. There is no training in adult learning
theory, training design, methods, development of session plans, and so forth. The only training-
related topic is the development of "plans of action" for multiptier training, which is largely a
schedule.

4.3.2 Core Training Team
The core training team from the central level is made up of six individuals (see Table 13) who appear
to be selected because of their positions rather than their training experience and/or skills. This
group helped prepare the bask RH/BS manual that is the only "training" material used. As far as the

Tible 12: Content of the Integrated Training Package for
Reproductive Health/Birth Spacing

1 GeneraL overview of the RH concept

2 Programme desgn and project management
3 Syndromic approach and management of RTI, STD, including HI V/AIDS
4 Birth spacing activities and RH
S Abortion, maternal mortality and morbidity
6 CLient screening
7 Contraceptive technology and programme methods
8 Tit'WPA programme activities for RH/BS
9 Management information system
10 Reliability ofEligible Couple Register from user perspective
11 Group work on recording and reporting forms for MIS, group presentation and

discussion
12 JEC and counselling skills
13 Observation and practical RiD insertion and issues related to RID insertion training
14 Evaluation of the training programme
15 Plan of action for multiplier training programme

Team can tell, the core team does not have, nor did the project provide, any formal training in
training methodology. It is probably more appropriate to call their approach "teaching" rather than
"training." The emphasis is largely on conveying information about BS, based on the material in the
manual Individual team members were given assignments and basically took turns lecturing on the
various topics presented The core team did not inctude an OB/GYN specialist. Instead, the nearest
OB/GYN in the State/Division was recruited on site to provide this training to Level I teams.

The core team conducted the first TOT for the 20 townships from the first project. This was held in
Yangon. Seven other TOT events were scheduled for the new townships. One of these was
scheduled in Yangon and the three township teams from the Shan and Rakhine States were included.
That is, separate events were not conducted in those states because of the Limited number of project
townships — and the state training teams were not included. The other TOT events were held in

Bago, Ayeyarwaddy, Mandalay, Magwe, Sagaing and Taninthayl. StatelDivision training teams
were included in all six of these event&
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Table 13: DOT-I Birth Spacing Training Structure

Core Training Team (Central level)
Members: Director (Public Health)

Asst. Director (MCII) also focal point for BS project
Focal Person (MIS) from DHP
Focal Person (CHEB)
One person from UNFPA

U

First Level Training of Trainers
Location: Each State/Division
Duration: 5 days (3 on BSIRH, 2 on IUD insertion/removal)
Timeframe: Only one State/Division trained per month

Participants: Three-person team of TMO, LHV and MW from each township in that
StatelDivision and one 5-person StatefDivision Core Training Team

U

Second Level Training of Basic Health Staff
Location: Each project township
Trainers: TMO, LHV and MW from each township in that StatelDivision
Duration: 3 days on BSIRH, no training on IUD insertion/removal

Participants: 5 HAs, 5 LHVs and 25 MWs from 5 RHCs and 25 sub-centres
U

Third Level: Training of Volunteers
Location: Each project Rural Health Centre
Trainers: LHV and MW from each RHC and sub-RHC in each township.
Duration: 2 days for AMWs, 1 day for CHWs

Participants: AlvlWs and CHWs from villages in the RHC area (numbers vary)

Scheduling was sometimes difficult because all six members of the core training team needed to be
available to travel together to each of these States/Divisions. The core training team could complete
only one course per month, so it took about seven-nine months to complete the TOT training for all
of the 72 townships and six /D teams. In future, bringing trainees to the central Level and training
them all at once could minimise this delay, although training in such a large group might be
somewhat less effective.

43.3 Level 1: Training of Trainers
Level 1 is a five-day, integrated "TOT' course that is divided into two parts. The first three days
cover the material in the BSIRJLI manual. The remaining two days are a practicum in [UD insertion
and removal. The course was offered primarily for three-person teams from each participating.
township (TMO, Lily and a senior MW, usually from the MCH Centre) The other target group
was the five-person training team that is situated in eabh state/division health office. These trainers
later assisted the township teams in the training ofBHS staff (Level 2). Again, only six smteams
were trained.

Level 1 training started in November 1996 and was compIete in July 1997. The Evaluation Team
was not able to observe any Level I training, but feels that three days allotted to BSIRTI is only
sufficient to cover the BS components.

Attrition of trained TMOs is a serious problem, as they change townships when they are promoted
and are also subject to mandatory rotation every three years. This results in many UNFPA
BSFinaI.doc 21 8:10. 11/08/99



townships having fewer trained state/divisional trainers and TMOs than originally foreseen, dilutes
the results that have been obtained and inhibits sustainability." The Team observed, for example,
that in one division (Sagaing), two years afier the TOT, only one of the five (rattlers at division level
remains in place. DOH and UNFPA have addressed this problem of attrition by holding special TOT
courses for the approximately one third of all TMOs who have been transferred to a UNFPA
township after the initial training was held. These courses are separate from the annual refresher
training offered to those who had already received initial training.

4.3.4 Level 2: Basic Health Staff
Between 1997 and 1999, the TMO, LHV and MW who attended a first level TOT course have been
conducting three-day BSIRH courses for basic health staff (HA, LHV, and MW from the RI-ICs and
sub-RI-ICs in the township). The content and methodology ofthis training are the same as for Level
I but the course does not include an IUD practicum. That is held separately, often at a later date,
for LHVs and MWs. More emphasis is given in Level 2 training to operational issues, including the
basic elements of RH/BS, the MIS recording and reporting, ELCO registration, IEC and

counselling.

The effect ofthis training on BHS staff is difficult to determine since there are no pre-post tests or
supervision information that might indicate what the participants learned and what they have put into
practice. However, qualitative information taken from various reports, as well as impressions
gathered during the field visits, indicate that the BHS do, as a result of the training, gain the
necessary knowledge on BS methods and do provide more BS methods to their clients, with the
exception of IUDs (as discussed below)

4.3.5 Level 3: Volunteers (AMWs and CHWs)
This training has been conducted over the past few years by the BHS staffthat was trained in Level
2. The participants are AMWs (two days training) and CHWs (one day). The same material and
methods are used, but the course is a much shorter version. It focuses primarily on IEC and
counsellingfor BS as well as data collection for the ELCO registration. Again, there is no
information about knowledge or skills acquired, much less the effect of the training on volunteer
behaviour or client acceptance ofBS. The Team was told, however, that the CHWs are not the
appropriate targets for BS training They tend to be males and specialise in water and sanitation
activities.

4.3.6 Level I and 2 Refresher Training
White refresher training was not envisaged in the Project's original training design, it was added in
1998 in response to emerging needs for periodic updates on BS. The first refresher training got
underway in 1998 and is continuing this year for all Level I and Level 2 health staff who received
initiaL training. At the beginning, new TMOs who had been transferred to project townships were
incLuded in the refresher training. These TMOs now get a LULL course for themselves that is held

annually:

Three-day reFresher courses are given by the central core training team for Level I TMOs, LHVs

' Soine argue that the non-UNFPA townships profit from the expcrtise of trained TMOs who are transferred there,
however if coruraceptives, fEC materiIs, trained BHS staff and volunteers are not available in These townships, their
training will have little potenilal for application.
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and MWs who have been trained before. Two-day refresher courses are held each yearfor Level 2

basic health staff including PBS 1, P1-152, HA, LHV and MWs (from the RH and sub-centre levels)
This training is conducted by the State/Division training teams. The content ofrefresher training in

both cases is similar to that of the original training and the same manuals are used

Again, there are no data to ascertain improvements made in knowledge,skills or behaviour as a

result ofthe training. However, many individuals interviewed expressed a needfor additional and

refresher training. So it would seem that this investment is not only appreciated, but valuable: as
well.

Table 14: Number of Individual DOH Staff and Volunteers Trained in Birth Spacing under
UNFPA Funding, 1996-1999

Level of Training Dates of Training No. of No. of Individuals
Days of Trained
Training

First Level initial and.refresher TOT for
responsible in-service personnel from
State/Division Health Dept.; also one team
(TMOs, LHVs and MCH MW5) from each
township. Annual refresher for township
teams. Annual course for new TMOs.

Nov.. 1996, July
1997 and Feb.
1998

.5 276
(30 S/D, 216 TMO.

LHV, MW; 30
replacement TMOs);

+ 216 refresher

Second Level for BHS (PHSI. PHS2, HA,
LHV, and MW (from RH and sub centre

levels)

Vrious courses
L997-1999

3 433 LHVs. 2.25!
MW5 316 PHL

PH2 and HA

Third Level for voluntary health workers:
AMW
CHW

1997-1999
2

1

6,040
9,688

Table 14 summarises the quantitative training data collected by the team. Please note that these are
individuals trained. Those who have received initial and refresher training areonly counted onca

Special IUD trthning for LHVs and iviWs that has been organised by various townships is not
included, as is other related training that has been held, such as special training on MIS and/or
ELCO registration for volunteers. Thus, this is the minimal amount of training conducted. The
actual amount is probably significantly greater.

4.3.7 Training in (UD Insertion
Some training in ITID insertion has taken place at Levels I and 2, but it is difficult to determine how
much has taken place, who the recipients have been, whether they actually performed insertions as
part of the training and whether they are now competent to insert and remove IUDs.

The original intent of the project was to train all LHVs and MWs in IUD insertion and removal. For
a number of reasons, that has been undertaken slowly. There are a number of constraints that need
to be identified, documented and overcome so that all of these providers become competent in hiD
services. Among the most obvious constraints are the following:

Training is provided largely to physicians and little effort is made by township and
State/Division physicians to train MCII or RHC midwives.
The duration of JUD training is too short to achieve competence in this technique.
Few clients appear for RID insertkn to allow trainees sufficient practical experience
There are no official Government guidelines on training for IUD insertion, on what level of
health workers should be trained to insert RiDs and how those who insert TUDs should be
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supervised.
• Senior health staff are often not confident that their trainees (especially midwives) are

capable of safely inserting JUDs, even after training.
• Some physicians only let MWs (including LHVs) observe insertions and make no attempt to

train them in, or let them carty out EUD insertions.

4.4 MMCWA Training

The MMCWA, with UI'WPA finding, trains its•volunteer members in the 72 project townships to
inform peers in urban wards and rural villages about RHIBS and to motivate them to adopt and
continue with contraceptive usage. Some MJ4CWA branches have been allocated contraceptives by
the local TMO and some volunteers have been authorised to distribute pills and condoms.

MMCWA developed and distributed its own BS manual prior to the project. That manual (known
as the blue book) was used by MMCWA up to 199& UNFPA paid to have copies of it distributed
to MMCWA branches in the 72 townships. En 1998 MIMCWA updated the manual (known as the
yellow book) and UNFPA paid to have it printed. These manuals have been used in the training of
MMCWA "trainers" and volunteers alike They are similar in content to the DOHmanual, although
much shorter. They include such technical aspects of contraception as screening women to
determine if they have any conditions that would be contraindications to taking the pill Volunteers
are trained to iefer eligible clients to health workers for issuance of a method. MMCWA members
work strictly as volunteers in the BS effort and are not financially compensated for their work.

Table 15: Number of Lnthvidual MMWCA Volunteers Trained in Birth Spacing under
UNFPA Funding

Level of Training

.

Dates of
Training

No. of
Days of

Trainbig

No. olindividuals
Trained

No. of
8eneficiaries

Expected to be
Reached

First Level TOT
(members who will be
trainers of other members)

Phase One
Nov. 1996-
Nov. 1997

5 days
360 (5 persons
trained per
township x 72

townships)

-

First Level TOT
(members who will be
trainers of other members)

Phase Two:
March 1998 -
Oct. 1999

5 days
720 (10 persons
trained per
township x 72

townships)

-

Second Level (members
from villages trained to
motivate others in their
communities)

Phase One:
1996-1997

6 hatf days
or 3 full

days

1,440 persons (20
persons trained per
township x 72

townships)

14,400 persons (10
persons motivated x
1.440 volunteers)

Second Level (members
from villages trained to
motivate others in their
communities)

Phase Two:
1998-1999

6 half days
or 3 full

days

2,880 persons (40
persons trained per
township x 72

townships)

28,880 persons (10
persons motivated x
2,880 volunteers)

Th project uses a three-level approach. The first level is the training of five local members in each
township to be BS "trainers" This is carried out by the Secretary and Joint Secretary from the
central MMCWA. As with DOH training, everything comes from the manual. There are no training
plans, materials, learning objectives, lesson plans, etc. The members range in training and education
from trained physicians to relatively uneducated housewives and the only requirements for selection
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are that the members are interested, can spare the time, are skilled in talking at the community level
and are able to read and write. The content of the training is similar to that of the DOE! training It
includes benefits of BS, techniques ouiEC, basic facts about each contraceptive method and
information about RTIs and HIV/AIDS.

The second level is "multiplier training" of MMCWA members from villages to become volunteer
BS educators/motivators. At first the five trainers from each township were expected to train a total
of 10 more members in their township (an average of four each). That was increased in 1998 to 40
(an average of 8 each) so as to expand coverage.

The thidIeve is the contact by the trained MIMCWA volunteers with potential clients in their own
villages. Each yolunteer is expected to motivate another 10 people. At least some of the trainers
also make trips to villages to motivate community women.

This MMCWA system has the potential to reach large numbers of beneficiaries at very low cost and
has many other advantages that are discussed in Chapter 6. However, the Evatuation Team had
some concerns about the design of this outreach system. These concerns are:

The Team questions whether the criteria used by IVIIMCWA to select trainers and motivators
are rigorous enough to result in the selection of persons who can adequately carry out the
tasks assigned to them.
By the time the RH/BS messages pass from the MMCWA central staff to the MMCWA
trainers to the MI1vICWA volunteers and finally to the community, the comprehensiveness
and accuracy of the messages may be compromised. Dilution or distortion of messages is a
special concern in Myanmar since there are already many misconceptions about birth spacing
methods at community level and these misconceptions need to be effectively overcome.

• The short duration of training and the limited systematic, technical supervision of MMCWA
volunteers contributed to the Team's concern about accurate understanding and
communication of BS messages.
Although MMCWA members have received some training in record keeping, apparently few
members are actually keeping records of their contacts with and re-supply of clients with
contraceptives. As a result, the DOE! system does not include this information. That could
lead to conftision as to the methods used and the next re-supply needed by women who have
already been enrolled in the DOH system

4.5 Training Methods and Materials

The team received different impressions from different individuals interviewed about the
appropriateness of the methods used. Some reported that the training was overly didactic, others,
that it was relevant and effective, It appears that role-plays have been standardised as part of
MIMCWA training, but no other participatory approaches were mentione± The Team was unable to
validate these observations, as it did not have an opportunity to directly observe any training in
progress. The MIS training review noted that its training module needed to be modified for basic
health staff and voluntary levels to be more partidpatory.

Members of the UNFPA CST made many visits to Myanmar in connection with the development of
the training programme and provided excellent advice on needs assessments, training strategies,
curricula development and creation of training manuals. Weaknesses noted by the CST included
inadequate needs assessments, lack of a training plan, inaccuracies (that were not corrected) in the
content of the DOE! Level I training manual and the inability to get the draft training curriculum
finatised as the official curriculum of the IJNFPA project.
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Table 16: Content of DOff RRIBS Manual

Unfortunately, according to CST reports, much of the CST advice was never put into practice, so
that weaknesses that were identified quite some time ago remain. These include:

Some of the knowledge imparted is either too technical to be understood by trainees, and/or
irrelevant to the tasks they are expected to perform.
Despite the recommendation by the CST, training courses still do not include descriptions of
training methods or strategies for use by both trainers and trainees. As a result, many
trainers are not able to address attitudes toward clients and patients, or apply such
participatory training methods as group discussions, analysis of local situations,
brainstorming, games, group work, group presentations, etc.
Training courses lack methods and tools for assessing the effectiveness of training (such as
pre- and post-tests, periodic questionnaires, on-the-job observations, analyses of health staff
reports, etc.).

TJNFPA's major input to training materials was finding for the development and printing of RH/BS
manuals, which were used in training and as reference works. Four such manuals currently in use by
DOH and MMCWA were funded by IJNFPA and these are summarised in Table 17.

As noted earlier, ?vIMCWA prepared and distributed its own manual for trainers using its own finds.
The large "RI! manual" is used as the text for DOH training at alt levels. Levels 2 and 3 use fewer
sections, depending on the rekvance to the participants' jobs. Level I participants all receive a copy
of this manual. Levels 2 and 3 receive copies of the smaller "Health Education Concerning Birth
Spacing Manual." MMWCA trainers and volunteers both receive the same "Birth Spacing Manual."

The Team believes that such teaching/training materials as flip charts, transparencies and
videocassettes have been inadequate to meet training needs. The Team recommends that rather than
develop new materiak from scratch specifically for Myanmar, that IJNFPA adapt materials that have
already been developed by UNFPA/HQ or other agencies (such as UNICEF, WHO, EPPF, FPIA and
MSI). The Johns Hopkins Program for International Gynaecology and Obstetrics (JHPIEGO) has
developed a series of clinical training manuals for each contraceptive method. These are
competency-based training materials that JHPIEGO has adapted to use in a number of countries,
including such neighbours as Nepal and Indonesia.
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Rl{ concepts
RH management
RTI & WV/AIDS
Unwanted pregnancy & its consequences — __________
Adolescent Health
RH activities monitoring & Supervision

Birth spacing
Methods: Pill, injectable, TUD, condom cervical cap,
spermicidal, implant, safe period, vithdrawaL
For each method: When and hov to use, warning signs,
contraindications, advantages, side effects, management
of side-effects.

Information, education &

Counselling
MIS
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Table 17: Description of UNFPA-funded Mantials

Name of Manual Health
Worker

Concerned

General Content No. of
Copies
Printed

Specific Coinniezits

DOH
"Reproducdve
Health" nianuM

(168 pp.)

DOH Basic
Health Staff
Levels t& 2

Part 1: Concepts of RH,
RE! inanagenient. RTIs
and I-TIV/AIDS,
consequences of

unwanted pregnancies,
adolescent health,
monitoring &
supervision.
Part 2: Technical details

of contraception
(nc!uding advantages,
side effects,

contraindications, etc)

4.000 Covers most tLllportaflt RH
components, but
o'crcniphasises knowledge and
undereniphasises skills,
attitudes. participatory
teaching and learning.
STD and HIV/AIDS sections
contain inaccuracies.
Post-abortion care is offly
outlined for married women,
not single women.

DOH "Health
Education
Concerning Birth
Spacing Manual"
(3Opp.)

DOH Basic
Health Staff
Level 2

IEC techniques and

counselling strategies.
5,000 JEC aspects are more

appreciated by users than the
RH aspects covered in the
manual described abovt

DOH "Heaith DOH Description ofIEC. 10,000 This nianual was developed

Education volunteers Types of communication because the LEC manuat

Concerning Birth (AMW and strategies & approaches. produced for basic health

Spacing Manuai' CHW) Counselling section workers was found to be too

(42 pp.) Level 3 describes principles and complex for volunteers. This
benefits of counselling, new marwaI contains more

rights of clients. pictures and less text and is

obstacles faced, and less technical.

includes case studie&
No section on

____________ ________ HIV/AIDS. _______ ________________
MMCWA "Birth MMCWA Benefits of BS, IEC and 10,000 This manual covers BS

Spacing Manual" member counselling, recording methods and IEC/Counseiling
Yellow = 49 pp. trainers and and reporting, general only. II is meant to serve both
Blue = 61 pp. volunteers information on specific trainers of trainers and

Levels !& 2 contraceptive methods, volunteers, but it is inadequate
Includes sections on for the TOT because it does
STDs and HP//AIDS, not include training guidelines
Includes sample MIS on how to train, for example
forms, participatory teaching/learning

_____________ _____________ ________________________ ___________ technigues

4.6 Fellowships and Other Short-term Training

About a quarter ($102,000) of IJNFPA's project training funds were devoted to long and short-term
international training, as UNFPA regional funds became available for this. Therefore, rather than
fi.inding attendance at courses, IJNFPA country funds were spent on professional attachment training
with the CST n Bangkok for several project staff. Most of this attachment training was research-
related. The Team believes that this kind oltraining is especially beneficial to Myanmar because it
can be individually tailored to the needs of the project staff and because of the relative lack of
contact that Myanmar has had with outside BS programmes orBS research in recent years.
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Government makes the selection of candidates for attachment training. To ensure that appropriate
candidates are selected, UNFPA sets specific criteria that candidates must meet. UNFPA staff
report that these criteria have been met in every case.

UNFPA allocated funds for one person to earn an MPH degree in the United States, but now
considers such degree-related training to be inappropriate, given the small size of the UNFPA
budget. UNFPA does not plan to support any more long-term degree training now that the previous
commitment has been met. The Team concurs with this.

4.7 Constraints and Facilitating Factors

Major project constraints can be summarised as:

• Training capacity and resources at DOH and MMCWA are quite limited -

• There is significant attrition among trained TMOs due to transfers and promotions.
Myanmar has entered the BS field relatively late, hence it was necessary to train large numbers
of health workers quickly. This is challenging in terms of ensuring high quality training

Major facilitating factors can be summarised as:

• Training costs are relatively low in Myanmar;
• MMCWA volunteers are found in all townships. They already provide outreach JEC to

community members. Their potential for reaching large numbers of ELCOs at low cost is

very good
• High-quality CST technical assistance was and still is available.

4.8 Condusions

Significant progress has been made in training several cadres of health workers and
volunteers in BS in a relativeiy short period of time.

• There are no "master trainers" or. individuals at the DOH or MIMCWA who have had

specialised training and experience in designing and conducting training programmes.
"Trainers" are selected by position (MD, nurse, nutritionist, health educator, statistician)
rather than by training skill and experience.

• TOT instruction is on RHJBS content only. Training principles, methods, etc. are not
inctudeci.

• DOH and MMCWA training rely on traditional teaching, rather than modern training
methods. The only "training" materials are the RR/BS manuals.

• Training concentrates on increasing knowledge (including knowledge in excess of what is
needed to perform one's job) rather than building competenct

• Separate training courses are not designed for different target groups (i.e., TMOs, MW,
AMWs).

• Quantitative and qualitative monitoring and evaluation systems are not tracking training
activities at DOH and MMCWA.

• The MIVICWA volunteer training has some shortcomings, including insufficient criteria for
selection, short training courses and lack of systematic follow-up and supervision. This
could result in inaccurate information being given at the community level, inappropriate
contraceptive methods being chosen by motivated women and contraceptive failures due to
lack of understanding of correct method use.
RJD training, especially for midwives; is often inadequate.
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4.9 Recommendations

• Continue training new TMOs who enter the 72 UNFPA townships as an interim measure,

while working toward training MWs to be the primary providers of BS IEC and services.
• Recruit a long-term (one year or more) training/IEC advisor with expertise in planning and

implementation of competency-based training and development, testing, use and evaluation
of IEC. Obtain commitmentto assign a hilt-time local counterpart to work with this long-
term advisor.

• Develop better mechanisms to ensure that the advice of CST and other consultants is acted

upon in ft*turetraming programmes.
• Advocate for government approval to allow both MWs and A}'4Ws to insert [liDs and give

injectables. Provide adequate competency-based training for both.
• Conduct an assessment of overall BS training needs.
• Develop a modet for a more effective tong-term training programme that addresses the many

concerns raised by this Evaluation Team. This would include assisting government to review
the entire structure of the BS programme with a view to orienting it to a less physician-
dependent modeL and a more competency-based, midwife-oriented system.

• Develop a plan with DOFf for redirecting the current training of male HAs and CHWs and
find ways to develop and train a cadre of male community motivators for BS. Experience
from other countries indicates that increasing the awareness and securing the support of men
for BS can increase male responsibility for contraception as well as increase their support for
their female partners' choice of contraception.

• Review the appropdateness and effectiveness of the MMCWA IEC and motivation system
• Expand training in BS for private practitioner&
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5. INFORMATION, EDUCATION AND COMMUNICATION

5.1 Achievements

The project's achievements in developing JEC
materials and making health education contacts for BS Table 18: IEC Achievements
were impressive. By mid-1999, DOH had produced

Pamphlets 560000
and distributed over one half million copies of four
different BS pamphlets and produced and distributed Posters 291,000

over 300,000 copies of two poCers. Overall, the Team Communityeducation 35-

found the quality of the materials to be very high when contacts 350,000

assessed as to being clear, correct, complete, captivating, culturally appropriate and cIari'ing the
benefits of birth spacing. Tens, perhaps hundreds, of thousands of JEC contacts have been made
with potential contraceptive acceptors at the community level by DOH health staff and DOH and
MMCWA volunteers. In some townships the efforts of the midwives and volunteers have been
credited with a dramatic rise in use of contraceptives. In addition, townships that initially had an
overstock of contraceptives are now having difficulty meeting demand. These project-frmnded JEC
activities were undertaken at relatively low cost —$198,570 for the period 1996-1999 — that is only
five percent of UNEPA's total project expenditures

5.2 Birth Spacing IEC Program (HEBIDHP}

5.2.1 Equipment and Supplies
In 1996, identified needs for audio-visual equipment for the UNFPA project included video cameras,
editing and recording equipment, cassette recorders and VCRs, public address systems, televisions,
slide and overheadprojectors, audio cassette duplicators and tapes. In addition, three
printing/duplicating machines were purchased by UNEPA (one for HIEB for IEC; one for DOH for
RHIBS and one for DELI' for MIS).

£2.2 Materials Development
Responsibility for the development of JEC materials for various vertical health programmes
(including BS) rests with the Health Education Bureau (HEB) of the Department of Health Planning
(DHP). Although this Bureau had some experience in developing educationai materials in the past,
in collaboration with the Ministry of Information (MOl), it was recognised that facilities and
expertise were nevertheless liinited

The first step UNFPA took in this project to improve the BS programme's capacity to implement
effective JEC was the finding of a workshop on JEC. This was a five-day training workshop for
JEC materials development held in October 1996 at the Central Health Education BureauS This
workshop prepared HEB to develop posters and pamphlets on BS. Two posters and four pamphlets
were designed, pre-tested, revised and produced in 1997.

The first poster describes the benefits of birth spacing (which, it says, can lead to a "Happy, Healthy
Family" — which is the slogan of the programme). The poster includes information on service
Iocations The second poster highlights specific contraceptive methods and also gives contact points
for service delivery.
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Table 19: Assessment of the Quality of DOH IEC Materials

birth spacing methods used
each method, the
pamphlet describes its
benefits, how to use the
method, contraindications
to use, side effects and
locations where it is
available.

Other IEC materials
include three
videocassettes (produced
by MMCWA and
purchased byUINFPAfor
use at the township level
by DOH) and aBS
information slide for use
on television and at
cinemas.

The Team reviewed the
DOH IEC materials and
assessed their quality
using the"6 Cs" criteria
mentioned previously and
shown in Table 19. The
Team found the materials
varied in overall quality
but were generally good.

No. of Copies
Produced

Quantities of materials produced and distributed by DON by year are summarised in Table 20.
There is universal agreement that the quantities produced and distributed were grossly inadequate.
The team learned that in many townships, BS health workers and volunteers have only one sample
set of pamphlets for use during their motivation and education sessions with community members.
They have no additional copies to leave with the community, much less to distribute to interested

14 There is no information on RHJBS myths and misconceptions. Pamphlets do not contain any information on
HIVIALDS, Other STDs or abortion.
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Clear Correct Complete Capti— Culturally
appropriate

Clarifies
benefits

Pamphlets + + +11 + - +

Posters ++ +i- 4-i- + 4+ +

Video Cassettes + + - +
-

+ +

Slides for use on TV
and at cinemas

÷ ÷ + + +

++ good + = satisfactory - = unsatisfactory

Four pamphlets have been produced by HEB with IJNFPA finds, one on each of the four major
in the project (oral contraceptives, injectables, condoms and ItJDs). For

Table 20: Quantities of UNFPA-funded IEC Materials Produced
and Distributed by DOH

Type of Material

Pamphlets

No. of Copies
Distributed

1997 300,000(15,000 copies
x 4 pamphlets)

204,800

1998 300,000 (15,000 copies
xjpphIets)

160,000

1999 —
Total

0 95,200—

600,000 560,000

Posters
1991 255,000 (127,500

copies x 2 posters)
61,000

998 60,000 (30,000 copies x
2 posters)

120,000

1999 0 104,000
291,000Total 315,000

Mass_media
Videocassetteson

BSandHW/AIDS*
316 316

Slide for TV and
cinema

200 copies x I slide 1S3

* Produced by MMCWA and purchased from MMCWA
distribution

by UNFPA for



5.3 Community Education and Motivation (DOH)

counselling. Sixty-five basic health workers per township
course&

Table 21: Quantity of MMCWA LEC Materials
Produced and Distributed

Type of
Material

No. of Copies
Produced

No. of Copies
Distributed

Pamphlets
1996-7
1997-8
1998-9
Total

22,000
84,000
30,000

136,000

14,400
28,800
86,400

129,600
Posters

1996-7
1997-8
1998-9
1999
Total

2,000
14,000

0

0

16,000

1,440
1,440
5,700
3,000

11,580

DOH volunteers (the AMWs and CHWs)
are the lowest level educator/motivator
in the system. Initially it was hoped that
they would achieve wide coverage at the
grass roots level. While there is little, if
any, data from DOH on the effectiveness
or performance ofDOH volunteers, the
general sense of the Evaluation Team is
that they are not very effective. CHWs,
in particular, work largely on watey and
sanitation. BS is unrelated and not given
high priority. Since most are men, they
could serve as BS educators and
motivators for men at the community
level, but this does not seem to be
happening. In the second year of the
project, the number of MMCWA

It is difficult to estimate the I7EC coverage of the AtvfWs and CHWs, but it could theoretically reach
several hundred thousand people. information about numbers of health education events and
numbers of persons attending the events is reported on the "Client Status Monthly Report" and
shows an average of2,000 events and 20,000 listeners per township in 1998. Summary sheets
containing these data for 60 of the 72 IJNIFPA townships were made available to the Team but they
are difficult to interpret because the definitions of health education "frequency" and "number of
contacts" are not clear and the forms very greatly in the degree of detail recorded

The Evaluation Team observed &om its Own field visits, and from Back to Office Reports of the
UNFPA Assistant Representative, that much more IEC is needed at the community level since
detailed and accurate knowledge and education about BS is still low, especially in nirat area&
Although KAP surveys indicate that most people in Myanmar are aware of birth spacing, more
detailed probing reveals that this knowledge is superficial, not always technically accurate and that
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women. No flip charts or other educational materials have been provided for health staff or
vo'unteers. This makes it diflicutt to provide complete information on each method.

The column on copies distributed refers to distribution from tile central to the township levels. The
Team was unable to find out how many of the copies received at that level were distributed to RHCs
and to whom they were finally given. It would be useful to examine the current distribution system
before placing another large order for more materials.

The same conclusion holds for MMCWA materials. Table 21 summarises the amount of these
materials produced and distributed each year.

The major contribution of UNFPA to the IEC component was the training of health workers in fEC
and counselling. This training was part of the integrated training described in Chapter 4. Altogether
216 trainers from 72 townships and 30 trainers &om the StateiDivision levet were trained in IEC and

were then trained through multiplier

volunteers expanded to provide greater JEC coverage.



many myths and misconceptions prevail. Many of these misconceptions discourage women from
adopting or continuing with various BS methods.

Although the Government places a high priority on promotion of the IUD, it is not prominent in
either the DOH or MMCWA TEC activities. No special promotional activäies appear to have taken
place during the three and one-half years of the projecL It has been suggested that a special
information campaign could be launched as part of the "seasonal" DOH promotion of BS in
December 1999.

5.4 Community Education and Motivation (MMCWA)

MMCWA was selected as the agency to undertake a massive volunteer IEC programme, as it is a
national NGO with wide-reaching membership; it has experience using volunteers and has been
active in 85 (with IPPF fi.inding) since 1991. In addition to the 72 UNFPA-fünded townships,
MMCWA volunteers provide WC on US in 146 additional townships. Thus, the association has
experience and IEC coverage that could make expansion of BS services much easier.

The IJNFPA—fiinded component of MMCWA began in May 1996 with an Induction Workshop to
develop a workplan. Goals of the component were:

Training 360 trainers from 72 townships on the benefits of birth spacing, methods of
contraception, techniques of demand creation and counselling for birth spacing.

* Training of rural/township MMCWA volunteers from the 72 townships.
• Conducting training workshops on programme evaluation techniques for 72 MMCWA

volunteers.
• Preparation of training materials on motivation and counselling.
• Monitoring and supervision visits to township MMCWA volunteers.
• Development of a national strategy for BS/RH for extension to other townships

Each MMCWA member trained by the project is expected to motivate and educate from 10-20
women at the community level. MMCWA members often form groups and go together to visit
villages, which is not only more enjoyable, it also makes it easier for each member to achieve his or
her target. MMCWA expects to have provided RHIBS education and motivation to around 48,600
women in these 72 townships by the end of 1999. The Team learned that at least some volunteers
have made multiple visits to communities (sometimes the same and sometimes new communities) so
that the total number of contacts could easily reach several hundred thousand by the end of the year.

However, there is no way to validate whether these targets are actually being met because there is
no formal recording and reporting system in place. MMCWA recognises this and plans to develop a
reporting system in the upcoming project.

Finally, as with the DOH IEC programme, the Team did not note any special emphasis on the RiD
by MMCWA members. In one field visit, the Team was pleased to learn that most of the married
MMCWA members eligible to use contraception were actually using a method. However, none of
the volunteers in the group interviewed had ever used an HiD. Satisfied users can bevery influential
since they can speak from experience and explain the advantages and disadvantages of each method.
However, if none of the members in a group has TUD experience, that can give an unintentional
message to potential clients that the HiD is not a method they would recommend.
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5.5 Monitoring and Supervision
DOK planned to supervise the tEC aspects of the project through supervisory field trips, but
apparently visits have only been made to 12 townships (inconjunction with other aspects of BS/RH

activities).

DOH has also prepared separate supervisory LEC checklists for use at Township, RHC, Sub RHC
and community levels. For the first two levels, staff are asked to record types and numbers of
posters, pamphlets and EEC materials received and distributed as well as details of any IEC training
offered. For the community level, a separate checklist is meant to record information on whether
posters are being displayed, whether pamphlets are being distributed, whether IEC materials are
actually being used in health education sessions and any reactions of community members to the
materials. The checklists have been revised, reprinted and distributed but results were not available
to the Evaluation Team because they have not yet been returned to Central level and tabulated.
These forms seem to be more reporting mechanisms than supervision tools

MMCWA "evaluated the impact" of its initial training and multiplier training undertaken in 36
township& To accomplish this, one supervisorfrom each-township attended a monitoring
Workshop in Yangon in August 199T At that time, the achievements, strengths, weaknesses and
needs of the project were dkcussed. Subsequently, a monitoring team consisting of the Secretary
and Joint Secretaries of MMCWA, the Programme Officer of UNFPA and the Project Manager
made supervisory visits to five project townships in 1997 and nine in 1998. The findings of the visits
confirmed that the training had taken place and described the motivation process, but there was tittle
detail on the qualitative aspects of the activities, much less their effects on women in the
communities. On the basis of these visits, recommendations were made to expand the project

MMCWA has distributed an "Evaluation form for the MMCWA-UNFPA Joint Programme on Birth
Spacing Projects" but data were only collected once and no tabulations could be provided to the
Team. The form issupposed to provide information on whether the training took place, whether
trainers are still continuing to disseminate information, the number of couples counselled, and so
forth. Some records are apparently kept on an ongoing basis at township and branch association,
but these associations are not required to send the results to the central level. MMCWA recognises
the need for better supervision and plans to request assistance from IJNFPA to carry out a training
needs assessment and to develop a practical supervision system that will include reporting of
activities and results.

The Team also reviewed UNFPA's internal reports from periodic monitoring visits made to the field
by UNFPA's Assistant Representative. These reports generally spoke positively about the quality
and methods of training (both DOH and MMCWA) but continually emphasised the need for more
EEC materials.

5.6 Constraints and Facilitating Factors

• DOH and MMCWA central and local offices lack sufficient resources to mount extensive
[EC activities Paper is often in such short supply that even photocopies of pamphlets are
not feasible.

• Most BHS staff, AMWs and M.MCWA volunteers in local communities are residents. Thus,
they are familiar with the local language, culture and custom&

• Travel to outlying areas is difficult and expensive, especially in mountainous regions and
during the rainy season.
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5.7 Conclusions

• The DOH and MMCWA have done a remarkable job of producing and dktributing
informational materials and contacting potential clients about BS

• An impressive number and range of ifiC materials have been produced through the project.
• The BS pamphlets and posters are nforrnative, of high quality and useful.
• An extensive IEC volunteer outreach system has been put into place.
• There are insufficient quantkies of IEC inatedals for both DOll an4M.MCWA work.
• There is a tack of video players and monitors to show the BS videos at community1eveIs1

No WC materiaLs have been produced that especially promote the IUD.
• Many barriers exist for JEC to overcome in terms of counteracting misconceptions about BS
• Monitoring and evaluation of IEC is weak at all levels.
• MMCWA volunteers do not have transportation (except bicycles) to reach distant villages to

educate and motivate clients.
• The output of DOH volunteers appears to have been limited to date.
• The MMCWA programme has been very extensive in reach, but the quality and accuracy of

the WC iuiktrown.

There are at least three potential advantages of this MMCWA cadre: 1) There is relatively little
turnover ofMMCWA members, unlike there is with government's senior health workers. In any
case, they can practice BS advocacy in their new location, unlike TMOs, since they do not require
contraceptives; 2) MMCWA members work (an estimated 3-4 hours per week) at no cost to the

project; and 3) MMCWA members often provide supplementary support beyond IEC to persons in
need at community level, such as transportation to health centres and free or low-cost

contraceptives.

5.8 Recommendations

• A teview of the current fEC distribution should be undertaken.
• During the coming year, more copies of existing IEC materials should be produced and

distributed, subject to the availability of ftinds.
• A review should be undertaken of the appropriateness and effects of IEC ovtreach activities,

both by DOH and MMCWA.
• UNFPA should support M.MCWA in designing and undertaking: 1) an assessment of the

training and WC material needs of its volunteers in the project area; 2) designing, testing and
installing a practical supervision system that will also include recording and reporting of WC
activities and their results.

Some health staff interviewed mentioned that the videos were shown at video "houses" or "parlours" but the Team
could not coniinn how often this took place.
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6. BIRTH SPACING SERVICE DELIVERY

The health services delivery system is described in Chapter I. Birth spadng services in the 72

UNFPA-supported townships are provided primarily at urban and rural health centres. Hospitals do
a limited number of sterilisations and IUD insertions. In the health centres the BS is not provided as
a separate service. Rather it is usually integrated with other routine services, especiallywith MCH.
As noted previously, midwives are expected to spend part of their time in the communities, which
they do. They are not usually abte to visit alt of the viLlages in their jurisdiction, however, which
leaves a significant gap in BS coverage. The AMWs and some of the MMCWA volunteers take up
some of that gap. AMWs do not usually go beyond their own village. MMCWAS can, but they are
not usually available for follow-up. Both are usually restricted from dispensing contraceptives, so
the access gap remains large. Estimates are that about 30-35 percent of the population has no
access to any kind of health service, including BS.

Table 22: Birth Spacing Achievements 6.1 Birth Spacing Achievements

Expansion of services
Greater access

More methods

Contraceptives
JUD services

72 townships
1.5 million ELCOs

4 contraceptives

$1,451,000
Trained providers

________________________ _______________ Significant expansion of birth spacing services
has come about in the last three and one-half
years due to this project- Services have been
expanded from 20 townships in 1995 to 72 in
1999. This includes all of the towns in the 72

townships plus well over 8,200 viIlagethat
now have trained MW and/or AMWs. Thetotal number of eligible couples who now have access to
BS services in the project area is about 1.5 million. Many of these people are poor and live in rural
areas where such services were not available previously. The quantity and range of contraceptives
has also been expanded. IJNFPA has been providing an average of $360,000 worth of
contraceptives each year There are now four modern methods available: oral pills, injectables,
JUDs and condoms. The addition of the JUD, and the training ofTMOs, LHVs and some Nf\?ls in
insertion of IJJDs has made this method much more accessible and affordable than it was previously

One of the most important contributions of the

UNFPA project is contraceptives. By making
modem contraceptives available, UNFPA and the
MOH hope to increase their use, and, iliter alia,
contraceptive prevalence. The EUD is included to
improve the method mix, which s currently
dominated by hormonal methods. As Table 23
shows, injectables account for more than alt the
rest combined.

Getting adequate-supplies to the townships in a regular and frequent fashion has been a constant
problem. It can take 10-12 months from the time the contraceptives are ordered by DOH to the
time they are received by the townships (see ChapterS for a critique of the procurement system).
Many townships speed up the last step in the distribution process by going to Yangon and picking
the contraceptives up themselves.

The DOH could, but has not yet, distribute contraceptives in quantities that reflect the varying needs
of the townships. Instead, they continue to ship the same amount and mix to each township. This
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6.2 Commodities and Logistics Table 23: Contraceptive Procurement,
1996-1999

..fype Amount Percentage
Injectables $828,554 57.1

Oraf pills 505,412 34.8

IUDs 75,062 5.2—
2.9Condoms 42,458

Total $1,451,486.0
0

100



leads to shortages of the most popular contraceptives and surpluses of the least popular. It is not
possible for the townships to exchange surpluses because they must account for the contraceptives
supplied. One enterprising TMO, however, "borrowed" uijectables &om another township that had
a surplus. But he must pay them back when he receives his next shipment

Contraceptive shipments are infrequent and usually distributed only once each year instead of
quarterly, as had been recommended by the CST logistics advisor. The result is predictable —
periodic stockouts Myinmu Township, for example, had a steady supply of contraceptives from
1992-1994, then nothing in 1995-1996, then a supply in I997 nothing in 1998 and one in 1999.
This led to a loss of confidence by clients who could not rely on the DOH for supplies. The

township lost clients and the CPR declined as a result.

When rontraceptives run out the usual solution is to tell the clients to buy their own, which is much
more expensive. Some officials told the Team that this is part of the sustainability strategy, to get
people to contribute to the cost of BS services. However, according to a recent report, people tend
to buy the cheapest methods they can find (such as the Chinese injection or tablet), which are less

-effective and/or have significant side effects!6

In addition to contraceptives, UNFPA has provided some antibiotics for treatment of RTIs, JIJD kits
and examining tables, largely for RID insertions. Providers have asked for more RID kits and other
related paraphernalia Midwives have asked for stethoscopes so that they can check the blood
pressure of women who want pills and injectabtes. Apparently, the stethoscopes in the midwifery
kits had been removed to be given to hospital staff.

MMCWA receives some UNEPA contraceptives from some TMOs, but the Team could not
determine how prevalent this is. It appears to be retatvety rare. MIMCWA also receives some
contraceptives from PPF, as part of a $ 40-60,000 "core grant" that it receives each year. This
money is not just for BS, much less contraceptives. The money is used for the maternity shelters run
by MMCWA and tile contraceptives that are purchased are usually sent thert

6.3 Facility Renovation

TJNFPA provided a small amount of money ($1,500 per township, for a total of $108,000) to
strengthen the physical facilities in project townships through renovation and proviion of examining
tables (for J.UD insertion). The townships were allowed to decide for themseives what they wanted
to renovate. The only restriction was that the facility had to provide BS services, but it could be a
township hospital, MCH centre or an RI-IC.

Although the Team did not look at this topic drect1y, it was told that priority was given to the urban
centres. Since the amount of money was so small, it probably was best to concentrate on a single
centre rather than tzy to divide the fi.inds among the 10 or so urban, MCH and rural centres in each

township.

V/HO. "An Assessment of the Contraceptive Method Mix in Myauiinar.' Expanding Oions in Reproductive
Health, 1997.

RSFinaI.doc 8:10, 11/08/99



6.4 Birth Spacing Services

The package of BS services developed by the MOH is
summarised in the box. For various reasons, the only
service that has been emphasised so far is the provision
of contraceptives. The MWs and AMWs have little
time for community mobitisation and education,
counselling and referrals seem to be liniited, referrals
for tubal ligation are rare. BS counselling for women
who have had abortions does take place, but this is

usually in the hospitals.

Distribution of contraceptive services is a serious
problem. The project is built around physicians, of
whom there are very few. All who are in government
service are located at the township levels and many, Source: Department of Health Planning

especially TMOs, are subject to frequent transfers. They control IUD services, in particular. That
includes the training of all BHS staff in contraceptive service delivery They decide which LHVs and
MWs, f any, wilt be given practical training and allowed to insert IUDs. Since there are so few
physicians in the DOH system that can insert JUDs and train others in insertion (roughly three per
township), it is no wonder that the project is not having any effect on method mix. There are just
too few providers who are qualified to dispense this method and they are all in the towns and citie&

The DOH policy (at least for this project) is to train LHVs and lvfWs to dispense all contraceptives,

including injectables and IUDs. Most LHVs have been trained and some MWs at the MCH centres
have been trained, but many at the RHC and sub-RI-IC levels have not. Local policies vary,
however. Some TMOs support the policy but many do not. The fact is that most MV/s either have
not been trained in IUD insertion or are not allowed by the local TMO to insert IUDs. This severely
limits the capacity df the project to promote IUDs in rural areas. Women either have to travel to the
township hospital for an IUD (which is very expensive) or they have to wait until a physician comes
to a nearby MCH centre or RI-IC, which is quite rare.

The Team was told repeatedly that local women would prefer to have a female MW insert IUDs
because it can be done close to home, is less expensive and is more culturally comfortable. If this
seMce were provided, they said, there would be much higher acceptance of IUDs.

Cost is also a factor. Three clients interviewed in Alone RHC said that many in their village cannot
afford the contraceptives, although they want to practice BS. This was stated repeatedly at all sites
visited by all BHS staff inteMewed. In Gangar, users said that the LHV gives contraceptives free to
women in extreme need (those who are very poor, have many children, etc.). Some LHVs and
MWs help by providing small loans or accepting payments, but the MW or MIMCWA
volunteer has to guarantee them. The OB/Gyn at Mandalay Division Hospital said that they provide
HiD and injection services free but women need to buy the contraceptives themselves. Several
respondents believed that some providers promote pills and injectables over IUDs because they can
make more money on repeat visits, where an IUD lasts for years. Some said that the physicians do
not want to have competition for IUD services, so they do not train tvlIWs in this technique. The
Team cannot confirm either of these charges, but they were mentioned often.

FRay Hiay Aye, "EvaLuation Meeting Report on Subconiract; Managemern Infornimion Sysicin (MIS) in
Strengthening Birth Spacing Programme." Departrneni ofHealth Planning. 16 Sepicmber 1999.
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Birth Spacing Services

• Conimunty niobilisation and
education

• Provision of pills, injectables and
condoms; insertion of IJJDs after
screening for contra-indications

• Counselling, management and referral
for side-effects, method related

problems, method switching
• Referral for tubal ligation
• BS counselling for women with

complications and induced abortion.



Most of those we tatked to do not believe that AMWs should be allowed to distribute contraceptives
at all, least of alt IIJDs However, experience in other countries shows that such women can be

taught to provide contraceptive services, including injections and lUDs. A carefullyconstructed

competency-based trainng programme, such as that developed by JHPIEGO, could be adapted for
Myanmar. Those who pass the course and are certified competent should beallowed to provide
these services. Those who are not certified should not be allowed to,

Anecdotal evidence seems to indicate that some AMWs and some MWs are already giving injections
and inserting IUDs. It would be better if they were properly trained. The recent decision by the
DOH to train TBAs in safe delivery is a precedent that should be applied to training of AMWs and
MWs in RID insertion.

The Team learned that MIVICWA volunteers in most townships do not distribute any contraceptives
at all. They merely refer interested women to the MW. However, MMCWA volunteers in one
township that the Team visited are dispensing pills, condoms, injectables (vials and syringes) and
even RIDs. The clients are told to take the injectables to a MW for the shot and the RiD to the
hospital for insertion. The reason for doing this seems to be to save the client from being
overcharged for the contraceptives There is no telling whether the women do as instructed. There
are injectionists in most villages and it would be tempting to ask them to do the procedures.
MMCWA central says that this is not theirpolicy. Volunteers should not dispense contraceptive&
However, this could be an individual TMO decision to authorise MMCWA volunteers to dispense
these contraceptives. If that is the case, then MMCWA would have no objection. MMCWA central
does not believe this is happening without such authorisation, but acknowkdges that it does not
have a supervision system in place to find out. They plan to follow up.

The Team was unable to confirm that this practice is widespread, but several sources stated that
volunteers are dispensing pills and condoms (at a minimum) to new users and not just re-supplying
current users. Given the lack of medical background of most of these volunteers, the limited training
they receive in their "multiplier" course, the lack of supervision and the lack of record keeping, this
is a dangerous practice. The Team also believes that these volunteers shoffid only be providing re-
supplies of pills if they have the permission of the local MW, keep accurate data and provide those
data to the midwife.

There is no evidence that MI1VICWA volunteers in the 72 townships are giving injections or inserting
TUDs themselves The Team was told that they tell their clients to take the contraceptives to the
midwife for the service. During a subsequent discussion with JVIMCWA about this matter the Team
suggested a possible explanation Members who are also midwives, nurses, or physicians might be
dispensing these contraceptives n their role as MMCWA volunteers, They might also have the
authorisation of the TMO to do so. The Team learned from one informant that her aunt, who lives
in a non-project area, is a MIVICWA member and an AMW. She has been inserting IUDs for 20.
years. She also gives injections Thus, it could also be that some experienced AMWs like this
woman, could also be distributing and administering these contraceptives with or without the
blessing of the local TMO. Nevertheless, it would be best to make sure that no MMCWA member
dispenses injectabies or IIJDs. This should be left to trained providers in the DOH system who keep
records and are accountable for all contraceptives ditributed through the project.

Given the frequent shortages of pills and injectables, one would expect an increase in HiD use. They
are usually available and they last for up to eight years now. But that has not happened. The
method mix has not changed. People still prefer pills and injectables. DOH has done little to
promQte acceptance of this method.
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One of the DOH services noted above is "referral for tuba! ligation." This isa sensitive issue.

Voluntary steri!isation is a commonly-used method in Myanmar, as the FRI-IS shows. But it us

restricted. Women must obtain approval from a SteriUsation Board and the bureaucratic
-

requirements (five photos, certification of number of living children, etc.) are intimidating and tulle
consuming Nevertheless, providers are generally sympathetic and board approval is almost always
forthcoming. However, the process is so daunting that most BHS staff are reluctant to suggest VS,
except in the most desperate situations.

Voluntary (not forced) sterilisation is a service that should be more readily available to all women
and men who desire it, especially those who have completed their desired family size and do not
want any more children. There is no doubt that this is a serious decision and that counselling and
informed consent are essentiaL prerequisites. But the present system is not based on individual
choice. Until that system changes and includes VS as an option that couples can select, the DOH
will continue to downplay the advantages and availability of this method.

The Team observed no services or IEC sessions. However, eight users in two sites were
interviewed. All seemed satisfied with their methods. The methods selected seemed to be
appropriate given the physiological and mental states of the ctient& However, their know!edge of
the methods and such basic issues as how long an IUD lasts, common side effects, and so forth, was
inadequate. Combined with irregular supply of contraceptives, limited choice of methods, high costs
and limited follow-up (as well as poor supervision of staff, limited training, etc) this raises serious
doubts about the quality of the BS services.

6.5 Supervision
DOH has a supervision hierarchy, starting with the TMO and going all the way down to the AMW
and CHW In brief, the TMOs and/or THOs supervise the LHVs who supervise the MV/s who
supervise the AIvfWs. Due to the lack of ftinds for travel and the lack of time due to heavy
workloads there is very little supervision

Physicians, in particular, are in short supply and the TMOs and THOs have to assume greater
responsibility for clinical, administrative and public health activities. In the Sagaing Division there
are 353 sanctioned posts for physicians and 250 vacancies. Nyaung-Oo Township has 24 sanctioned
posts for physicians and 10 vacancies. It is easy to understand why the TMOs and THOs have very
little time or energy for supervision. The exception is the monthly meeting with RRC staff who
come in to collect their salaries Continuing education classes and orientations are sometimes held
during these meetings, but supervision is not really feasible, since the BHS staff are not at their
workstatjons

LHV supervision of MWs is more feasible but the LHVs have the same constraints of limited time
and travel finds. The MWs meet with the ANIWs frequently, especially at immunisation and grOwth
monitoring sessions. So there is more opportunity for supervision at that level. However, they are
also busy and it is not known how much time or inclination there is for supervision.

MMCWA does not yet have a supervisory system in the field. Multipliers (those who provide health
education to potential clients) seem to be pretty much on their own. They do not keep records and
they do not seem to prepare reports regularly. Some information is submitted by some volunteers to
the local branch, but this is not compiled and forwarded to the central office. MMCWA executives
explained to the Team that it is very difficult to require volunteers to keep records and prepare
reports. They volunteer to do something useftil for the community and not to do paperwork. If
pushed, they might stop volunteering. Nevertheless, MMCWA recognises the need for some form
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of supervision and is planning to request UNFPA support for an assessment of the volunteer lEG
activities and for development of a practical BS supervision and reporting system.

6.6 Community Cost SharingiSustainability

The government encourages community cost sharing (CCS) as a way to reduce costs and to prepare

for the time when UNFPA support ends. However, the government has not developed any policy or
guidelines to help the TMOs learn how to set up and manage such a fund. Thus, each of the 72
townships has set up its own version of a CCS fund. Prices are not standardised, rather eachBS

Committee sets them. The only guideline is that they must be no higher than the price in the open
market. -The RHCs have added a few Kyats to the township prices so that they, too, can set some
money aside. The local BS Committee sets those increases. For example, a township might charge
SOKs for a strip of pills and the RHC might add another lOKs to bring the total prce to the client to
6OKs.

Although government officials and donors laud the CCS initiative, here is widespread concern that
this system may be driving away those who cannot afford to pay the established prices The RH
Needs Assessment, for example, found that "cost (and in some cases perceived cost) present an
important barrier to service access." The assessment concludes that

There is a need to determine the effect ofcurrent cost sharing policies for birth spacing If
it is found that the associated user fees discourage women from seeking appropricu/e
reproductive health care, there will be a need to review and revise these guidelines'8

Theoretically, there are exemptions for the poor, but there are no guidelines for the exemptions or
for such alternative payment schemes as instalments and loans. Each rural BS Committee sets its
own exemption rules, which are not well-known, especially among the poor. Burmese are very
proud and price intimidation may be enough to drive such people away and to cause women to
neglect t9 get their next injection or strip of pills]9 The fact is there has been no study of the effect
of the CCS on acceptance and continuity of use of contraceptives. However, many of the clients,
N[Ws and AMWs that we interviewed said that there were people in their areas who could not even
afford the least expensive contraceptive.

The prices vary significantly among and within townships. Pills range from 5-100 Ks per strip,
injectabies from 30-200 Ks per vial and WilDs from 100-350 Ks. The money cot cted is split
between the township and the RHC and put into interest-bearing bank saving accounts.

The funds are all quite small. For example, Allakapa RHC = 113,222 Ks; Amarapura town =
231,760 Ks; Monywa Township = 289,000 Ks.; and Ahlone RHC = 289,000 Ks. These funds are
supposed to be used to continue the BS program after JJNFPA funding ends. Howev&, 200,000 Ks
will only buy enough pills or injections on the open market to serve about 100 couples for a year.
The average township has from 2-5,000 active users. The total collected from at! participating
townships in 1998 s the equivalent of $18,000; the total balance as of the end of 1998 was $42,000.
In contrast, UINEPA contraceptive contributions to these same townships is around $360,000 per
year And this is not enough.

'
A Reproductive Health Needs Assessment in Myaninar. P. 76.

' There is evidence from a project (l'at supports cIitd leethug centres that attetidance is down because the donor
videotaped women bringing their children to the centre. This was so eiñbarrassing that they stopped bringing tRek
children rather than admit thai they were too poor lo fecd them.
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Obviously, the small amount of money raised by the CCS is not going to go very far or last very

tong. In addition, the purchasing power of the funds actually declines the longer the money is kept
in the bank. Bank interest k much lower than the rate of inflation, which has been running 30—40

percent per year.

Most of the funds are not being used, either. When an R}TC or urban centre runs out of
contraceptives some TMOs purchase quality contraceptives on the open market so that clients will
not buy inferior, cheap, ineffective contraceptives. But most, according to a number of respondents,
do not use the funds to purchase replacements. Instead, they advise the clients to buy their own
contraceptives. Some TMOs say they have used some money to buy such supplies as paper to print
more client records or MIS forms. But most are unwilling to touch the funds, reportedly because
there are no guidelines as to what the funds can be used for. Some TMOs are afraid they will be
criticised or have to reimburse the fund if they spend the money for something that the DOH later
decides is improper.

There is also the potential for abuse of the CCS system. Because the prices are not standardised and
clearly displayed, some providers charge more than the established rate and keep the difference for
themselves. Providers have been known to charge 500, 700 and 1000 Kyats for an RiD insertion,
for example. This puts BS out of reach for those who are unwilling or unable to pay, according to
many informants, and is a significant indirect contributor to unwanted pregnancies, births and
abortions. The extent of this practice is unknown. The Team interviewed five clients in one R}TC
who used different contraceptives and none had been overcharged. All paid the established ratt
However, these same clients said that they know ormany others who woutd not use an RiD because
of its high cost. Because IiJDs often can only be obtained at the township hospital, the total cost
(including transportation, food, "contributions" to hospital funds, the cost of the I1JID and the cost of
the insertion) can total 1,000— 2,000Ks, depending on how many times the woman must return,2
The cost of having it removed is similar.

There are five arguments for CCS system: sustainability, replenishment of contraceptives;
investments to purchase other needed supplies/equipment; psychological satisfaction and symbolic
valua The first three are not happening Client satisfaction from contributing to the cost ofBS
services must be counterbalanced with the alienation felt by those who cannot afford to pay and/or
are too embarrassed to request free services. This latter group is probably the most vulnerable to
pregnancy and abortion. Symbolic value may be important to potential donors who may require
some evidence of cost sharing as a condition of their support, but this perspective should also be
tempered with a qualification that such schemes do not adversely affect the poor.

The truth is that we do not know what effect the CCS system is having on acceptance and continued
use of contraception. We also don't know if the charges for IiJDs, which are the highest (but the
lowest per year of effective protection) dissuade women from using IiJDs. The RH Needs
Assessment found that women would buy the cheapest contraceptive regardless of its effectivthess
or safety. One way to increase acceptance of I1JIDs might be to lower the price (or give them away
free) and increase the price of pills and injectables. Clearly, this matter deserves careful study.

20 Most women have to return lvice to get the insertion because the provider does a pregnancy check first and then
asks the woman to return alter her next menses. Seine have ic return a month or so after the insertion to make sure
the IUD has not been expelled or because of couiplains/coiicerns about side effects.
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6.7 Constraints and Facilitating Factors

• Climate, seasonal weather, distance and terrain limit distribution ofcontraceptves to rural
and remote areas, in particular.

• Health faciIites, furnishings and equipment are in such a poor state that renovation and
refurbishment would cost more than the total project budget.

• Travel funds and transportation are limited fQr healthstaff.
• Inflation affects the cost of contraceptives and the purchasing power of the CCS funds.
• Costs of contraceptives in the private market affect purchasing decisions. Women choose

the lowest priced brand.
• Government restrictions on mate and female voluntary steritisation inhibit health staff from

suggesting this method and clients for adopting it.
• IJNFPA's limited resources preclude it from providing substantial funding for HIV/AJDS

activities.
• Health staff are poorly paid and need to find outside sources of support. Charging for "free"

services is one popular option.

6.8 Conclusions

• BS services have been expanded significantly in 72 project townships.
• Access to modern contraceptive services has extended in rural areas and to the poor, where

the need is greatest.

• The project has also expanded the range of contraceptives so that couples now have a choice
of four methods: oral pills, injectables, lUDs and condoms.

• The contraceptive distribution system is seriously flawed. It is unable to provide a steady,
reliable, frequent, tirnety and appropriate mix of contraceptives to the townships.

• DOH has not done enough to promote acceptance of the HiD, which is an appropriate
method for many women As a result, the change expected in the method mix has not yet
occurred.

• The BS programme is built around physicians and fixed facilities, which severely limits the
delivery of contraceptive services.

• Provision of services by MWs and AMWs seems to be severely restricted by TMOs and
DON policies.

• MIMCWA volunteers in some townships are reported to be distributing condoms, pills and
even injectables and RiDs. This is a potentially dangerous practice.

• Voluntary sterilisation services are downplayed because of severe government restdctions.
• The project is doing very little directly to promote prevention of NIV/AJDS. Others are

taking care of this task and the project's indirect support is adequate.

• Clinical service quality appears to be satisfactory, but client knowledge of contraceptive
usage, side effects and other facts appears to be poor.

• There is little supervision of BHS staff and AMWs. There seems to be no supervision of
MIMCWA volunteers.

• The CCS system does not seem to be effective. It is inadequate for sustainabilitypurposes
and may actually be driving potential users from accepting or continuing to use birth spacing.

6.9 Recommendations

• UNFPA should continue providing support to existing BS services while redesigning a new
approach to service delivery.

• UNFPA should provide technical assistance to the DON and CMSD to upgrade the
contraceptive logistics system so that it can provide regular, timely and appropriate
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contraceptives to the townships.
• DOH and DFTP (HEB) should mount a major campaign to promote acceptance of the HJD

by providers and consumers aBke.
• The service delivery component should be redesigned so that instead of relying on physicians

and fixed facilities it would be built around midwives and community-based distribution
(CBD). This will expand access to service.s and should lead to greater use of contraception.

• UNFPA and DOH need to undertake an evaluation of the distribution of contraceptives by
MWs, AlviWs and M.MCWA volunteers.

• TJNFPA should advocate a DOH policy that woutd allow certified MWs and AMWs to
distribute contraceptives and to provide injection and JUD insertion services.

• MMCWA volunteers should not be allowed to distribute injectabies and LUDs and should
only provide re-supplies of pills if they have the permission of the oca1 MW, keep accurate
records and give those records to the local MW.

• IJNFPA should advocate a change in policy regarding voluntary steri1isaton to allow couples
that have reached their desired family size and do not want to have any more children to use
this method.

• More needs to be done in the future by IJNFPA and the government to develop strategies
and fund interventions to prevent abortions and HIV/AIDS.

• UNEPA should support a study of the quality of care ofBS services.
• Prices for project contraceptives should be fixed nation-wide to avoid confusion and to

prevent corruption.
• A study is needed of the effect of the CCS system on acceptance and continued use of

contraceptives. A study is also needed of the price elasticity of the various contraceptives to
determine if lowering its price could raise acceptance of UJD5.
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7. MANAGEMENT INFORMATION

UNFPA planned to strengthen the management of the BS programme by improving the collection,
processing and analysis of management information. This assistance focused on tw? areas. The first

was development of a management information system (MIS) for birth spacing services. This would

provide local and central managers with performance information that would allowthem to monitor

service delivery and to take corrective action, when warranted The second was generation of new
information that could be used in policy-making and programme planning. Two key studies were
priorities from the beginning: a national reprodudtive health survey and a prospective studyof
maternal mortahty. UNFPA expenditures on this component come to $815,919. or 22.5 percent of
total UNEPA expenditures over the four-year period.

7.1 MIS/Research Achievements

The project has been very productive in this
component. A management information system
for birth spacing has been developed, tested
and installed in all 72 townships. So far it
seems to be working very well. It will be
formally incorporated into the nationat HtvllS
when BS is provided in all 327 townships. An
eligible couple registration system has also been
designed, tested and established in all project
townships. When fully functional it should
provide very usduil data on BS needs and
achievements in each township — and for the project overall. A number of important research
projects have been undertaken and the preliminary results are already being used for policy
discussion and programme planning. These studies are highlighted in Table 24 and described, in
more detail Later in the chapter.

7.2 Management Information System

Fortunately, the MIS did not have to be built from scratch. After years of development, the national
Health Management Information System (HIVIIS)was implemented nation-wide in July 1995. This is
a service statistics system based on collection and processing of data from hospitals, health centres
and basic health workers. Data come from registers, field visit diaries, and the like. The HIvIIS is an
"integrated" system in that it includes data on 18 core programmes, including primary health care,
nutrition, health education, EPI, malaria, TB and so forth. It also covers service de1ivry, logstica1
supply and IEC. However, the system does not include Birth Spacing and Reproductive Health.

Thus, the plan was to develop a core set of indicators for BSIRH, develop the forms and procedures
for collecting, recording and reporting information on those indicators, test the system in the 72
townships, refine it, as necessary, and then integrate it into the H!vIiS. The last wilt be done when
the BSJRH services cover all of the 327 townships in the country. Registration of eligible couples
(ELCO) was not part of the original plan. It was added in 1997 and is now an integral part of the
MIS.

It is important to point out that MIVICWA is not a part of this system. That is, their activities in
support ofBS are not counted. Although it is technically an NGO, it is making a significant effort in
community education that should be documented.
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Birth spacing MIS
ELCO registration system
Fertility and Reproductive Health Survey
Maternal Mortality Survey
Cross—Border Migration and
Health Survey
Abortion Practices Study
Reproductive Health Needs

Reproductive

Assessment



7.2.1 Birth Spacing Indicators
The number of indicators in the HMIS has been reduced through a Delphi process undertaken in
1986 and tested over several years. The remaining indicators are called a "Minimum Essential Data
Set" The BSIRH, as a new addition of core services, also needs to identif' its own minimum set of
indicators. The DHP has retied heavily on the suggested indicators developed by the Technical and
Policy Division of UNFPA. A preliminary list of BS indicators for Myanmar was selected in national
jeminars and some are being tried out in the 72 UNEPA townships. Others are expected to come
from special studies or other sources. The list indudes 1 policy indicator, 11 input indicators, S
process indicators and 10 impact indicators. See the Appendix for the full list of BS indicators. The

indicators are broader than expected. That is, they go well beyond BS to include a number of MCH
indicators (for example, percentage of ANC coverage; under 5 mortality rate) and a few general
development indicators (GNP/capita, ratio of health centres/facilities: population. The Team was
asked by the CTA to find out if the list has been updated recently. It has not been revised, and the
H1vIIS director seems to believe that it does not need to be.

Indicators have also been developed for RTIs and STDs, HIV/AIDS as well as adolescent RH cart
The HIMIS already includes indicators for ANC, delivery and postpartum care, so it is already well-
positioned to provide data on the "essential service package for reproductive health." The four
priority RH services that Myanmar has selected are: maternal health (including safe motherhood and
prevention of abortion complications), birth spacing, RTIs/STDs and adolescent reproductive health.

7.22 Recording and Reporting
Data entry and reporting forms have been developed or modified and tested. These include a client
card, a user register, a register for drugs and commodities and an Eligible Couple (ELCO) register.
All of these forms are simple and relatively easy to fill out. The integrated training course described
in Chapter 4 includes a session on completing these forms. Those people who have been adequately
trained seem to have no problems filling out the forms and monthly reports. Staff in one R}IC
reported that the client card, for example, only takes a few minutes and the monthly compilation and
tabulation of data can be done in less than an hour.

Those who have not been trained have serious pràblems with the whole MIS. The TMO in Myinmu,
for example, listed the MIS as his biggest problem. The THO in Nyaung-Oo also complained. Both
had trouble with some concepts and definitions (new user, potential user, for example) as well as the
procedures for computing commodities distributed, number of dropouts, and so forth. Neither had
received the MIS training. The TMO had recently been transferred into a project township and the
THO was not able to attend the integrated training course. Both received shortened training that
included very little on the MIS.

The Hb.415 unit in Yangon has developed an attractive, standardised report summary for each of the
72 townships. It includes a small map of the township that shows the locations of DOH health
facilities, basic demographic data and five tables: BS Training; Users ofBS; Drug/Commodity
Status; User Status; and BS Commodities — all on one page. See an example in the Appendix.
These reports are alse kept up to date in the HMIS computers. All of these data are compiled
quarterly and annually. This is a very impressive MIS.

7.2.3 ELCO Registration
Another important element of the MIS is the annual registration of all eligible couples in each
township. Registration started in April 1997. Data were collected largely by the midwives in the
rural and urban health centres. Completed reports were received from 60 of the 72 townships in
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1998 (83 percent). See the Appendix for a summary of 1998 data. Updating for 1999 is currently
uerway.

These data are used to calculate CPR by method at each township, estimate the number of potential
users (unmet need), sources of methods, reasons for non-use and other relevant data. The data are
watched closely by township staff and are used to develop strategies and plans for increasing
coverage. Staff at the health centre level have not yet learned how to use the data for self-
monitoring. This information will eventually provide annual estimates of coffiracepuve prevalence at
the state/division and national levels, which should be very useftil for strategic and operational
planning as well as policyrmaking.

A number of problems have arisen, however. BHS staff did not always understand the ELCO
terminology and their own responsbiIities. For example, some did not understand the difference
between a "potential user" and a "non-potential user;" some did not realise that they were to register
all MWRA in a household, not just the primary coupit Most of these problems were worked out
during supervisory visits and/or refresher training. However, they pointed out the need for follow-
up and refresher training at the BHS as well as the township leveL

Midwives found that they did not have enough time to conduct the ELCO registration, which can
take a month or more. The solution was to train volunteers to help them. In most cases the lvfWs
called on the AMWs for help. But others helped, as well. These include MCWA volunteers, village
leaders, Fire Brigade, Red Cross and others. Underreporting remains a problem. The 1-ilvilS
director said that this is a system-wide problem. "Data quality is good, the problem is quantity."
This is especially true in remote areas. There is also a significant lag time. The central level has to
allow three months lag to get complete returns. Even that is not enough. As of September, only 58
townships have submitted reports for January 1999.

7.2.4 Focus Townships
Five townships were selected to test the feasibility of doing data entry, tabulation and analysis at the
township level. Computers and all necessary peripheral equipment and software were provided to
these townships. The TMO and a senior nurse from each township were given a week of training at
the HMIS centre in Yangon. Some also received a follow-up visit.

The Team visited one of the townships, Amarapura. The computer equipment was functioning well
in a secured, closed and air-conditioned room at the township hospital. All of the software
programmes were working but the TMO said that the training had not been enough. They did not
fed comfortable with the computer, the software or the procedures. They also dont have the time
needed to devote to this task The TMO, who is a strong supporter of the BS programme and a
natural problem soLver, found a solution. He knows a monk at a nearby monastery who has a
computer and a lot of free time. The monk processes the data for the TMO. Some help has also
come from colleagues at the university. The long-term solution to this problem, however is to hire a
dedicated staff person to handle all of the computer processing. An option would be to contract this
fUnction out to a private firm or consultant —or to nearby monasteries.

During the stakeholders' debriefing the HMIS Director stated that all five of the TMOs originally
trained were no longer in their townships. One had Wed and the other four were transferred. The
only solution to this problem, she said, is to train all TMOs and provide each township with the
necessary computer equipment. Although toiigue-in-cheek, this comment reflects the frustration
thataffects all parts of the system because of the over-reliance on TMOs who are frequently
transferred.
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7.2.5 Monitoring and Supervision
Monitoring and supervision is supposedly handled by the TMOs and supervisors via individual and

group interviews with BHS staff aswell as focus group discussions at the community level. Visits to

facilities and clinic observations are also part of the supervision process. Supervision is also carried

out by the TMO and THO at the regular staff meetings when BHS staff come to pick uptheir

monthly salaries. However, the Team was told repeatedly that supervision is rarely carried out in

practice due to heavy workloads and lack oftravel fUnds. Some TMOs have refUsed to accept new

projects because of this problem.

Two regional MIS evaluation workshops were held in September 1998 to assess progress.
Representatives of all 72 townships and the central level attended.

7.3 Surveys and Assessments

Every once in awhile an opportunity comes along to do a really important and useftil survey. That

happened here. There has been so little information gathered in Myanmar on population, fertility,
mortality and health status that the opportwiities for really meaningfit research arelegiori. UNFPA

chose to fUnd two very important studies at the outset of the project. The Team's opinion is that
this was a sound decision and money well spent. The FRHS and the MMS have already provided
extremely useftil information that has a myriad of practical applications — for policy making, planning
and programming. The RH Needs Assessment also provided usefUl information for RH planning.

The other studies supported by the project have not yet been completed but they also show the same
potentiai. The Cross-Border and abortion studies are extremely important from a development point
of view and their results are likely to be very influential.

7.3.1 Fertility and Reproductive Health Survey
This study began in August 1996. Data collection was carried out between March and May of 199T
A preliminary report was distributed in April 1998 and the final report and dissemination seminar
should be completed by the end of this year. From start to finish the study will have taken over three
years (40 months). This delay has been due to government review and approval procedures.

The objective of the FRITS was to assess the knowledge, attitudes and practices of MWRAswith
respect to BS/RH estimate levels and patterns related to fertility and infant and child mortality,
obtain data needed for selected demographic and BSIRH indicators and strengthen the capability of
the Population Office in planning and carrying out surveys.

This study received a tot of assistance from the CST. Of 29 CST project assignments to Myanmar
through 6/99 fUlly 10 were for FRHS. These included assistance in virtually all phases of the survey:

design, questionnaire development and testing, sampling, programming, data entry, data analysis and
report preparation. CST assistance was of exceptional quality, timely, responsive and very much
appreciated by POD, which has demonstrated that it has the capability for and interest in conducting
this type of research. In addition, the UNFPA CTA provided on-site technical assistance. There is
no doubt that this TA made a significant contribution to the success of the FR.HS.

There should be no doubt, as well, that this is an extremely important study. The fact that the
government has attached its logo to the report attests to its value as well as certi&ing to all that the

government considers the findings to be official. This certainly contributes to the credibility of the
results and the likelihood that they will be used by all government agencies.
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The last census was in 1983 and the last population survey was t99 I. The information gap in
Myanmar is extraordinary. It is practicalty impossible to prepare reasonable strategies and plans
without these basic data Yet, that is what has been going on for years.

The study is based on the Demographic and Health Survey (DHS) methodologies and, therefore, is
credible to government and donors alike. The sample was sizeable (22,000 households nation-wide)
and the design and execution were well done. The data cover a large number of health variables
(not just BS) and produce some unexpected and important findings (e.g., the role of abortion and
non-marriage on fertility).

There are some limitations as far as the project is concerned. Unfortunately, the data cannot be used
as a baseline for the UNFPA project because it is a national survey and the data cannot be
disaggregated to the 72 UNFPA provinces. That means that a follow-up survey would not be able
to assess the impact of UNFPA contributions. For some reason an important variable (source of
contraceptive service supply) was left out of the survey. This is unfortunate because of the pressing
need to identify the role of the private sector in the provision of contraceptives and ES services.2'

7.3.2 Maternal Mortality Survey
This study got underway in June 1996. Data collection covered 30 months, from December 1996
through May 1999. Maternal mortality is usually studied retrospectively and the available
methodologies are dependent on recall of very rare events that occurred years ago. The IvilvIS, in
contrast, isa prospective study that relies on the registration of all births and deaths in 40 rural and
urban townships that are nationally representative. The design conforms to WHO guidelines, whkh
lends to its credibility. Local "registrars" were trained to collect information quarterly on alt births
and deaths in their assigned study areas and to do in-depth "verbal autopsies" of all deaths to
females aged 10-SO. The data were processed centrally and distributed to DOH and IJNFPA oii a
quarterly basis to make sure that they were involved in the interpretation of the data. This was an
extremely important tactic because many reviewers did not accept the findings initially. The
consistent feeding of similar findings helped to change those views. The final report will be broadly
disseminated, starting with a major seminar that will be held at the end of the year..

Table 25: Maternal Mortality Data
The Team believes that the careful
design and execution of this study
has enabled the researchers to

produce findings that will have
high credibility among political
leaders, donors, health providers
and researchers alike. The study
was very well done.

The need for credible data on

maternal mortality in Myanmar
was obvious. The indirect
estimates of the government and

donor organisations ranged from

Variable Urban Rural TotaL

Total population 123,494 281,211 404305
Total births 6.090 17,775 23,865
Total deaths 2,506 6,672 9,178
Maternal deaths 28 92 120
Crude birth rate 19.7 25.3 23.6
Crude death rate 8.1 9.5 9.1

Maternal mortality ratio 459.8
—

517.6 502.8
Maternal deaths due to other apparent causes 14

MJvIIR (24 months excluding other apparent
causes)

444.2

Source: ENVIPRO Final Report on MaternaL Mortality Study
(Octobei 1996 to July 1999), September 1999.

21 Apparenfly, after much discussion, this variable was aininedbecause it was thought that ky!ed eofa source of
supply was adequate. Of course, Ehe thu that someone knows where a service is offercd does not mean that they
actually use that source.
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100 to 700 maternal deaths for every 100.000 live births. With that wide a range it was impossible
to determine f there was a significant problem or not. The survey results should help to put that
issue to rest. However, the main purpose of the study was to identit3' the causes of maternal
mortality. Everyone knew that the MItvI ratio was high and that abortion was probably a major
contributor. But there were no credible data to prove that Now there are and the policy
implications are much clearer. Emergency obstetrical care, better access to maternal care, better
referral procedures and prevention of unsafe abortion are likely to emerge as the most important
interventions needed, The government is likely to accept those conclusions due to this study.

The •CTA played an important role in the design and execution of this study. The contractor,
ENVIPRO, did a very professional job in carrying it out The government, to its credit, has acted
responsibly in accepting the findings and endorsing the study. Because costs are so low in
Myanmar, the study was a bargain.

Several weaknesses were identified in the course of the study. One of the most important was the
burden on the registrars who had to cover several villages. The solution seems to be to recruit
registrars from villagers to keep track of births and deaths in their own villages. Also, the sample,
although larger than most, is still small (120 maternal deathsl23,865 live births).

7.3. 3 Cross-Border Migration and Reproductive Health Survey
This study just got underway this year and will be completed in one site by December. It is clearly
of high interest to the government as wet! as to donors and service providers. The objective is to
assess the nature of cross-border migration (between Myanmar and Thailand) and its relationship to
RH, especially WV transmission. Although the emphasis is on I-HV/AIDS, the questionnaires
include all of the variables used in the FRHS. So it is quite comprehensive.

The CST has been providing extensive TA to this study as well as to the FRHS. The Population
Department, which is responsible for the FRHS, is also conducting this study. Although it is too
early to tell what will come from it, all indications are that it will be well done and well received.
The government is very interested and, therefore, extremely supportive.

If there are any shortcomings it is in the limited geographic scope. The study was originally planned
to be undertaken in three sites. The number was reduced to one in 1999 for lack of funds and the
stretched capacity in POD. UNFPA is interested in funding another site along the Thai border and
also one more on the Chinese border. Another issue is that no programmatic interventions have
been identified to date, although the final report is expected to suggest some priority areas for
education and services, especially in HIVIAJDS. Hopefully, this will attract donor ffinding.

7.2.4 Abortion Study
In 1998 a study on abortion practices was included in the project document. A $20,000 study was
commissioned by DOll but it was more a KAP study on birth spacing22 than a study of abortion
practices. UNFPA negotiated a compromise whereby half of the hinds went to this study and the
remaining half to a new study that examines the incidence of and reasons for abortion.

The second study got underway in September 1998 and is to be completed by December 1999 The
study covers three townships in the Bago Division, one of which isa IJNFPA-sponsored birth

22 Birth Spacing and 115 Relaled Issues in Kltayan Area. Yangon Division. 1999.
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spacing township. Among other things, the study attempts to analyse the impact of BS activities on
abortion practices. In addition to measurI1g the overall incidence of abortion, the study examines
the perceptions of clients and health providers toward abortion and abortion-seeking behaviour

This is the first study of its kind in Myanmar and it has the strong backing of the government, which
is not only interested in learning what the study produces but also in formulating strategies for
preventing unsafe abortions. UNFPA should be congratulated for taking the risk to support thk
sensitive, but very important, study. The study design includes the formulation of interventions.

7.2.5 RH Needs Assessment
This was a!so introduced in the 1998 project document. It was carried out by a niuttidisciplinary
team of national and international consuttants that met with key officials and stakeholders,
conducted site visits to six townships and then drafted a relatively detailed report. This was all done
in May 1998. The draft report was presented to the stakeholders, revised, reviewed by the team
members and submitted to IJNFPA in June. The report was published in March 1999 after review
by UNFPA and the government.

The assessment was commissioned because several of the UN agencies expected that a reproductive
health programme of assistance would be developed soon. UNFPA, which has the mandate from
ICPD to promote the implementation of reproductive health, seemed to be the logical agency to
sponsor such an assessment.

The information in the report is clearly useful and timely, particularly if one or more donor agencies
are willing and able to provide the necessary resources to implement its recommendations. As with
other studies, this one also bears the government iogo, which gives it the status of an official
government document.

7.3.6 Other Studies
Two studies that were proposed in 1999 were put on hold, due to the inability to decide which
agency should be responsible for conducting them. The first was a study of Adolescent
Reproductive Health Practices and Perceptions. The second was on Contraceptive Requirements,
Forecasting and Logistics. Both of these studies are important and UNFPA hopes to include them in
the upcoming project for 2000.

7.4 Constraints and Facilitating Factors
• Staff transfers, especially ofTMOs, seriously affect the momentum of the project. At a

minimum they increase the need for addtiona! training in MIS and ELCO registration.
• Distance and travel, especially in remote areas, lead to delays in MIS reporting.
• Government review and clearance of research results is very slow, thus delaying action on

recommendations.

• Myanmar has very limited technical and financial resources to undertake this type of
research. The DOH, as an example, has limited research capability.

7.5 Conclusions

• The BS MIS is working we!]. Data collection, recording and reporting all seem to be
working well.

• MIMCWA activities and accomplishments are not recorded or reported.
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• The quality of data appears quite good. The problem is quantity, that is, there are problems
with underreporthig.

• Some of the preliminary 85 indicators go well beyond BS itself to include MCH and general

development.
• ELCO registration also appears to be quite good This is an important source of very useful

information on contraceptive prevalence.
• Training is the key to quality in this area. Ifthe training is inadequate or incomplete then the

staff have significant problems and make lots of mistakes.
• It appears difficult for TMOs and LIIVs in the focus townships to enter and process MIS

data for their own use. They lack time and confidence. Turnover of TMOs again points to
the effects of concentrating the project on that position.

• The FRHS and MMS were well designed and implemented. Their results should be very
valuable for policy, planning and programming.

• The Cross-Borderand Abortion Practicesstudies also appear to be careftilly designed and
implementedi They both address issues that are of high priority to the government and
should be extremely useful in formulating strategic interventions.

• The RH Needs Assessment provided interesting information that should be very useful when
and if donor support can be mobilised for the expansion of RH services.

7.6 Recommendations

• IJNFPA should continue to support the development, installation and refinement of the MIS
and ELCO registration systems.

• The list of BS variables should be pared to include only those that deal directly with BS.
• Refresher training in MIS/ELCO registraüon needs to be scheduled at least once per year for

BHS staff and volunteers who collect the data.
• DHP needs to ppoint a dedicated computer operator to process the MIS data in each of the

focus township& An alternative would be to contract this out to a private firm or consultant.
• N4!vICWA activities should be incorporated into the MIS.
• The MMS should be continued, if economically feasible, for another two-three years to

generate a larger, and therefore, more accurate/credible ratio.
• UNFPA should (and/or encourage other donors to) support the next round of FRHS planned

for 2001.

• DOH does not have adequate research capability and world-wide experience shows that it is
not worthwhile to invest in developing it. Future research projects should be assigned to
organisations that have such capability and a proven track record (e.g, ENVIPRO, POD,
and several international NGOs).

• If the next project includes a research agenda there are a number of topics that should
receive priority. These include replication of the Cross-border and Abortion Practices
studies in other areas, development of a study of Adolescent RH and Sexual Practices and a
study of Contraceptive Logistics. If UNFPA cannot fbnd all of these studies it should
encourage other donors (e.g., UNDP and UNICEF) to do so.
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8. PROJECT MANAGEMENT

8.1 Procurement

Supplies Rinded and procured by
UNFPA for the government's BSIRH
programme include oral and injectable

contraceptives, ITJD5, condoms and
drugs for RTIs. To determine the

efficiency of the procurement process,
the Evaluation Team tracked the

general speed of the various steps of

the procurement process (see Table
26). Procurement moves siowly at

several key points: shipping, DOH
preparation of the distribution list, and
Central Medical Supply Depot
(CMSD) distribution.

Table 26: Procurement and Distribution Process

Process — Time Cumulative

DOH request to
IJNFPAJFO
IJNFPA FO to HQ 1 week 1 week

HQ biprcess 1.5 months 7 weeks

Shipping — 4.5 months 25 weeks

Port clearance 2 weeks 27 weeks

DOll distribution list 4 months 43 weeks

Township 1 month 47 weeks

CMSD distribution 3.5 mouths 57 weeks

Total 13 months

Contraceptives (and other supplies) used to be sent from the central level to the district and then on
to the township. To reduce delays, DOH decided to ship directly to the townships. But delays still
occur. Two of these, DOH preparation of a distribution list and CMSD distribution, could be
speeded up. DOH still sends out equal shipments to at! townships, so there is no reason for the four-
month delay to prepare a distribution list. Even if the list were prepared on the basis of individual
need, it could be part of the original request submitted to UNFPA.

CMSD distribution is constrained by seasonal variations in the weather (rain and landslides preclude
distribution to a number of townships in remote areas), budget and CMSD's routing schedu!
CMSD does not have the resources for continua! distribution, even on a monthly basis. The
schedule calls for distribution to one or two states/divisions each month. This means that an
individual township that cannot pick up its supplies in Yangon may have to wait three months for an
order to arrive.

Table 27: Number of Monthly Township
Reports Received, January-July 1999

January 58

February 59

March 58

April 52

May 50
June 41

34July

contraceptiv& DOE! or DHP should be able
of contraceptives. But that is constrained by
townships have still not been rec&ved.

- The system is a'so compromised by
shortcomings in MIS reporting (see Table
27). The system is set up to track stock on
hand but the reports do not come in to the
central level as rapidly as they should. Some
take 3-6 months to arrive. For example,the
Team requested copies of the latest monthly
reports. These include information on actual

method mix (users by type of contraceptive)
and contraceptive supplies (quantities
distributed and on hand by type of

to use this information for forecasting and procurement

incomplete reporting. January reports from 14

In addition, long-term commodity planning, funding and procurement are impossible with
programming limited to only one-year cycles. Creation of a regional UNFPA project/Rind for
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contraceptives that could serve Myanmar more easily has been suggested as one solution to this

problem.

8.2 Technical Assistance

Technical assistance came primarily from the CTA in Myanmar and CST in Bangkok- When
needed, the project called on national consultants, external consultants and staff from UNFPA's
Technical Support Services in New York. TA was requested and provided primarily hi research,
IEC and counselling, training, logistics and gender. The country office reported that this TA,
especially that of the CST, was timely and effective

As an illustration of CST support, from January to June of 1999, three CST members made a total
of seven person-visits to Myanmar, primarily in the area of programme and project backstopping for
the FRHS and Cross Border studies. In 1998, six CST members made a total of nine person-visits
to Myanmar, to serve as resource persons for IEC workshops and other training and to provide
backstopping to various studies and surveys.

Table 8: CST Technical Assistance Visits to Myanniar, ApriL
1996-September 1999

Activity Missions Person days Percent —

MIS/Research —
Training

11 20 159 66.0
6 8 46 19.1

FEC 1 2 12 10
Service Delivery 1 1 8 3.3

Projplanning 1

20

2 16

241

66
Total 33 100

The most significant TA was in support of the FRETS and the CBMRHS. The CTA and the CST

provided a large quantity of assistance, from study design and sample selection to analysis and report
preparation. Altogethei, 20 consultant visits were made between October 1996 and September
1999. The high quality of these studies reflects the high quality of this assistance as well as the
increased capabilities of the POD staff In contrast, no CST assistance was provided to the MIS,
perhaps because it wasn't needed. Logistics TA was limited to two visits at the start of the project.
TA in training and JEC was also limited to the start-up period. It seems clear that the achievements
of the project are directly related to the quantity, as well as the quality, of TA. The EBBS, MMS
and CBMIRHS benefited most from CST and CTA assistanca All other areas suffered from the
limited TA provided, in particular training and logistics.

8.3 Financial Management

Financial management of the UNFPAJM RHIBS project appears to work efficiently fromthe
UINFPA and DON sides.

Budget line item transfers are required approximately two times per year to meet changing

programme needs, but these are easily and expeditiously approved by UNFPAJBangkok. The most
common transfers are from the international consultant line item (which has not been needed as
much as expected) to contraceptive procurement.

Exchange rate regulations peculiar to Myanmar have forced UNFPA to find an efficient way to
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transfer funds to implementing agendes. Funds provided dftectly to the government are exchanged
at the official rate oF6 Kyats/USS I. Since the market exchange rate is currently 350 KsIUS$ 1, this
Would reduce the buythg power of the Funds iimnensely. To avoid t}is LJNFPA issued a contract to
the DOH and the DOH issued subcontracts to all of the other implementing entities (DHP POD,

MIvICWA, ENVIPRO, etc.). However, this contracting mechanism has had an unexpected effect as

the DOH has tried to control alt of the subcontractors. UNFPA plans to prepare separate projects
with more than one organisation in the fiture In addition, foreign exchange reaubtions have been
eased, which will make funding easier.

UNFPA HQ handles commodity purchases. UNFPA also pays directly for personnel, administration
and related costs. The funds executed directly by the DOH are actually quite small and are
monitored by UNFPA P0. Funds are allocated to various standard budget categories through a
workplan that is worked out jcintiy between UNFPA and the various implementing agencies. When
a particular activity is completed (such as first !evel training or data collection for a study) the
subcontractor will submit a request for payment. The T.JNFPA FO verifies that the activity has been
completed and submits a payment request to IJNDP, which writes a check to the subcontractor
LTNFPA keeps track of and reports all project expenditures regularly The Team had no problem
getting complete expenditure data from the IJNFPA FO.

8.4 Co-ordination and Collaboration

Project collaboration with other UN agencies, such as UNDP, UNICEF aid UNHCR, has been
attempted, but is difficult to implement due to differences in execution modalities. For example, the
initial project document called for UNFPA and UNDP to collaborate in six townships where both
were scheduled to operate. UNDP agreed to provide S400,000 of contraceptives in these townships
and UNFPA would provide technical and training inputs. Unfortunately, the fact that one
organisation was working through the government and the other could not made coUaboration
probkmatic. UNDP and UNFPA are still interested in finding a way to work together. The Team
visited a UNDP project site in Chaung-Oo where the UNDP field officer made a strong case for
future collaboration, with UNUP paying for contraceptives and UNFPA providing the technical and
training assistance in 135 that IJNDP needs.

IJNFPA and UNICEF also agreed to collaborate in six other townships where both were working.
This worked out better. UNICEF does not provide or distribute contracepIves, but has both thnds
for and ongoing relationships with providers of fEC for RHJBS. UNFPA provided the
contraceptives and BS training that complements UNICEF's maternal care and HI V/AIDS
interventions. Together, in these six townships, they have found areas of complernentarity and have
integrated their assistance. This is particularly effective, as these townships have high HIV
seroprevalence. UNFPA and UNICEF have joined together to provide JEC and condoms, resulting
in increased condom utilisation rates. Further expansion of this I.JNFPAJUNICEF collaboration has
only been limited by I.ThJFPA's funding ceiling. Technical exchanges between tJNFPA and UNICEF
occur both formally and informally on a regular basis.

IJNFPA has attempted to participate actively in all regular mechanisms that have been established
for co-ordination within United Nations agencies in Myanmar — some of thesemechanisms (in
particular, the UN working groups) have been more active and relevant than others. UNFPA took
the lead in establishing at least oneof these groups (that on gender).

ReE4lionshps with bilateral donors are limited, by definition, as there are few bilateral donors
supporting Myanmar. Those external groups that are active in Myanmar are small international
NGOs. Relationships with those that are active in RET/ES appear to be good and one tangible
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example of this is the collaboration UNFPA achieved with the Population Council and ICOMP on
the RH Needs Assessment mission.

A finat example of creative collaboration is the joint UNFPAIUNICEF funding of one of the
members of this Evaluation Team. The same team member will be jointly funded for a future
mission on the prevention of mother-to-child transmission of HIV — a problem of concern to both
agencies Similarly, UNICEF also provided a prbject officer and the European Union (EU) provided
a Regional Advisor as Team members for part of the mission.

Finally, the project has a Task Force that is made up of representatives from all of the project
implementing agencies and UNFPA. This group meets periodically, usually to sort out problems
that arise. It has been a useful co-ordination mechanism as well.

8.5 Monitoring and Evaluation

UNEPA and the DOH employ a variety of mechanisms to monitor and evaluate project performance.
These include monthly reports, site visits and periodic meeting&

8.5.1 DHP MIS Reports on Birth Spacing
This is probably the most regular and consistent monitoring mechanism. The reports are produced
by each township and submitted to DI-IP each month where they are cornpiled The DHP provides
quarterly and annual reports that DOH and TJNFPA find useful in monitoring progress along such
key indicators as contraceptive prevalence, method mix, contraceptive supplies, training events and
so forth. Examples of these reports can be found in the Appendix. As mentioned earlier, a
significant problem is late reporting.

8.5.2 DOH Supervision Visits

Supervision has been acknowledged as weak throughout the health care system and that is the case
in the BS project. A special BS checklist for supervision and monitoring of JEC was devetoped,
pretested, revised and distributed to the States and Divisions in 1998. The checklist is actually used
as a reporting mechanism rather than an on-site supervision tool. The forms have been sent to
THOs to fill out and return to the central HEB. DOH has a checklist for monitoring BS service
delivery, but it is rarely used. MMCWA does not conduct any format supervision of field activities
as yet. The association is interested in developing systems to do so, however. See Chapter 4 for
more details.

8.5.3 UNFPA Field Visits

The tJNFPA staff, going back to 1997, makes periodic field visits. "Back to Office"reports are
prepared at the end of each visit, usually by the Assistant UNFPA Representative. The visits
typically cover a small number of sites (three to five towiiships) and last only a few days. They are
not meant to produce an assessment of overall project performance as much as a snapshot of
performance in a variety of settings. Nevertheless, they provide valuable insights. Because the
findings are similar across townships and over time, the information is useful for monitoring and
evaluation.

The reports are brief and include various types of information. There are positive flnding
(awareness ofBS is high, LEC posters and pamphlets have been distributed), constraints that are
beyond the control of the project (high turnover among TMOs; under-reporting of infant deaths),
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fkis (substantial prevalence of male and female sterilisation, most abortions are performed by
untrained TBAs), problems in implementation (no follow-up after training, no handover mechanism
for revolving funds when TMOs are transferred), needs (GPs want medicines to treat RTIs, more
contraceptives are needed) and recommendations (there should be one ELCO registrar per village,
LHVs and MV/s should be trained to insert RiDs).

8.5.4 CST Field Visits
CST advisers also contributed to monitoring in those cases where follow-up visits were made by the
same advisor. The CST reports sometimes identi& actions that were recommended during a
previous visit, endorsed by the IJNFPA Representative/Country Director but not yet undertaken.
Often, however, there was no foflow-up and the advisors seemed to be cautious in raising such
issues. They were rarely mentioned in subsequent reports.

8.5.5 Tripartite Project Review Meetings
Two such meetings have been he]d The first wIsinOctober 1997; only a lew months after the
project actually began. The second was in March 1999, which was 1¼ years after the first meeting.
The reports of these meetings give the impression that theywere largely ceremonial, descriptive and
superficiaL The thscussion section of the first report notes that the project concept and design were
fine, progress was satisfactory and there were no significant implementation problems. No special
action was needed nor was an evaluation needed. This despite the fact that the start of the project
had been delayed for a year, the training needs assessment was not undertaken, a training curriculum
was not developed, and so on.

The second report tauds the accomplishments of all concerned ("the activities of1993...[wereJ filly
achieved," "there has been sgniflcant progress in every aspect of [the] project..") and the
significant problems identified in this evaluation were minimised. Some external constraints are
identified (transportation difficulties, shortage oflEUl) insertion facilities, non-affordability of certain
contraceptives) but even these were said to have been dealt with by "corrective actions" that were
undertaken during monitoring visits. The report ends abruptly, apparently because the National
Project Director (NPD) ended the meeting abruptly. There was no discussion, even of the
workplan, which was one of the key agenda items.

These meetings may serve a politicat purpose (bringing the government and UNFPA together) but
they do not seem to serve much of a monitoring or evaluation purpose. Design and implementation
problems do not seem to be identified, much less addressed. The success of these meetings also
depends greatly on the interest and leadership ofthe NPD,

8.6 Constraints and Facilitating Factors

• Lack of resources and infrastructure, which affect aD project activities
• UN agencies have different execution modalities, which hindersjoint planning and co-

ordination of programming.

• There is a very short history of government experience in managing EPor BS programmes,
resulting from the late entry of Myanmar into the BS field.

• IJNFPAJM is required to programme only one year at a time to stay within the US$1
million/year ceiling, since UNFPAJM programmes have not been submitted for formal
Executive Board approval. This makes effective long-term planning and programme
management difficult, if not impossible, and creates special challenges in the area of
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procurement of contraceptives and other commodities.

8.7 Conclusions

• The procurement arid distribution systems are not working as well as they can tinder current
conditions. However, much of the advice provided by the CST logistics expert has not yet
been acted upon.

• Technical assistance is crucial to success in this type of project The assistance provided to
the research activities of POD, in particular, was very useful. Similar contributions to
training, IEC andMIS might have improved the progress of these components.

• The CTAwas sorely needed and made a significant contribution to the research projects.
However, in retrospect, a resident expert in training andlor IEC was also needed.

• The short-term advice provided by the CST experts in these areas was of high quatity but, in
many key areas, not acted upon.

• UNFPA financial management has been satisfactory.
• !JNFPA collaboration with UNTCEF has been effective, Similar collaboration with IJNDP

was attempted but infeasible due to differences in execution modalities.
• Monitoring and evaluation is relatively weak in this project, especially at the field level. This

is particularly noticeable in training, TEC and service delivery.

8.8 Recommendations

• The procurement and distribution system for contraceptives (and other commodities) needs
to be upgraded A meduni-terrn advisor, or frequent visits from a logistical consultant, is
needed to bring about improvements in the system.

• JJNFPA should gear its fUture technical assktance to those areas that are most in need,
namely, training, TEC and service delivery.

• UNFPA should provide a long-term resident advisor who is an expert in training and fEC
Language training should be budgeted for this person as consultant effectiveness is directly
related to communication capability.

• !JNFPA should continue seeking ways to collaborate with UNICEF and JJNDP in the future.
For example, if UNDP can provide contraceptive support in exchange for technical and
training inputs from UNFPA, that would be one way to enable !JNFPA to expand coverage
to additional townships.

• Monitoring and evaluation need to be strengthened, both in the national agencies (DOHand
MMCWA) and !JNFPA.
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9. CoNcuislows AND RECOMMENDATIONS

9.1 General Conclusions

9.1.1 Accomplishments
Birth spacing services have been expanded signiflcantty in all 72-project townships. This is a major
achievement given that practically no such services were available before 1991 in the public sector
Well over 1.5 million couples have been given greater access to birth spacing through this project.
Particularly important is the extension of access to modern contraceptive services in rural areas and
to the poor, where need is greatest.

The project also expanded the range olcontraceptives so that couples now have a choice of four
methods: oral pills, injectables, IUDs and condoms. The introduction of a long-lasting IUD,
together with trained providers who know how to insert and remove them, finally brought a long-
term, non-hormonal method within reach of hundreds of thousands of women.

mc has been a particularly visible activity In addition to distribution of pamphlets and materials,
BHS staff and MMCWA vcilunteers have informed tens of thousands of women about BS and B5
methods. Integrated BS training has been offered to almost all front tine workers, from TMOs and
other township medkal staff to LHVs and MWs at the RHC and sub-RHC leve!s. Training has aiso
been provided to most of the AMW and MMCWA volunteers in these townships

Significant progress has been made in setting up a vabIe BS management information system and an
ELCO registration system. Valuable studies on fertility and reproductive health, maternal mortality,
abortion and BSIHTV/A.IDS in a border area have been undertaken.

All in all, the project has accomplished a great deal, especially given the limited resources UNFPA
has been able to provide and the severe constraints that exist in Myanmar

9.1.2 Challenges
However, there are a number of design and implementation problems that limit the effectiveness of
the project. There are not enough contraceptives to meet the demand; the contraceptive distribution
system is unable to provide a steady reliable, frequent, timely and appropriate mix of contraceptives
to the townships. The BS programme is built around physicians (particularly TMOs) and fixed
facilities which severely limits the delivery of contraceptive services. Provision of services by MV/s
and AN[Ws is severely restricted by TMOs and DOH policies. This limits services to the poor and
to those in rural areas, in particular. Voluntary sterilisation services are downplayed because of
severe government restrictions. The project is doing very little directly to promote prevention of
HIV/AIDS, but its indirect support is helpful. clinical service quality appears to be satisfactory, but
client knowledge of contraceptive usage, side effects and other factsappears to be poor. There is
little supervision ofBHS staff and AlvIWs. There seems to be no supervision of MJvIcWA
volunteers. The ccs system is inadequate for sustainability purposes and may actually be driving
potential users from accepting or continuing to use birth spacing.

No curricula have been developed for the training courses and there are few, ifany, individuals
skilled in training methodology. Training ha relied upon traditional, non-participatory methods of
classroom teaching that often provide more knowledge and fewer skills than are necessary to do a
job. The training programme is not competency-based and there is little follow-up or supervision.
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JEC materials, while of high quality, are severely Iinted for training as well as distribution to
potential clients. Not enough has been done to promote acceptance of the hiD, which is an
appropriate method for many women. As a result, the change expected in the method mix has not
yet occurred, MIMCWA's outreach efforts are extensive, but the quality and accuracy of their LEC
is unknown, as is the effectiveness ofthese efforts in recruiting women to BS.

The quality of MIS data appears quite good, but the problem is quantity, that is, underreporting and
tare reporting. MIMCWA field activities and acconiplishnients are not reported and incorporated
into the BS MIS. Training is the key to quality in both the MIS and ELCO registration If the
training is inadequate or incomplete then the staff have significant problems and make lots of
mistakes.

9.2 General Recommendations

Some of these challenges can be resolved relatively easily; others will be more difficult and may
require policy and institutional changes. All of them will require substantial external support over an
extended period, which the Team- realises- may not be forthcoming. Assuming that the necessary
resources can be raised, the Team recommends I) that the present project be extended through 2000
while a new approach is developed; 2) that the new approach be implemented in the 72 townships as
soon after that as possible, say 2001-2005; and 3) that this be fottowed by reptication of the
approach in all remaining townships — together with expansion of services to include all other

priority RH services—say 2006—2010.

9.2.1 Immediate: Continue and Redesign — 2000
The most important immediate objective would be to continue the pjct in the 72 townships as
currently structured. This includes provision of necessary contraceptives, conduct of new and
refresher training, production and distribution of additional IEC materials and refinement of the
MIJS/ELCO registration system That is, the first priority would be to maintain what has already
been achieved.

At the same time, a new approach should be designed that will overcome the structural problems in
the current project. Chief among these problems are the reliance on TMOs, the unbaianced method

mix, the attempt to serve everyone and the lack of attention to the next generation — the adolescents
and the young adults. The key elements that are suggested by the Team are:

CBD as a core strategy: The overall approach should be redesigned to focus on community-
based distribution of contraceptives (CBD). This is essential if the DOH is going to expand
access to BS where it is most lacking — among the poor and those in rural areas.

Midwives as the key providers: The key to the above is the shift of primary responsibility for.
services from the TMO, hospitals, MCH Centres and other more urban facilities to the midwives
and auxiliary midwives who are the key providers in the rural areas. These women need to be
trained in and allowed to provide all contraceptive services. This strategy should also reduce the
excessive demand on the TMO who acts as the main manager, main provider, main
administrator, main MIS operator, main trainer and main logistics co-ordinator;

lUll as a major long-term method: IUID services should be brought as close to the people as
possibie by training MWs and AMWs to provide this service — and by mounting a factual
information campaign to educate ELCOs, providers and policyrmakers about the many
advantages of IiJfJs over other available methods — at least for those couples who do not want
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to have any more children

Market segmentation: Social markeilog strategies should be introduced into (he public seclor
to help policy makers and providers understand the advantages to all of segmenting(lie niaret.
The objective is to encourage those who are able to pay for BS services to shift to the private
sector for their BS services and supplies. Those who cannot afford to pay would remain the

prime beneficiaries ofpublic sector services and contraceptives. Careful segmentation arid
marketing strategies can result in increased sales for the private sector, reduced costs for the
public sector and increases in contraceptive use overall.

Young people as a special target: This strategy also needs to be extended to young people,
some ofwhom (especially in urban areas) will prefer the anonymity of the private sector and
others of whom (especially n rural areas) witt prefer the convenient and less expensive public
sector. The prime objective of both, of course, would be to avoid unwanted pregnancies that
could lead to unwanted abortions and their complications.

These new approaches will have imptications for training, IEC, service delivery, management
information as well as policies, budgets, and so on. The operational issues wilt require the most
resources and technical assistance. Hopefully, IJNFPA and other donors will be able to provide the
needed support. The recommendations of the Team for improvements in training, for example, need
to be applied to the new approach as welt. This will mean redesigning the training strategy to focus
more on CBD, midwives, IUDs, market segmentation and young people The same holds tnre for

WC, service delivery and MIS/Research. A significant amount of technical expertise is likely to be
needed in addition w local resources to develop this new approach.

Equally important is the introduction of operations research (OR) techniques to identify and then
test solutions to many of the new procedures that will need to be developed. For example,
supervision ofMMCWA volunteer activities will need to be designed to adapt to the new approach.
What woufd the role of MIMCWA be in a system that places emphasis on CBD, MW5, IUD5, market
segmentation and young people? That system will need to be designed and tested before it is
implemented. That is where operations research can be helpful.

9.2.2 Intermediate: Install and Implement in 72 Townships — 2001-5
Once a "model" approach has been developed and tested in one or more townships, the next phase
would be to implement that model in all 72 townships. This may be done incrementatly, of course.
But it is likely to take several years and to require a great deal of monitoring and adaptation to make
sure that the general model fits local needs, customs and culture.

9.2.3 Long-term: Expand to All Townships, Expand RH Services — 2006-10
The final phase would expand the model to all remaining townships and expand the services to
include as many of the other priority RH services as seem appropriate. These may include, for

example:

Sterilisation: Increased access to surgical contraception for those men and women who have
reached their desired family size, want to preserve the health and well-being of their family and
do not want to be burdened by an unwanted pregnancy.

Emergency obstetrical care: Simple systems to ensure that unnecessary maternal deaths are
avoided by ensuring that essential information about the woman can be sent out rapidly, that

BSFinaI.doc 6! 8:10, 11108199



family members, local health workers and trained providers understand the need for rapid action
and transport and that women can he transported rapidly to appropriate medical faculties, if

required

Post-abortion care: Safe treatment of abortion cornpiicatons together with sensitive
counselling on contraceptive use and provision of appropriate contraceptives to ensure that there
are no repeat abortions.

Reproductive Tract Jufections Expanded screening, diagnosis and treatment of common
infections by local personnel, especially inidwifes.

STDs, HIV/AIDS: Expanded prevention and detection services to cover larger portions of at-
risk populations.

Other RET interventions: Expansion to include other ICPD-recommended services, such as

reproductive cancer screening; infertility screening and counseiling, sexuality education,
prevention of harmful practices.

93 Specific Recommendations for Immediate Action (2000)

Service Delivery. Priorities for the new programme would include upgrading the contraceptive
logistics system so that it can provide regular, timely and appropriate contraceptives to the
townships UNFPA shou'd provide technical assistance to the DOH and CMSD to do this. DOH
and DHP (HEB) should mount a major campaign to promote acceptance of the HiD by providers
and consumers alike. The service delivery component should be redesigned so that instead of
reLying heavily on physicians and fixed facilities it would be built around midwives and community-
based distribution (CBD). This will expand access to services and shoutd lead to greater use of
contraception. UNEPA and DOH need to undertake an evaluation of the distribution of
contraceptives by N{Ws, AMWs and MIMCWA volunteers. IJNFPA should advocate a DOH policy
that would allow certified MWs and AtvlWs to distribute contraceptives and to provide injection and
ITJD insertion services. However, MIMCWA volunteers should not be allowed to distribute
injectables and LUDs and should only provide re-supplies of pills if they have the permksion of the
local MW, keep accurate records and give those records to the local MW. UNFPA should advocate
a change in policy regarding voluntary sterilisation to allow couples that have reached their desired
family size and do not want to have any more children to use this method. More needs to be done in
the future to develop strategies and fund interventions to prevent abortions and HIV/AIDS.
UNFPA should support a study of the quality of care of BS services and assist the DOH to take
appropriate steps to improve QOC. Prices for contraceptives should be fixed nation-wide to avoid
confusion and to prevent corruption. A study should be commissioned of the effect ofthe CCS
system on acceptance and continued use of contraceptives. A study is also needed of the price
elasticity of the various contraceptives to determine if lowering its price could raise acceptance of
IUDs.

Management Informatiofi System. UNFPA should continue to support the development and
installation of the MIS and ELCO registration systern& They may need to be modified if a new
B S/RH service delivery model is developed. MMCWA activities should be incorporated into the
MIS. The list ofBS variables should be pared to include only those that deal directly with BS and
RH. This should reduce recording and reporting workloads. Refresher training in MIS/ELCO
registration needs to be scheduled at least once per year for BHS staff and volunteers who collect
the data to ensure that quality and accuracy reunain high and that reports are submitted on time,
TMOs and LHVs should no longer be trained as computer operators. If data entry and processing
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are to be decentralised — vhich should happen everitualty, in any case — then a dedicated computer
operator should be appointed or this task should be contracied otd to a private urn

Rese8rcll Although the field rescaicli costs are relatively inexpensive, UNIPA and the government
will need to decide how much of their scarce resources vilI be devoted to this activity. Priority
should be given to those studies that support the development and installation of the new approach
that the Team is proposing This means more emphasis on operational research and evaluation

rather than sample surveys

Nevertheless, if resources permit, there are a number of sEudies that should be undertaken. The
MIVIS should be continued, if economically feasible, for another two-three years to generate a larger,
and therefore, more credible sample. UNFPA should (and/or encourage other donors to) support
the next round ofFRHS planned for 2001. Other important topics nclude the replication of the
Cross-border Study (including expansion to sites along the Chinese border), additional abortion
studies in other townships, development of a study of adoiescent RH and sexual practices and a
study of contraceptive logisics IfUNFPA cannot fund all of these studies it shouid encourage
other donors to do so.

Aithough the DOH may wish to conduct some research studies itself, this should not be encouraged
DOH is an operational, not a research entity and its staff are already overburdened. It would take a
'arge investment to develop an adequate research capability World-wide experience has shown that
this type of investment is rarely productive or sustainable. IJNFPA should contract organkations
that a!ready have an institutional research capabUity and proven track record

Training. For the transidon year 2000, continue training new TMOs who enter the 72 UNFPA
townships as an interim measure, while working toward training MWs to perform more of the
TMOs' functions in the future Recruit a long-term (one year) training advisor with expertise in
planning and implementation of participatory trzdning and development, testing, use and evaluation
ouTEC. Obtain commitment to assign a fuII-tme local counterpart to work with this long-term
advisor. Develop better mechanisms to ensure that the advice of CST and other consultants is acted
upon in future training programmes. Train MWs and AMIWs in HID insertion and injectables and
secure approval for them to deliver both.

As part of planning for the forthcoming five-year country programme (2001-2005), develop a mode!
for a more effective long-term training programme that addresses the many concerns raised by this
Evaluation Team. This would include assisting government to review the entire structure of the BS
programme with a view to orienting it to a less physician-dependent model and a more competency-
based system. Develop a plan with DOH for redirecting the current training of male HAs and
CHWs and find ways to develop and train a cadre of mate community ifiotivators for BS.
Experience from other countries indicates that increasing the awareness and securing the support of
men for BS can increase male responsibility for contraception as well as their support for their
female partners' choice of contraception. Review the appropriateness and effectiveness of the
IVIIVICWA JEC and motivation system to determine whether revisions are needed in this approach.
Help fund and develop a simple supervision and reporting system for MMCWA IEC activities.

Expand training in ES for privae practitioners.

TEC. During the transiion year 2000, more copies of existing IEC materials need to be produced
and distributed. With the assistance of the new training/lEG advisor that the Team recommends,

review the appropliateness and quality of exising IEC materials. Revise the materials in keeping
with the recommendation to restructure the ES IEC and training programmes. Produce sufficient
copies for the first haIfof200I-2005. Review the quality of performance ofivflvlCWA v&unteers
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before investing in further expansion of that programme.

9.4 Gaining Support for RI-fIBS in Myanmar

The Team is very aware that implementation of many of its recommendations depends on approval
of a multi-year TJNFPA country programnie The Team is also aware that political considerations
are tikely to outweigh humanitarian ones when the UNFPA Board is asked to approve such a
programme. However, the Team also believes that those who examine the current project as it
stands will be impressed with what has been accomplished by the thousands of highly dedicated, civil
servants who somehow manage to get something done under very difficult conditions. They witi
also be moved by the plight of the millions of needy people inside and outside of the project area
who desperately need help — help that they cannot get because of events beyond their understanding
and controL The Team hopes that some way can be found to provide this helpS
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APPENDIX A: TERMS OF REFERENCE

Evaluation of the UNEPA-Supported
Birth Spacing Project in Myanmar

14 Scptcmber — 12 October 1999

Terms of Reference

Backf round

The Birth Spacing Project MYAI95IPO2 supported by IJNFPA started in rnd-I996 with a budget of
$3,487,230 over a period of 36 months. The project is scheduled to be completed in December
1999. The main implementing and co-ordinating agency is the BS/MCH Section of the Department
of Health (DOH), Ministry of Health,

The Birth SpacingQeproductive Health (BSIRH) services are provided by DOH through its network
of Division/State, District and Township Hospitals and urban and rural health centres in 72 out of
the total 324 townships. The other components are implemented by other departments and
institutions: IEC activities by Health Education Bureau; MIS activities by the Department of Health
Planning; Fertility and Reproductive Health Survey (FRHS) by the Department of Population,
Ministry of Immgraton and Population; involvement of volunteers in BS/RH and HIV/AIDS
prevention by the Myanmar Maternal and Child Welfare Association (MIMCWA), and the Township
Medical Officers and field network; and the Longitudinal Study on Maternal Mortality by an NGO
(ENVIPRO). Additional studies which were considered important and relevant were initiated during
the conduct of the project, such as the Cross Border Migration and Reproductive Health Survey by
the Department of Population, and Abortion Study by the Department of Health.

The project uses a co-ordinated programme approach by integrating BSIRH services with IEC, MIS
and logistic system, a full fledged training programme, and the conduct of F1{HS and Maternal
Mortality Study.

Technical assistance and nionitoring support are provided by the Chief Technical Adviser (CTA) and
the UNFPA Country Director's Office. In addition, technical backstopping is provided by national
consultants, TSS, and IJNFPAJCST for East and South-East Asia,

Development of skills in undertaken through provision of long-term and short-term fellowships
including attachment study abroad. Contraceptive supplies and equipment such as computers,
audio-visual equipment, copiers, etc. including vehicles have been provided for smooth
implementation of the project.

Purpose

The purpose of the evaluation of this project is to (a) assess the design, relevance, progress and
performance; (b) identif\' Factors to improve efficiency and effectiveness; and (c) provide data to
inform future programme deve!oprnent and policy decisions, noting the special circumstances of
My a n m a r.
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An evaluation of the project is scheduled from 14 September to 12 October 1999 (four weeks).
This comprises one week of field visits and the remaining three weeks will be spent in reviewing the
available materials, discussions with concerned officials and implementing partners, and preparation
of the evaluation report.

The Evaluation will be undertaken by a team of internaüonal and national consultants not previously
involved with the design or implementation of the project. The findings and recommendations of
this Evaluation will serve as an input for future IJNFPA support to the RHIBS project in Myanmar.

Terms o(Referenc&

The Evaluation Team is expected to analyse and assess the JJNFPA-assisted BSIRH project in the
following areas:

I. adequacy and appropriateness of the design of the project in light of the circumstances and
existing information at the time of formulation, i.e. the extent to which the outputs were
derived from an accurate assessment of needs, and if project activities proposed would
contribute to the achievement of the outputs;

2. implementation of the project activities, in quality and quantity, and to the extent possible,
the impact of activities on the beneficiaries;

3. extent to which gender issues have been taken into account and the extent to which
stakeholders have benefited from, and participated in, all stages of the project formulation
and implementaticn;

4. extent to which the project has contributed to national capacity building;
5. adequacy, relevance and cost-effectiveness of technical assistance (Chief Technical Adviser,

Technical Support Services and Country Support Team Advisers and national advisers);
6. adequacy and effectiveness of the rotes and responsibilities (including the management of

resources) of UNFPA, and implementing agencies, and noting the UNFPA management
stmcture;

7. the extent and feasibility of collaborañon and co-ordination with other donors;
& sustainability of project achievements after completion of the project period;
9. achievements, constraints, and lessons learned from the project, which will be useflil in

addressing challenges for future programming.

The Evaluation is expected to cover various activities undertaken in the project such as training,
service delivery, monitoring mechanisms, contraceptive and dmgs supply and logistics, TEC and
activities related to strengthening of data base. The Evalualion Team is also expected to review the

following:

I. the extent to which the project has been able to accomplish training/retraining (both in- and out—
of-country) of health workers in the general area of RH with particutar emphasis on BS (health
workers inctude Basic Health Workers, Health Managers, as well as Community Health
Volunteers), and training of non-medical staff in HiD insertion; the extent of staff turn-over and
its implications for training. The appropriateness and adequacy of different types of training
materials developed for the managerial level as well as the Basic Health Workers;

2 the extent to which Myanmar Maternal and Child Welfare Association (MEMCWA) has been
strengthened through training programmes for their members at the Divisional/Township levels
as well as mral health volunteers;

3. the extent to which the service delivery System has been strengthened through training and
provision of equipment and supplies; whether accessibility to and acceptability of services have
improved;
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4 development, production and distribution of JEC materials; their use in training at various levels;

5 the extent to which BS/RH services have been integrated with general health services.

identification of gaps and constraints in the delivery of services The extent o which gender

concerns, quality ofcare concerns and sustainability issues have been addressed in the project,

6. the extent to which awareness concerning HIV/MDS/STD5 has been raised, and preventive and

curative STDs services integrated with RHJBS services,
7 the extent to which project has been able to co-ordinate birth spacingactivities with UN, NGOs,

civil society, and private sector partners;
& provision ofequipinent to different components of the BS project; procurement and supply of

contraceptives and drug supplies; problems encountered in storageand distribution;

9. the establishment of appropriate monitoring and evaluation procedures andmechanisms; their

functioning; and identification of constraints. Operational issues related to service delivery, such

as recording and reporting requirements, staff workload, transportation, communication, client

interaction and satisfaction, adequacy of commodities, etc.;
10. strengthening of data base at both national and sub-national levels with respect to all aspects of

RH; attempts in obtaining important indicators such as TFR, CPR, IMR, MMR as well as

establishing prevalence of other RI-I components; and with particular reference to the surveys

and assessment missions, conducted by the project;
ii. evidence regarding improved contraceptive acceptability and practice, whether there are

indications of improvements in maternal death and unsafe abortion situations,
12. adequacy of the monitoring and evaluation components of the projects their design,

implementation and follow-up.
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APPENDIX B: INDIVIDUALS CONTACTED AND SITES VISITED

Government
Ministry of Health

Department of Health
Dr. Soe Aung, Deputy Director General (Public Health / Disease Control)
Dr. Win Myint, Assistant Director (Basic Health School)
Dr. Thet Thet Zin, Assistant Director (School Health)
Dr. Theingi Myint, Medical Officer

Mandalay
Divisionat Heatth Office

Dr. Aye Aye Myint Deputy Director
Dr. Than Tun Myint, Team leader, Nutrition

Mandatay Generat Hospitat
Dr. Daw Khin MiMi Lwin, Obstetrician & Gynaecologist (O/G)
Dr. Daw Khin Them Oo, O/G
Dr. Saw Lwin, Lecturer, O/G
Dr. Kyi Kyl Myint, Demonstrator, O/G

Am ant Pu ra

Amarapura Hospital
Dr. Zaw Win, Township Medical Officer
Dr Mya Mya Mon, Assistant Surgeon

MMCWA
Daw Tin Tin Aye, Secretary
Daw Su Thet Khine, Joint Secretary
Daw Myint Myint Than, Chairman, Amarapura Township

Shwe Kyet Yet
RIEC

U Bo Ni, Health Assistant (HA)
Daw Aye, Lady Health Visitor (LHV)

MCWA
Daw Kyu Kyu Sein, President
Daw Ye Ye Win, Member

Sagaing
Sagaing Hospital

Dr. Kyaw Shein, Divisional Health Director
Dr. Soe Lwin Nyein, Assistant Director
Dr. Khin San, Nutrition Team Member

MCWA
Daw Than Than Oo, Secretary, Divisional Supervisory Committee

Mo nywa
Dr Daw Mya Yee, Deputy Divisional Health Director
Dr. Than Tun, Team Leader, STD
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My him ii
Dr. Zaw Zaw, Township Health Officer

Chaung Oo
Dr. Nu Nu Aye, Human Development Officer (HDQ)
U Hoke San, HDO

Nyaung-Oo
Hospital

Dr. Nwe Ni, Township Health Officer
Dr. Naw Lay Paw, O/G

MCWA
Daw Ni Ni, Patron
Daw Nyunt Shwe, Chairman (Township)
Daw Myint Myint Than, Secretary (Township)
Daw Sit May, Chairman, Pagan (Sub-Association)
Daw Saw Ohmmar, Joint Secretary, Pagan
Daw Nyunt Nyunt Htay, Secretary, Sint-Ku
Daw San Mya, Joint Secretary, Sing-Ku

Gantgar RHC
U Kyaw Win, HA
Daw Naw Tha Wah, LHV
Daw Tin Tin Ohn, MW

Department of Health Planning
Daw Htay Htay Aye, Director
Dr. U Soe Myint, Director
Dr. Daw Khin Than Oo, Deputy Director, Central Health Bureau
Dr. Pc Thet Htoon, Assistant Director

Central Women's Hospital
Dr. Katherine BaThike, Obstetrician & Gynaecologist
Dr. Tracy Sein, Prof: Preventive and Tropical Medicine

Ministry of Immigration and Population, Population Department
U Tin 'lee, Director General
U Myo Mm, Dy. Director General
Daw Khin May Aung, Director
Daw Soe Soe Aung, Director
Daw Tin Tin Nunt, Adviser
Daw Tin Tin Myint, Dy. Director
UMin Han, Dy. Director
U Aung TI-tan, Dy. Director
U Myint Them, Assistant Director
U Maung Maung Myint, Assistant Director
U Nyi Nyl, Assistant Director

Jnternatona! NOGs
Marie Stopes Internationat (MSL) & staff

Dr. Daw Khin Tar Tar. Programme Dk-ector
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Dr. Ye Mon Myint, Programme Manager

Population Services International Myanniar (PSI) & staff
Mr. Steven Honeymãn, Country Representative
Dr. Tin Maung Win, Senior Programme Manager
Dr. Nyo Nyo Mm, Reproductive Health Project Co-ordinator
Dr. Myint Myint Sein
Dr. Tin Aung, Research Officer
Dr. Khjn Sandar Vee
Dr. Tin Oo, Project Officer, Mandalay

National NGOs
Myanmar Maternal and Child Welfare Association (MMCWA)

Prof. Daw Kyu Kyti Swe, President
Dr. Khin Win Kyti, Joint Secretary-2
Dr. U Saw Naing, Executive Director

ENVIPRO (Myanmar) Co. Ltd.
U Khin Kyu, Managing Director
U Ko Lay, Manager
Daw Cherry Aye

UN Agencies
UNDP

Mr. Patrice Coeur-Bizot, Resident Representative
Mr. James W. Rawley, Deputy Resident Representative
U Hia Myint Hpu, Programme Manager
Dr. San San Myint, Programme Manager

UNICEF
Dr. Juan R. Aguilar, Resident Representative
Ms. Rosella Morelli, Deputy Representative
Dr. Christiane Dricot d'Ans, Senior Project Officer
Mr. Christopher W. Davids, Planning Officer
Daw Khin Win Thin, Project Officer
Dr. Kyaw Win, Project Officer

WHO
Dr. Klaus Wagner, WHO Representative
Dr. Myo Paing, Nationa! Programme Officer

APPENDIX C: DOCUMENTS REVIEWED

Project Documents
• MYAJ9SIPQ2
• MYAJ97IPO1
• MYAJ97IPO2
• MYAJ98IPO1
• MYAJ98IPO2
• MYAJ99IPO1)
• 1996 UNEPA Programming Mission Report
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Population Information
• 1991 Population Changes and Fertility Survey Report
• 1997 Fertility and Reproductive Health Survey Report
• Household Questionnaires and Individual Questionnaires(FEMS)
• Househoid Questionnaires and Individual Questionnaires Cross
• Border Migration and Reproductive Health Study
• Maternal Mortality Study —Prepared by ENVIPRO
• Maternal Mortality Study (draft) Report
• Report on Exploratory Trips to Enhance Accuracy of Registration
• and Current State of Maternal Mortality in Myanmar
• Study on Maternal Health, In-depth Questionnaire for Maternal Deaths
• MIS reporting and recording formats

Periodic Reports from activity managers

• Activity statement of MMCWA
• Activity statement on fEC component of Birth Spacing Project
• APR and TPR reports
• Progress Reports on MMS for TPR meeting 1998 (prepared by ENVIPRO)
• CST/TSS Mission Reports
• Supervisory and monitoring trips Reports -Back to office reports
• Abortion Study — Birth Spacing and Its Related Issues in Kayan Area,
• Yangon, Division, 1999

Training manuaTs and IEC materials

UNFPA Guidelines on Evaluation

• Present UNICEF Country Programme
• (Draft) Strategy Paper for Myanmar — UNICEF Country Programme, 200 1-2005
• (Draft) Situation Analysis of Children and Women in Myanmar, August 1999
• Handbook on Human Development Indicators, 1998
• IJNDP Human Development Report 1998
• Needs Assessment On Contraceptive Method Mix with WHO

National Health Plan
• Draft National Population Policy
• National Plan of Action (Draft) for ICPD, Programme of Action

World Bank Economic Mission Report, Yangon, Myanmar (Draft)
• June 14-30, (Aide Memoire and Part I —Human Development An Overview)
• Country Report for Myanmar (31d quarter 1998, & 2 quarter 1999), prepared by The

Economic Inteiligence Unit, UK

Reproductive Health
• Implementing the Reproductive Health Vision: Progress and Future, Challenges for UNEPA,

June 1999
• MYAJ94IPO1: Reports on "Women's Reproductive Health" and "Study on Contraceptive

Acceptability"
o 1998 Reproductive Health Needs Assessment Report
• Contraceptive Acceptability Study, MYAJ94/PO1, DOH/DMPJUNFPA, January 1998
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• HIV/AIDS
• UNAIDS National Strategy to Support I-U V/AIDS Prevention and Care in Myanmar, 1999-

2001 (Draft)
• A Synthesis of Social, Behavioural and Economic Research Studies on WV Infection and

AiDS Conducted in Myanmar
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APPENDIX F: EXPENDITURES, UNFPA BIRTH SPACING PROJECT, 1996-1999
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APPENDIX F: BIRTH SPACING/REPRODUCTIVE HEALTH SERVICES

.An(E3tUIIII (;iic (JYCI l4'C

I. Counsciiug nd education [or brcast [ceding, :ot,niuruty, [tuG, Ut)per

Nutrition, BS, rest, cxercisc ctc.

2. Detec(ion and rc[errall management [or complications Thiiiniufli(y, RF[C Upper

3. l•rnn-iunizatiobu [or Tetanus prevcntion onirnunity, RITIC, Upper

4. Treatmcnt of Malaria, Tuberculosis Community, R1{C, Upper

5 Provsipn o[AN care :ommunity, RI-IC, Upper

6. Provision of fcrrous sulphate Thrnmunity, RHC, Upper

7.Diagnosis trcatrnent of RTIs & STDs RI-IC, Upper

Delivery Services

I. Clean homc delivcry with delivery kits Communit, RHC

2. Institutional delivcry services Upper

I Recognition at danger signal & refcrral Community, RI-iC

4 Supcrvision of home deliveries Community, RI-IC

5. Treatmcnt for infection Sub-center

6. Management of referral cases & fccdback to refcrrat sources MCI-I, Upper

7. Treatment of pregnancy complications Upper

8. Management of obstetrical emergencies Station/Township/District

Postpartum Services

1. PM care (5 Visits:<24hr7-jO days & 5-6 wks) Community, RT{C, Upper

2. I3rcast-feeding support Community, R}IC, Upper
3. 135 counseling & services Community, RHC, Upper

4. Nutrition education & Supplemcnts Community, RHC, Upper

5. Treatment of puerperal sepsis Community, RHC, Uppcr

6. Managcmcnt of neonatal hypothermia Community, RHC, Upper

7. Management of low birth weight infants by feeding, Community, RHC, Upper

tcmpcrature control & infection prevention methods

8. Outreach care within 24 hrs of dclivery Conimunit, SubRHC

[9.
Treatnicnt [or sonic & rc[erral for other corupitcatlo

-

fl Community, RE1C {
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tO. i\laciagcincn( for mild & modcratc asphyxia Of (lie ness—born

I!. i\'tatiagcnici.i( (Pf SOIflCfl rcfcrtcd syitli conplicaLiorts

12. Managcmerit of refcrred cases & feedback to rcfcrral source

13. Resuscitation br asphyxia of the ncw-born

14. PN carc (5 \'isi(s:<24hr,7-1O days & 5-6 wceks)

Birth Spacing Sen'iccs

1. Community mobilization & education.

2. Provide pills, injecables & condoms. Iuscrtion of IUD after

screening for contraindications.

I Counseling mgt. & referral for side-effects, method rdatcd

probleEns, & method switch;

4. Referral for tubal ligation.

S. BS counscling for "omen with complications and induced

aborUon

RTIs &STDs

1. Referral of wbmcn with vaginal discharge, lower abdominal pain,

genital ulcers, and men with urethral discharge, genital ulcers,

and swelling in the scrotum or groin

2. Management of refcrred cases and fccd back to referral source

3. Diagnosis and treatment of some infections and referral of others

4. Limited laboratory diagnosis and treatment

RH/Adolesccnts Care

1. Life skill training in selected townships (69)

BSFinaLdoc A-14 8:10. 11/08/99
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Upper (Hospitals)

RHC, MCH

Jpper Hospitals)

:ommunity, sub-centrc

ipper (Hospitals)

Coinniunity, sub-cetitit



APPENDIX G: TENTATIVE LIST OF INDICATORS FOR BIRTH SPACING

Policy Indicator
I - National policy for the provision of contraceptives at nominal costar without chargc.

Input Indicators:
Nvxnber of contraceptive methods available at Service Delivery Poinis.

2. Contracepives supply, demand and use situation for effective resource utitizaflon
1 Percentage of AN care coverage.
4. Percentage of PN care coverage.
5 Percentage of deliveries attended by trained birth attendants.
6. Percentage of Married Women of Reproductive Age (MWRA) receiving health education

and counselling services on birth spacing.
7. Percentage service delivery of contraceptive methods by service-oriented programme for

MWRA to enhance BS services to motivated couples and inthviduals
8. Percentage of Service Delivery Points offering birth spacing services either dirccIy or

through referrals.
9 Ratio of Health centres/ facilities Population
to Ratio of Basic Health Staff/ HRH Population
ii Efforts in terms of facilities and financing system ensuring supplies for sustainabihy

Process / Output Indicators:
1. Contraceptive Prevalence Rate (CPR).
2 Users practice pattem of ES methods Icontraceptive behaviour of coupIes
3. Associated risk factors of birth spacing methods.
4. Acceptance rath percent of MWRA.
5. Discontinuation rate percent of users of a method.
6. Demographic effects on the population in terms of births averted among contraceptive users.
7. Benefits of birth spacing to individual couples.
8. Percent of close birth intervals (pregnancy within 24 months after the last confinement)

among registered AN mothers.

Impact Indicators:
L Abortion rate.
2. Maternal Mortality Rate.
3. Infant Mortality Rate.
4. Under 5 Mortality Rate.
5. Neonatal Mortality Rate.
6. Protein Energy Malnutrition Rate.
1 Crude Birth Rate.
8. Crude Death Rate.
9. Population Growth Rate.
10. Gross National Product per capita.
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3.XMPACT INDICATORS 
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