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Preface
The term “scaling up” is widely used these days in many different settings – in discussions about the needed responses to the
HIV/AIDS crisis, in efforts to provide for the sexual and reproductive
health needs of adolescents or in programmes to bring the benefits
of health technologies and interventions to the disadvantaged. In the
field of development, professionals talk about scaling up initiatives to
eradicate poverty, address gender inequities and preserve the world’s
limited natural resources. In spite of, or perhaps because of, the wide
use of the term, there is no consensus on the concept’s precise definition and meaning among the different people who use it. However, the
sense of urgency with which the topic is raised stems from a shared
concern: governments, nongovernmental organizations, and technical
assistance and research institutions increasingly acknowledge that the
goals of health for all, poverty eradication, sustainable development
and social equity are not being reached at an acceptable pace. Current
efforts need to be multiplied several times over to meet the health and
development challenges facing the world at the beginning of the 21st
century. This strongly felt need is aptly captured by the term “scaling
up”.
This book which I have the pleasure of introducing to you considers the topic of scaling up from a particular vantage point. The focus
here is on ways to increase the impact of health service innovations
that have been tested in pilot or experimental projects so as to benefit
more people and to foster policy and programme development on a
lasting, sustainable basis. The book addresses a major failure in the
global health and development field: namely, the failure to expand the
many successful small-scale pilot or demonstration projects that have
been organized around the world so as to benefit larger populations
than those initially served. It presents a conceptual framework for
thinking about scaling up as well as case-studies from Africa, Asia and
Latin America where the potential for expansion was a concern from
the very inception of pilot or experimental projects. The case-studies
discuss family planning and related reproductive health service interventions as well as other innovations in primary health care. The value
of the book, however, is not limited to the specific health areas covered
in the case-studies. Anyone who seeks to use the lessons of small-scale
initiatives as a means of fostering larger-scale policy and programme
development can learn much from it.
The case-studies presented here share a series of common values.
They emphasize the imperative to build capacity within public sector
institutions to meet the health needs of the disadvantaged. They highi

light the necessity of building a strong sense of both local and national
ownership in the identification of priority health needs, the development and testing of local solutions, and the formulation of context-specific strategies for expanding small-scale successes. They also demonstrate that, if scaling up is taken into account from the design phase of
an innovation, more people eventually will benefit.
The book builds upon nearly 15 years of experience with the development and testing, in more than 25 countries around the world, of
the Strategic Approach to Strengthening Reproductive Health Policies
and Programmes. The Strategic Approach has dedicated deliberate
attention to scaling up from its inception in the early 1990s. The Department of Reproductive Health and Research of the World Health
Organization is now pleased to present this book to the many constituencies in our field who are driven by the sense of urgency that
more needs to be done to expand access to high-quality sexual and
reproductive health services. I hope that readers will benefit from the
lessons presented and will in turn be inspired to put new insights into
action.
Paul F.A. Van Look, MD PhD FRCOG
Director
Department of Reproductive Health and Research
World Health Organization, Geneva
Switzerland
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Introduction
In the past decade, a global movement has emerged to promote equitable access to high-quality reproductive health services. Its key aims
have been to broaden the range of services available, to remove barriers to the utilization of care, and to ensure that providers are technically competent and respect human dignity and rights. A key strategy
for reaching these goals has been to organize small-scale projects designed to test service interventions that have the potential for achieving these outcomes (1, 2). Thus, hundreds of reproductive health pilot
or experimental projects have been launched in developing countries,
most of which have been able to demonstrate impressive success. The
overall impact of such projects has been limited, however, as their influence has tended to remain confined to the original target areas, representing a failure to meet the needs of the underserved on the scale
that is required (3, 4).
The community of reproductive health advocates, programme
managers and researchers has given little systematic attention to how
the benefits achieved in successful pilot or experimental projects can
be expanded to serve more people, more quickly and more equitably.
The presumption has been that good ideas will spread of their own
accord. While spontaneous diffusion of service innovations can occur,
scaling up typically requires active sponsorship and concerted efforts
from multiple stakeholders. Inadequate knowledge of the factors that
lead to successful scale-up is an important reason why service innovations have had limited impact. There is little conceptual development
in the health field that can guide our thinking.1 Although relevant literature exists, it is scattered across a range of development areas and is
often directed at the content of interventions rather than at the process
of scaling up or determinants of its success. This book seeks to fill
these gaps by:
• drawing attention to insights from relevant literature found in a
variety of fields and disciplines;
• presenting a conceptual framework for thinking about the
process of scaling up experimental or pilot projects;
• critically examining experience with scaling up health service
pilot or experimental projects from Africa, Asia and Latin
America through the use of case-studies;
• identifying practical lessons derived from the case-studies, as
well as future directions for research.
1

For exceptions see DeJong (5) and Cooley and Kohl. (6).
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Scaling up is defined here as efforts to increase the impact of innovations successfully tested in pilot or experimental projects so as to
benefit more people and to foster policy and programme development
on a lasting basis. We are referring to innovations that have been tested
within the country context in which they will be scaled up. This definition is more specific than when the term is used in a general sense to
mean broadening the use and impact of existing or new practices, for
example, “to efficiently increase the socioeconomic impact from a small
to a large scale of coverage” (7). Innovation refers to a health service
practice or a package of practices that are new or perceived as new
in a particular programme context. This book deals with scaling up
in public sector health service delivery systems. Case-studies presented cover the expansion of evidence-based contraceptive service and
related reproductive health innovations in public sector programmes
in Bangladesh, Bolivia, Brazil, Chile, China, Ghana, Viet Nam and
Zambia. The main focus is on improving access and quality of care
within a philosophy that accents human dignity and rights in reproductive health service delivery. In Ghana, service innovations involved
primary health care, including family planning. In each setting a multifaceted approach to service improvement was adopted, incorporating a philosophy of reproductive health and rights and covering the
organization of services, introduction of new technologies, strengthening of providers’ competence, and managerial processes.
Until recently the term scaling up was used rarely in the health literature. In the last few years, however, it has become more prominent
as reflected in titles such as Scaling up, scaling down: overcoming malnutrition in developing countries (8), Getting to scale in young adults reproductive health programs (9), or Making an impact in HIV and AIDS: NGO experiences of scaling up (5). A major focus has been on providing universal
access to antiretroviral therapy for HIV-positive individuals, through
efforts by the World Health Organization (WHO), the Global Fund to
Fight AIDS, Tuberculosis and Malaria, and the Joint United Nations
Programme on HIV/AIDS (UNAIDS). Calls to scale up result from a
sense of urgency that not enough is being accomplished to meet pressing health and development needs. More must be done so that everyone reaps the benefits of medical science and health technologies, agricultural innovations, natural resource management, education and
nutrition.
In some respects, the concern with scaling up is both old and new.
It is related to areas of investigation that have a long history of attention under such rubrics as technology transfer, research or knowledge
utilization, diffusion of innovation, research dissemination, putting
research into practice and bridging the research–policy gap (10–14).
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Each of these topics is associated with an extensive literature, which
touches upon many of the themes that are central to the scaling up of
pilot projects. Growing recognition in most of these fields is that “data
seldom speak for themselves” (15) and that research-based recommendations are rarely sufficient to change practice (16). Getting research
results into wide use requires deliberate activities to push new insights
into the policy process and to facilitate the adoption of new ideas and
practices by managers, providers and other stakeholders. Moreover,
utilization of new knowledge and practices does not occur through a
logically ordered sequence of stages from problem identification and
research to policy formulation and programme influence. Instead, if
research is to be influential, more interactive, iterative and process-oriented approaches are needed (17, 18).
Seven key themes emerged from reviews of relevant literature,
analyses and discussions at three meetings held at the Rockefeller
Foundation’s Bellagio Study and Conference Center, and the experience of the participants with scaling up reproductive health and other
primary health-care projects around the world. This book highlights
the key themes identified for scaling up interventions, as follows:
• an explicit normative rationale;
• the multidimensional character of the scaling-up process;
• continuing participation by stakeholders;
• innovations adapted to local conditions;
• going to scale as a learning process;
• designing innovations with scaling up in mind;
• the need for research on scaling up.
First and foremost among these themes is the articulation of
an explicit normative rationale. Powerful ethical principles concerning
human dignity and human rights justify global attention to the reproductive health agenda and make scaling up imperative. Thus an important
workshop organized in Manila by the Institute for International Rural Reconstruction (IIRR) emphasized a people-centred vision of health and development, with attention to issues of quality and quantity, equity and sustainability (19, 20). The Manila meeting defined the objective of scaling up
as providing “more quality benefits to more people over a wider geographical area more quickly, more equitably and more lastingly” (19). The cases
presented here share these broad objectives. Additionally, they highlight a
commitment to the principles of reproductive choice and rights.
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The second key theme draws attention to the fact that scaling up
is multidimensional, involving not only technology transfer and the
dissemination of information. It is a more complex social, political and
institutional process than was recognized earlier. Occurring within a
web of interacting forces, going to scale must engage multiple actors,
interest groups and organizations, while taking account of the larger
socioeconomic, political, cultural and institutional contexts within
which it takes place. Dealing with these varied environments is not a
neutral process but often touches upon complex political relationships
that can provide major challenges as one seeks to enhance organizational capacity and institution-building (7, 19).
Third, a commitment to participation involving a broad range of
stakeholders is considered fundamental, and this commitment must
exist from the stage of developing an innovation, all the way through
the process of scaling up. Involvement of local people in decisionmaking, and responsiveness to community interests, are essential elements of participatory approaches. At the same time, the book emphasizes that attaining true participation and the expected benefits of
community empowerment is not easy. Stakeholder groups are likely to
approach the scaling-up task from a variety of perspectives, needs and
interests, and they interact with each other in the context of unequal
power relationships.
Fourth, adaptation of innovations to ensure a good fit with local
needs and circumstances is repeatedly highlighted. The need for adaptation is still insufficiently appreciated in practice. The expectation
that easily replicable innovations can be discovered and readily disseminated continues to distort understandings of how scaling up can
be accomplished.
Fifth, scaling up is viewed as a learning process that involves
building local capacities for innovation, and undertaking the needed
adaptation of tested innovations to local settings. This idea was succinctly articulated in the IIRR seminar report, which states that going
to scale implies more than replication. It also refers to the dissemination or expansion of “options, knowledge, processes and technologies
such that people build capacities to make better decisions and/or influence decision-making authorities” (19, p. 21). Ensuring that learning
and capacity building do in fact take place typically involves new and
creative educational or training efforts, especially in situations where
the desired change is extensive.
Reinforcing recent views from the literature on research utilization, the sixth theme insists on a new relationship between research
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and its broader dissemination and utilization. Previously, researchers
often designed and tested innovations and then passed on the scalingup task to others. In contrast, the present authors argue that pilot or
demonstration projects should be undertaken with the implications of
scaling up in mind, rather than turning to this task as an afterthought
once research is completed. Policy-makers and programme managers
as well as other users of research should be involved from the beginning, and the financial and organizational requirements of scaling up
must be considered from the outset. Thus we use the term scaling up
in both a broad and a narrow sense: in the broadest sense it refers to
the entire process that begins with the design and testing of an innovation and then proceeds to its expansion to other areas or groups of
people; in the narrow, more conventional sense it does not include the
design and testing of the innovation but covers only the process of expansion or replication.
The final theme of the book highlights that the process and outcomes of scaling up should be the focus of research, so that the determinants of successful scaling up can be better understood and recorded for later reference by other initiatives seeking to amplify their
impact. This is not usually the case. Scaling up tends to be considered a part of routine programme operations not requiring systematic research and evaluation. This is one of the reasons for the failure to
achieve large impact and explains why scaling up must be the subject
of research as well.
The chapters of this book were first presented as papers at a 2003
conference, the second of three Bellagio meetings entitled “From pilot
projects to policies and programmes”. The conference, jointly organized by the University of Michigan and the World Health Organization (WHO), grew out of more than a decade of work on the Strategic
Approach to Strengthening Reproductive Health Policies and Programmes. The Strategic Approach is a methodology that countries
can use to identify and prioritize their needs with regard to reproductive health technologies and services; test appropriate interventions to
address these priority needs; and then scale up successful interventions to a regional or national level. It involves both the testing and expansion of health service innovations (21–24).
The three stages of the Strategic Approach – strategic assessment,
action research and scaling up – are geared towards decision-making
based on an understanding of the service context and its capabilities;
client needs, perspectives and rights; and available technological and
service delivery options. The first stage consists of an interdisciplinary and participatory strategic assessment designed to identify critical service interventions, policy recommendations and research needs
xi
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that are likely to improve access, availability and the quality of health
services. Pilot projects and related service delivery research are then
undertaken to test recommendations from the assessment. The third
stage uses the results of the assessment and action research to encourage policy planning and programmatic action. The Strategic Approach has been implemented in 25 countries in Africa, Asia, central
and eastern Europe, Latin America and the Middle East.
When the first country projects working with this methodology
reached the stage of scaling up, the group of partners working with
WHO on the development and implementation of the Strategic Approach realized the need to learn more about the determinants of successful scaling up. This led to extensive literature reviews, development of a conceptual framework, and the three Bellagio meetings.
The first meeting, in 2001, allowed a retrospective review of experiences with implementing the Strategic Approach from the perspective of scaling up. Participants discussed the following three central
questions: How would the strategic assessment have been conducted
differently if scaling up had been a concern, and had been better understood, from the outset? What has been learned about conducting
pilot or demonstration research in ways that enhance the potential for
widespread impact of the results? What facilitates and what hinders
the scaling up of successful pilot or experimental projects?
The participants produced a series of key questions requiring
further examination and agreed that they should be explored in the
preparation of papers about specific country experiences. The points
to be examined focused on what has been learned about:
• maintaining and institutionalizing the basic values and philosophies of human rights and gender perspectives in the process
of expanding the impact of pilot and experimental projects;
• building and maintaining participatory processes and ownership while taking projects to scale;
• ensuring that political, policy, legal and institutional scaling up
take place;
• developing the human resources and appropriate training and
educational strategies for achieving quality of care and sustainable scale-up;
• building and sustaining the resource team’s capacity to give
technical assistance throughout the process of expansion;
• designing pilot, demonstration or experimental projects to maximize and ensure sustainable scale-up;
• measuring success and monitoring and evaluating the process
to facilitate learning;
xii
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• sustaining scaling up in decentralized, bureaucratic, resourceconstrained and changing health-care systems undergoing
health sector reform.
Subsequent to the first meeting at the Bellagio Study and Conference Center, the 2003 conference was organized with the objectives
of further clarifying a conceptual framework and methodologies for
advancing the science and practice of scaling up; contributing to the
available empirical evidence through the presentation of country casestudies; and informing the field of practice. Conference participants
included policy-makers, programme managers, trainers and applied
researchers from countries that had implemented the Strategic Approach, as well as from two other major scaling-up programmes:
the Chinese Quality-of-Care Project and the Ghana Communitybased Health Planning and Services initiative. In addition, the conference was attended by professionals with expertise in reproductive
health policy, programming and implementation, and in health sector
reform. During the meeting, conference participants founded a global
network, called ExpandNet, dedicated to enhancing scientific understanding of scaling up and its practical applications. The chapters in
this book were further elaborated at the final team residency in Bellagio in 2004.
Chapter 1 provides a conceptual framework for thinking about
the scaling-up process within a systems context. The framework is informed by the literature of several disciplines and seeks to promote an
interdisciplinary perspective on the topic. It has been strongly influenced by discussions among Strategic Approach partners as they implemented a variety of projects over the years. Insights from the policy,
organization and social sciences, as well as from the family planning,
health and development fields, are utilized to characterize the complex
system within which scaling up takes place and to articulate the strategic choices that must be made as successful pilot and experimental
projects are expanded.
Then case-studies are presented from Asia, Africa and Latin
America. Chapter 2 describes the process of scaling up the introduction of the injectable contraceptive depot-medroxyprogesterone
acetate (DMPA) while improving quality of care for all contraceptive
methods in Viet Nam’s national family planning programme. This initiative first developed a comprehensive set of materials and tools to
support strengthening quality of care. These were tested in demonstration sites prior to being used to develop broader capacity to implement reproductive choice within a centralized, bureaucratic and demographically focused programme environment. This account focuses
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on the challenges involved in maintaining quality as interventions are
rapidly scaled up to broad programme implementation.
Chapter 3 discusses the quality of care reform in China, which
seeks to focus the family planning programme on client needs, informed
choice of contraceptives, and better quality services. Partly inspired
by the 1994 International Conference on Population and Development
(ICPD) and the 1995 Beijing Women’s Conference, the reform began as
a pilot project among six counties and has now become a blueprint for
reorienting the national programme. The China case-study reviews
the process by which this innovative experiment was scaled up into
a national reform effort and the key lessons learned about scaling up
sensitive but needed innovations in a complex political environment.
The discussion in Chapter 4 moves to Zambia, reporting on
a project that initially field-tested a package of activities to support
service delivery in three rural health districts of the Copperbelt Province. The project strengthened contraceptive choice, developed referral
systems for methods not available on site, and applied innovative approaches to provider training. These innovations were then scaled up
to the entire Copperbelt in an approach that promoted a common set
of quality standards while maintaining flexibility in the implementation of activities based on local needs and conditions.
The next two chapters are about the Community-based Health
Planning and Services (CHPS) initiative in Ghana, which has successfully replicated within the national health programme the experimental service delivery innovations developed and tested by the Navrongo Health Research Centre in northern Ghana. Using locally available
resources, the initiative has demonstrated the feasibility of reorienting
primary health care from clinics to communities by mobilizing traditional social institutions to foster volunteerism, community support
and decentralized planning.
Chapter 5 highlights the importance of scaling-up strategies that
phase in change incrementally, emphasize learning processes, engage
in decentralized planning and adapt strategies to local circumstances
and need.
Chapter 6 compares the Ghana CHPS initiative with the scaling up
in Bangladesh of health service innovations first tested in the Matlab
Maternal Child Health and Family Planning Project. The account shows
that large-scale programme development was achieved not because
the scaling-up strategies were alike, but because similar research approaches informed their strategies and allowed them to adapt to contrasting societal and institutional contexts.
The two final chapters discuss scaling up related to the Reprolatina Project in Latin America. This project sought to expand service
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innovations and participatory approaches pioneered in connection
with the Strategic Approach in Brazil to other municipalities in that
country and to Bolivia and Chile. Chapter 7 focuses on Brazil, addressing the question of what has been learned about sustainable scaling
up in resource-constrained, decentralized public sector settings, while
Chapter 8 describes an innovative training and educational methodology applied in Bolivia, Brazil and Chile as the means of scaling up
technical and managerial improvements in the public sector.
The case-studies in this book address primarily contraceptive and
related reproductive health services. The theoretical framework and
many of the insights derived from these studies are not limited to reproductive health, however, but can be applied to other areas of health
and development. The determinants of success often apply across
sectors because the policy, planning, organizational, management,
and monitoring tasks are generic to all scaling-up initiatives. We hope
that the approaches and findings discussed here are of value to programme managers and researchers who seek to enhance the impact of
pilot and experimental projects so as to benefit more people and foster
policy and programme development on a lasting basis.
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Chapter 1
Scaling up health service innovations : a framework
for action
Ruth Simmons a, Jeremy Shiffman b
Summary
This chapter provides a conceptual framework for scaling up,
with a focus on evidence-based reproductive health service innovations. It cites an extensive literature from several disciplines. The framework links an innovation to be scaled up with
four other elements: a resource team that promotes it; a user organization expected to adopt the innovation; a strategy to transfer it; and an environment in which the transfer takes place. The
authors discuss key attributes that have been found to facilitate
the scaling-up process and identify strategic choices that must be
made to ensure success. A final section identifies the diverse environments in which scaling up occurs, arguing that successful
scale up requires tailoring strategies to the various dimensions of
these settings.

Introduction
At times, good ideas spread of their own accord. They may be so
ground-breaking, involve such pioneering technology and meet such
pressing needs that they proliferate seamlessly from person to person,
organization to organization and country to country. Most good ideas,
however, do not spread with such ease. They require the backing and
energies of committed individuals and organizations to design and
carry out strategies for expansion that are carefully tailored to the realities of their settings. The question of sustainable scaling up is at issue,
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Ruth Simmons is Professor in the Department of Health Behavior and Health Education
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defined in this book as the effort to magnify the impact of health service
innovations successfully tested in pilot or experimental projects, so as
to benefit more people and to foster policy and programme development on a lasting basis1. The emphasis is on interventions that have
been tested in the country context within which they will be scaled up.
With increasing interest in scaling up, efforts to identify and characterize its stages, processes and outcomes have begun to multiply (1,
3–9). There is no agreement on basic terms, concepts and typologies,
but there are nonetheless extensive commonalities in the basic themes
and conclusions that are being reached. We present here a conceptual
framework for scaling up that builds on the insights from literature in
a variety of relevant fields, the case-studies in this book, discussions
from a series of meetings at the Rockefeller Foundation’s Study and
Conference Center in Bellagio, Italy, and the authors’ experience. Our
focus is on the wider use of health service innovations within public
sector programmes, but the framework can also be applied to other
contexts.
What we present is not a theory, in that it articulates no universal, testable set of propositions stating why scaling up may succeed
or fail. Rather, it is a way of thinking about the process that identifies
its primary components, the choices to be made and the circumstances that may facilitate or hamper effectiveness and sustainability. The
framework links five elements: the innovation that has proven to be
successful on a small scale; the individuals or institutions facilitating
its wider use; the potential or actual users of the innovation; the strategies employed for having broader impact; and the context or environment in which all this takes place. Grounded in an open systems perspective, the framework emphasizes that scaling up is not an insulated
process unaffected by the outside world. Instead, it is strongly shaped
by external forces such as the pervasiveness of poverty in a country,
the capacity of the broader national health system and its bureaucratic institutions, the specific health needs of populations, the degree of
democratic political participation and global influences.

1

This definition is more specific than when scaling up is more broadly defined to refer to
“increasing the socioeconomic impact from a small to a large scale of coverage” (1, p. 5), or the
very broad and general definition of scaling up as “doing more” in a technical area of health
or development (see for example 2). When scaling up refers to “the process of expanding the
scale of activities with the ultimate objective of increasing the number of people and increasing
the impact of the intervention with a specific objective of regularizing it into routine public
sector health services (3, p. 22, citing Julie Solo of the Reproductive Health Alliance), it is very
similar to the definition used here, except that we emphasize the availability of evidence that
interventions have been successfully tested or evaluated in the local context in which they are to
be implemented.
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We reviewed literature from diverse fields – some of it published,
some of it web-based, and some of it in unpublished “grey” form –
to distil the considerable wisdom that exists. International health
and family planning case-studies, while not numerous and some of
them older, provide insights on scaling up in these sectors (key examples include 3, 9–20). Discussion has been quite extensive in the
rural development and natural resource management literatures, both
of which aid in the identification of approaches to scaling up and the
forms it takes (see for example 1, 4, 6, 21–24). A key theme in these
literatures has been the question of how nongovernmental organizations (NGOs) can expand their influence and enter into effective
partnerships with government without losing their traditional flexibility and social change values2. Several decades of research on the
diffusion of innovation, knowledge transfer and the integration of research into policy – although not explicitly focused on the concept of
scaling up – point to factors that facilitate the widespread use of new
practices.3 Similarly, literature from the policy, organization and management sciences helped us to characterize the diverse contexts in
which scaling up takes place, to articulate the strategic choices that
must be made and to consider issues of planning, implementation and
monitoring that are required for expanding innovations (37–41).
The discussion of the framework is divided into three parts: Part 1
presents the elements of the framework as well as attributes of success;
Part 2 identifies key choices involved in planning a scaling-up strategy; and Part 3 reviews the range of environmental factors that must
be taken into account. As we develop these ideas, we draw from and
highlight the contributions of existing scholarship. The focus here is
on the process of scaling up and on successful principles of practice.
This chapter does not cover the measurement of outcomes and impacts,
address the costs of scaling up4, or provide step-by-step guidance on
how to proceed.
2

These concerns are well represented in 3, 14, 25.

3

Study of the diffusion of innovation and knowledge transfer began in the early
1940s. The diffusion of innovation and planned change were the subject of many
publications. Although still pursued in the social sciences, these issues have become less
prominent than they were in the 1960s, 1970s and early 1980s. However, related work
has been done recently under such rubrics as research utilization and dissemination,
putting knowledge into practice, bridging research and policy, etc. (See for example 19,
26–36).
4

For cost considerations in scaling up see Chapter 4 and 42.
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Part 1. The elements of scaling up and attributes
of success
The process of going to scale occurs within a system of the following elements: the innovation, the resource organization or resource
team, the user organization, the scaling-up strategy and the environment (Figure 1.1).
The innovation designates what is being scaled up. In this chapter
and throughout the book it refers to health service interventions tested
in pilot or experimental projects to improve equitable access to an appropriate range of care with good quality. In other settings the innovation may refer to new practices that are not focused on services.
Following the lead of Rogers (29), we use the concept of innovation
because these practices are new in the local contexts where they are
being introduced. Rogers points out that it matters little whether the
idea, practice or object is new or whether it is only perceived to be so.
If it is perceived to be new, it is considered an innovation.5 We use the
term innovation as shorthand for a package of interventions, rather
than a single intervention, including not only new service components
but also the managerial processes necessary for successful implementation.
This book’s focus is on family planning, related aspects of reproductive health and primary health care, working within the mandate
of the agenda developed at the International Conference on Population and Development held in Cairo in 1994 (43) and the Millennium
Declaration (44). Innovations involve organizing culturally appropriate outreach services or clinic-based interventions seeking to improve
availability and access to care, technical competence, and interpersonal relations as well as to introduce the principle and practice of free and
informed choice. Some of the interventions have incorporated strong
gender, reproductive rights and empowerment perspectives. All the
interventions emphasize listening to the voices of those affected by the
services and involving them.6
The resource organization or team refers to the individuals and
organizations that have been involved in the development and testing
of the reproductive health innovations and/or seek to facilitate their
wider use. Reproductive health advocates, researchers, programme
5
6

Cooley and Kohl prefer the term “model” (8).

Porter and Prysor-Jones have highlighted the importance of communication, stating that
“research most effectively informs policy-making and management when there is a three-way
process linking researchers, decision-makers and those most affected by whatever issues are
under consideration” (31).
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managers, trainers, service providers, community representatives and
policy-makers are examples of people who may play such a catalytic
role. They may be located in a variety of settings – nongovernmental
or governmental organizations, research centres and technical assistance agencies. The resource organization/team also may consist of a
network or coalition of individuals located in various institutions. A
resource team may be situated in the same formal organization which
seeks to, or is expected to adopt the innovation or it may be located
outside of it. It may be formally charged with promoting the wider utilization of innovations or may act informally in this role.

The social, cultural, political and economic
context within which scaling up takes place

The successfully
tested intervention(s)
or new practices

E

o n me n
nv i r

The innovation
Resource team

Scaling-up
strategy

t

The institutions,
organizations and
programmes which
are adopting the
innovation

User
organization(s)

Those involved in
the development
and testing of the
innovation and/or
seeking to promote
its wider use
The means by which the innovation is
communicated, disseminated, transferred
or otherwise promoted

Figure 1.1 The elements of scaling up
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The user organization refers to the institutions or organizations
within which the innovations are expected to be widely adopted and
implemented. In the case-studies in the following chapters, the user
organizations are the health service systems at national, regional and
local levels. The distinction between resource team and user organization is essential. It highlights the frequently invisible – though essential – role of the catalysts who promote and support the transfer of
innovations and distinguishes it from those who are seeking to adopt
them. Individuals may be members of both the resource organization/
team and the user organization. Moreover, strategic actors located in
the user organization can become members of the resource team as
they develop expertise and interest in supporting expansion.
The scaling-up strategy designates the means by which the innovation is communicated, transferred or otherwise promoted. This
includes decisions about what exactly will be taken to scale; how the
innovation will be disseminated; what type of scaling up will be appropriate; how it will be organized; how fast it will be pursued; how
various environmental challenges and opportunities will be engaged;
and what role research will play in the process. These various choices
will be discussed in Part 2 and Part 3 of this chapter.
The environment of scaling up includes both the people and communities who require health services as well as the multiple actors,
sectors and influences that shape the process of bringing successful
interventions to scale. These include the policy setting, the political
system, bureaucratic culture, the health sector, the socioeconomic and
cultural contexts and the influence of global trends.
Attributes of success
Studies of the diffusion of innovation and knowledge transfer
highlight key attributes that facilitate successful expansion of innovations. These attributes provide a parsimonious list of relevant factors
that have been supported by much of the existing scaling-up literature. Attributes are here organized around the central elements of the
framework depicted in Figure 1.1, namely the innovation, the resource
team or organization, the user organization and the scaling-up strategy. Considerations relevant for the environment in which scaling up
occurs will be discussed in Part 3.
Attributes of the innovation
Summarizing findings from multiple studies, Glaser and colleagues (26) identified seven characteristics that facilitate innovation
transfer, many of which have also been reinforced by recent writing
on research utilization. Innovations must be:
6
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• based on sound evidence or espoused by respected persons or
institutions in order to be credible;
• observable to ensure that potential users can see the results;
• relevant for addressing persistent or sharply felt problems;
• have a relative advantage over existing practices;
• easy to install and understand;
• compatible with the potential users’ established values, norms
and facilities;
• testable without committing the potential user to complete
adoption.
The case-studies from China and Ghana in this book provide examples of how sound evidence plays a critical role in advancing the
cause of scaling up. In China, advocates from both inside and outside
the country carefully deployed information from an assessment of six
quality-of-care pilot projects to promote broader reform in the national family planning programme (Chapter 3). In Ghana, information on
health and fertility outcomes of a newly tested, community-based approach to service delivery was used at regional and national forums
to demonstrate its effectiveness to policy-makers (Chapter 5). Other
studies from the fields of international health and family planning
have also demonstrated the critical role of sound evidence for effective
scaling up (11, 16).
The nature of the evidence needed depends on the project’s objectives as well as on the level of evidence demanded by those making decisions about scaling up. For instance, health service innovations that
seek to affect fertility typically require population-based data on fertility or contraceptive prevalence. However, decision-makers may be
satisfied with service statistics related to the provision of contraceptives. Innovations whose major purpose is to bring about changes in
the quality of and access to reproductive health services do not necessarily require population-based data. They can demonstrate their effectiveness with information related to service functioning.
Pilot or experimental projects often introduce a range of innovations, not all of which are central to the initiative’s success. An additional component of presenting credible evidence, therefore, is to
document which aspects of the interventions were most central in producing the desired results, which can then also make it possible to simplify the innovation. For a more extensive discussion of this point see
Cooley and Kohl (8) and Chapter 4.
7

Chapter 1

When pilot or experimental projects are tested in social and managerial environments that differ greatly from the setting into which
they are to be transferred, a second research phase may be called for
in which the innovations are validated in more typical programmatic
contexts before large-scale expansion proceeds (see Chapters 5 and 6).
Transfer of projects from one setting to another is facilitated when
innovations are easy to install, there is obvious demand for them, they
are not costly and/or the resources for their introduction are available,
and their implementation does not require much time. As the casestudies reported in this book indicate, however, the service interventions that are required to improve access, quality and the range of reproductive health services do not necessarily meet these criteria. The
innovations discussed here differ considerably from existing service
delivery practices. They all imply a significant degree of change, requiring technical assistance and other resources to ensure implementation.
Moreover, as the Viet Nam experience shows, when some components
of an intervention are easier to install than others tensions may result
over which of them should be the focus of scaling up (Chapter 2).
If innovations are not compatible with the user organization’s
practices and aims, scaling up will be difficult. For example, in a nutrition project in India, conflict between the NGO and the government
contributed to the project’s failure (10). In another instance, when advocates in a family planning intervention in Bangladesh threatened
existing power relationships by taking steps to eliminate bureaucratic
irregularities, the programme stalled (15).
Attributes of the resource team
The literature on the diffusion of innovation and knowledge transfer does not focus on the characteristics of the resource team that lead to
successful transfer; the attributes presented here are based on general
insights from the social and political entrepreneurship and organization behaviour literature as well as on lessons from the case-studies in
this book. Resource teams involved in the promotion of the innovation
are more likely to be successful if they possess the following features:
• effective and motivated leaders who command authority and
have credibility with the user organization;
• a unifying vision;
• an appreciation of the user organization’s capacities and limitations;
• an understanding of the political, social and cultural environments within which scaling up takes place;
• the ability to generate financial and technical resources;
8
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• relevant technical skills;
• training capacity;
• management skills.
Resource teams must act with entrepreneurship and ability to
promote innovations in constrained environments. These teams are
more likely to be successful when they have effective leaders who are
able to inspire team members to embrace and pursue well-defined
goals.7 Ideally, such individuals are persistent, well connected, have
coalition-building skills, articulate a clear vision amidst complexity
and have credibility that facilitates the mobilization of resources. It
is also desirable for them to know how to generate commitment by
appealing to social values; to identify the critical challenges in their
environments; and to have management skills, training capacity and
relevant technical competence. The importance of such effective leadership as a critical element in scaling up was identified in an analysis
of BRAC’s programmes in Bangladesh (51).
Attributes of the user organization
The user organization refers here to public-sector institutions responsible for the provision of health services. According to the diffusion of innovation literature (26), successful transfer of innovations is
facilitated when the user organization has the following characteristics:
• the members of the user organization perceive a need for the
innovation;
• the user organization has the appropriate implementation capacity;
• the timing and circumstances are right;
• the user organization possesses effective leadership and internal advocacy;
• the resource and user organizations are similar in characteristics and are in close physical proximity.
Public-sector health systems rarely have the ideal characteristics
for scaling up health service innovations focused on equitable access,
quality of care and an appropriate range of services (52). Working in
hierarchical systems that emphasize rules, control and order, midlevel public servants may not perceive the need for improvements in
quality of care or may not have the necessary implementation capacity.
7

A long line of scholarship on political and social entrepreneurship identifies the features of
entrepreneurial leaders that are able to enact change, for example see 45–50.
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New practices involve careful listening, patience, time and a respectful, non-hierarchical mode of communication between providers and
clients. Meanwhile, managers and providers want clear, measurable,
immediate results. They are besieged by multiple priorities and face a
perpetual shortage of resources to respond to them. Implementing the
Cairo agenda requires major change in bureaucratic culture.
Resource teams must therefore temper expectations in accordance
with the realities of the user organization. In settings where political
leaders are committed to reproductive health, where national health
systems are strong and health personnel competent, rapid large scale
expansion of innovations may be feasible. In others, where national
leaders look unfavourably upon reproductive health or accord it low
priority, health systems are weak, or the political system is decentralized and power fragmented, scaling-up proponents may need to set realistic expectations about how much can be accomplished.
Past research demonstrates that relationships between resource
teams and user organizations are dynamic rather than static (53).
Each influences the other, and the resource team itself is changed as
it engages in the process of bringing innovations to scale. Moreover,
members of the user organization may become part of the resource
team as they acquire familiarity and expertise with the innovation.
The Reprolatina Project in Latin America, an initiative to build training capacity at the municipal level within the public sector, illustrates
this dynamism (Chapter 8), as does a nutrition programme in Viet
Nam where local villagers who gained expertise in the programme
during its initial testing then became a resource for other villages in
the process of expansion (54).
Attributes of the scaling-up strategy
Diffusion of innovation research and other literature on scaling
up indicate that successful transfer is more likely to occur when the
scaling-up strategy has the following characteristics:
• clear messages through which the advantages of the innovation
are made visible;
• personal contact and informal communication;
• early involvement of members of the user organization;
• adaptation of the innovation to the local context;
• participatory approaches;
• technical assistance and a supportive approach;
• sufficient time to implement new approaches;
• strong diffusion channels;
• training support to ensure skills transfer;
10
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• systematic use of evidence on the process and outcomes of
scaling up;
• ongoing focus on sustainability.
Academic jargon and the lengthy and technical nature of research
reports constitute barriers to the dissemination of findings. Mediation
between researchers and the user organization is sometimes necessary
to bridge this gap. Personal contact with decision-makers is also critical
(55). For example, briefings for policy-makers that employ clear messages tailored to their specific needs can facilitate innovation transfer.
Resource teams need to identify key players of the user organization,
understand their needs, engage them in the design of pilot projects,
and involve them in analysis of project results (56). At the same time
they must continue to engage with the communities and people for
whose benefit innovations have been designed, thus linking the resource team, the user organization and beneficiaries in a three-way
process of communication (31). Studies on international health and
family planning emphasize the importance of technical assistance and
of a long time frame to facilitate transfer (see for example 11, 15, 16).
Governments often lack training and management support to implement quality of care (57). Research on reproductive health programmes
repeatedly finds that preparation of training teams and materials and
provision of continuous training is needed for successful scaling up
(see for example 15–17, 54 and Chapter 8).

Part 2. Strategic choices in planning a scaling-up
strategy
Scaling up involves strategic choices along many dimensions.
Here we discuss key decisions related to: the type of scaling up used;
the process of communicating the innovation and preparing users
in its application; the organizational options selected in implementing the process; assessing costs and resource mobilization; and monitoring and researching the process and outcomes of scaling up (see
Figure 1.2).
Decisions about these strategic choices must be made in light of the
opportunities and challenges presented by the various environments
within which scaling up takes place. They must take into account the
policy and political context, the characteristics of the health sector, the
bureaucratic culture within which it operates and the socioeconomic
and cultural factors that shape people’s needs and rights. The influence
of these larger environmental factors and the need to strategize how
best to navigate them is discussed in Part 3.
11
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Figure 1.2 Strategic choices in scaling up

Types of scaling up
Sceptics might argue that sustained attention to scaling up is unnecessary. Ample evidence exists that innovations spread spontaneously from individual to individual and from innovative programme
settings to other environments. Gladwell has argued that relatively
small changes can produce a “tipping point” (58), where innovative
behaviour becomes so contagious that it spreads like outbreaks of infectious disease. Such spontaneous diffusion has been observed in
health as well as in other fields (52, 59). The advantage of spontaneous diffusion of innovation is obvious: much effort and cost are spared
in organizing and guiding scaling-up initiatives. These advantages
make it worthwhile to evaluate whether deliberate scaling-up efforts
can be tailored to facilitate the spontaneous spread of health service
12
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innovations. The China case-study in Chapter 3 provides examples of
the power of spontaneous diffusion of family planning service innovations. In cases of such spontaneous expansion, however, it is important
to ensure that the essence of the innovation remains intact. Incomplete
or superficial transfer can compromise the results.
Despite examples where spontaneous diffusion of innovation
has occurred, in most cases deliberate attention to scaling up is essential. Without guidance or deliberate fostering most small-scale research-based improvements in health services have failed to lead to
policy and programme development. Three different paths of deliberate or guided scaling up may be pursued: replication or expansion,
also referred to as horizontal scaling up; diversification; and political, policy or legal initiatives, also referred to as vertical scaling up
(6).8 Expansion or horizontal scaling up occurs when innovations are
replicated in different locations or are expanded to serve larger populations or different categories of beneficiaries (5, 22).9 Diversification,
also referred to as functional scaling up or grafting, consists of testing
and adding new interventions to existing innovations (see for example
17, 22). Vertical or political scaling up takes place when innovations
are institutionalized through policy or legal action. Systems and structures are adapted and resources redistributed to build the institutional
mechanisms that can ensure sustainability.
The different types of scaling up do not function in isolation. Spontaneous diffusion may occur in combination with scaling up that is
guided, and expansion is typically most effective when supported by
political and institutional scaling up. This point has been widely emphasized in the literature (5, 6, 21, 25, 57, 60).
Dissemination approaches
Impersonal communications strategies, such as academic publications, policy briefs, web sites, manuals, guides, tool kits and other
forms of documentation, are essential for dissemination but by them8
The literature does not present a consistent use of typologies for scaling up. Authors who
have discussed these particular types are Clark (21), Edwards and Hulme (25); and Uvin and
Miller (22).
9
Cooley and Kohl distinguish between replication and expansion, viewing the former as
“increasing the scale of operations of the organization that originally developed and piloted
the model” and the latter as “increasing the use of a particular process, technology or model
of service delivery by getting other organizations … to take up and implement the model” (8).
In the framework presented here such organizational issues are distinguished as additive or
multiplicative organizational choices. Some authors prefer the term expansion because replication
implies mechanical, franchise models to scaling up which are considered less valuable for the
type of scaling up discussed here.
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selves are insufficient to scale up health service innovations. Personal
communication and support in the form of training programmes, site
visits, workshops, conferences, policy forums or dialogues, supportive
supervision and technical support are needed (31, 32, 53). Approaches
may vary in length of time commitment from relatively short-term activities to more extensive ones supporting organization development
efforts in the utilization and adaptation of the innovation.
The specific choice of dissemination approach will depend on
the nature of the innovation and the capacity of the user organization
to absorb the implied changes. As demonstrated by the case-studies
from Viet Nam (Chapter 2) and Brazil (Chapter 8), when the amount of
change implied by the innovation is large, the technical, supervisory
and training support required can be extensive, often requiring wellresourced organization development approaches.
Organizational choices
Scaling-up practitioners are faced with many organizational choices
as they seek to promote the wider utilization of health service innovations. Key options discussed in the literature are: (1) additive versus
multiplicative strategies; (2) centralized, top-down versus decentralized bottom-up approaches; (3) flexible, adaptive strategies versus implementation of a standard package of interventions; (4) gradual versus
rapid implementation; and (5) participatory versus expert or management-dominated approaches.
The distinction between additive and multiplicative strategies –
also referred to as direct and indirect strategies (1) – has been made
in the development literature (25, 61). A strategy is additive when
the original sponsor or sponsors of the innovation are the ones who
plan and implement the scaling-up effort. When new partners join
in the expansion and promotion of the innovation, the strategy is
multiplicative. The distinction between additive and multiplicative
strategies draws attention to the need for building the institutional
capacity to support scaling-up initiatives. The additive approach
places the full organizational burden of implementing the scaling-up
initiative on one organization or supporting it by relying on a single
resource team. Multiplicative strategies distribute the burden across
several organizations. The term “association” has been used to describe
a multiplicative strategy of piecing together coverage obtained from
several projects (14).
While involving multiple partners in scaling up has much potential, it does not come without cost. For example, the Reprolatina Project
recognized early on that building capacity for training others in the
14
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process of expanding health service innovations was essential (see
Chapter 8). However, developing training capacity is time-consuming and frustrating when trainers are transferred or for other reasons
leave their positions, or when changes in political leadership lead to
withdrawal of support for newly trained staff (62). The choice of a multiplicative strategy also involves the need for a shared philosophy and
vision among partners, in the absence of which much time can be lost
in reaching consensus or compromise rather than advancing towards
goals.
If scaling-up initiatives are directed by a central authority – for
example, a ministry of health – it is possible to mandate large-scale replication. The role of such a central mandate is discussed in Chapter 5,
comparing the experience of Bangladesh and Ghana. Centralized
scaling-up initiatives, though powerful, may also be constrained by
the penchant of central authorities to mandate rigid implementation of
a new service model, making it difficult to ensure that innovations are
appropriately adapted to local contexts. In contrast, decentralized approaches allow local initiative, autonomy, spontaneity, mutual learning
and problem-solving (23, 57). Their obvious disadvantage is that they
do not have the reach of central authorities, and often do not command
sufficient influence or resources to ensure appropriate policy reform.
Furthermore, local autonomy may lead to the loss of essential features
of the tested innovations.
The literature of various disciplines stresses the importance of
adaptive strategies and flexibility, arguing, for example, that organizations with a capacity to learn are more likely to succeed in whatever
they choose to do than organizations that are rigidly bound by rules
and emphasize standardization. The important role of learning organizations (24, 40, 63) has also been highlighted in discussions of scaling
up (1) because the environments of scaling up differ extensively from
country to country, province to province and even from one district to
another. In one country the social environment may suggest a social
mobilization and a community-based strategy. In another, stronger reliance on the formal institutions of the state may be more relevant (13).
Thus, adaptation and learning continue to be essential as scaling up
proceeds (17, 20, 54).
As they are adapted locally, innovations may be simplified, thereby
shortening the time required for implementation and moving from a
concern about effectiveness to one of efficiency (16, 24). At the same
time, essential ingredients responsible for the success of the innovative
package must be maintained sufficiently intact to ensure success.
While context-specific adaptation is essential, universal principles
have their place as well. For example, the eligibility criteria for con15
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traceptive use that have been established according to internationally
agreed standards must not be changed locally. Also, such normative
principles as free and informed choice and reproductive rights should
be viewed as universal requirements rather than as open to opportunistic local interpretation. However, the China case-study in Chapter 3
shows that local adaptation of these concepts may constitute a significant advance. Thus, we agree with Wazir & van Oudenhoven who conclude that “a sensitive balance has to be struck between accepting what
is universal or global while recognizing and protecting what is valuable at the local level” (23).
Another strategic choice concerns the pace of scaling up. Innovations may be expanded in a phased or gradual manner or they may
be rapidly scaled up. Some authors refer to rapid implementation as
explosive scaling up (14). The literature generally emphasizes the importance of gradual approaches, citing the importance of learning by
doing, and having the requisite time to adapt the innovation to local
circumstances (15). In reviewing the determinants of successful development initiatives in several countries, Paul identified “phased implementation” as a major ingredient of success (39). Orienting public
sector bureaucracies, so that they maximize the individual well-being
of each person who receives care and adhere to a philosophy of reproductive health more generally, is not a task that can be accomplished
quickly. The need to institutionalize this philosophy may be in tension
with another principle, discussed below in Part 3: the value of taking
advantage of policy windows. A politically opportune moment may
arise when advocates can place reproductive health on the agenda;
taking advantage of such a moment, however, may mean loss of control
by the resource team over the speed of implementation. Such a tradeoff occurred in Viet Nam (Chapter 2).
A final organizational choice relates to the distinction between participatory approaches and strategies dominated by experts, donors
or management. Participation is such an essential component of the
Cairo reproductive health paradigm that it carries both normative and
practical weight. Apart from being a valued end in itself, participation of all relevant stakeholders (including women’s health advocates
and other community members) can increase the probability that local
needs are appropriately reflected upon and taken into account (62).
Participation mobilizes a broader range of support for the resource
team and the user organization than would otherwise be available.
The importance of using participatory approaches has been strongly
emphasized in the scaling-up literature (for example 16, 17, 24, 31, 54,
57, 64). However, the human and financial costs of large-scale participation are considerable and may therefore constrain the degree of in16
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volvement that is feasible. For example, ministries of health are limited
in their capacity to mobilize communities. Therefore extensive participation may be difficult to sustain (14 ).
Assessing costs and mobilizing resources
The fourth area of strategic decision-making relates to costs and
resource mobilization. Costs arise for all types of scaling up: 1) for
expanding the innovation to new geographical sites or population
groups; 2) for the often considerable time and effort needed to obtain
political support and for advocacy to institutionalize the innovation; 3)
for diversifying the innovation through the additional testing and implementation of new components; and 4) for evaluating and working
with spontaneous scaling up that may arise. Knowing the costs involved is key to the formulation of a scaling-up strategy.
Scaling up does not necessarily require the infusion of massive external funding; in fact it is critical to explore what options exist to minimize the additional resources that will be needed. Can the user organization take on the innovation using resources available from within
the health system? Are economies of scale possible - for example by
connecting the innovation to related efforts or through creative ways
of resource sharing? However, because scaling up is not a routine
process, some dedicated resources or donor support are necessary
until implementation of the innovation becomes a standard practice
and its costs are fully included in national and local budgets. Linking
the innovation to macro-level funding mechanisms such as Sectorwide Approaches may be an important approach towards mobilizing
such support (65).
Monitoring and evaluation
Successful scaling up requires the systematic use of evidence to
guide the process and incorporate new learning. Existing systems of
monitoring and evaluating service delivery are rarely capable of capturing issues relevant to the process and outcomes of moving to scale.
Special research and evaluation procedures should monitor whether
the innovation is being implemented as expected and the extent to
which local adaptation maintains minimum established standards.
Plans and resources for further expansion can be adjusted when problems and dysfunctions are encountered. At the same time, identifying
the positive features and results obtained from scaling up motivates
communities, providers, decision-makers and managers by demonstrating the value of new approaches. The need for greater scientific
understanding of the determinants of successful scaling up provides
17
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an additional important reason for special attention to researching the
process.

Part 3. Navigating diverse environments when
scaling up
Strategic choices for broadening the impact of health service innovations have to be made within a larger socioeconomic, political, cultural and institutional context. Although the ideal conditions do not exist
anywhere, most socioeconomic, cultural and bureaucratic environments are likely to offer some opportunities for scaling up. The major
challenge is to identify where such opportunities exist and to make
strategic choices about how to proceed, seeking to optimize strengths
and minimize constraints. The strategic management literature suggests analysis of these external conditions should be undertaken early
on in the planning process.10 Planning should focus on creating congruence among key elements of the scaling-up process. We turn to this
task next, describing the range of environments relevant for ensuring
broader impact of health service innovations (see Figure 1.3).

o
Env i r n me n t
Bureaucracy

Health sector
Socioeconomic/
cultural contexts

Bureaucracy

People’s needs
and rights

Policy/politics

The innovation
Resource team

Scaling-up
strategy

User
organization(s)

Figure 1.3 The diverse environments of scaling up
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Policy setting and political context
Many issues compete for priority at international and national levels, while only a few receive attention. Political scientists have
termed such sorting of issues the “agenda-setting” phase of the public
policy process (46). The 1994 International Conference on Population
and Development, held in Cairo, represents an example of successful
agenda setting. An alliance of governments, international organizations and NGOs brought global attention to reproductive health, creating an international policy window for the cause. This attention in turn
shaped national policy priorities. Chapter 3 explains how members of
the Chinese State Family Planning Commission attended the Cairo
Conference, learned of the new paradigm and convinced their Minister to permit pilot projects in quality of care.
Such policy windows open only for limited periods of time. In
an environment of scarce resources for health and of transient policy
windows, advocates for scaling up reproductive health service innovations must think strategically to ensure the sustainability of the cause.
When policy windows are open, the questions of how to sustain the
stimulus once the window closes should be considered early on. Newly
elected or appointed decision-makers typically wish to impose their
own imprint upon the policy scene and, for a variety of reasons, rarely
maintain programmes initiated by their predecessors.
The nature of the national political system will also shape scalingup choices. In democracies many actors influence reproductive health
priorities, including parliamentarians who may introduce legislation
on reproductive health and nongovernmental organizations involved
in programmes and advocacy. In less democratic settings, governments often curtail the power of these actors, concentrating authority
in the hands of public servants and military officials. The network of
actors that scaling-up proponents must target in order to promote their
causes will therefore vary by the type of political structure.
Bureaucratic culture
Public sector bureaucracies implement the policies enacted by national political bodies. Understanding the institutions within which
policies are implemented is therefore also critical for shaping appropriate scaling-up strategies. Many are slow, infused with political interests, beholden by layers of rules, averse to taking risks, prone to
seek immediate and simple solutions to complex problems, staffed
with poorly paid civil servants who cannot survive on their public salaries alone, and subject to frequent personnel changes (66). Bureaucracies vary in the degree to which they exercise authority and engage
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with various social sectors (67): some have considerable authority and
are able to get things done; others have minimal legitimacy and accomplish little. At times, they act as efficient, rational implementers of
national policy; more often, though, policy is altered in the process of
implementation and sometimes it is not implemented at all. Effectiveness varies even within the same bureaucratic system: pockets of innovation exist alongside spheres of inefficiency, and policy entrepreneurs
able to mobilize national political systems work beside unmotivated
and ineffective public servants.
Given this variation, it is essential to understand the characteristics of the bureaucratic organizations responsible for scaling up reproductive health innovations. In particular, it is important to diagnose
constraints as well as enabling factors from the outset and to avoid
simplistic assumptions that bureaucracies have no interests of their
own. Also, there is value in identifying innovative departments and
policy entrepreneurs (45–47, 50, 68), for it is they who move systems.
Characteristics of the health sector
The health sector environment also shapes scaling-up possibilities.
Health ministries tend to be among the weakest ministries in developing countries. The health portfolio is often handed to junior coalition
partners in parliamentary systems or to politically weaker members
of the regime, and health sectors typically command only a small percentage of national budgets. This is not to say that health causes cannot
generate significant national attention. It does mean, however, that political coalitions frequently need to be constructed to incorporate actors
outside the government health sector – often including finance ministry officials, prominent domestic social actors, donors and international NGOs – in order to generate political priority for scaling up health
service innovations.
A second feature in many health systems is instability in leadership. Elections and political manoeuvering bring with them changes
in national, regional and local health officials. As health leadership
shifts, so may health priorities and the attention given to the effort
to expand small-scale health service innovations. The case of Brazil
in Chapter 7 illustrates the difficulties advocates can have in bringing
service innovations to scale because of frequent changes in municipallevel leaders.
Apart from these long-standing institutional features of health
sectors, a new issue has emerged: health sector reform. National
leaders are streamlining and privatizing components of health systems
seeking improved efficiency and better health outcomes, particularly
for the poor (7, 69). These reforms have led to new uncertainties for the
20
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health sector, and often involve leadership changes and shifting policy
priorities (70). As discussed in Chapter 4, for example, a health sector
reform programme in Zambia created job instability among civil servants and interfered with activities designed to expand contraceptive
choices.
A related change is decentralization. In the past decade, national governments have transferred varying degrees of decision-making
and financial authority to local officials in order to make localities
more responsive to the demands and needs of citizens (71, 72). This
reform complicates scaling-up prospects because it increases considerably the number of decision-makers involved in setting health priorities. In more centralized systems, only a handful of leaders must agree
in order to generate consensus for the national scaling up of health
service innovations. In decentralized systems, scaling-up advocates
may need to secure the agreement of hundreds of local-level decisionmakers. Often authority is legally decentralized but central governments retain hold of funds, thereby making it difficult for local leaders
to pursue their priorities.
There exist different kinds of decentralization (40), and analysts of
health sector reform have distinguished among several types (71, 73).
Scaling-up advocates must pay attention to the kind of decentralization that takes place, in order to determine who has gained and who
has lost power to make policy and programmatic decisions.
The chapters in this book describe several instances of how decentralization shaped scaling-up strategies. For example, the Brazilian
case-study in Chapter 7 shows that, because decision-making authority had been transferred to municipalities, the resource team had to
target its strategies at politically appointed local health officials rather
than working at the national or state level.
Socioeconomic and cultural contexts
Socioeconomic and cultural factors influence scaling-up prospects
in multiple ways. They shape the need as well as the demand for health
service innovations, and they also suggest appropriate ways to organize service delivery. How social forces shape both the demand for and
supply of services is a question that must be taken into account at the
stage of developing and testing health innovations. Social and cultural forces also create opportunities and constraints for bringing service
innovations to scale. These possibilities must be carefully evaluated,
assessing how the influence of social and cultural factors can be harnessed to magnify the impact of health service innovations tested in
pilot or experimental projects.
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Family planning programme research suggests that among the
socioeconomic and cultural factors that may shape possibilities for
scaling up reproductive health service innovations are: the strength
of social networks; the receptivity of local and national religious
leaders to reproductive health causes; the power of women of reproductive age in relation to other members of the household; local leadership structures; linguistic and ethnic differences between clients
and service providers; and individual household resources and capacities to afford services. Chapter 6 notes that strong social networks in
Ghana facilitated expansion of the Navrongo experiment, while weak
social networks in Bangladesh necessitated reliance on the bureaucracy for scaling up. Chapter 7 shows how the opposition of the Catholic
Church created difficulties for the scaling up of reproductive health
innovations in Brazil.
Reproductive health needs, people’s rights and perspectives
Seeking input and feedback from community members, including women, young people, men and others potentially affected by the
innovation, gives voice to people’s needs and concerns. Understanding their perceptions of costs, availability, potential side-effects and
the manner in which clients are treated in health facilities is required
in order to develop and expand innovations effectively. When women
go to a health facility, they may be treated with scorn and disrespect.
Thus the innovation often needs to include interventions that contribute to empowering people to insist on their rights.
Finally, the reproductive health status of the population constitutes an essential factor that must be evaluated not only at the stage
of developing the innovation but as scaling up proceeds. One reason
is that reproductive health needs vary by locality. For instance, a pilot
project addressing sexually transmitted diseases may focus on adults.
However, if adolescents also require such services in areas where
scaling up occurs, strategies must be adapted to cover their needs as
well. Assessing reproductive health attitudes and behaviour in target
areas, including user perspectives on health technologies and health
services, is therefore an essential step in the analysis of the scaling-up
environment.
In sum, bringing health service innovations to scale occurs in
an environment of intersecting global, national, bureaucratic, health
sector, socioeconomic, political/policy and cultural forces. These do
not form a simple, stable structure. They comprise a moving target,
one that must be considered carefully if scaling up is to succeed. These
environments necessarily condition how high to set one’s goals and
how fast they can be accomplished.
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Conclusions
Scaling up health service innovations in public sector settings is a
complex undertaking. We have sought to facilitate the process by providing a conceptual framework that links an innovation to be scaled
up with four other elements: a resource team that facilitates its expansion; a user organization expected to adopt it; a strategy to transfer it;
and an environment in which the transfer takes place.
These environments are diverse. Scaling up occurs in poor and
prosperous countries; under democratic and autocratic regimes; in
religious and secular societies; within bureaucracies that are honest
and those infused with corruption; in settings where donor funding
is available and in others where it is extremely limited. Advocates
must therefore tailor their strategy to the realities of their settings and
avoid the expectation that going to scale will proceed smoothly from
research to action (15). The real world is disorderly. Scaling up health
service innovations will require that advocates appreciate this disorder and that they decipher how to navigate it. The attributes of success
and the strategic choices outlined in this chapter can be helpful tools
in this process.
Those who seek to bring health service innovations to scale confront several key risks. The resources to move forward may not be available or changes in the managerial, political or policy environment may
disfavour continued attention to scaling up. In addition, the process
may be much more complex than anticipated. Moreover, as broader
coverage is obtained, service innovations may begin to lose their essential humanistic and quality-of-care components (3, 14, 15, 24), may
sacrifice their participatory characteristics, or may not be sustainable
at all. There are no easy ways of addressing these risks; however four
principles for successful practice emerge from the extensive experience
that has been accumulated.
First, it is essential to begin with the end in mind. Concerns for
scaling up should be a key consideration when pilot or experimental
projects are designed, rather than being a second generation of issues
to be considered when research is completed. Although early attention
cannot solve all future problems, it begins to lay the groundwork for
sustainable scaling up by involving future decision-makers and taking
into account the resource environment in which expansion is to take
place.
Second, a strong resource team which has forged close ties to local
communities is the best guarantee that scaling-up initiatives will be
assured sustainability and success. A dedicated and competent resource team with staying power can weather bad times, reconfigure
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strategic choices and move forward as new policy windows open and
organizational obstacles diminish or disappear.
Third, and perhaps most importantly, it is essential to strive for a
scaling-up strategy that achieves balance or congruence among the innovation, the resource team, the user organization and the environment. When the elements are out of balance, the number of obstacles to
be confronted will be greatly increased. At the same time, scaling-up
advocates must recognize that in reality such balance is neither easy to
achieve nor always feasible. As illustrated by several of the case-studies
in this book, attempts to balance the relative strengths and weaknesses among the elements may result in compromise but can also suggest
creative ways of designing scaling-up strategies.
Finally, attention to research and evaluation with a focus on both
the process and impact of moving to scale is essential. This contrasts
with the common presumption that scaling up is a routine task and
does not require special monitoring or assessment. Continued attention to evaluation and even to the appropriate methodologies for such
evaluation is critical to assess impact and develop clearer understanding of the determinants of successful scaling up. Standard monitoring
devices often do not provide information on the more qualitative and
humanistic dimensions of many of the innovations in reproductive
health services. New and better indicators may need to be used, if not
in routine service statistics then at least in special studies. Moreover,
when experimental or pilot projects are organized under conditions
that vary extensively from the scaling-up environment, additional
small-scale validation may be needed to generate will and credibility.
The case studies in this book illustrate the concepts and issues presented in this framework and show how in each setting different approaches and strategies produce success and how each context generates its own set of barriers. However, the underlying principles of
scaling-up practice and the commitment to building equitable access
and quality of care in health services are remarkably similar.
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Chapter 2
Strategic choices in scaling up: introducing injectable
contraception and improving quality of care in
Viet Nam
Peter Fajans, Nguyen Thi Thom, Maxine Whittaker, Jay Satia,
Tran Thi Phuong Mai, Trinh Dinh Can, Do Thi Thanh Nhan, Nancy Newton a
Summary
This chapter analyses the process of scaling up introduction of
the injectable contraceptive depot-medroxyprogesterone acetate
(DMPA) as part of a package of interventions to improve quality
of care in the provision of all contraceptives in the Vietnamese
family planning programme. After a strategic assessment of the
need for contraceptive introduction and pilot testing of the interventions in three provinces, these interventions were scaled up to
21 of Viet Nam’s 64 provinces. Although DMPA was widely introduced, going to scale did not fully achieve the gains in quality of
care for all methods found in the pilot phase. Three interrelated
variables affected this outcome: the degree of change required in
the service delivery system, the pace of expansion, and available
resources to support expansion. In this case, scaling up proceeded faster than was desirable, given the extensive changes entailed
by the interventions and the limitations in resources. Before embarking on rapid expansion involving complex programmatic
changes, planners of scaling-up strategies should carefully assess
the balance between these three variables.
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Introduction
Introducing new contraceptive methods into health services often
poses a fundamental dilemma. Provision of the new method is typically tested in a pilot setting in which a great deal of attention is paid
to information for clients, counselling, and the technical and managerial aspects of service delivery. In contrast, other available contraceptive methods continue to be provided as they were before, often with
inadequate quality of care. The Strategic Approach to Contraceptive
Introduction,1 sponsored by the World Health Organization (WHO),
emphasizes the importance of ensuring quality of care in the provision of all available contraceptive methods when new ones are added
to programmes (1). Viet Nam was one of the initial countries to implement the Strategic Approach. In the early 1990s, concerns arose about
quality of care in the family planning programme in Viet Nam2 and
calls emerged for greater availability of a wider range of contraceptives
(2, 3). Following a strategic assessment of the need for contraceptive introduction, a pilot project demonstrated that the injectable contraceptive depot-medroxyprogesterone acetate (DMPA) could be successfully introduced as part of a comprehensive effort to improve quality of
care in the provision of all contraceptive methods.
This case-study describes the pilot project and its scaling up,
showing how strategic choices influenced the extent to which success
could be maintained during the process of expansion. Successful
scaling up implies that key features of new practices tested and proven
to be effective remain intact during expansion, because otherwise
pilot results cannot be replicated. Literature on scaling up calls attention to the risk of losing the essential characteristics of interventions
as they are expanded to new areas (4). This chapter chronicles how
this risk was addressed in interventions designed to broaden contraceptive choice and quality of care in Viet Nam. Factors in the broader
environment that influence strategic choices are highlighted as well.
If programme managers understand the factors that affect scaling up,
they can make decisions that increase the odds of achieving intended
outcomes.
1

This was the precursor of the Strategic Approach to Strengthening Reproductive Health
Policies and Programmes.
2

The Vietnamese family planning programme involves two key ministries, the National
Committee for Population and Family Planning (NCPFP, now known as Viet Nam Commission
for Population, Family and Children, VCPFC) and the Ministry of Health as well as several mass
organizations of which the Viet Nam Women’s Union (VWU) is the most active. The NCPFP
is responsible for the policy, financial and logistic aspects of the programme; the Ministry of
Health is responsible for service delivery through its network of facilities in 64 provinces, 653
districts and almost 11 000 commune health centres; and VWU cadres promote family planning
in communities.
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The Vietnamese family planning programme was driven by an
explicit policy to reduce population growth and a focus on modern,
highly effective, and long-acting methods (5). Information provided
to clients stressed the benefits of family planning for national development and “family happiness” (6, 7). The intrauterine device (IUD)
dominated the method mix, accounting for 62% of contraceptive use.
Natural methods, including withdrawal, represented 25% of use;
female sterilization 6%; oral contraceptives 4%, and male methods
(condom and vasectomy) 3%. Use of injectable contraceptives was negligible, and they were provided only in the private sector (8). Payments
and incentives given to health workers and clients for providing or accepting the IUD or female sterilization called into question the extent
of informed choice and clients’ ability to freely choose a contraceptive
method.
In 1993, programme managers proposed introducing the injectable
contraceptive DMPA and the subdermal implant Norplant ® into the
national programme to broaden the method mix and thereby increase
contraceptive prevalence. However, previous unsuccessful efforts to
introduce new contraceptive methods raised concerns. Earlier introduction of oral contraceptives, which had taken place without a specific strategy or plan, had had minimal impact. Past small-scale trials of
DMPA introduction found extremely high discontinuation rates, and
evaluations noted the lack of adequate counselling concerning sideeffects, provider misunderstanding of side-effects and their management, and poor follow-up of clients (9–11). A small-scale trial of Norplant® introduction also identified numerous difficulties in service
delivery, including providers who had not been trained in removal,
limited counselling, and insufficient coordination among government,
nongovernmental organizations and donor agencies (12).
In light of these unsatisfactory outcomes, senior programme
managers sought a more systematic approach to contraceptive introduction. When they learned about the recently developed Strategic
Approach, they were eager to test this methodology to support introduction of DMPA and Norplant ®. The approach had credibility, as it
was espoused by a respected group of international agencies including WHO. Its phased process consisting of three stages – a strategic
assessment, testing interventions and scaling up (1, 13) – would allow
the national programme to move cautiously, without making a formal
commitment to complete adoption or change from the outset. It also
represented a means to avoid the difficulties experienced in earlier introductory efforts.
Application of the Strategic Approach began in late 1994 with a participatory strategic assessment of the need for contraceptive introduc33
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tion, carried out by the Ministry of Health, the National Committee of
Population and Family Planning (NCPFP) and the Viet Nam Women’s
Union (VWU), with technical assistance from several international
partners. At a 1995 national dissemination workshop, participants reviewed and agreed with the assessment team’s conclusions, which emphasized that priority should be given to improving quality of care in
the provision of already available methods and that introduction of
contraceptives currently not available within the public sector should
be approached with caution. After intensive discussions, senior NCPFP
and Ministry of Health officials and representatives from international partner agencies agreed that Norplant ® should not be introduced
at that time, because the service delivery system lacked the capacity to
provide it with good quality of care. However, they approved the assessment team’s suggestion to develop and test a systematic strategy
for introducing DMPA as part of a broader effort to strengthen quality
of care (14). The government was keenly interested in developing a
strategy for introducing DMPA, an interest reinforced by the arrival of
160 000 donated doses of DMPA in the national warehouse. In light of
this, the assessment team felt that a pilot project focusing solely on improving quality of care, without introducing DMPA, would have been
rejected by the government. At the same time, the assessment experience had produced a consensus among key programme managers
concerning the importance of improving quality of care in the provision of all contraceptive methods. Therefore a pilot project was proposed which would introduce DMPA while simultaneously addressing the overall quality of care.
The pilot project
The pilot project introducing DMPA as part of a package of interventions to improve quality of care for all contraceptive methods involved both service delivery interventions and research in three provinces. In the first year, 1996, activities focused on four districts selected
from three provinces. In the second year, activities expanded to eight
communes in each of the four districts. A five-person central team designed and managed the introductory study, with technical support
from international partners. Central team members who had been involved in the strategic assessment included representatives from the
Maternal and Child Health and Family Planning Department of the
Ministry of Health, the Centre for Population Studies and Information
of the NCPFP, and the VWU. At the provincial level a three-person
team, composed of one member each from the health sector, the Provincial Committee for Population and Family Planning and the Provincial Women’s Union, coordinated activities.
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The project tested a range of managerial and service delivery
modifications that dealt with weaknesses found during the strategic
assessment in the six dimensions of quality of care outlined by Bruce
(15).3 DMPA was introduced into health facilities to broaden contraceptive choice. Training was designed to upgrade the technical competence of health workers and family planning field motivators. Training addressed knowledge and skills in counselling and information
provision to support informed choice and use of the chosen method.
It also covered the management of side-effects, infection control and
other related areas of reproductive health. The principles and values of
quality of care and reproductive rights framed these competencies. Information, education and communication (IEC) materials that emphasized voluntary choice of methods and how to use a chosen contraceptive were developed, tested and distributed to strengthen information
given to current and potential clients. These materials replaced existing ones focused on the need for smaller families and the advantages
of different contraceptive methods. Increased attention was given to
ensuring client privacy at health facilities. The service mix was broadened through additional training and supervision to emphasize prevention and treatment of reproductive tract infections (RTIs) as well as
post-abortion care and counselling.
New management and supervisory practices were developed and
introduced. Management information tools – including client-held
cards for all methods and a logbook for DMPA users, which recorded
management of side-effects and dates of next visits – were tested to
support follow-up and continuity mechanisms. In preparation for implementing these interventions, each pilot site conducted a situational analysis and used the findings to develop procedures to improve
client flow, logistics management and infection control. Supervision
was reoriented from inspection and a focus on achievement of demographic objectives to helping providers and managers direct their attention to quality of care and client-responsiveness. Teams of providers and managers at service delivery points were encouraged to seek
the views of their clients and the community and to respond to them
through action plans and follow-up activities. This was reinforced by
routine collection of data on quality-of-care indicators.
Training was a key process for introducing the interventions. The
skills of master trainers from the training institute of the Ministry
of Health were strengthened; these trainers then trained provincial
teams, who in turn trained providers and field motivators in the prov3

Informed choice, information giving, technical competence, client-provider relations, followup and an appropriate constellation of services.
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inces and districts. The master training team would later be available
to support expansion of interventions. Training methodologies represented a further enhancement of practice in Viet Nam. Competencybased standards and principles of adult learning, wherein facilitators
drew upon participants’ own experiences and used interactive techniques, were quite different from the one-way teaching styles typically
in use at the time. Supervisory visits, role modelling by central team
members and administrative circulars reinforced the interventions.
Mid-term and end-of-pilot-project dissemination workshops offered
further learning opportunities. Articles about quality of care, the Strategic Approach and DMPA service delivery, published in the internal
newsletters of the three agencies, helped to inform managers and providers about the interventions being tested.
Substantial effort was devoted to furthering trust, communication and collaboration between the Ministry of Health, the NCPFP and
the VWU at the senior management, provincial and district levels, reinforcing the working relationships of these institutions developed
during the strategic assessment. External technical advisers facilitated
workshops on vision sharing, and routine meetings of the central and
provincial teams contributed to the process of strengthening working
relationships.
Research conducted during the pilot project included a quantitative study of DMPA acceptability, continuation and discontinuation as
well as baseline and follow-up qualitative studies of client and provider perspectives and service delivery issues. Results from the first
phase of qualitative studies were used to guide modifications in the
interventions, especially changes in the service mix, counselling, IEC
messages and the development of refresher training (16).
Results of the pilot phase
At all sites, many women showed an interest in DMPA and some
began to use the method. Providing DMPA at the more accessible
commune level in the second year increased adoption and facilitated
follow-up and continuation. The one-year continuation rate for DMPA
use in the pilot project areas was considerably higher than the rates
experienced in earlier small trials in Viet Nam. Both the continuation
rate and users’ experience of side-effects were similar to international
results. As women learned more about the method in their communities and its availability increased, the number of women choosing
DMPA grew steadily. Preliminary study results suggested improvement in many of the dimensions of quality of care in the provision of
all methods.
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At the mid-term review workshop in March 1997, staff of the agencies involved in the project and representatives of donor and other
partner organizations came together to analyse experiences from the
first year of activity. The evidence convinced central team members
that this systematic approach to introduction was valuable because it
resulted in higher continuation rates for DMPA and a diversification
of the method mix. They also saw that it benefited women. However,
managers in the Ministry and the NCPFP who had not been involved
in the pilot project expressed concerns that the testing was taking too
much time and questioned the need for the full package of interventions. They recommended rapidly expanding introduction of DMPA,
without all the other pilot interventions and without waiting until the
two-year pilot project was over. Central team members and external
technical advisers did not concur: they argued that rapid expansion
of DMPA introduction, without the accompanying service delivery
and management interventions, would not reproduce the broader improvements in quality of care found during the first year of the pilot
project.
Shortly after the mid-term review, decision-makers in the NCPFP
chose to proceed with only those interventions required to introduce
DMPA in 11 additional provinces (hereafter called the “DMPA-only
provinces”). They adapted and applied some of the principles and
practices tested in the pilot project. For example, introduction of DMPA
was phased, with activities beginning at the district level in only one
district in each province. Introduction was later extended to a subset of
communes in those districts. Site selection took into account the capacity of the facilities, staff and supervisors to support DMPA introduction with appropriate quality of care. The training curricula, IEC materials and management tools for DMPA, developed in the pilot project,
were also employed. However, the range of interventions to improve
broader quality of care in the provision of other contraceptives was not
replicated.
At the final pilot project dissemination workshop in August 1998,
participants reviewed the evidence from the pilot phase. User perspective and service delivery studies suggested that many dimensions of quality of care in the provision of all methods improved in
the pilot sites. Some aspects of infection control were better, providers’ knowledge of contraceptive methods increased and provider bias
diminished. Improvements were also seen in counselling, provision
of information to clients and client–provider relations. For example,
providers paid more attention to clients’ privacy and showed greater
respect for clients’ wishes. Abortion clients were more likely to receive
post-abortion contraception. Provincial and district programme
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managers, family planning motivators and community members demonstrated greater support for the concept of informed choice based on
balanced information and counselling. Gaps remained, however, particularly in the quality of counselling for methods other than DMPA
and for other related reproductive health services such as abortion care
and the management of RTIs (16).
At the workshop, case-studies compared the experiences of the
three pilot project provinces and the 11 DMPA-only provinces. Workshop participants concluded that the more comprehensive package of
interventions tested in the pilot project yielded better results than the
modifications implemented in the DMPA-only provinces. DMPA continuation was greater, the management of side-effects was better, and
the quality of care in the delivery of all methods was superior. Based
on this review, participants recommended that DMPA should be more
widely introduced using the comprehensive intervention package.
However, this introduction should proceed in a careful, phased
manner within selected districts that met minimum standards regarding their capacity to provide an acceptable level of quality in service
delivery. This set the stage for developing the next phase, which would
be scaling up interventions tested in the pilot project.
Scaling up
Following the end-of-project workshop, an independent high-level
committee appointed by the Ministry of Health further reviewed the
evidence from the strategic assessment and pilot project, and recommended scaling up the principles and practices used in the pilot project.
The central team prepared a proposal to introduce the comprehensive
package of interventions in 21 of the 64 provinces (including the three
of the pilot project) between January 1999 and June 2001. Though some
individuals expressed concerns about the ambitiousness of the initial
selection of 21 provinces, this large number was chosen for scaling up
innovations within a period of less than two years because each had
ongoing external donor support for family planning activities which
resulted in both heightened interest in DMPA introduction and efforts
to improve quality of care. There was an expectation that financial resources would be available to support the necessary programmatic activities.
Figure 2.1 shows the design of the scaling-up process in terms of
the framework proposed by Simmons and Shiffman in Chapter 1.
The innovation was the full package of interventions tested in the pilot
project. The resource team consisted of the central team, with limited
support from external advisers. External technical assistance was
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reduced to about 15% of that available in the pilot phase. In essence, the
central team became the resource team – the primary source of guidance for scaling up. The user organization included the managers and
staff at national, provincial, district and commune levels in the family
planning programme. The scaling-up strategy involved implementing
the full range of activities to support the introduction of the innovation
and addressed both horizontal scaling up (replication of the innovation
in provinces, districts and communes) and vertical scaling up (policy
initiatives to institutionalize the innovation). Funding to support implementation at the district and commune levels came largely from
ongoing international donor support to family planning activities4 and
from the regular budget of the national government.
A modular tool kit (Table 2.1) was a key component of the scalingup strategy, serving as a guide for adapting and implementing the innovation. It included criteria for selecting sites and sample programme
support materials. Consistent with the central government’s practice
of issuing guidelines and policy edicts to lower levels, the provinces selected for expansion were given the tool kit with the expectation
that it would be closely followed, although with local adaptation. The
central team then held workshops for the 21 provincial teams on how
to use the tool kit. Each provincial team included representatives of
the provincial health and family planning sectors and the Provincial
Women’s Union. Bringing together managers from these three institutions for a workshop was an unusual but constructive experience.
Supervision and mentoring by the central team further supported the
scaling-up process in the provinces. Because interventions in the pilot
project had already been tested, the government saw scaling up as part
of routine programme operations with no need for formal research
and evaluation. Policy initiatives to institutionalize pilot project innovations included review and modification of national standards for all
available contraceptive methods, and development and distribution of
policy briefs for programme managers synthesizing lessons learned.
Central team members continued to publish articles about the innovation. To develop the Vietnamese research community as a potential advocate for quality of care, the resource team organized a workshop for social scientists in the field of family planning. The objective
was to strengthen their capacity to undertake studies on user perspectives and service delivery, as most previous social science research in
reproductive health had focused predominantly on the demographic
aspects of the population policy.
4

WHO, the United Nations Population Fund (UNFPA) and Deutsche Gesellschaft für
Technische Zusammenarbeit (GTZ).
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Environment
INNOVATION
What is to be scaled up?
Pilot project interventions to
improve quality of care and promote
reproductive rights
• DMPA to expand range of methods
• Increased technical competence
• Provision of balanced information
and counselling
• Expanded range of related
reproductive health services
• Follow-up
These elements are promoted through:
• Use of improved training modules
• New IEC materials focused on
informed choice
• Management tools to strengthen
supportive supervision and client
follow-up
• Site-specific situational analysis to
adapt implementation
• Joint management of process by
three government agencies

SCALING-UP STRATEGY
How to transfer the
innovation?
• Phased introduction
• Tool kit with guidelines
and materials
• Orientation workshops
• Training of providers
• Supervision and
monitoring
• Development of national
standards
• Policy advocacy and
information
dissemination

USER ORGANIZATION
Who adopts the
innovation?
Organizations supporting
the family planning
programme at national,
provincial, district and
commune levels:
• Ministry of Health
service delivery system
• Population and Family
Planning Committees
• Viet Nam Women’s
Union

RESOURCE TEAM
Who facilitates wider use of the
innovation?
• Central team (Ministry of Health,
NCPFP, VWU)
• External technical assistance
• Donor partners (GTZ, UNFPA, WHO)

Figure 2.1 Design of the scaling-up process in Viet Nam

Outcomes of the scaling-up process
Before the pilot project, DMPA was not available in the public
sector. At the end of the scaling-up phase in June 2001, about 2000
women had voluntarily adopted DMPA as their method of contraception, with a mean continuation rate of 50% at one year, similar to
international experiences. Since then, scaling up of the innovation
has continued as part of the government’s routine programme. The
NCPFP and the Ministry of Health now require provinces to submit
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an annual plan detailing the continuing process for DMPA introduction. The plan must include arrangements for training and logistics,
assessment of the capacity of the facilities to support quality of care
and other aspects detailed in the tool kit. An approved plan then receives funding from the central level, supplemented by resources from
the provincial budget. By 2002, all 64 provinces had begun the process
of introducing DMPA. Subsequently, it became available in half of the
districts and communes in Viet Nam. In 2002, national survey data revealed that DMPA accounted for an estimated 2% of modern contraceptive method use, up from 0% in 1996. The overall method mix was
also somewhat more balanced: IUD use declined to 56% (from 62% in
1993), oral contraceptive use increased to 10% (from less than 4%), and
male methods (condoms and vasectomy) accounted for 9% (up from
3%) of modern method use (17).

Steps in modular tool kit for scaling up
1. Establish task force

8. Management information systems

2. Inform stakeholders

9. Supportive supervision

3. Situational analysis and action plan

10. Community support for quality of care

4. Action plans for quality of care

11. Facility requirements for quality of care

5. Plan for training

12. Accreditation process

6. IEC for quality of care

13. Monitoring for quality of care

7. Logistics for quality of care

14. Continuous quality improvement

Each step contains information on:






Rationale
Methodology
Illustrations of previous experience in Viet Nam
Examples of materials, tools and activities
Advice on adapting the materials to local conditions

Table 2.1 Contents of the modular tool kit for scaling up
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Because the scaling-up process did not include a formal evaluation
component, insights into the implementation and outcomes in other
dimensions of quality of care come from routine service data and observations made by facilitators and central team members during supervision. Many principles and practices from the tool kit were implemented. For example, provincial and district teams used criteria in
the tool kit to identify sites for scaling up. They phased the expansion process by typically choosing only two districts in each province; within each of these, they selected for start-up activities a few
commune health centres that met minimum standards for quality of
care. Provinces quickly adopted the logbook for DMPA users, and some
used the client-held cards for all methods. Supportive supervision
gained ground: provincial managers described how they discussed
service implementation and problem-solving with providers, instead
of looking exclusively at achievement of demographic targets. Training
sessions utilized the competency-based, participatory, model training
curriculum and facilitators’ guides in the tool kit, and the new criteria for selection of trainers were followed. There was also evidence of
an increase in client orientation. For example, some service providers
asked that training and services place more emphasis on prevention
and care of RTIs and HIV/AIDS, as well as on adolescent reproductive
health, reflecting client and community demands. More IEC materials
became available, and providers demonstrated greater understanding
of the need to provide information and counselling to clients.
Despite these advances, improvement in the quality of care in provision of all contraceptive methods was less than that found during
the evaluation of the pilot project. In general, training, counselling,
IEC, management of side-effects, infection control and client followup related to DMPA provision were better than for other methods.
Tool kit components were sometimes applied only to the delivery of
DMPA. For example, some provincial training teams used the parts of
modules that focused on this method and did not incorporate sessions
that dealt with informed choice and quality of care. In some sites, IEC
materials were provided for DMPA but not for other methods. Systems
to monitor quality-of-care indicators were not fully implemented. The
collaboration among the NCPFP, the Ministry of Health and the VWU
that occurred during the pilot project was not in evidence in all provinces, and in many, the VWU was often not fully involved as a partner
in scaling up. Similarly, in many districts and communes, field motivators did not receive training and thus continued to encourage longacting contraceptives and did not engage the community in identifying needed improvements in quality of care.
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Other related outcomes
Satisfied with their first experience implementing the Strategic Approach, the government decided to apply the methodology to abortion
care. Following a strategic assessment in May 1997 (18), a pilot project
to test quality-of-care interventions for comprehensive abortion care
was put in place in two national hospitals, and activities are gradually being expanded to provincial hospitals. This programme gives evidence of the government’s appreciation of a phased approach to introducing service delivery innovations.
The Ordinance on Population issued in 2004 demonstrates an increasing concern for quality of care in the family planning programme.
This policy emphasizes the right of individuals to exercise choice of
contraceptives, gives prominence to quality family planning services,
counselling and improved access to information, and explicitly prohibits “preventing or forcing the utilization of family planning practices” (19). The recent removal of incentives formerly given to women
who accepted the IUD provides further evidence of the national commitment to freedom of choice. Without a doubt, international partners
and national advocates working on other initiatives have played an
important part in these changes. In all likelihood, the rapid decrease
in fertility among Vietnamese women – from a total fertility rate of 3.8
in 1985 to 2.2 in 2001 (17) – also reduced pressure on the government
to pursue demographic targets and enabled the family planning programme to increase its focus on quality of care. Nevertheless, these
changes represent remarkable policy shifts and significant advances
for reproductive rights.
Discussion
In the course of the interventions described above, DMPA was introduced into the family planning programme in 21 provinces and its
availability has since expanded to all 64 provinces. However, qualityof-care innovations related to the full range of contraceptive methods
were not consistently implemented during scaling up. Reflecting on
the reasons for such partial success brings to the fore three key interrelated variables that must be considered when planning and implementing strategies for scaling up: the degree of change that the innovation implies for the user organization; the pace of expansion; and
the amount of resources available. Ideally, decisions about these variables are made so that there is congruence or balance among them;
for example, the resources available must match the degree of change
and the pace of expansion. However, these choices are often shaped by
the environmental context (as depicted in Figure 2.2) and thus achiev43
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ing balance may be difficult (20). As this case-study illustrates, when
the three variables are out of balance, it results in trade-offs in the outcomes achieved.
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Figure 2.2 Strategic choices in scaling up: balance and trade-offs

The degree of change implied by the innovation
The innovation tested in the pilot project was a complex package
of interventions aimed at improving the quality of care in family planning services. Full implementation called for much more than increasing provider knowledge and skills related to a particular technical
issue: it required stronger programme and managerial capacities to
support changes and a system-wide reorientation towards a clientcentred approach. This new orientation involved transforming a
pattern of client–provider interactions characterized by little counselling
and a lack of informed choice into one of active, respectful exchanges. Providers were expected to offer balanced information, listen to
clients’ concerns, offer individually tailored guidance and be motivated to take the time to do so. In Viet Nam, however, prevailing beliefs
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among providers and managers held that women did not want a lot
of information about contraceptives and choice of method was considered the domain of medical providers. Provider incentives to encourage use of long-acting methods and community mobilization to
reinforce the two-child policy persisted. Information given to clients
generally centred on the advantages of certain methods and the importance of family planning. A client-centred orientation called for
community participation in shaping service delivery, but community
voices were seen as having little relevance for what was viewed as a
strictly medical concern. Thus, the new emphasis on quality of care required major programme and provider reorientation. Linking family
planning services with RTI prevention and treatment and post-abortion care was a novelty in a programme focused on demographic objectives. Furthermore, the Ministry of Health, the NCPFP and the VWU
were not accustomed to working in close partnership at the provincial,
district and commune levels.
In contrast, the technological aspects of introducing DMPA did not
demand the same degree of change. This new technology was more
directly in line with the priorities of the family planning programme,
which gave precedence to achieving demographic goals through increased contraceptive prevalence and use of highly effective contraceptive methods. Programme leadership had high expectations about
the impact that DMPA would make on increasing contraceptive prevalence. The provision of DMPA also benefited from being a tangible,
readily observable innovation, and use of the method could be measured through routine service statistics, unlike elements of quality of
care such as client satisfaction and informed choice. Furthermore, injections have a strong positive cultural value for both providers and
community members in Viet Nam.
In sum, the distance between the existing state of family planning services and the required change inherent in the package of interventions was large. Breaking with established norms and practices
and bringing about client-centred services and policies implied a high
degree of change in a family planning programme characterized by a
weak capacity to provide services with good quality of care. Even in
strong health systems, getting health providers to modify minor elements of routine practice is a major challenge (21).
Pace of expansion
There was a strong desire among national-level policy-makers to
scale up as rapidly as possible. Family planning programme authorities
in many provinces were beginning to request DMPA introduction, and
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national officials were eager to respond. The presence of DMPA supplies in the national warehouse reinforced this demand. In addition,
members of the donor community wanted to incorporate DMPA into
their projects and some were not convinced of the value of waiting for
lessons to be learned from scaling up; prevailing international wisdom
at the time maintained that provision of DMPA was not a complicated
task. Although the resource team realized that a slower pace (scaling
up initially in fewer provinces over a longer period of time) would
be preferable, they felt it was more important to grasp the window of
opportunity of government and donor interest in the introduction of
DMPA and maintain the linkages between DMPA introduction and
improvements in quality of care for all methods. In the interests of remaining engaged in the policy and programme strengthening process,
scaling up proceeded at a relatively rapid pace. This strategic choice
resulted in a trade-off: DMPA was made more widely available in a
shorter period of time, but without all of the potential improvements
in quality of care for all methods. In retrospect, and as the international literature and experience suggest, fuller replication of the package
of interventions in 21 provinces might have been feasible with a more
gradual process because of the extensive modifications in service delivery entailed in the innovation (Chapter 1).
Resources to support scaling up
As described earlier, resources for technical support were decreased as expansion proceeded. This choice was not a result of limited
donor funding. Continuing the high degree of national ownership that
had characterized the application of the Strategic Approach throughout the assessment and pilot project was considered critical for sustainable integration of the innovation into routine service delivery. At
that time, the rationale held that once an innovation had been successfully tested in a pilot project, large amounts of outside support and
funding would inhibit the potential for lasting change. Thus a decision was made to depend primarily on the five-person national-level
resource team for provision of technical assistance and to rely on existing financial resources for implementation. In addition, the government was satisfied that the pilot project had adequately demonstrated
the feasibility of implementing the package of interventions. Largescale integration of the innovation into programme operations was
considered a straightforward process.
Unexpected developments inevitably occur when working with
public sector bureaucracies. Just before interventions began to be
scaled up, three of the original five members of the national resource
team left their positions or retired. The three new team members did
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not have the benefit of experience with the strategic assessment and
pilot project, and the resulting understanding about the importance
of interventions to improve quality of care. This reduced the resource
team’s capacity to support the scaling up. Moreover, the team was
charged with sizeable tasks that were added to their routine work: developing and producing the tool kit, conducting orientation workshops
and supervising training for 21 provinces, providing ongoing support
and guidance to the process, documenting experiences and assisting
in development of technical standards for all contraceptive methods.
In hindsight, the choice to decrease both the human and financial resources available to support scaling up implied a trade-off with
the degree of change that could be achieved. The extensive organizational and cultural changes needed on the part of the health services
were more than the resource team could support and facilitate given
the rapid pace of expansion. Producing the transformation implied by
the innovation, particularly at the relatively rapid pace dictated by the
policy window, would have called for a massive effort on the part of a
sizeable and well-equipped resource team (see Chapter 1).
Balance and trade-offs
The strategic choices made regarding any one of the three variables – the pace of expansion, resources to support scaling up, and the
complexity of the innovation – affect the other two and determine the
success in maintaining intact the essential features of the innovation
during the process of going to scale.
The compromised decision to pursue a relatively rapid pace of expansion brought some benefit (availability of an additional contraceptive method) to more women than could have been reached with a slower
pace. However, a slower pace would have had the potential to bring greater
benefit (improved quality of care for all methods) to fewer people. Alternatively, the rapid pace of expansion could perhaps have been supported by a larger and more experienced resource team, which might
have been able to advocate for and promote all the changes implied by
the innovation. When the divergence between the nature of the innovation and the characteristics and prevailing practices of the user organization is great, full implementation of the innovation may not be
possible without either a slow pace or substantial resources to facilitate
its integration into routine service delivery.
Conclusion
In designing and implementing strategies for scaling up tested
innovations, tensions will inevitably arise among three critical
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variables: the degree of change, the pace of expansion, and the resources required to achieve the desired change. Planners and implementers
need to weigh the alternatives carefully and continuously reassess the
implications of the trade-offs among these three variables.
Efforts to meet reproductive health needs will almost always
encounter the imperative to expand innovations rapidly in order to
reach the greatest number of people in the shortest possible time,
given available financial resources. The potential of improved services and technologies to maximize health benefits and save lives,
however, may obscure the degree of change implied by these interventions – changes in organizational culture, in managerial and technical systems, in clients and communities who need the interventions,
and in the broader environment. At the same time, scaling up generally takes place in a context of constrained resources, characterized not
only by limited finances but, more importantly, by weak public sector
health systems with bureaucracies that are slow to adopt innovation
and have few staff members to support and guide the introduction of
large-scale changes.
Before undertaking to scale up innovations involving complex
changes, planners and implementers would be wise to ask the following questions: What are the risks involved in moving quickly? Will
a rapid pace of expansion potentially overwhelm a weak bureaucratic system? How far-reaching are the changes entailed in introducing
the innovations? Are expectations so high that they are beyond existing capacities of the resource and user system? How will the capacity
to manage the changes be strengthened? Is there a capacity-building
plan in place and are the necessary resources committed? Is there a
system to monitor and evaluate the scaling-up process? Once a set of
innovations has been tested, scaling-up practitioners must reflect upon
the relative risks and benefits of a more rapid versus a slower process,
given the resources available to support expansion.
Although trade-offs may be unavoidable, discerning and understanding the multiple environmental factors that can affect the success
of scaling up is equally important when making choices that seek to
balance the degree of change implied by the innovation, the pace of expansion, and the amount of resources to support the change.
The case-study from Viet Nam provides a useful illustration of
the importance of achieving an appropriate balance among the three
key variables. Given the environmental circumstances that mandated
a rapid pace of expansion and the large degree of change represented by the innovations tested in the pilot phase, there was a need for
much greater human and financial resources to be devoted to support
the development of the institutional capacity. In hindsight, the chal48
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lenges of making major changes in how programmes are implemented and – even more important – changing the attitudes and practices of individual providers were greater than the resources devoted to
the task. Although much was achieved in Viet Nam, the experience
shows how critical it is to devote sufficient resources to building institutional capacity to support the process of scaling up an innovation.
The lessons learned can help guide future efforts to scale up innovative pilot projects serving the reproductive health needs of people in
Viet Nam and elsewhere.
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Chapter 3
Quality of care in China: from pilot project to
national programme
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Summary
China’s family planning programme ranks as history’s most intensive effort to control national population growth. While some
have lauded China’s effort to limit births as a fundamental part of
its sustainable development goals, the population policy has also
generated much international criticism. A long-overdue reform
has begun to focus the family planning programme on client
needs, informed choice of contraceptives, and better quality services. Partly inspired by the International Conference on Population and Development in 1994, the reform began as a pilot project
in six counties and is now a blueprint for reorienting the national family planning programme. This chapter reviews the process
by which a small innovative pilot project was scaled up into a national reform effort and the lessons learned about scaling up sensitive but needed innovation in a difficult political environment.
These lessons relate to the importance of local ownership, adapting concepts to make them locally meaningful, careful choice of
pilot sites to ensure success, mobilizing political networks, cultivating and educating allies in senior leadership positions, strategic use of donor funding and technical assistance, and the willingness to transfer project management to the next generation of
leaders.
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Introduction
China’s family planning programme ranks as history’s strongest
effort to curtail national population growth through deliberate birth
control. While some advocates for global population control have
praised China’s effort to limit births as a basic part of its sustainable development goals, the population policy has also generated much criticism from governments and groups concerned about human rights.
The one-child policy, introduced in 1980, aimed to encourage one birth
per couple with detailed regulations and birth targets.1 This policy has
been blamed for motivating coercive measures, especially forced sterilizations and abortions, enforced by local officials on an unwilling population. From 1995, a reform of the family planning programme began
to introduce a focus on individual couples’ needs, informed choice of
contraceptives, and better quality services. Partly inspired by the International Conference on Population and Development (ICPD), held
in Cairo in 1994 (1), the reform began as a pilot project in six counties
and is now a model for reorienting the national family planning programme. This chapter reviews the process by which this innovative
experiment was scaled up into a national reform effort. The authors
were deeply involved in the pilot project and its scaling up.
China began a concerted family planning effort in the early 1970s
(2). By the end of the decade, China’s national total fertility rate had
dropped from nearly seven births per woman to 2.7 (3). As it was recognized that demographic momentum would fuel population growth
for decades to come, the one-child policy was introduced to dramatically slow down the rate of growth.
Policy implementation was based on parity-driven prescriptions
of reliable contraceptive use: an intrauterine device (IUD) after the first
birth and sterilization after the second. Prior to the ICPD, there was
little appreciation of clients’ perspectives and quality of care. The need
to protect voluntarism in couples’ choice about the number and spacing
of children was considered less important than achieving overall fertility goals. There was no counselling about choice of methods and
medical follow-up was minimal (4). Women were obliged to accept
the IUD or sterilization soon after childbirth, and those with an IUD
were required to obtain regular ultrasound check-ups to confirm that
the device was in place and that they were not pregnant. Couples
were required to obtain official permission from local birth planning
1

Birth targets refers to the number of allowed births in a given year that are set at national,
provincial, and prefectural levels and are then communicated to county governments to become
a basis for cadre evaluation for promotion. Regulations refer to the explicit rules on pregnancies
and births, for example on who is allowed to have a second birth.
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officials for allowed pregnancies and births, based on detailed regulations. Out-of-plan pregnancies had to be aborted and intense pressure,
psychological and sometimes physical, was put on couples unwilling
to conform.
From the start, the policy – especially the heavy-handed methods
of implementing unwanted abortions and sterilizations – met with
popular resistance by rural couples. Unlike their urban counterparts,
rural couples have no pensions or social security; they rely on grown
sons, who traditionally care for aged parents and do not marry out into
other families as daughters do. Together with the persistence of Confucian traditions of son preference, the prospect of an only daughter
was untenable.
China’s family planning programme is managed as a top-down
process, from national level to province, prefecture, county, township and, finally, village. National guidelines, regulations concerning births, population targets, monitoring and evaluation systems and
standards of care are formulated at the top, by the National Population
and Family Planning Commission (NPFPC) (its name was changed
from State Family Planning Commission in 2003). Provinces then enact
regulations and, because population control is a key national policy, all
levels of government are required to provide adequate funding to local
family planning bureaux to carry out the policy. In the 1980s, family
planning and health services were separated, and independent family
planning clinics were established at county and township levels (5).
Beginnings of reform: 1990–1995
A number of events in the first half of the 1990s contributed to
the initiation of a pilot project that led to the national family planning
reform. In 1991, a project aimed at introducing new contraceptive technologies to China initiated the introduction of quality improvements in
family planning services, especially the concept of informed choice of
contraceptive methods (6, 7). Other collaborations during the 1990s,
involving the International Planned Parenthood Federation (IPPF), its
affiliate the China Family Planning Association, the World Health Organization (WHO) and Chinese family planning research institutes,
further developed concepts of counselling, client rights and informed
choice. Nevertheless, these efforts remained uncoordinated and isolated, and there was little rethinking at the State Family Planning Commission (SFPC) about reforming the mechanisms of implementing the
family planning programme.
From 1994 to 1995, a large contingent of Chinese family planning
officials and researchers attended ICPD preparatory meetings in Bali,
the ICPD in Cairo, and the Beijing Women’s Conference, where concepts
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of reproductive rights and ethical perspectives on family planning programmes were discussed and widely endorsed. Following these conferences, a leading Chinese demographer translated and published a
book of key documents from the meeting, including the Programme
of Action and the seminal article by Judith Bruce (8) on the need for
quality-of-care improvements in family planning programmes (9). The
book was distributed to senior family planning policy-makers, many
of whom had attended the ICPD or had previously been involved in
donor-supported projects.
The senior SFPC official responsible for setting and monitoring
implementation of population targets2 participated in the ICPD and
was strongly influenced by the humanism of the Bruce framework. This
exposure, together with his own difficult experience in implementing
population targets, made him receptive to rethinking the methods of
implementing China’s family planning programme. After years of
trying to correct falsification of family planning data by local officials
worried about performance evaluations, and observing changes
resulting from the move to a market economy, the Bruce framework
provided him with an appealing new approach. He believed that
as market reforms advanced, client expectations for good quality
services grew, especially in more economically developed areas (10).
He felt that the programme had to adjust to this shift and start giving
individuals greater choice in their selection of contraceptive methods
and begin providing other reproductive health services. Together with
like-minded colleagues from the China Population and Information
Research Center (CPIRC), he formulated the idea of a pilot project
in six counties to introduce quality-of-care improvements in the
programme.
The goal of the proposed project was to test whether realigning
the programme to people’s interests and needs was possible, desirable,
and would not result in additional births. All of the project initiators
supported the government’s population control goals in principle, but
they had misgivings about the way the policy had been implemented
and felt that serious reform was necessary. Their vision was supported
by the Minister of Family Planning, who provided them with an opportunity to try out this radical new approach that could potentially question the underpinnings of a top-down mandated birth control
policy. Many years of dialogue between the SFPC and the United
Nations Population Fund (UNFPA) on the issue of voluntarism in the
family planning programme may have helped to create some of the
pressure for change and to influence the Minister’s thinking.
2
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In 1995, the Minister made an official call for “two reorientations”
of the Chinese family planning programme: to move the programme
away from family planning alone and integrate it closely with economic and social development and address population issues in a comprehensive manner; and to shift programme implementation from primary
reliance on social constraints, such as coercion and fines, to gradually
institutionalizing interest-driven methods, such as individual choice
and demand-based services, along with coordinated information, education and communication (IEC), comprehensive services and scientific management (11). The early proposal by the Minister promoted the
idea of keeping a tight control on population, but doing so without coercive measures. The two reorientations were to be achieved nationally by 2010, along with other goals of the government’s ninth Five-Year
Plan (1996–2001). The Minister saw the pilot project as an opportunity
to move the two reorientations forward (12).
The Quality-of-Care Pilot Project, Phase 1: 1995–1999
Initiation in six counties: 1995–1997
The Quality-of-Care Pilot Project was initiated in 1995 as an experiment to test out the new approach called for in the two reorientations.
During the early years, project innovators were isolated and relied on
the Minister for their political support. Local participation was not
mandated by the SFPC. The project initiators stipulated in advance that
no central or provincial government funds would be provided to carry
out project activities. The intention of this was to demonstrate sustainability and to ensure local commitment. The project leaders selected
counties where they had good personal relationships with lower-level
managers in the family planning system. Five rural counties and one
city in six provinces on China’s eastern seaboard (Jiangsu, Jilin, Liaoning, Shandong, Shanghai and Zhejiang) were chosen to participate.
Their social and economic development had rapidly progressed since
the beginning of the economic reforms in the late 1970s. Total fertility
rates in these counties were under two; thus there was little fear that
introducing the new approach would result in a surge of births.
The main objective of the project was to introduce the six elements
of quality of care developed by Bruce (8) into family planning services
in the six counties.3 Project leaders supported the counties with training, materials and regular workshops to share experience.

3

The six elements of quality of care are: informed choice, information giving, technical
competence, client-provider relations, follow-up and an appropriate constellation of services (8).
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In the early years, the project can be described as a context-specific quality-of-care approach, which retained China’s population control
imperatives but relaxed some of its restrictions, especially in the area
of contraceptive choice. The project implemented a more humancentred programme with greater levels of informed choice, counselling and follow-up for side-effects. The counties began to offer couples
a choice of five contraceptive methods (IUDs, oral contraceptives,
condoms, Norplant© implants and sterilization), provided more faceto-face counselling and computer-based information about contraceptive methods, and increased the constellation of services for women,
all within the context of strict regulations about the number of allowed
births. While all counties followed common guidelines for improving
service quality based on the six elements of quality of care (8), there
were some differences in emphasis. For example, one county focused
on developing youth services, another on improvements in counselling and IEC activities, and another on informed choice.
At the end of 1996, project leaders sought and received funding
from the Ford Foundation to begin a process of evaluating the impact
of their effort to improve the quality of services. This began with a
workshop where the six counties proposed indicators for evaluating
their quality-of-care improvements and international participants presented the quality-of-care experience from other countries. After one
year of the project, with no observable increase in birth rates, a meeting
was held between the Minister and the mayors of the six pilot counties,
together with their provincial and county family planning directors in
which the mayors and directors endorsed the project and convinced
the Minister that the reorientation should continue and expand.
Expansion: 1997–1999
Reassured that the pilot project was not jeopardizing fertility
goals, the Minister agreed to expand the project to five new counties
at the end of 1997. This modest official expansion involved replication
and little change in approach, because the main goal until then had
been to achieve support for expansion. However, as the project and
the Minister’s decision to expand it became known within provinces,
many other counties perceived this as a “green light” to visit pilot sites
to learn more and to begin some level of similar activities in their own
counties, without formal project involvement. They were eager to join
an initiative where some of the policy restrictions on parity-specific
method requirements were being relaxed.
From 1997 to 1999 a second track of quality-of-care innovations
began, characterized by rapid replication of the pilot county experience
by neighbouring counties within some of the same provinces (Jiangsu,
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Shandong, Zhejiang) and endorsed by the Minister. By 1998, over 200
counties (of about 3000 counties in 31 provinces in the country) were
participating informally, using their own resources. These informal
county participants were invited to attend project-sponsored training courses on different topics, with occasional participation by international quality-of-care consultants. These second-track counties can
be classified as spontaneous expansion, where innovations from the
original pilots were adopted with some local adaptations. The number
of second-track counties expanded rapidly, especially in the provinces where the pilot counties were located, reaching over 800 by early
2000.
A number of activities helped to consolidate learning and reshape
the programme to conform more closely to international concepts of
quality of care. Continued Ford Foundation support in 1998, which included international technical assistance, helped project leaders evaluate their efforts to introduce international practices and to develop
strategies for training and other activities. Eight senior officials from
the SFPC visited India in 1998 to meet government counterparts and
researchers to learn about India’s experience in lifting demographic
targets, moving towards a reproductive health approach and using
new indicators to evaluate the programme. Those who participated in
the study tour to India became important internal advocates for project
expansion within the SFPC. A contact group, comprising the project
leaders and core international partners, was formed in 1998 to provide
strategic direction for the project. This group played an important role
for several years, supporting and informing internal debates about
strategy and expansion.
In late 1998, a crisis and an opportunity helped to push the Qualityof-Care Pilot Project closer to centre stage. A leadership transition occurred and the project initiators, with help from external facilitators,
succeeded in developing a strategy to ensure continuity and ongoing
political support. The Minister was changing, and the project’s creator
and chief strategist retired from his official SFPC post and was thus
obliged to step aside as director. Project management was transferred
to the SFPC’s new Director General of the Science and Technology Division – an important development for the potential expansion of quality
innovations within the national family planning service network and
the SFPC. The project’s creator recognized the need to have the new director learn about the project who soon recognized its value. Similarly,
the Vice-Minister responsible for the programme was cultivated and
became an advocate for reform. The new director began consolidation
of donor-supported projects to sustain the reform effort and, with her
backing and collaboration, the core team set up an operational office
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at CPIRC from where they maintained day-to-day management of activities. The project creator continued his involvement as a consultant
and volunteer, though without an official role. With great benefit to the
project, ownership had passed to powerful new insiders in the government with the ear of the new Minister.
At the International Symposium on Quality of Care, held in Beijing
in November 1999, both the new Minister and the Vice-Minister gave
speeches endorsing the reform (13, 14). Following that meeting, the
contact group discussed plans for project expansion, based on the findings of the qualitative assessment undertaken the previous year. An influential national advisory board was set up for the project during the
symposium. This board included researchers, provincial family planning officials, women’s activists and representatives of nongovernmental organizations (NGOs) involved in reproductive health research
and projects, who provided both validity and increased advocacy for
the project.
Evaluation of the initial pilots
Evaluation research involved an assessment of the original six
counties using an adaptation of the Strategic Approach to Strengthening Reproductive Health Policies and Programmes (15, 16). An international researcher involved in the development of the Strategic Approach participated in the research. The assessment was carried out in
1998 by an interdisciplinary team of more than 20 Chinese and two international participants, including researchers, project team staff and
programme managers. Several members of the Quality-of-Care Pilot
Project national advisory board participated in the evaluation. The
direct involvement of advisory board members further broadened the
base of support for the project and helped to publicize it.
The assessment team interviewed programme managers, service
providers, local leaders and community members, with special emphasis on married women of reproductive age. The study showed many
positive changes. Stable low fertility was maintained and women
enjoyed greater freedom in choosing a contraceptive method and relations between clients and providers had improved, as had those
between family planning programme managers and the local population. Women reported that they felt more respected and cared for,
and local leaders indicated that tensions were eased in implementing the family planning programme. The full report was published in
Chinese in 1999 (16). An in-depth analysis of one of the original pilot
counties revealed some changes in the contraceptive method mix accompanying the introduction of informed choice, especially in moving
away from sterilizations and towards condoms (17). These method
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mix changes are important indications of the move away from government-dictated method use based on parity. A study undertaken
among 2000 women in one of the second-track counties showed that,
as the quality-of-care index increased over three years, abortions decreased significantly (18).
These studies indicate that even though this first phase of the
project only offered a limited version of the international quality-ofcare model proposed by Bruce, progress was made in beginning to
improve clients’ choice of method and in reducing contraceptive failures. The project counties adapted the quality-of-care approach to local
realities, including, especially, the requirements of China’s population
policy that contraception must be used. The main achievement during
Phase 1 was improving the method mix, especially by providing alternative choices to sterilization, though there was little change in the
pressure to abort out-of-plan births. Many pilot counties reported that
abortion numbers decreased as contraceptive choice and follow-up
increased, which was attributed to fewer contraceptive failures (19).
More importantly, the project began to introduce concepts of client orientation in services, and the focus shifted from top-down implementation to more client-need driven and more user-friendly services.
The Quality-of-Care Pilot Project, Phase 2: 2000–2004
The second phase of the project included geographical expansion
and functional diversification and the beginning of institutionalization within the SFPC. Responding to the growing interest in the approach from an increasing number of counties, the project was expanded from 11 to 19 counties. Activities were diversified to include
new services and approaches as well as management changes. Four
new subprojects were initiated, including: further development of informed choice within the Chinese context; improvement of the family
planning management information system to incorporate indicators
and approaches to measure quality of services; further work on incorporating prevention, treatment and diagnosis of reproductive tract infections (RTIs) into routine family planning services; and expansion of
the project to the less developed western regions of the country. The
subproject on improvement of the family planning management information system produced new indicators on quality of care that were
disseminated for national use in 2002. The project leadership selected
influential national universities and research institutions to lead and
manage the work, distributing ownership to powerful allies and away
from exclusive SFPC control. Respected national and international
experts were brought in as consultants, thereby further broadening
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the base of support for the project among academics and related institutions already working on reproductive health.
Of the four subprojects, the western expansion was critical for
demonstrating the potential to scale up the project nationally. Unlike
the coastal counties, where social and economic development was advanced and total fertility rates were below two, fertility desires were
higher in the poorer western regions. If the reform could be implemented in these counties without extra resources and without raising
fertility, then senior leadership would endorse its expansion on a larger
scale.
In February 2000, the western subproject was initiated in six counties, all committed to undertaking the reforms without extra funding.
These counties faced more economic difficulty and more limited personnel capacity than the pilot counties in the east. Recognizing this,
the project team permitted them to begin by adding services that were
relatively easy to implement and/or met immediate needs, such as
RTI check-ups or other women’s health improvements including infertility treatments. As in the eastern pilots in Phase 1, the western
pilots were allowed to move gradually to a pattern of greater informed
choice. Self-designed project activities gave the counties a strong sense
of ownership.
The Quality-of-Care Pilot Project as a model for national reform
By the end of 2000, the momentum of reform was evident and ownership of the effort by SFPC’s senior leaders was clear. This momentum was enhanced by another major initiative promoting quality of
care: the UNFPA 32-county reproductive health improvement project.
The UNFPA effort was nationally designed and standardized with extensive donor input. It sought to improve reproductive health in rural
counties that were more diverse, and in some cases poorer, than those
involved in the Quality-of-Care Pilot Project. The project provided opportunities for training, the development of new counselling and IEC
materials and technical assistance on evaluation and monitoring. It
supported a re-thinking of programme goals, methods and evaluation
criteria and promoted a wider reproductive health agenda.
Consensus at the top levels of leadership was reflected in a series of
official documents enshrining the concept of informed choice of contraceptives and emphasizing the necessity of protecting the rights of
citizens and safeguarding them from coercion in the implementation
of the family planning programme. Donor inputs were increasingly
being coordinated by the SFPC to support its national reform effort,
rather than handled as separate programmes within different parts
of the Commission. This institutionalization ties together a number of
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similar efforts that began around the same time as the Quality-of-Care
Pilot Project. Several donor-initiated projects promoted many of the
same ICPD themes: reproductive health and rights, informed choice,
better quality services and client orientation. These other projects, involving UNFPA, the IPPF and several United States NGOs, were originally developed and carried out in isolation from the Quality-of-Care
Pilot Project, but have now begun to come together. The project provided an acceptable local model for consolidating these various postICPD donor programmes that had not previously been seen as workable in the China context.
In the second half of the 1990s, several departments in the SFPC
had also introduced reform-oriented initiatives, such as formulating a
new population law, an IEC campaign emphasizing gender equity in
family life, improving the female child survival environment, and distributing new technical guidelines. By 2000 the SFPC began to bring
these initiatives together with the Quality-of-Care Pilot Project. The
SFPC began to refer to the more than 800 second-track counties as
“the SFPC quality counties” or the “provincial pilots”, thereby officially beginning to claim ownership of the experiment. In an important
meeting in northern China in 2000, the new Minister held a television
conference with all the directors of provincial family planning commissions, in which he endorsed the quality-of-care approach.
In December 2000, a “white paper” issued by the central government, entitled China’s population and development in the 21st century, endorsed the changes, albeit within a continued emphasis on population control (20). This important document used the language of the
two reorientations and explicitly stated that quality services should
be provided (Article 14) and that citizens’ legal rights should be protected in the implementation of the family planning programme. This
document was followed in early 2001 by new regulations for technical service management in family planning for all family planning
workers and government officials, promoting quality services and informed choice of methods. In mid-2001, a draft Population Law was
submitted to the National People’s Congress with provisions for criminal prosecution of cadres who use coercion to implement family planning and reiterating the language on informed choice (21). The Law
was passed and became effective in December 2002.
In 2001, some of China’s leading women’s activists were involved
in an activity intended to help family planning staff to see the programme through women’s eyes and to increase gender sensitivity
in programme implementation. Training used participatory methodologies and approaches developed by the IPPF/Western Hemisphere Region, in collaboration with the Latin American and Carib63
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bean Women’s Health Network (22). For the first time, Chinese women
activists from the All China Women’s Federation, university-based
women’s studies centres and women’s NGOs were willing to engage
with the family planning programme, after years of silent opposition
to rights abuses within it.
The SFPC launched a new effort in 2002 to establish 100 “quality
advanced counties”, representing every province (two to three counties
per province), from which to model province-wide expansions. These
counties were selected from those involved in the Quality-of-Care
Pilot Project, from UNFPA’s project counties and from the second-track
quality pilots. The 33 criteria and standards to evaluate quality services in these counties are based on indicators developed in the second
phase of the Quality-of-Care Pilot Project.
A further expansion of the project was developed during 2003 and
was launched in early 2004. This expansion includes diversification
through new subprojects and geographical expansion to new sites. Diversification is responding to newly identified challenges, such as HIV/
AIDS training and services for rural migrants living in urban areas,
in line with new pro-poor government welfare policies and with the
growing HIV/AIDS epidemic. The NPFPC is increasingly coordinating all donor funding and technical assistance to support its national
reform effort. At an important project training workshop in early 2004,
new evaluation standards developed by the project were presented, including six indicators used to measure “the people’s satisfaction rate”.
Lessons learned about scaling up
The Chinese Quality-of-Care Pilot Project experience and its
success to date in scaling up offers important lessons about how to
move controversial innovations to a national stage in a sensitive political environment. Many of these lessons provide additional support for
insights derived from other scaling-up literature.
1.

Foster government ownership
The Quality-of-Care Pilot Project was devised and initiated from
within the SFPC and was not donor-driven. In China, a major mechanism of institutional change is the use of pilot demonstration projects.
Model areas are often held up for national replication, and testing ideas
is always considered more relevant than wholesale application of ideas
from abroad. The still limited role of NGOs in mobilizing change and
the central role of powerful officials, constrained by Communist Party
mandates that discourage true experimentation from going forward,
make the China context somewhat different from other regions. A
major challenge for scaling up in China is to build innovation from
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within the government, which remains the main actor in service delivery and policy formulation. NGOs can play a role in demonstrating
innovative approaches, but without government ownership and endorsement they are unlikely to lead to national reform.
When the momentum of reform and SFPC’s senior leaders’ endorsement were evident by the end of 2000, the effort moved rapidly
to deliberate scaling up and institutionalization, with a clear focus on
organizational change (23). The political support and increasing ownership by SFPC’s senior leaders helped to move the pilot project to the
second phase, from a replicated demonstration project to an expanded
and functionally diversified project, and shortly thereafter toward institutionalization within the national family planning programme.
2.

Choose pilots carefully to ensure success and local ownership
Although the project leaders utilized a long tradition in China of
model counties to garner support for the reforms, they altered their
approach in several significant ways. They provided no additional
funding so as to demonstrate sustainability and to attract local enthusiasts, who would willingly navigate the potential difficulties of the
new approach. Participating counties volunteered knowing that they
would receive no additional funds to carry out project activities. Counties were carefully chosen to reassure senior leaders that there would
not be any adverse fertility outcomes of the reform. Starting small,
and choosing their original project sites strategically to ensure success,
allowed project leaders to make a case for expansion. They carefully
built a movement for change from the bottom up, by allowing other interested counties to participate freely in training and workshops and
encouraging them to visit pilot sites.
The Chinese scaling-up experience shares common features with
other international projects, especially ones undertaken by governments rather than NGOs. Initial scaling up involved replication as a
way to expand the pilot experiences to other counties. Staged replication as conceptualized by Wazir & Van Oudenhoven (24) involves a
process of pilot testing, followed by carefully evaluated implementation in different sites and then expansion more broadly. Demand from
below and careful pilot testing and replication, though locally adapted
and owned, was a central feature of the China experience.
3. Cultivate powerful allies and be willing to transfer project
management to new leaders
A number of strategies were used by the project team to consolidate gains in Phase 1 and encourage further expansion. Attracting the
attention of the senior SFPC leadership expanded the base of support.
These efforts to foster ownership of the project by a widening circle
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of leaders who assumed positions of power under the new Minister built an internal constituency for reform. The willingness of the
project creator to step aside and transfer the strategic management of
the project to a more appropriate location ensured its integration into
the technical work of the SFPC. The creation of an operational office
outside the SFPC guaranteed that the work moved forward during
these transitions.
4.

Use research and technical assistance to define expansion needs
Research during Phase 1 was used to generate evidence on project
achievements and to guide the reform effort. The project management
team then used the research findings to orchestrate the development of
four new subprojects, in order to develop the systems and mechanisms
for integration of quality of care into the day-to-day operations of the
national family planning programme. International technical assistance and funding contributed to the credibility and visibility of the
research effort and findings. Research and technical assistance have
continued to guide the evolution of the Quality-of-Care Pilot Project
during its second phase.
5.

Adapt concepts to make them locally meaningful
The Quality-of-Care Pilot Project was based on adoption of a new
international paradigm agreed to at the ICPD, which spoke to recognized problems in the China context. The quality-of-care concepts were
adapted considerably to fit national realities, and then even more to fit
local needs and opportunities. Adaptation was especially needed to fit
the constrained environment for free and informed choice and the restrictions on couples’ ability to make decisions regarding the number
of children and the spacing of births. Such adaptation made it possible
for the paradigm shift to occur within a political setting that is resistant to change.
The project leaders were all innovative public sector bureaucratic actors who used their positions of leadership and opportunities for
internal advocacy to drive the reform. Their clear messages were relevant to the local areas, especially because of the credibility of the messengers. They used personal contacts to advance the quality-of-care
agenda and strategically mobilized technical assistance and donor
funding both to gain legitimacy and to increase internal visibility.
In other words, the project innovators applied many of the strategies
that the literature suggests are important in effective scaling up: they
recognized policy windows and cultivated ownership for the experiment among their leaders, recognized and encouraged demand for the
reforms from lower levels, and carried out the reforms using phased
implementation, adaptation and learning (23, Chapter 1).
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Conclusion
Quality-of-care reform in China is still a work in progress.
Although significant improvements have been achieved, many
challenges remain. As the reform effort expands, there is a continuing
need for further clarification and application of international concepts
in the China context. Although the concept of informed choice of
contraceptive methods has moved far beyond its initial limited
interpretation in the early 1990s, it is still not truly implemented
as intended by the ICPD, that is, as a programme that prioritizes
reproductive rights over population goals and guarantees full
voluntarism in the timing and numbers of births. Women in the pilot
counties are still not permitted to decline contraceptive use or to
choose freely the number and spacing of their children. Although they
have more choice in selecting their contraceptive methods and more
freedom to change them, they are still urged to abort out-of-plan births.
The family planning programme still has a long way to go in terms of
adopting a gender perspective in its design and implementation.
Many mechanisms still remain to ensure that contraceptives are
being used and to discourage out-of-plan births. There are numerous
financial and administrative burdens on couples to ensure that they
comply with population goals, such as registering for permission to
become pregnant and give birth. Incremental gains are being made,
however, through the quality-of-care reform to push back some policy
restrictions on birth spacing and the requirement to register for the first
birth. Overall, the reform is changing the interface between the family
planning programme and the population and instilling an appreciation among local managers and service providers for user perspectives
and for client rights to good quality services, information and reasonable policies. Introducing the concept of informed choice through a
bottom-up process of change is building pressure for greater voluntarism in the family planning programme and is helping to support reformers at the national level who seek to back away from target-driven,
coercive and restrictive aspects of population planning (17). However,
the programme requires systematic external evaluation to document
real changes in informed choice and contraceptive method mix, so as
to respond to the concerns of sceptics and critics.
That the Quality-of-Care Pilot Project is home-grown is probably
the major reason for its success in taking the reform as far as it has come.
In the sensitive area of China’s family planning programme, no experiment or reform effort imposed by external actors could garner the
political support necessary to go forward. The project team educated
and cultivated senior leaders and broadened their base of support with
the SFPC and the provincial-level governments and family planning
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commissions, capitalizing on other programmes under way to support
their agenda and vision for change. Subprojects were strategically distributed to be led by influential national organizations. Despite uncertainties about commitment and understanding of the project by a new
generation of SFPC leaders, the project creators recognized the need to
transfer ownership of the experiment to a new group of power brokers
who could take the project to the national stage. Recognizing the value
of the project, the new director used her influence and considerable
insights to scale it up as the centrepiece of a national reform effort. In
fact, her recognition in 1999 that the project would not succeed unless
integrated with the other work of the SFPC gave the project its most
crucial advocate within the government and set the stage for the major
scaling up that ensued. She actively pushed for coordination of the
project with other donor-supported reform efforts at the same time as
spearheading the incorporation of these reforms into the national programme. The vision stemmed from a group of internal reformers with
a humanistic perspective and immediate practical problems to solve.
They used a window of opportunity to begin a long-overdue reform to
one of the world’s most controversial programmes.
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Chapter 4
Expanding contraceptive choice and improving quality
of care in Zambia’s Copperbelt: moving from pilot
projects to regional programmes
John P. Skibiak a, Peter Mijere b, Mary Zama c
Summary
This case-study explores the programmatic challenges of moving
from pilot interventions to regional programmes. It documents
the history of an initiative to scale up reproductive health interventions, developed and tested between 1996 and 2000 in Zambia’s Copperbelt Province. The interventions included an expansion of the range of contraceptive methods available at health
facilities, the development of innovative training approaches for
health-care workers, and the testing of strategies to reach out to
communities. This chapter highlights the challenges facing programme designers as they must decide which elements of a pilot
study to scale up, the structures most appropriate for managing
the process, and the pace and breadth of the expansion effort.
Finally, it provides a conceptual framework to guide the scalingup process and to weigh the potential trade-offs between increasing scale and the need to maintain quality, local values, local relevance and sustainability.
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Introduction
Pilots to Regional Programmes (PRP) is the name of a broad-based
initiative for bringing to scale a series of reproductive health interventions, which had been developed and tested between 1996 and 2000 in
Zambia’s Copperbelt Province. Launched in 2002, PRP aims to expand
contraceptive choice and increase the availability of quality reproductive health services, especially family planning, in all eight of the
Copperbelt’s rural and peri-urban districts. It also seeks to field-test a
model for scaling up reproductive health interventions, originally implemented on a pilot basis. The model employs a three-phased process
in which districts adhere to a common set of quality standards while
maintaining the flexibility to decide, based on local needs and conditions, the most appropriate means of achieving these standards and
the relative investment they intend to make in doing so.
This case-study explores the programmatic challenges of moving
from pilot study to broad-based initiative. It documents the history of
the initiative, more specifically the circumstances leading to its development, the scaling up of activities and its achievements. It also describes a conceptual framework that guided the scaling-up process,
while at the same time weighing the potential trade-offs between increasing scale and the need to maintain quality, local values, local relevance and sustainability.
From strategic assessment to pilot study
In 1995, the Zambia Ministry of Health sponsored a strategic assessment of contraceptive needs, applying a methodology outlined in
the Strategic Approach to Strengthening Reproductive Health Policies and Programmes developed by the World Health Organization
(WHO).1 Supported by WHO and the Population Council, the assessment proved pivotal in shaping the future of reproductive health services in Zambia (2). It identified key health policy concerns, provided a
framework for research on contraceptive introduction, and served as a
catalyst for the development of Zambia’s first family planning service
delivery guidelines. It also influenced the procurement of new contraceptive methods and the phasing-out of others, such as high-dose oral
contraceptives.
Based on the assessment’s recommendations, a number of pilot
studies were eventually carried out, each of which sought to strength1
The WHO Strategic Approach is a systematic, three-stage approach for identifying and
prioritizing reproductive health-care needs, for testing practical solutions to those needs and
for bringing to scale the successes, taking account of the lessons learned (1).
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en the availability of new and/or underutilized methods, while at
the same time using the introduction of those methods as a means to
improve the quality of services in general. The largest and by far most
ambitious of these studies took place between 1996 and 2000 among
selected health centres in three newly created rural health districts of
the Copperbelt Province. The impetus behind the study was twofold:
first there was the low utilization of contraception, and second was the
dramatic imbalance in the composition of Zambia’s limited method
mix. In 1995, contraceptive prevalence of modern methods was only
7%, with half of all users opting for the pill, and the other half relying
primarily on the intrauterine device (IUD) and sterilization (2). The
explanation had to do with the weak public sector service delivery
system, poor provider competence, limited access to services by large
segments of the population, and – in contrast to its neighbouring countries – the virtual absence of any injectable contraceptive in the public
sector.
For many years, depot-medroxyprogesterone acetate (DMPA) was
a popular method among Zambia’s family planning users. By the early
1980s, however, reports of its abuse in neighbouring Zimbabwe (previously Rhodesia) sparked calls for its removal from public sector services. Derided within the Zambian medical establishment, and blamed
for side-effects for which there was no medical basis, DMPA was soon
withdrawn from the national contraceptive method mix.
On field visits conducted during the 1995 strategic assessment,
demand for the long-acting injectable was still widespread, particularly among rural women for whom the burdens of contraceptive resupply were particularly heavy. At the time, other contraceptive methods
were frequently out of stock, and the existing logistics system did not
supply facilities with sufficient stocks to allow advance distribution of
oral contraceptives on any meaningful scale. The biases against DMPA,
however, also remained strong. Many senior Ministry of Health staff
had been providers when DMPA was withdrawn and still felt the
impact of their exposure to the negative publicity. Field-based staff, by
contrast, exhibited far fewer biases and many of them felt it was important to reintroduce the product.
The assessment concluded that fundamental changes were needed
in the provision of reproductive health services and especially in the
composition of Zambia’s method mix. In part, this meant a reintroduction of DMPA. Even more critical was the need to broaden method
choice overall. Although the range of methods theoretically available
to public sector clients was broad, the weak service delivery system
meant that few rural facilities ever had more than one or two methods
in stock. On the rare occasion where more methods were available,
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poor provider training meant that staff were often unfamiliar with
them or, in the case of brands of oral contraceptives, their different formulations.
The assessment’s recommendations found a receptive audience.
Within one year, the Ministry of Health and CARE International, a
nongovernmental organization, had agreed to conduct a pilot study
that would enhance contraceptive choice in three newly created districts of the Copperbelt Province. Technical support for the development and implementation of the project was provided by WHO and
the Population Council. In April 1996, the pilot study got under way.
Employing a quasi-experimental research design with 11 experimental and 10 control health centres, the study tested the effectiveness of
new service delivery and training strategies, as well as the introduction of new contraceptives.
The years of the pilot study were a tumultuous period for Zambia’s public sector health-care system, as implementation of the national health reforms had begun in earnest. The reforms embodied many
features now common to health reforms worldwide, including decentralization and greater autonomy for the regions, and increased efforts
at cost recovery. However, a distinctive feature of the Zambian model
was the transfer of all service delivery responsibilities from the Ministry of Health to a newly formed Central Board of Health, and the
reclassification of all public sector providers from permanent civilservant status to limited-term contractors.
By obliging health personnel to reapply for their own positions, the
reform process created uncertainty throughout all levels of the health
system. Policy-makers were unclear about the direction the reforms
were taking and were unwilling to commit either human or financial
resources to new programmes or projects. Equally affected were the
providers, whose lack of job security undermined efforts to strengthen
services, introduce new training programmes, or engage in potentially
sensitive activities such as introducing injectables – or even showing
support for such a move.
The process of reform severely affected the pilot study. Turnover,
especially among trained staff, was extremely high. By the end of the
project’s second year, only about a third of its 20 or so trained providers were still active. The reform process also undermined the study’s
strategy to use evidence to change attitudes and policy. Although key
reproductive health managers in Lusaka routinely received project
data and visited participating districts, they were often hesitant to
forward their observations to senior administrators with the power
to change policy. Like their counterparts at the service delivery level,
managers were understandably reluctant to stand out or challenge the
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status quo. Ultimately, such fears led to a hiatus in project activities of
over a year.
Four years after it began, the pilot study formally ended. Findings
were presented at a two-day dissemination workshop in Ndola, capital
of the Copperbelt Province, which was attended by more than 60 participants, including four members of the original strategic assessment
team (3). Data from service statistics, an internal mid-term evaluation,
feedback from the three participating health districts, and pre- and
post-intervention situation analyses left little doubt that the study had
had major impact on the scope and quantity of services at the 11 participating health centres. Under the leadership of a project manager, contracted by the Ministry of Health, the pilot project had trained healthcare personnel in the provision of family planning services; it had
provided more specialized training in IUD insertion and the screening and treatment of sexually transmitted infections (STIs), improved
counselling tools and strengthened providers’ counselling skills. It
had also established referral systems; introduced three new contraceptives – DMPA, the female condom and emergency contraception; and
furnished the centres with new supplies and equipment.
The project also employed a variety of media to communicate its
accomplishments. For example, it introduced a local newsletter, which
highlighted the contributions of all health facility staff – from providers, to messengers, to management. It also successfully mobilized villages to play an active role in the delivery and management of reproductive health services, seeking out the support of local opinion leaders
and working through the mechanism of the local chief’s tours.
At the service delivery level, the impact of study interventions was
also evident. Data collected by CARE indicated substantial increases in contraceptive usage as well as a significant broadening of the
overall method mix. In the 24 months following the start-up of fieldbased interventions, for example, the average number of new contraceptive users per quarter (480) was over twice that of the quarter prior
to the study intervention (220). Finally, the study saw improvements in
quality of care, as measured by baseline and end-of-project situation
analyses (4).
After two days of discussion, the dissemination workshop recommended that the study’s interventions be scaled up throughout all
eight of the Copperbelt’s rural and peri-urban health districts. Participants also provided direction as to how the effort should take place.
They suggested, for example, that the equipment, supplies and even
personnel involved in the pilot study should not be absorbed into
routine operations of the Central Board of Health, but should rather
be reserved for the scaling-up effort. They also recommended that the
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new contraceptive methods introduced by the pilot study be distributed through the public sector logistics system. Finally, workshop participants called on the Ministry of Health to formally recognize the
important role of DMPA within the method mix and support its full
incorporation into the service delivery system. Within one month, the
Central Board of Health approved these recommendations and gave
a green light to scale up efforts to enhance contraceptive choice and
improve quality of care throughout the Copperbelt.
A conceptual framework for scaling up
In the months following the dissemination workshop, the team
responsible for drafting the intervention plan – the project manager
of the Copperbelt study, the director of the Copperbelt Provincial
Health Office, and a technical adviser from the Population Council –
found themselves grappling with a host of operational issues. On one
hand, they recognized that scaling up would imply a massive undertaking: the number of service delivery points, for example, would increase almost fivefold from 11 to at least 48, while the population of
the districts covered would jump from 238 000 to roughly a million. At
the same time, they acknowledged that key aspects of the scaling-up
process remained unclear: Which activities would be scaled up? Who
would do what? And how and when would the scaling up take place?
As the team grappled with possible answers to these concerns, they
gradually came to realize that these three issues were not just isolated
sets of problems, but were interrelated and in fact encompassed the
central programmatic issues and challenges associated with scaling
up in general. This realization led the team to adopt these concerns as
the main axes of a simple, yet ultimately effective framework to guide
the design of the scaling-up process. The framework, illustrated in
Figure 4.1, is represented as a triangle, with each point corresponding to one of the three key concerns: the content of intervention activities (what is to be scaled up?); the process, that is the breadth of scaling
up over time and place (where and when would it be done?); and the
organizational implications of scaling up (who would do what and how,
and by what mechanisms?). These constituent parts of the framework
are discussed on the following pages.
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CONTENT
Activities to be scaled up

Maintain quality while
increasing quantity

PROCESS

Place and pace
of intervention

Offset higher costs with
economies of scale

ORGANIZATION
Organizational
principles and actors

Expand scope yet
remain locally relevant

Figure 4.1 A conceptual framework for scaling up pilot interventions

Content
The literature on large-scale transitions to quality of care highlights the dangers of piecemeal approaches to scaling up, because
they often sacrifice the integrity and cohesion of the intervention for
the sake of operational expedience (Chapter 1). At the same time there
is a need to simplify complex interventions to help facilitate their sustainable scaling up. In many pilot initiatives, the range of potentially replicable interventions can be immense. In the Copperbelt pilot
study, for example, numerous activities were undertaken and tested;
yet nowhere was there evidence to suggest that the study’s success depended on the presence of each one. A dilemma facing any design
team, therefore, is in deciding what – out of the vast experience of a
pilot study – makes the most sense to introduce or expand. In the conceptual framework shown in Figure 4.1, this question is addressed by
the dimension of content.
In the case of the Copperbelt pilot study, the design team reviewed
the existing data, consulted extensively with district planners and providers, and concluded that the study’s success rested not on any single
intervention but on a combination of the study’s three main focus areas:
broadened method choice, improved technical competence of provid77
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ers and strengthened linkages between community and the health
sector. It was around these foci, therefore, that the design team chose
to structure the content of the Pilots to Regional Programmes (PRP)
initiative. In the case of broadening method choice, efforts involved
the establishment of a minimal method mix – a set of contraceptive
methods to which any client attending any participating health centre
would be guaranteed access.2 Broadening method choice also included
a host of support activities needed to sustain the mix, such as functioning logistics mechanisms, referral systems and outreach mechanisms.
A second set of activities was intended to ensure provider competence. This included ongoing technical support, supervision and the
implementation of both traditional and innovative self-directed training approaches.
The third set of activities entailed forging linkages between the
community and the formal health sector, and within the health sector
itself. These interventions involved the innovative use of local chiefs
and other traditional leaders to disseminate information about reproductive health; the active involvement of project staff in communitybased sensitization meetings; the revitalization of community-based
health associations or “neighbourhoods”, safe motherhood committees
and “circles of friends”; and the publication of newsletters to share the
experiences of health-care providers.
Process
The second dimension of the conceptual framework relates to the
spatial and temporal aspects of the scaling-up effort. These include
both the geographical scope of the intervention as well as the timing
or pace of implementation.
The selection of health facilities to launch the scaling-up process
was no easy task. The districts (and facilities within them) were markedly diverse with respect to their degree of urbanization, population
size and density, level of health-care services and contraceptive prevalence. They were also diverse with respect to their exposure to the
content of the interventions, as three of the eight districts contained
health centres that had already participated in the initial pilot study.
The playing field, therefore, did not start out even, and the political implications of some districts benefiting more than others figured prominently in the design process.

2
Under the PRP initiative, the minimal method mix includes male and female condoms, a
dedicated emergency contraceptive pill or combined oral contraceptives repackaged for emergency
contraception use, the intrauterine device CuT380, DMPA, both a combined and a progesterone
only contraceptive pill, bilateral tubal ligation and the Standard Days Method.

78

Expanding contraceptive choice in Zambia

On the issue of timing, several possibilities presented themselves.
Would scaling up start in the three original districts, expand to facilities never reached during the pilot, and then gradually move out to
encompass facilities in the remaining five districts? Or would it begin
by giving all eight districts an initial equal taste of what the project
had to offer? Ultimately, considerations over content and timing converged. PRP would begin simultaneously in all eight districts, but the
approach would be gradual, starting with a series of targeted interventions in at least two service delivery sites (designated as centres of excellence) per district and achieving district-wide coverage by the end
of the initiative.
Implementation progressed through three distinct phases of
varying lengths. During the first phase, which averaged about 18
months, 21 centres of excellence implemented a basic package of interventions. The package included the introduction of a common set
of contraceptive methods and services, the application of innovative
training strategies and the establishment of new community-based initiatives. The primary goal of this phase was to guarantee minimum
standards of quality of care at each centre of excellence, so that they
could serve as demonstration sites that could expose the other facilities
to the full range of activities.
The second phase of the scaling-up effort entailed a process of reflection and analysis, culminating in the formulation of district-specific implementation plans. Over a period of about three months, each
district set out its long-term goals with respect to the three content
areas: contraceptive choice, provider competence and community
linkages. This strategy ensured that each district only scaled up what
made sense to them, and that each package of interventions reflected
the unique characteristics of the district in which it was being implemented. This tailoring was seen as an indispensable element in balancing the inherent tension between the growth in the number of participating service delivery sites and the level of resources required to
ensure the quality of the intervention.
During the third phase, which again lasted approximately 18
months, the bulk of the initiative’s resources were used to help districts implement their plans, using the centres of excellence as springboards to expand interventions to neighbouring health-care facilities
and communities.
Organization
The third dimension of the conceptual framework involved the organization of the scaling-up effort. How was scaling up to be done, by
whom, and by what mechanisms?
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Implementation of activities under the pilot study was carried out
by two organizations, CARE International and the Zambia Central
Board of Health. Both agencies followed a single protocol, but the responsibilities and funding sources of each were distinct. Their involvement was coordinated from Lusaka, where the headquarters of both
were situated. As the design team turned its attention to organizing
and managing a province-wide intervention, it soon became evident
that the top-down, parallel structure of the pilot study would no longer
be appropriate. Scaling up demanded more coordinated funding and
management. It required strengthened communication and local
transport, and it needed mechanisms to ensure that the interventions
reflected the different needs and capabilities of the districts where
scaling up would occur. Considering economies of scale also took on
far greater importance. These factors pointed towards stronger horizontal linkages among districts, greater local ownership and a consolidation of management roles and responsibilities.
In responding to these needs, the design team proposed a new
organizational structure that would be fully integrated with existing
public sector services at both the provincial and district levels. Under
this arrangement, management responsibility for the initiative fell to
the Director of the Copperbelt Provincial Health Office and a team of
technical advisers, led by the former project manager of the pilot study.
Working hand in hand with coordinators designated by each participating health district, the advisers helped design and support activities in each of the three content areas: expanding contraceptive choice,
training and the establishment of community outreach. From the start,
programme implementation became a collaborative effort between the
province, which provided technical and financial support, and the districts as the local coordinating and implementing agencies. Over time,
however, the role of the Provincial Health Office diminished as districts gradually assumed responsibility for the content and pace of the
scaling-up process. From the reflection and analysis phase onwards,
it was the districts that determined which interventions would be expanded and how the expansion would take place. As districts recognized the advantages of reducing costs and maximizing economies of
scale, they began to take control of management decisions, pool resources and share expenses. The Provincial Health Office did continue providing technical and financial support, but the organizational
structure of PRP became less centralized.
Resolving tensions of the scaling-up process
Since its launch in 2002, the Pilots to Regional Programmes initiative has earned itself the reputation as being an innovative and cost-ef80
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fective programme for scaling up high-quality family planning services in rural and peri-urban areas of Zambia. It has been the subject
of rigorous observation and widespread dissemination, both nationally and regionally, and it has played a pivotal role in the introduction
of new contraceptive technologies, including the formal registration
in 2005 of the injectable contraceptive DMPA with the Zambia Drug
and Poisons Board (5). Contraceptive prevalence in the Copperbelt’s
eight districts is now among the highest in rural Zambia, with many
women having access to methods and services typically available only
in urban settings. PRP’s ability to respond to regional differences and
local needs has prompted requests by the Central Board of Health and
the donor community to scale up to national coverage. How, then, can
this success be explained? How did use of the conceptual framework
guiding the development of scaling-up strategies contribute to the
success of the initiative?
Internal tensions are, to some degree, inherent in any scalingup effort. The project design team found that the interrelationships
between each point of the framework offered a practical entry point
for relieving many of these tensions, thereby minimizing their impact
at the outset. The inverse relationship between quality and quantity
(or scale), for example, is one linkage the design team found could be
addressed through interventions relating to content and process. Similarly, the dimensions of content and organization provided ample opportunities to maximize efficiencies and thereby minimize the higher
costs of moving to scale. Finally, the relationship between process
and organization highlighted the trade-offs between broadening geographical coverage and maintaining responsiveness to local needs and
circumstances.
The conceptual framework rendered these conflicts more manageable and provided the team with a practical tool for making sense of
the ambiguities associated with moving from pilots to regional programmes. How this was achieved is explained below.
Quality versus quantity: linking content and process
In moving to scale, the notions of quality and quantity are often
at odds. As output increases – be it of services, clients or trained staff
– the input required to sustain it should in relative terms decline, but
it is precisely that decline in inputs (with its associated efficiencies
and cost-savings) that can threaten the attributes that made the pilot
intervention(s) so successful in the first place (6). PRP’s response was
to strike a balance between the two extremes – to maximize economies of scale while at the same time preserving the attributes of local
control and management. It achieved this balance by exposing districts
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to a common set of strategies for addressing the three focus areas, but
then allowing them to adapt the content of those strategies and to pace
themselves with respect to their implementation. Key interventions
across the three focus areas were built on common foundations and
principles, but the precise timing and content of those interventions
depended on decisions taken at the district level.
One of the best examples of this interface between content and
process was the phased application of PRP’s two training programmes
for providers: a traditional classroom approach for training of trainers, and an on-site self-directed learning programme that enabled providers to follow a more flexible, independent course of readings and
exercises, closely supervised by routine visits from district and/or
project staff. Technically, both programmes offered equally effective
and equally comprehensive instruction in the delivery of reproductive
health services. Programmatically, though, their greatest strength lay
in their adaptability to the constraints and realities of ever-evolving
social and environmental contexts. Under the self-directed programme,
for example, the cost per trainee was less than half that of the classroom alternative, but the self-directed programme was far more time
consuming and was also dependent on adequate access to transport
by district supervisors, something that not all districts could provide
equally well. The classroom approach, in contrast, offered speed and
efficiency, but it also meant removing providers from their local health
facilities, which rural districts (and even many urban ones) with health
posts staffed by one or two persons cannot easily afford to do.
The phased intervention process worked by exposing all the districts to the two broad training regimens, and then by providing them
with the authority to decide what made most sense locally and the
flexibility to pace themselves – to apply the right strategy at the right
time. As services at health facilities were scaled up, the demand for
trained staff increased. At no time, however, did that demand force
districts to compromise quality of the training effort by implementing
cost-saving measures such as: pushing the limits of classroom size, reducing the face-to-face interaction between instructors and trainees,
following a single PRP-wide training schedule, or implementing approaches they could not afford. Instead, the ability of districts to pace
themselves and to choose the format of their training activities meant
that they were able to respond appropriately to local variations in staff
attrition, service expansion and resource availability. At any given
point in time, someone in some district was being trained, either on
site or centrally. Within the first two years of the project, the districts
had successfully trained 120 formal sector service providers – six times
the number trained during the entire life of the initial pilot study – 41
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of whom were trained under the self-directed programme and 79 in
formal classroom settings. More specialized trainings were also conducted, particularly to increase access to IUDs. In addition, the districts hired and trained 205 community-based distributors and over
500 community-based counsellors of the Standard Days Method. By
retaining control of the process and determining when training was
appropriate, the districts trained more people than ever before, but on
a scale that was manageable and appropriate to their needs, without
ever compromising the quality or integrity of the training itself.
Maximizing economies of scale: linking content and organization
Scaling up always implies a tenuous balance between the increase
in inputs needed to expand activities and the level of benefits expected. In the previous section, managing this trade-off entailed both the
application of different interventions and the delegation of authority
to apply those interventions in ways that best suited the needs of each
district. The focus in that instance was very much on local autonomy
and the realities of that locality. The imbalance between inputs and
outputs can also be corrected effectively through greater integration,
specifically by exploiting the potential synergies that exist across districts. By maximizing economies of scale and realizing the efficiencies
that come from such scale, districts can vary the content of their programmes without undermining either their integrity or quality.
One notable example of such synergies was in the area of contraceptive choice. As noted earlier, the cornerstone of expanded choice
under PRP was the right of every health facility client to have access to
a minimal mix of contraceptive methods, either directly at the service
delivery point or through an efficient referral system. Although all
districts agreed to offer such a minimal mix, they recognized that
no single approach would apply to all. Dedicated or even repackaged
emergency contraception pills were not initially available in Zambia,
female condoms were in short supply, and the provision of long-term
methods such as injectables and IUDs had always been especially problematic at smaller facilities. For many districts, therefore, filling these
gaps would have implied overwhelming investments in time and resources.
The strategy to synchronize content and achieve economies of
scale operated at two levels. At one level, it allowed districts to achieve
the critical mass necessary to justify large-scale production or even
procurement of needed goods and services. One example of this was
emergency contraception. The absence of a dedicated product undermined PRP’s ability to ensure quality contraception services. Therefore, the decision was taken early on to repackage combined oral con83
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traceptives for emergency contraception. Though widely practised
throughout the world, the repackaging effort in Zambia was, from
the start, a highly complex, labour-intensive endeavour. It involved
the large-scale procurement of commodities from central Ministry of
Health stores, along with the authorization to repackage them from
the national Drug and Poisons Boards. It required letters of support
from international agencies and entailed the production of appropriate
packaging consistent with national requirements. Finally, it involved
the repackaging of the commodities themselves. The effort required
to produce a repackaged emergency contraception pill was substantial
and would not have been justified by the demand generated by just
one or two individual districts. It was made possible by strong central
management at the provincial level, and by the fact that the production
levels needed to make the effort worthwhile were commensurate with
the demand for the product by all eight districts.
Maximizing economies of scale also proved highly effective in
dealing with resource disparities horizontally across the Copperbelt’s eight districts – disparities that in many cases affected the districts’ ability to provide certain contraceptive options. One approach
involved a cost-saving scheme that rewarded districts for contributing to the broader implementation of PRP interventions. The contributions could be in kind, such as food and refreshments during provider
trainings, or fuel and vehicle use for supervision, or they could include
the services of skilled personnel for training, supervision or service
delivery. In return, districts received a credit, which they could then
redeem for resources from recipient districts, or for supplemental financial support to undertake activities related to broadening method
choice, strengthening technical competence, or enhancing community
outreach.
Though simple in theory, implementation of the credit scheme
proved challenging, especially the formulation of formal exchange
mechanisms. However, it moved forward, in large part because of
strong interdistrict collaboration and ongoing support from the project
manager. The scheme did, for example, prompt certain districts, particularly those in peri-urban areas, to provide IUD insertions on a
mobile basis and train providers from neighbouring districts. In other
instances, referral fees were eliminated at urban hospitals in exchange
for greater efforts to meet client needs at rural tertiary facilities. In
some cases, hospital staff even began outreach activities, offering more
advanced technical skills to meet the needs of their rural neighbours.
The strengthening of interdistrict linkages also made it possible to
maximize economies of scale by encouraging districts to pool assets
and exchange material resources such as transport, training facilities,
84

Expanding contraceptive choice in Zambia

equipment and supplies. By the second year of the initiative, the districts were conducting joint training; they were collectively procuring
equipment, supplies and commodities and collaborating on other activities, such as annual planning, that they once pursued on their own.
They also introduced a series of exchange programmes, whereby staff
from one district served as external observers and examiners in the
training programmes of another. In short, the organizational structure
facilitated the expansion effort and, in the process, increased efficiency
by reducing duplication. Now all districts are providing more clients
with more methods than ever before. The number of new contraceptive users at participating health centres, for example, has risen steadily
from approximately 1000 per quarter to current levels of almost 3000.
The expansion has taken place within the context of diverse service delivery schemes, tailored to meet the unique conditions of each district,
with some relying more heavily on referrals and others providing a
wider range of methods on site.
Remaining locally relevant in the midst of expansion: linking
organization and process
The move to scale is often characterized by the tendency to formalize and standardize roles, responsibilities and procedures (see Chapter
2). In some ways, the trend is paradoxical, for as systems are being formalized, the environments within which they operate typically become
more diverse and complex. Whether it is more people, more districts
or more municipalities, there is always the risk that the interventions
become less appropriate for the diverse contexts in which they will be
applied. A major challenge of the scaling-up process, therefore, was
to ensure that expansion did not occur at the expense of relevance or
local ownership.
Under the initial pilot study, a host of interventions were introduced to encourage communities to adopt a more active role in the
management of health sector interventions and to increase awareness
of reproductive health risks. Many of these, such as chief’s tours, community discussions and outreach services, have already been mentioned. Though the designers of PRP drew heavily on the experience
of these interventions, they also recognized that these activities alone
could not guarantee ownership of PRP or even buy-in on the part of
those communities affected by it. To make the content of PRP as meaningful and relevant as possible, therefore, the pace of the intervention
process was tied to the evolving management responsibilities of the
participating districts – in other words, to the dimension of organization. As the districts assumed greater control over the direction and
management of activities – particularly after the formal handover of
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decision-making authority in phase two of the scaling-up process –
they were empowered and encouraged to tailor interventions to reflect
local needs, implementation capacities and interests.
The devolution of management responsibilities was facilitated
both by the phased implementation process and by a number of activities focused on the third content area, community linkages. One
such activity was the decentralization of information. Building on the
experience of the earlier pilot study, PRP reintroduced in 2002 an illustrated newsletter that brought to life many of the initiative’s major accomplishments and findings. Geared to front-line health-care workers,
the newsletter nevertheless circulated widely among planners and
decision-makers at all levels of the health-care system. The dissemination of information also relied on face-to-face contact. At various
points during the life of the study, meetings were held to disseminate
research findings, particularly the results of surveys and evaluation
activities.
A second strategy to encourage local control over the implementation
process was to ensure the involvement of key community members,
including traditional authorities and other cultural leaders. In some
communities, local chiefs were mobilized to support PRP initiatives
and advocate for behaviour change. In others, technical staff helped
traditional counsellors to incorporate reproductive health messages in
their counselling of young women at key rites of passage associated
with menarche and marriage. Finally, PRP capitalized on the dominant
role of men in both community and domestic life by involving them as
health agents and spokesmen for programme initiatives. This was especially successful in the promotion of the Standard Days Method.
As a result of these interventions, communities are today exercising a more direct role in shaping the kinds of health services available to them. Chiefs and other local leaders, for example, have actively
lobbied districts to extend the operating hours of local clinics – they
have even called for the replacement of poorly performing health personnel. Local development committees are also exerting more direct
influence over the day-to-day operations of their health facilities.
Some, in fact, were instrumental in ensuring that certain contraceptive
options, such as natural family planning, were made available locally.
Even at the individual level, community members now report that
PRP’s emphasis on choice has demonstrated to them the importance of
this factor, and has given them the confidence to demand choice in all
aspects of health care.
Conclusion
The greatest challenges in scaling up reside in the practical, organizational transformation of a small pilot study to a broad-based pro86

Expanding contraceptive choice in Zambia

grammatic intervention. It was the resolution of strategic choices concerning content, process and organization that forced those planning
the PRP initiative to come to grips with such issues as scale, context, organization and sustainability. And it was the design of effective strategies that yielded the results and successes described in the previous
pages.
Now all eight of the Copperbelt’s rural and peri-urban districts
have in place organizational mechanisms for supporting PRP interventions that are fully integrated into their existing operational structures and sustained financially by the province and districts themselves. The Zambia Ministry of Health has formally identified the PRP
initiative as a best practice in reproductive health and has selected its
framework as the model for scaling up reproductive health services
over the coming decade. The Ministry has also requested assistance
from the Population Council and WHO to develop funding proposals
that will make such an expansion possible.
However, the sustainability of PRP will not depend on the province alone or on the enthusiasm of the Ministry of Health. The national health system itself is once again undergoing major reforms –
reforms that even include the abolition of the Central Board of Health.
The Copperbelt, too, is undergoing social and economic change as reopened mines breathe life into once economically depressed areas and
once active areas slide into decline. The end of funding to PRP from the
United States Agency for International Development (USAID), which
occurred in August 2005, is testing the initiative’s sustainability, the
depth of its local ownership and the degree of public sector confidence
in its ability to scale up reproductive health services. Whether the participating districts and provinces can sustain their commitment to the
activities of PRP remains to be seen. There can be little doubt, however,
that the conceptual and practical lessons derived from the scaling-up
process will play a critical role in future efforts to expand and improve
the quality of reproductive health services in Zambia.
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Chapter 5
Scaling up experimental project success with the
Community-based Health Planning and Services
initiative in Ghana
Frank K. Nyonator a, Agyeman Badu Akosa b, J. Koku Awoonor-Williams c,
James F. Phillips d, Tanya C. Jones e
Summary
The Community-based Health Planning and Services (CHPS) initiative in Ghana is an example of a strategy for scaling up a field
trial to become a national programme. Representing a response
to the problem that research projects can inadvertently produce
nonreplicable service delivery capabilities, CHPS develops mechanisms for expanding national understanding and use of research findings to serve the health service needs of all Ghanaian households. This chapter describes strategies for introducing
and developing community health services that were successfully tested in a Navrongo Health Research Centre trial and validated in Nkwanta District for a national programme of reorienting
primary health care from clinics to communities. Nurses, once
confined to clinical duties, are relocated to community-constructed clinics where they live and work. Volunteers support their
services by mobilizing traditional social institutions to foster
community support. Strategies for decentralized planning ensure
that operational details of the programme are adapted to local circumstances. Strengths and limitations of the programme are reviewed and discussed.
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Introduction
Clinic-focused services remain the mainstay of primary health
care in Africa, despite several convincing demonstrations that
community-based operations can enhance the accessibility, efficacy
and sustainability of essential health services (1). While reforms are
often proposed for changing national programmes from a clinic to
a community-based focus, implementing such change requires a
complex process for developing new structures, policies, resources
and plans at each organizational level where change must be instituted.
In the Republic of Ghana, policy commitment to achieving communitybased care is not new (2). Deliberations on health sector reform began
in the early 1980s but were given impetus in the 1990s by a continuous
and growing role for research. The expanding influence of evidenceguided approaches was motivated by research showing that several
large-scale national schemes focused on the need for accessible
primary health care had been fraught with serious organizational
problems and resource constraints (3). By 1990, achieving accessible
primary health care had been a central pillar of policy for over a decade,
yet the specific means of achieving this goal remained the subject of
continuing discussion and debate.
This chapter reviews a national programme for reorienting and
relocating primary health care from sub-district health centres to convenient community locations known as the Community-based Health
Planning and Services (CHPS) initiative. The programme is grounded
in evidence from a field trial of the Navrongo Health Research Centre
showing that simple, low-cost services that engage the community can
significantly reduce fertility and childhood mortality. The Navrongo
Centre is well equipped to engage in health policy research. Located
in Ghana’s most impoverished and remote region, the Centre is a research unit of the Ministry of Health with a mandate to investigate

c

Director of Medical Services, Nkwanta District, Volta Region, Nkwanta, Ghana. Dr Awoonor-Williams directed the first replication of the Navrongo project in his home district and has
led national exchanges among districts that spread programme innovations throughout Ghana,
culminating in the creation of the Nkwanta Health Development Centre, where the principles of
community health care are demonstrated to visiting health management teams.
d

Senior Associate, Policy Research Division, Population Council, New York, USA. Dr Phillips
is Senior Adviser to the Navrongo project, and has extensive collaborative involvement with
the CHPS monitoring and evaluation and communication activities.

e

Staff Associate, Policy Research Division of the Population Council, assigned as resident
adviser to the PPMED, Ghana Health Service, Accra, Ghana. Ms Jones collaborates on organizational research and the administration of grants and awards to districts participating in the
CHPS programme.
90

Scaling up CHPS in Ghana

the health consequences of poverty and feasible means of addressing
them. CHPS is a national initiative of the Ministry of Health that translates lessons from Navrongo research into national implementation of
the long-standing Alma-Ata goal of “Health for All”.
Phases in the scaling-up process
From the onset of planning, the Navrongo project was an instrument of the health sector reform process rather than a discrete research study for generating scientific results. The sustained partnership between researchers and policy-makers is portrayed in Figure 5.1
as a four-phased process guided by successive generations of research
questions, approaches and products contributing to national health
sector reform.

PHASE

NAVRONGO
POLICY DEBATE
AND PILOT
TRIAL
►
PROJECT

►

NKWANTA
VALIDATION
1998–2002

►

NATIONWIDE
EXPANSION
(CHPS)

1990–1993

1994–2000

2000–Present

QUESTION

What is
appropriate?

Does it work?

Can it be
validated?

Is scaling-up
progressing?

APPROACH

Micro-pilot and
social research

Factorial trial

Operations
research

Quantitative
and qualitative
system appraisal

PRODUCT

Alternative
models

Successful
system

Consensus for
change

Changed
programme

Figure 5.1 Phases in the scaling-up process

Phase 1: policy debate and pilot
In Ghana, extending the coverage of basic and primary health-care
services to all has been the major objective of the Ministry of Health
since independence in 1957. Two general goals have guided primary
health-care policy: the need to expand public sector health facilities,
under the assumption that convenient facilities providing low-cost
care will benefit the poor, and the need to shift resources from curative
institution-based care to community-based preventive public health
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services. Although action in response to these goals produced notable
results (4–6), impact of strategic change among the poorest segment of
the population was disappointing (7 ).
Shortcomings in health service delivery were exacerbated by
adverse worldwide economic shocks and the domestic economic problems of the 1980s. While external support increased owing to a proliferation of donor-led vertical health initiatives, the health sector was
failing to meet the need for improved health-care coverage.
Launched in 1993, health sector reform in Ghana has aimed to increase access to services, improve health service quality and efficiency
through decentralization of planning and management, foster partnerships between providers and communities, and expand healthcare resources. Despite consensus on these goals, there has been longstanding debate on how to achieve them. Elements of this debate could
not be resolved without a rigorous controlled trial of policy options.
A 1991 order from the Director General of Medical Services created a
task force to govern research and strategic decision-making. Chaired
by the Director General, the task force was composed of the Director of
Maternal and Child Health, the Director of the Health Research Unit,
the Director of Public Health and the Director of the Navrongo Health
Research Centre. A study protocol was drafted specifying scientific
goals, activities, endpoints and mechanisms to ensure that evidence
generated would guide large-scale reform. The approach was guided
by international experience of linking innovators with policy-makers
and sustaining evidence-based scaling up, even during periods of political and administrative change (8, Chapter 1).
Task force debate focused on the relative efficacy of two possible
resources for implementing and governing accessible and affordable
community health and family planning care. A view represented by
the Bamako Initiative sponsored by the United Nations Children’s
Fund (UNICEF) emphasized the potential contribution of volunteer
health providers and supporting cultural resources, such as chieftaincy, lineage and social network systems (9). In this perspective, vibrant
traditional institutions for defining social structure, building consensus and establishing opinion leadership that are often ignored by
health programmes could be utilized for developing sustainable volunteer health services. However, practical problems with implementing and managing volunteer programmes had been documented in
the past (10, 11). In response to these problems, proponents of primary
health care emphasized the potential impact of relocating underutilized community nurses to village locations (3). The task force prepared a protocol calling for a factorial trial to assess the relative childhood survival and fertility impact of marshalling two existing but
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underutilized resources for community health care. One arm of the
study mobilized the health service capabilities of traditional leaders,
social networks and volunteers; the other arm relocated underutilized
community nurses from clinic locations to resident community health
service delivery roles. Since strategies could be implemented independently, jointly, or not at all, the design implied four cells, with the
comparison condition representing the existing clinic-focused system
of care.
The trial was to be conducted by the Navrongo Health Research
Centre in Kassena-Nankana District of the Upper East Region (see
Figure 5.2) where high rates of malaria, respiratory disease, diarrhoeal
disease, nutritional adversity and reproductive health morbidity
produce high infant and child mortality. Fertility in the locality is high
owing to gender stratification, low rates of literacy, extreme poverty
and traditional beliefs that constrain the introduction of family planning services (12).
-

National boundary
Regional boundary
District boundary
Navrongo
Nkwanta

N

Figure 5.2 Map of the 10 regions and 110 districts of Ghana,
highlighting the Kassena-Nankana District (Upper East Region)
and Nkwanta District (Volta Region)
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Phase 1 involved a pilot trial as well as social and operations research
to clarify how the two experimental arms of the four-celled protocol
could actually be implemented in such a challenging setting. In keeping
with international experience in strategic planning, focus groups in
three villages were convened to gauge opinion about the design of
health and family planning services (13–16). Particular attention was
directed to seeking guidance from women about their needs and
advice on family planning service strategies. Activities emerged from
these discussions that were implemented in a micro-pilot in three locations, focused on practical strategies for implementing the two experimental dimensions. Pilot activities were directed to developing guidelines for approaching chiefs and elders to engage their support and
involvement in programme management, subordinating health leadership to the traditional system of community governance. Traditional
leaders were oriented to the tasks of securing volunteer commitment
to constructing community clinics, helping to solve the daily living
needs of nurses, and supporting programme supervision and logistics
operations. Pilot activities developed procedures for defining coverage areas of nurses, field methods for supporting nurse operations and
training protocols for instructing nurses in community diplomacy. The
pilot trial also focused on problems that applied to all experimental
cells. For example, dialogue with community members aimed to identify ways to address gender problems, engage the support and participation of men in the programme, and sustain worker accountability to the communities served. Quarterly focus group sessions gauged
worker and community reactions to strategies, permitting project scientists to revise operations in response to advice imparted (17 ). After
18 months of trial and error, and participatory planning, the task force
launched Phase 2.
Phase 2: the Navrongo trial
To implement Phase 2, the four sub-districts of the district were
randomized into the cells of a factorial design (18). Comparison of cells
provided answers to questions about the relative merits of mobilizing
traditional social institutions and volunteerism versus relocating community health nurses from clinics to communities. Results demonstrated that comprehensive community-based care was not only possible to
achieve but also improved immunization coverage, service accessibility
and the quantity of maternal and family planning care (19, 20). Putting
a trained nurse in the community lessened parents’ reliance on traditional healers when their children were sick (21) and reduced childhood mortality by more than a third (22). As the project progressed,
community trust in nurses grew noticeably. Volunteers had no impact
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on parental health-seeking behaviour, however, because parents saw
little distinction between the capabilities of traditional healers and volunteers (21). Nonetheless, volunteers played a crucial role in building
the participation of men in family planning and developing gender
outreach activities. In the final analysis, Navrongo was successful for
all parameters examined, but child survival success was related solely
to the performance of nurses, and family planning success was conditional on the joint work of community leaders, volunteers and nurses.
Thus, the combined community nurse and volunteer cell was suggested and eventually adopted as the model for national policy.
Phase 3: the Nkwanta validation initiative
A National Dissemination Conference was convened in 1998
to disseminate preliminary Navrongo trial results. Participants included all senior health officials from national, regional and district
levels. Debate ensued over the relevance of Navrongo to the national programme. Some participants argued that the unique institutional resources of the Navrongo Centre were responsible for project
success and that these capabilities could not readily be replicated in
rural settings that lacked resources for research. Others asserted that
the process of observing workers, measuring results and interacting
with communities had subtle and nonreplicable effects arising from
the tendency of participants to view research activities as tantamount
to supervisory oversight. Evidence of programme impact in Navrongo alone could not mobilize the political will essential for scaling up.
Thus, there was a need to validate the Navrongo success story in other
cultural and ecological zones of Ghana, using routinely available resources and mechanisms of the Ghana Health Service.
Early in 1998, the Volta Regional Health Administration initiated a
field trip for orienting district directors to the Navrongo trial and expressed interest in testing the transfer of innovations to the relatively
“normal” resource-constrained service setting of Nkwanta District. To
build staff consensus, the Nkwanta District director of medical services, the public health nurse, two sub-district supervisors, and community nurses visited Navrongo to observe the project first hand.
The team-building role of the field trip was crucial because Ghanaian
social norms place a high value on collective decision-making. Fieldwork permitted open and frank discussion of nurses’ concern that
community posting would disrupt family life and social relations. In
addition, supervisors had been clinic and office workers who seldom
faced the rigours of community work. Since volunteers are not permitted to provide antibiotic therapy, some Volta Region medical officers
expressed concern that involving volunteers in health services would
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divert health-seeking behaviour from comprehensive primary health
care to the relatively ineffective clinical syndromic regimen that volunteers are allowed to provide. Anticipated administrative problems
were also a source of apprehension. The logistics required to launch
community services seemed daunting, particularly because community care would add to supervisory workloads rather than replace or
restructure existing functions. The notion of mobilizing communities was perceived by some to be risky, since expectations might be
aroused for non-sustainable levels of service intensity.
These matters were raised during direct exchange between individuals in the Navrongo team who had developed ways of solving
them, and peer counterparts from Nkwanta seeking practical guidance.
Field demonstration of service operations thus assured the Nkwanta
team of the feasibility of restructuring health service delivery based on
the Navrongo model. Nurses, in particular, welcomed interaction with
Navrongo community nurses. The success of this exchange showed
that transferring the Navrongo model to other districts is appropriately pursued by demonstration rather than by didactic classroom training. After a week of joint service delivery, Nkwanta staff members
began to plan a two-community pilot that would adapt the Navrongo
model to local circumstances and set the stage for intra-district peer
exchanges where pilot teams would orient counterparts elsewhere in
Nkwanta District. Nkwanta established the value of pilot adaptation
of the Navrongo model, as opposed to mechanical replication of its operational details. The training programme subsequently developed by
CHPS for district teams seeking to implement community-based care
therefore focuses on methods for implementing pilot trials rather than
procedures for implementing district-wide operations.
Results from the pilot demonstrated that the Navrongo model
could be implemented with Nkwanta administrative systems and resources. Nkwanta is typical of the poorest localities in Ghana where
contraceptive practice is rare and high childhood mortality results
from high prevalence of measles, malaria and other communicable
diseases and is compounded by the inaccessibility of health facilities
and low rates of childhood immunization (23). A large isolated district
spanning over 5500 km2, Nkwanta has a subsistence economy based
on agriculture and fishing. Ranking among the most impoverished
districts in Ghana, Nkwanta lacks paved roads, communication infrastructure, and piped water. Educational attainment is low, particularly among women. Health services are rudimentary: a single physician
serves 187 000 district residents and, when community health care was
launched in 1999, there was no district hospital. Health staff typically
were deployed to sub-district clinics located far from most communi96
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ties, and outreach services were sporadic and poorly managed. Replicating the Navrongo model in such a setting, with the usual resources
of a district management team, would represent a powerful endorsement of the relevance of the model to impoverished districts elsewhere
in the country.
Though similar in development constraints and health problems,
Navrongo and Nkwanta differ fundamentally in their cultural and ecological settings. Whereas Navrongo has two ethnolinguistic groups,
each residing in dispersed settlement areas of geographically contiguous zones, Nkwanta settlement patterns are clustered by hamlet, each
with multiple ethnolinguistic groups. As many as five languages may
be spoken in a single village, with each group led by its own chieftaincy and lineage system. This linguistic diversity presents unique challenges for communication about behaviour change. Whereas Navrongo
could rely upon councils of chiefs and elders for building community
participation, the Nkwanta team relied upon respected non-traditional
leaders and groups, such as teachers, elected officials and faith-based
organizations, to build consensus for the programme among traditional leaders. Finally, while Navrongo has extensive resources for equipment and logistics support embedded in its research protocol, Nkwanta’s less sophisticated institutional capacity is more typical of district
health systems in other rural districts of Ghana. The Nkwanta team
developed management information procedures for tracking births
and immunizations that could be implemented without computer
technology.
The validation exercise in Nkwanta demonstrated that implementing community-based services would require substantial changes in the
health-care system and identified the operational details of phasing in
community health services community by community over time. Steps
developed in Navrongo for changing operations from clinic-focused to
community-based services were clarified, documented and validated
by the Nkwanta District Health Management Team, resulting in the following six major sequential milestones (Table 5.1):
1. Preliminary planning, which involves grouping communities into service zones, specifying where each nurse is assigned
to provide care, identifying community leaders and planning
optimal location of the facilities to be used as service points for
community-based health care (health compounds);
2. Community entry, which includes conducting meetings and
diplomacy with village leaders, convening public gatherings,
known as durbars, for communicating plans and activities to
communities, and constituting health liaison committees for
providing daily support to the programme;
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3. Health compound construction, which utilizes volunteer
labour and community resources to develop the dwelling unit
where nurses live and work;
4. Procurement of essential equipment, such as motorbikes, bicycles and clinical equipment;
5. Posting nurses, and providing them with technical refresher training and orientation to communities where they are assigned;
6. Volunteer recruitment, which involves engaging health committees in designating health volunteers to assist with community activities in child health, family planning and other reproductive health services.
Milestone

Type of operation
Existing clinic-based Community-based
system
services

Implementation
tasks

Planning

District Health
Management Team;
office-based planning

Defined community
service areas, termed
zones; traditional
leaders; community
nurses

Community mapping
and enumeration;
outreach to
traditional leaders

Community
entry

None

Community leadership
support for health
services; community
health committees for
governing operations

Community
awareness building,
liaison with
leaders; community
health committee
selection; training
of community nurse
for community
entry; community
leadership training

Community
health
compound

None (sub-district
health centre and
hospital services)

Community constructed
or refurbished nurse
service and dwelling
units; community
ownership of primary
service point

Community
mobilization for
facility development;
community support
for maintenance

Essential
equipment

Four-wheel vehicle
for biweekly outreach
clinics (rarely
available); sub-district
and district hospital
equipment

Bicycles or motorbikes
for continuous outreach
by nurse; basic
clinical equipment
for community health
compounds

Procurement of
bicycles, motorbikes,
and basic
community clinical
equipment
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Milestone
Nurse
posting

Type of operation
Existing clinic-based Community-based
system
services
Nurses resident at the
sub-district or district
level; sub-district
health centre-based
services; passive
(facility-focused);
biweekly/ monthly
outreach clinics at
fixed locations

Volunteer
None
deployment

Implementation
tasks

Community resident
nurses providing
static services based
in community health
compound augmented
by active (clientseeking) outreach to
families in their homes

Supervisory
provision of fuel for
household visitation
activities and
supplies for clinical
work; supervisory
community
backstopping of
nursing operations;
community support
for operations; inservice training for
nurses; motorbike
rider training and
maintenance
capacity building

Selection by traditional
leaders and community
health committees;
supervision by
community health
committees; training
by district health
management team

Train community
leaders in volunteer
recruitment and
management; train
community health
committees to
select and supervise
volunteers; train
volunteers

Table 5.1 Milestones in establishing community-based
services by type of operational change required
in the scaling-up process

At least 20 specific component activities have also been identified,
though their sequence of implementation differs from locality to locality.
The process of transfer also demonstrated ways in which the strategy for expansion could improve upon the Navrongo model. Changes
in the Navrongo approach to community mobilization were introduced
to respond to ethnic diversity, which is common in southern Ghana
but rare in the northern regions. Moreover, volunteers were deployed
as community health organizers rather than as front-line service providers, in response to Navrongo research showing that child health is
not improved by volunteer service delivery (21, 22).
99

Chapter 5

Surveys conducted in 1999 and 2002 suggest that the validation
effort had succeeded. In the 1999 baseline survey, family planning
usage in Nkwanta District was estimated to be less than 4% (23). By
2002, prevalence was 14% in communities exposed to the programme,
representing three times the prevailing rates in the rest of the district.
Similarly, the odds of knowing at least one method of family planning
were 2.2 times greater than among other district residents. Health indicators were also affected. The odds of having received antenatal care
were more than five times greater among women residing in service
communities than for others. Postnatal care odds were four times
greater, and the odds of receiving both antenatal and postnatal care
were greater as well.
Nkwanta not only validated Navrongo effects, but exceeded Navrongo levels of impact on several health indicators (23). Some elements
of the Nkwanta service delivery system, however, did not achieve the
same degree of success. Service components that benefit from sophisticated technical operations like those found in Navrongo are not easily
replicated with routine service statistics. For example, childhood immunization services benefit from accurate and timely data on pregnancy and delivery, since the timing of immunization in infancy is
crucial to the efficacy of each modality. Non-computerized procedures
in Nkwanta have yet to achieve fully the precision and efficiency of
the Navrongo system. While active outreach should result in higher
immunization coverage than passive fixed posts or mobile clinic approaches, the Nkwanta experience demonstrated that vaccination coverage was not enhanced for all antigens, suggesting that impact is contingent on improved management information systems that support
the prioritization of activities and correct timing of immunization for
each infant served. In response to these findings, Nkwanta has developed a new information system for immunization that will be more
appropriate for other districts than the Navrongo system.
Nkwanta was crucial for initiating the national scaling-up process
by demonstrating that: 1) transfer of the service model from a research
project to a district health service operation is possible, even in a challenging setting; 2) adapting and refining the underlying service model
in a demonstration district is both necessary and feasible if low-cost research tools are used to generate evidence; and 3) scaling up involves
a transfer of the service model to new districts through peer training for pilot teams followed by subsequent pilots and peer exchanges
within implementing districts. In response to this success, the Ghana
Health Service utilizes Nkwanta as a demonstration district for building CHPS implementation capacity.
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Phase 4: nationwide expansion
A 1999 National Health Forum focused on the Nkwanta experience. Practical guidelines for implementing community services were
presented and discussed, and consensus emerged that national implementation of the Navrongo service model was feasible. A consensus
document, approved by acclamation at the Forum, led to the launching
of the Community-based Health Planning and Services initiative in
2000, a programme for scaling up based on lessons from the Navrongo
and Nkwanta experience. Three overarching features of CHPS govern
its strategic design: policy, evidence and action.
Policy. Meetings, staff conferences, field exchanges, policies, plans
and directives from headquarters catalyse and legitimize nationwide
expansion at all levels of the Ghana Health Service. CHPS-sponsored
field exchanges have been designed to build consensus and commitment for action. Newsletters from Navrongo and Nkwanta communicate to all district teams practical lessons and experience so that district plans benefit from advice from the field. National policies, in turn,
legitimize the process of operational change, producing budgets and
manpower assessments that respond to the requirements of a highly
decentralized programme of action. Manpower shortages represent
the key challenge to national health plans, and expansion of the community nurse workforce is now a major Ghana Health Service priority.
Strategies are in the offing for new training schools, new approaches to
training and in-service training activities. Ghana Health Service commitment to the initiative ensures that resources will be marshalled to
support manpower expansion, and that the overall quality of healthcare delivery will be improved as community services are scaled up as
a national programme.
Evidence. The programme marshals evidence to evaluate whether
strategies developed in Navrongo and Nkwanta can be scaled up with
replicable levels of success. Regional and national staff meetings and
Annual National Health Forum Conferences provide mechanisms for
discussion of monitoring and evaluation results among health managers at all levels in the Ghana Health Service. In this manner “bottomup” and “top-down” communication systems integrate evidence into
routine management decision-making. The generation of the following three types of evidence ensures that no one type of data, source of
learning or research paradigm dominates.
First, a programme of qualitative research, involving focus-groups
with community leaders and members, front-line workers, supervisors, district managers, local politicians and administrators, elicits perceptions of progress and problems at each level of service delivery. Sessions are conducted by Regional Health Administration study teams,
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with technical support from the Policy Planning, Monitoring and Evaluation Division (PPMED) of the Ghana Health Service. This approach
sacrifices an element of objectivity but sets the stage for dissemination
of results at senior Ghana Health Service managers’ meetings.
Second, district CHPS implementation checklists record the coverage, content and pace of programme expansion in quarterly reports
from each of the 110 districts in Ghana. Data are managed by PPMED,
and quarterly reports to all district, regional and national health officials
provide maps of progress, data on the status of implementation, newsletters and all existing diagnostic research reports.1 The monitoring system
generates national planning data as well as information for stakeholders about progress on all implementation indicators.
Third, survey data record impact statistics in districts where
CHPS implementation is advanced. Geographical variation in community health service coverage permits PPMED to conduct surveys
that demonstrate the potential contribution of CHPS to health development in Ghana (for example, 24, 25). These studies, which are
dispersed throughout all regions of Ghana, have determined that
Nkwanta results are evident in every setting where CHPS has been
implemented (26).
Action. Each region has established a demonstration district where
the approach is put to a test and adapted as needed. “Guided diffusion” stimulates operational change offsetting some of the resource
requirements of scaling up. (27–29). The exchange process of transferring Navrongo learning to Nkwanta pilot teams and subsequent community exchanges within Nkwanta District provided a model of peer
training that guides national expansion.
Peer training involves posting district teams to counterparts for
two weeks of collaborative fieldwork, problem solving and planning.
Nurses working with nurses, and supervisors working with counterparts, are introduced to all practical steps so they are aware of the elements of operational change inherent in implementing the six milestones (see Table 5.1). Typically, trainee teams are composed of the
implementation hierarchy required for starting a two-zone pilot: the
District Director of Health Services, the Public Health Nurse, the District CHPS Coordinator, one or two sub-district supervisors and the
Community Health Officer (nurse) from the pilot sub-district. In this
approach, structured interaction between district teams breaks down
isolation, confusion and ambivalence about the initiative, while interaction among community leaders within implementing districts facilitates learning once the change process has been launched.
1
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Sites for Nkwanta-like orientations are being expanded through
competitive grants sponsored by the Population Council to district teams
that have demonstrated advanced CHPS implementation capabilities.
Small grants fund the evaluation of innovations to the programme
and the cost of orienting visiting district teams in implementing innovation elsewhere. Thirteen districts have received awards, each providing funds for training teams from six other districts.
Peer training has been augmented with technical training for developing service quality, referral services and supervisory support. A
Ghana Health Service technical training team conducts quality assurance field appraisals and in-service training as needed. New manuals,
protocols and procedures have been developed for ensuring technical
standards in community health nursing.
Peer training commences once technical training has been completed. Pilot work zones are used for orienting neighbouring community leaders to the programme. Durbars are used to build public
awareness about the benefits of the programme. Awareness typically
spreads to neighbouring communities, and political commitment to
the initiative grows. This sometimes leads to District Assembly commitment of development revenue for community health compound
costs (24).
In national policy documents, CHPS is viewed as a mechanism
for integrating activities of the formal health sector into traditional institutions that define community leadership, foster consensus building and sustain collective action. Research reports provided highly
credible evidence supporting policy commitment to this model. Such
evidence has been a determinant of successful scaling up elsewhere
(Chapter 1).
Constraints to scaling up
The CHPS initiative has made considerable progress. Only 22
of 110 districts reported implementing activities at the beginning of
2001; 18 months later, 87 districts had taken steps to launch the programme. By mid-2004, 105 of the 110 District Health Management
Teams reported having undertaken preliminary planning activities.
Although nearly every district in Ghana has joined the scaling-up
process, a number of obstacles have emerged. The pace of launching
programme planning has progressed more rapidly than the pace of
implementing community-based services. Although approximately
two thirds of the districts report having completed community-based
planning, relatively few have actually launched services. At the beginning of 2003, only 42% of the districts had completed the process
of community entry in at least one service zone, even though commu103
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nity entry is a low-cost and simple-to-implement strategic component
of the programme. A greater proportion of zones had completed Community Health Compound construction or renovation, suggesting that
facilities are being developed without community involvement, and
that community posting of the nurse or volunteer development lags
behind all other milestones. This commitment of district resources for
construction, without resource leveraging from communities, represents a departure from the CHPS model of community engagement
that deprives the programme of community resources for facilities and
community ownership of the programme itself. Qualitative systems
appraisals show that communities which mobilize resources for the
programme develop a sense of ownership of its services. Constructing
facilities without community engagement is tantamount to bypassing
social support for CHPS in general.
Staff engaged in the programme tend to be supportive of CHPS,
but workers who are not familiar with the initiative resist its introduction (30). The following three themes explain this reluctance:
The knowledge gap. CHPS continues to mean different things to
different stakeholders, despite the considerable effort that has been
directed to training, policy directives, conferences and reports. In its
simplest distortion, the programme is viewed as a means of putting
nurses into communities, and little else. Because health workers at all
levels are accustomed to clinic-based work routines, instructions to
relocate nurses to communities get interpreted through the prism of
clinic management experience. Front-line workers often amplify managerial concerns about the feasibility of shifting operations from clinics
to communities. Nurses who are relocated to communities must leave
behind the relative comfort of sub-district assignments, where work
is routinely supervised and technical demands are minimal. Nurses
express concern about the challenge ahead and managers are anxious
about embarking upon changes that may be complicated to manage.
Many of the key staff involved in decision-making have responsibility for clinical roles and little extra time for organizing community
health care. While the potential difficulties of launching CHPS are anticipated, compensating benefits are not readily understood. By contrast,
workers actually participating in the programme express satisfaction
about their contribution to health service improvements and their appreciation of the support that communities render (31).
The resource gap. Resources for primary health care in Ghana are
severely constrained. Increasing the coverage of community health
services expands demand for health care that translates into higher
costs of pharmaceuticals, fuel, equipment and supplies. Health sector
reform has conferred authority on district health management teams,
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but has not provided the necessary resources for implementing the
general health service agenda. In the absence of earmarked donor or
government funding for CHPS, incremental start-up costs severely
constrain efforts to launch the programme. Given the financial and
manpower limitations confronting districts, many are understandably
reluctant to engage in “community entry” activities that will arouse
public interest in services they are ill-equipped to launch and sustain.
The technical gap. District health management teams are often
reluctant to launch a programme that they believe will require technical skills not yet in place. Management information systems, logistics systems and community outreach operations lack essential tools
for ensuring that quality services will be maintained and that community health-care delivery will adequately respond to community
needs. Community nurses often are ill equipped to make independent
clinical decisions, having grown accustomed to the continuous technical supervision that sub-district health centres afford. Once they are
deployed to communities they immediately confront major technical
challenges. For example, communities typically expect arriving nurses
to have midwifery skills that few are trained and equipped to provide.
CHPS requires new training protocols and procedures that are not yet
in place.
Responding to constraints
What is being done to solve these problems? Contrasting the responses of leading districts with those slow to implement operational
change suggests the following possible solutions:
Responding to the knowledge gap. As the Nkwanta experience
demonstrated, peer exchange resolves conceptual confusion by exposing participants to the practical requirements of changing operations. This type of training, originally provided in Nkwanta and Navrongo, is being extended to other advanced CHPS districts. A more
extensive field demonstration programme is under development that
will provide each of the regions with at least one Nkwanta-like demonstration district. In the past, technical training has been provided
through workshops for individual nurses that were unconnected with
field demonstration activities for district implementation teams. The
CHPS demonstration programme will be augmented with a new inservice technical training component for upgrading clinical skills that
are needed for service provision, referral, quality assurance and community-based health management. The integration of nurse training
with team demonstration will ensure that scaling up improves rather
than dilutes service quality.
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Responding to resource constraints. CHPS implementation follows
the principles of the diffusion of innovation. Districts are administrative units that foster interaction of workers within district boundaries,
but also constrain interaction among workers of different districts.
Therefore, scaling up spreads within districts once the initiative gets
started in one or two zones, but spreads slowly across district boundaries (32). Catalysing the diffusion process requires investment in trials
in pilot zones that demonstrate CHPS within districts and set the stage
for community-to-community diffusion of innovation. Experimentation with these mechanisms remains nascent, but they involve constituting all milestones of the CHPS programme in pilot areas and inviting leaders from neighbouring communities to participate in durbars,
observe service operations and witness community commitment. The
Nkwanta experience showed that such exchanges fostered the spread
of health action and volunteerism, offsetting the costs of developing
and sustaining the programme.
Moreover, districts progressing with scaling up have developed
creative ways of solving resource constraints. Two districts have marshalled district assembly support and development funds for augmenting programme revenue. Others have raised donations through
community activities and faith-based organizations. One district has
developed creative ways to solve manpower problems with “private
practitioners” – paramedics who are financed by the community rather
than salaried employees of the Ghana Health Service. Field investigation consistently shows that rapidly advancing districts have developed innovative strategies for solving resource constraints.
There is reason to doubt that community commitment alone can
fill the resource gap, however. The “Common Fund” of health sector
reform commits only US$ 6.80 per capita per year to district revenue,
and this commitment covers the full range of preventive and ambulatory services. If CHPS is to progress, added revenue will be required,
at least for financing pilots that start operations. In Navrongo, US$
1.92 per capita per year is required, over and above routine district
revenue. Nkwanta has cost less, but even in that district, scaling up
would not have started without the catalytic contribution of two Navrongo motorbikes and US$ 12 000-worth of supplies and equipment
from a faith-based charity. At the very least, a commitment of this
magnitude will be required to launch and sustain pilot activities that
enable district teams to get CHPS started without delay, mobilize community support for the programme by demonstrating its potential,
and build staff understanding of how to make the programme work.
Just as CHPS demonstrates that communities will finance a community-based programme, its slow pace of expansion demonstrates that
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well-placed development investment is essential to accelerating the
scaling-up process.
Responding to manpower and technical gaps. Evidence suggesting that nurses often fear community deployment has raised fundamental questions about manpower policy. Community Health Nurses
are trained in one of four national training schools, fees are paid by
the government, and graduates are deployed to sub-districts by central
order. Much of the concern that nurses express about community deployment derives from the obvious fact that they are not from communities where they will live and work, may not speak the local language,
and may be compelled to live separately from families and kin. To deal
with these problems, Navrongo has launched a “community engaged”
approach to decentralized training. Communities select nurse trainees, who are sent to a local training centre where fees are paid by the
districts and communities to be served by the trainees. Upon graduation, nurses return home, rather than to a post in a distant location.
Evidence from this trial has generated new policies for the national
nurse training programme. Ten new decentralized schools are being
opened; 10 more are planned with the goal of scaling up the availability of trained manpower and improving the quality and social relevance of CHPS manpower policies. This experience attests to the importance of continuous investigation and revision of scaling-up policy
as initiatives mature.
Conclusion
Despite the challenges that have been identified, the CHPS initiative has begun to introduce health-care reform in every region of
Ghana. Much remains to be accomplished, but concepts guiding the
initiative have been tested in Navrongo and shown to be fundamentally sound. Various principles of scaling up have been demonstrated
by this experience. In Ghana, scaling up has been a process of organizational change and development that required working in phases
guided by evidence. The role and type of research shifted as the programme progressed, not only guiding the continuous process of expansion and development, but also identifying problems and permitting strategic change and improvement as scaling up progressed.
Scaling up in Ghana has derived particular benefit from replication
and validation studies. Nkwanta validated the notion that the Navrongo approach could work elsewhere, and demonstrated that the Navrongo model is less a prescription for replication than a generic process
for adaptive development of appropriate health care that could work
in other areas of Ghana. Further replication initiatives have confirmed
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and legitimized the rationale for programme expansion. Scaling up the
programme beyond Nkwanta required specific guidelines on components of the clinical programme that required change, steps required
in the process of operational change, and procedures for monitoring
whether organizational change was actually taking place. While replication projects have strengthened commitment to CHPS, sustaining Navrongo has provided a continuing resource for demonstrating the model, promoting its worth and documenting the evidence on
which the national scaling-up initiative is based. If the Ghana Health
Service had abandoned Navrongo when CHPS was launched, scaling
up would have lost the wisdom, commitment and capabilities of its
founding implementation team. The Ghana example demonstrates not
only the value of replication projects, but also the continuing value of
the founding project in dissemination, training and advocacy.
Large-scale programme expansion in Ghana has been guided by
multiple sources of evidence and sustained by complementary strategies for communicating results to stakeholders. Monitoring activities record both qualitative information on programme problems and
quantitative data on the spread of programme activities. Evidence
gathered through a range of activities and experience with the initiative has fostered decentralized planning, training and adaptive development of strategies to local circumstances and needs. The accumulation of evidence has been combined with communication activities for
ensuring that results are put to use. Newsletters document community
and worker experience with the programme. Conferences, demonstration exchanges and staff meetings build consensus and understanding
of the initiative and sustain the scaling-up process.
CHPS is thus a complex story. Its core strategy is based on an elaborate experiment, multiple replication efforts and diverse sources of
evidence. Its core agenda, however, is quite simple for stakeholders to
understand and embrace. If CHPS succeeds, it will have demonstrated mechanisms for bringing health services to every Ghanaian doorstep by aligning health sector policy, evidence and action with vibrant
social traditions of community leadership, communication and volunteerism.
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Chapter 6
Evidence-based scaling up of health and family
planning service innovations in Bangladesh and
Ghana
James F. Phillips a, Frank K. Nyonator b, Tanya C. Jones c, Shruti Ravikumar d
Summary
This chapter describes two initiatives that have utilized research to guide the development and scaling up of communitybased health and family planning programmes. In Bangladesh
and Ghana, evidence was accumulated in stages, beginning with
an exploratory investigation, followed by an experimental trial
testing potential interventions and a replication phase for validating research results in a non-research programme setting. The
process concluded with research-guided programme expansion.
Each stage was associated with shifts in generations of questions,
mechanisms and outcomes as the process unfolded. Large-scale
health systems development was achieved in both countries, not
because the scaling-up strategies were alike but because similar
research approaches led to different strategies adapted to contrasting societal and institutional contexts.
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Introduction
Over the last three decades, successive international initiatives
have focused on the problem of making reproductive and child health
services accessible to the poor: Alma-Ata’s “Health for All” in the 1980s,
the Integrated Management of Childhood Illness in the 1990s, the 1994
International Conference for Population and Development, in Cairo,
and more recently the Millennium Development Goals. National implementation of these initiatives has typically been pursued through
central policy directives rather than based on evidence from the communities to be served. As a consequence, low-cost effective technologies that could substantially reduce reproductive and child health
morbidity and mortality remain inaccessible to the rural poor (1, 2).
Promising health service models are sometimes demonstrated by research, but the relevance of research-based success to large-scale action
is often brought into question by researchers’ access to special resources and flexibility to manage and lead small-scale projects.
This chapter compares two community health and family planning case-studies where major health system changes used research
as a tool for developing national reform as bottom-up rather than topdown initiatives: the Matlab and Extension projects in Bangladesh and
the Navrongo and Community-based Health Planning and Services (CHPS) projects in Ghana. These initiatives introduced important
systems changes that were tested at the community level, found to
work and then scaled up in an evidence-guided process of national
reform.
The application of a similar process in contrasting settings
The Bangladesh and Ghana cases addressed the challenging question of how to deliver maternal health and family planning services in
settings where service provision and utilization were constrained by
social, geographical and economic factors. Both instituted a multi-year
process using a similar evidence-based approach for resolving debate
about policy options, and for guiding programme development and
scaling up. Research was crucial to this process, with four successive
phases designed to focus on policy and programme development. First,
preliminary qualitative appraisal was used to diagnose problems and
develop strategies for experimental trial. Second, experimental trials
were organized to test the demographic impact of strategic change.
Successful trials generated questions about the broader relevance of
results leading to the third phase of investigation that tested transferability of experimental operations to the national programme. Evidence
from this third phase was used to build consensus for national reform
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and strategies for implementing scaling-up activities. The fourth and
final phase utilized research for monitoring the progress of scaling up,
the coverage of changed operations, and problems hampering change
and reform. In these settings, the generation and utilization of evidence was an integral component of programme development rather
than an end in itself. The consistent focus on evidence enabled policymakers and programme managers to develop service strategies that
were appropriate for the social and institutional context. Since contexts
varied, this similar process generated very different programmes and
scaling-up approaches in the two countries.
The Bangladesh case
In the early 1970s, at the time of Bangladesh’s independence, prospects that health services could reduce fertility or mortality were the
subject of international debate. The clinical efficacy of various technologies, such as childhood immunization, was well known. Pervasive economic, health and nutritional adversity at the time of independence, however, led to synergistic disease risks that could offset
the benefits of specific technologies (3, 4). High fertility was the consequence of pronatalist social institutions (5, 6). There was no evidence
that family planning services would reduce fertility in this context.
Yet the newly constituted Government of Bangladesh assigned priority to developing a national family planning programme, a policy that
was met with considerable international scepticism and debate (7).
In 1975, the International Centre for Diarrhoeal Disease Research,
Bangladesh (ICDDR,B), now known as the Centre for Health and Population Research, launched investigations designed to guide national
population policy. ICDDR,B’s Matlab field station was chosen for these
investigations because it was located in a traditional, rural and isolated locality where the demographic transition had not begun, and
where challenges confronting effective family planning service delivery were typical of vast areas of deltaic Bangladesh. Matlab’s comprehensive demographic research system had been used to study a wide
range of social, demographic and epidemiological issues (8). Owing
to the availability of these unique research resources in a challenging
social, health and economic context, the site was ideal for resolving
policy debate on whether family planning services could work in this
society.
Initial experimental research, launched in 1975 as the Contraceptive Distribution Project, focused on testing the demographic impact
of distributing oral contraceptive supplies through doorstep outreach
to married women. No attempt was made to assess social perceptions
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of family planning, the acceptability of oral contraception, or health
needs more generally. There was also no attempt to provide other contraceptive options, counselling or quality safeguards. When the project
failed to have impact (9), Matlab managers, supervisors and researchers launched a series of qualitative studies to diagnose the reasons for
failure. This investigation noted strong adverse community reactions
to the project’s focus on oral contraceptives and its lack of maternal
and child health services. It also identified poor worker training and
poor interactions with clients and communities more generally. Discussion of results provided a crucial source of social learning about
community preferences and needs (10).
In the subsequent Family Planning and Health Services Project,
evidence generated by the appraisal was used to develop strategies
for correcting deficiencies of the failed initial project. Uneducated traditional birth attendants were replaced by educated, young married
women who were locally recruited. These field workers visited married
women every two weeks to consult with them about their family planning needs and their health. They were provided with on-the-job training in basic health and family planning care and referral services, and
had medical backup and support from supervisors when problems
arose. Contraceptive choice was expanded so that couples selecting
a contraceptive method had multiple options. Child health and basic
primary health services were developed, ensuring that outreach and
referral covered the most extensive range of services the programme
could provide, including treatment for febrile illnesses, management of
diarrhoeal diseases and referral to paramedical care at nearby health
centres. This broadened provision of care led researchers to extend the
scope of enquiry to include questions about the impact of community
health services on child survival.
Providing women with expanded contraceptive choices and
quality services increased their satisfaction and contraceptive prevalence. By 1980, the early fertility impact of the Matlab Project was pronounced (11) and the health service components of the project improved child survival (12). These findings – disseminated in meetings
and professional papers – suggested that national health goals could
be achieved with community-based approaches if staffing, training
and deployment schemes in the national programme were modelled
on the Matlab Project.
Despite its demographic success, and widespread discussion of the
results, the Matlab Project had no immediate policy impact. During a
1981 tripartite review sponsored by the United Nations, the Bangladesh Government rejected the proposition that Matlab results could
be taken at face value as a model for the national programme. They
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argued that the experiment had more service delivery staff, more financial resources and a different service regimen than the national
programme. Replicating its operational design on a large scale would
require major organizational change. Following this review, policy
debate shifted from the question about whether the Matlab service
system could succeed to the question of whether successful strategies
were replicable within the national programme.
To resolve policy debate, senior government officials proposed a
validation study that would test the transferability of Matlab’s comprehensive integrated health and family planning approach to localities
where service delivery was conducted with usual government health
sector staff, mechanisms and resources. Such a study, known as the
Maternal and Child Health and Family Planning Extension Project,
was organized by the ICDDR,B in districts located in regions distant
from the Matlab field station. In two districts, Matlab scientists, supervisors and other ICDDR,B staff served as a resource team that provided
training and technical support to the government staff (13, 14). Matlab
primary health-care staff and supervisors were assigned to the intervention areas to work for three months as counterparts to government
workers. Two neighbouring districts served as comparison areas.
Research results soon demonstrated that there were major obstacles to implementing the Matlab approach within the government programme. For example, longitudinal survey data showed that Matlab
effects were replicated when client–worker exchanges occurred. The
frequency of these encounters in Extension Project areas was low,
however, because the catchment population for a given worker was
six times larger than that of a fieldworker in Matlab (15). Thus, initial
results from the Extension Project suggested that existing Ministry
of Health and Family Planning staff density and work arrangements
were insufficient for replicating the Matlab service model. Additional financial and staff resources would be needed to achieve similar
results in Extension Project areas. Projections showed that implementing Matlab’s fieldworker-to-population ratio within the national programme would require the hiring and deployment of at least 10 000
additional workers throughout Bangladesh (16). Other changes were
required to institute the Matlab approach in government service areas,
such as a unified health and family planning administrative system,
and well-paid and highly committed supervisors. Research documenting the problems with the transfer of Matlab operations to Extension
Project areas provided evidence that replicating Matlab was feasible if
resources were mobilized for making the programme work.
This conclusion had direct bearing on a 1983 dialogue between the
Ministry of Health and Family Planning and the World Bank about
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the contents of forthcoming loan agreements. Deliberations succeeded
in mobilizing financial support from the five-year World Bank Third
Population and Health Project for recruitment, training and deployment of 12 000 additional female workers as well as for other crucial
elements of the Matlab approach that were missing in the national
programme. Community workers were trained to provide injectable
contraceptives at the doorstep, management information systems were
reformed, and training was instituted to broaden the health service
capabilities of family planning workers. Some structural features of
the Matlab system were not scaled up, such as an integrated health
and family planning supervisory system and target-free work assignments. Nonetheless, substantial Matlab-inspired operational changes
were instituted, all of which were specified in detail in national planning documents and funded by a US$ 2 per capita per year credit
from the World Bank agreement (17). Thus, research showing a lack
of impact on the volume of service encounters, contraceptive use and
health indicators of the initial Extension Project became a resource for
mobilizing external funding for scaling up (18).
With the launching of the World Bank Third Population and Health
Project, research priorities shifted from assessing Extension Project
impact to generating evidence for guiding national reforms in training,
supervision and management (13). The scaling-up process that ensued
was driven by plans, policies, resources, directives and actions specified in the agreement between the Bangladesh Government and the
World Bank. Each new ingredient, such as the procedures for recruiting additional fieldworkers as well as the implementation of doorstep
provision of injectables, was first tested in the Extension area before
being used more widely. The World Bank funded national policy conferences, newsletters and other activities for building momentum for
change. Government directives were used to communicate evidence,
progress and policies to all relevant health officials in the country. Evidence used in this communication process was based on Matlab research, studies of the replication effort in Extension Project areas, and
national surveys for monitoring fertility and childhood mortality reduction trends. Findings from this monitoring programme showed
that demographic transition over the period 1980–1995 ranked among
the most rapid ever recorded, with patterns of variance consistent with
the hypothesis that scaling up community-based services contributed
to rapid demographic change (19, 20).
The Ghana case
In 1978, the International Conference on Primary Health Care convened in Alma-Ata, USSR (now Almaty, Kazakhstan) declared “Health
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for All” as a priority for all countries by the year 2000. Yet as the Millennium approached, poor access to primary health-care services explained much of the excess mortality and unwanted fertility throughout Africa. Ghana exemplifies the health-care accessibility problem. In
the 1990s, 70% of the population resided in communities that were 8
km or more from the nearest health facility (21). In these areas, mortality was 40% higher and family planning use was considerably lower
than in communities located closer to service points. Fertility and mortality remained high and unchanging, despite two decades of commitment to developing effective services.
In 1991, the Government of Ghana had launched a national community health programme in which volunteers were deployed to communities, and paid professional nurses were stationed at district and
sub-district health centres. This community health programme reflected international advocacy for two strategies. One emphasized the
potential value of community-based volunteer health services for extending affordable primary health care to all households. Advocates
of volunteer programmes argued that vibrant social institutions for
organizing daily life could be marshalled for organizing communitybased management, financing and leadership of health services. Reliance on existing social institutions would reduce costs, sustain services
and generate social acceptance of health and family planning services
(22, 23). A contrasting strategy emphasized the value of existing clinical resources and the need to increase communities’ access to professional health service providers. In this view, nurses could be trained
and stationed in communities to offer a range of health interventions
and technologies that volunteers would not be competent to provide.
These two approaches were implemented on a national scale without
carrying out research to guide operational planning.
Evaluations of the Ghana community health programme in the
early 1990s showed that neither the volunteer approach nor community health nursing services were working. Volunteer turnover was high,
supervision was lax and organizational deficiencies constrained programme progress. Nonetheless, reliance on volunteers remained an
appealing policy option, since community deployment of professional workers appeared to require unsustainable investment in facilities,
equipment and personnel (24). The Community Health Nurses programme also faced serious obstacles. By 1992, nearly 2000 nurses had
been hired, trained for 18 months and posted to districts throughout
Ghana. Because community facilities where nurses could work and
live were lacking, however, the programme posted all nurses to subdistrict health centres that were located over 10 km, on average, from
the rural households they were serving. Communities were not con119
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nected with the initiative and contributed little to its sustainability.
Case-loads were low and demographic indicators were not improving,
bringing into question prospects that community nurse deployment
could contribute to community health (25).
In response to the need for evidence to guide health policy, the
Ministry of Health established a research centre in Navrongo Town of
Kassena-Nankana District of the Upper East Region to investigate the
causes and consequences of the health problems of northern Ghana
(26). The economic, social and health circumstances of the study area
paralleled conditions that prevailed in Matlab. Kassena-Nankana District is located in a remote, impoverished, traditional area where social
norms sustain high fertility and impede progress with health interventions (27). Baseline mortality, and especially childhood mortality,
in the locality was well above national levels. Contraceptive use was
rare owing to complex social, gender and economic barriers to fertility regulation (27). The economy in the study area was dominated by subsistence agriculture and near-famine conditions each year; literacy was
low (particularly among women); and traditions of marriage, kinship
and family-building emphasized the economic and security value of
large families. Health-care decision-making was strongly influenced
by traditional beliefs, animist rites and poverty. Placing experimental research in such an unpromising locality ensured that any project
success arising from interventions could not be dismissed as a byproduct of favourable trends and circumstances.
The Navrongo experiment was initially launched as a pilot project
in 1994. The pilot was designed to avoid the potential pitfalls of importing an operational design inappropriate to local conditions, and of
organizing a large and complex experiment which then fails. The pilot
trial was conducted in three villages. Focus groups with local leaders,
women of reproductive age, married men and community health
nurses were convened to assess perceived health service needs and
ways to alleviate known deficiencies of the national community health
programme. These discussions clarified sustainable ways to engage
communities in the construction of facilities that would end nurse isolation, support nurse operations, promote culturally acceptable means
of providing family planning, and develop and sustain leadership.
Focus group discussions were followed by posting nurses in the three
pilot communities with the intent of launching community-based preventive, curative and referral health services. Follow-up focus groups
gauged community and worker reactions to the pilot programme. Recommendations were used to modify implementation plans for training and deploying nurses, fostering volunteer support and sustaining
community engagement with the programme (28).
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After 18 months of the pilot trial and continued dialogue, an experimental study was launched in 1996 to assess the impact of these
pilot strategies. The experimental phase used the two strategies corresponding to domains of the policy debate: one arm of the experiment
tested the impact of mobilizing traditions to ensure sustainable volunteer participation in the programme and community involvement in
supervising and managing volunteer operations. Chiefs, lineage heads
and women’s social networks were approached and then trained to
build Community Health Compounds where nurses could be posted.
Once this task was completed, this arm of the experiment focused on
organizing the work of community health volunteers and building
community participation for the management of their work.
The second arm of the experiment tested the impact of relocating
nurses from sub-district clinics to community locations. Once nurses
had been trained in community liaison methods and provided with
motorbikes, basic drugs and primary health-care equipment, they were
posted to Community Health Compounds where they offered vaccination services, treatment of common ailments (including malaria,
acute respiratory infections and diarrhoeal diseases) and reproductive
health and family planning services. Family planning options included the provision of injectable contraception, oral contraceptives and
condoms in homes, and referral services for clinical methods, such as
the five-year sub-dermal implant (29). Taken together, the two dimensions of the experiment comprised a four-cell design, since each dimension could be implemented independently, jointly or not at all (26).
In the combined cell of the experiment, community liaison was directed to building community leadership of both volunteer and nurse
service operations.
Early Navrongo research showed that relocating nurses to communities increased the service volume, family planning prevalence
and immunization coverage, and expanded the range and quality of
reproductive health care. Health services provided by a single nurse
exceeded the typical case-load of a sub-district health centre. By 1999,
district-wide experimental results showed that the total fertility rate
had declined by one birth relative to comparison area levels; childhood mortality among 1–5-year-olds was reduced by over a third in
the initial three project impact years that began in 1997 (30) and by
two thirds by the end of 2003. Thus, the Navrongo project achieved the
child survival Millennium Development Goal in six years (31, 32).
The Navrongo resource team presented its findings to senior Ministry of Health officials in early 1998, leading the Ministry to adopt the
Navrongo model as the guide for community health services nationwide. To build consensus for this policy, in 1998 the first in a series of
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National Health Forum conferences was convened for all 110 District
Health Management Teams in Ghana. Key Navrongo results were presented and discussed in an open forum to elicit reactions from district
and regional managers from all 10 regions, the heads of directorates
responsible for planning, human resources, finance, public health
and logistics, as well as the Minister and the Vice President of Ghana.
Despite clear support from senior officials, responses from District
Health Management Teams closely paralleled reactions to the Matlab
experiment in Bangladesh: most of their discussion questioned the relevance of the Navrongo experiment for national policy on grounds
that research stations have unique resources and capabilities that the
typical district could not replicate. Debate about service strategies
thus shifted from questions about the potential impact of the Navrongo model to new questions about the feasibility of replicating the approach in non-research settings.
Responding to this debate, the Ministry of Health arranged for national, regional and district officials to observe Navrongo operations
first hand. These exchanges showed that experimental research was
insufficient for building policy consensus, because Navrongo’s unique
resources were widely viewed as nonreplicable. A new phase of work
was therefore needed in response to new policy questions about the
replicability and sustainability of the Navrongo system.
In 1998, the Volta Regional Health Administration and the District
Health Management Team from Nkwanta District took on this validation
task and began by completing a six-week Navrongo field orientation
on implementing and managing the model. The replication project in
Nkwanta tested the means of establishing the Navrongo model services in two communities. Dialogue with community members produced
advice on ways to adapt the model to local circumstances. Experience
with this replication effort was carefully documented and presented at
senior staff meetings and national health policy conferences.
Replication results from Nkwanta clarified mechanisms for implementing the Navrongo approach and established its credibility (33).
Conferences convened to interpret the continuing research outcomes
of Navrongo and the operational success of Nkwanta led to a 1999 decision to create the Community-based Health Planning and Services
(CHPS) initiative, a national programme for fostering the scaling-up
of the Navrongo community health service model. The policy initially
focused on the need for “lead districts” in each of Ghana’s 10 regions,
where Navrongo-like services could be adapted to local realities and
could then guide development of community-based care in neighbouring districts in the manner of replication and adaptation that Nkwanta
had demonstrated. This new policy recognized the need to mobilize a
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process that would encourage the diffusion of innovation, demonstration and peer leadership at the local level. Attention focused on sustaining district-level implementation rather than developing a centrally directed operational plan.
As the scaling-up phase took hold, the value of sustaining experimental research for the duration of the process was demonstrated. To
enhance Ministry of Health ownership of the project, the Navrongo
resource team collaborated with senior officials of the Ministry on the
use of results. Project protocol details were agreed upon prior to donor
involvement. The Navrongo Centre reports to the Health Research Unit
in Accra, which in turn reports to the Ghana Health Service’s Policy
Planning, Monitoring and Evaluation Division (PPMED). Its finances
and staffing, however, are independent of the public sector bureaucracy, in order to maximize flexibility and leadership. The integration
of Navrongo into the policy system facilitates links between Navrongo
research dissemination activities and routine Ghana Health Service
internal communication, conferences and meetings. Thus, Navrongo
continues to contribute to scaling up by shifting its service operation
from a district for an experimental trial to a field site for demonstration
and counterpart training for District Health Management Teams.
Scaling-up activities outside of Navrongo and Nkwanta are stimulated and sustained through peer exchanges. District teams composed of two community nurses, their supervisor, the public health
nurse and the Director of Medical Services are prepared to implement the programme after a 10-day orientation to routine communitybased service work in Navrongo. Once redeployed to their home districts, teams develop community-based planning activities in one or
two pilot zones. After strategic planning and trial, each team scales
up operations within its respective district, according to the availability of staffing and resources (34). Navrongo and Nkwanta disseminate newsletters which report community reactions to project activities. Thus the experience of community participants contributes to the
consensus among health officers in Ghana that going to scale is feasible and desirable. Scaling up is therefore highly decentralized and
peer directed.
Despite the focus on decentralization and peer leadership, scaling
up in Ghana has had strong commitment from the central government.
The programme has experienced operational problems and delays that
have required policy responses and directives (for a discussion, see
29, 34). While there have been problems, by the end of 2005 scaling-up
activities had been launched in all of the 110 districts of Ghana and full
implementation of the programme was underway in 20 districts.
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A shared model for evidence-based reform
The sequence of actions, changing generations of questions, and
roles of research in Bangladesh and Ghana followed a common evidence-based reform process in four phases.
Phase 1: participatory planning
Beginning with the question, “What type of services are appropriate?” a Phase 1 programme of adaptive development of strategies
was used to configure a service model with operational details that
were informed by continuous evaluation and participatory planning.
In Matlab, the failed Contraceptive Distribution Project provided the
focus for participatory qualitative appraisal of the reasons for failure
and implications for configuring a follow-on experiment. In Navrongo, participatory pilot appraisal provided a similar function. Participatory planning represents a tool of “open systems” organizational development: social institutions, traditions and organizational norms are
tapped to improve the efficiency and functioning of formal organizations (35).
Phase 2: factorial trial
Matlab and Navrongo had advanced institutional capabilities for
conducting vaccine trials and epidemiological research. Just as health
technologies could be evaluated, community health service systems
could be tested, with health and demographic outcomes as the variables of interest. Experimental research provided credible evidence that
the approaches tested actually helped the population served. Putting
debate to rest was crucial to health reform. Both Matlab and Navrongo provided definitive evidence that if services were designed to be
sensitive to women’s needs they would lead to increased contraceptive prevalence, greater satisfaction and fertility decline as well as improved child survival. These results could be achieved with affordable
and simple procedures for reaching families in need.
Phase 3: validation research
The scientific rigour of Matlab and Navrongo required advanced
scientific capabilities that were complex and expensive to manage. The
greater the rigour of trials, the greater the tendency of researchers to
isolate operations from the user system and to deploy resources that
are difficult to replicate. The penchant for elegant research designs
sometimes precipitates questions about the “Hawthorne effect” – reference to a classic study showing that results were related more to the
effect of being observed than to the intervention under trial (36). More
recently, this term is applied to research conducted with non-replicable
human and financial resources. Disproving the Hawthorne effect re124
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quires unobtrusive and low-cost research on the replicability of experimental findings and the sustainability of the scaling-up process (14,
33). Therefore, in both Bangladesh and Ghana, a beyond-the-experiment phase was launched to bridge the gap between field trials and
large-scale programmes by shifting research from questions about the
health and demographic impact of operations to questions about the
feasibility and sustainability of innovations in non-research settings.
Phase 4: monitoring the scaling-up process
The dissemination of credible evidence of project impact on fertility and mortality, and validation that service innovations could be replicated under normal programme conditions, motivated decisions to
scale up operations. In Ghana, the process is still emerging and its national demographic impact is unknown, but research systems permit
continuous appraisal of the pace, coverage and content of operational change. In Bangladesh, research shifted from impact assessment to
monitoring the change process as a component activity of the World
Bank’s lending agreement that funded scaling up. In both settings, research provided evidence on whether scaling up was occurring, what
was working well and what required change. Thus, as scaling up accelerated, the questions guiding research shifted from feasibility and consensus building to the challenge of refining the scaling-up process.
Adapting scaling-up strategies to contrasting settings
Common features of projects that foster the utilization of research
for national policy and programme development are well known
(37–42). Less is known about ways in which scaling-up efforts in contrasting settings should differ. The Bangladesh and Ghana cases demonstrate that the effective utilization of evidence in contrasting settings generates divergent scaling-up strategies.
Social organization
While the two countries are predominantly agrarian and share
similar levels of economic development, they have markedly different patterns of social organization and land tenure customs. Although
Bangladesh is rapidly urbanizing, until recently it was a peasant
society in which economic opportunity is linked to inherited social
status. Ghana, by contrast, is an ethnically diverse society in which
land is communal and held in trust by chiefs, and economic opportunity is less linked to inheritance than to achievement that derives
from individual effort facilitated by kindred, clan or ethnic network
affiliation. In the Bangladesh case, the Bengali homogeneity of society
permits a degree of centralization and standardization of scaling125
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up policy that would be dysfunctional in the heterogeneous Ghanaian societal context. Organizing collective action and communication
through kindred groups is facilitated by Ghanaian social institutions,
provided that actual organizing activities are adapted to local tradition. Collective community action strategies are less compatible with
Bangladeshi society, and strategic adaptation is less essential than in
Ghana.
Leadership traditions
Community leadership and social structure is well defined in
Ghana, and village governance is associated with traditions that define
roles in decision-making, consensus-building and collective action.
Bangladeshi community governance is less structured and relatively
diffuse. Leadership and authority are defined by wealth and patronage derived from land holding, relative economic standing, power alliances and ad hoc social networks that lack permanence across generations or predictability across localities. In Bangladesh, community
organization was relatively less important to the scaling-up process
than was the case in Ghana, where the spread of community health
services has been a natural product of local traditions of communication and collective action. Gatherings, networks and other traditions
that foster exchanges among communities and groups also have disseminated the benefits of community services in implementing districts. In this manner, communication traditions amplified the spontaneous diffusion of Navrongo innovations. Such mechanisms were
relatively unimportant in Bangladesh.
Because scaling-up design in these settings was the product of
locally gathered evidence on how best to proceed, societal differences led programme planners to pursue different strategies for organizational development. For example, social organization is diffuse in
Bangladesh but relatively structured in Ghana. Community organizational resources were therefore a minor component of the scalingup strategy in Bangladesh, but a major factor in Ghana. Sustaining the
change process in Bangladesh depended upon continued commitment
of external, top-down bureaucratic processes. The change process is
more appropriately instituted in Ghana as lateral networks for spreading consensus through the diffusion of social support for innovation.
In Bangladesh, volunteerism is more difficult to implement and sustain
than in Ghana, where corporate community values are engrained and
vibrant, and volunteer accountability to community leaders is socially
grounded.
Leadership in Bangladesh is more likely to emerge from formal
organizations than community institutions; in Ghana, organizational
change derives from grassroots partnerships between traditional
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leaders, politicians and health professionals. While establishing such
partnerships is challenging, it is sustainable with minimal external
investment once the health system engages traditional leaders in
respectful and culturally appropriate ways. In contrast, instilling
leadership for sustaining change in Bangladesh is relatively dependent
upon external resources, government orders or rank in the civil
bureaucracy.
Scaling up in Ghana spreads by peer demonstration, diffusion and
teamwork rather than by central order and fiat. Moreover, in the multicultural context of Ghana, adapting strategies to local conditions is
more important than in Bangladesh, where national models are likely
to have more relevance owing to the uniform cultural context. Therefore, in Ghana, strategies for decentralization have a prominent role
in scaling up; whereas in Bangladesh, scaling up has been a relatively
centralized function of the national programme.
Bureaucratic traditions
Other institutional contrasts had major effects on generating contrasting approaches to scaling up. The institutional histories of public
sector organizations in Bangladesh and Ghana vary in ways that
explain differences between their scaling-up programmes. In the colonial era, British India – which included areas that now constitute Bangladesh – was administered through direct control of the civil bureaucracy. Even in the Pakistan era, the public bureaucracy was externally
controlled, with well-articulated mechanisms for the promulgation of
top-down directives, narrow spans of authority and limited scope for
decentralization. By contrast, civil bureaucracy is a relatively recent
historical development in Ghana. British colonial rule was indirect, allowing traditional authorities to retain their customary powers, deemphasizing the authority of the central bureaucracy by maintaining
order through traditional governance of communities. Thus, a Bangladeshi villager in the British era routinely interacted with district representatives from ministries responsible for agriculture, education,
health and public order. In contrast, a Ghanaian villager seeking to
resolve a dispute in the colonial era would turn to a native court or
a chieftaincy council, led by a traditional authority figure, to resolve
minor disputes and grievances or launch community dialogue about
all matters of collective interest. In this manner, local traditional communication and governance systems were sustained by colonial authorities, providing historical grounding for decentralization in Ghana
and not in Bangladesh.
Features of the institutional legacy of large-scale organizations,
combined with the contrasting social environments, define fundamen127
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tally different contexts for scaling up programmes. Of these, the most
prominent difference between the Bangladesh and Ghana case-studies
is the relative importance of the diffusion of innovation versus planned
organizational change. In Bangladesh, planned organizational change
and formal orders have played a more important role in scaling up
than the spontaneous diffusion of innovation at the district level.
The role of external resources
The contrasting revenue circumstances of Bangladesh and Ghana
scaling-up examples amplify these contrasts. In Bangladesh, demonstration of the Matlab system in two replication sites was followed by official pursuit of donor resources for the incremental costs of large-scale
programmatic change. Earmarked World Bank funding permitted officials to plan and finance the expansion of hiring, construction and
worker training. Training, in turn, was focused on developing frontline worker technical skills rather than competency in community mobilization. Although community work was essential to the Bangladesh
programme, and doorstep services were crucial to its success, instituting change to that end was less a grassroots effort than a top-down
bureaucratic initiative financed from afar. Clinics, salaries, pharmaceutical costs and other resources were line items in national budgets
that were heavily financed by the World Bank and other donors. Thus,
even without local political engagement or grass-roots mobilization,
the Bangladesh scaling-up programme worked.
In contrast, Ghana has relied less on international resources than
on local financing and community resource leveraging. This has
slowed implementation because incremental resources for essential
drugs, equipment and staff are lacking. Where the CHPS initiative
has worked well in Ghana, demonstration of the community-based
model in pilot areas has led neighbouring communities to press district authorities for local resources to finance programme expansion.
This process has an element of guided direction, however. A national
training programme has developed staff capacity for implementation,
focusing resources on training supervisors in community mobilization and other activities that are needed for sustaining the scaling-up
process. However, while these national activities are crucial, community-based health care has been developed mainly through locally tailored and indigenously funded adaptations of the Navrongo service
system that emerge from district pilot trials. Rather than providing a
rigid blueprint for districts to replicate, Navrongo and Nkwanta demonstration activities are designed to catalyse the process of operational
change, providing visiting teams with general ideas that require local
testing, adaptation and trial. Scaling up depends upon local resourc128
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es, volunteerism and district assembly commitment. Success required
more initiative and leadership at the periphery than was the case in
Bangladesh (34, 43).
In Ghana, dependence on local resources was a matter of necessity
rather than design, however. External assistance for health is merged
with Government of Ghana revenue through health sector reform policies that are collectively termed the sector-wide approach. World Bank
and European funding of this approach is extensive, but revenue for
the health sector is planned as a common fund. Scaling up in Ghana
has had no independent budget line for incremental costs, or donor
earmarking of revenue for specific components of the programme.
Foreign assistance has been directed to sustaining external technical support for CHPS training, communication and research activities
rather than revenue for financing the direct costs of implementation.
As a result, progress with scaling up in Ghana has been much slower
than was the case in Bangladesh, where revenue was earmarked for
direct programme costs. Thus, scaling up in Ghana depends upon
financing and priority setting that is integrated into the general administrative processes of the Ghana Health Service; external support
for the current overall health revenue budget is about half the level
of funding provided to the health sector in Bangladesh in the 1980s
and 1990s. Ghana has been forced by circumstances to sustain its programme with less external backing and greater reliance on community support.
Conclusion
The examples reviewed in this chapter are relevant to the organizational development needs of health programmes in the world’s
poorest regions. Their experience indicates that problems impeding
programme reform and development can be surmounted and that
large public programmes can be guided by research, even in resourceconstrained settings. The Bangladesh and Ghana examples attest to
the importance of integrating research into the process of scaling up
that begins with the development and testing of innovations and proceeds to expansion of successful pilot and/or experimental projects.
This is preferable to conducting research as a stand-alone activity to
be utilized and scaled up as an afterthought. While adopting international best practices for designing national reforms, strategies must
not be isolated from social and institutional realities, which must form
the basis for policy and programme development. Overly internationalizing programme strategy, without guidance from locally grounded
research, can isolate plans from social and institutional reality, fostering top-down planning when practical bottom-up guidance is badly
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needed. As the Bangladesh and Ghana cases demonstrate, the content,
change process and scaled-up programme can be adapted to the local
context. This process of adaptation benefits from the integration of research into the organizational reform programme.
New health technologies are often proposed as the answer to
problems when, in fact, it is a malaise of the service system that deprives families of access to technologies. Projects in Bangladesh and
Ghana demonstrate an approach to organizational development that
addresses the need for strategies to improve programme performance.
The initiatives succeeded not because they followed a common agenda
for scaling up. They succeeded because similar research approaches
steered the development of the innovative service packages and the
scaling-up agenda in ways that adapted directions to indigenous realities and needs. Their success demonstrates that large-scale organizational change in reproductive and child health programmes is neither
impossible nor unaffordable in resource-constrained settings.
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Chapter 7
Scaling up family planning service innovations
in Brazil: the influence of politics and decentralization
Juan Díaz, Ruth Simmons, Margarita Díaz, Francisco Cabral, Magda Chinaglia a
Summary
The principles of strategic management suggest that a major step
in ensuring effective scaling up is to understand the diverse environments in which health service innovations are expanded. When
service innovations are expanded in the public sector, the political and administrative institutions, as well as the health sector
setting constitute major environmental influences. This chapter
analyses these factors in Brazil, using the experience of a project
which sought to enhance equitable access and improve the quality
of care in public sector family planning services. Nongovernmental organizations acted as the resource team that facilitated the
testing of the original service innovations in one municipality and
then assisted with their expansion to others. The chapter shows
that scaling up is influenced by an ongoing process of decentralization and by the politics of family planning. Scaling up family
planning innovations faces special challenges, which would not
be encountered in other areas of reproductive health in Brazil.
Introduction
The principles of strategic management suggest that a major step
in ensuring effective scaling up is to understand the diverse environments in which health service innovations are expanded (1). These environments, or contexts, shape the opportunities and constraints that
proponents of scaling up must navigate (see Chapter 1). When service
innovations are expanded in the public sector, the political and administrative institutions, as well as the health sector setting constitute
major environmental influences. This chapter analyses these factors
a
The authors of this chapter are members of the nongovernmental team that facilitated the
scaling up of reproductive health services in the public sector. They belong to the following
institutions: Reprolatina (a Brazilian nongovernmental organization), the Population Council
office of Brazil and the University of Michigan.
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in Brazil, using the experience of a project which sought to enhance
equitable access and improve the quality of public sector family planning services. Nongovernmental organizations (NGOs) acted as the
resource team that facilitated the testing of the original service innovations in one municipality and then assisted with their expansion to
others. We show that scaling up is influenced by an ongoing process
of decentralization and by the politics of family planning. Scaling up
family planning innovations in Brazil faces special challenges that
would not be encountered in other areas of reproductive health.
In Brazil, an estimated 75% of the population depend on the public
sector for their health care (2), which at the primary level is provided through health posts, health centres or community-based family
health outreach services (3). Clinic-based family planning services
are provided by gynaecologists, assisted by auxiliary and technical
nursing personnel, on contract with the public sector for a specified
number of hours. These services are free of charge to the users. The
community-based family health service is supposed to include contraceptive care, but lack of contraceptive supplies is a major barrier. The
Sociedad Civil Bem-Estar Familiar, an NGO, has provided extensive
support to the public sector family planning programme, maintaining
agreements with 1001 municipalities predominantly in the north-east
of the country for the provision of technical assistance, training and
evaluation (4). Although public sector responsibilities have been established and some services are indeed available, overall access to family
planning care is extremely constrained and the care that is provided
tends to be of poor quality (5–7).
In 1995 a project in the municipality of Santa Barbara d’Oeste (referred to in this chapter as Santa Barbara) in the State of São Paulo
in southern Brazil initiated a systematic process of dealing with these
weaknesses in access and quality of care. Interventions in the pilot
municipality focused on:
• upgrading all elements of quality of care through training;
• restructuring providers’ roles and service delivery patterns so
as to maximize the use of scarce medical personnel;
• improving the management process in order to ensure accountability and supportive supervision;
• creating a referral centre where regular availability of contraceptive care would be assured;
• establishing a participatory process including representation
from the community (8);
• introducing outpatient vasectomy services (9);
• developing a programme for adolescents.
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Comprehensive training played a major role in introducing these
innovations. In 1997, evaluation results demonstrated that the public
sector service system had improved availability, access, and the quality
of family planning services within the resource constraints of the municipal health sector (10). Support from the NGO resource team of action
researchers and trainers was an important factor in this success.
For most projects this would be the end of the story; but not so in
this case. Activities in Santa Barbara were implemented as part of the
Strategic Approach to Strengthening Reproductive Health Policies
and Programmes sponsored by the World Health Organization (WHO)
(11–13). One of the special characteristics of the Strategic Approach is
its emphasis on scaling up (14). The positive evaluation results therefore raised the question whether the model implemented in the pilot,
and the many lessons that were learned, could benefit other municipalities in Brazil. The resource team that had facilitated the development,
implementation and evaluation of the project in Santa Barbara took on
the challenge and, with funding from WHO, initiated and supported
replication of the approach in three other municipalities between 1997
and 1999.
Because their needs were similar, the three new municipalities
adopted many of the core service innovations from Santa Barbara. In
1999, after three years of replication in these localities, significant improvements in access to services and their quality had once again been
achieved. In fact, the process had been easier and faster because of the
learning that had occurred in the pilot project (15). Santa Barbara was
used as a demonstration site where professionals from the new municipalities could see how the innovations functioned in actual practice.
Moreover, the NGO resource team was now more skilled in supporting the introduction of service innovations because of its experience
in the pilot site which resulted in greater sophistication in navigating
health sector and local government institutions.
This scaling-up success, however, posed a dilemma as well as a
new question. Brazil has over 5500 municipalities, but the project had
worked in only four. That scaling up would not proceed spontaneously, but instead requires active support from a resource team, became
apparent during the first phase of expansion. In a decentralized health
system such as Brazil this implies that a large number of local governments, whose management capacity tends to be weak, depend on external assistance in the process of adopting service innovations (16–
18). The need and actual interest among municipalities in joining the
project was great. In fact, the demand for such support during the first
phase of expansion was more than what the resource team could offer.
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For example, in one of the new municipalities, health professionals expressed disappointment that the level of support received had been less
than they would have liked. Thus the question was whether the relatively small, nongovernmental team of action researchers and trainers
could facilitate the process of expansion beyond what had been accomplished during the first phase of scaling up.
In 1999, funding from the Bill and Melinda Gates Foundation made
it possible to continue the process of scaling up, and provided the opportunity to develop a strategy for multiplying the capacity to support
expansion of service innovations. This strategy, implemented through
what was now referred to as the Reprolatina Project, had two key components.
• Development of training capacity that would enable newly
trained municipal trainers to expand training to all health posts
and centres within their municipality and beyond. Creating a
municipal resource team rather than relying exclusively on external facilitators would make it possible for local trainers to introduce innovations within their own municipality and subsequently expand them to neighbouring ones.
• Active networking and the use of information technology to facilitate information exchange and ensure that municipal innovators would support each other rather than rely exclusively on
the NGO resource team.
Over the past six years, training capacity has been created in nine
municipalities which, in turn, have expanded activities to an additional 26 smaller ones. Periodic participatory seminars for leaders of the
municipal implementation teams and the creation of web-based conferences and other forms of electronic communications have enabled
ongoing opportunities for experience sharing and social learning. Simultaneously the project has further refined its strategy for adolescents and training for local leaders. A discussion of the Reprolatina
training approach is provided in the next chapter.
Many lessons have been learned in the course of scaling up. The
one initially most underestimated is the importance of understanding the political, administrative and health sector contexts.1 Throughout the project, this lesson has emerged as more and more important.
At the beginning, the external resource team members were confident
that they knew a great deal about the sociocultural, institutional and

1

For a systematic assessment of the influence of social organization and political culture on
decentralized health care in Brazil see 19.
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political environment of public sector family planning services. Certainly, enough was known about the health system and the bureaucratic institutions in Brazil to proceed with appropriate intervention
strategies. Several years after seeking to expand service innovations to
new municipalities, however, it is clear that learning about the institutional setting and about political culture never stops. More important
still, learning must be actively encouraged, both among members of
the resource team and among municipal partners. The public health
system always holds surprises, especially since it continues to evolve
and is highly variable among municipalities. In Brazil, where decentralization has become a major component of political and health sector
reform, efforts to improve family planning and related services benefit
from strategies that adjust to such ongoing change and variability.
This chapter identifies both environmental opportunities and constraints that affect the wider use of successfully tested programme innovations. In the Brazilian context, as in many others, the constraints
can be daunting, but recognizing them should not discourage initiatives. Rather, taking constraints into account allows the innovators to
choose realistic strategies, anticipate the level of resources needed, and
assess the type, pace and extent of scale that can be achieved.
The information contained in this chapter comes from six sources:
1) participant observation, covering more than 10 years during which
members of the resource team implemented the WHO-sponsored Strategic Approach and the Reprolatina Project; 2) published papers and
unpublished reports from these projects; 3) qualitative assessments
conducted in participating municipalities as a central component of
the health service renewal process; 4) meetings and interviews with
Ministry of Health, state and municipal officials; 5) official reports,
laws and guidelines of the Ministry of Health; and 6) literature on
health sector reform and decentralization in Brazil.
Decentralization: opportunities and constraints in scaling up
In Brazil, health reform began in the 1970s as part of a wider movement for the democratization of the country (20–23). The health reform
movement advocated for the principles of universality and equality in
health, seeking to combat the injustices of a bifurcated medical/healthcare system. Services were available through insurance programmes
to workers in the formal sector of the economy, leaving the rural and
urban poor without access to health care. Insurance programmes for
workers were administered by the Instituto Nacional de Assistência
Médica da Previdência Social (INAMPS, National Institute of Medical
Care of the Social Welfare System) under the authority of the Minis139
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try of Social Security; 2 other areas of health were the responsibility of
the Ministry of Health. With return to democracy in 1984 many of the
principles of the health reform movement were enshrined in article
196 of the Constitution (1988), which guarantees health as a universal
right and commits the country to the provision of equal and universal
access to services. Family planning is considered a basic right and the
state is charged with the responsibility of providing educational and
scientific resources to ensure access to care. Decentralization and the
participation of civil society in policy development and implementation are mandated. The Constitution also declares that health services
should be organized under a single, decentralized system, with a preventive focus and the participation of communities. With the formal
creation of the Sistema Único de Saúde (SUS, Unified Health System),
in 1990 (25), the dual authority over health was ended and the Ministry
of Health assumed sole responsibility for public sector health care.
Decentralization in the health sector was formally initiated with
the Basic Operating Rules of 1991, 1993 and 1996, by progressively
shifting authority for decision-making to government at the state and
municipal levels with major responsibility to the latter (21, 26). Such
“municipalization” proceeds through transference of resources according to the capacity of the municipality to assume “full management of basic care”3 or “full management of the municipal system”.4
In 2005, 88.2% of the 5561 municipalities in Brazil were still in the first
stage of decentralization (28, 29).
Decentralization dictates a focus on horizontal scaling up
A distinction has been made in the literature between replication
or expansion of innovations, and political, policy or legal scaling up
(30, 31 and Chapter 1). The former is focused on geographical expansion or horizontal scaling up, and the latter on institutionalization or
vertical scaling up.
2

INAMPS was an autonomous institution associated with the Ministry of Social Security until
1990 when it became part of the Ministry of Health; it ceased to exist in 2002 (24 ).
3

Municipalities with the “full management of basic care” receive a fixed per capita amount
and, with these funds have to develop all primary health activities, including assistance and
rehabilitation, prevention and health promotion. In addition, municipalities receive a variable
amount for epidemiological surveillance, the environment, essential treatments, the family health
programme and prevention of nutritional deficiencies.
4

Municipalities with “full management of the municipal system” have more managerial
autonomy and must provide primary, secondary and tertiary levels of care, including
hospitalization. Where official agreements among municipalities have been made, they should
also provide care to people referred from surrounding municipalities (27). These municipalities
receive, besides the Piso de Atençáo Básica (minimum level of services in primary care), resources
for secondary and tertiary care, including some funds for specific programmes (26).
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The process of decentralization in Brazil had major implications
for the design of the pilot project in Santa Barbara and for subsequent
scaling-up initiatives. It was clear from the outset that, given the municipalities’ predominant role in programmatic decision-making, the
focus would have to be on the municipality and that scaling up would
have to proceed mainly as a process of geographical expansion. As
we indicate below, this approach had advantages but also faced major
constraints. Municipal autonomy facilitates the introduction of innovations, but sustainability and collaboration among municipalities in
their expansion can be problematic.
Municipal autonomy facilitates the introduction of innovations
Municipal autonomy implies that local health authorities are able
to institute major programmatic innovations as long as they comply
with national policies and guidelines. These fully endorse, and in
fact mandate, the provision of reproductive health services, including
family planning (32–34). There is no need to obtain authorization from
the state or federal level, or to provide information about what changes
are being made. Thus, where municipal authorities are supportive,
major service renewal can be initiated. Moreover, given the considerable fiscal discretion associated with decentralization, it is often possible to identify necessary local resources to improve facilities, ensure
supplies or recruit additional staff.
In the pilot site, municipal autonomy was a clear advantage at the
beginning of the project. The municipal health secretary was highly
motivated to improve family planning services, and had turned to the
nongovernmental resource team to provide training and other technical support (10). Local resources were mobilized to recruit additional
health-care providers, to remodel one of the facilities to create a reproductive health referral centre, and to introduce an adolescent programme and a vasectomy service. This pattern repeated itself in the
other municipalities (15). Federal or state regulations have not been an
obstacle in the effort to expand innovations.
Politicization of technical issues and leadership changes threaten
sustainability
Decentralization of authority to the municipal level has been associated with a change in the status of technical personnel which has
had a negative effect on sustainability. Under the earlier centralized
system, health professionals had more autonomy to make decisions
because they were employed by the federal government rather than
by the municipality (25). As part of a competitively recruited cadre of
federal appointees in permanent positions, they also had greater job
security. Personnel hired at the municipal level, in contrast, often do
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not have secure jobs. Facing severe and regular financial constraints,
local legislatures tend to be unwilling to authorize permanent positions that require competitive recruitment. As a consequence, most
recruitment is for jobs on temporary contracts from which staff can
be easily dismissed. This has made technical professionals subject to
greater political accountability and has led to frequent changes among
key personnel.
Such turnover generally occurs in the wake of elections, especially when the party in power changes, but it also takes place at other
times. In the period between the last two local elections, project municipalities changed their secretary of health several times, with an
average of three replacements between 2000 and 2004; one municipality had seven. Leadership change tends to be associated with replacement of other staff who are political appointees or personal friends.
For example, the coordinators of the Women’s Health Programme –
who play a central role in implementing reproductive health service
innovations – were always removed at the same time as the health secretary. Frequent personnel change has undermined the sustainability of health service innovations and has required extensive resourceteam support to ensure continuity.
The impact of leadership change is exacerbated by the fact that new
officials are rarely briefed about ongoing programmes and often come
with specific instructions to abandon innovations in order to weaken
the political image of the previous administration (35). Given the autonomy of elected municipal officials, innovations can be abolished by
a new administration even though they are fully integrated into local
service systems. Even when the party in power is confirmed by the
election, a change of the mayor may require several months to reinitiate activities with new authorities. As a result, the window of opportunity for building new initiatives lasts at best four years, and the
sustainability of innovations, no matter how beneficial, is not easily
ensured.
Lack of collaboration between municipalities jeopardizes scaling up
The federally mandated pattern of decentralization officially encourages collaboration among municipalities (36) which could increase
access to needed technology for more people and could provide a mechanism for scaling up health service innovations. In reality, however,
political and financial considerations discouraged such collaboration,
thereby curtailing opportunities for scaling up. In the experience of
the Reprolatina Project, collaboration was not easily realized for using
newly trained reproductive health trainers to train neighbouring municipalities. Some health and local authorities saw collaboration as a
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beneficial strategy, arguing that improved capacity in neighbouring
municipalities would reduce the number of patients who crossed municipal borders to seek care in their health facilities. Others, however,
objected to such training as an unjustified use of municipal resources
for neighbouring areas. Political rivalries among office-holders from
different parties added to the difficulties of arriving at collaborative
agreements.
As a result of these constraints, efforts to utilize newly created
training capacity as a means of expanding innovations to neighbouring municipalities did not always succeed. A collaborative strategy
for scaling up health service innovations among municipalities was
thus not as powerful a tool as expected. Multiplying training capacity
improved the ability of project municipalities to respond to training
needs within the municipality but continued to require heavy reliance
on the training role of the project’s core resource team in the expansion
to other municipalities.
Limited opportunities for vertical scaling up in a decentralized
setting
Scaling up should involve not only the expansion of innovations
from site to site but also interventions at the political, policy and legal
levels – which has been defined as vertical scaling up (30). Such interventions are essential for all levels of government but are particularly
critical for higher echelons. Institutionalization at these levels facilitates and sustains the process of expansion. Effective decentralization
– and by implication effective scaling up – requires a strong level of
intergovernmental liaison and some oversight or incentives from the
state and federal level (21).
Even though much decision-making authority passes to the municipality in the process of decentralization in Brazil, the federal and
state government maintains critical functions which can and should
be engaged in scaling up. Federal-level initiatives occur in regard to
the provision of contraceptive supplies to municipalities and in priority setting through the creation of financial incentives for special programmes. The state level plays a role in the allocation of resources for
training. If scaling-up advocates succeed in influencing decisions in
these areas, the prospects for institutionalizing and expanding innovations are substantially enhanced. The Reprolatina Project attempted to work on the vertical scaling up, but the overall success in this
area was limited. It is important to understand what factors explain
this result.
The Ministry of Health participated in the nationwide assessment
that demonstrated the need to improve access and quality of family
planning services (5) and led to the innovations in the Santa Barbara
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municipality. The project thus followed the basic principle that future
“users” of the innovations must be involved from the outset. As time
progressed, however, it became more difficult to continue this pattern.
In recent years the Ministry has assigned only 4–6 professionals to the
national women’s health programme, giving them responsibility for
obstetric care, gynaecology, adolescent health, early detection of gynaecological cancers and family planning. With this broad range of national responsibilities, the small group of professionals can devote only
limited efforts to the improvement of family planning services; consequently it was difficult to maintain their ongoing involvement. Nonetheless, as described below the project sought to engage with state and
federal authorities in the three central areas where their intervention
could have major impact on scaling up: contraceptive supplies, training resources and financial incentives (25).
Facilitating regular availability of contraceptive supplies
The Brazilian Ministry of Health has declared its commitment to
meeting a portion of the municipal need for contraceptive supplies.
Municipalities do not have adequate financial resources to provide for
their contraceptive needs and the federal government can negotiate
better prices with the pharmaceutical industry than can individual
municipalities.5 The Ministry of Health is also in a better position to
ensure quality control (7, 37). In previous years, when supplies were
available from donors, the Ministry provided contraceptive methods
to municipalities if the appropriate requests were made. However,
such distribution rarely worked well because municipalities were
often unaware of the complex bureaucratic mechanisms involved in
submitting their requests.
After the progressive loss of donor contributions in the early 1990s,
various efforts were made to distribute contraceptives to municipalities, none of which brought lasting solutions to the supply problem.
When the federal government undertook procurement in the mid1990s, the acquisition of oral contraceptives of unacceptable quality
created delays in further action, and subsequently the expectation
was that contraceptive procurement would be handled by the states.
However, several states refused to include contraceptives in their list
of basic medicines, in part because they were afraid quality control
problems might be repeated (7). Thereafter, the government planned
to provide contraceptive kits to municipalities on a three-month basis,
expecting to cover 30% of need in 2001, 60% in 2002, and 100% in 2003.
However, the Ministry encountered difficulties with reliable distribu5

The need for a continued role of central governments in the provision of contraceptive supplies in decentralized health systems has been noted for other countries as well (16).
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tion to the over 5000 municipalities and local storage of supplies. As a
result, implementation of the scheme has been irregular (7). In 2004, no
kits were distributed for a period of at least six months; subsequently
some distribution was resumed.
The Reprolatina Project resource team observed the intricate and
evolving variations in federal contraceptive distribution schemes, expecting to assist project municipalities in securing regular supplies
once the system was clearly established. The forever changing and
unpredictable nature of the process at the federal level, however, left little
room for involvement from below. Some of the project municipalities
have been able to persuade local authorities to purchase contraceptives.
Nonetheless the fact that federal support remains sporadic hinders the
process of scaling up family planning innovations.
Mobilizing resources for training
There are few public sector institutions in Brazil that provide
in-service training for professionals in family planning and related
aspects of reproductive health. The states address the need for human
resource development by providing grants to a variety of institutions
with relevant training capacity, many of them universities. Scaling up
family planning innovations tested by the Reprolatina Project benefited in one region of the country from the availability of such statelevel training resources. This became possible because the project was
able to establish a close connection to the relevant state-level decisionmaker who was convinced of the importance of family planning and
has consistently supported logistics and related costs for training programmes organized by the project.
Similar success was not possible in other regions. Because such
training funds are not specifically earmarked for family planning but
are available for a range of health areas, there is no guarantee that
the limited resources can be mobilized for family planning. Success
depends on the specific circumstances in each state, especially on the
interests of the key decision-maker. Given competing demands on
these resources, strong advocacy is required in seeking these funds
and many bureaucratic hurdles must be overcome before municipalities succeed.
Lobbying for financial incentives
Influencing financial incentives for family planning was a third
area where the Reprolatina Project expected to affect higher-level
decision-making in order to institutionalize service innovations pioneered in municipalities. As discussed further in the next section,
health sector financing leaves family planning in a position of disadvantage. The project municipalities and the Reprolatina Project re145
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source team discussed the possibilities of influencing the existing
pattern of financing with the purpose of ensuring a more favourable
incentive structure for family planning.
The suggestion was to bring this issue onto the agenda of the powerful national Council of Municipal Secretaries of Health. However,
project municipalities have not been able to accomplish this, in part
because of the frequent turnover of health secretaries. More importantly, the project has not pursued this plan because conversations
with federal officials indicated that, given the continuing political sensitivities surrounding family planning in Brazil, such proposals would
be unlikely to succeed in the near future. The discussion in the next
section clarifies these political liabilities.
Thus, overall, the Ministry of Health and the state-level secretariats have not played a strong role in scaling up family planning service
innovations originally tested in Santa Barbara. This is so even though
these innovations conform to the central agenda of the Brazilian policy
framework as most recently articulated in the Family Planning Law
(32). As a result, the success with vertical scaling up and institutionalization has been limited.
In theory, the Reprolatina Project resource team could have taken
more vigorous advocacy steps with other stakeholders, for example
parliamentarians, the National Commission for Population and Development and other national or state-level agencies. The lesson here is
that the small NGO resource team had obvious limits in its capacity to
advance vertical scaling up. Given the extensive demands for technical assistance and training required in expanding service innovations
to new municipalities, a stronger advocacy role of the project at the national and state levels was not feasible.
Political obstacles to scaling up family planning innovations
Considerable progress in the evolution of strong rights-based
reproductive health policies has been made in Brazil over the last
15 years. Brazil has shaped the global reproductive health agenda and
was itself strongly influenced by international forums such as the 1993
World Conference on Human Rights, Vienna; the 1994 International Conference on Population and Development, Cairo; and the 1995
Fourth World Conference on Women, Beijing. In the past decade, improvements were obtained in hospital-based obstetric services, expansion in prenatal care and cervical cancer screening. New regulations
were issued on how the SUS should respond to women who had suffered gender violence, and an increasing number of service sites are
providing abortion on grounds permitted by law (38). In 1996 and 1997
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the Family Planning Law (32) was enacted, reconfirming family planning as a right within the context of integrated attention to health and
obliging the government to provide services respecting each individual’s right to choice. A major contribution of this law has been to legalize sterilization, which had been considered semi-illegal, even though
it was widely practised. The law also requires that all safe and scientifically proven contraceptive methods are made available.
Although the right of access to contraceptive services is anchored
in the Brazilian Constitution, confirmed by the new law and declared
important by the Ministry of Health, in practice family planning is
not a high priority at either the federal, state or municipal level. No organized set of national or state activities or financial incentives directs
the service system to the provision of family planning education and
care. At the local level, family planning services are usually among
the first to be reduced when municipalities encounter financial constraints or lack of personnel. This position of disadvantage is reflected in health sector financing and can be attributed to the continued
religious sensitivities as well as to the overall lack of political appeal
of these preventively focused services. As a consequence, efforts to
expand family planning innovations are faced with special challenges which would not be encountered in scaling up other reproductive
health programmes in Brazil. Understanding how these constraints
operate is an essential step in setting realistic scaling-up goals and designing effective strategies.
Family planning’s disadvantage in health sector financing
Although health services are controlled at the municipal level, approximately 75% of public sector health-care financing comes from the
federal government; the remainder is provided from state and municipal revenues. Federal health financing is provided in the form of per
capita allocations, reimbursements for services and financial incentives
for special programmes. At the present time, key special programmes
supported by the federal government are the safe motherhood and
community-based family health initiatives. These are implemented in
municipalities that applied for these funds.
Under the SUS each municipality is allocated a fixed per capita
amount of about US$ 4 per year. Out of these funds, municipalities
should cover primary care including vaccines, maternal health, child
nutrition, family planning and tuberculosis treatment (27). In addition to this federal allocation, municipalities are legally committed to
devote to health a minimum of 15% annually out of their own budget.
Over the past decade, the overall amount of funding for health from
federal, state and municipal levels has grown. Because no allocations
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are designated for contraceptive services, however, family planning
competes for funding with other health activities. It rarely does well in
this competition, as municipalities are likely to allocate federal funds as
well as funds from local revenues for other health priorities, especially
curative care.6 Municipalities often resist requests to purchase contraceptives or purchase them only sporadically, far below actual needs.
Previously, when they could request reimbursement from the SUS for
services provided, the situation was somewhat better. Although in
practice a ceiling was imposed on reimbursements, the system provided an incentive for municipalities to invest in contraceptive services.
Municipalities which have implemented the family health programme can receive additional funds over the Piso de Atençáo Básica
(minimum level of services in primary care). Other programmes, such
as humanized delivery, also receive special financial incentives. Although such special funds are assigned for primary health care, funds
for special programmes cannot be used to purchase contraceptives.
Discussion with Ministry representatives revealed that, given the political sensitivities, the prospects for changing the current incentive
system in favour of family planning are extremely low.
Religious sensitivities and general lack of political appeal
The political sensitivities surrounding contraception are an important explanation for the low priority accorded to family planning. Even
though the Church does not officially oppose family planning, many
politicians prefer to support other issues, fearing opposition from local
priests who continue to be concerned that methods such as the intrauterine device (IUD) and emergency contraception are abortifacients.
For example, in one of the project municipalities, a local law prohibited
the use of IUDs, thereby creating a major restriction of contraceptive
options available to women. Although this law was in clear violation of
federal law, it was passed because of the powerful influence of a local
Catholic priest who threatened to shut down the women’s health centre
if IUDs continued to be provided. After three years of persistent efforts
from the women’s health coordinator, this law was repealed. The use
of IUDs still has not come back to previous levels, in part because the
priest continues his campaign against the device.
More recently, religious–political tensions surrounding family
planning have coalesced around the issue of emergency contraception, which some local religious groups view as an abortifacient (7).
This reaction is so intense that some municipalities are turning entire6

The local expenditure choice for curative care has also been observed in other settings. See for
example 39.
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ly against family planning, even though federal law clearly approves
a broad range of methods including emergency contraception. Decentralization leaves municipalities at liberty to make such decisions
because the national government is unable to monitor events at the
local level and to enforce federal policies and regulations.
The impact of religious sensitivities is compounded by family
planning’s lack of political appeal more generally. Mayors seek to
maximize their standing with the local electorate and tend to invest
in highly visible projects, which demonstrate their contributions in
tangible ways. They give priority to building new facilities, buying
ambulances, dealing with an epidemic or focusing on child health
and see little political advantage in supporting improvements in contraceptive and related reproductive health services. The benefits of
family planning and prevention more generally are less obvious to
politicians. With the continued high levels of contraceptive prevalence and the increasing availability of Misopristol for medical abortion through the private sector, the argument that family planning
saves lives does not carry the same conviction that it did in the past.
Equitable access, quality of care and reproductive rights in contraceptive care are not perceived as having the same political pay-offs
as other primary health-care initiatives.
Conclusions
Although Brazil’s national policy framework is extremely favourable to reproductive health generally and family planning in particular,
scaling up family planning service innovations faces extensive constraints. The combination of policy support at the national level and
decentralized decision-making can facilitate scaling up, but it can also
impede it. The autonomy vested in the municipal governments in the
wake of decentralization makes change possible in the many municipalities where interest in these innovations is strong. Such autonomy
allows for innovations to be adapted and modified according to local
needs. This is a major benefit, because needs vary and particular interventions must be responsive to the local institutional and sociocultural contexts. Inequities arise, however, when there is no interest among
municipalities to improve reproductive health services, or when such
interest changes over time.7
In contrast, the authority to make change also implies that valuable innovations can be swept aside in the face of political change.
7

The fact that decentralization may lead to inequities has been widely discussed in the
decentralization literature. See for example 39–41.
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Sustainability at the local level cannot be taken for granted. Over and
over again the Reprolatina Project had to shift emphasis from a focus
on further expansion to putting energy into sustaining innovations
in municipalities where changes in leadership and other personnel
threatened continuity. In most cases sustainability could be ensured,
but it required extensive support from the project’s resource team.
Decentralization provides the context in which political, financial and other institutional factors are played out. In the decentralized,
federal setting of Brazil, the Ministry of Health communicates its interest in
priority health areas through the mechanism of financial incentives to
municipalities. For the political reasons discussed above, contraceptive
services have not received such special incentives and are not likely to
benefit from them in the near future. Contraceptive services, as well
as resources for training, must compete with other pressing primary
health-care priorities. Given the continued political sensitivities of
family planning and the fact that the benefits of preventive services
are not considered as politically rewarding by local decision-makers
as are the benefits of curative services, municipalities do not regularly purchase essential contraceptive supplies. The Ministry of Health
in turn has sought to provide contraceptive supplies through various
schemes but these have not yet succeeded in meeting the need. While
federal funds are earmarked for training, they are not necessarily allocated to family planning.
Thus scaling up family planning innovations faces particularly
heavy barriers in Brazil. Service innovations related to safe motherhood
or the family health programme, for example, would be considerably
easier because they benefit from greater priority on the local and national health policy agenda. An important conclusion from this analysis is that the success of scaling up is influenced not only by the intrinsic demands of the service innovations themselves but also by how
they fit within the national and local priorities.
What advice can one give to others who seek to ensure successful
scaling up in a decentralized setting where successfully tested service
innovations do not benefit from high priority on the national and local
policy agenda? We list seven key recommendations, which represent
the most essential lessons.
1.
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general lesson is that understanding the environmental context
within which scaling up takes place is vital. Even though a deep
understanding of the institutional context for scaling up may at
times appear discouraging, it is only when one understands the
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system well that the opportunities for positive action become apparent. Examination of the environmental context provides a solid
foundation for setting realistic goals and for maximizing existing
opportunities.
2. Focus on sustainability even though this slows down the pace
and scope of expansion. In the long run, fewer but sustainable innovations stand a greater chance of serving as models that can
inspire others and generate broader reform than larger expansion
that does not survive.
3. Use national legal and policy frameworks as tools for reproductive health and rights-based training and social mobilization
focused on government accountability. Communities as well as
local health authorities and providers are often not well informed
about policy and legal advances in reproductive health, nor are
they familiar with the mechanisms by which decentralization
creates opportunities for resource mobilization. Using such information in training generates demand from below and empowers
communities, local authorities and providers to participate effectively in newly created decentralized decision-making forums and
advances scaling up.
4. Use policy windows wisely. It is essential to keep an eye on policy
windows that may open, especially those created by the electoral
cycle, and to use the time of such openings wisely. For example,
major innovations should not be started at the end of an electoral
cycle but at the beginning, so as to maximize the time period in
which sustainable innovations can be implemented.
5. Work with strong municipal teams. Select municipalities with
several strong team members at the level of providers, authorities
and the community. This can buffer the effects of frequent change
in personnel and ensure sustainability.
6. Provide training that addresses the rights, gender and reproductive health agenda as well as technical, management and
systems needs. In a decentralized setting where more responsibility for programme design and management falls upon local health
teams than in a centralized setting, sustainable scaling up requires training that prepares health teams and communities for a
broader range of competencies than was needed in the past. Training should generate a vision of what is possible within the constrained context, create commitment to achieving it, address the
need for effective technical and managerial skills, and empower
the team to move forward together.

151

Chapter 7

7.

Ensure the availability of an external resource team with long
time horizons and the ability to support both vertical and horizontal scaling up. Continuity from an external resource team over
a number of years ensures sustainability of the scaling-up process
because longer time horizons make it possible to outlast short-term
political change.

The analysis in this chapter reinforces the wisdom that scaling up
should be based on an understanding of the context or environment
within which it takes place. Such analysis should be ongoing because
the institutional context does not stay frozen in time. This is particularly true as long as decentralization is still in the process of being
shaped and finalized. Such change may provide new opportunities,
but it may also imply that old solutions do not work any longer and
new ones need to be discovered. In decentralized and constrained political settings, scaling up must begin with the willingness to engage
in a learning process.
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An innovative educational approach to capacity
building and scaling up reproductive health services
in Latin America
Margarita Díaz, Francisco Cabral a
Summary
As governments seek to meet the global health agendas of the
past decade, new approaches to the training of health professionals are needed. Training must move away from an exclusive focus
on technical skills and begin to incorporate educational strategies
that empower providers, programme managers and community leaders to become agents of change. This chapter describes a
methodology for in-service training that builds on Paulo Freire’s
educational philosophy and explains how the capacity to provide
innovative training was scaled up in public sector reproductive
health services in Brazil, Bolivia and Chile. Statistics on the training sessions demonstrate the reach of this training initiative, and
testimonials show its profound impact on newly trained trainers.
Introduction
The 1994 International Conference on Population and Development (ICPD), held in Cairo, as well as several subsequent international summits, challenged governments to implement far-reaching
goals in reproductive and primary health care, gender and women’s
empowerment, and the eradication of poverty and major diseases
(1–3). At the same time, many national governments have been striving
to enact changes in their health systems in the wake of decentralization and health sector reform. Realizing the vision of these global and
national agendas requires a process of social transformation that includes changes in the attitudes of health authorities, managers, providers and the community. In this chapter we argue that working towards
a

Margarita Díaz is President and Francisco Cabral is Vice-president of Reprolatina; they
designed and implemented the training methodology described in this paper.
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such changes has major implications for training, because training is
one of the main tools by which new attitudes and skills can be developed.
Given the magnitude of change implied in the necessary transformation, training itself has to change. It must move away from an
exclusive focus on technical skills and from biological notions of reproductive health that give little consideration to social, cultural and
political dimensions. Training must incorporate educational strategies that will allow providers, programme managers and community
leaders to become agents of change. Without such empowerment, the
massive reform implied in global visions cannot be achieved. The challenge is to develop innovative approaches and to build the capacity for
widespread utilization and scaling up of new and empowering training methodologies in public sector service systems.
We had the opportunity to develop such a new approach and to
demonstrate how the capacity to provide innovative in-service training could be expanded within the public sector. This chapter describes
the key elements of the training methodology and shows how it was
developed in one municipality in Brazil and was subsequently scaled
up to several others and extended to Bolivia and Chile. This chapter
identifies how a small nongovernmental team can initiate change and
build public sector training capacity that orients managers, providers
and community leaders to new visions of reproductive health.
The information presented here is based on four sources of
data: our own experience as sexual and reproductive health trainers; focus groups with newly trained trainers, which we conducted in
July–November 2005 with six groups in Brazil and one each in Bolivia
and Chile; in-depth interviews we conducted with municipal health
and local government authorities in July–November 2005 (11 in Brazil,
2 in Bolivia, and 9 in Chile); and project statistics on the number of
training programmes conducted.
Evolution of Reprolatina’s training approach
The opportunity to develop innovative training presented itself
first in connection with the implementation of the Strategic Approach
to Strengthening Reproductive Health Policies and Programmes sponsored by the World Health Organization (WHO) (4, 5) and subsequently with the Reprolatina Project, an initiative funded by the Bill and
Melinda Gates Foundation. Strategic assessments, undertaken first in
Brazil (1993) and subsequently in Bolivia (1995) and Chile (1996), revealed glaring shortcomings in the provision of public sector reproductive health services (6, 7). Although there were differences among
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the findings in the three countries, the assessments identified similar
weaknesses. Access to reproductive health care and to quality family
planning services was extremely constrained, and health-care providers’ technical knowledge was outdated. Interpersonal relations reflected the power, class and ethnic differentials between providers
and local people and were not conducive to interactions that educate
or empower the participants. The sexual and reproductive health and
rights vision articulated in Cairo was not present in day-to-day healthcare delivery, and providers and managers were not prepared to incorporate its multiple challenges into their work.
In 1995 the Center for Mother and Child Research of Campinas
(CEMICAMP) initiated an action research project to test appropriate
responses to the assessment findings in a low-income municipality.
The Population Council and the University of Michigan collaborated
with this project and financial support was provided by WHO (8, 9).
Focus on a municipality was dictated by the fact that in the decentralized setting of Brazil programmatic decisions about service delivery
are made at the municipal level (see Chapter 7). The Santa Barbara
Project – named after the municipality in which it was implemented
– used a participatory organization development approach, in which
municipal providers, health authorities, community representatives
and researchers worked in close collaboration.1 They began with a diagnostic assessment to establish specific needs; followed by designing
and implementing interventions, and ongoing evaluation. The main
interventions focused on:
• upgrading all elements of quality of care (11);
• restructuring providers’ roles and service delivery patterns so
as to maximize the use of scarce medical personnel;
• improving the management process in order to ensure accountability and supportive supervision;
• creating a referral centre where contraceptive services would be
available on a regular basis;
• establishing a participatory process of project decision-making
with representation from the community (12);
• introducing outpatient vasectomy services (13);

1
Organization development is defined as “a long-term effort, led and supported by top
management, to improve an organization’s visioning, empowerment, learning and problemsolving processes, through an ongoing, collaborative management of organization culture …
utilizing the consultant-facilitator role and the theory and technology of applied behavioural
science, including action research” (10, p. 28).
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• developing a programme for adolescents.
As described later, these interventions were supported with training programmes for all members of the municipal health team.
Evaluation results in 1997 indicated that these interventions substantially improved both quality and access to family planning and
related reproductive health care in the municipality (8). At this stage
the project began to turn its attention to scaling up, asking whether
expansion of the successful interventions to other municipalities in
Brazil would be feasible. Initial scaling up was undertaken in three
municipalities with support from WHO and proved successful (14).
This led to further expansion within Brazil and the initiation of activities in Bolivia and Chile between 1999 and 2006 through the Reprolatina Project, which created training capacity in nine municipalities in
Brazil, eight in Bolivia and three in Chile (for the sake of simplicity we
use the term “municipality” for Bolivia and Chile, though other terms
are used locally).
Training was provided by a resource team consisting of ourselves
and colleagues, first from CEMICAMP and subsequently from Reprolatina, a small Brazilian nongovernmental organization (NGO) created
in 1999. This training was instrumental in producing the project’s
success and, as we describe below, was a key component of the scalingup strategy. One of us (M.D.) had had many years of experience in
training family planning providers in Brazil and other countries of
Latin America and had already begun to recognize that training on
technical aspects of contraceptive care needed to be complemented
with a focus on interpersonal relations, gender and sexuality. In the
course of implementing the training first in Santa Barbara and in the
subsequent scaling up in Brazil, Bolivia and Chile, this perspective
evolved further.
Such evolution occurred along two dimensions. First, it quickly
became apparent that training topics needed to be broadened to take
account of the multiple needs and problems faced by the municipal
health teams. For example, teams were not used to identifying their
own problems and finding solutions within their resource constraints.
Training thus had to be holistic, seeking to build and sustain capacity through a comprehensive educational approach that enables local
teams to analyse their own reality and empowers them to change it,
and to provide good sexual and reproductive health care. Second, it
was clear that Reprolatina trainers had to develop the capacity of the
municipal team to assume training tasks – so that they could train
others within the municipality and expand training to neighbouring
municipalities. With this recognition, the strategy of the resource team
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shifted from training of providers to training of trainers in a broad,
empowerment-focused educational approach.2
Reprolatina’s educational philosophy
Reprolatina’s educational philosophy builds on Paulo Freire’s understanding that thinking critically about current and past practices
allows us to improve the world in which we live (15–17). Freire argued
that people can act as oppressors or as liberators of their own situation, and emphasized that the purpose of education is to create autonomous persons who engage with a project of emancipation. The
objective of such an educational process is to transform current social
structures (18).
Reprolatina considers education and health to be closely interrelated. The philosophy emphasizes that individuals have unique personal
histories and live within a social, political, economic and cultural environment that influences them but that they also shape. Each person
has unique knowledge, including those who never attended school.
All people have the right and capacity to think, take part in dialogue,
have opinions and make choices.
Typically, however, the education and health sectors do not give
people the opportunity to participate in decisions about their lives. Education systems are built on power imbalances and passive approaches to learning. This model is repeated in the health profession, which
typically treats people as patients or objects of programmes rather
than as agents of transformation who participate in their own health
care. To put the Cairo agenda into practice, the educational process in
the health and the education sectors must change – promoting social
and gender equality and encouraging the development of citizens with
rights and responsibilities.
Reprolatina begins work in a new municipality by introducing an
innovative educational process which, in turn, generates new ways of
managing and providing services in reproductive health and facilitates scaling up. At the outset, the Reprolatina team takes the lead in
the educational process, acting both as teacher and learner. Working in
a participatory way, the team at times transfers new ideas; on other occasions, the team receives new ideas from the participants.
Reprolatina’s educational strategy has four interrelated goals. The
first, which is the essential precondition for the other three, focuses on
2
Key dimensions of empowerment as used in Reprolatina’s training programme include the
ability to take decisions about one’s life, effective expression of one’s human rights as well as
physical and emotional needs, capability to reflect collectively about one’s experiences, and
the ability to organize and articulate one’s demands at local, national and international levels
vis-à-vis governments and other institutions.
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personal and professional empowerment. In order to be empowered,
health providers must go through a process of reflection and self-evaluation to be able to identify why they should change. Before health
professionals can provide a new standard of care they must discover
their own ability to introduce changes that will improve the quality
of care they provide. Training aims to enable individuals to be active
participants in the learning process and to become dedicated agents of
change. It takes into account the life experience, knowledge, expectations and self-esteem of learners and addresses cognitive, cultural and
affective aspects including the feelings that emerge during the training process. Participants are expected to develop a greater sense of
self-awareness and autonomy as well as a common sense of solidarity.
The second dimension addresses knowledge and technical skills.
Training provides accurate technical information that is offered at a
level appropriate to the knowledge of different participants. Areas
covered include knowledge and awareness of the human body, sexuality, power, and sexual and gender roles, as well as practical training on
contraception and related aspects of reproductive health care. Training
also develops counselling and communication skills to help participants improve communications within the health team and to interact
supportively with service users.
A third dimension of training deals with the need to create the capacity for organization development so that trainees will be able to
promote changes in the health system. Trainees are sensitized to the
importance of understanding the characteristics of the health system
that create and sustain current problems in quality of care and of the
social and economic characteristics of the community they serve. Participants acquire the ability to diagnose problems, to identify opportunities for intervention and to test their proposed solutions and evaluate them. Simultaneously, they develop negotiation skills and learn
how to work more effectively as a team and to undertake self-evaluation. Participants learn about and acquire the needed skills to conduct
supervision and empowerment-focused evaluation (19).
The fourth goal of training is developing the capacity to act as facilitator for social and cultural transformation. Participants develop
critical understanding of the social, economic and cultural dynamics that shape current health policies and practices, and the power relations that govern these dynamics, including tensions between the
public and private health sectors. They gain a clearer understanding
of the meaning and role that gender and power play in their health
system and in people’s lives. Participants are trained to become trainers and facilitators of a process of change.
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The process of capacity building
Building capacity to improve health service systems is a complex
undertaking. It requires appropriate training programmes as well as
efforts to create an enabling environment where training can succeed.
These are not short-term interventions but initiatives requiring considerable investment of time and energy.
Types of training programmes
Reprolatina has assembled a range of training courses for health
providers, educators, adolescents and community leaders.
Reprolatina’s most important curriculum is for the training of
trainers, which is provided by a midwife (M.D.) and a psychologist
(F.C.) with the support of a physician from the Population
Council, Brazil, who provides training on the technical aspects of
contraceptive methods. Reprolatina begins by carefully selecting a
group of up to 20 participants from among the team of municipal
health providers (physicians, nurses, midwives, psychologists and
social workers). Selection is based on the candidates’ potential and
previous experience as trainers, their past work in family planning
and reproductive health, their commitment to complete the 80-hour
course, and their ability to devote enough time to conduct at least one
training course every other month. These conditions often limit the
number of providers who qualify, but this selection process helps to
ensure that the most appropriate providers receive the training.
The training-of-trainers curriculum is taught in two stages, each
consisting of a 40-hour course. The first course begins with basic principles, concepts and values such as sexual and reproductive health
and rights, gender, quality of care, informed choice and the user perspective. Subsequently the course moves to the development of skills
and competencies focused on client-centred interpersonal relations,
communication, counselling and provision of contraceptive methods.
Skills development also covers participatory approaches, organization
development and health systems analysis. In addition, the course includes attention to special topics such as adolescent sexual and reproductive health, sexuality, and HIV/AIDS. Trainees also learn about the
experience of the Santa Barbara Project and the objective of scaling up
pilot interventions more broadly in the country.
Between the first and second course is a break of approximately two months so that trainees can read the literature they are given
upon completion of the first training. This literature includes publications on the Strategic Approach, the Santa Barbara Project, scaling
up, organization development, informed choice, reproductive rights,
gender and Freire’s educational philosophy. During this break, train163
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ees also conduct a baseline diagnosis in their municipalities to assess
community perspectives and needs in sexual and reproductive health
as well as service access and quality at the primary care level in the
public sector. Reprolatina provides training in how to conduct such a
baseline diagnosis as well as instruments for interviewing members of
the local community and local clinic staff, and for conducting observations of service provision and facilities. This diagnosis provides the
basis for action planning subsequent to the completion of the trainingof-trainers programme.
The second course prepares trainees for their role as trainers and
leaders who will improve quality and access to sexual and reproductive health services in their municipality. It treats the issues covered
in the basic training in greater depth, analysing in detail Reprolatina’s
philosophy and conceptual frameworks and providing specific training in educational methods, learning processes and group management. With this training behind them, the newly trained trainers are
ready to replicate the basic training course (the same they received in
the first 40-hour course) using the manual prepared for this purpose.3
In family planning, newly trained trainers offer either a 40-hour
course or a shorter 24-hour course covering the same topics but in
less detail. It is preferred that every member of the municipal health
team receives the longer training, but the shorter course is given when
either the trainer or the trainees do not have sufficient time for the
longer one.
A team approach is used in training so that doctors, nurses, receptionists, social workers and psychologists are trained together. Such
team training is essential to create an egalitarian environment where
everyone’s role receives respect and teamwork is practised. The first
course conducted by new trainers is supervised by a member of the
Reprolatina team who facilitated their training. Most of the trainers are
able to continue on their own after this first observed training. They
have a goal to train at least 80% of the providers in their municipality.
Funding for such training is provided by the municipality, while Reprolatina provides the training materials.
In addition to the training-of-trainers curriculum, Reprolatina has
developed several other courses related to its adolescent programme,
community participation, sexually transmitted infections (STIs) and
HIV/AIDS, sexuality, breastfeeding, and screening for breast and cervical cancer. Reprolatina also organizes shorter seminars for physi3
The manual includes detailed instructions on how to manage each module, the time allocated
for each activity and the summary points. An annex contains guidelines for participatory
techniques, a bibliography, and a CD-ROM with all the slides to be used during training.
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cians and other professionals who are not able to attend regular-length
training courses. These 8-hour seminars cover the philosophy of rights,
gender and quality of care – though obviously more briefly than the
other training programmes – and update provider knowledge of contraceptive technology and prevention and treatment of STIs. In some
cases Reprolatina also provides additional practical training on insertion of intrauterine devices (IUDs), Pap smear collection, how to fit diaphragms, and how to do non-scalpel vasectomy.
All of Reprolatina’s training curricula are available to trainers who
wish to use them in their municipality. For some of the courses, Reprolatina is able to provide additional training, for others it provides materials and slides that update providers on subjects with which they
are already familiar.
In addition to their role as trainers, participants who have completed both courses are expected to act as a leadership team that will work
with other providers to improve services in their municipality. During
the training they had opportunity to learn from the innovations that
succeeded in Santa Barbara and other municipalities in Brazil. The
results from the diagnostic assessment they conducted between the
two training courses provide the basis for determining which of the
pilot innovations should be scaled up in their municipality and what
other interventions should be undertaken.
The first activity the trainers are supposed to implement is establishing a training centre. They identify a place to meet at least once a
month and to keep their computing equipment and other materials.
Such a meeting place is essential because trainers work in different
health centres within the municipality and they need a meeting place
where they can plan training as well as other initiatives. Thereafter
they begin the process of conducting training courses for providers as
well as implementing necessary changes in service delivery identified
during the baseline diagnosis undertaken in their municipality.
Creating an enabling environment for training
Training programmes often fail to have lasting impact. Recognizing
from the outset that capacity building is not a short or easy process,
Reprolatina seeks to create an enabling environment in each new municipality which ensures that the training-of-trainers programme and
other innovations can be successfully introduced, sustained and expanded. Three measures are essential in this process: political commitment and participation of the municipal government and local
health authorities; empowerment-focused supervision; and an electronic information system to facilitate communication among participating municipalities and Reprolatina.
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Political commitment and participation. Reprolatina signs an
agreement with the state and/or municipal health authorities in the
regions in the three countries where activities are being implemented.
In these agreements the government endorses the creation of training
capacity in the municipality, authorizes the participation of providers
in the training programme and its subsequent replication and promises necessary support. Such formalized agreements between Reprolatina and each municipality have been instrumental in sustaining activities when local governments changed in the wake of elections.
Political commitment has been instrumental in maintaining activities when resources are scarce. On several occasions, municipal authorities have provided extra resources for new staff, information, education and communication (IEC) materials, contraceptive methods
and other unforeseen needs. Nonetheless, regular municipal financing for these activities is not guaranteed.
Empowerment-focused evaluation and coaching. Capacity building requires performance evaluation that reinforces newly trained
trainers in their role as innovators. In providing such support, Reprolatina staff work with the principles of empowerment evaluation,
which is “designed to help people help themselves and improve their
programmes using a form of self-evaluation and reflection” (20, p. 3).
Trainers are taught to evaluate their activities and use results to plan
new ones. These constitute entirely new approaches for most trainees,
who are used to a narrow approach to supervision which is focused on
administrative compliance. Similarly, when Reprolatina staff observe
service delivery, they act as coaches rather than as conventional supervisors. The emphasis is not on criticism but on encouragement of selfevaluation, sharing of experience and reflection.
Electronic communication. When the volume of communication between Reprolatina and municipalities and among municipalities increased rapidly early in the project, an appropriate system was
needed to manage it. A communication network was built, using WebBoard™ and three web sites, with technical support from the School of
Information at the University of Michigan. This has proven to be efficient. All the trained personnel having an e-mail address were invited
to participate in this electronic network and they all received information, bulletins and IEC materials through the network. To date,
71% of trained personnel have access to a computer. The three web
sites provide updated technical information and project information
to project partners and the community at large. One of the sites describes the philosophy, history and activities of the Reprolatina Project
(http://www.reprolatina.net); the second, entitled Living Adolescence,
provides correct and up-to-date information for adolescents on diverse
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subjects of sexual and reproductive health and rights (http://www.
adolescencia.org.br); and the third, Contraception Online, is an extensive online resource for sexual and reproductive health information
related to technical aspects of contraception (http://www.anticoncepcao.org.br).
Results
Scaling up training capacity
The first training of trainers was performed in 2000 in Brazil, in
2001 in Bolivia and in 2002 in Chile. Table 8.1 shows the number of
training centres created and the number of trainers and providers
trained per country, including providers attending 8-hour seminars
for updating knowledge on family planning and STIs. An important
indicator of training capacity is the fact that providers were trained by
the newly trained trainers. The table, however, hides the variability of
the results. Although the capacity-building process was implemented
similarly in all sites, some centres were able to begin replication of the
activities soon after training and needed only short-term supervisory
support, while other centres were not able to expand the process.
Figure 8.1 shows the multiplicative scaling-up process in Brazil,
in which Reprolatina-trained trainers are scaling up the process to
other municipalities. The Ministry of Health and state governments
have also been participants in this process, mainly by giving political
support and financial resources in some cases.
Number of
training centres/
teams

Number of
trainers
trained

Number of
providers
trained

Number of
providers
attending 8-hour
seminars

Brazil
(2000–2005)

9

98

1921

1219

Bolivia
(2001–2005)

8

34

741

758

Chile
(2002–2005)

3

21

395

47

Total

20

153

3057

2024

Table 8.1 Training outputs
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State Secretariats of Health

Ministry of Health
Santana
Municipality

João Monlevade
Municipality, MG

Campo Largo*, PR
Rio Branco, AC

Macapá, AP

Santa Barbara
d’Oeste, SP

Reprolatina
training team

Vespasiano*, MG

Goiás, GO
▲

Sumare*, SP
▲

Anapolis, GO

Ituiutaba*, MG

17
Municipalities

Capinopolis
Municipality
29
Municipalities

Municipal training centres
Adolescent and/or vasectomy programme
▲

▲

*

Joint training collaboration

San Vitoria
Municipality
State Abbreviations
AC – Acre
AP – Amapá
GO – Goiás
MG – Minas Gerais
PR – Paraná
SP – São Paulo

Figure 8.1 Scaling up training capacity in Brazilian municipalities

Building training capacity has progressed at different speeds in
different places, because of political and administrative issues that
either interfered with or facilitated the process (see Chapter 7). In some
places, additional resources were mobilized. For example, in the State
of Goiás the project was expanded to 38 municipalities with partial financing from the state level; another municipality in the State of Minas
Gerais started scaling up with financial support from a private national foundation, Fundação Belgo. In Bolivia it was possible to expand
the training capacity to four additional teams with the support of the
United Nations Population Fund (UNFPA).
Most municipalities focused on scaling up innovations that improved existing reproductive health services. In some communities,
however, scaling up also added new services for men or adolescents
which previously had not been available, but had been tested in Santa
Barbara. This required additional training, especially for the adolescent programme.
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Trainers’ testimonials
Perception of training impact and methodology. The Reprolatina training
programme left a deep impression on participants.4 It challenged them
to reflect on their professional work and their personal goals. Concepts such as sexual and reproductive health, informed choice and reproductive rights are not just new technical terms for them but ideas
that have transformed the way they look at their work and relate to
others. Trainees feel connected – some of them for the first time – to
the basic values of their profession, and talk about the new perspectives with which they look at service users, community members and
also their colleagues. Extracts from some of their comments are given
below, with the municipality and country of the respondent indicated
in parentheses.
It’s as if you light a candle in a person so that she knows she has a
mission and is not alone; she has someone who stands behind all of
this and gives support so that she is in a position to change. (Macapá,
Brazil)
I had never seen anything like this. I can say with complete certainty
that this totally changed my way of looking at health, of looking at the
world. (Campo Largo, Brazil)
If I could put it in one word, this word would be “transformation”,
because… you enter in the process as one person and then it seems
that this person flourishes, as pop-corn that explodes in knowledge
and willingness of doing and modifying things, and begin having a
different vision, not that technical but a very humanized vision …
a stimulus so great that you feel willing and excited and wanting to
work. (Anápolis, Brazil)
The approach you gave on how to treat the users, the integrated care, this
I liked very much, really it motivated me. One was used to talking about
contraceptive methods and wanting to impose them. In Reprolatina the
exercise of the right, that the person looks what is more convenient and
one only orients her to what she can or cannot use, using the eligibility
criteria ... That was the most important: the approach and our change
of the attitude. (Santa Cruz, Bolivia)
4

The evidence presented in this section is based on focus group discussions (using standard
focus group methodology) and in-depth interviews conducted with trained trainers in 2005 in
Brazil, Bolivia and Chile, as part of the participatory and formative evaluation component of
Reprolatina’s training programme. Given that the interviewers were also the trainers there is
likely to be a courtesy bias in these comments. Nonetheless, it is revealing to hear the words of
the trainees describing how the training affected them.
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No other training has this empowerment so that people come out from
here with a sense of responsibility, knowing what they can do, that
they can transform; that it is a process of transformation which is
complicated and difficult and lengthy, … that’s what I learned from
you. … Much needs to be changed here, but you opened this space for
people. (Macapá, Brazil)
I had at times difficulty to relate to my place of work and to the people … I
was stubborn and not tolerant … I saw that I changed … I now consider
myself a better professional, I am better prepared, more attentive, not
only in terms of knowledge but as a person, as a human being, and I can
see that I can contribute more as a colleague. (Ituiutaba, Brazil)
One of the things that affected me most was the part on sexuality, which
led me to reflect; this is a part that has a different perspective. The other
thing that also affected me … was the gender focus ... .And for sure, the
case of Paulo Freire – this methodology affected me. (Temuco, Chile)
I will always be grateful to you for the flipchart. I take it wherever I
go … Once when there were 35 women gathered together … to hear
about contraceptive methods, a woman said to me she had never heard
an explanation about methods like this. And I felt fulfilled because I
never had imagined that I would be able to communicate in this way.
(Campo Largo, Brazil)
In no other workshops I attended did it happen that at the end of the 40
hours I had the same enthusiasm as when I was in the workshop. The
different approach on how to treat the users, how to treat ourselves,
to discover that we were closed, blind … for me it was like awaking to
another world and another vision regarding choice, consent. (Santa
Cruz, Bolivia)
The profoundly challenging and provocative nature of the training was expressed in the statement that sometimes the training was
so intense and covered so many important issues that at times it made
people
think too much … and at times robbed them of their sleep. In some
moments I did not like some of the discussions but today I see that these
were necessary. (Ituiutaba, Brazil)
The training methodology used by the Reprolatina team was different from that which most participants had experienced in previous training courses, and was viewed as effective and inspiring. For
example, the leader of a woman’s health centre commented that seeing
democratic leadership during the training affirmed her own leader170
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ship style. She realized that her own style was not wrong, and that it
was good to be flexible, open and friendly with team members (Ituiutaba, Brazil). Others had similar views:
What I noted in the second training was the manner in which you sold
the fish (that is) the methodology which you used. There was no way
we could get out of there without incorporating Reprolatina’s style, and
beyond the knowledge, of course, the manner in which you approached
the subject. Sometimes you were in the skin of the patient, then you
acted as the professional, this was very interesting. (Campo Largo,
Brazil)
I liked the participation, the exchange of information, each speaking from
his or her own experience, the opportunity we had to speak, to discuss.
This really was very different from all the courses I had previously.
(Macapá, Brazil)
I found the methodology interesting ... people absorb it, assimilate it.
And this was incorporated in what people do. It’s not a separate thing
that is imposed by you, but one assimilates it in a natural way and there
is a natural incorporation into one’s work. (Rio Branco, Brazil)
Replicating the training. Training municipal providers, using Reprolatina’s methodology, was initially not easy for most newly trained
trainers. They were nervous, uncertain whether they would succeed,
and in some cases encountered initial resistance from the participants
of the course they organized. However, most found that their initial
anxiety disappeared and that they were capable of overcoming difficulties and succeeded in providing a good course. All agreed that in
addition to the methodology, the training manual, the slides and all
the materials were crucial for the success of replication.
The first day I was ready to die, you don’t know how the group will
be, you don’t know whether there will be people who will ask many
questions, you don’t know whether they will all keep their mouths shut,
and what you will do so that they will talk – this is the dilemma until
you get to know the group … The second or third day is much easier,
... when you reach the fourth day you wish it would continue and when
you reach the last day you realize that everything has been accomplished,
that you succeeded and that is very good. (Campo Largo, Brazil)
I was extremely stressed before my first training. I studied a lot; it
seemed as if I was going take an exam … But when the time arrived it
was a delight. It was so good, everything was fluent … I did not feel
afraid at that moment. In the beginning I was insecure, with much fear,
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also because of my own lack of study, because one needs to prepare a lot
in order to be in front of people. Even then, people saw the results … the
unity of the group, the commitment of the group … it was very good.
(Ituiutaba, Brazil)
Success with improving service delivery and sexual and reproductive
rights. The Reprolatina resource team observed important changes
after the training that improved sexual and reproductive rights and
health services in project municipalities. These included obtaining a
new building for a health centre, persuading municipal authorities
to purchase contraceptives, improving patient flow and the way the
service staff related to clients, maintaining patient registers, increasing
the volume of contraceptive services, expanding the type of methods
used, implementing the informed choice process, and providing participatory educational activities and counselling sessions. Trainees also
commented on these changes:
I have helped disseminate sexual rights and not only in the area of
health but also in other instances in the community. Moreover, the
whole team has done this as well. (Temuco, Chile)
In terms of physical infrastructure people battled and requested Dr X
... to make a visit so that he could see the reality of our women’s centre,
how precarious it was. It was a victory – we succeeded in changing the
building, and there … the access was more central, more accessible also
in terms of information. (Ituiutaba, Brazil)
We worked more fulfilled knowing that the user had gone satisfied
from the service, feeling important and that that person had taken a
decision about his/her life and health. So, that was remarkable as much
professionally as in my personal life. (Campo Largo, Brazil)
I don’t know if it’s the most important one, as you said, but I know about
the change of attitude of professionals involved, all the professionals who
were involved, even those that hadn’t been trained were contaminated
and realized the model and tried to change something too. I think that
the new attitude of professionals was the most evident result of the
project. (Campo Largo, Brazil)
All the time that we start a follow-up meeting and we asked what
changed, everybody said that now they attended the users in a most
positive way, the user is really a subject, a person that has rights.
(Vespasiano, Brazil)

172

An educational approach to scaling up: Latin America

Improvements in service delivery and training also faced major
difficulties, among which leadership change or inadequacies in leadership stand out as important barriers. As long as the team of municipal
trainers and innovators had good leadership, many of the bureaucratic
and even financial constraints could be overcome and remarkable successes were achieved. When leaders and key staff changed, however
– in the wake of elections or for other reasons – or when the key coordinators were simply not working effectively with the team, progress
was slower and more limited. Also, issues requiring repeated action,
such as ensuring regular purchases of contraceptive supplies, were
difficult to sustain. A detailed discussion of the larger institutional,
bureaucratic and political issues that have stood in the way of implementing change is provided in Chapter 7.
Lessons and conclusions
The experience of implementing training programmes in Brazil,
Bolivia and Chile for over six years validates the importance of the
three central components of Reprolatina’s approach:
• anchoring a participatory and comprehensive educational
process in the philosophy of Paulo Freire and the vision of the
ICPD;
• combining training with the creation of an enabling environment;
• building training capacity as a central element of scaling up.
Although not a magic bullet, Reprolatina’s educational process
generated essential actions in participating municipalities that began
to transform the way reproductive health services are conceptualized
and delivered. Participants reacted with a sense of fulfilment to the
training and its methodology, indicating that this type of approach is
what motivates them to work to implement the ICPD agenda. Public
sector health systems in Latin America lack stability as a result of political changes and health reforms that are not well understood at the
local level. Reprolatina’s educational process was instrumental in increasing the morale and motivation of the health team, helping it to
mobilize the community and to strengthen sexual and reproductive
health services.
More than six years of experience and focus group results also
confirmed the value of combining formal training with a range of
other interventions that enable trainers to function in their new roles
and implement change. Clear understandings and agreements with
local authorities about the training-led change process could not
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always guarantee long-term support, but it was an essential ingredient
for success. Continued and empowerment-focused supervision from
the Reprolatina team provided much needed support with problem
solving and inspiration. The electronic communications network in
turn facilitated supervision and the exchange of information with the
Reprolatina team and other municipal partners.
A key component of Reprolatina’s scaling-up strategy – developing local training capacity – was also validated. In most of the municipalities, local trainers succeeded in training other municipal providers and in meeting the training needs resulting from staff turnover.
Some newly trained trainers were able to take on responsibility for
training providers in other municipalities. The capability to train new
staff ensured sustainability; whereas training of other providers in the
same or another municipality brought the benefits of Reprolatina’s approach to new people and new areas.
Perhaps the greatest insight to be gained from engaging in the
form of participatory education as advocated by Paulo Freire and practised by Reprolatina is the realization that change is possible: the way
things are is not the way they have to be. A second key lesson from
Reprolatina’s experience is that transformative training and associated interventions are not short-term, one-time events; they are intensive endeavours requiring long time horizons because the quantum of
change implied in these innovations is very large (see Chapter 2).
It took the sustained attention of a small nongovernmental training institution six years, as well as considerable financial resources,
to achieve the results reported here. Moreover, given that the amount
of change implied in the training and the related innovations is large,
there are inherent limitations in the number of municipalities in which
Reprolatina could work. This then, is a basic lesson of the experience:
the far-reaching, transformational changes called for cannot happen
quickly and cannot be scaled up dramatically if the resource team is a
small, nongovernmental training institution.
Reprolatina’s strategy of building training capacity made a major
contribution in helping to sustain and expand the innovations. Nonetheless, the impact of this newly created training capacity on scaling up
is also limited. Trainers have not been able to put into practice all the
planned activities because they have to divide their time between multiple tasks: training and provision of services in reproductive health
and other areas of primary health care. Moreover, political-administrative relationships among municipalities in a decentralized health
system do not always encourage use of trainers from one municipality
to conduct training in another (see Chapter 7).
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The reproductive and other health-care challenges facing developing countries require that service provision be strengthened. The
approach to training and scaling up described in this paper provides
a methodology for getting such a strengthening process under way.
Large-scale success, however, requires more than the work of a single,
small NGO. The challenge thus remains to discover how such a powerful training methodology can be transferred more widely to the
public sector and incorporated into the curricula of universities and
other health professional training programmes.
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Conclusions
This book has brought together insights from a comprehensive
review of relevant literature, as well as the experience of major scalingup initiatives in family planning and primary care services from
Africa, Asia and Latin America. We hope that the value of conducting
systematic analysis of the determinants of successful scaling up has
been demonstrated by this effort.
Most of the understanding about scaling up presented here stems
from experiences with the expansion of family planning and related reproductive health services. In all of these cases, efforts were focused on
improving public sector programmes. The relevance of the conceptual
frameworks and the lessons that have emerged from the authors’ experiences, however, extend beyond these areas of application. As Skibiak
et al. argued in discussing the Zambian experience in Chapter 4, “the
greatest challenges in scaling up reside in the practical, organizational
transformation of a small pilot study to a broad-based programmatic
intervention”. The strategic choices that have to be made and the determinants of success apply across sectors and across different types of
implementing agencies. Therefore the principles and lessons discussed
here are not limited to reproductive health or to the public sector, but
can also be of value when adapted to other areas of health and development.
Because work on this book has benefited from several opportunities for ongoing intellectual exchange over a period of years, those who
participated have been able to use the lessons learned to shape scalingup activities in the field. At the same time we wish to clarify that this is
not a cookbook from which project managers can select specific, stepby-step recipes. It can, however, provide general principles and examples to be used in the development of scaling-up strategies uniquely
appropriate to their context.
The same type of marriage between universal principles and the
need for local relevance and adaptation applies to the innovations discussed here. New ways of improving equitable access to good health
services or of implementing strategies that empower women, communities or young people to demand quality of care, for example, must
be backed by locally generated evidence. Concepts and case-studies,
or internationally accepted best practices, can offer guidance on what
general principles are relevant, but they do not provide detailed operational plans for how quality of care and service access can be enhanced in a specific country, province or district. Such planning requires context-specific diagnostic assessments, designs and testing
through pilot or experimental projects.
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Throughout this volume we have defined scaling up as deliberate efforts to increase the impact of health service innovations locally
tested in pilot or experimental projects, so as to benefit more people
and to foster policy and programme development on a lasting basis.
As was seen in the case-studies from Bangladesh and Ghana, such
testing may have to be repeated. In both countries, results from experimental projects were rejected as irrelevant for national policy because
innovations had been tested under special circumstances with major
inputs from research institutions. They were therefore not considered
to be models applicable to other parts of the country which work under
more severe resource constraints. Further evidence, generated under
realistic local conditions, was demanded before leaders would commit
themselves to nationwide scaling up. Moreover, ongoing monitoring is
needed – especially in situations of great diversity – to ensure that the
innovation is producing the desired results in the process of expansion
and adaptation.
Although introduction of new practices typically requires some
locally generated evidence before scaling up begins, the extent of local
testing needed is a function of the “quantum of change” implied by the
interventions. One does not normally think of the degree of change
as a variable in scaling up, but in the process of our work we have
learned that it is a major factor. The innovations discussed in this book
all amount to a significant degree of change in the way health service
systems function, they required a package of interventions, rather
than the introduction of a single new measure. Building capacity to
provide informed choice, balanced information, a respect for reproductive rights, empowerment-focused training, client-centred participatory approaches or community-based services implies major change
in resource-poor public sector programmes. It is important to think
about the degree of change from the time that service innovations are
designed and tested, through the stage when they are expanded to
new areas or settings. As already noted, we must begin with the end
in mind.
Because scaling up, as discussed here, is an institution-building
process, it takes time. Institutions do not change overnight but require
considerable nurturing to learn how to function in new ways. As an
institution-building task with a focus on sustainability, scaling up requires longer time horizons than those frequently mandated by donor
agencies and policy-makers keen to show results. The means and resources necessary to ensure successful and sustainable scaling up
are therefore at odds with a “project” perspective which expects that
results can be achieved in two or three years.
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One of the key conclusions from our work is that scaling up requires support from a resource team whose members play a catalytic
role, helping governments find ways to bring about change. In all of
the case-studies, the expansion and institutionalization of innovations
benefited from the efforts of a group of professionals – either inside
or outside government, either formally designated or not – who facilitated the scaling-up process. They played major roles in advocacy, research and technical assistance with planning, strategizing, the development of training curricula and materials for information, education
and communication as well as with resource mobilization. These resource teams received at least some support from external donors.
We hope that our work will lead to wide recognition that the roles
played by the resource team are vital for scaling up. These functions
are not the same as managing routine programme implementation.
Consequently, the teams are unlikely to be funded by governments
struggling to finance their weak service delivery systems. Such teams
are the engine that drives change, creating public sector capacity for,
and ownership of, service delivery innovations. This capacity building was demonstrated again and again in the cases discussed in this
book, where individuals who had initially participated in scaling up as
members of the user organization soon began to function as members
of the resource team. Donor investments and ongoing support for
these innovators are extremely important and are likely to have major
pay-offs.
Many of the insights on scaling up presented in this volume derive
from what is referred to as open-systems thinking in the organization sciences. Open-systems thinking draws attention to the interrelations between organizations and their larger sociocultural, political,
economic and institutional environments. Scaling up is not exclusively a technical and managerial undertaking unaffected by the outside
world. It is influenced by persistent gender inequality and other cultural factors, the extent of poverty in a country, the capacity of the national health sector and its bureaucratic institutions, historical legacies,
and the nature of the political system. Scaling up in Bangladesh, for
example, depended more on formal, bureaucratic organizations than
in Ghana where grassroots partnerships among traditional leaders,
politicians and health professionals were the driving force. These contrasts were grounded in different historical and bureaucratic traditions as well as in different patterns of social organization.
In Brazil, a highly decentralized health sector, combined with political sensitivities surrounding family planning, imposed severe limits
on scaling up. At the same time, detailed knowledge of how the health
sector functions under decentralization made it possible to identify
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and mobilize resources for expanding innovations. The importance of
navigating the multiple and varied environments of scaling up and of
utilizing the opportunities that arise, is one of the main lessons with
which we wish to leave our readers.
Systems thinking shows that the innovation, the resource team,
the user organization, the environment and the scaling-up strategy interact with each other, often in complex ways. To contend with this
dynamic interplay, strategies must aim for balance or congruence
among the elements of scaling up. Achieving balance is the ideal, but
in reality it is neither easy nor always possible. The ideal conditions for
scaling up rarely or never exist, and choices typically will have to be
made within a constrained environment. Attempts to balance the relative strengths and weaknesses among the elements tend to result in
compromise or trade-offs. As we saw in the case-studies, the greater
the degree of change implied in the innovation, the greater will be the
need for resources and support from a strong resource team and the
slower will be the pace of expansion. Alternatively, if there is pressure
for more rapid scaling up, or if support from the resource team is inadequate, the greater is the likelihood that the humanitarian and social
equity values that are the foundation of health service innovations will
be lost. When there is pressure for rapid scaling up to serve a greater
number of people, as frequently occurs, the resource team needs to
grow and develop its capacity.
Even the most solidly designed scaling-up strategy, which has
carefully weighed all the opportunities and constraints presented by
the context, will be implemented in an ever-changing environment.
In Viet Nam, scaling up quality of care interventions began when the
country’s political system was still highly centralized, but as scaling
up progressed, so did the process of health sector reform and decentralization. A strategy developed for a strongly centralized administrative system became less appropriate as decentralization took effect.
Remaining flexible and relevant in the midst of expansion emerged
in these studies as a major determinant of successful scaling up. Flexibility and local autonomy to participate in decisions encourages local
ownership and appropriate action on the ground. As the Zambia casestudy showed, however, effective use of organizational resources at
levels above the district can produce economies of scale, facilitating
scaling up in ways that districts working on their own could not have
accomplished. Clearly, what works best is local autonomy and ownership, coupled with strong support and initiatives at higher levels that
create an enabling environment and put structures in place in which
local action can flourish.
In other words, both horizontal scaling up (expansion/replication)
and vertical scaling up (political, legal and institutional actions) are
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essential. Several of the case-studies illustrate this principle. In China,
the ability to demonstrate that substantial quality-of-care improvements could be undertaken in an expanding number of counties was
critical for persuading policy-makers to incorporate the principles of
informed choice and voluntarism into new legislation and operational
programme procedures. Alternatively, the Community-based Health
Planning and Services initiative in Ghana, which was driven largely
by peer exchanges among districts, could not progress without national-level support in the form of training and human resource development. In Brazil, expansion of training innovations was constrained
because opportunities for vertical scaling up were limited.
It is not unusual for researchers and professionals to close with a
plea for more research. We are no exception, basing our argument on
two key points. First, research should not be limited to the testing of
the innovation. Rather, continued research should guide the process of
scaling up, providing ongoing input into strategy design and adaptations, as well as providing information that allows appropriate monitoring. Second, as we hope this book has demonstrated, research facilitates understanding of the determinants of successful scaling up and
identifies the type of financial and technical support needed. Moreover, as innovations are adapted to local contexts, there may come a
point where the evidence base for the success of the original innovative service package is no longer relevant. Continued monitoring and
research should examine whether the benefits of the innovation continue to be present in the process of adaptation and expansion. In the
most general sense, research builds international and local understanding of how to expand small-scale health service innovations so
as to benefit more people, more quickly, more lastingly.
Much remains to be learned about scaling up, and this book is by
no means the final word on the subject. We hope, however, that the
materials presented here will stimulate new ideas and insights among
researchers and practitioners that will lead to much needed improvements in sexual and reproductive health services. Given that scaling
up is in essence a managerial, organizational and political task, the
perspectives and conclusions from our work should also be useful for
a wider array of health and development efforts.
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