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Appendix: Table I – Study Descriptions 
 
Study Matrix 

cells 
Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

Agha, 
2007 

MF1, 
MF2, 
MF7, 
MF8 

Location: 
Rupandehi 
district, 
Nepal 
 
Setting: 
Franchised 
clinics run 
by nurses 
and 
paramedics 
 
Target 
group: 
Males and 
females 
attending 
one of the 
franchised 
clinics 

Years of 
program: 
February 
2001 – 
January 
2003 
 
Years of 
evaluation: 
April 2001 – 
January 
2003 

Name: Sewa 
 
Intervention: A 
franchising 
network intended 
to improve the 
quality of 
reproductive health 
services. Nurses 
were given training 
in infection 
prevention, 
availability of 
essential 
equipment, 
provision of 
temporary 
contraceptive 
methods, 
reproductive health 
and STIs.  The 
network was also 
supported by 
marketing 
activities. Two 
types of referrals 
were offered – one 
internal to female 
providers for IUD 
services and one 
external to private 
physicians and 
government health 

Study 
design: Serial 
cross-
sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Selection of 
providers was 
random but 
selection of 
clients for 
exit surveys 
was non-
random. For 
household 
surveys, 
selection of 
homes was 
random.  

Sample size:  
Exit surveys:  
I  
BL: 491 
FU: 435 
 
C 
B: 394 
FU: 298  
 
Household 
surveys:  
I 
BL: 461 
FU: 495 
 
C  
BL: 480 
FU: 471 
 

Age:  
Mean age in 
years  
 
All clients at 
exit surveys: 
33  
 
Married 
women in 
household 
surveys: 29  
 
 

Gender: 
Exit 
surveys: 
Approxima
tely 50% 
female and 
50% male 
 
 Household 
surveys: 
100% 
female  
 

Follow-up: 
Approximate
ly 2 years  
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

care facilities for 
more complicated 
health issues.  

Alvarado
, 1999 

MF1,  
MF7, 
MF8, 
MF9, 
MF10, 
MF11, 
MF12 
 

Location: 
Conchali, 
Santiago, 
Chile 
 
Setting: 
NGO clinic  
 
Target 
group: Pre 
and 
postpartum 
women and 
infants 
 

Years of 
program: 
Not 
explicitly 
stated, but 
this was 
possibly an 
ongoing 
program. 
 
Years of 
evaluation: 
January 
1991 —
March 1993  
 

Name: Consultorio 
San Luis de 
Huechuraba 
(CSLH) 
 
Intervention: An 
NGO in a poor 
neighborhood 
provided integrated 
maternal and infant 
care. All four 
providers were 
trained in 
breastfeeding and 
contraceptive 
management and 
worked as a team. 
Two were 
community health 
workers who 
conducted home 
visits during  
pregnancy and 
visits to the 
maternity wards. 
They were trained 
in pregnancy care, 
FP, prevention of 
STDs/HIV, 
breastfeeding, 
infant care, and 
maternal and infant 
nutrition. Mothers 

Study 
design: Non-
randomized 
trial – group 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Non-random 

Sample size:  
Pre  
I: 200 
C: 200  
 
Post 
Women 
I: 200  
C: 180 
 
Infants 
I: 192 
C: 200 
 

Age:  
Mean age in 
years (std 
deviation) 
 
I: 24.8 (5.7) 
 
C: 25.7 (5.2) 
 

Gender: 
Mothers  
100% 
female  
 
Infants 
I: 48% 
female, 
52% male 
 
C:  50% 
female, 
50% male  

Follow-up: 1 
year  
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

and infants were 
seen during the 
same visits every 
10 days in the first 
month postpartum 
and at monthly 
intervals thereafter 
for the first year, 
unless additional 
visits were needed. 

Amin, 
2001 

MF9, 
MF10, 
MF11, 
MF12 

Location: 
Gazipur 
District, 
Bangladesh 
 
Setting:  
Phase 1: In 
the 
community; 
Phase 2: 
NGO clinics 
 
Target 
group: 
Women age 
15-50 and 
their 
children  

Years of 
program: 
Phase 1: 
January 
1992 – 
February, 
1998 
Phase 2: 
February 
1998--  
present 
 
Years of 
evaluation: 
1992, 1997, 
and February 
– July, 1998  
 

Name: NR 
 
Intervention:  
Phase 1 (1992-
1997) consisted of 
a focus on FP, child 
immunizations, and 
micro-credit. Door-
to-door educational 
campaigns and 
delivery of non-
clinical FP methods 
and child 
immunization by 
NGO staff, 
reinforced by group 
meetings of NGO 
micro-credit 
recipients. Phase 2 
(1998 to present) 
consisted of a 
larger focus on an 
Essential Services 
Package (ESP) in 
reproductive, 
maternal, and child 

Study 
design:  
Non-
randomized 
trial—group  
 
Unit of 
analysis: 
Individual 
(clients) 
 
 
Selection of 
participants: 
Non-random  

Sample size:  
1992:   
I: 656  
 
1997: 
I: 2105 
C: 1721 
 
1998: 
I: 1068 
C: 700 
 

Age: 
Range: 15-50 
years 

Gender:  
100% 
female  
 
 

Follow-up:  
NA 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

health care needs, 
nutritional services, 
and basic curative 
and preventive care 
through static 
clinics. The clinic 
included a strong 
outreach program 
with 50 
community-wide 
micro-credit 
volunteers (who 
were recipients of 
micro-credit and 
ESP) who were 
trained in mid-
wifery, preventive 
health care, and 
other elementary 
health care 
services. 

Barnet, 
2007 

MF1,  
MF7, 
MF9 
 

Location:  
Baltimore, 
MD, USA 
 
Setting:  
Homes of 
pregnant 
and 
parenting 
adolescents 
(or alternate 
safe 
location) 
 
Target 

Years of 
program:  
February 
2001 – 
January 
2003 
 
Years of 
evaluation: 
2002-2005 
Year 1  
FU till 
child’s 1st 
birthday 
 

Name: NR 
 
Intervention:  
A community-
based  
home visiting 
program for 
pregnant and 
parenting 
adolescents to 
impact parenting 
attitudes and 
beliefs, repeat 
pregnancies, 
maternal 

Study 
design:  
Randomized 
trial - 
Individual 
 
Unit of 
analysis:  
Individual 
(clients) 
 
Selection of 
participants:  
Non-random 

Sample size: 
Total: 84  
 
I: 44 
 
C: 40   

Age: 
Range: 12-18 
years 
 
Mean age in 
years 
All: 16.9 
I: 16.4 
C: 16.6 

Gender:  
100% 
female 

Follow-up: 
2 years   
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

group: 
Pregnant 
(>24 weeks 
gestation) 
adolescents, 
most of 
whom were 
low income 
and African 
American  
 

Year 2  
FU till   
child’s 2nd 
birthday 
 
 

depression, school 
continuation, and 
link adolescents 
with primary care. 
Trained home 
visitors delivered a 
parenting curricula 
(sessions to 
improve 
adolescents’ 
understanding of 
child development, 
parenting attitudes 
and skills, and 
health care use) and 
an adolescent 
curricula (skill-
based, interactive 
instruction on safer 
sexual practices 
and negotiation 
skills, and the 
provision of 
contraceptive 
information and 
counseling). 
Additionally, they 
linked adolescents 
with primary care 
for contraceptive 
needs and sought to 
identify intimate 
partner violence, 
depression, and 
school dropout. 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

Bashour, 
2008 

MF7, 
MF9 

Location: 
Damascus, 
Syria 
 
Setting: 
Home visits 
 
Target 
group: 
Women 
who had 
recently 
given birth 
recruited 
from a 
teaching 
hospital 

Years of 
program: 
June – 
December 
2004 
 
Years of 
evaluation: 
June – 
December 
2004 

Name: Home 
Visiting 
Intervention 
 
Intervention: 
Home visits aimed 
to examine, follow-
up, educate, 
support, and 
counsel women 
who had recently 
given birth.  
Registered nurse 
midwives 
underwent training 
in postpartum 
home visits. 
Participants were 
randomly allocated 
to receive one of 
three interventions: 
Group A received 
four postnatal 
home visits (first 
day, third day, 
seventh day, and 
fourth week after 
delivery); Group B 
received one 
postnatal home 
visits; and Group C 
received no home 
visits. 

Study 
design: 
Randomized 
control trial - 
individual 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Non-random 

Sample size:  
 
Total: 876 
 
Group A (four 
home visits): 
285 
 
Group B (one 
home visit): 
294 
 
Group C 
(standard 
protocol/no 
home visit): 
297 

Age:  
NR 
 
 

Gender: 
100% 
female 
 

Follow-up: 4 
months 
postpartum 

Billings, 
2003 

MF3, 
MF4 

Location: 
Mexico City 
metropolitan 

Years of 
program:  
1994-1997 

Name: NR 
 
Intervention: 

Study 
design: 
Cross-

Sample size:  
 
SC Control 

Age:  
 
<20: 

Gender: 
100% 
female 

Follow-up: 
N/A cross-
sectional 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

area, 
Mexico 
 
Setting: 
Social 
security 
hospitals 
 
Target 
group: 
Women 
seeking care 
for abortion-
related 
complicatio
ns with 
gestational 
age  <12 
weeks either 
from an 
unsafely 
induced 
abortion 
performed 
outside the 
hospital or 
from a 
spontaneous 
abortion.  

 
Years of 
evaluation: 
April 1997 – 
August 1998  

Three models of 
care:  
1) SC Control = 
Control group: 
Traditional service 
delivery which 
included sharp 
curettage and 
provision of family 
planning methods 
 2) MVA + PAC = 
Manual vacuum 
aspiration in 
addition to 
postabortion care 
components 
including general 
counseling and FP 
counseling and 
provision; and  
3) SC + PAC = 
Sharp curettage 
was used but 
postabortion care 
components were 
also provided, 
including general 
counseling and FP 
counseling and 
provision.  
Providers at the 
postabortion care 
sites received 
refresher training in 
general counseling 
and FP counseling 

sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Non-random 

group N=282 
 
MVA + PAC 
N=251 
 
SC + PAC 
N=270 
 
Total N=803 
 
 

C: 5.7% 
MVA: 8.4% 
SC: 8.5% 
 
20-34: 
C: 82.6% 
MVA: 77.7% 
SC: 81.5% 
 
>35: 
C: 11.7% 
MVA: 13.9%  
SC: 10.0% 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

and services.  
Providers at the 
hospitals practicing 
the traditional 
method did not 
receive any 
additional training.  

Bolam, 
1998 
 

MF7, 
MF9, 
MF11 

Location:  
Kirtipur and 
Kalimati, 
near 
Kathmandu, 
Nepal 
 
Setting:  
Main 
maternity 
hospital in 
Kathmandu, 
follow-up in 
households 
in/around 
Kathmandu 
 
Target 
group: 
Pregnant 
women  

Years of 
program:  
November 
1994 – May 
1996  
 
Years of 
evaluation 
Not 
explicitly 
stated, but 
evaluation 
conducted at 
birth, 3 and 
6 months 
postpartum 

Name: NR 
 
Intervention:  
Intervention groups 
received at least 
one of two 
interactive 
education sessions, 
conducted by a 
trained female 
health educator, 
midwife or 
community health 
worker. The first 
session was 
conducted before 
hospital discharge 
and emphasized 
exclusive breast 
feeding. The 
second session was 
conducted three 
months after 
delivery in the 
mothers’ homes 
and emphasized the 
need for FP. 
These sessions 
were interactive 

Study 
design:  
Randomized 
trial - 
Individual 
 
Unit of 
analysis:  
Individual 
(clients) 
 
Selection of 
participants: 
Non-random 

Sample size:  
Total: 540 
mothers 
 
(Note: Four 
intervention 
groups so 
retained group 
names for 
simplicity 
groups A-D) 
 
Group A 
(health 
education at 
birth and 3 
months): 135 
 
Group B (birth 
only): 135 
 
Group C (3 
months only): 
135 
 
Group D 
(control – no 
health 
education): 

Age: 
Mean ages in 
years 
 
All subjects: 
23.4  
 
Group A: 
23.4  
 
Group B: 
23.2  
 
Group C: 
23.1  
 
Group D: 
24.0  
 
 

Gender:  
100% 
female 

Follow-up:  
6 months 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

and supportive and 
lasted 
approximately 20 
minutes. Topics 
included: 
importance of 
breastfeeding, need 
for FP, treatment of 
diarrhea, 
recognition of 
response to 
symptoms 
suggesting acute 
respiratory 
infection in infants, 
the importance of 
immunization, and 
contraception after 
the puerperium.  

135 
 
 

Bossyns, 
2002 

MF7, 
MF8, 
MF9, 
MF10 
 
 

Location: 
Ouallam 
district, 
Niger 
 
Setting: 1 
small town 
clinic and 2 
rural health 
centers 
 
Target 
group: 
Women 
attending 
health 
centers   

Years of 
program: 
June 1999-
possibly 
ongoing 
 
Years of 
evaluation:  
July 1995-
June 2000 
 

Name: None 
 
Intervention:  
Structural, 
procedural, and 
attitudinal changes 
to FP provision. 
The package was 
introduced during a 
4-day training, 
followed by 
supervision visits. 
Structural: Special 
FP clinics were 
abolished. Staff 
offered FP to all 
eligible women 

Study 
design: Serial 
cross-
sectional  
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Non-random 
selection of 
both clinics 
and clients 

Sample size:  
 
Before: Total 
NR, but 277 
direct 
observations 
used to 
calculate 
Contraceptive 
Index 
 
After (Year 
5): 3953 
eligible 
women 

Age: NR 
 

Gender: 
Female: 
100% 
 
 

Follow-up: 
NA 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

 during any working 
session, be it 
curative 
consultation, 
under-fives’ clinic 
or postnatal care. 
Procedural: Non-
menstruating 
women were no 
longer refused 
contraceptives, and 
strict schedules for 
repeat visits were 
relaxed. Women 
received 3 cycles of 
OC at the first visit 
and were 
encouraged to 
return within the 
second cycle. 
Women could 
come for a 
subsequent visit at 
any time. 
Attitudinal: Staff 
were asked to 
engage in a 
respectful dialogue 
with patients.  

Cissé, 
2004 

MF3, 
MF4 
 
 

Location: 
Kaolack and 
Fatick 
districts, 
west-central 
Senegal 
 

Years of 
program: 
August 2001 
– September 
2002 
 
Years of 

Name: None 
 
Intervention:  
2 phases: 
1. Introduction of 
package of PAC 
services: Three 

Study 
design: Serial 
cross-
sectional  
 
Unit of 
analysis: 

Sample size:  
Total: 1013  
 
BL: 374 
 
During 
intervention: 

Age:  
Mean: 25 
years 
 
Range: 14-45 
years 
 

Gender: 
Female: 
100% 
 
 

Follow-up: 
NA 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

Setting: 6 
rural health 
centers 
 
Target 
group: 
Patients 
receiving 
PAC 
services   
 

evaluation: 
Baseline: 
June 2000 - 
July 2001 
 
During-
intervention 
evaluation 
#1:  
October 
2002 
 
Post-
intervention 
evaluation:  
April 2003 

components of 
post-abortion care 
were implemented: 
manual vacuum 
aspiration (MVA), 
improved access to 
FP, and 
comprehensive 
reproductive health 
care. Providers 
were trained in 
MVA, counseling, 
quality 
management (using 
COPE: Client 
Oriented and 
Providers 
Efficient), and 
prevention of 
infections. 
Equipment were 
purchased for 
MVA and data 
collection. 
2. Supervision: 
Quarterly visits 
were conducted, 2-
3 days per site. 
Visits consisted of 
observation and 
data collection to 
ensure national 
standards are met; 
training and re-
training of staff; 
and a COPE 

Individual 
 
Selection of 
participants: 
Non-random 

457 
 
EL (post-
intervention): 
182 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

exercise with staff 
to identify 
problems and 
create and monitor 
action plans.  

David, 
2007 

MF3 Location:  
Perm, 
Veliky 
Novgorod, 
and 
Berezniki, 
Russia  
 
Setting:  
20 health 
care sites (5 
maternity 
hospitals, 6 
women’s 
consultation 
centers, 3 
FP clinics, 6 
children’s 
clinics) 
 
Target 
group: 
Women 
visiting 
health care 
sites for 
abortions 
 
 

Years of 
program:  
2000 - 2002 
 
Years of 
evaluation 
Before:  
February-
March, 2000 
 
During:  
December 
2001- 
February 
2002 
 
After: 
February 
2003 

Name: Women and 
Infant Health 
Project (WIN) 
 
Intervention:  
WIN was designed 
to improve overall 
quality and 
effectiveness of 
maternal and infant 
services, including 
post-abortion care 
services, through 
training for 
providers. This 
study assessed the 
impact of WIN 
interventions that 
focused specifically 
on FP. 
Obstetricians/gynec
ologists and 
midwives 
providing 
postpartum and 
post-abortion care 
and FP services 
received training 
on  the principles 
of FP counseling, 
interpersonal 

Study 
design:  
Serial cross-
sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants:  
Nonrandom 

Sample size:  
Total: 1575 
abortion 
clients 
2000: 489  
2002: 559  
2003: 527  

Age: 
Mean age in 
years: 
2000: 26.4  
2002: 26.1 
2003: 26.3 

Gender:  
100% 
female 

Follow-up:  
N/A 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

communication, 
essential elements 
of quality post-
abortion FP, 
discussing 
contraception 
options, and 
managing side 
effects and 
complications. 
Additionally, 
informational 
brochures were 
given to all 
participating 
facilities, and a 
national media 
campaign was 
conducted from 
December 2001-
February 2002 to 
inform women 
about contraceptive 
choices. 

Debpuur, 
2002 

MF9, 
MF10 
 

Location: 
Kassena-
Nankena 
district, 
Navrongo 
Region, 
northern 
Ghana 
 
Setting: 
Rural health 
centers and 

Years of 
program: 
Program 
began in 
1994, end 
date NR 
 
Years of 
evaluation: 
Baseline: 
1993; 
Endline: 

Name: Navrongo 
Community Health 
and Family 
Planning Project 
(CHFP) 
 
Intervention:  
4 arms:  
1. Nurse outreach: 
Community health 
nurses were trained 
in community 

Study 
design: 
Randomized 
trial – group  
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Random 

Sample size:  
Total: 8,998  
 
 
 

Age: Range: 
15-49 years 
 

Gender: 
100% 
female 
 
 

Follow-up: 
NR 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

communitie
s 
 
Target 
group: 
Currently 
married  
women age 
15-49 and 
their 
spouses  
 

1995-1999 entry, equipped 
with motorbikes, 
and provided with a 
system for 
monitoring 
doorstep service 
delivery. Services 
included treatment 
of childhood 
illnesses, 
immunizations, and 
FP (oral 
contraceptives, 
condoms and 
injectables). 
2. Zurugelu: 
Traditional social 
cooperation 
(“zurugelu”) is 
used to mobilize 
support for 
community health 
and FP services. 
Health-care action 
committees were 
created from 
councils of elders, 
mobilizing 
traditional peer 
networks. 
Community health 
volunteers provide 
basic health care, 
reproductive health 
education, outreach 
to men, and 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

contraceptives. 
3. Combined nurse-
outreach and 
zurugelu approach 
4. Existing MOH 
system (control): 
Clinical service 
sites 

Delvaux, 
2008 

MF1, 
MF3 

Location: 
Sihanoukvil
le, 
Cambodia 
 
Setting:  
Government 
reproductive 
health clinic 
 
Target 
group: 
Women 
utilizing 
safe 
abortion/pos
t-abortion 
services at 
the MCH 
clinic 

Years of 
program: 
August 
2002-  
present 
 
Years of 
evaluation: 
August 
2002- 
December 
2005 
 

Name: Mother 
Child Health clinic  
 
Intervention: Safe 
abortion/post-
abortion clinics 
(SAPAC) were 
integrated into the 
regular services of 
the government 
clinic, comprising 
ANC, FP, and 
management of 
STIs. The MCH 
clinic is located 
near an STI clinic, 
which provides, in 
a separate building, 
STI prevention and 
care to female sex 
workers through 
monthly 
consultations. The 
initial package of 
safe abortion care 
included 
counseling on FP 
and STI prevention, 

Study 
design: 
Before-after 
study 
 
Unit of 
analysis: 
Individual 
(clients) 
 
 
Selection of 
participants: 
Non-random  

Sample size:  
N: 2224 

Age: 
Median: 28 
years 
Range: 16-47 
years 

Gender:  
100% 
female  
 
 

Follow-up:  
NA 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

pain management 
and the manual 
vacuum aspiration 
(MVA) procedure. 
A follow-up visit 
was proposed but 
was not 
compulsory. Those 
providing SAPAC 
received 1 month 
practical training in 
safe abortion 
techniques. 
Additionally, in 
2004 misoprostol 
and electric 
vaccum aspiration 
device were 
introduced. 

Douthwa
ite, 2005 

MF9, 
MF10 
 

Location: 
Pakistan 
 
Setting: 
Households 
in 
communitie
s served by 
LHWs 
 
Target 
group: 
Married 
rural women 
aged 15-49 
years and 
their 

Years of 
program: 
1994 – end 
date not 
specified 
 
Years of 
evaluation: 
October 
2000 – April 
2001  

Name: The Lady 
Health Worker 
Programme 
(LHWP) 
 
Intervention: Lady 
Health Workers 
(LHWs) deliver a 
range of services to 
households in rural 
areas, including 
promoting 
childhood 
immunization, 
growth monitoring, 
FP, and health 
promotion and 

Study 
design: 
Cross-
sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Random 

Sample size:  
Total: 4277  
I: 3346 
C: 931 
 
 
 

Age:  
Range: 15-49 
years 

Gender: 
100% 
female 
 
 

Follow-up: 
NA 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

children 
 

education. They 
treat minor 
ailments and 
injuries, and are 
trained to identify 
and refer more 
serious cases. Their 
FP responsibilities 
include motivating 
women to practice 
FP, providing pills 
and condoms, and 
referring for 
injections, IUD and 
sterilization. Each 
LHW is attached to 
a government 
health facility, from 
which they receive 
training and 
medical supplies. 

Fullerton
, 2003 

MF3, 
MF4  

Location:  
Eastern 
Region of 
Ghana  
 
Setting: FP 
service 
delivery 
points 
(public 
hospitals, 
health 
centers, 
health 
clinics, 

Years of 
program:  
Not 
explicitly 
stated 
 
Years of 
evaluation: 
1996, 1997, 
1998 
 

Name: NR 
 
Intervention:  
An integrated and 
decentralized 
model to improve 
quality of 
reproductive health 
services. 
Intervention 
entailed training FP 
providers in 
provision of STI 
and PAC services. 
Providers were 

Study 
design: Case-
control study 
 
Unit of 
analysis: 
Facilities 
 
Selection of 
participants: 
Random 
selection of 
three case and 
four 
comparison 

Sample size: 
Total: 43  
Case: 24 
(providers 
were trained 
to offer 
STI/PAC 
services with 
FP services) 
Control: 19 
(no training 
for providers)  
 

Age: 
NR 

Gender: 
100% 
female 
 

Follow-up:  
NA 
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Study Matrix 
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setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

health posts, 
private 
maternity 
homes)  
 
Target 
group: 
Women 
using 
services at 
the above 
mentioned 
facilities 

trained in FP 
service delivery 
and then separately 
in STI and PAC 
services. These 
providers were 
instructed to offer 
STI and/or PAC 
prevention, 
treatment or 
referral services 
when treating FP 
patients. 

districts  

Huntingt
on, 1994 

MF9, 
MF10 

Location: 
Kara and 
Maritime 
regions, 
Togo 
 
Setting: 
Public 
MCH-FP 
clinics 
 
Target 
group: 
Mothers of 
children 
presenting 
for 
Expanded 
Program of 
Immunizatio
ns (EPI) 
visits 
 

Years of 
program: 
Jan/Feb 
1992 to Sept. 
1992 
(possibly 
continuing) 
 
Years of 
evaluation: 
BL: January 
1992; FU: 
August 1992 

Name: NR 
 
Intervention: An 
individual referral 
message about FP 
services was 
provided to EPI 
clients.  During 
each childhood 
immunization 
session, the EPI 
service provider 
made the following 
three statements to 
the mother before 
immunizing her 
child: 
1.  Your child is 
still young, and you 
should be 
concerned about 
having another 
pregnancy too 

Study 
design: Serial 
cross-
sectional 
study with a 
control arm 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Random 
selection of 
both clinics 
and clients; 
census 
sample of 
providers 

Sample size: 
Total sample 
size was NR 
and varied by 
outcome 
 
Largest 
sample size: 
Before: 1071 
After: 1108 
 
Before 
I: 545 
C: 526 
 
After  
I: 560 
C: 548 

Age: Mean 
age: ~25 
years at both 
before and 
after 
 

Gender: 
100% 
female 
 

Follow-up: 
NA (serial 
cross-
sectional) 
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setting & 
target 
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Years  Intervention Study 
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Sample Size Age Gender Length of 
Follow-up 

soon. 
2. This clinic 
provides FP 
services that can 
help you delay your 
next pregnancy. 
3. You should visit 
the FP services 
after the 
immunization 
today for more 
information. 
No additional 
information was 
provided, and all 
questions were 
referred to the FP 
services that were 
available in the 
same clinic at the 
same time as all 
other MCH-FP 
services (including 
immunizations).  
One and a half day 
orientation was 
provided for EPI 
providers. 

Johnson, 
2002 

MF3, 
MF4 
 

Location: 
Harare and 
Bulawayo, 
Zimbabwe 
 
Setting: 
Gynecology 
ward, 2 

Years of 
program: 
1995-end 
date not 
reported 
 
Years of 
evaluation: 

Name: NR 
 
Intervention: A 
curriculum was 
designed on post-
abortion FP, and 8 
providers were 
trained: 2 

Study 
design: Non-
randomized 
trial – group 
 
Unit of 
analysis: 
Individual 

Sample size:  
Overall 
I: 1355  
C: 873  
The analysis 
focused on 
women 
wanting to 

Age:  
Mean age in 
years (std 
deviation) 
I: 27.9 (6.5) 
C: 27.1 (7.0) 

Gender: 
100% 
female 
 
 

Follow-up: 
12 months 
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cells 
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setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

central 
hospitals 
 
Target 
group: 
Women 
treated for 
incomplete 
abortion  
 

June 1996 – 
February 
1998  

gynecology nurses, 
4 hospital-based 
distributors, and 2 
research 
coordinators. 
Free, ward-based 
FP services were 
provided prior to 
discharge, 
including 
information and 
counseling about 
short- and long-
term fertility 
control and the 
option to receive 
condoms, oral 
contraceptives, or 
an injectable. 
Clients who desired 
implants, IUDs or 
other methods were 
given referral 
appointments. 
During quarterly 
follow-up visits, 
women were 
provided with free 
contraceptive 
resupplies or 
different 
contraceptives if 
they were not 
satisfied with their 
original choice. 

 
Selection of 
participants: 
Non-random 

postpone 
pregnancy >2 
yrs who kept 
>1 FU visit, so 
numbers in the 
analysis are 
below: 
 
BL 
Total: 636 
I: 316  
C: 320 
 
3-mo FU 
Total: 418 
I: 232 
C:186 
 
6-mo FU 
Total: 401 
I: 204 
C: 197 
 
9-mo FU 
Total: 432 
I: 204 
C:228 
 
12-mo FU 
Total: 529 
I: 271 
C:258 
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Design  
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Follow-up 

Mahome
d, 1997 

MF3, 
MF4 

Location: 
Harare, 
Zimbabwe 
 
Setting: 
Two main 
hospitals in 
Harare and 
Parirenyatw
a 
 
Target 
group: 
Women 
presenting 
with 
complicatio
ns of 
abortion 

Years of 
program: 
1991-1992 
 
Years of 
evaluation: 
1991-1992  

Name: NR 
 
Intervention:  
FP counselors were 
hired to offer FP 
advice and services 
at the same site 
where women with 
abortion 
complications are 
treated.  Prior to 
evacuation, the 
woman was given 
the opportunity to 
discuss and ask 
questions related to 
her problem. She 
would also initiate 
conversation 
regarding need or 
otherwise to use 
contraception.  
After the procedure 
and prior to going 
home the same 
person would sit 
with the woman 
and re-discuss the 
various methods of 
contraception 
available, advise on 
the most suitable 
method and ensure 
that if desired, 
supplies were 
dispensed for the 

Study 
design: Serial 
cross-
sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Not reported 
(assumed to 
be non-
random) 

Sample size: 
N: 2,050 
 
 

Age: Mean 
age: 25.9 
years 
 
 

Gender: 
100% 
female 
 

Follow-up:  
1 year 
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setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

first three months 
or arrangements 
were made for 
methods such as 
sterilization, 
insertion of intra-
uterine devices or 
implants.  

Murray, 
1990 

MF1, 
MF9, 
MF10 

Location: 
Chogoria, 
Kenya 
 
Setting: 
Community
-based 
 
Target 
group: 
Women of 
reproductive 
age in the 
community 

Years of 
program: 
NR 
 
Years of 
evaluation: 
1985  

Name: NR 
 
Intervention: A 
provincial hospital 
helped surrounding 
communities 
develop a network 
of clinics around 
the hospital, so that 
preventive 
(including FP) and 
curative care would 
be within walking 
distance of all 
homes. The 
emphasis then 
turned to providing 
health education 
and contraceptives 
to villagers in their 
own homes through 
volunteer health 
workers. Free oral 
contraceptive pills, 
condoms and 
cream were 
distributed by 
volunteer health 

Study 
design: 
Cross-
sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Non-random 

Sample size: 
I: 1545,  
C: 3806 (for 
outcomes 
related to 
contraceptive 
uptake) 
 
 

Age:  
Range: 15-44 
years 
 
 

Gender: 
100% 
female 
 

Follow-up: 
NA  
(cross-
sectional) 
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target 
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Years  Intervention Study 
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Sample Size Age Gender Length of 
Follow-up 

workers. 
Traditional birth 
attendants near 
each clinic were 
befriended and the 
concepts of FP and 
asepsis explained 
to them.  
Immunizations and 
infant mortality 
were also targets of 
this intervention. 
Frequent seminars 
and training were 
conducted in 
primary health care 
strategies for local 
government, 
church and 
women’s group 
leaders.  

Nobili, 
2007 

MF3 Location: 
Milan, Italy 
 
Setting: 
Public 
Hospital 
 
Target 
group: 
Women 
(age 20 to 
44) seeking 
termination 
of 
pregnancy 

Years of 
program:  
February -
May 2004 
 
Years of 
evaluation 
2004 
Time 0 
(baseline) = 
February – 
May 2004 
 
Time 1 = 
one month 

Name: NR 
 
Intervention:  
Women seeking a 
termination of 
pregnancy (TOP) 
received an FP 
intervention. 
Trained 
gynecologists and 
psychologists 
offered women a 
personalized, 
patient-centered 
contraceptive 

Study 
design: 
Randomized 
trial - 
Individual 
 
Unit of 
analysis: 
Individual 
(clients) 
 
Selection of 
participants: 
Non-random 

Sample size:  
BL: 43 
I: 21 
C: 22 
 
At first and 
second FU: 41 
I: 20 
C: 21 
 

Age: 
Range: 20-44 
yrs 
 
 

Gender:  
100% 
female 

Follow-up: 3 
months 
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Design  
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Follow-up 

at a large 
public 
hospital 
 
 

after TOP 
 
Time 2 = 
three months 
after TOP 
 
 

counseling session. 
The 30-minute 
session was 
conducted in the 
week preceding the 
TOP and repeated 
after administration 
of the 1st (of three) 
questionnaires. 
Counseling 
considered 
women’s feelings 
and beliefs about 
and expectations of 
contraception.  
The session 
included the 
provision of 
information and 
education on a 
range of 
contraceptive 
methods and 
assistance in 
choosing a method 
and checking 
understanding.  
Women in the 
comparison group 
received routine 
TOP treatment and 
were referred to 
community health 
centers for 
information about 
and access to 
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Follow-up 

contraceptives.  
Paxman, 
2005 

MF1,  
MF2, 
MF5, 
MF7, 
MF8, 
MF9, 
MF10 

Location:  
Four 
northern 
states in 
India 
(Punjab and 
Himachal 
Pradesh; 
Uttaranchal; 
Kolkata 
slums in 
West 
Bengal) 
 
Setting:  
Community 
level  
 
Target 
group: 
Women of 
childbearing 
age in 
communitie
s within the 
NGOs’ 
coverage  
 

Years of 
program:  
1999 – 
present 
 
Years of 
evaluation 
BL 1999 
FU: 2003 
.  

Name:  
India Local 
Initiatives Program 
(India-LIP)  
 
Intervention: 
Management 
Sciences for Health 
(MSH) worked 
with three Indian 
NGOs (CCRID, 
HIHT, and CINI) 
to adapt the LIP 
model. The India-
LIP employed a 
variety of service-
delivery techniques 
to fill in the gaps in 
government 
services by 
bringing in health 
and family 
planning 
information (and 
commodities at 
some locations), 
antenatal and 
postnatal care, and 
immunization 
services (and 
provision of 
immunizations) 
closer to the 
doorstep of the 
target population.  

Study 
design:  
Serial cross-
sectional  
 
Unit of 
analysis:  
Individuals  
 
Selection of 
participants:  
Non-random 

Sample size:  
Sample size 
for survey not 
reported.   
 
Sample size 
for the overall 
intervention 
were:  
 
Total: 784,400  
 
CINI:  
238,000 
CRRID: 
286,300 
HIHT:  
260,100 

Age: 
Women of 
reproductive 
age  

Gender: 
100% 
Female 

Follow-up:  
4 years 
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The intervention 
was implemented 
by more than 600 
local RCH 
committees and 
around 1,800 
community health 
volunteers (CHVs). 
These trained 
CHVs (initially two 
weeks with follow-
up), delivered basic 
health care 
information and 
services, including 
some methods of 
contraception. Each 
volunteer assumed 
responsibility for 
keeping track of the 
health status of 
approximately 50 
households (250-
400 individuals). 
They also 
organized 
grassroots services 
through household 
visits, promoting 
health fairs, and 
attracting clients to 
services offered at 
mobile and satellite 
clinics (govt and 
LIP). CHVs also 
referred clients to 
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Years  Intervention Study 
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Follow-up 

services inside and 
outside their 
communities.  

Quinliva
n, 2003 

MF7, 
MF9 

Location: 
Australia 
 
Setting: 
Recruitment 
at public-
care teenage 
pregnancy 
clinic, but 
intervention 
conducted at 
participant 
homes 
 
Target 
group: 
Pregnant 
teenagers in 
prenatal 
care 

Years of 
program: 
July 1998 – 
December 
2000 
 
Years of 
evaluation: 
July 1998 – 
December 
2000  

Name: NR 
 
Intervention: A 
postnatal home-
visiting service was 
undertaken by 
nurse-midwives 
with the goal of 
reducing adverse 
neonatal outcomes 
and improving 
knowledge about 
contraception, 
vaccination 
schedules, and 
breastfeeding in 
teenage mothers 
younger than 18 
years of age.  

Study 
design: 
Randomized 
control trial - 
individual 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Non-random 

Sample size:  
Total: 136 
 
I: 71 
 
C: 65 
 
 

Age:  
Mean = 16 
years 
 
I: Mean 16.4 
(SD 0.96) 
 
C: Mean 16.6 
(SD 0.90) 
 
 

Gender: 
100% 
female 
 

Follow-up: 6 
months post-
natal 

Routh, 
2001  

MF1, 
MF2, 
MF7, 
MF8, 
MF9, 
MF10 
 

Location: 
Dhaka, 
Bangladesh 
 
Setting:  
All urban 
areas;  
Strategy 1: 
Community 
service 
points 
(CSPs) such 
as schools 

Years of 
program: 
1996- end 
date NR 
 
Years of 
evaluation: 
January 
1996-May 
1997  
 

Name: Operations 
Research Project of 
the ICDDR,B 
 
Intervention: 
Strategy 1 (CSP): 
Contraceptives 
(pills and condoms) 
and MCH-FP 
counseling were 
provided by 3 
female 
fieldworkers 

Study 
design: Non-
randomized 
trial – group 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Random 

Sample size:  
Before 
Total: 1600 
CSP: 400 
PHCC: 400 
C1: 400 
C2: 400 
 
After 
Total: 1600 
CSP: 400 
PHCC: 400 
C1: 400 

Age: NR Gender: 
100% 
female 
 
 

Follow-up: 
NA 
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and clubs; 
Strategy 2: 
Primary 
health care 
clinic 
(PHCC);  
Control: 
Community
-based 
household 
distribution 
(CBD) 
 
Target 
group: 
Married 
women of 
reproductive 
age (15-49 
years) 
 

weekly at 
community service 
points (CSPs, e.g. 
schools and clubs). 
Selective home 
visits were made to 
non-users to 
motivate them.  
Strategy 2 (PHCC): 
Services were 
provided at a 
primary health care 
clinic (PHCC), and 
included FP, ANC, 
postnatal care, and 
sick child and 
mother care. 
Services were 
provided daily by 3 
clinic staff, plus a 
doctor 3 days a 
week. Three 
fieldworkers 
conducted home 
visits to motivate 
non-users.  
Control: Standard 
services offered via 
community-based 
distribution. Field 
workers make 
household visits to 
married women of 
reproductive age in 
their catchment 
area to deliver 

C2: 400 
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contraceptive 
commodities, FP 
education and 
counseling and 
selective MCH 
services. Women 
who desire clinical 
services are 
referred to clinics. 

Sathar, 
2005 

MF1, 
MF9 

Location:  
Sargodha 
district, 
Punjab 
Pakistan 
 
Setting: 
Rural 
Pakistan in 
fixed 
location 
clinics and 
community 
settings 
 
Target 
group: 
Men and 
women 
attending 
fixed-
location 
clinics and 
working 
with 
community-
based health 

Years of 
program:  
February-
September 
2000 
 
Years of 
evaluation: 
December 
1999 (BL)-  
June 2001 
(FU) 
 

Name: SAHR 
(salutation, 
assessment, help, 
and reassurance) 
 
Intervention:  
Client-centered 
approach to 
reproductive health 
services that (1) 
integrates infant 
health, safe 
motherhood, and 
FP within overall 
reproductive health 
care; (2) ensures 
the services 
respond to client 
needs; and (3) 
addresses gender-
related and familial 
constraints to 
health-care 
services. 
Intervention was 
training aimed at 
changing provider 

Study 
design:  
Serial cross-
sectional 
 
Unit of 
analysis:  
Individual  
( providers 
observable 
actions during 
client 
interaction) 
 
Selection of 
participants:  
NR but 
assumed to be 
non-random 

Sample size:  
Fixed-location 
clinics: 
Providers 
Pre: N=78  
Post: N= 77  
Observations 
of interactions 
Pre: N=706 
Post: N=823 
 
Community 
workers 
Pre: N=72 
Post: N=86 
Observation of  
interactions 
Pre: N=381 
Post: N=443 

Age: 
Average age 
of providers: 
 
At fixed 
location 
clinics 
Intervention: 
36.8 (Range 
22-56) 
Control: 
36.2 (Range 
19-50) 
 
Community 
workers: 
Intervention 
29.4 (Range 
20-45) 
Control 29.9 
(Range 20-
45) 

Gender:  
NR 

Follow-up: 
10 months 
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workers attitudes and 
behavior to help 
clients meet their 
needs by 
eliminating barriers 
to service access 
and use. Training 
program used a 
framework, SAHR. 
Staff from both 
fixed location 
clinics and the 
community-level, 
as well as 
supervisors and 
senior managerial 
staff, were trained. 

Solo, 
1999 

MF3, 
MF4 

Location:  
Kenya 
(Kisumu, 
Mombasa, 
Eldoret, 
Nakuru, 
Nyeri) 
 
Setting: Six 
Kenyan 
MOH 
hospitals 
 
Target 
group: 
Women 
presenting 
with 
incomplete 

Years of 
program: 
September 
1996 – 
January 
1997  
 
Years of 
evaluation 
Pre I: 
February-
March and 
June-July 
1996 
Post I: 
March-May 
1997 

Name: NR 
 
Intervention: 
Three different 
post-abortion FP 
models were 
implemented in 
two hospitals each. 
The intervention 
consisted of: 
training of staff in 
manual vacuum 
aspiration (MVA) 
and/or postabortion 
FP, provision of 
equipment and 
supplies, and 
reorganization of 
services. In Model 

Study 
design: Non-
randomized 
trial - group 
 
Unit of 
analysis: 
Individual  
 
Selection of 
participants: 
Non-random  

Sample size:  
Female 
patients 
Pre I: 481 
Post I: 319 
 
Staff 
Pre I: 140 
Post I: 106 
 
Male partners 
Post I: 92 

Age: 
Patients age 
range: 
15-35 + years 
 
 
Providers  
mean age 
Pre I: 35 
Post I:  34 
 
 

Gender: 
Patients:  
100% 
female and 
male 
partners 
100% male 
(only 92 
male 
partners 
interviewe
d) 
 
Proportion
s for 
providers 
not 
provided 
 

Follow-up: 
NA 
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abortion and 
at less than 
16 weeks 
gestation  
 
 
 
 

1, gynecological 
ward staff members 
received both 
MVA and 
postabortion FP 
training. In Models 
2 and 3, gyn ward 
staff received 
MVA training 
while staff from the 
MCH-FP clinics of 
the hospital 
received 
postabortion FP 
training.  
Reorganization of 
services entailed 
creating space for 
counseling patients, 
making 
contraceptives 
available in the 
ward, and 
reallocation of staff 
time and 
responsibilities. In 
Models 1 and 2 
sites, private spaces 
for postabortion 
counseling were 
created in the 
gynecological 
wards.  
Model 1: FP 
services provided 
on ward by ward 

 



 32 

Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

staff (same 
provider 
responsible for all 
aspects of a 
patient’s 
management, 
distance is bridged 
between services). 
Model 2: FP 
services provided 
on ward by MCH-
FP staff (providers 
with FP experience 
provide FP 
services, distance is 
bridged). 
Model 3: FP 
services provided 
in MCH-FP clinic 
by MCH-FP staff 
(experienced FP 
providers offer FP 
services, FP 
commodities are 
not moved from 
clinic to ward,  
potentially easier 
follow-up but 
distance NOT 
bridged). 

Sultan, 
2002 

MF9, 
MF10 
 

Location: 
Pakistan 
 
Setting: 
Households 
in 

Years of 
program: 
1993- NR 
 
Years of 
evaluation: 

Name: The Lady 
Health Worker 
Programme 
(Ministry of 
Health) and the 
village-based 

Study 
design: 
Cross-
sectional 
 
Unit of 

Sample size:  
Total: 4676  
Exposed to 0 
health 
workers: 1820 
Exposed to 1 

Age: Women 
age 15-49 
were 
interviewed 
 
<25 yrs:  

Gender: 
100% 
female 
 
 

Follow-up: 
NA 
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communitie
s served by 
community 
health 
workers 
 
Target 
group: Ever 
married 
rural women 
age 15-49 
years  
 

late 1996-
early 1997  

family planning 
worker programme 
(Ministry of 
Population 
Welfare) 
 
Intervention: Lady 
Health Workers 
(LHWs) deliver a 
range of services to 
households in rural 
and urban areas, 
including 
promoting 
childhood 
immunization, 
growth monitoring, 
FP, and health 
promotion and 
education. [See 
Douthwaite for 
more details.] 
Village-based FP 
health workers 
operate in rural 
areas, have >10 yrs 
of education and 
are trained for 7 
months. They 
compile a register 
of local married 
women of 
reproductive age 
and visit them at 
home regularly. 
Workers distribute 

analysis: 
Individual 
 
Selection of 
participants: 
Random 

health worker: 
2128 
Exposed to >2 
health 
workers: 728  
 
 

1250 (27%) 
 
25-34 yrs: 
1955 (42%) 
 
>35 yrs: 
1425 (31%) 



 34 

Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

oral and injectable 
contraceptives and 
condoms and have 
medications to treat 
sick children. 

Vernon, 
1993 

MF1,  
MF2 
MF5, 
MF6, 
MF7, 
MF8, 
MF9,  
MF11 

Location: 
Tegucigalpa
, Honduras 
 
Setting: 
Honduran 
social 
security 
maternal-
infant 
hospital 
 
 
Target 
group: Pre 
and 
postpartum 
women who 
gave birth at 
the hospital 
 

Years of 
program:  
October 
1990-
February 
1992 
 
Years of 
evaluation  
August 
1990-March 
1992 

Name: Population 
Council’s INOPAL 
(Investigation 
Operacional en 
America Latina) 
project 
 
Intervention:  
A client oriented 
reproductive health 
program that 
included five 
separate 
components. (1) 
Prenatal education 
was offered 
through videos and 
in-person by nurses 
on 6 topics: 
reproductive risk 
factors, family 
planning, prenatal 
care, breastfeeding, 
labor, and baby 
care. (2) Full-time 
individual 
counseling on 
family planning 
and  reproductive 
health was made 
available (3) The 

Study 
design: Serial 
cross- 
sectional  
 
Unit of 
analysis: 
Individual  
 
Selection of 
participants: 
Non-random 

Sample size:  
N=1440 from 
3 serial cross-
sectional 
surveys 
N=614 Feb 
N=344 Oct 
N=482 Dec 
 
Perinatal info 
system 
N=6,617  
 
Logbooks 
N=9326 
 
 
 

Age:  
No mean 
available. 
6%  younger 
than 20 
10% older 
than 34 

Gender: 
100% 
female  
 
 

Follow-up: 
NA 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

range of 
contraceptive 
methods available 
after delivery was 
increased to 
include pills, 
condoms, and, 
vaginal tables in 
addition to IUD 
and female 
sterilization 
services already 
being offered. (5) 
A postpartum 
outpatient clinic 
where mothers and 
newborns could be 
seen 
simultaneously on 
the 40th day after 
birth and where all 
services for mother 
and newborn could 
be offered at a 
single visit and 
staff had an 
additional 
opportunity to offer 
family planning 
services. (5) A 
perinatal 
information system 
for improved data 
collection which 
included 2 methods 
of data collection: 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

medical history and 
carnets, a copy of 
the clinical history 
kept by the patient. 
Data was collected 
on acceptance of 
contraception and 
attendance at 
educational 
sessions 

Warren, 
2010 

MF7, 
MF8 
 

Location: 
Eastern 
Kenya 
 
Setting: 
Maternity 
and 
maternal 
child health 
clinics 
 
Target 
group: 
Postpartum 
women and 
their 
children 
 

Years of 
program: 
Initiated 
between 
September 
2006 and 
July 2007 - 
ongoing 
 
Years of 
evaluation: 
September 
2006-July 
2007  

Name: NR 
 
Intervention:  
A postnatal care 
package and job aid 
were created to 
increase provider 
awareness of the 
need to focus on 
providing the 
continuum of care 
from pregnancy 
through the 
postnatal period. A 
3-day training took 
place for 24 staff 
and their 
supervisors in the 
postnatal care 
package and the 
use of a new 
postnatal register. 
Regular 
supervision visits 
were made to the 
clinics. The 

Study 
design: Serial 
cross-
sectional  
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Non-random 
selection of 
both clinics 
(purposive) 
and clients 
(consecutive) 

Sample size:  
Total: 249 
 
48 h visit 
Post only: 29 
 
1-2 wk visit 
Post only: 64 
 
6 wk visit 
Pre: 86 
Post 70 
 
 
 

Age:  
NR 

Gender: 
Female: 
100% 
 
 

Follow-up: 
NA 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

postnatal care 
package 
recommended 3 
assessments 
(including 
examinations and 
counseling on FP, 
breastfeeding, 
newborn care, HIV, 
syphilis, etc.) 
within the first 6 
weeks after 
childbirth.  

Zhu, 
2009 

MF3, 
MF4 

Location: 
Beijing, 
Shanghai 
and 
Zhengzhou, 
China 
 
Setting:  
24 abortion 
clinics in 
selected 
public 
hospitals 
 
 
Target 
group: 
Pregnant 
women <25 
years during 
their first 
trimester 
who visited 

Years of 
program: 
May – 
November 
2006 
 
Years of 
evaluation 
Exact dates 
not reported. 
For both pre 
and post I 
groups of 
women data 
was collected 
at the time of 
abortion and 6 
months later.  
 
 
 
 

Name: NR 
 
Intervention: 
Culturally 
appropriate, post-
abortion FP service 
packages were 
implemented in 24 
hospitals across 
three cities. These 
packages provided 
training for 
providers as well as 
services for 
abortion clients. 
Hospitals were 
randomized to 
receive one of two 
intervention 
packages: essential 
(package A) or 
comprehensive 
(package B).  

Study 
design: 
Randomized 
trial – group 
 
Unit of 
analysis: 
Individual  
 
Selection of 
participants:  
Non-random 

Sample size: 
Total = 2336 
participants 
 
Package A 
Hospitals: 
Pre I: 555  
Post I: 555  
 
Package B 
Hospitals 
Pre I: 634  
Post I: 592  

Age:  
Package A 
Pre I: 
15-20: 22.5% 
21-24: 77.5% 
Post I:  
15-20: 26.3% 
21-24: 73.7 
 
Package B 
Pre I:  
15-20: 22.6% 
21-24: 77.4% 
Post I:  
15-20: 26.0% 
21-24: 74.0% 
 
 

Gender:  
100% 
women 

Follow-up: 6 
months 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

hospital for 
abortion 
services 
 

Package A: 1) 1-
day training for 
abortion service 
providers and the 
provision of service 
guidelines, 2) 
group education for 
women who sought 
an abortion, and 3) 
referral to FP 
services.  
Package B was 
more extensive: 1) 
2-day training for 
providers and 
provision of service 
guidelines, 2) 
group education for 
women, 3) 
individual 
counseling, 
information and 
recommendations 
about suitable FP 
methods, 4) free 
contraceptive 
provision, 5) 
involvement of 
male partners in 
group education 
and individual FP 
counseling, and 6)  
referral of women 
to existing FP 
services.  
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

Matlab studies 
Chaudhu
ri, 2008 
 
 

MF1, 
MF5, 
MF6, 
MF11, 
MF12 

Location: 
Matlab 
district, 
Bangladesh 
 
Setting: 
Community 
level 
 
Target 
group: 
Women of 
childbearing 
age in select 
communitie
s in the 
Matlab 
district 

Years of 
program:  
1977 – late 
1990s  
 
Years of 
evaluation: 
1996 

Name: Family 
Planning Health 
Services Project 
(FPHSP); renamed 
to Maternal Child 
Health Family 
Planning (MCH-
FP) in 1986 
 
Intervention: A 
community-based 
FP program 
associated with a 
few basic MCH 
services, including 
tetanus 
immunization 
during pregnancy 
(and later for all 
married women), 
iron/folic acid 
supplementation 
during pregnancy 
and lactation, 
distribution of safe 
delivery kits, and 
care of simple 
ailments during 
pregnant. In each 
village, a female 
CHW visited each 
household 
biweekly and then 
monthly with a 

Study 
design: 
Cross-
sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Randomly 
selected two 
children per 
household to 
be measured 

Sample size:  
 
Total: 3,225 
children 
 
Girls: 1,623 
 
Boys: 1,632 
 
 

Age: 0-10 
years of age 
 
 

Gender: 
50% boys, 
50% girls 
 

Follow-up: 
NA (cross-
sectional) 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

male health 
assistant. In 
addition, four 
health centers were 
established in 1996 
providing basic 
emergency 
obstetric care for 
the catchment area 
and are staffed by a 
trained nurse-
midwife and a 
paramedic who 
provide antenatal 
care, treat minor 
pregnancy and 
delivery 
complications, 
conduct normal 
deliveries, and refer 
cases with serious 
complications to 
the Matlab hospital. 

Fauveau, 
1990 

See 
above 

See above 
 
 

Years of 
program: 
See above 
 
Years of 
evaluation: 
1979-1986   
 

See above 
 

Study 
design: Serial 
cross-
sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
Non-random 

Sample size:  
1979-1982: 
I:13,818 
C: 16,781 
 
1983-1986:  
I: 13,433 
C: 16,018 
 
 

Age: NR 
 
 

Gender: 
Assumed 
to be 100% 
female 
 

Follow-up: 7 
years 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

Hale, 
2006 

See 
above 

See above Years of 
program: 
See above 
 
Years of 
evaluation: 
1982-2002  

See above  Study 
design: Serial 
cross-
sectional 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
NR (but 
assumed to be 
non-random) 

Sample size: 
125,720 
 
(N was not 
broken down 
by I or C area) 
 
1982-86:  
N= 32,199 
 
1987-91: 
32,858 
 
1992-96: 
27,319 
 
1997-99: 
16,394 
 
2000-02: 
16,950 

Age: Under 5 
years of age 
 
 

Gender: 
NR 
 

Follow-up: 
NA (serial 
cross-
sectional)  

Maine, 
1996 
 

See 
above 

See above 
 
 

Years of 
program:  
See above 
 
Years of 
evaluation: 
1984-1989  
 
Pre-
intervention:  
1984-86 
 
Post-
intervention:  
1987-89 

See above Study 
design:  
Serial cross-
sectional 
 
Unit of 
analysis:  
Individual 
 
Selection of 
participants:  
Non-random 

Sample size:  
Matlab clinic 
registry = 300  
 
For other 
outcomes NR 

Age: 
Women of 
reproductive 
age 

Gender:  
100% 
female 

Follow-up: 
 NR (serial 
cross-
sectional) 
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Study Matrix 
cells 

Location, 
setting & 
target 
group 

Years  Intervention Study 
Design  

Sample Size Age Gender Length of 
Follow-up 

Ronsman
s, 1997 
 

See 
above 

See above  Years of 
program:  
See above 
 
Years of 
evaluation 
1976-1993 

See above 
 

Study 
design:  
Serial cross-
sectional  
 
Unit of 
analysis:  
Individual 
 
Selection of 
participants:  
Non-random  

Sample size:  
NR for 
outcomes 
comparing the 
intervention to 
control group 
(i.e. outcomes 
of interest) 
 

Age: 
15-44 years  

Gender: 
100% 
female   

Follow-up:  
N/A (serial 
cross-
sectional) 

Simmons
, 1991 

See 
above 

See above  Years of 
program: 
See above 
 
Years of 
evaluation: 
1985 

See above  Study 
design: 
Cross-
sectional 
(outcomes of 
cost reported 
are cross-
sectional) 
 
Unit of 
analysis: 
Individual 
 
Selection of 
participants: 
NR 

Sample size: 
NA 
 (cost data) 
 
 

Age: NR  
 

Gender: 
NR 
 
 

Follow-up: 
NA 
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Appendix: Table II – Study Outcomes 
 

Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Agha, 2007 
 
Intervention: 
A franchising network 
intended to improve the 
quality of reproductive 
health services 
 
Study design: 
Serial cross-sectional 
 
Rigor score: 2/9  
 
 

Biological Outcomes 
NR 
 
Behavioral Outcomes 
From household surveys – married women ages 15-45 
1. Family planning current use 
I: BL 44.7% vs. FU 50.0% (p=0.279, NS);  C: BL 55.9% vs. FU 48.3% (p=0.134, NS) 
Difference in trend (p=0.067, NS) 
2. Family planning from medical store/pharmacy 
I:  BL 5.4% vs. FU 7.0% (p=0.262, NS);   C: BL 2.8% vs. FU 1.2% (p=0.113, NS) 
Difference in trend (p=0.036, SIG) 
3. Antenatal care any use during last pregnancy 
I:  BL 57.5% vs. FU 62.5% (p=0.314, NS);  C:  BL 62.5% vs. FU 67.3% (p=0.314, NS) 
Difference in trend (p=0.990, NS) 
4. Antenatal care from medical store/pharmacy 
I:  BL 1.4 vs. FU 3.3% (p=0.175, NS);  C:  BL 2.4% vs. FU 0.9% (p=0.147, NS) 
Difference in trend (p=0.147, NS) 
 
Process Outcomes/Output 
From exit surveys 
1. % very satisfied with cleanliness of clinic 
I: BL 37.4% vs. FU 64.8% (p<0.0001, SIG);C: BL 16.8% vs. FU 20.2% (p=0.540, NS) 
Difference in trend (p=0.060, NS) 
2. % very satisfied with essential equipment 
I: BL 35.3% vs. FU 62.2% (p=0.001, SIG); C : BL 12.7% vs. FU 7.7% (p=0.183, NS) 
Difference in trend (p=0.002, SIG) 
3. % very satisfied with essential medicines 
I: BL 60.9% vs. FU 70.5% (p=0.119, NS); C : BL 26.1% vs. FU 27.6% (p=0.829, NS) 
Difference in trend (p=0.002, SIG) 
4. % very satisfied with good handling of clients 
I: BL 82.4% vs. FU 88.4% (p=0.138, NS); C : BL 58.2% vs. 64.6% (p=0.348, NS) 
Difference in trend (p=0.631, NS) 
5. % very satisfied with the service charge 

Substantial increases in client 
satisfaction were observed across a 
range of elements of quality at 
intervention clinics but not at 
control clinics.  Also, trends in 
client satisfaction were 
significantly different between 
intervention and control clinics. 
Return visits also increased at 
intervention clinics. However, 
there were no significant 
differences between intervention 
and control clinics in regards to 
family planning use, antenatal care 
use during last pregnancy or 
antenatal care from medical 
store/pharmacy.  There was a 
significant difference in trend 
between intervention and control 
clinics in regards to obtaining FP 
from medical stores/pharmacies.  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

I: BL 74.6% vs. FU 68.6% (p=0.381); C : BL 22.1% vs. FU 25.1% (p=0.654, NS) 
Difference in trend (p=0.360, NS) 
6. % very satisfied with physical look 
I: BL 25.6% vs. FU 64.0% (p<0.001, SIG); C : BL 13.6% vs. FU 14.8% (p=0.810, NS) 
Difference in trend (p=0.007, SIG) 
7. % very satisfied with range of services 
I:  BL 40.3% vs. FU 71.3% (p=0.001, SIG); C BL 16.5% vs. FU 11.2% (p=0.336, NS) 
Difference in trend (p=0.004, SIG) 
8. % very satisfied with privacy 
I:  BL 37.6% vs. FU 72.2% (p<0.001, SIG); C : BL 13.7% vs. FU 11.4% (p=0.008, SIG) 
Difference in trend (p=0.008, SIG) 
9. % overall satisfied 
I: BL 54.7% vs. FU 76.8% (p=0.007, SIG); C : BL 27.3% vs. FU 241.% (p=0.032, SIG) 
Difference in trend (p=0.032, SIG) 
10. % of clients making a return visit (adjusted) 
I: BL 83% vs. FU 93% (p=NR)  C: BL 88% vs. FU 89% (p=NR) 
Difference in trend (p=0.053, SIG) 

Alvarado, 1999 
 
Intervention:  
Integrated maternal and 
infant care for first year 
postpartum 
 
Study design:  
Non-randomized trial – 
group  
 
Rigor score: 4/9 
 

Biological Outcomes  
1. Unintended Pregnancy (among contraceptive acceptors) 
  I: 1.1% (N=182)   
 C: 0.5% (N=173) (p=NR) 
2. Infant mean weight (grams) and length (cm) 
   Weight at 0 months: I: 3360 + 502;  C: 3339 + 429 (p=NS) 
   Weight at 6 months: I: 7962 + 801;  C: 7779 + 811 (p=0.03, SIG) 
   Weight at 12 months: I: 10,093 + 918; C: 9665+ 1069 (p=0.0001, SIG) 
   Length at 0 months:  I: 49.7 + 2.8, 49.9 + 1.8 (p=NS) 
    Length at 6 month:   I: 66.7 + 2.3, C: 65.7+ 2.1, or is it (p<0.00001, SIG) 
    Length at 12 month:  I: 75.3 + 2.4,  C: 73.2+ 2.5, or is it (p<0.00001, SIG) 
3. Infant morbidity rates (per 100 infant-months) during the first year of age 
     Diarrhea:  I: 0.1; C: 1.5  Unadjusted RR (C vs. I): 11.3 (p=0.00001, SIG) 
    Respiratory ailment:  I: 3.3;  C: 5.1   Unadjusted RR (C vs. I): 1.6 (p=NS) 
    Other: I: 1.3 ; C: 1.5 Unadjusted RR (C vs. I): 1.1 (p=NS) 
    Hospitalization:  I: 0.2;  C: 0.7   Unadjusted RR (C vs. I): 3.3 (p=0.02, SIG) 
 
Behavioral Outcomes 
1. Contraceptive acceptance (all methods)  

Contraceptive acceptance was 
similar in both groups, but 
methods chosen differed, as did 
contraceptive discontinuation. 
Number of unintended pregnancies 
was higher in the CSLH clinic, 
although this difference was not 
significant. Loss to follow-up was 
higher in the control group. All 
method acceptors attended the 
CSLH until the end of the year, 
whereas 21% of those attending 
the public clinic were considered 
lost to follow-up. Breastfeeding 
duration and infant growth and 
health were significantly better at 
the intervention clinic than the 
control clinic.  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

I: 91.5% (N=199); C: 96.1% (N=180) (p=NR) 
2. Contraceptive uptake  (Continued initial method)  
    I: 74.2%, C: 0.0% * (p=NR) 
* No data on control group who did not attend the scheduled visits 
3. Contraception discontinuation  (Discontinued contraception) 
    I: 2.2%, C: 1.7%,   (p=NR) 
4. Breastfeeding 

Fully breastfeeding at 6 months postpartum: 
 I: 74%, C: 10%  (p=0.0001, SIG) 
Weaned at 6 months postpartum: 
 I: 7%, C: 50%, (p=0.0001, SIG) 

 
Process Outcomes/Output 
1. Infant follow-up 

FU at 6 months/  I: 93%; C: 88% (p=NR) 
FU at 12 month/ I: 92%,C: 72% (p <0.0001, SIG) 

2. Mean number of infant visits during first year after birth 
     I: 7.5, C: 5.3, (p <0.0001, SIG) 
3. Loss to follow-up among contraceptive acceptors 

I: 0% (N=182), C: 20.8% (N=173) (p=NR) 
4. Proportion who did not have visits scheduled among contraceptive acceptors  

I: 0% (N=182); C: 69.9% (N=173) (p=NR) 
 
Other Reported Outcomes  
1. Contraceptive methods used  
2. Proportion of clients who changed contraceptive methods  
3. Qualitative assessment of client and provider satisfaction 

Amin, 2001 
 
Intervention:  
ESP in reproductive and 
child health care, 
nutritional services, and 
basic curative and 
preventive care through 

Biological Outcomes 
1. Total fertility rate 
     I:   BL/1992: 4.61, EL/1997: 3.66; C: BL/1992: No data, EL/1997: 4.72 (p=NR) 
2. Total number of children ever born 
     I:   BL/1992: 4.51, EL/1997: 3.62: C: BL/1992: No data, EL/1997: 3.61  (p=NR) 
3. Infant mortality rate (per 1000 live births)  (From survey collected in 1997) 
I :  1992/88.0, 1993-94/74.6,1995-96/62.5 (p=NR)** 
C:1992/ 80.7,1993-94/68.7, 1995-96/54.3 (p=NR) 
(**: Discrepancy in data, 2 figures for IMR for 1992. (1) According to data collected from 

Phase 1: Contraceptive prevalence 
rate (CPR) nearly doubled within 
the intervention area over the study 
period, and the CPR in the 
intervention area post-intervention 
was much higher compared to the 
control area. Infant mortality 
declined substantially in the 
experimental area, but a similar 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

static clinics  
 
Study design: 
Non-randomized—
individual 
 
Rigor score:  2/9 

survey in 1997 IMR in I in 1992=88.0, while (2) according to data collected from survey in 
1992 IMR in I in 1992=81.5) 
 
Behavioral Outcomes 
1. Contraceptive prevalence rate 
    I:   BL/1992: 28%, EL/1997: 53%; C: BL/1992: No data, EL/1997: 38.41%  (p=NR) 
 
Process Outcomes/Output  
(Only pertain to Phase 2. Comparing Intervention and Control groups) 
 
1. Coverage 
Availability of private doctor with pharmacy 
    I :55.2%; C: 35% (p=NR) 
Availability of private doctor 
    I: 24.2%; C: 7% (p=NR) 
Availability of government health center 

I: 98.1%; C:80% (p=NR) 
Availability of government satellite clinic 
    I : 88.3%; C:60%   (p=NR) 
Availability of Palli Mangal Clinic 
    I: 64.3%;  C:5%  (p=NR) 
 
2. Utilization  
Utilization of private doctor with pharmacy 
     I : 15.4%, C: 11%  (p=NR) 
Utilization of private doctor 
     I : 8% ; C:3% (p=NR) 
Utilization of government health center 
     I: 14.3%; C:9% (p=NR) 
Utilization of government satellite clinic 
     I :12.4%; C:7.1% (p=NR) 
Utilization of Palli Mangal Clinic 
     I : 14.2%; C: 0% (p=NR) 
 
3. Immunization coverage 
TT immunization 

decline was seen in the control 
area. Both groups experienced a 
similar slight rise in the coverage 
of child immunizations. 
Phase 2: The intervention area had 
greater availability and utilization 
of modern doctors, pharmacies, 
health centers, etc. compared to the 
control area. Availability of 
traditional providers was still 
strong in both areas. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

    I:   BL/1992: 80.9%, EL/1997: 89.9%; C: BL/1992: No data, EL/1997: 86.1%  (p=NR) 
DPT immunization 
    I:   BL/1992: 83.2%, EL/1997: 94.3%; C: BL/1992: No data, EL/1997: 96.2%(p =NR) 
Measles immunization 
     I:   BL/1992: No data, EL/1997: 88.6%; C: BL/1992: No data, EL/1997: 79.2% (p= NR) 
 
Other Reported Outcomes 
1. Age specific fertility rate   
2. Percentage of respondents reporting availability of sources of credit of poor women 
3. Influence of credit membership on contraceptive use and ESP use (logistic regression)   

Barnet, 2007 
 
Intervention: 
A community-based home 
visitation and education 
program about parenting 
and family planning for 
adolescent mothers 
 
Study design: 
Randomized trial – 
Individual 
 
Rigor score: 7/9 

Biological Outcomes 
1. Repeat pregnancy 
I: Year 1: 19%, Year 2: 45% ; C: Year 1: 19%, Year 2: 38% 
AOR*=1.2; 95% CI: (0.4-3.5); (p = 0.69, NS) 
2. Repeat birth 
I: Year 1: 8%, Year 2=13%  ; C: Year 1: 8%, Year 2=19% 
AOR*:0.6; 95% CI:  (0.2-2.6); (p = 0.54, NS) 
 
Behavioral Outcomes 
1. Condom use “always” in past 12 months  
I: Year 1: 50%, Year 2: 55%  ; C: Year 1: 35%, Year 2: 38% 
AOR*:3.6; 95% CI: (0.9-14.4); (p = 0.07, NS) 
2. Hormonal contraception use in past 12 months  
I: Year 1:50%, Year 2: 58%; C: Year 1: 58%, Year 2: 66% 
AOR*=0.7; 95% CI: (0.2-1.9); (p = 0.46, NS) 
 
Knowledge Outcomes  
1. Total mean AAPI (adult adolescent parenting inventory) scores  
I: Year 1: 119.6 (SD 14.6), Year 2: 122.0 (SD 17.2) 
C: Year 1: 110.1 (SD 13.7), Year 2: 111.8 (SD 14.7) 
Difference in Score Change (I vs. C):  
          β = 5.5; 95% CI: (0.5 – 10.4); (p = 0.03, SIG) 
 
Process Outcomes/Output  
1. Linked with primary care: has a regular personal doctor at year 2 
I: Year 2: 61%; C: Year 2: 47% 

 
Home visiting intervention 
significantly improved parenting 
attitudes and beliefs relative to 
usual care program. There was a 
significant trend toward consistent 
condom use among the home 
visitation group as compared to the 
control group, but no difference in 
repeat pregnancy, repeat birth, 
hormonal contraception, and 
depressive symptoms. Finally, 
there was no significant difference 
between the two groups with 
regard to linking teens to a primary 
care service. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

AOR*=1.9; 95% CI: (0.7-5.6); (p = 0.23, NS) 
2. Percentage who completed fewer than 75% of planned curriculum sessions 
I: 39% 
*Adjusted for baseline depressive symptoms and baseline household violence. 
 
Other Reported Outcomes  
1. In-school status (in school or graduated) 
2. Mental health depressive symptoms 

Bashour, 2008 
 
Intervention: Home visits 
aimed to examine, follow-
up, educate, support, and 
counsel women who had 
recently given birth.   
 
Study design: Randomized 
control trial - individual 
 
Rigor score: 5/9 

Biological Outcomes 
Maternal morbidity 

1. Severe vaginal bleeding 
A: 15/284 (5.3%) vs. B: 25/293 (8.5%) vs. C: 26/296 (8.8%) p=0.208 NS  
 
2. Swelling of the legs 
A: 24/284 (8.5%) vs. B: 24/293 (8.2%) vs. C: 24/296 (8.1%) p=0.988 NS 
 
3. Vaginal discharge 
A 49/282 (17.4%); B 51/292 (17.5%); C 54/292 (18.5%) p=0.926 NS 
 
4. Lower abdominal pain 
A 75/282 (26.4%); B 77/292 (26.4%); C 74/295 (25.1%) p=0.917 NS 
 
5. Back pain 
A 135/284 (47.5%); B 133/293 (45.4%); C 143/294 (48.6%) p=0.726 NS 
 
6. Dysuria 
A 49/285 (17.2%); B 53/294 (18.0%); C 63/297 (21.2%) p=0.422 NS 
 
7. Breast engorgement  
A 45/285 (15.8%); B 52/294 (17.7%); C 44/297 (14.8%) p=0.628 NS 
 
8. Fever  
A 55/285 (19.3%); B 49/294 (16.7%); C 41/297 (13.8%) p=0.204 NS 
 
9. Constipation 
A 123/283 (43.5%); B 106/293 (36.2%); C 115/296 (38.5%) p=0.189 NS 

A significantly higher proportion 
of mothers reported exclusively 
breastfeeding at 4 months, and 
maternal pallor and sleep disorders 
were more often reported in groups 
A and B compared with group C.  
There were no reported differences 
in groups in other (numerous) 
outcomes.  
 
The three arms did not differ in 
their current contraceptive use or 
postpartum care uptake (defined as 
paying one postpartum visit to a 
health provider).  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
10. Hemorrhoids 
A 43/281 (15.3%); B 50/292 (17.1%); C 56/294 (19.0%) p=0.492 NS 
 
11. Dyspepsia 
A 12/278 (4.3%); B 22/291 (7.6%); C 18/296 (6.1%) p = .266 NS 
 
12. Pallor 
A 88/283 (31.1%); B 102/292 (34.9%); C 67/296 (22.6%) p = .004 SIG 
 
13. Perineal pain 
A 85/283 (30%); B 85/292 (29.1%); C 77/293 (26.3%) p=0.580 NS 
 
14. Dyspareunia 
A 66/282 (23.4%); B 72/292 (24.7%); C 60/295 (20.3%) p=0.,439 NS 
 
15. Fatigue 
104/282 (36.9%); B 120/292 (41.1%); C 96/295 (32.5%) p=0.099 NS 
 
16. Others 
A 41/278 (15.3%); B 49/281 (17.4%); C 36/292 (12.3%) p=0.227 NS 
 

Infant outcomes 
17. Death of the newborn (Yes) 
A 3/284 (1.1%); B 2/293 (0.7%); C 0/296 (0%) p=0.231 NS 
 
18. Fever 
A 111/282 (39.5%); B 123/288 (42.7%); C 109/292 (37.3%) p=0.413 NS 
 
19. Cold and/or cough 
A 151/281 (53.7%); B 161/291 (55.3%); C 158/293 (53.9%) p=0.916 NS 
 
20. Fast breathing 
A 28/281 (10.0%); B 34/288 (11.8%); C 24/291 (8.3%) p=0.361 NS 
 
21. Diarrhea 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

A 123/280 (43.9%); B 133/288 (46.2%); C 155/293 (52.9%) p=0.080 NS 
 
22. Sleep disorders 
A 67/279 (24.0%); B 76/288 (26.4%); C 49/291 (16.8%) p=0.015 SIG 
 
23. Nutritional problems 
33/278 (11.9%); B 39/287 (13.6%); C 39/292 (13.4%) p=0.805 NS 
 
24. Infection 
A 50/280 (17.5%); B 63/289 (21.8%); C 51/292 (17.5%) p=0.341 NS 
 
25. Jaundice 
A 92/280 (32.9%); B 107/288 (37.2%); C 99/293 (33.8%) p=0.525 NS 
 
26. Others 
A 52/248 (21.0%); B 59/262 (22.5%); C 54/282 (19.1%) p=0.625 NS 
 
27. Woman is currently pregnant 

      Yes:  A 4/262 (1.4%); B 3/292 (1.0%); C 3/293 (1.0%) 
      No: A 257/262 (91.1%); B 263/292 (90.1%); C 255/293 (87.0%)  
      Don’t know: A 21/262 (7.4%); B 26/292 (8.9%); C 35/293 (12.0%)  
      p-value=0.439 NS 
 
Behavioral Outcomes 

28. Current contraception use (Yes) 
A 117/276 (42.24%); B 107/289 (37.0%); C 118/291 (40.5%) p-value=0.415 NS 
 
29. Type of contraceptive method 

        Pills: A 42/117 (34.1%); B 40/107 (35.1%); C 46/118 (35.9%)  
        IUDs: A 23/117 (18.7%); B 30/107 (29.3%); C 35/118 (27.3%) 
        Condoms: A 16/117 (13.0%); B 8/107 (7.0%); C 10/118 (7.8%) 
        Others: A 36/117 (30.8%); B 29/107 (27.1%); C 27/118 (31.4%) p=0.352 NS 

 
30. Mother is currently breastfeeding (Yes) 
A 272/283 (96.1%); B 279/287 (97.2%); C 283/295 (95.9%) p=0.670 NS 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

31. Mother is still breastfeeding four months after delivery (Yes) 
A 261/265 (98.5%); B 270/279 (96.8%); C 269/278 (96.8%) p=0.360 NS 
 
32. Mother is still exclusively breastfeeding (Yes) 
A 69/242 (28.5%); B 77/256 (30.1%); C 52/258 (20.2%) p=0.023 SIG 
 
33. Baby was vaccinated at the health center (Yes) 
A 269/283 (95.1%); B 281/289 (97.2%); C 289/296 (97.6%) p=0.180 NS 
 

Knowledge Outcomes 
NR 
 
Process Outcomes/Output 

34. Contraceptive method prescribed by 
       Self: A 52/117 (44.4%); B 46/103 (44.7%); C 52/117 (44.4%) 
       Doctor: A 11/117 (9.4%); B 12/103 (11.7%); C 11/117 (9.4%) 
       Health center: A 39/117 (33.3%); B 34/103 (33.0%); C 49/117 (41.9%) 
       Midwife: A 6/117 (5.1%); B 4/103 (3.9%); C 0/117 (0%) 
       Others: A 9/117 (7.7%); B 7/103 (6.8%); C 5/117 (4.3%) p=0.460 NS 

 
35. Woman went to doctor for her problem (Yes) 
A 97/285 (34%); B 109/294 (37.1%); C 109/297 (36.7%) p=0.709 NS 
 
36. Woman is happy about her experience during postnatal period (Yes) 
A 225/281 (80.1%); B 234/289 (81.0%); C: 246/292 (84.2%) p=0.392 NS 
 
37. Availability of the vaccination card with the mother (Yes) 
A 229/270 (84.8%); B 236/282 (83.7%); C 247/286 (86.4%) p=0.669 NS 

 
Billings, 2003 
 
Intervention: Different 
models of postabortion care 
were compared to a 
standard control among 

MVA=manual vacuum aspiration; SC=standard care 
 
Behavioral Outcomes 
Method selection (among those who received a method) 

1. Chosen by the woman 
MVA: 43.4% vs. SC: 80.2% (p<0.01, SIG) 
SC: 80.2% vs. C: 37.9% (p<0.01, SIG) 

Women in the two PAC groups 
rated the quality of services they 
received more highly than did 
those receiving sharp curettage 
standard care.   
 
A greater proportion of women 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

women receiving PAC in 
hospitals in Mexico City.  
 
Study design: Cross-
sectional  
 
Rigor score: 2/9 

MVA: 43.4% vs. C: 37.9% (NS) 
2. Offered by a physician 
MVA: 17.0% vs. SC: 16.9% (NS) 
SC: 16.9% vs. C: 25.2% (NS) 
MVA: 17.0% vs. C: 25.2% (NS) 
3. Chose by a woman and physician together 
MVA: 32.7% vs. SC: 6.8% (p<0.01, SIG) 
SC: 6.8% vs. C: 20.4% (p<0.01, SIG) 
MVA: 32.7% vs. C: 20.4% (p<0.01, SIG) 
4. Imposed by physician 
MVA: 6.9% vs. SC: 1.9% (p<0.01, SIG) 
SC: 1.9% vs. C: 18.4% (p<0.01, SIG) 
MVA: 6.9% vs. C: 18.4% (p<0.01, SIG) 

 
Received methods before leaving the hospital 

5. Received a method before leaving the hospital - yes 
MVA: 64.4% vs. SC: 77.8% (p<0.01, SIG) 
SC: 77.8% vs. C: 39.6% (p<0.01, SIG) 
MVA: 64.4% vs. C: 39.6% (p<0.01, SIG)  
6. Type of method received - IUD 
MVA: 84.9% vs. SC: 74.4% (p<0.01, SIG) 
SC: 74.4% vs. C: 79.6% (NS) 
MVA: 84.9% vs. C: 79.6% (NS) 
7. Type of method received – oral contraceptives 
MVA: 6.3% vs. SC: 16.4% (p<0.01, SIG) 
SC: 16.4% vs. C: 3.9% (p<0.01, SIG) 
MVA: 6.3% vs. C: 3.9% (NS) 
8. Type of method received – injectable 
MVA: 6.9% vs. SC: 8.7% (NS) 
SC: 8.7% vs. C: 15.5% (p<0.01, SIG) 
MVA: 6.9% vs. C: 15.5% (p<0.01, SIG) 
9. Type of method received – other 
MVA: 1.9% vs. SC: 0.5% (NS) 
SC: 0.5% vs. C: 1.0% (NS) 
MVA: 1.9% vs. C: 1.0% (NS) 

 

treated under the PAC models 
accepted a contraceptive method 
before leaving the hospital and 
were given information about their 
chosen contraceptive method.  
 
Of women who left the hospital 
with a contraceptive method, those 
in the postabortion care models 
were more likely than women in 
the sharp curettage standard care 
model to receive information about 
the method and to feel that they 
had played a role in choosing it.  
 
The overall results favored the 
sharp curettage PAC approach over 
the manual vacuum aspiration PAC 
approach.    
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
Process Outcomes/Output 
Receiving information about health status prior to uterine evacuation procedure 

10. General 
MVA-PAC 78.5% vs. SC PAC 82.2%, NS 
MVA-PAC 78.5% vs. SC-Control 67.4% (p<0.01, SIG) 
SC-PAC 82.2% vs.  SC-Control 67.4%, (p<0.01, SIG) 
 

11. Specific problem found by physician 
MVA-PAC 783.7% vs. SC PAC 87.0%, NS 
MVA-PAC 83.7% vs. SC-Control 55.7%, (p<0.01, SIG) 
SC-PAC 87.0% vs.  SC-Control 55.7%, (p<0.01, SIG) 
 
Receiving information about the uterine evacuation procedure 

12. Instrument to be used 
MVA-PAC 75.6% vs. SC PAC 11.5%, (p<0.01, SIG) 
MVA-PAC 75.6% vs. SC-Control 6.8%, (p<0.01, SIG) 
SC-PAC 11.5% vs.  SC-Control 6.8%, (p<0.01, SIG) 
 

13. Risks 
MVA-PAC 57.2% vs. SC PAC 15.2%, (p<0.01, SIG) 
MVA-PAC 57.2% vs. SC-Control 5.8%, (p<0.01, SIG) 
SC-PAC 15.2% vs.  SC-Control 5.8%, (p<0.01, SIG) 
 

14. Possible discomfort 
MVA-PAC 84.1% vs. SC PAC 30.9%, (p<0.01, SIG) 
MVA-PAC 84.1% vs. SC-Control 9.4%, (p<0.01, SIG) 
SC-PAC 30.9% vs.  SC-Control 9.4%, (p<0.01, SIG) 
 

15. Pain control to be used 
MVA-PAC 80.0% vs. SC PAC 40.4%, (p<0.01, SIG) 
MVA-PAC 80.0% vs. SC-Control 14.4%, (p<0.01, SIG) 
SC-PAC 40.4% vs.  SC-Control 14.4%, (p<0.01, SIG) 
 
Received information about signs of post-uterine evacuation complications 

16. General health problems 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

MVA-PAC 32.3% vs. SC PAC 36.6%, (p<0.01, SIG) 
MVA-PAC 32.3% vs. SC-Control 9.6%, (p<0.01, SIG) 
SC-PAC 36.6% vs.  SC-Control 9.6%, (p<0.01, SIG) 
 

17. Intense pain 
MVA-PAC 30.3% vs. SC PAC 37.4%, (p<0.01, SIG) 
MVA-PAC 30.3% vs. SC-Control 37.4%, (p<0.01, SIG) 
SC-PAC 37.4% vs.  SC-Control 5.7%, (p<0.01, SIG) 
 

18. Bleeding for >2 weeks 
MVA-PAC 29.6% vs. SC PAC 41.3%, (p<0.01, SIG) 
MVA-PAC 29.6% vs. SC-Control 9.3%, P<.01 
SC-PAC 41.3% vs.  SC-Control 9.3%, p<.01 
 

19. Fever 
MVA-PAC 28.3% vs. SC PAC 32.3%, p=NS 
MVA-PAC 28.3% vs. SC-Control 4.7%, P<.01 
SC-PAC 32.3% vs.  SC-Control 4.7%, p<.01 
 

20. Chills 
MVA-PAC 25.9% vs. SC PAC 30.0%, p=NS 
MVA-PAC 25.9% vs. SC-Control 4.3%, P<.01 
SC-PAC 30.0% vs.  SC-Control 4.3%, p<.01 
 

21. Foul-smelling vaginal discharge 
MVA-PAC 22.8% vs. SC PAC 36.7%, p<.01 
MVA-PAC 22.8% vs. SC-Control 2.2%, P<.01 
SC-PAC 36.7% vs.  SC-Control 2.2%, p<.01 
 
Receiving information about care at home 

22. Where to seek help in case of complications 
MVA: 32.0% vs. SC: 42.0% (p<0.01, SIG) 
SC: 42.0% vs. C: 26.0% (p<0.01, SIG) 
MVA: 32.0% vs. C: 26.0% (p<0.01, SIG) 
23. Resumption of sexual relations 
MVA: 20.7% vs. SC: 39.6% (p<0.01, SIG) 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

SC: 39.6% vs. C: 10.8% (p<0.01, SIG) 
MVA: 20.% vs. C: 10.8% (p<0.01, SIG) 
24. Nutrition 
MVA: 16.8% vs. SC: 33.3% (p<0.01, SIG) 
SC: 33.3% vs. C: 8.0% (p<0.01, SIG) 
MVA: 16.8% vs. C: 8.0% (p<0.01, SIG) 
25. Medications to take (if any) 
MVA: 12.4% vs. SC: 31.1% (p<0.01, SIG) 
SC: 31.1% vs. C: 4.0% (p<0.01, SIG) 
MVA: 12.4% vs. C: 4.0% (p<0.01, SIG) 

 
Receiving information about future pregnancy 

26. Advantages of preventing immediate pregnancy 
MVA: 64.5% vs. SC: 84.4% (p<0.01, SIG) 
SC: 84.4% vs. C: 29.4% (p<0.01, SIG) 
MVA: 64.5% vs. C: 29.4% (p<0.01, SIG) 
27. Pregnancy prevention 
MVA: 74.1% vs. SC: 74.1% (NS) 
SC: 74.1% vs. C: 33.0% (p<0.01, SIG) 
MVA: 74.1% vs. C: 33.0% (p<0.01, SIG) 
28. Plans to become pregnant 
MVA: 60.2% vs. SC: 71.4% (p<0.01, SIG) 
SC: 7.14% vs. C: 29.5% (p<0.01, SIG) 
MVA: 60.2% vs. C: 29.5% (p<0.01, SIG) 
29. Willingness to use a contraceptive method 
MVA: 87.3% vs. SC: 97.4% (p<0.01, SIG) 
SC: 97.4% vs. C: 65.2% (p<0.01, SIG) 
MVA: 87.3% vs. C: 65.2% (p<0.01, SIG) 
30. Possibility of pregnancy during unprotected intercourse (among women who 

said “yes” to whether they had plans to become pregnant again) 
MVA: 49.7% vs. SC: 64.1% (p<0.01, SIG) 
SC: 64.1% vs. C: 43.9% (p<0.01, SIG) 
MVA: 49.7% vs. C: 43.9% (NS) 
31. Resumption of menstrual period ((among women who said “yes” to whether 

they had plans to become pregnant again) 
MVA: 23.2% vs. SC: 29.7% (NS) 



 56 

Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

SC: 29.7% vs. C: 15.9% (p<0.01, SIG) 
MVA: 23.2% vs. C: 1.59% (NS) 
 

Methods offered by hospital staff (could give more than one response) 
32. No method offered 
MVA: 12.4% vs. SC: 5.9% (p<0.01, SIG) 
SC: 5.9% vs. C: 31.9% (p<0.01, SIG) 
MVA: 12.4% vs. C: 31.9% (p<0.01, SIG) 
33. IUD 
MVA: 81.7% vs. SC: 90.0% (p<0.01, SIG) 
SC: 90.0% vs. C: 59.2% (p<0.01, SIG) 
MVA: 81.7% vs. C: 59.2% (p<0.01, SIG) 
34. Injectable 
MVA: 12.4% vs. SC: 28.9% (p<0.01, SIG) 
SC: 28.9% vs. C: 13.8% (p<0.01, SIG) 
MVA: 12.4% vs. C:13.8% (NS) 
35. Oral contraceptives 
MVA: 14.7% vs. SC: 37.4% (p<0.01, SIG) 
SC: 37.4% vs. C: 12.1% (p<0.01, SIG) 
MVA: 14.7% vs. C:12.1% (NS) 
36. Tubal sterilization 
MVA: 12.4% vs. SC: 15.6% (NS) 
SC: 15.6% vs. C: 7.8% (p<0.01, SIG) 
MVA: 12.4% vs. C: 7.8% (p<0.01, SIG) 
 

Receiving information about characteristics of contraceptive services received 
37. Satisfied with the method received - yes 
MVA: 94.9% vs. SC: 96.9% (NS) 
SC: 96.9% vs. C: 92.1% (NS) 
MVA: 94.9% vs. C: 92.1% (NS) 

 
Information about the method received (among those who received a method) 

38. Effectiveness 
MVA: 56.6% vs. SC: 53.1% (NS) 
SC: 53.1% vs. C: 28.2% (p<0.01, SIG) 
MVA: 56.6% vs. C: 28.2% (p<0.01, SIG)  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

39. Possible advantages 
MVA: 54.7% vs. SC: 51.2% (NS) 
SC: 51.2% vs. C: 25.2% (p<0.01, SIG) 
MVA: 54.7% vs. C: 25.2% (p<0.01, SIG) 
40. Risks 
MVA: 43.4% vs. SC: 47.3% (NS) 
SC: 47.3% vs. C: 15.5% (p<0.01, SIG) 
MVA: 43.4% vs. C: 15.5% (p<0.01, SIG) 
41. Secondary effects 
MVA: 40.3% vs. SC: 44.9% (NS) 
SC: 44.9% vs. C: 10.7% (p<0.01, SIG) 
MVA: 40.3% vs. C: 10.7% (p<0.01, SIG) 
42. How to use  
MVA: 52.8% vs. SC: 51.7% (NS) 
SC: 51.7% vs. C: 20.4% (p<0.01, SIG) 
MVA: 52.8% vs. C: 20.4% (p<0.01, SIG) 
43. Follow-up care 
MVA: 55.3% vs. SC: 62.3% (NS) 
SC: 62.3% vs. C: 22.3% (p<0.01, SIG) 
MVA: 55.3% vs. C: 22.3% (p<0.01, SIG) 

 
Most commonly mentioned reasons for not receiving a method before leaving hospital 
(among those not receiving a method) 

44. Insufficient information provided to make a choice 
MVA: 10.2% vs. SC: 0.0% (p<0.01, SIG) 
SC: 0.0% vs. C: 27.3% (p<0.01, SIG) 
MVA: 10.2% vs. C: 27.3% (p<0.01, SIG) 
45. Did not want a method 
MVA: 48.9% vs. SC: 76.3% (p<0.01, SIG) 
SC: 76.3% vs. C: 45.5% (p<0.01, SIG) 
MVA: 48.9% vs. C: 45.5% (NS) 
46. Medical indications 
MVA: 17.0% vs. SC: 16.9% (NS) 
SC: 16.9% vs. C: 3.2% (p<0.01, SIG) 
MVA: 17.0% vs. C: 3.2% (p<0.01, SIG) 
47. No options presented 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

MVA: 1.1% vs. SC: 1.7% (NS) 
SC: 1.7% vs. C: 6.5% (p<0.01, SIG) 
MVA: 1.1% vs. C: 6.5% (p<0.01, SIG) 

Bolam, 1998 
 
Intervention: 
Trained health educators 
provided one to one 
postnatal education to new 
Nepali mothers about 
breast feeding and family 
planning  
 
Study design:  
Randomized trial - 
Individual 
 
Rigor score: 6/9 

3 intervention groups and 1 control: Group A (health education at birth and 3 months), Group 
B (health education at birth only), Group C (health education at 3 months only), and Group D 
(control). 
 
Biological Outcomes 
1. Appropriate Immunization 
3 mo FU:  
   Groups A & B: 87%; Groups C & D: 85% 
   OR = 1.18 (95% CI : (0.67-2.08)); (p = 0.66, NS) 
6 mo FU:  
   Group A: 95%; Group B: 96%; Group C: 93%; Group D: 94% 
   Groups A and B v C and D: OR = 1.52, CI (0.65-0.29); (p = 0.39, NS) 
   Groups A and C v B and D: OR = 0.79, CI (0.34-1.82); (p = 0.66, NS) 
2. Infant Mortality (all infant deaths occurred in the neonatal period) 
 Group A: 2 infants 
 Group B: 2 infants 
 Group C: 3 infants 
 Group D: 3 infants 
(p=NR) 
3. Maternal deaths 
Total: 0 
4. Cause of infant death  
Premature birth and birth weight less than 2.5kg: 7 
Acute respiratory infection: 1 
Congenital abnormalities: 2 
(only overall reported) 
5. Infant mean weight in kg 
3 mo FU:  
   Groups A & B: 5.7; Groups C & D: 5.6 
   Mean difference=0.100, CI (-.072-0.271) ; p = 0.25, NS) 
6 mo FU:  
   Group A: 7.2; Group B:7.3; Group C: 7.2; Group D: 7.2 
   Groups A and B v C and D: Mean difference=0.028, CI (-0.169-0.225); (p = 0.78, NS) 

Health education given after 
delivery and three months later did 
not improve mothers’ knowledge 
and practices of infant health 
outcomes. Mothers who received 
health education at birth (groups A 
and B) were slightly more likely to 
use contraception at six months 
after birth as compared to mothers 
who received no health education 
at birth (groups C and D). 
Otherwise, there were no 
significant differences between 
groups for outcomes of infant 
feeding, care, or immunization.   
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

   Groups A and C v B and D: Mean difference=-0.06, CI (-0.255-0.139); (p = 0.56, NS) 
6. Infant mean length in cm 
3 mo FU:  
   Groups A & B: 58.4 ; Groups C & D: 58.5 
   Mean difference=-0.041, CI (-.1.11-1.03) ; p = 0.94, NS) 
6 mo FU:  
   Group A: 62.4; Group B: 63.2; Group C: 62.3; Group D: 62.9 
   Groups A and B v C and D: Mean difference=0.223, CI (-0.95-1.39); (p = 0.71, NS) 
   Groups A and C v B and D: Mean difference=-0.07, CI (-1.87-0.47); (p = 0.24, NS) 
7. Infant mean head circumference in cm 
3 mo FU:  
   Groups A & B: 40.9; Groups C & D: 40.7 
   Mean difference=0.217, CI (-.469-0.902) ; p = 0.53, NS) 
6 mo FU:  
   Group A: 42.5; Group B: 42.4; Group C: 42.5; Group D: 42.6 
   Groups A and B v C and D: Mean difference=-.06 (-0.41-0.29); p = 0.74, NS) 
   Groups A and C v B and D: Mean difference=-0.32, CI (-0.39-0.32); (p = 0.86, NS) 
 
Behavioral Outcomes 
1. Breast feeding 
3 months exclusive breastfeeding:  
Groups A & B: 59%; Groups C & D: 59%; OR = 1.00, CI: (0.67-1.49); (p = 1.00, NS) 
6 months greater than or = 5 months breastfeeding at 6 months  
Group A: 33%; Group B: 24%; Group C: 29%; Group D: 28% 
Groups A and B vs. C and D: OR = 1.01 (0.65-1.56); (p = 1.00, NS) 
Groups A and C vs. B and D: OR = 1.29 (0.83-2.0); (p = 0.31, NS) 
2. Contraceptive used for FP 
3 mo FU:  
     Groups A & B: 20%; Groups C & D: 14% 
      OR = 1.49 (0.87-2.53); (p = 0.14, NS) 
6 mo FU:  
     Group A: 35%; Group B: 38%; Group C: 26%; Group D: 27%  
     Groups A and B v C and D: OR = 1.62 (1.06-2.50); (p = 0.03, SIG) 
     Groups A and C v B and D: OR = 0.86 (0.58-1.35); (p = 0.59, NS) 
 
Process Outcomes/Output 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

NR 
 
Other Reported Outcomes  
None 

Bossyns, 2002 
 
Intervention: A package 
of instructions to actively 
propose FP, integrated 
within 
curative and under-fives 
consultations, coupled with 
measures to increase the 
health centers’ 
responsiveness to their 
clients. 
 
Study design: Serial cross-
sectional 
 
Rigor score: 1/9 
 
 
 

Biological Outcomes 
NR 
 
Behavioral Outcomes 
1. Number of new acceptors (per year), whole district 
Before  
Year 1: 568 
Year 2: 508 
Year 3: 489 
After (the intervention took place at the end of year 4) 
Year 4: 1496 
Year 5: 1509 
Ratio, year 5/year 1: 2.7 
 
2. Couple-years of protection (CYP) 
Before  
Year 1: 487 
Year 2: 564 
Year 3: 566 
After  
Year 4: 920 
Year 5: 1109 
Ratio, year 5/year 1: 2.3 
 
3. Index of uptake of contraception (IUC)  
(proportion of eligible women offered contraception times the proportion accepting the offer 
times the proportion actually provided with contraceptives) 
Before: 0.86% 
After – based on direct observation: 23.3% 
After – based on nurses’ report: 28.8%  
After – under-fives clinic only: 26.9% 
After – curative services only: 35.2% 

All reported outcomes, including 
the number of new acceptors, 
couple-years of protection, and 
index of uptake contraception, 
showed a marked increase in the 
year after the intervention 
compared to the 3 years before the 
intervention. Outcomes increased 
by a factor of 2.0 to 2.7 in the year 
after the intervention compared to 
3-4 years before the intervention. 
There was a peak of uptake in the 
month after the intervention (end 
of year 4), which leveled off 
afterward, yet remained higher 
than before. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
4. Contraception accepted by clients 
Before: 4% of all clients (79.8% of those who were offered contraception) 
After, under 5 clinic: 43% of all clients (43.6% of those who were offered contraception) 
After, curative care clinic: 56% of al clients (57.4% of those who were offered contraception) 
 
Process Outcomes 
5. Contraception offered by providers 
Before: 5.4% of all clients 
After, under 5 clinic: 99.4% of all clients 
After, curative care clinic: 98.4% of all clients 
 
6. Contraception supplied by providers 
Before: 1% of all clients (20% of those who accepted contraception) 
After, under 5 clinic: 27% (62.0% of those who accepted contraception) 
After, curative care clinic: 35% (62.4% of those who accepted contraception) 
 
Data also reported by clinic, by year before and after the intervention, and by type of 
contraceptives (oral contraceptives and injections) and by couple years of protection. 
 
Other outcomes reported 
Oral contraceptive cycles distributed 
Progesterone injections administered 
Reasons for refusing FP when proposed  

Cissé, 2004 
 
Intervention: Improving 
the quality of post-abortion 
care by training providers 
in MVA, FP and other 
reproductive health 
services 
 
Study design: Serial cross-
sectional 

BL: June 2000-July 2001; During #1: Aug. 2001-Sept. 2002;  
During #2: Oct. 2001-Mar. 2002; EL: Oct. 2002-Mar. 2003 
 
Behavioral Outcomes 
1. Patients utilizing contraception 
BL: 0 (0%); During #1: 93 (20%); p<0.01 
During #2: 41 (25%); EL: 60 (33%); p<0.01 
 
Process Outcomes/Output 
2. Patients referred to hospital for complications 
BL: 131 (35%); During #1: 31 (7%); p<0.01 
During #2: 8 (5%); EL: 5 (2.7%); p<0.01 

The number of patients treated for 
incomplete abortion increased by 
22%, from 374 before the 
intervention to 457 during the 
intervention. Both the number of 
MVA procedures performed and 
the number of patients utilizing 
contraception increased from 0 at 
baseline to 56% (MVA) and 20% 
(contraception). The quality of 
services improved, as 
hospitalization lasted a mean of 4 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
Rigor score: 1/9 
 
 

 
3. Number of patients accessing services 
BL: 374 (434 spontaneous, 23 induced); During #1: 457 (359 spontaneous, 15 induced) 
During #2: 164; EL: 182 
 
4. Number of eligible patients who received MVA  
BL: 0 (0%); During #1: 183 (56%); p<0.01 
During #2: 107 (65%); EL: 122 (67%); p<0.01 
 
5. Patients receiving counseling on contraception 
BL: 142 (38%); During #1: 366 (80%); p<0.01 
During #2: 134 (81.7%); EL: 153 (84%); p<0.01 
 
6. Time of hospitalization 
BL: 48 hours; During #1: 4 hours (p=NR) 
 
7. Cost of services per visit 
BL: 10,000 CFA Francs; During #1: 6,500 CFA Francs (p=NR) 
 
Other outcomes reported 
Number of providers trained 
Qualitative data on providers’ opinions and patient satisfaction 

hours compared with 48 hours at 
baseline, and the proportion of 
patients referred to the regional 
hospital for complications fell from 
35% to 7%. The mean direct 
average cost fell by 3,500 CFA 
Francs. Six months after the 
program ended, the level of 
utilization of PAC services 
continued to increase (by 11%) and 
the proportion leaving with 
contraception reached 33%. 
 
 
 
 
 

David, 2007 
 
Intervention: 
Training courses in family-
centered maternity care, 
essential newborn care, 
exclusive breast-feeding, 
contraceptive technologies 
and client-centered FP 
counseling for physicians, 
midwives and pediatric 
nurses 
 

Biological Outcomes 
1. Of all clients, got pregnant while using a method 
   2000: 49.1%; 2002: 42.4%; Comparing 2000 to 2002 (p <.05, SIG) 
   2003: 38.0%; Comparing 2000 to 2003  (p <.01, SIG) 
2. Of ever-users of contraceptives, got pregnant while using a method 
   2000: 69.6%; 2002: 61.4%; Comparing 2000 to 2002 (p <.01, SIG) 
    2003:  61.9%; Comparing 2000 to 2003 (p <.01, SIG) 
 
Behavioral Outcomes 
2. Proportion of clients who reported choosing a specific contraceptive method prior to 
discharge  
    2000: 85.3%; 2002: 89.1%; 2003: 83.3% (p =NS ) 
 
Process Outcomes/Output 

Some aspects of project 
interventions were implemented 
effectively, but they did not 
diminish the number of repeat 
abortions. The intervention 
resulted in a significant decline in 
the proportion of clients reporting 
unintended pregnancies during 
contraceptive use. The proportion 
of clients who had chosen a 
method of contraceptive before 
discharge was high in all 3 years. 
Study also reported a significant 
increase in abortion clients’ receipt 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Study design: 
Serial cross-sectional 
 
Rigor score: 1/9 

1. Counseled about contraception before discharge 
     2000: 41.4%; 2002: 82.1% (p < 0.001, SIG) 
     2003: 91.5% (p < 0.001, SIG) 
2. Discussed a specific method with doctor or midwife 
     2000: 47.2%; 2002: 56.4%; 2003: 54.5%  (p=NS) 
3. Received a brochure on pregnancy prevention to take home 
     2000: 5.9%; 2002: 74.8% (p < 0.01, SIG)  
     2003: 76.5%  (p < 0.01, SIG) 
4. Told when to make a follow-up visit 
    2000: 85.3%; 2002: 88.2%; 2003: 86.0% (p= NS) 
 
Other reported outcomes 
Intention to use FP method 
Knowledge that fertility can return immediately or within 2 weeks after abortion 
Previously used a contraceptive method 

of FP services such as counseling 
on FP and receipt of written 
information. There are directional 
but not statistical differences in: 
discussion with doctor about 
contraception and being told when 
to make follow-up visits over the 
three years.  

Debpuur, 2002 
 
Intervention: Two 
approaches to delivery of 
FP: traditional social 
cooperation to mobilize 
support; and community 
health nurse outreach  
 
Study design: Randomized 
trial – group  
 
Rigor score: 6/9 

N=Nurse outreach; Z=Zurugelu (social cooperation); NZ=both; C=control 
 
Biological Outcomes 
1. Total fertility rate (TFR), unadjusted 
C: 1995/ 5.1; 1997/ 5.0; 1999/ 4.8 
N: 1995/ 5.9; 1997/ 5.4; 1999/ 4.8 
Z: 1995/ 5.2; 1997/ 4.5; 1999/ 4.2  
NZ: 1995/ 5.0; 1997/ 4.2; 1999/ 4.0 
2. Adjusted marital fertility 
Combined intervention (NZ) reduced fertility by approximately 15% (graph presented) and to 
lower levels than in the comparison area. 
3. Parity progression after # years of program exposure 
N vs. C 
1 year/Adjusted OR=0.97 (p<0.05, SIG) 
2 years/ Adjusted OR=0.94 (p<0.05, SIG) 
3 years/ Adjusted OR=0.90 (p<0.05, SIG) 
4 years/ Adjusted OR=0.87 (p<0.05, SIG) 
5 years/ Adjusted OR=0.85 (p<0.05, SIG) 
Z vs. C 
1 year/ Adjusted OR=0.96 (p<0.05, SIG) 
2 years/ Adjusted OR=0.92 (p<0.05, SIG) 

Unadjusted fertility decreased in 
all three intervention areas. 
Fertility in all age groups was 
affected. Both the nurse-outreach 
and the zurugelu intervention each 
significantly reduced parity 
progression relative to the 
comparison area in every year.  
The combined strategy was greater 
than each intervention separately, 
demonstrating that each arm has an 
additive effect on fertility 
reduction. The zurugelu and nurse-
outreach combined strategy was 
associated with consistently higher 
levels of modern contraceptive 
prevalence use for the first three 
years of the project, but there was 
no apparent effect in the fourth 
year and no effect if implemented 
independently. Prevalence 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

3 years/Adjusted OR=0.88 (p<0.05, SIG) 
4 years/ Adjusted OR=0.84 (p<0.05, SIG) 
5 years/Adjusted OR=0.81 (p<0.05, SIG) 
NZ vs. C 
1 year/Adjusted OR=0.93 (p<0.0001, SIG) 
2 years/ Adjusted OR=0.87 (p<0.0001, SIG) 
3 years/ Adjusted OR=0.83 (p<0.0001, SIG) 
4 years/ Adjusted OR=0.79 (p<0.01, SIG) 
5 years/ Adjusted OR=0.77 (p<0.05, SIG) 
Z vs. N 
1 year/ Adjusted OR=0.99 (p>0.05, NS) 
2 years/ Adjusted OR=0.98 (p>0.05, NS) 
3 years/ Adjusted OR=0.97 (p>0.05, NS) 
4 years/Adjusted OR=0.97 (p>0.05, NS) 
5 years/ Adjusted OR=0.96 (p>0.05, NS) 
NZ vs. N 
1 year/Adjusted OR=0.96 (p<0.01, SIG) 
2 years/ Adjusted OR=0.94 (p<0.05, SIG) 
3 years/ Adjusted OR=0.92 (p>0.05, NS) 
4 years/ Adjusted OR=0.91 (p>0.05, NS) 
5 years/Adjusted OR=0.91 (p>0.05, NS) 
NZ vs. Z 
1 year/Adjusted OR=0.97 (p<0.05, SIG) 
2 years/Adjusted OR=0.95 (p>0.05, NS) 
3 years/ Adjusted OR=0.94 (p>0.05, NS) 
4 years/ Adjusted OR=0.94 (p>0.05, NS) 
5 years/ Adjusted OR=0.95 (p>0.05, NS) 
 
Infant and child mortality 
Under-five mortality  
Z: 0.8 per year average increase 
N: -4.3 per year average decrease 
NZ: -2.8 per year average decrease 
C: -1.2 per year average decrease 
(All areas experienced a spike in under-five mortality in 1996, with the increase somewhat 
higher in the MOH and combined areas than the community and comparison areas.) 

increased from a baseline adjusted 
contraceptive prevalence rate of 
3.4 in 1993 to 8.2% in 1999 for the 
combined strategy. The difference 
in prevalence in absolute terms is 
small, as the nurse and zurugelu-
only exposure areas increased 
contraceptive prevalence to 6% by 
1999, similar to the control group. 
In addition, contraceptive 
prevalence is still quite low at the 
end of four years of exposure. In 
terms of child mortality, in nurse-
outreach areas, under-five child 
mortality fell by 14% during 5 
years of program implementation 
compared with before the 
intervention, with reductions in 
infant (5%), early child (18%), and 
late child (39%) mortality. The 
zurugelu intervention was 
associated with a 14% increase in 
mortality, primarily driven by a 
135% increase in early child 
mortality. The combined approach 
area saw an 8% increase, with 
small increases in all age groups. 
Mortality in the control area fell by 
4% during the same time period. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
Early childhood mortality % increase or decrease, 1994-1999 
Z: 4.3 per year increase 
N: 4.5 per year decrease 
NZ: 3.2 per year decrease 
C: 0.8 per year decrease 
 
Infant mortality 
Z: 1.0 per year average decrease 
N: 9.1 per year average decrease 
NZ: 8.1 per year average decrease 
C: 5.4 per year average decrease 
 
Infant mortality % decrease, 1994-1999 
Z: -11%; N: -43%; NZ: -33%; C: -13% 
 
Late childhood (24–59 months) mortality 
Z: no change 
N: 1.8 average per year average decrease (60%) 
NZ: 20.8 average per year decrease  
C: 0.2 average per year increase 
 
Mortality Rate Ratios ((95% Confidence intervals) 
Age 0-59 months 
Z: RR=1.14 (0.97, 1.35) 
N: RR=0.86 (0.74, 0.99) 
NZ: 1.08 (0.97, 1.20) 
C: 0.96 (0.87, 1.06) 
Age 0-11 months 
Z: 1.01 (0.83, 1.24) 
N: 0.95 (0.79, 1.15) 
NZ: 1.05 (0.92, 1.21) 
C: 0.90 (0.80, 1.02) 
Age 12-23 months 
Z: 2.35 (1.52, 3.63) 
N: 0.82 (0.57, 1.17) 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

NZ: 1.11 (0.88, 1.41) 
C: 1.09 (0.87, 1.36) 
Age 24-59 months 
Z: 0.92 (0.64, 1.32) 
N: 0.61 (0.42, 0.88) 
NZ: 1.10 (0.87, 1.39) 
C: 1.09 (0.87, 1.37) 
 
Behavioral Outcomes 
3. Use of modern contraceptive after # years of program exposure 
N vs. C 
1 year/ Adjusted OR=1.04 (p>0.05, NS) 
2 years/ Adjusted OR=1.06 (p>0.05, NS) 
3 years/ Adjusted OR=1.07 (p>0.05, NS) 
4 years/ Adjusted OR=1.05 (p>0.05, NS) 
Z vs. C 
1 year/ Adjusted OR=1.18 (p>0.05, NS) 
2 years/ Adjusted OR=1.25 (p>0.05, NS) 
3 years/ Adjusted OR=1.18 (p>0.05, NS) 
4 years/ Adjusted OR=0.99 (p>0.05, NS) 
NZ vs. C 
1 year/ Adjusted OR=1.24 (p<0.05, SIG) 
2 years/ Adjusted OR=1.38 (p<0.05, SIG) 
3 years/ Adjusted OR=1.40 (p<0.05, SIG) 
4 years/ Adjusted OR=1.36 (p>0.05, NS) 
Z vs. N 
1 year/ Adjusted OR=1.14 (p>0.05, NS) 
2 years/ Adjusted OR=1.17 (p>0.05, NS) 
3 years/ Adjusted OR=1.10 (p>0.05, NS) 
4 years/ Adjusted OR=0.95 (p>0.05, NS) 
NZ vs. N 
1 year/ Adjusted OR=1.19 (p<0.05, SIG) 
2 years/ Adjusted OR=1.29 (p>0.05, NS) 
3 years/ Adjusted OR=1.32 (p>0.05, NS) 
4 years/ Adjusted OR=1.29 (p>0.05, NS) 
NZ vs. Z 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

1 year/ Adjusted OR=1.05 (p>0.05, NS) 
2 years/ Adjusted OR=1.10 (p>0.05, NS) 
3 years/ Adjusted OR=1.19 (p>0.05, NS) 
4 years/ Adjusted OR=1.37 (p>0.05, NS) 
Logistic regression results:  
Z vs. C: AOR=1.249 (p>0.05, NS) 
N vs. C: AOR=1.050 (p>0.05, NS) 
NZ vs. C: AOR=1.007 (p>0.05, NS) 
 
Process Outcomes/Output 
NR 
 
Other Reported Outcomes  
1. Contraceptive knowledge 
2. Awareness of supply sources 
3. Reproductive preferences 
4. Fertility rates by age 

Delvaux, 2008 
 
Intervention: 
Safe abortion/post-abortion 
clinics were integrated into 
a clinic offering ANC, FP, 
and management of STIs 
 
Study design: 
Before-after 
 
Rigor score:  1/9 

Note: P-values not reported 
 
Biological Outcomes 
1. Complications during intervention (bleeding or shock) 
 2002: 9.4%; 2003: 2.9%; 2004: 1.0%; 2005: 1.3% (N=2224) 
2. Any problem diagnosed at follow-up visit (bleeding, fever or pain) 
 2002: NA; 2003: NA; 2004: 14.2%;  2005: 14.7% (N=1188) 
 
Behavioral Outcomes 
1. Pre-abortion contraception 
 2002: NA ; 2003: NA ; 2004: 14.2% ; 2005: 14.7% (N=1085) 
2. Post-abortion contraception 
 2002: NA; 2003: 38.1%;  2004: 40.4%; 2005: 42.0% (N=1970) 
 
Process Outcomes 
1. Number of clients (abortion or PAC interventions) per year 
2002: 128 (5 months only); 2003: 629; 2004: 691; 2005: 776 
2. Mean number of clients (abortion or PAC interventions) per month 
2002: 26; 2003: 52; 2004: 58; 2005: 65 

After the introduction of SAPAC, 
the number of clients, and the 
mean number of clients attending 
SAPAC clients per month 
increased. After SAPAC 
implementation, fewer women 
sought unsafe and mobile abortion 
services regarded to be of poorer 
quality and more women sought 
the skilled facilities at SAPAC. 
Additionally, utilization of 
traditional abortion methods went 
down while utilization of 
Aspiration method went up. The 
rate of complications from the 
interventions fell from 9.4% in 
2002 to 1.3% in 2005. Finally, a 
greater proportion of clients (40%) 
accepted contraception after the 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

3. Reported location of services at last abortion  
Private clinic 
 2002: 51.0%; 2003: 52.1%; 2004: 47.4%; 2005: 40.1%  
Government clinic 
 2002: 2.0%; 2003: 12.4%; 2004: 29.4%; 2005: 41.3% 
Mobile clinic or nurse (unqualified health worker who may come to client’s house) 
2002: 41.2%; 2003: 27.7%; 2004: 2.9%;  2005: 10.7% 
Other (pharmacy, NGO) 
 2002: 5.9%; 2003: 7.9%; 2004: 10.3%; 2005: 7.9% 
4. Reported method used at last abortion  
Aspiration 
 2002: 44.0%; 2003: 64.0%; 2004: 80.1%; 2005: 81.6%; 
Curetage 
 2002: 26.0%; 2003: 28.8%; 2004: 11.7%; 2005: 8.6%; 
Traditional method 
 2002: 20.0%; 2003: 2.2%; 2004: 0.6%; 2005: 0.6%; 
Drugs 
 2002: 10.0%; 2003: 4.9%; 2004, 7.6%; 2005: 9.2% 
5. Percentage of abortion patients who came for follow-up visit after 5 days 
2002: 54.7%; 2003: 47.1%; 2004: 59.6%; 2005: 54.4% (N=2204) 
 
Other Reported Outcomes  
1. Age of pregnancy (for induced abortions) 
2. Type of service provided (induced abortion or PAC) 
3. Technique used for abortion (MAV or electric aspiration) 
4. Pain management used during abortion  
5. Reported reasons for current abortion 
6. Types of post-abortion contraception used  

intervention.  

Douthwaite, 2005 
 
Intervention:  
LHWs deliver services to 
households in rural areas, 
including childhood 
immunization, growth 

*Note: National data are presented where available as another point of comparison. 
 
Biological Outcomes 
NR 
 
Behavioral Outcomes 
1. Percentage reporting ever using reversible modern contraceptive method  
(Married women aged 15-40, married in the year given) 

The percentage of women 
reporting use of contraceptive 
methods was consistently higher in 
the intervention compared to the 
control areas, but this difference 
may have been due to the 
advantages of the intervention 
areas on a number of 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

monitoring, and FP 
 
Study design: 
Cross-sectional  
 
Rigor score:  4/9 

BL (from 1993, data collected retrospectively): I: 9.3%; C: 8.7%  
EL (from 2000): I: 32.5%;C: 19.6% (p=NR) 
2. Percentage reporting current use of any reversible modern contraceptive method 
(N=3759 women with children) 
 I: 13%; C: 7% (p=NR) 
National data 2000-01: 10% 
Adjusted OR=1.50, 95% CI: (1.04-2.16) (p=0.031, SIG)  
3. Percentage reporting use of any modern contraceptive method 
 I: 20%; C: 14% (p=NR) 
National data 2000-01: 10% 
4. Percentage reporting use of any contraceptive method 
 I: 30%; C: 21% (p=NR) 
 National data 2000-01: 22% 
    
Process Outcomes/Output 
NR 
 
Other Reported Outcomes  
Specific contraceptive methods used 

socioeconomic indicators (such as 
poverty, adult literacy and 
women’s empowerment). A 
regression analysis, controlling for 
a number of these socioeconomic 
indicators, found a significantly 
higher percentage of women in the 
intervention areas were currently 
using a reversible contraceptive 
method compared to the control 
areas (OR=1.50). There have been 
large increases in the ever-use of 
contraceptives in served areas 
since the LHWs began working, 
and these increases are larger than 
those in the control population and 
in the national rural population as a 
whole. 

Fullerton, 2003 
 
Intervention: 
Providers were trained to 
offer STI and/or PAC 
services with FP services  
 
Study design: 
Case-control study 
 
Rigor score:  1/9 

Biological Outcomes 
NR 
 
Behavioral Outcomes 
NR 
 
Process Outcomes/Output 
1. Total number of clients  
Case: 1996: 2300; 1997: 3000; 1998: 3000 
Control: No data reported. Authors say that it remained static 
2. Mean number of new clients  
Case: 1996: 83.5; 1997: 82.8 ; 1998: 93.8 
       Chi square test for significant change over time=2.18, df=2, (p=0.36, NS) 
Control: 1996: 60.1; 1997: 67.4; 1998: 77.8 
      Chi square test for significant change over time =2.22, df=2, (p=0.36, NS) 
3. Mean number of continuing clients 
Case: 1996: 112.8; 1997:114.5; 1998: 164.0 

Overall this study presents some 
evidence to suggest that training 
FP providers in the provision of 
integrated RH services can have a 
positive effect on provision of FP 
services, specifically in terms of 
clients returning to clinics for 
services.  Study results 
demonstrate a higher mean of new 
clients, and a statistically 
significant higher mean of 
continuing clients in the case 
facilities as compared to control 
facilities. PAC services were 
offered only in case facilities, 
suggesting that there were positive 
benefits of providing training in 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

        Chi square test for significant change over time=7.53, df=2,  (p=.02, SIG) 
Control: 1996: 159.5; 1997: 146.5; 1998: 151.4 
          Chi square test for significant change over time=2.00, df=2, (p=.41, NS) 
 4. Provision of integrated services 
Case: 71%, where 33% offered FP/STI/PAC, 25% FP/PAC, 13% FP/STI, and 29% only FP 
Control: 74% FP and regular MCH services, 5.3% FP/STI/PAC, 5.3% FP/STI 
5. Number of clients served for STI services 
Case: 1996: 50 clients; 1997: 240 clients; 1998: 340 clients 
Control: Very few clients, mean number ranged from 0 to 13 per month 
6. Number of facilities offering PAC services 
Case: 1996: 9; 1997: 12; 1998: 14  
Control: No statistical data for these services in these 3 years 
7. Number of clients served for PAC services 
Case: 1996: 136 clients; 1997: 426 clients; 1998: 209 clients 
Control: No data since no controls providing PAC services 
8. Providers reporting receipt of training in dual FP methods 
      Case: 14; Control: 5 
9. Number of clients who reported receiving integrated services in STI/HIV 
      Case: 4; Control: 0 
10. PAC clients offered or referred to post-abortion FP services 
Cases: 1996: 98 clients; 1997: 170 clients; 1998: 59 clients  
Control: No PAC services provided 
 
Other Reported Outcomes  
1. Equipment/supplies for conducting examinations, procedures and lab tests 
2. Availability of IEC materials available in waiting room or in provider’s office 
4. Availability of client records, referral forms, monthly FP report forms  
5. Age of clients (youngest and oldest) served at cases and control facilities 
6. Number of clinical training sessions offered to case facilities and control facilities 
7. Number of clients who reported receiving integrated services (not reported only listed 
since by integrated services they were mostly referring to FP services and not FP and 
PAC) 
8. Facilities offering Manual vacuum aspiration and/or emergency treatment of 
abortion on site 

integrated services to providers 
from case facilities. Case facilities 
were significantly more likely to 
have equipment and supplies for 
exams, procedures and lab tests.  
 

Huntington, 1994 Biological Outcomes 
NR 

Number of new FP and total FP 
clients increased in the intervention 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
Intervention: 
Individual referral message 
about family planning 
services provided to 
expanded program of 
immunizations (EPI) 
clients 
 
Study design: 
Serial cross-sectional study 
with a control arm 
 
Rigor score:  5/9 

 
Behavioral Outcomes 
1. New FP clients (mean N per month) 
     BL/ I: 200 per month; C: 144 per month 
         I vs. C average difference=56 clients/month 
     EL/ I: 307 per month; C: 167 per month 
        I vs. C average difference=140 clients/month 
      I: BL vs. EL (p<.001, SIG (54% increase) 
     C: BL vs. EL (p=NS) 
     Average difference in I vs. C, BL vs. EL (p<.003, SIG) 
2. Total FP clients (mean N per month) 
     BL/ I: 1,035 per month; C: 704 per month 
         I vs. C average difference=56 clients/month 
     EL/I: 1,311 per month; C: 768 per month 
     I vs. C average difference=NR 
        I: BL vs. EL (p<0.0001, SIG (27% increase));  C: BL vs. EL ( p=NS) 
         Average difference in I vs. C, BL vs. EL (p<.0001, SIG) 
3. Childhood vaccines administered (mean N per month) 
      I: BL: 5,839; EL: 7,525, BL vs. EL average difference: 1,686, (p<.02, SIG) 
     C: BL: 4,185; EL: 6,357, BL vs. EL average difference: 2,172, (p<.001, SIG) 
 
Process Outcomes/Output 
NR 
 
Other Reported Outcomes  
 (not key outcomes) 
1. Recall of FP referral message: % of EPI clients who answered affirmatively to the 

question: “Did the nurse mention family planning when your child was immunized 
today?” 

2. Awareness of FP service availability: % of EPI clients who responded affirmatively, 
negatively, or “don’t know” to the question “Does this clinic provide FP services?” 

3. Reproductive intentions: Interval desired before next pregnancy. 
 

group, but not in the control group. 
Both intervention and control 
groups increased the average 
number of childhood vaccine doses 
– although the control group 
increased more than the 
intervention group (comparison not 
made by authors). 

Johnson, 2002 
 

Biological Outcomes 
1. Unplanned pregnancy 
12-mo FU/I: 15%; C: 34% (p<0.0001, SIG)   Adjusted OR=3.38, 95% CI: (2.16-5.29) 

At each visit, significantly more 
women in the intervention group 
reported using a highly effective 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Intervention:  
Post-abortion FP 
intervention, including 
provider training, FP 
counseling, and provision 
of free contraceptives 
 
Study design:  
Non-randomized trial – 
group  
 
Rigor score: 5/9 
 

2. Repeat abortion 
12-mo FU/ I: 2.5%; C: 5.3%  (p=0.23) 
3. Mortality 
     I: 23; C: 8  (p=NR) 
 
Behavioral Outcomes 
1. Percentage reporting use of highly effective contraceptives 
BL/ I: 96%;C: 5% (p<0.0001, SIG) 
3-mo FU/ I: 96%;C: 55% (p<0.0001, SIG) 
6-mo FU/  I: 95%; C: 60% (p<0.0001, SIG) 
9-mo FU/ I: 93%;  C: 63%(p<0.0001, SIG) 
12-mo FU/  I: 84%;C: 64%  (p<0.0001, SIG) 
    
Process Outcomes/Output 
NR 
 
Other Reported Outcomes  
1. Contraceptive methods used 
2. Pregnancy rates among users of highly effective and less effective methods of 

contraception 

contraceptive compared to the 
control group, adjusting for 
baseline marital status and 
contraceptive use (p<0.0001). The 
incidence of unplanned 
pregnancies and repeat abortions 
over the 12-month follow-up 
period was more than double in the 
control group compared to the 
intervention group; this effect was 
statistically significant for 
unplanned pregnancies (p<0.0001) 
but not for repeat abortions 
(p=0.23). 
 
 

Mahomed, 1997 
 
Intervention:  
Family planning counselors 
were hired to offer family 
planning advice and 
contraception provision at 
the same site where women 
with abortion 
complications are treated 
 
Study design:  
Serial cross-sectional study 
 
Rigor score: 1/9 

Biological Outcomes 
NR 
 
Behavioral Outcomes 
1. Contraception after procedure – none 

BL: 471 (52%); EL: 30 (3%)  (p=NR) 
2. Contraception after procedure – some method chosen 

BL: 432 (49%); EL: 979 (97%)  (p=NR) 
 
Process Outcomes/Output 
1. Provided general information on contraception 

BL: 506 (56%) ; EL: 50 (5%) (p=NR) 
2. Given contraception  

BL: 307 (34%); EL: 928 (92%) (p=NR) 
3. Made contraception appointment only 
       BL: 63 (7%); EL: 30 (3%)  (p=NR) 

Whereas before, some general 
information regarding family 
planning may have been given, 
now 97% versus 49% of the 
women chose a method and 92% 
versus 34% actually went home 
from hospital with some form of 
contraceptive method. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Murray, 1990 
 
Intervention:  
To provide community-
based family planning and 
general health education 
and services 
 
Study design:  
Cross-sectional 
 
Rigor score: 1/9 

Biological Outcomes 
1. Mean number of children born to women 15-19 

I:  0.26; C: 0.35 
2. Mean number of children born to women 20-24 

I: 1.52; C: 1.96 
3. Mean number of children born to women 25-29 

I: 3.41; C: 3.96 
4. Mean number of children born to women 30-34 

I: 5.14; C: 5.70 
5. Mean number of children born to women 35-39 

I:  6.49; C: 7.04 
6. Mean number of children born to women 40-44 

I:  7.84; C: 7.84 
7. Infant mortality rate (0-1 years) 

I: 52 per 1000; C: 72 per 1000 
 
Behavioral Outcomes 
1. Using any contraceptive method 

I: 42.5%; C: 17.0%(p=NR) 
2. Using supplied oral contraceptives 

I: 15.7%; C: 3.1%  (p=NR) 
3. Using supplied IUCD 

I: 10.6%; C: 3.0% (p=NR) 
4. Using supplied female sterilization 

I: 2.5%; C: 2.6%  (p=NR) 
5. Using supplied foam 

I: 2.5%; C: 0.1%  (p=NR) 
6. Using supplied condoms 

I: 1.7%; C: 0.3% (p=NR) 
7. Using supplied injectables 

I: 0.5%; C: 0.5%  (p=NR) 
 
 
Process Outcomes/Output 
NR 

On average in Kenya (control 
group) only 17% of fertile women 
practiced family planning, with 
42.5% of women in Chogoria 
(intervention group) reporting 
using any method of contraception.  
The mean number of children born 
to women in the intervention group 
was “far lower” than figured which 
have been reported for Kenya as a 
whole. Community-based 
distribution of FP commodities 
may be associated with a marked 
decrease in fertility rate and family 
size within a relatively short 
period.  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Nobili, 2007 
 
Intervention: 
Patient-centered 
contraceptive counseling 
for women seeking 
termination of pregnancy 
care provided by trained 
gynecologists and 
psychologists  
 
Study design: 
Randomized trial – 
Individual 
 
Rigor score: 7/9 

Biological Outcomes 
NR 
 
Behavioral Outcomes 
1. Change in attitudes towards contraception from BL to T1 (based on a scale with a 
maximum score of 40) 
I: Z=-3.81, sig (p=.0001), mean score increased from 30 to 36 
C: Z=-0.83, NS, mean score increased from 30 to 32 
2. Use of effective contraceptive method 
I: BL= 20% 
   T1=65%, variation between BL and T1 sig (p=.004, SIG) 
   T2=80%, variation between BL and T2 sig (p=.0002, SIG) 
C: BL= 19% 
    T1=32%, variation between BL and T1 (p=NS) 
    T2=38%, variation between BL and T2 (p=NS) 
 
Knowledge Outcomes 
1. Increase in knowledge of contraception from BL to T1 (based on a scale with a 
maximum score of 20) 
I: Z=-3.91, (p=.0001, SIG), mean score increased from 9 to 18 
C: Z=-1.78 (p=NS), mean score stayed the same at 10 
 
Process Outcomes/Output 
NR 
 
Other Reported Outcomes  
1. Numbers from control and intervention who switched from effective to ineffective 
method and vice versa 

The patient-centered contraceptive 
counseling intervention resulted in 
a significant increase in women’s 
knowledge about, and favorable 
attitudes toward, contraception. 
Study results also showed a 
significant increase in the self-
reported use of an effective 
contraceptive method from BL to 
T1 and BL to T2, among women 
who received the intervention. The 
percentage of women using 
effective contraceptives increased 
from 20% to 80% in the 
intervention group, compared to 
19% to 38% in the comparison 
group.  
 

Paxman, 2005 
 
Intervention: The India-
LIP employed a variety of 
service-delivery techniques 
to fill in the gaps in 
government services by 

Note: For comparison, the data from the National Family Health Survey II (NFHS 1999) in 
states where each NGO undertook India-LIP are presented.  
CRRID = Center for Research in Rural and Industrial Development; CINI = Child in Need 
Institute; HIHT = Himalayan Institute Hospital Trust.  
 
BL: 1999 
FU: 2003 
 

Overall, drastic improvements with 
regards to behavioral change are 
seen in the HIHT-LIP area. For 
CINI and CRRID, there seems to 
be internal improvement from 
baseline to mid-term evaluation 
period but not when compared to 
national statistics (national 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

bringing in health and 
family planning 
information, antenatal and 
postnatal care, and 
immunization services 
closer to the doorstep of the 
target population.   
 
Study design: Serial cross-
sectional  
 
Rigor score: 1/9 

Biological Outcomes 
NR 
 
Behavioral Outcomes 
1. Contraceptive prevalence rates in LIP areas  
     CRRID: BL 59% vs. FU 69% (p-value NR) 

CINI: BL 34% vs. FU 59% (p-value NR) 
HIHT: BL 27% vs. FU 66% (p-value NR) 

 
Process Outcomes 
2. Percentages of full child immunization in LIP areas  

CRRID: BL 51% vs. FU 54% (p-value NR) 
CINI: BL 47% vs. FU 89% (p-value NR) 
HIHT: BL 52% vs. FU 79% (p-value NR) 
 

3. Percentages of women who received complete ANC services in LIP areas  
CRRID: BL 70% vs. FU 92% (p-value NR) 
CINI: BL  60% vs. FU 88% (p-value NR) 
HIHT: BL 30% vs. FU 79% (p-value NR) 

 
4. Percentage distribution of contraceptive method use for HIHT population*, by 

method (*FU in 2002) 
Pill: BL 4.0% vs. FU 7.3% (p-value NR) 
Condom: BL 7.0% vs. FU 13.0% (p-value NR) 
IUD: BL 0.5% vs. FU 3.5% (p-value NR) 
Tubectomy: BL 14.6% vs. FU 39.0% (p-value NR) 
Vasectomy: BL 1.0% vs. FU 3.1% (p-value NR) 
Total not using a method: BL 72.9% vs. FU 34.1% (p-value NR) 

 
5. Average cost per service (throughout India-LIP) 

Sept 1999 - Feb 2002:  
Average cost per service declined over time from 190 rupees (USD 4.12) to 117 rupees 
(USD 2.54), with an average cost per service of 143 rupees (USD 3.11)  
Sept 2001 – Dec 2001:  
Average cost per service fell to 112 rupees (USD 2.44) 

statistics not reported here).  
 
By early 2002, as contraceptive use 
increased to 66% overall in HIHT-
LIP area, the use of pills and 
condoms nearly doubled, whereas 
sterilization (male and female) 
nearly tripled.  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Quinlivan, 2003 
 
Intervention: A postnatal 
home-visiting service 
undertaken by nurse-
midwives.  
 
Study design: Randomized 
control trial –individual 
 
Rigor score: 8/9 

Biological Outcomes 
1. Adverse neonatal outcomes at 6 months postnatal (unadjusted) 
I vs. C: RR 0.24 (95% CI: 0.05-1.08, p=0.04, SIG) 
2. Adverse neonatal outcomes at 6 months postnatal (adjusted) 
I vs. C: RR 0.22 (95% CI: 0.02-0.98, p=0.04, SIG) 

 
Behavioral Outcomes 

3. Using reliable contraception at 6 months postnatal (unadjusted) 
I vs. C: 1.33 RR (95% CI: 1.07-1.64, p=0.007, SIG) 
4. Using reliable contraception at 6 months postnatal (adjusted) 
I vs. C: 1.35 RR (95% CI: 1.09-1.68, p=0.007, SIG) 
5. Completed infant vaccination schedule at 6 months postnatal (unadjusted) 
I vs. C: 0.98 (95% CI: 0.80-1.20, NS) 
6. Completed infant vaccination schedule at 6 months postnatal (adjusted) 
I vs. C: 0.99 (95% CI: 0.85-1.15, NS) 
7. Still breastfeeding at 6 months postnatal 
I vs. C: 1.00 (95% CI: 0.55-1.82, p=1.00, NS) 
8. Median duration of breastfeeding 
I: 12 weeks (95% CI: 2-26) vs. C: 8 weeks (95% CI: 2-26) (p=0.73, NS) 
 

Knowledge Outcomes 
9. Median contraception knowledge scores (max = 9) 
I:  4 (IQR 3.5) vs. C: 3 (IQR 2.4), p=0.017, SIG 
10. Mean difference in contraception knowledge (unadjusted) 
I vs. C. 0.92 (95% CI: 0.32-1.52, p=0.0056, SIG) 
11. Mean difference in contraception knowledge (adjusted) 
I vs. C. 0.86 (95% CI: 0.26-1.46, p=NR) 
12. Median infant vaccination schedule knowledge (max = 10) 
I : 4 (IQR 1.6) vs. C : 2 (IQR 1.4) (p=0.08, NS) 
13. Mean difference in infant vaccination schedule knowledge (unadjusted) 
I vs. C. 0.85 (95% CI: 0.06-1.76, NS) 
14. Mean difference in infant vaccination schedule knowledge (adjusted) 
I vs. C. 0.87 (95% CI: -0.04-1.78, p=NR) 
15. Median breastfeeding knowledge scores (max = 11) 
I:  3 (IQR 0.5) vs. C: 3 (IQR 0.5), p=0.92, NS 
16. Mean difference in breastfeeding knowledge (unadjusted) 

Postnatal home visits were 
associated with a reduction in 
adverse neonatal outcomes and a 
significant increase in use of 
reliable contraception at 6 months 
postpartum. However, there was no 
significant increase in 
breastfeeding or completion of 
infant vaccination schedules 
associated with home visits. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

I vs. C. 0.83 (95% CI: -0.19-1.85, p=NR, NS) 
 

Process Outcomes/Output 
NR. 
 

Routh, 2001 
 
Intervention: 2 MCH-FP 
delivery strategies were 
compared: fieldworkers 
offering services at 
community sites vs. 
medical staff at a fixed 
clinic, compared to 
standard conventional 
doorstep strategy 
 
Study design: Non-
randomized trial – group  
 
Rigor score: 4/9 

CSP=Community service points; PHCC=Primary health care clinic 
C1=Control site #1; C2=Control site #2 
Note: Cost data not available for Control site #2. Costs are reported in local currency, Taka; 
US$1 = Tk 45. P-values not reported.  
 
Biological Outcomes 
1. Births averted 
CSP: BL/ 11.6, EL/ 10.7  
 PHCC: BL/ 39.8, EL/: 34.2  
C1: BL/ 26.6, EL/ 28.1  
2. QALYs gained (lower and upper estimates) 
CSP: BL/ 3.2-5.1, EL/ 5.9-9.4 (p=NR) 
PHCC: BL/ 18.7-29.8, EL/ 26.6-42.6 (p=NR) 
C1: BL/ 6.3-10.0, EL/ 9.1-14.6 (p=NR) 
 
Behavioral Outcomes 
1. Contraceptive prevalence (from survey results) 
CSP: BL/ 55%, EL/ 56%  
PHCC: BL/: 60%, EL/ 64%  
C1: BL/ 61%, EL/  61%  
C2: BL/ 60%, EL/ 61%  
     
Process Outcomes/Output 
1. Average daily attendance at static clinics (from clinic records) 
CSP: BL/ 16; After: 17  
PHCC: BL/ 18; After: 30  
C1: BL/ 20; After: 22  
C2: BL/ 14; After 13  
2. Reported visits to clinics (from survey results) 
CSP: BL/ 55%; After: 57%  
PHCC: BL/ 55%; After: 59%  

Contraceptive prevalence rates 
increased slightly (PHCC) or 
remained the same (C) in both 
experimental and both control 
areas. Average daily attendance at 
static clinics increased in all areas 
except one control area, and the 
increase was greatest in the PHCC 
area. Reported visits to clinics also 
increased slightly in all 4 areas. 
Because p-values were not 
reported, it is unclear if any of the 
increases were statistically 
significant.  
 
The clinic-based (PHCC) strategy 
was more cost-effective than either 
the CSP or control strategy.  The 
numbers of births averted and 
QALYs gained were highest for 
the PHCC area and lowest for the 
CSP area. Cost per birth averted 
and cost per additional QALY 
gained were substantially lower for 
the PHCC area compared to the 
CSP and control areas. 
 
However, transition from the 
doorstep (control) to the clinic-
based strategy initially increased 
the program operating costs due to 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

C1: BL/ 60%; After: 63%  
C2: BL/ 61%; After 65%  
3. Number of services provided per day 
PHCC: BL/ 22; After: 42 (p<0.01) 
CSP: BL/ 20; After: 21 
C1: BL/ 30; After: 31 
C2: BL/ 22; After: 21 
4. Total recurrent costs  
CSP: BL/ 29,761; After: 33,046  
PHCC: BL/ 44,377; After: 40,919  
C1: BL/ 39,227; After: 40,408  
C2: NR 
5. Total production costs 
FP services 
CSP: Before: 17,205; After: 18,839  
PHCC: Before 22,796; After: 19,991  
C1: Before: 22,702; After: 23,324  
MCH and other services 
CSP: BL/ 12,556; After: 14,207  
PHCC: BL/ 21,581; After: 20,928  
C1: BL/ 16,525; After: 17,084  
6. Unit cost per MCH-FP output 
FP at community  
CSP: BL/ 36.99; After: 53.77 
PHCC: BL/ NA; After: NA 
C1: BL/ 10.80; After: 10.51 
FP at clinic 
CSP: BL/ 80.35; After 64.70 
PHCC: BL/ 56.29; After: 44.82 
C1: BL/ 79.37; After: 76.64 
Maternal health care 
CSP: BL/ 162.39; After: 106.96 
PHCC: BL/ 64.39; After: 47.61 
C1: BL/ 142.42; After: 123.74 
Child health care 
CSP: BL/ 207.63; After: 139.00 

required strengthening of the 
existing clinic facility. Key to 
higher cost-effectiveness of the 
clinic-based strategy was enhanced 
capacity utilization of the clinic 
services. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

PHCC: BL/ 80.49; After: 46.24 
C1: BL/ 158.84; After: 149.00  
Pathology and other services 
CSP: BL/ 135.06; After: 88.22 
PHCC: BL/ 44.00; After: 30.14 
C1: BL/ 131.95; After: 120.03 
7. Cost per birth averted  
CSP: BL/ 1,483; After: 1,761  
PHCC: BL/ 573; After: 585 
C1: BL/ 853; After: 830 
8. Cost per QALY gained (lower and upper estimates)  
CSP: BL/ 2,462-3,924; After: 1,511-2,408  
PHCC: BL/ 724-1,154; After: 491-787  
C1: BL/ 1,653-2,623; After: 1,170-1,877  
 
Other Reported Outcomes  
1. Contraceptive methods used 
2. Sources of contraceptive services 
3. Specific services provided daily at static clinics, e.g. FP, maternal health, child health 
(from clinic records)  
4. Reasons for clinic visits 
5. Total couple years of protection 
6. Program costs itemized 
7. Recurrent costs for salaries, drugs, clinical supplies, and overhead 

Sathar, 2005 
 
Intervention: Training 
aimed at changing provider 
attitudes to help clients 
meet their needs by 
eliminating barriers to 
service access and use.  
 
Study Design: Serial 
cross-sectional study 

Biological Outcomes 
NR 
 
Behavioral Outcomes 
NR 
 
Process Outcomes/Output 
 
1. Quality of care (Note: Component scores were not explained in the text; Total SAHR 
scores are the sum of the components above it.) 
Fixed-Location Providers 
Bivariate analysis 

SAHR score declined in both the 
intervention and controls groups 
post-intervention.  However, 
despite the decline in quality of 
care found for both groups 
between pre and post intervention 
time periods, both types of 
providers in the experimental areas 
were performing better than 
providers in the control areas, as 
measured by their scores for the 
four SAHR items. From pre to post 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
Rigor score: 4/9 

1. Salutation 
Before: I: 4.30 vs. C: 4.25 (p=NS) 
After: I: 4.35 vs. C: 3.57 (p<0.01, SIG) 
2. Assessment 
Before: I: 1.60 vs. C: 1.68 (p=NS) 
After: I: 1.25 vs. C: 1.01 (p<0.01, SIG) 
3. Help 
Before: I: 4.02 vs. C: 3.97 (p=NS) 
After: I: 3.99 vs. C: 3.86 (p<0.05, SIG) 
4. Reassurance 
Before: I: 0.98 vs. C: 0.80 (p=NS) 
After: I: 1.40 vs. C: 1.09 (p<0.01, SIG) 
5. Total SAHR score 
Before: I: 10.90 vs. C: 10.70 (p=NS) 
After: I: 10.10 vs. C: 9.53 (p<0.01, SIG) 

 
Multivariate regression analysis 
Overall SAHR index  
Intervention*Round (Pre/Post) interaction term coefficient 1.28,  (p<.05, SIG) 
Round (Pre/Post) coefficient -1.18, (p<.05, SIG) 
Intervention coefficient 0.20, (p=NS) 
 
Overall SAHR index (adjusted for age, marital status, number of children, higher education, 
languages, and ministry affiliation) 
Intervention*Round (Pre/Post) interaction term coefficient 
Salutation  0.72, (p=NS) 
Assessment 0.35, (p<.05, SIG) 
Help 0.05, (p=NS) 
Reassurance 0.00, (p=NS)  
SAHR 1.11, (p=NS) 
 
Community-based workers 
Bivariate analysis 

6. Salutation 
Before: I: 5.27 vs. C: 4.73 (p<0.01, SIG) 
After: I: 5.04 vs. C: 4.27 (p<0.01, SIG) 

intervention period, there was a 
decline in quality of fixed-location 
provider interactions in the control 
area from 10.7 pre to 9.53 post, 
whereas quality of care in the 
intervention area declined slightly 
overall from 10.90 to 10.10. 
Similarly, in the community 
workers, the intervention was 
successful in maintaining quality 
of care compared with the decrease 
in interaction quality in the control 
group from pre to post. Declines 
for the experimental group were 
smaller than those observed for the 
control group. 
 
Regression analysis showed that 
significant change in care provided 
by the intervention group relative 
to that provided by the control, 
despite declines in quality of care 
in both groups. The improvements 
were significant for assessment for 
fixed site providers and assessment 
and help for community workers. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

7. Assessment 
Before: I: 1.21 vs. C: 1.41 (p<0.01, SIG) 
After: I: 1.19 vs. C: 1.11 (p=NS) 
8. Help 
Before: I: 0.72 vs. C: 0.86 (p=NS) 
After: I: 0-.75 vs. C: 0.60 (p=NS) 
9. Reassurance 
Before: I: 1.00 vs. C: 0.81 (p=NS) 
After: I: 1.18 vs. C: 0.80 (p<0.01, SIG) 
10. Total SHAR score 
Before: I: 8.19 vs. C: 7.80 (p=NS) 

      After: I: 8.16 vs. C: 6.79 (p<0.01, SIG) 
 
Multivariate regression analysis 
Overall SAHR index 
Intervention*Round (Pre/Post) interaction term coefficient 0.99,  (p=NS) 
Round (Pre/Post) coefficient -1.02, (p<.01, SIG) 
Intervention coefficient 0.39, (p=NS) 
 
Overall SAHR index (adjusted for age, marital status, number of children, higher education, 
languages, and ministry affiliation) 
Intervention*Round (Pre/Post) interaction term coefficient 
Salutation  0.08, p=NS 
Assessment 0.26, (p<.05, SIG) 
Help 0.41, (p<.05, SIG) 
Reassurance 0.31, (p=NS)  
SAHR 1.06, (p=NS)              

Solo, 1999 
 
Intervention: 
Three models of 
implementing FP services 
for PAC patients in a 
hospital setting were 
compared;  intervention 

Female patient interviews EXCLUDING Nyeri Hospital* 
*Data from Nyeri Hospital excluded in the following outcomes because intervention was 
implemented prior to BL interviews; actual total interviews were N=481 BL and N=319 EL  
 
Biological Outcomes 
NR 
 
Behavioral Outcomes 
1. Patients decided to begin using contraceptives 

Based on the authors’ indicators of 
effectiveness, acceptability and 
feasibility, model 1 provided the 
best overall postabortion FP 
services. More patients from model 
1 settings received family planning 
counseling and a method prior to 
leaving the hospital than patients 
from model 2 or model 3 settings. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

was training, provision of 
supplies and equipment, 
and reorganization of 
services between the FP 
clinic and the gyn ward 
 
Study design: 
Non-randomized trial – 
group 
 
Rigor score: 2/9 

Overall: 1996/BL: 22%, 1997/EL: 68% 
 
Process Outcomes/Output 
1. Patients received family planning counseling 
Overall:  BL/ 7% ; EL/ 68% 
Model specific: Model 1/ 92%; Model 2 / 62%; Model 3/ 54% 
2. Patients received a method prior to leaving hospital 
Overall:   BL/ 3% ; EL/ 70% 
Model specific: Model 1/ 82%; Model 2/ 63%; Model 3/ 75% 
 
Other Reported Outcomes  
1. Providers trained in postabortion family planning 
2. Providers trained in MVA 
3. Acceptability of timing, location and staffing of service delivery according to 

providers 
4. Acceptability of providers’ additional responsibilities and workload 
5. What advice providers would give to other hospitals that intended to set up similar 

linked services 
6. Female patients’ sentiments about the FP counseling and staff providing those 

services 
7. Distribution of types of contraceptives provided to women who left the hospital with 

a method; method mix by intervention model 
8. Specific information provided to women about contraceptive method chosen (e.g. 

side effects); breakdown by intervention model 
9. % of male partners who received FP counseling, received information about their 

wives’ conditions, would have liked to have received family counseling, would have 
liked to have received more information about wives’ conditions  

In total, the number of patients 
who decided to begin using 
contraceptives increased from 22% 
at pre-intervention to 68% at post-
intervention, while the number of 
providers trained in postabortion 
FP increased from 6% to 27%. 
However, these outcomes were not 
stratified by model. No effect size 
or variance estimates were 
provided for any outcomes. 
 
 
 

Sultan, 2002 
 
Intervention:  
Two types of health 
workers deliver services to 
households in rural areas, 
including childhood 
immunization, growth 

Note: Odds ratios are reported with 95% confidence intervals. 
 
Biological Outcomes 
 
Behavioral Outcomes 
1. Overall prevalence of contraceptive use in rural areas 
1996-1997/19%  (national survey 1996-1997);  1994-1995/ 11% (national survey 1994-1995) 
2. Use of reversible modern methods of contraception 
Access to community-based workers 

Use of reversible modern methods 
of contraception is significantly 
higher in localities having good 
access to literate, female 
community-based workers than in 
localities with little or no access, 
which persisted when adjusted for 
a wide range of community, 
individual, and household 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

monitoring, treatment of 
childhood illnesses, and 
FP. 
 
Study design:  
Cross-sectional  
 
 
Rigor score: 3/9 

None: 5.3%; unadjusted OR=1.00; adjusted OR=1.00 
1 worker: 9.4%; unadjusted OR=1.83 (95% CI 1.30, 2.56); adjusted OR=1.14 (95% CI 0.80, 
1.61) 
2 or more workers: 16.8%; unadjusted OR=4.05 (95% CI 2.71, 6.07); adjusted OR=1.74 
(95% CI 1.11, 2.71) 
Access to any static health facility 
No: 8.3%; unadjusted OR=1.00; adjusted OR=1.00 
Yes: 9.8%; unadjusted OR=1.12 (95% CI 0.81, 1.56); adjusted OR=0.84 (95% CI 0.62, 1.14) 
Access to a private practitioner 
No: 7.3%; unadjusted OR=1.00; adjusted OR=1.00 
Yes: 14.4%; unadjusted OR=2.41 (95% CI 1.74, 3.34); adjusted OR=1.47 (95% CI 1.00, 
2.15)  
School availability (number and types of schools with 5km) 
Low: 3.9%, unadjusted OR=1.00; adjusted OR=1.00   
Medium: 5.6%; unadjusted OR=1.45 (95% CI 0.84, 2.52); adjusted OR=1.42 (95% CI 0.80, 
2.54) 
High: 10.5%; unadjusted OR=3.07 (95% CI 1.82, 5.19); adjusted OR=2.57 (95% CI 1.36, 
4.88) 
Very high: 12.8%; unadjusted OR=3.90 (95% CI 2.39, 6.36); adjusted OR=2.67 (95% CI 
1.35, 5.27) 
 
Process Outcomes/Output 
NR 
 
Other outcomes reported 
1. Effects of various community indicators of modernization and characteristics of 

individuals and households on use of reversible modern methods of contraception 
2. Visited by a health or FP worker within previous 12 months by access to type of 

worker 
3. Recall that contraception was discussed at most recent visit from a FP worker 

characteristics. Access to private 
practitioners who offer 
contraceptive services also had a 
significant effect on use.  No 
impact was detected from access to 
static family planning services.  
Availability of schools also had 
significant effect on contraceptive 
uptake, but presence of other 
modern institutions or proximity to 
a town had no effect. 

Vernon, 1993 
 
Intervention: Client-
centered reproductive 
health program that 

Behavioral Outcomes 
From perinatal clinic history records n=6315 
1. Acceptance rates of modern methods of contraception (condom, IUD, pill, 
sterilization) 
9.2 %  December 1990 
23.7%  Jan-March 1991 

Note: use multiple sources of data 
so there is no consistent pattern of 
reporting results for outcome 
measures and p values reported.  
Study suggests overall 
improvement in women’s 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

included prenatal 
education, individual FP 
and reproductive health 
counseling, availability of a 
wide range of contraceptive 
methods, a postpartum 
clinic, and an improved 
perinatal data collection 
system. 
 
Study design: Serial cross-
sectional  
 
Rigor score: 1/9 

22%     Apr-June 1991 
 22.5%  July-Sept 1991 
 29.2%  Oct-Dec 1991 
 46.1%  February 1992  
2. Referred to 40 day clinic or outpatient clinic (so could accept at later date) 
21.1 %  December 1990 
40.3%  Jan-March 1991 
33.2%     Apr-June 1991 
 46.1%  July-Sept 1991 
 48.8%  Oct-Dec 1991 
 44.2%  February 1992  
3. Not referred ‘None’ (at discharge) 
68.9 %  December 1990 
35.5%  Jan-March 1991 
38.0%     Apr-June 1991 
 26.9%  July-Sept 1991 
 19.4%  Oct-Dec 1991 
 8.8%  February 1992  
Start of the project/December 1990: 9% 
March 1991: 20% 
 
4. Contraceptive Acceptance at 40-day clinic  (no time period reported) 
41% (according to open ended clinic histories)  
61% (according to client exit surveys) 
Using the above data, authors estimate on average 39.5% of women attended the 40-day 
clinic, and 51% of them adopted a method. 
 
 
Process Outcomes/Output 
1. Number of women attending FP and reproductive health counseling services 
N=33 in May 1991 to N=296 in May largely due to increase in attendance by women at 40 
day post partum or later  
 
2. Overall contraceptive provision by program 
20% of all women attending deliveries 
25% of all postpartum women who received a method before discharge 

knowledge of reproductive health 
services and satisfaction with the 
services provided. Study also 
showed an increase in 
contraceptive acceptance according 
to multiple data sources: perinatal 
clinic records, 40-day clinic 
records, and client exit surveys. In 
terms of process outcomes, the 
program appears to have reached a 
higher proportion of women (from 
February to December 1991) in 
offering contraceptive methods. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Total= 45% of all women delivering at the IHSS hospital in 1991 
 
From Postpartum surveys (N=1440) 
3. Proportion of women reporting being offered contraception at their postpartum 
hospital stay (according to survey data) 
February 1991:33% 
December 1991: 69% 
 
4. Proportion of women in prenatal visits who requested that they be given  a method 
immediately after delivery (according to survey data) 
February 1991:19% 
December 1991: 49% 
 
5. Proportion of acceptors who received information on how their chosen method 
worked or was used (according to survey data) 
February 1991:53% 
December 1991: 84% 
 
6. Proportion who reported having their doubts resolved by hospital staff (according to 
survey data) 
February 1991:20% 
December 1991: 47% 
 
7. Proportion who reported being told that they could return if they had problems or 
desired a change in method (according to survey data) 
February 1991:52% 
December 1991: 81% 
 
8. Utilization of prenatal education sessions 
Family planning and reproductive risk: 56% of all women delivering 
Pregnancy and labor: 45% 
Breastfeeding and baby care: 40% 
 
9. Utilization of reproductive health counseling sessions 
Total visits: Between May 15-February 29, 1991 1472 women made 1872 counseling visits 
Increase in number of visits: 33 in May to 296 in February 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
10. Utilization of 40-day postpartum clinic 
Pre project estimate: 15%  
During the duration of project: 39% of all women who delivered at IHSS hospital 
 
11. Client satisfaction with services (attention received from physicians, nurses, 
pharmacy, laboratory services, and records and administration) 
Mean satisfaction score 
February: 4.1 
December: 4.9 
(p=sig, no value reported) 
Overall score given to all services (total of 25) 
February: 20.7 
October:21.5 
December: 24.3 
 
Other outcomes reported 

1. Changes in the mix of contraceptive methods used 
2. changes in women’s knowledge about warning signs during pregnancy, baby 

care, reproductive risk factors 
3. Knowledge of reproductive health  
4. Knowledge of specific warning signs during pregnancy, 
5. Specific recommendations on how to care for baby’s navel,  
6. Specific risk factors for pregnancy (score included above)  
7. Satisfaction scores, client rating aspects of the prenatal education program 

Warren, 2010 
 
Intervention: Training 
providers in a postnatal 
care package including 
maternal and newborn 
health, FP, HIV, 
breastfeeding, etc. 
 
Study design: Serial cross-

Note: Data reported only for the 6 wk postnatal visit, as this was the only visit for which there 
was both pre- and post-intervention data.  
 
Biological Outcomes 
NR  
 
Behavioral Outcomes 
Uptake of family planning method, Before: 35%, After: 63%, SIG (p=NR) 
 
Process Outcomes/Output 
Quality of care, reported as mean scores (range of possible scores in parentheses) 

The quality of care index score 
increased significantly for both 
maternal health and infant health at 
the 6-week postnatal visit after the 
introduction of the postnatal care 
package. However, the quality of 
care still remained lower than 
desired. More women accepted a 
FP method at 6 weeks postpartum 
before the intervention (35%) 
compared to after (63%).  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

sectional  
 
Rigor score: 1/9 
 
 
 

Maternal health 
Asking about danger signs since childbirth (0-4), Before: 0.34, After: 1.11 (p<0.01) 
Physical exam conducted (0-7), Before: 1.88, After: 3.79 (p<0.01) 
Counseling on HIV/STIs (0-8), Before: 0.51, After: 1.15 (p<0.05) 
Family planning (0-4), Before: 0.53, After: 1.7 (p<0.01)  

Total quality of care index for postpartum woman (0-23), Before: 3.26, After: 8.27 (p<0.01) 
 
Infant health 

Counseling on possible danger signs (0-3), Before: 0.24, After: 1.39 (p<0.01) 
Counseling on infant feeding (0-3), Before: 1.33, After: 2.19 (p<0.01) 
Immunizations received (0-2), Before: 1.25, After: 1.76 (p<0.01) 

Total quality of care index for newborn (0-11), Before: 3.37, After: 6.45 (p<0.01) 
 
Other outcomes reported 
Number of provider-client interactions in which providers were observed asking about 
specific elements of maternal and newborn health 

 
 

Zhu, 2009 
 
Intervention: 
A comparison of two post-
abortion family planning 
interventions aimed to 
increase contraceptive use 
and reduce repeat abortion.   
Package A, the provision of 
limited information and 
referral to existing FP 
services, was compared to  
Package B, face-to-face 
counseling, free provision 
of contraceptive materials, 
and male involvement in 
addition to package A 
 
Study design: 

Package A: Essential services; Package B: Comprehensive services 
*All outcomes recorded at 6th month follow up 
 
Biological Outcomes  
1. Pregnancy 
Before-A/ 8.3%;  After-A/  7.4%;   
Before-B/  4.3%; After-B/  2.7% 
2. Unwanted pregnancy 
Before-A/ 5.4%; After-A/4.1%  AOR = 0.66 (95% CI 0.37-1.18) 
Before-B/ 2.2%  After-B/ 1.4%  AOR = 0.61 (0.24-1.53) 
Package B vs. Package A AOR = 0.84 (95% CI 0.29-2.39) 
3. Induced abortion 
Before-A/ 4.7%; After-A/ 3.2%  AOR = 0.57 (95% CI 0.30-1.07) 
Before-B/ 1.9%; After-B/ 1.2%  AOR = 0.69 (95% CI 0.26-1.84) 
Package B vs. Package A AOR = 1.01 (95% CI 0.33-3.13) 
 
Behavioral Outcomes  
*Among women who had intercourse during 6 mo. FU period 
 
1. Total sexually active women at 6 mo. FU = 2077 women 

Neither package changed 
contraceptive knowledge, but both 
packages resulted in increased use 
of any contraceptive method. 
Package B had a stronger effect on 
increasing use of effective 
contraceptive methods and 
consistent and correct use of 
condoms. Rates of pregnancies, 
unwanted pregnancies and induced 
abortion at 6 month follow up were 
higher for package A hospitals 
than package B hospitals, for both 
the before intervention and after 
intervention cohorts. While both 
packages reduced the 
aforementioned rates, the 
differences were not statistically 
significant. 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Randomized trial – Group 
 
Rigor score: 5/9 

Package A: Before I (Before-A) / 500 
                   After I (After-A) /507 
Package B: Before I (Before-B) / 576 
                   After I (After-B) / 494 
2. Use of any contraceptive method 
Before-A / 93.8%;  After-A / 97.6%   OR = 2.62, AOR = 2.45 (95% CI 1.22-4.95) 
Before-B/ :6.4%; After-B/  98.4%       OR = 2.50, AOR = 2.55 (95% CI 1.00-6.46) 
Package B vs. Package A: OR = 0.82, AOR  = 0.81 (95% CI 0.27-2.40) 
3. Use of effective contraceptive methods 
Before-A/ 87.2%;  After-A/  89.3%    OR = 1.36, AOR = 1.19 (95% CI 0.79-1.81) 
Before-B/  89.9%;  After-B/  96.2%   OR = 2.78 AOR = 2.35 (95% CI 1.33-4.17) 
Package B vs. Package A: OR = 2.13, AOR = 2.03 (95% CI 1.04-3.98) 
4. Consistent use of condoms 
Before-A/ 33.0%;  After-A/  39.7%, OR = 1.42   AOR = 1.37 (95% CI 1.01-1.85) 
Before-B/  37.1%; After-B/  62.1%,  OR = 2.93  AOR = 2.75 (95% CI 2.05-3.68) 
Package B vs. Package A: OR = 3.68, AOR = 2.32 (95% CI 1.55-3.46) 
5. Correct use of condoms 
Before-A/ 41.1%; After-A/  49.9%,  OR = 1.40  AOR = 1.53 (95% CI 1.13-206) 
Before-B/  37.3%; After-B/  67.3%, OR = 8.67  AOR = 8.38 (95% CI 5.64-12.46) 
Package B vs. Package A: OR = 2.81, AOR = 2.78 (95% CI 1.81-4.26) 
6. Consistent and correct use of condoms 
Before-A/  17.0%; After-A/  21.4%  OR = 1.40, AOR = 1.36 (95% CI 0.93-1.97) 
Before-B/  10.4%; After-B/  41.6%   OR = 8.43, AOR = 8.01 (95% CI 5.46-11.77) 
Package B vs. Package A: OR = 5.71, AOR = 5.68 (95% CI 3.39-9.53) 
7. Regular intake of the oral contraceptives 
Before-A /83.0%;  After-A / 62.5%   OR = 0.96, AOR = 1.33 (95% CI 0.29-6.16) 
Before-B / 89.8%; After-B / 77.1%    OR = 0.49, AOR = 0.64 (95% CI 0.10-4.13) 
Package B vs. Package A: OR = 0.19, AOR = 0.19 (95% CI 0.03-1.38) 
*Adjusted OR adjusted for women’s birth place, education, occupational status, and history 
of contraceptive/effective contraceptive/condom/pill use, and men’s occupational status 
 
Knowledge Outcomes 
1. Knowledge of contraception using a scale with 13 items – score and standard 
deviation 
Before-A / 7.1 (SD 2.9), After-A / 7.3 (SD 3.1) 
Before-B / 6.9 (SD 3.0), After-B / 7.6 (SD 3.4) 



 89 

Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

*Linear regression did not show any significant differences in the score between before and 
after intervention of either package, as well as between packages 
 
Process Outcomes/Output 
1. Post-abortion FP services received  - data not shown but mentioned in text 
2. Satisfaction regarding abortion and FP services  - data not shown but mentioned in text 

Matlab studies 

Chaudhuri, 2008 
 
Intervention: 
A community-based family 
planning program 
associated with a few basic 
MCH services 
 
Study design: 
Cross-sectional study 
 
Rigor score: 4/9 

Biological Outcomes 
1. Height-for-age Z-score – girls (below 10 years of age) 

I: -2.05 (SD 1.45) ; C: -2.21 (SD 1.33) (p=0.02, SIG) 
*Means are weighted to correct for unequal sampling probabilities 

2. Height-for-age Z-score – boys (below 10 years of age) 
I: -2.04 (SD 1.33); C: -2.13 (SD 1.44) (p=0.16, NS) 

*Means are weighted to correct for unequal sampling probabilities 
3. Treatment vs. control group on height-for-age Z-score – girls (less than 5 years old) 

adjusted 
Coefficient for I vs. C (n=540): 0.3226 (SD 1.82) (p=0.10, NS)* 
*Adjusted for child characteristics, household and parental controls, mother’s height and 
age, interaction term between mother’s education and treatment dummy variable and 
interaction term between expenditure per capita and treatment dummy variable 

4. Interaction of mother’s education and treatment vs. control group on height-for-age 
Z-score – girls (less than 5 years old) adjusted 
Coefficient for I vs. C (n=540): -0.0688 (SD 1.56) (p=NS)* 
*Adjusted for child characteristics, household and parental controls, mother’s height and 
age, interaction term between mother’s education and treatment dummy variable and 
interaction term between expenditure per capita and treatment dummy variable 

5. Interaction of expenditure and treatment vs. control group on height-for-age Z-
score – girls (less than 5 years old) adjusted 
Coefficient for I vs. C (n=540): -0.0882 (SD 0.85) (NS)* 
*Adjusted for child characteristics, household and parental controls, mother’s height and 
age, interaction term between mother’s education and treatment dummy variable and 
interaction term between expenditure per capita and treatment dummy variable 

6. Interaction of land owned and treatment vs. control group on height-for-age Z-
score – girls (less than 5 years old) adjusted 
Coefficient for I vs. C (n=493): 0.0142 (SD 0.16) (NS)* 

Boys and girls in the treatment area 
were less stunted than those in the 
control area but this finding is SIG 
for girls but not for boys. Author 
concludes that children under 5 in 
the treatment area are significantly 
healthier than children living in the 
control area and that it 
significantly affects younger 
children directly targeted by the 
program.  However, the author 
reports that the results for 
outcomes #3 and #7 are significant 
at the 10% level but we consider 
this NS. For girls under 5 years, no 
significant differences in health 
was found for those in the 
treatment arm interacted with 
mother’s education, expenditure or 
family land ownership. For boys 
under 5 years, health was 
decreased for those in the 
treatment arm interacted with 
mother’s education and 
expenditure, and was increased for 
those in the treatment arm 
interacted with family land 
ownership.Adjusted data was only 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

*Adjusted for child characteristics, household and parental controls, mother’s height and 
age, interaction term between mother’s education and treatment dummy variable and 
interaction term between expenditure per capita and treatment dummy variable 

7. Treatment vs. control group on height-for-age Z-score – boys (less than 5 years old) 
adjusted 
Coefficient for I vs. C (n=593): 0.2801 (SD 1.83) (p=0.10, NS)* 
*Adjusted for child characteristics, household and parental controls, mother’s height and 
age, interaction term between mother’s education and treatment dummy variable and 
interaction term between expenditure per capita and treatment dummy variable 

8. Interaction of mother’s education and treatment vs. control group on height-for-age 
Z-score – boys (less than 5 years old) adjusted 
Coefficient for I vs. C (n=593): -.0894 (SD 2.34) (p=0.05, SIG) 
*Adjusted for child characteristics, household and parental controls, mother’s height and 
age, interaction term between mother’s education and treatment dummy variable and 
interaction term between expenditure per capita and treatment dummy variable 

9. Interaction of expenditure and treatment vs. control group on height-for-age Z-
score – boys (less than 5 years old) adjusted 
Coefficient for I vs. C (n=593): -.2378 (SD 2.11) (p=0.05, SIG) 
*Adjusted for child characteristics, household and parental controls, mother’s height and 
age, interaction term between mother’s education and treatment dummy variable and 
interaction term between expenditure per capita and treatment dummy variable 

10. Interaction of land owned and treatment vs. control group on height-for-age Z-
score – boys (less than 5 years old) adjusted 
Coefficient for I vs. C (n=511): 0.0103 (SD 2.86) (p=0.05, SIG) 
*Adjusted for child characteristics, household and parental controls, mother’s height and 
age, interaction term between mother’s education and treatment dummy variable and 
interaction term between expenditure per capita and treatment dummy variable 
 

Behavioral Outcomes 
NR 
 
Process Outcomes/Output 
NR 

coded for children less than 5 years 
(even though data was provided for 
less than 10 years) based on our 
targeted group outcomes.  
 
 

Fauveau, 1990 
 

Biological Outcomes 
1. Perinatal mortality  
1979/ I: 82 per 1000 total births ; C: 82 per 1000 (p=NR) 

In the intervention area there was a 
sustained decreased in perinatal 
mortality rates from 1979-1986, 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Intervention: 
A community-based family 
planning program 
associated with a few basic 
MCH services 
 
Study design: 
Serial cross-sectional 
 
Rigor score: 2/9 

1980/I: 81 per 1000 total births ; C: 72 per 1000  (p=NR) 
1982/I: 73 per 1000 total births ; C: 73 per 1000 (p=NR) 
1983/I: 72 per 1000 total births ; C: 78 per 1000  (p=NR) 
1984/I: 71 per 1000 total births ; C: 82 per 1000 (p=NR) 
1985/I: 65 per 1000 total births ; C: 74 per 1000 (p=NR) 
1986/I: 66 per 1000 total births ; C: 68 per 1000 (p=NR) 
1979-1982/I: 79.5 per 1000 total births (1258/16781) ; C: 75.0 per 1000 (1098/13818)  

(Sig NS) 
1983-1986/  I: 68.6 per 1000 total births (922/13422) ; C: 75.4 per 1000 (922/13433)  

( p=0.04, SIG) 
Behavioral Outcomes 
NR 
 
Process Outcomes/Output 
NR 

however, the authors concluded 
that the decline was more likely to 
be the result of healthcare than FP 
intervention. Actual number of live 
births remained roughly the same 
in both intervention and control 
areas.  

Hale, 2006 
 
Intervention: 
A community-based family 
planning program 
associated with a few basic 
MCH services 
 
Study design: 
Serial cross-sectional 
 
Rigor score: 3/9 

Biological Outcomes 
1. First week mortality  
1982-2002/ I: 26.7 per 1000 children alive C: 31.8 (N=125,720) 

(M-H RR=0.842, p<0.001, SIG), (Adjusted M-H RR=0.840*, p<0.001, SIG) 
1982-86/ I: 31.2 per 1000 children alive ; C: 35.6 (N=32,199) 

(M-H RR=0.875, p<0.001, SIG), (Adjusted M-H RR=0.842*, p<0.001, SIG) 
1987-91/ I: 27.7 per 1000 children alive ;C:30.9 (N=32,858) 

(M-H RR=0.896, NS)(Adjusted M-H RR=0.887*,NS) 
1992-96/ I: 26.4 per 1000 children alive ; C: 32.1 (N=27,319) 

(M-H RR=0.8222, p<0.01, SIG), (Adjusted M-H RR=0.850*, p<0.01, SIG) 
1997-99/ I: 22.7 per 1000 children alive ;C: 28.4 (N=16,394) 

(M-H RR=0.800 p<0.05, SIG), (Adjusted M-H RR=0.826*, NS) 
2000-02/ I: 21.5 per 1000 children alive; C:28.5 (N=16,950) 

(M-H RR=0.756, p<0.01, SIG), (Adjusted M-H RR=0.742*, p<0.001, SIG) 
2. Weeks 2-4 mortality – 1982-2002 
1982-2002/I: 11.0 per 1000 children alive ;C: 17.4 (N=121,693) 

(M-H RR=0.631, p<0.001, SIG), (Adjusted M-H RR=0.651*, p<0.001, SIG) 
1982-86/I: 17.5 per 1000 children alive ;C: 24.7 (N=31,023) 

(M-H RR=0.709, p<0.001, SIG), (Adjusted M-H RR=0.696*, p<0.001, SIG) 
1987-91/ I: 11.7 per 1000 children alive ;C: 20.8 (N=31,847) 

(M-H RR=0.565, p<0.001, SIG), (Adjusted M-H RR=0.557*, p<0.001, SIG) 

For the entire period (1982-2002) 
the difference between the 
mortality rate in the intervention 
and comparison areas are 
statistically significantly different 
and suggest that infant and child 
mortality are generally lower in the 
intervention areas compared to the 
control areas. For each sub-period 
of infancy and childhood, the 
mortality rate decreases nearly 
perfectly monotonically within 
each area over the five time 
periods considered. The general 
pattern of the relative-risk ratios of 
mortality between the two areas 
reflects that infant and child 
mortality are generally lower in the 
MCH-FP area than in the 
comparison area. All four ratios for 
the entire 1982– 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

1992-96/ I: 8.9 per 1000 children alive ;C: 13.6 (N=25,502) 
(M-H RR=0.652, p<0.001, SIG), (Adjusted M-H RR=0.716*, p<0.001, SIG) 

1997-99/ I: 5.8 per 1000 children alive; C: 10.6(N=15,958) 
(M-H RR=0.545, p<0.001, SIG), (Adjusted M-H RR=0.564*, p<0.001, SIG) 

2000-02/ I: 6.1 per 1000 children alive ;C: 8.5 (N=16,363) 
(M-H RR=0.714, NS), (Adjusted M-H RR=0.714*, NS) 

3. Weeks 5-52 mortality 
1982-2002/I: 28.5 per 1000 children alive ;C: 35.7 (N=119,651) 

(M-H RR=0.798, p<0.001, SIG), (Adjusted M-H RR=0.847*, p<0.001, SIG) 
1982-86/ I: 43.4 per 1000 children alive ;C: 48.3 (N=29,110) 

(M-H RR=0.897, p<0.05, SIG), (Adjusted M-H RR=0.897*, NS) 
1987-91/ I: 32.7 per 1000 children alive ;C: 40.8(N=31,364) 

(M-H RR=0.801, p<0.001, SIG), (Adjusted M-H RR=0.846*, p<0.01, SIG) 
1992-96/I: 21.7 per 1000 children alive ;C: 30.3 (N=26,222) 

(M-H RR=0.716, p<0.001, SIG), (Adjusted M-H RR=0.764*, p<0.001, SIG) 
1997-99/I: 15.3 per 1000 children alive ;C 25.5 (N=15,801) 

(M-H RR=0.602, p<0.001, SIG), (Adjusted M-H RR=0.648*, p<0.001, SIG) 
2000-02/ I: 15.3 per 1000 children alive ;C:15.2 (N=15,796) 

(M-H RR=1.011, NS), (Adjusted M-H RR=1.082*, NS) 
4. Years 1-5 mortality 
1982-2002/ I: 26.2 per 1000 children alive ;C: 41.3 (N=110,155) 

(M-H RR=0.635, p<0.001, SIG), (Adjusted M-H RR=0.698*, p<0.001, SIG) 
1982-86/I: 42.2 per 1000 children alive ;C: 67.4  (N=29,110) 

(M-H RR=0.626, p<0.001, SIG), (Adjusted M-H RR=0.667*, p<0.001, SIG) 
1987-91/ I: 22.5 per 1000 children alive ;C: 35.7(N=30.243) 

(M-H RR=0.631, p<0.001, SIG), (Adjusted M-H RR=0.735*, p<0.001, SIG) 
1992-96/I: 17.8 per 1000 children alive; C: 27.2 (N=25,552) 

(M-H RR=0.655, p<0.001, SIG), (Adjusted M-H RR=0.708*, p<0.001, SIG) 
1997-99/I: 16.3 per 1000 children alive ;C: 22.4 (N=14,984) 

(M-H RR=0.727, p<0.001, SIG), (Adjusted M-H RR=0.800*, NS) 
2000-02/I: 14.0 per 1000 children alive ;C: 20.0 (N=10,266) 

(M-H RR=0.698, NS), (Adjusted M-H RR=0.796*, NS) 
 

*Adjusted for treatment area, mother’s education, father’s education, father’s absence, 
religion, household space, child’s month of birth, sex of child, and multiple reproductive 
variables 

2000 period are lower in the MCH 
FP area (27 percent lower on 
average), as are 19 of the 20 sub-
periods of calendar years, 16 of 
which are statistically significantly 
lower. The magnitude of difference 
in mortality is generally largest 
during the first five-year time 
period from when the intervention 
started.  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

 
Behavioral Outcomes 
NR 
 
Process Outcomes/Output 
NR 

Maine, 1996  
 
Intervention: 
A community-based family 
planning program 
associated with a few basic 
MCH services 
 
Study design: 
Serial cross-sectional  
 
Rigor score: 3/9 

Biological Outcomes 
1. Case fatality rate for 1987-1989 for women admitted to Chandpur District 

Hospital 
I: 0.020 vs. C: 0.030, RR = 0.68 (Sig NR) 
 

Number of direct obstetric deaths – cause (1984-1986) 
2. Total 
I: 20 vs. C: 20 (Sig NR) 
 

Number of direct obstetric deaths – cause (1987-1989) 
3. Total 
I: 6 vs. C: 20 (Sig NR) 

 
Behavioral Outcomes 
N/A 
 
Process Outcomes/Output 
4. Admissions to Matlab maternity clinics, (proportion of live births)  

I: 65% vs. C: 33%, RR 2.31 (SIG) 
 
5. Admission as a proportion of live births 
     I: 0.044 vs. C: 0.019 (Sig NR) 
 
6. Percentage distribution of referred admissions to Chandpur District Hospital 
maternity ward 

I: 69% vs. C: 27%, RR 2.58 (SIG) 
 

The total number of obstetric 
deaths declined from 20 pre-
intervention to 6 post-intervention.  
Of admissions to the Matlab study 
clinic during the study period, 65% 
were from the intervention area 
and 33% from the control area.  
Women in the intervention area 
were 2.3 times more likely to be 
treated at the Matlab clinic than 
were their counterparts from the 
control area, and this difference 
was statistically significant.   
 

Ronsmans, 1997  
 

Time period: 1976 - 1993 
 
Biological Outcomes 

There was no significant difference 
in maternal mortality rate ratio 
(from all causes) between the 
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Intervention: 
A community-based family 
planning program 
associated with a few basic 
MCH services 
 
Study design: 
Serial cross-sectional  
 
Rigor score: 2/9 

1. Maternal mortality (all causes) 
I vs. C:1.00 rate ratio [0.96-.1.04], p=0.88 NS 
 

2. Direct obstetric mortality  
I vs C. :1.00 rate ratio [0.96-.1.05], p=0.93 NS 

 
3. Direct obstetric mortality (over time) 
    1976-1986: I (south) 400 vs. I (north) 410 vs. C (south) 400 vs. C (north) 475 (Sig NR) 
    1987-1989: I (south) 450 vs. I (north) 210 vs. C (south) 200 vs. C (north) 375 (Sig NR) 
     1990-1993: I (south) 300 vs. I (north) 175 vs. C (south) 200 vs. C (north) 475 (Sig NR) 
 
Behavioral Outcomes 
N/A 
 
Process Outcomes/Output 
N/A  

MCH-FP and comparison areas. 
Similarly, the rate ratio of direct 
obstetric mortality between MCH-
FP and the comparison were also 
not significantly different.  

Simmons, 1991 
 
Intervention: 
A community-based family 
planning program 
associated with a few basic 
MCH services 
 
Study design: 
Cross-sectional 
 
Rigor score: 2/9 

Biological Outcomes 
NR 
 
Behavioral Outcomes 
1. Contraceptive prevalence rates over time 
1975/ I: 3.0,C: 3.0 (p=NR) 
1976/ I: 9.5, C: 9.5(p=NR) 
1977/ I: 7.9,C: 9.0(p=NR) 
1978/ I: 7.0 ,C: 24.2 (p=NR) 
1979/ I: 7.7 ,C: 30.9 (p=NR) 
1980/ I: 8.2 ,C: 30.0 (p=NR) 
1981/ I: 8.9 ,C: 30.0 (p=NR) 
1982/ I: 9.6 ,C: 33.6 (p=NR) 
1983/ I: 10.4 ,C: 37.3 (p=NR) 
1984/ I: 11.0 ,C: 41.7 (p=NR) 
1985/ I: 11.6 ,C: 44.1 (p=NR) 
 
Process Outcomes/Output 

Model IIIA: In this model, external effects generated by the intervention are not included 
in the intervention area, but are in the control area 

The intervention area was more 
cost-effective than the control area, 
although the differences were not 
large. The average cost was higher 
in the intervention area compared 
to the control area, but total births 
prevented was higher in the 
intervention vs. the control area.  
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Study Reported outcomes and results 
 (I=Intervention: C=Comparison; NS=Non-significant p>0.05; Sig=Significant 

p<0.05; 
NR=Not reported; BL=Baseline; EL=Endline; FU=Follow-up) 

Summary of outcomes 

Model IIIB: In this model, external effects generated by the intervention are included in 
the intervention area and have been subtracted from the control area 

 
1. Average annual costs for program (in US$) 
Model IIIA/ I: $150,000, C: $50,000(p=NR) 
Model IIIB/ I: $152,000 ,C: $50,000(p=NR) 
2. Total births prevented 
Model IIIA/ I: 6,000 ,C: 2,000 (p=NR) 
Model IIIB/I: 7,500 ,C: 1,500 (p=NR) 
3. Average cost per birth averted 
Model IIIA/ I: $171, C: $220(p=NR) 
Model IIIB/ I: $240, C: $298(p=NR) 
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Appendix: Table III – Study Rigor 
 
 
Study Study 

design 
includes  
pre/post 
interventi
on data 

Study 
design 
includes 
control or 
compariso
n group 

Study 
design 
include
s  
cohort 

Comparison 
groups 
equivalent at 
baseline on 
socio- 
demographi
cs 

Comparis
on groups 
equivalent 
at 
baseline 
on 
outcome 
measures 

Random 
assignmen
t (group 
or 
individual
) to the 
interventi
on 

Participa
nts 
randomly 
selected 
for 
assessmen
t 

Control 
for 
potential 
confounde
rs 

Follow-up 
rate  
(>=75% 
counts 
toward 
total 
score) 

Total 
rigour 
score 
(min 
score=1; 
max 
score=9) 

Agha, 2007 Yes Yes No NA  NA  No No No NA  2 

Alvarado, 
1999 

Yes 
 

Yes Yes 
 

No  
 

NA 
 

No No No Yes  4 
 

Amin, 2001 Yes Yes No NR NR No No No NA 2 

Barnet, 
2007 

Yes 
 

Yes Yes Yes No Yes No Yes Yes  7 

Bashour, 
2008 

Yes Yes Yes No NR Yes No No Yes 5 

Billings, 
2003 

No Yes No Yes NA  No No No NA  2 

Bolam, 
1998 

No Yes Yes Yes NA Yes No Yes Yes 
 

6 

Bossyns, 
2002 

Yes 
 

No No NR NA No No No NA 1 

Cissé, 2004 Yes 
 

No No NA NA NA No No NA 1 

David, 
2007 

Yes No No NA NA NA No No  NA 1 

Debpuur, 
2002 

Yes Yes Yes No No Yes Yes 
 

Yes NR 6 

Delvaux, 
2008 

Yes No No NA NA No No No NA 1 
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Study Study 
design 
includes  
pre/post 
interventi
on data 

Study 
design 
includes 
control or 
compariso
n group 

Study 
design 
include
s  
cohort 

Comparison 
groups 
equivalent at 
baseline on 
socio- 
demographi
cs 

Comparis
on groups 
equivalent 
at 
baseline 
on 
outcome 
measures 

Random 
assignmen
t (group 
or 
individual
) to the 
interventi
on 

Participa
nts 
randomly 
selected 
for 
assessmen
t 

Control 
for 
potential 
confounde
rs 

Follow-up 
rate  
(>=75% 
counts 
toward 
total 
score) 

Total 
rigour 
score 
(min 
score=1; 
max 
score=9) 

Douthwaite
, 2005 

No 
 

Yes No 
 

No Yes  No Yes Yes NA 4 
 

Fullerton, 
2003 

No Yes No NR NR No No No NA  1 

Huntington, 
1994 

Yes Yes No Yes NR Yes  Yes No NA 5 

Johnson, 
2002 

Yes 
 

Yes Yes 
 

No  No 
 

No No Yes Yes  5 
 

Mahomed, 
1997 

Yes No No NA  NA  No No NA  NA  1 

Murray, 
1990 

No Yes No NA  NA  No No No NA  1 

Nobili, 
2007 

Yes Yes Yes Yes Yes Yes No No Yes 7 

Paxman, 
2005 

Yes No No NR NR NA No NR NR 1 

Quinlivan, 
2003 

Yes Yes Yes Yes Yes Yes No Yes Yes 8 

Routh, 
2001 

Yes 
 

Yes No 
 

NR  Yes  
 

No Yes No NA 4 
 

Sathar, 
2005 

Yes Yes No Yes No 
 

No No Yes NA  4 

Solo, 1999 Yes Yes No NR NR 
 

No  No No NA 2 

Sultan, 
2002 

No 
 

Yes No 
 

NR  NR 
 

No Yes Yes NA 3 
 

Vernon, 
1993 

Yes  
 

No No 
 

NA 
 

NA 
 

No No No NA 1 
 

Warren, Yes No No NA NA No No No NA 1 
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Study Study 
design 
includes  
pre/post 
interventi
on data 

Study 
design 
includes 
control or 
compariso
n group 

Study 
design 
include
s  
cohort 

Comparison 
groups 
equivalent at 
baseline on 
socio- 
demographi
cs 

Comparis
on groups 
equivalent 
at 
baseline 
on 
outcome 
measures 

Random 
assignmen
t (group 
or 
individual
) to the 
interventi
on 

Participa
nts 
randomly 
selected 
for 
assessmen
t 

Control 
for 
potential 
confounde
rs 

Follow-up 
rate  
(>=75% 
counts 
toward 
total 
score) 

Total 
rigour 
score 
(min 
score=1; 
max 
score=9) 

2010    
Zhu, 2009 Yes Yes Yes No No Yes 

 
No Yes No 5 

Matlab studies 
Chaudhuri, 
2008 

No Yes  No Yes NA  No Yes Yes NA  4 

Fauveau, 
1990 

No Yes No Yes NR No No No NA  2 

Hale, 2006 No Yes No Yes NA No No Yes NA  3 
 

Maine, 
1996  

Yes Yes No Yes NR No No No NA  3 

Ronsmans, 
1997  

No Yes No Yes  NR No No No NA  2 

Simmons, 
1991 

No Yes No Yes NA  NA  NA  NA  NA  2 
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Appendix: Table IV – Integration Implementation 
 
Study Type of 

Integration 
Study Objective Integration 

Promoting 
Factors 

Integration 
Inhibiting Factors 

Recommendations Other 

Agha, 2007 Direction: 
Simultaneous 
 
Setting: Franchised 
clinics run by nurses 
and paramedics 
 
Format: Provider 
and off-site (both 
offered) 
 
Level: District 
 

Objective: To 
evaluate the impact 
of a nurse and 
paramedic 
reproductive health 
franchise in rural 
Nepal on client 
satisfaction and 
utilization of 
services. 

Promoting factors: 
That the intervention 
was able to motivate 
providers to improve 
client perceptions of 
the services they 
delivered indicates 
provider interest in 
providing better 
services to clients 
living in rural areas. 
 
Higher use of 
injectables may also 
have contributed to 
greater client 
satisfaction: clients in 
many developing 
countries consider 
injections to be more 
effective than orally 
administered 
medication. 

Inhibiting factors: 
Political factors 
meant that the 
intervention was 
implemented for less 
than a year, making it 
hard to actually 
change and measure 
behavior change.  
 
It seems that services 
offered by nurses and 
paramedic were not 
compatible with a 
substantial expansion 
of reproductive 
health services.  
 
Population-level data 
showed that 10-12% 
of the population in 
the intervention 
district went to a 
medical 
store/pharmacy for 
reproductive health 
service.  This 
suggests that other 
sources of 
reproductive health 
are available to 
clients.  

Recommendations: 
Higher client 
satisfaction with 
services increased 
client loyalty to 
providers.  
 
Client perceptions of 
the quality of 
reproductive health 
services delivered 
through rural 
providers improve 
when these providers 
became part of a 
franchise network 
that emphasizes 
quality of care.  
 

Other: Women in 
the control district 
had lower levels of 
education than 
women in the 
intervention district. 
SES was higher in 
the intervention 
district than in the 
control district.   
 
Exit surveys showed 
that 87% of 
intervention clinic 
visits and 93% 
control visits were 
not related to SRH.  
 
One issue with 
outcome in table II 
re: last pregnancy is 
that this may not 
have occurred during 
the intervention 
period.  
 

Alvarado, 
1999 

Direction: 
Simultaneous 
 

Objective: Given the 
established benefits 
of an integrated 

Promoting factors:  
Intervention design 
promoted informed 

Inhibiting factors:  
Significant 
investment in 

Recommendations: 
A program such as 
the one applied n the 

Other:  
Qualitative 
interviews with 
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Study Type of 
Integration 

Study Objective Integration 
Promoting 
Factors 

Integration 
Inhibiting Factors 

Recommendations Other 

Setting:  
NGO clinic 
 
Format: Provider 
 
Level: Local 
 

health care program 
for mothers and 
infants in Chile, this 
study aimed to test 
this approach to 
health care in an area 
of extreme poverty in 
northern Chile. 

free choice: The 
intervention was 
orientated toward 
informed free choice. 
Women attending 
CSLH had access to 
a larger number of 
contraceptives free of 
charge. This may 
have enhanced 
women’s 
contraceptive uptake 
as well as their 
feeling of being 
supported in their 
right to change 
methods. In contrast, 
women in the control 
group had limited 
choices, had to pay 
for oral 
contraceptives and 
condoms, which 
were seldom 
available, and had 
less time receiving 
information and 
counseling. This may 
explain why some 
women did not 
accept a method even 
though they were at 
risk of pregnancy.  
 
Coordination of care 
among all providers: 
At CSLH, all 

provider time: 
Providers invested a 
large amount of time 
in follow-up, 
education, and 
counseling 
procedures. 
However, no 
evaluation was 
performed of the 
cost-benefit balance.  
 
High commitment 
demanded from 
clients: The program 
demands a high level 
of commitment from 
clients. For example, 
intensive 
breastfeeding may 
jeopardize women’s 
opportunities for 
work and self-
development 
 
 

CSLH could be built 
upon the current 
national program so 
as to improve the 
quantitative 
outcomes of public 
services. 
 

clients and providers 
corroborate 
quantitative findings. 
The qualitative 
assessment showed 
that personal 
interactions are 
extremely important 
to clients, who value 
being treated with 
respect and receiving 
information that 
empowered them to 
make informed 
decisions in addition 
to other elements of 
quality care that the 
program 
incorporated. 
Although they 
expressed 
appreciation that the 
program allowed 
them to save time 
(due to the integrated 
mother and infant 
care), they may, in 
fact, have invested 
more time in the 
intervention than in 
the public clinic 
because of the larger 
number of visits 
scheduled at CSLH 
and because more 
educational activities 
were offered there. 
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Study Type of 
Integration 

Study Objective Integration 
Promoting 
Factors 

Integration 
Inhibiting Factors 

Recommendations Other 

providers were 
trained in 
breastfeeding and 
contraceptive 
management in the 
same way, and 
worked as a team. 
Each provider 
reinforced messages 
provided by other 
team members. 
Providers could also 
consult and 
collectively find 
solutions to special 
cases. Additionally, 
mothers and infants 
were scheduled for 
appointments 
together, and shared 
a common clinical 
record. This enabled 
providers to be 
informed of the 
health status of both 
mother and child. In 
contrast, in the 
control clinic there 
was no coordination 
between the team 
that cared for 
mothers and infants, 
and the visits were 
scheduled separately 
depending on the 
infant and mother’s 
specific needs. In 

The quality of time 
spent at the clinics 
appears to have been 
more important to the 
clients than the 
amount of time they 
spent at the clinic. 
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Study Type of 
Integration 

Study Objective Integration 
Promoting 
Factors 

Integration 
Inhibiting Factors 

Recommendations Other 

effect, infants 
received more 
attention than 
mothers.  

Amin, 2001 Direction: 
Simultaneous 
 
Setting: Phase 1: In 
the community; 
Phase 2: NGO clinics 
 
Format: Phase 1: 
provider; Phase 2: 
NR, but at minimum 
onsite delivery of 
services 
 
Level: District  
 

Objective: To assess 
an integrated 
program of 
microcredit, FP, 
reproductive health, 
and other basic 
health services in an 
action research 
project in rural 
Bangladesh. 

Promoting factors: 
Availability of 
resources: The 
encouraging results 
seem to have resulted 
from the availability 
and accessibility of a 
well-managed high-
quality static health 
clinic with simple 
modern medical 
facilities.  
 
Community linkages:  
The intervention 
design enabled 
linkages with the 
community (poor 
women and children) 
at large. The bridge 
to the community 
was built through a 
network of micro-
credit volunteers, 
who were both users 
and promoters of the 
ESP. Because the 
volunteers had been 
empowered through 
consciousness-raising 
efforts of micro-
credit programs, they 
were likely to have 

Inhibiting factors:  
. 

Recommendations:  
Results from this 
innovative integrated 
ESP suggest the 
realistic potential for 
an ESP in maternal, 
reproductive and 
child health that 
would improve the 
dismal morbidity and 
mortality situation. 
Additionally, authors 
recommend that in 
parallel the state 
make concerted 
efforts to introduce a 
comprehensive range 
of services in 
reproductive heath 
care, family 
planning, maternal 
and child care, and 
other basic care. In 
tandem, heavy 
investment in 
improving hospitals, 
equipment and 
providers skills is 
necessary. The latter 
can be better utilized 
by improving the 
primary care services 
such that patients can 

Other: 
Bangladesh had 
experienced 
significant increases 
in contraceptive use 
and corresponding 
decreases in fertility 
as a result of a 
massive categorical 
FP program. 
However, with 
resources diverted to 
FP, mortality and 
morbidity among 
mothers and children 
had remained high. 
Also, although an 
existing government-
run clinic served the 
area (including the 
intervention and 
control areas), the 
services were under-
utilized because of 
lack of outreach and 
therefore awareness 
of services, suspicion 
about the quality of 
services, and the 
regularity of the 
hours of operation. 
This evaluation was 
designed to test an 
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been better 
appreciators and 
therefore promoters 
of the value of 
preventive health 
care. The advantage 
of integrating micro-
credit and basic 
health services is that 
the micro-credit 
component is self-
sustainable because 
of its recoupability 
and because it can 
play an important 
role in economic 
survival of the poor. 

be screened at the 
first level to ensure 
that only the most 
high-risk cases can 
be appropriately 
diagnosed, referred 
and treated at higher 
levels.  

integrated program as 
an alternative. 
 
Exercise in caution in 
interpreting results 
fro several reasons. 
(1) Study uses data 
from multiple data 
sets to arrive at these 
conclusions but 
authors do not 
explain the sources 
of data, how they 
compare etc. (2) No 
baseline data for 
control group and no 
significance testing 
between control and 
intervention group, 
or across multiple 
time periods for 
intervention group. 
(3) We found a 
discrepancy in the 
data. There were two 
figures for IMR in 
1992: according to 
data collected from a 
survey in 1997 the 
IMR in I in 
1992=88.0, and 
according to data 
collected from a 
survey in 1992, the 
IMR in I in 
1992=81.5 
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Barnet, 2007 Direction: 
Simultaneous  
 
Setting:  
Homes of pregnant 
and parenting 
adolescents 
 
Format:  
Provider and Referral  
 
Level:  
Local 

Objective: to 
evaluate the impact 
of a community-
based home-visiting 
program for 
adolescent mothers 
on depression, school 
dropout, parenting, 
repeat pregnancy and 
linkage to primary 
care. 
 

Promoting factors:  
Use of a previously 
evaluated curriculum 
that was culturally 
and age appropriate 
to target population, 
and having a sample 
of younger age.  
 
High retention of 
staff enabled trainers 
to develop trusting 
relationships with 
target population, 
and provide a 
consistent message 
and detailed case 
management—all of 
which may have 
increased the impact 
of their messages. 

Inhibiting factors:  
1) Program provided 
information and 
counseling, but did 
not have an explicit 
mechanism 
addressing 
adolescents’ 
motivation to 
postpone 
childbearing. 
 
2) Program lacked a 
system to coordinate 
services and 
information between 
the home visit trainer 
and the physician—
this could have been 
a missed opportunity 
for bidirectional flow 
of information, 
where both providers 
could build upon 
and/or reinforce the 
same messages.  
 
The long-term impact 
of the intervention 
may be mitigated by 
the fact that there 
were barriers in 
access to care. While 
75% of the sample 
had insurance during 
pregnancy, fewer 
than 35% were 

Recommendations:  
For future 
interventions, the 
authors recommend 
better coordination of 
care between 
community-based 
and primary care 
services to improve 
outcomes such as 
repeat pregnancy and 
depression. 

Other: 
Depressive 
symptoms were an 
important outcome of 
this study and were 
the focus of the 
discussion. Though 
randomized, study 
groups did not score 
comparably on the 
main parenting 
measure, AAPI 
score, at baseline.  
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covered during the 2 
year study period, 
which could have 
influenced low 
primary care service 
utilization. 
 

Bashour, 
2008 

Direction:  
Simultaneous  
 
Setting:  
Home visits 
 
Format:  
Provider 
 
Level:  
Local  

Objective: To assess 
the effectiveness of 
an intervention of 
postpartum home 
visits on maternal 
and neonatal 
outcomes at 4 
months postpartum.  
 

Promoting factors: 
The value of home 
visits is highly 
related to the 
performance of 
midwives.  
 
Women in this study 
highly valued the 
home visits; it could 
well correspond with 
some sort of felt 
need. 
 
 

Inhibiting factors: 
Midwives were 
recruited from a 
hospital and not from 
a community setting. 
Community nurses 
who are usually more 
skillful in 
communication skills 
and working with the 
community do not 
exist in the country 
so far.  
 
Inherited practices 
and attitudes are 
difficult to change. In 
Syrian society, 
women 
underestimate their 
fertility in the 
postpartum period. 
Also, postpartum 
morbidity may be 
perceived by women 
as normal, and thus 
not requiring medical 
consultation. 

Recommendations:  
Should consider 
looking in to 
emotional and social 
support outcomes 
next time.  
 
For home visits, the 
value of higher 
maternal satisfaction 
with the postpartum 
experience will need 
to be weighed against 
their additional cost. 
Decisions among 
alternative 
postpartum follow-up 
services ideally 
should incorporate 
the perspectives of 
all parties including 
caregivers, mothers, 
and families 
themselves.  
 
Based on the study’s 
findings, the 
biomedical 
framework was 
perhaps not the most 

Other: There were a 
number of significant 
flaws in this study. 
First of all, although 
an RCT no baseline 
data was reported on 
so it’s really more of 
a serial cross-
sectional study than 
an RCT.  Second of 
all, although one of 
the key outcomes of 
interest was 
contraception uptake, 
discussion of FP was 
not done until the last 
home visit (and one 
would assume not at 
all for group B that 
got 1 home visit) and 
contraceptives were 
not provided so it’s 
confusing that the 
authors thought they 
could have an effect 
on this outcome.  
 
The authors reported 
that maternal pallor 
and infant sleep 
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important framework 
of reference for 
postpartum care, and 
thus social support 
interventions and 
emotional outcomes 
should be considered 
in future research on 
health care planning 
for the postpartum, 
especially in the 
Syrian context. 
 

disorders were more 
commonly reported 
in the intervention 
groups, but speculate 
that this may be due 
to the fact that nurse 
midwives were 
directly visiting them 
in the homes and 
observing this (as 
opposed to the 
control group which 
received no home 
visits).   
 
The mothers in the 
study did not have 
diverse backgrounds 
and they mostly 
come from a low 
socioeconomic 
status. Thus, finding 
cannot be generalized 
to other populations. 

Billings, 2003 Direction: MNCH 
services adding FP 
services  
 
Setting:  
Social security urban 
hospitals 
 
Format:  
Provider 
 
Level:  
Local  

Objective: To 
compare three 
models of care for 
women with abortion 
complications on 
quality of PAC care 
services: sharp 
curettage standard 
care, sharp curettage 
and post abortion 
care (emphasizing 
counseling and 
provision of 

Promoting factors: 
The process of 
introducing a new 
technology into 
health services 
provides 
opportunities for 
innovation regarding 
service delivery.  
 
Excellent internal 
organization of the 
SC sites.  

Inhibiting factors: 
Findings that favored 
the sharp curettage 
PAC model over the 
MVA model were 
due in part to staffing 
difficulties with one 
of the MVA PAC 
hospitals throughout 
the study and to the 
excellent internal 
organization of the 
two sharp curettage 

Recommendations: 
The standard IMSS 
model of PAC should 
be modified to 
emulate those in 
hospitals that 
systematically linked 
general counseling 
and FP services to 
the clinic services 
provided to women 
with abortion 
complications.  

Other:  Confusing 
results a bit as it 
appears the same 
question was 
asked/answered in 
different was – i.e. 
both table 3 and table 
4 asked if a method 
of contraceptive was 
offered but the 
numbers aren’t the 
same. 
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 contraceptives) and 
manual vacuum 
aspiration with post 
abortion care among 
women treated for 
abortion 
complications in six 
social security 
hospitals in Mexico. 

PAC sites.  These 
results also highlight 
the effects of long-
term challenges to 
incorporating MVA 
in to PAC for this 
population as an 
institutionalized 
alternative to sharp 
curettage.  

 
More in-depth 
qualitative studies 
that follow up with 
women obtaining 
PAC over time are 
needed.  
 
Authors feel the 
findings support the 
expansion of the 
essential elements of 
PAC to include 
counseling as 
separate from and as 
important as 
contraceptive and FP 
services.  
 
Results do not 
support hypothesis 
that MVA-PAC 
results in better 
quality of care 
compared to SC-
PAC.  
 
Implementation of 
PAC model rather 
than the clinical 
technique itself is the 
determining factor in 
the information and 
counseling that 
women receive.  

Providers at MVA-
PAC sites had put the 
full model of care 
into practice 
following their 
original training 1-3 
years prior to the 
study, whereas 
providers in the SC-
PAC sites had not 
practiced the other 
PAC components in 
a systematic manner 
after their original 
training. Thus 
refresher training 
served as orientation 
to research protocol 
in MVA-PAC sites 
and it served as an 
intervention in the 
SC-PAC sites.  
 
WHO recommends 
vacuum aspiration as 
the surgical 
technique for use in 
health centers and 
hospitals.   

Bolam, 1998 Direction: 
Simultaneous 

Objective: To 
evaluate impact of 

Promoting factors:  
NR 

Inhibiting factors:  
Intervention design 

Recommendations:  
Despite their 

Other: NR 
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Setting:  
Main maternity 
hospital in 
Kathmandu, follow 
up in households 
in/around 
Kathmandu 
 
Format:  
Provider 
 
Level: Local 
 

postnatal health 
education for 
mothers on infant 
care and postnatal 
family practices in 
Nepal. 
 

influences results: 
The length and 
frequency of the 
intervention may 
have been an issue 
that influenced 
results unfavorably. 
However, authors 
explain that they 
deliberately designed 
a short duration and 
less intensive 
intervention toward 
making it more 
practical and 
sustainable over the 
long term. 

negative findings, 
authors suggest the 
need for future, well-
designed evaluations 
of health education 
interventions that are 
randomized, 
controlled, and 
provide pre and post 
intervention data for 
well defined 
outcomes measures. 
This is important 
since the efficacy of 
health education 
interventions is not 
yet well established. 
They also 
recommend 
qualitative research 
to understand how 
recipients of these 
interventions receive 
and react to the 
health education 
messages. They 
suggest that perhaps 
recipients’ behavior 
can be changed by 
simple messages that 
are frequently 
repeated, suggesting 
that such 
interventions in 
developing countries 
will need to evaluate 
the trade-off between 
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efficacy and costs. 
Interventions should 
also take into 
consideration 
women’s broader 
context; the extent of 
their influence in 
household decision 
making; childbearing 
household, and work 
responsibilities; and 
work in the fields—
all of which may 
significantly 
influence their health 
care seeking behavior 
and practices. 
Finally, authors 
advocate for testing a 
combination of 
antenatal and 
perinatal education 
sessions with 
mothers stating that 
this may be more 
successful than the 
tested education 
schedule.  

Bossyns, 2002 Direction: MNCH 
services adding FP 
services 
 
Setting: 1 small 
town clinic and 2 
rural health centers 
 
Format: Provider  

Objective: To show 
that low-cost 
attitudinal, structural 
and procedural 
changes aimed at 
improving 
responsiveness to 
patients have the 
potential to increase 

Promoting factors:  
Country policy: 
Niger’s health policy 
prescribes integration 
of family planning 
services in general 
outpatient activities.  
 
Unmet need for FP: 

Inhibiting factors: 
Staff attitudes: Staff 
were skeptical about 
the feasibility and 
possible results of a 
change in attitude 
toward patients. 
Some staff were 
reluctant to accept 

Recommendations: 
There is scope for 
further increase in 
responsiveness and 
improvement in 
quality of 
communication. Less 
rigid timetables and 
instructions might 

Other:  
This intervention 
addresses supply side 
barriers to 
contraceptive uptake, 
and not the more 
difficult cultural 
barriers.  
This intervention also 
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Level: District 

uptake of family 
planning (FP) even 
among 
populations 
considered reluctant 
to do so by health 
personnel. 

There was a large 
unmet need for FP, 
contributing to the 
large uptake 
immediately after the 
intervention. 
 
Cost: The marginal 
cost of obtaining 
these results was 
negligible, and 
compare to training, 
follow-up and 
replacement costs of 
community-based 
distribution 
strategies.  

that contraception 
can be started during 
postpartum 
amenorrhea. Many 
staff members 
refused to comply 
with the delivery of 3 
to 6 contraceptive 
cycles at a time. The 
quality of 
communication could 
still be improved, 
such as the focus on 
possible side effects 
of contraceptives.  
 
Staff workload: Staff 
showed concern 
about the additional 
workload. Some 
women were referred 
to another 
consultation to get 
contraceptive supply, 
and this was 
attributed by staff to 
workload. 
 
Bureuacratic 
hurdles: Pregnancy 
checklists were not 
introduced, making it 
difficult for staff to 
lift the menstruation 
requirement (that 
patients must be 
menstruating in order 

also improve case 
holding by making it 
easier for women to 
comply with the 
health center’s 
requirements. Even 
so, this study shows 
how important 
supply side barriers 
to FP uptake can be. 
These barriers are 
more amenable to 
change than other 
barriers. The first 
priority remains to 
make existing 
services and 
programs perform 
well. Improving the 
responsiveness of FP 
activities through 
integration, active 
proposal and client-
friendly procedures 
has potential as a 
low-cost, effective 
way of improving FP 
uptake. 

requires more 
consistent 
contraceptive 
supplies. 
Continuation data 
were not readily 
available, and would 
be difficult to 
interpret because of 
men commonly being 
absent for long 
periods for work. 
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to receive 
contraceptives). 
Other barriers 
included the 
requirement to give 
exhaustive 
information on all 
methods, and the 
time-consuming 
filling out of 
administrative forms. 
 
Supplies: Drug 
supplies often run 
out, so staff protect 
stock over supplying 
them to clients. 

Cissé, 2004 Direction: MNCH-
FP integrated 
services 
strengthening their 
FP services 
 
Setting: 6 rural 
health centers 
 
Format: Provider  
 
Level: District 
 

Objective: To 
evaluate the 
feasibility and impact 
of the introduction of 
post-abortion care at 
the district health 
center level on the 
quality of care in 
rural areas of 
Senegal. 
 

Promoting factors:  
Accessibility of 
services in rural 
areas: The package 
of PAC services was 
simple to implement, 
making it applicable 
to the primary care 
clinic level and 
making services 
more accessible to 
patients who need 
them. Also, because 
of the use of MVA, 
the management of 
incomplete abortions 
became more 
accessible to 
midwives, which is 
important because 

Inhibiting factors: 
Limited number of 
providers: MVA was 
not always used 
because of the 
limited number of 
competent providers, 
thus explaining why 
the practice of D&C 
persisted. 
 
Cost: Cost of 
services, though 
lower compared to 
the pre-intervention 
period, was still quite 
high compared to the 
income level of the 
population.  

Recommendations: 
Decentralization of 
PAC services in rural 
areas of Senegal 
provides benefits to 
patients by increasing 
accessibility, 
decreasing treatment 
time, and lowering 
cost. These services 
should be expanded 
to all health districts 
in Senegal. 
 

Other: Qualitative 
data showed that 
providers expressed a 
number of 
advantages of the 
package of PAC 
services, and patients 
were satisfied with 
the quality of care. 
The intervention 
improved overall 
quality of obstetric 
care because it 
improved cross-
cutting issues like 
infection control, 
communication 
between providers 
and patients, and 
organization of care. 
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midwives provide the 
bulk of emergency 
obstetric care in rural 
areas. 
 
Economic impact: 
The intervention 
resulted in reduced 
time for treatment 
and fewer referrals to 
regional hospitals. 
 
  
 

Specifically, the 
intervention resulted 
in better observance 
of rules to prevent 
hospital-acquired 
infections, such as 
hand-washing, 
sterilizing 
instruments, and 
disposal of 
biomedical waste. 
Also, MVA is less 
invasive, less 
traumatic, reduces 
risk of infection and 
reduces pain because 
of the use of a local 
anesthesia (whereas 
D&C by contrast 
requires general 
anesthesia, which 
was generally not 
available at the 
primary care clinic 
level). 

David, 2007 Direction: MNCH 
services adding FP 
services 
 
Setting: 20 health 
care sites 
 
Format: Provider 
 
Level: Local 
 

Objective: To assess 
the impact of WIN 
family planning 
interventions in 
reducing unwanted 
pregnancies and 
repeat abortions at 
participating study 
sites. 

Promoting factors:  
Effective provider 
training: Training for 
providers facilitated 
increased (and 
possibly more useful 
and effective) 
discussions and 
counseling about 
contraception. 
 

Inhibiting factors:  
No intent to use 
contraception: 
Abortion clients may 
represent a distinct 
group of women who 
prefer to seek repeat 
abortions rather than 
use contraception to 
prevent pregnancy. 
 
Cultural 

Recommendations: 
Client-centered 
counseling about 
contraceptive 
methods is probably 
effective for some 
women, but still the 
needs of all potential 
clients are not being 
met. To address 
study shortcomings 
the authors 

Other: Authors 
discuss the reasons 
for no change in 
number of repeat 
abortions. This 
finding is not 
surprising, as the 
intervention was 
given to women only 
when they came in 
for an abortion. The 
change in their 
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considerations: 
Abortion is easily 
accessible in Russia 
and thus commonly 
used as an alternative 
to consistent 
contraception. In 
contrast, modern 
contraceptive 
methods may be less 
acceptable or readily 
available, and 
women may know 
less about these 
methods. 
 
Gaps between 
knowledge and 
practice: Though 
contraceptive 
counseling by 
providers increased, 
there was no 
mechanism to ensure 
that abortion clients 
took advantage of 
this new information 
or consistently used 
contraceptives after 
the intervention.   

recommend the 
following: (1) in-
depth investigation of 
the women most at 
risk of multiple 
abortions to 
understand their 
reasons for choosing 
this method, (2) an 
assessment of the 
barriers to long-term 
or permanent 
contraceptive 
methods, since these 
may be a safer and 
more acceptable 
alternative for 
women who go in for 
repeat abortions and 
may not be currently 
easily available to 
them, and (3) post-
abortion counseling 
should be more than 
FP counseling but 
include messages 
about the relative 
health risks of these 
methods as compared 
to the abortion 
procedure, (4) a 
review of hospital 
records to document 
the extent of post-
abortion 
complications. 
Additionally, future 

awareness about 
fertility and receipt 
of FP counseling are 
true measures of the 
intervention, but not 
of the numbers 
coming for repeat 
abortions.  Authors 
make several 
inferences about why 
abortion rates did not 
fall, but their analysis 
suffers from some 
limitations: (1) they 
use aggregate data 
from women 
collected across 
facilities, rather than 
following a single 
cohort, so they 
cannot measure the 
impact of the 
intervention on client 
abortion or 
contraception 
practices, (2) clients 
could not be linked to 
the providers who 
received the training, 
(3) clients could have 
received previous 
abortions at different 
facilities where the 
FP intervention was 
not available, and 
hence their repeat 
abortion rates were 
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studies must consider 
cultural factors that 
influence the 
acceptability of 
abortion and 
women’s 
contraceptive choices 
in Russia. 

not influenced (4) 
since data comes 
from different 
women across 
different facilities 
there could be many 
other confounders 
influencing the 
reduction in 
unintended 
pregnancies and 
increased abortions, 
and authors do not 
discuss these factors.  
In brief, it is 
appropriate to 
measure change in 
FP KAP but not to 
draw inferences 
about abortion rates. 

Debpuur, 
2002 

Direction: 
Simultaneous  
 
Setting: Rural health 
centers and 
communities 
 
Format: Provider  
 
Level: Regional 
 

Objective: To assess 
the impact of new 
active community-
outreach programs 
for basic primary 
health care and FP in 
addition to the 
standard MOH 
clinic-based services 
on the knowledge of 
contraceptive 
methods, awareness 
of supply sources, 
reproductive 
preferences, current 
use of modern 
contraceptive 

Promoting factors:  
Increased access to 
services: In the past, 
the MOH fixed 
clinics were dormant 
and not connected to 
communities. 
Mobilization of 
MOH resources to 
provide health 
services within 
communities 
provided greater 
access to FP. 
 
Outreach to chiefs, 
elders, and men: 

Inhibiting factors: 
Social institutional 
constraints: 
Women’s decision to 
adopt contraception 
is often at odds with 
perceptions of 
appropriate female 
roles and that the 
decision may cause 
contraceptive 
adopters considerable 
risk of 
embarrassment and 
ostracism from their 
husbands, co-wives, 
and kin. 

Recommendations: 
Fertility can be 
reduced when 
strategies are 
combined into a 
comprehensive 
community-
mobilization strategy 
for provision of FP 
services. Despite 
limitations of the 
study, the results 
provide evidence that 
a supply-side 
program can have an 
impact, even in a 
traditional setting 

Other: Northern 
Ghana has not 
experienced fertility 
transition, in part 
because of cultural 
structures that 
reinforce high 
fertility. There is 
debate about whether 
improved access to 
FP could have any 
impact. Because the 
settlement pattern is 
dispersed in this area 
of Ghana, the district 
is relatively isolated, 
complicating efforts 
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methods, and 
fertility.  

Culturally, the 
adoption of modern 
FP is constrained by 
traditions that restrict 
women’s autonomy 
and shape men’s 
perception about the 
value of children. By 
reaching out directly 
to village leaders and 
men, the zurugelu 
intervention helped 
to overcome some of 
these barriers.  
 

 
Program intensity: 
Minor and temporary 
lapses in program 
intensity can lead to 
widespread 
discontinuation of 
contraceptive use. 
 
 

that is widely viewed 
as being 
incompatible with FP 
program success.  
There are, however, 
other strong 
determinants of 
fertility, and 
contraceptive norm 
has yet to replace 
traditional means of 
fertility control 
(abstinence), even in 
areas of the district 
where the project 
began to have an 
impact. 

to organize health 
services. Polygyny is 
common, the 
language is different 
from that in southern 
Ghana, and literacy 
among women is 
only 7%. 
 
Conclusions about 
the effectiveness of 
the interventions 
should be tempered 
by the fact that 
fertility levels were 
already falling in the 
region; and that other 
determinants of 
fertility, such as later 
marriage and 
prolonged 
breastfeeding, better 
explained lower 
fertility than did 
increased use of 
contraception. Also, 
measurement of 
contraceptive use is 
challenging because 
women often deny 
contraceptive 
practice for cultural 
reasons. However, 
the use of fertility as 
an outcome bypasses 
this problem.  

Delvaux, Direction:  Objective: To Promoting factors: Inhibiting factors:  Recommendations:  Other: 
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2008 Integrated FP/MNCH 
services adding more 
MNCH services 
 
Setting:  
Government 
reproductive health 
clinics 
 
Format:  
On-site provision of 
services 
 
Level:  
Local 

document the pilot 
experience of 
provision of safe 
abortion/post-
abortion services 
implemented in 2002 
at the Mother Child 
Health clinic, and to 
profile clients and 
assess their uptake of 
post-abortion 
contraception. 

NR Challenge in 
recovering costs: The 
prices charged to 
women at SAPAC 
did not allow for full 
cost recovery, and 
external financial 
support, although 
limited, was needed 
to provide financial 
incentives to health 
staff.  
 
Staff inabilities in 
dealing with client 
variation: The clinic 
faced difficulties 
with FSW clients not 
feeling welcome, in 
part because staff had 
trouble dealing with 
different groups of 
clients and were 
concerned about fee 
exemptions for FSWs 
which they perceived 
as affecting staff 
incentives. After 
team discussions, the 
problem was 
resolved. 

This study shows that 
integrating safe 
abortion/post-
abortion services in a 
health facility at 
peripheral level is 
feasible and that 
there is a demand for 
safe abortion at an 
affordable price in 
Sihanoukville, 
Cambodia. However, 
if SAPAC services 
are to be extended 
throughout the 
country, program 
managers should 
make sure that health 
care providers are 
prepared to 
adequately deal with 
different groups of 
clients and that 
incentives to staff are 
not affected by lower 
or exempted fees 
charged to 
underprivileged 
clients. 
 
 
 
 
 

Because the 
evaluation was based 
on routine data 
collection, there were 
some limitations. (1) 
Data on education 
level was not 
collected; (2) 
adjustments had to be 
made in order to 
collect exhaustive 
data on 
contraception; (3) 
data on condom use 
for HIV prevention 
were not routinely 
collected, and after 
supervision was 
reduced at the end of 
2004, post-abortion 
contraception data 
became less 
exhaustive in 2005; 
(4) no ability to 
assess the effect of 
confounders which 
could influence the 
success of the 
project. 
 
Study shows that safe 
abortion services in 
Cambodia are an 
opportunity to 
increase 
contraceptive use. 

Douthwaite, Direction: MNCH Objective: To assess Promoting factors:  Inhibiting factors: Recommendations: Other:  
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2005 services adding FP 
services  
 
Setting: Households 
in communities 
served by LHWs 
 
Format: Provider 
and referral 
 
Level: National 
 

the impact of the 
LHWP on uptake of 
modern contraceptive 
methods using data 
from a national 
evaluation of the 
LHWP, completed in 
2002. 

Agents of social 
change: Social and 
cultural restrictions 
on women’s mobility 
and decision-making 
in rural Pakistan 
make accessing 
health services 
difficult for them. 
LHWP may serve as 
agents of change, 
offering women a 
choice where 
otherwise they would 
have none due to 
limited mobility. 
 
 

Funding limitations: 
The LHWP, 
primarily funded by 
the Pakistani 
government, was 
experiencing a 
funding shortfall of 
39% at the time of 
the evaluation, and 
less than 50% of the 
100,000 planned 
LHW posts were 
filled. A fully funded 
program could 
absorb as much as 
25% of total 
government 
expenditure on 
health.  
 
Poor quality: There 
was skepticism that 
the program could 
actually deliver FP 
services, as previous 
attempts to integrate 
FP into the 
overburdened health 
system had failed. 
The LHWP was not 
pilot tested, and 
before the evaluation 
there was concern 
about the poor 
quality of worker 
training and the 
politicization of 

The LHWP 
succeeded in 
integrating FP into 
the doorstep 
provision of 
preventive health 
care and in 
increasing the use of 
modern reversible 
methods in rural 
areas. An improved 
understanding of 
where women’s 
mobility and other 
social factors make 
LHWs the most cost-
effective method of 
providing services, 
and where fixed site 
services can be used, 
will be important in 
ensuring a 
sustainable mix of 
services.  
   

Contextual issues: 
While Pakistan is 
experimenting with 
doorstep FP services, 
Bangladesh, a 
country with 
comparable 
restrictions on 
women’s mobility 
and with a long 
history of doorstep 
services, is moving 
toward offering fixed 
site clinics. This is 
primarily due to 
international donor 
complaints about the 
high cost of outreach 
workers. 
Anecdotally, 
women’s mobility 
has increased over 
the last 20 years in 
Bangladesh, reducing 
the need for universal 
doorstep provision of 
services. The impact 
of this change of 
approach is currently 
being evaluated, and 
the results will be 
interesting in light of 
Pakistan’s need for 
services. 
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worker selection. 
Fullerton, 
2003 

Direction: FP  
services adding 
MNCH services 
 
Setting: FP service 
delivery points 
 
Format: On-site 
provision of services 
 
Level: Regional 

Objective: To assess 
the impact on the 
provision of family 
planning (FP) 
services when FP 
providers were also 
trained to provide 
additional, selected, 
reproductive health 
services 
 
 

Promoting factors:  
Resource 
availability: 
Availability of health 
care equipment, 
recent provider 
training (specifically 
in PAC services) 
favored integration. 
 
Perceived value: 
Clients perceived 
added value in the 
services they 
received, and this 
promoted client 
retention. Providers 
also endorsed 
training and 
incorporating 
PAC/STI services. 

Inhibiting factors:  
Resources/inputs not 
sustainable  
Lack of ongoing 
supportive 
supervision for 
providers and 
continuing education 
was a limitation 
 
Provider turnover: 
Provider turnover 
impeded integration.  
 
 

Recommendations: 
Need for future reach 
to confirm this 
study’s findings, and 
to examine what is 
the ideal mix of RH 
services for each 
country context. 
Further, authors call 
for research to 
identify the factors 
that contribute to the 
retention of FP 
clients, and 
employing these 
findings to improve 
services. 

Other: 
The authors also 
provide qualitative 
data from in-depth 
interviews with 
clients, that 
underscores the 
positive benefits of 
training providers in 
integrated services. 
For example, clients 
were supportive of 
the services, and the 
availability of these 
services reduced the 
need for PAC 
referrals and 
increased the number 
of clients who were 
offered or referred to 
FP services. 
Additionally, the 
authors also report 
that providers and 
managers reported 
satisfaction with 
provision of 
integrated services 
and made requests 
for training in 
Fp/STI/PAC 
services, indicating 
the willingness to 
offer integrated RH 
services.  
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Some study 
limitations which 
may influence the 
results of the 
integration. (1) 
Provider cross-over 
count not be 
controlled for. (2) 
since case and 
control facilities were 
randomly selected, it 
was later noted that 
several case facilities 
were not providing 
integrated services, 
and a few control 
facilities were 
providing integrated 
services. (3) Small 
sample size limited 
statistical 
significance. (4) 
Many outcomes were 
only reported for 
case facilities. (5) 
Study results based 
on use of mixed 
research methods, 
and many different 
data sources making 
it unclear at times 
where the results 
were coming from, 
and much harder to 
clearly delineate the 
outcomes of interest 
for this review. 
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Huntington, 
1994 
 

Direction: MNCH 
services adding FP 
services 
 
Setting: MCH-FP 
clinics (EPI clinic 
visits) 
 
Format: On-site 
provision of services 
(referral within the 
same clinic) 
 
Level: Regional 
 

Objective: To 
evaluate the impact 
of the FP referral 
message on the EPI 
clients’ knowledge of 
FP methods and of 
the availability of FP 
services in the clinic, 
on clients’ intention 
to use a contraceptive 
method (for 
nonusers), and to 
examine changes in 
the number of 
vaccines 
administered through 
the EPI services in 
intervention and 
control clinics. 

Promoting factors: 
Strong existing 
programs: The EPI 
in Togo was an 
example of a well-
developed 
categorical program 
that has achieved 
impressive gains in 
reducing childhood 
morbidity and 
mortality.  It has also 
demonstrated ability 
to increase access to 
health care services, 
making it an 
attractive “hook” for 
drawing clients into a 
clinic. 
 
Similar target 
populations: EPI 
focuses on a 
significant proportion 
of FP services’ target 
population: women 
who have recently 
given birth. 
 
Simple messages: 
Referral message is 
simple and easier to 
perform than 
counseling EPI 
clients about FP 

Inhibiting factors: 
Clinic management 
practices and 
capacities: The 
intervention (change 
to established 
practices) was met 
with initial resistance 
by EPI providers and 
required supervisory 
visits and personal 
discussions before it 
was adopted by all of 
the EPI staff in the 
test sites. 
 
Emphasis on 
commodities 
delivered: Clinic 
staff feel pressured to 
move clients through 
as quickly as 
possible, as a 
premium is placed on 
delivering 
commodities (e.g., 
vaccines) without 
instructing them 
about services they 
received or others 
that are available to 
them. 

Recommendations: 
Integrated MCH 
services, particularly 
through the use of 
referral of EPI clients 
to FP services.  
Future integration 
strategies should 
examine clinic 
management 
practices and 
capacities, as many 
providers lack 
experience with 
overall clinical 
management 
procedures.  There is 
a need to address 
how health education 
activities are 
conducted in MCH 
clinics in Africa, 
specifically the 
difficulties shifting 
away from 
ineffective group 
talks to individual 
messages.  There 
should be less focus 
on commodity 
provision and more 
on client knowledge 
of available services. 

Other: Despite 
increases in the 
number of clients 
who stated that the 
nurse mentioned FP 
during EPI visits, a 
very low proportion 
of women (21%) 
recalled this in the 
intervention group, 
suggesting that the 
intervention was not 
being consistently 
performed by all of 
the EPI staff in the 
test clinics. 

Johnson, 
2002 

Direction: MNCH 
services adding FP 

Objective: To assess 
the impact of a post-

Promoting factors: 
Free contraceptives: 

Inhibiting factors:  
NR 

Recommendations: 
The study shows that 

Other: The ethnic 
mix of patients may 
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services 
 
Setting: Gynecology 
ward, 2 central 
hospitals 
 
Format: Provider 
 
Level: Local 
 

abortion family 
planning 
intervention, 
including provider 
training, FP 
counseling, and 
provision of free 
contraceptives, on 
subsequent 
contraceptive use, 
pregnancy, and 
repeat abortion. 

The provision of free 
contraceptives may 
have had a positive 
effect on uptake. 
 
Demand for 
contraception: There 
was a strong demand 
for contraceptives 
among women 
treated for 
incomplete abortion. 
 
Strong staff: There 
was strong support 
by the Ob/gyn staff 
who continued to 
provide post abortion 
FP at the intervention 
sites after the study 
ended.  
 
 

 post-abortion 
contraception 
decreases the risk of 
subsequent 
unplanned pregnancy 
and, therefore, 
decreases the risk of 
repeat abortion, 
including the risk of 
unsafe abortion. 
   

have differed 
between the two 
hospitals, that is, 
more Shona women 
reside in Harare and 
more Ndebele 
women in Bulawayo. 
These ethnic and 
cultural differences 
may or may not have 
effected women’s 
responses regarding 
marital status, 
planned pregnancies, 
and contraceptive 
use. However all 
three of these 
variables were 
controlled in the data 
analysis. Also, 
although 
contraceptives were 
offered free of 
charge, shortly after 
the study ended the 
government began 
charging a small fee 
for contraceptives. 
Therefore the results 
may not apply when 
contraceptives are 
offered for a fee. 
Finally, a large 
proportion (5%) of 
study participants 
died during the study. 
This merits 
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investigation of HIV 
status and other risk 
factors among 
women who present 
with abortion 
complications in 
Zimbabwe.  

Mahomed, 
1997 

Direction: MNCH 
services adding FP 
services 
 
Setting: Two main 
referral hospitals in 
Harare and 
Parirenyatwa in 
Zimbabwe 
 
Format: Provider 
 
Level: Regional (2 
regional hospitals) 
 

Objective: To assess 
the impact of 
providing 
contraceptive care to 
post-abortal women.  

Promoting factors: 
An advantage of well 
organized post-
abortal care is said to 
be the reduction in 
time spent by women 
in hospital.  

Inhibiting factors: It 
is possible that 
existing services are 
offered in ways that 
limit women’s access 
to them.  The 
unsympathetic 
attitude of care 
providers to women 
with miscarriages, 
often presumed to 
have been induced, 
has been noted to be 
a significant factor in 
nurses’ perception of 
emotional 
seriousness and 
priority of care.   

Recommendations: 
The high number of 
unwanted 
pregnancies, 
however, could have 
been prevented in the 
first place if an 
appropriate method 
of contraception was 
initiated at the 
appropriate time. 
Why was it that 
national figures show 
that 35% of all 
women use some 
form of 
contraception, while 
76% of their sample 
of women had not 
been using any form 
of contraception prior 
to the abortion 
despite the fact that 
nearly half had not 
intended to fall 
pregnant? 
 
Doctors need to be 
more motivated to 
participate more 

Other: Of the 30 
women who did not 
accept a method after 
the intervention, 20 
did so because they 
wanted to plan a 
pregnancy soon. 
 
No long term 
continuity data on 
accepters after the 
study and no data on 
long term health of 
the women.   
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actively in providing 
FP services.  
 
There is a need to 
figure out which 
intervention methods 
are most appropriate 
after abortion and 
more specifically 
after complicated 
abortions.   
 
There is also a 
pressing need to 
provide appropriate 
sex education in 
schools as well as the 
wider community so 
as to research young 
men and women 
outside the formal 
education sector.  

Murray, 1990 Direction: MNCH 
services adding FP 
services 
 
Setting: Community-
based 
 
Format: Provider 
and On-site both 
provided 
 
Level: District 
 

Objective: To 
provide community-
based family 
planning and general 
health education and 
services.  

Promoting factors: 
A key feature in the 
success of the clinics 
is thought to be that 
family planning was 
totally integrated 
with primary health 
care. There were no 
special family 
planning clinics or 
family planning 
nurses.  Services 
were always 
available, 
confidentially was 

Inhibiting factors: 
NR 

Recommendations: 
Making family 
planning services 
easily available and 
accessible, together 
with an information 
and education 
program using local 
volunteers has results 
both in high use of 
contraceptives, and a 
significantly 
decreased fertility 
rate relative to the 
rest of Kenya.  

Other: Family 
planning in Chogoria 
started in the mid-
1970s. 
 
Intervention also 
reached 80% 
immunization 
coverage rate.   
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improved, and the 
nurse was able to 
adopt an 
opportunistic 
approach to the 
provision of family 
planning services. 
Also accessibility 
was improved even 
further by 
community based 
distribution.  
 
A little extra in fees 
was charged to for 
curative care, to 
subsidize 
maternal/child health 
and FP attendances, 
and the clinics in the 
upper zone where 
there was money 
from cash crops 
charged a fee to help 
subsidize the more 
arid areas.  
 
The traditional birth 
attendants in the 
vicinity of each clinic 
were befriended and 
the concepts of 
family planning and 
asepsis explained to 
them. Nearly all 
these traditional birth 
attendants (on 
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average 10 around 
each clinic) would 
discuss family 
planning after each 
delivery they 
supervised. 

Nobili, 2007 Direction: MNCH 
services adding FP 
services 
 
Setting: Public 
Hospital 
 
Format: Provider 
 
Level: Local 

Objective: To 
evaluate whether a 
patient-centered 
contraceptive 
counseling 
intervention 
increased the use of 
contraception, and 
the knowledge and 
positive attitudes 
towards 
contraception, in 
women who undergo 
a termination of 
pregnancy (TOP) 
 

Promoting factors: -  
Patient centered 
model: 
The core of their 
intervention (women 
or patient-centered) 
was important, based 
on the assumption 
that the quality of an 
intervention is an 
important factor for 
its efficacy. Such an 
approach not only 
improves knowledge 
and use but their 
satisfaction and, in 
turn, compliance. 
This intervention was 
guided by the 
patient-centered 
model of medicine 
(rather than a 
disease-centered 
model) which 
recognizes the 
importance of 
communication and 
relationships, as 
being the critical 
components 
necessary to achieve 

Inhibiting factors: 
Lack of 
sustainability: This 
intervention design 
may not be 
sustainable. 
Researchers only 
conducted a three 
month follow up and 
could not ascertain 
whether participants 
continued to use an 
effective 
contraceptive method 
for an extended 
period following 
TOP.  
 
 

Recommendations: 
Authors call for 
future research to 
evaluate the long-
term effects of 
patient-centered 
interventions. In 
terms of intervention 
design, they offer the 
suggestion that any 
professional 
providing 
informational 
/educational 
programs on 
contraception should 
pay attention to 
women’s feelings, 
beliefs, attitudes and 
expectations 
regarding 
contraception. 
Additionally, 
sufficient follow ups 
are necessary to 
encourage 
compliance with 
contraception. 

Other: 
Though the authors 
randomized 
participants to the 
intervention and 
comparison arms, the 
sample size was 
small and should be 
considered while 
interpreting study 
results. Second, study 
follow-up was soon 
after TOP and raises 
questions about the 
sustainability of 
contraceptive use. 
Authors recognize 
this limitation but 
highlight the 
variation in patterns 
of use of 
contraception 
between the two 
groups as being 
indicative of some 
favorable impact of 
the intervention. 
Finally, the authors 
point out that since 
these data are based 
on self-reports, they 
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the aims of any 
clinical intervention. 
 
Timing of the 
intervention:  
Authors felt the 
timing of the 
intervention before 
TOP was critical for 
project success since 
women are likely to 
be more motivated to 
begin the use of a 
contraceptive method 
in the duration of 
time that 
immediately follows 
a TOP. Further, 
many patients do not 
attend the scheduled 
post-TOP 
appointments, so 
conducting 
counseling at that 
appointment would 
reduce the number of 
potential participants 
to a self-selected 
group of TOP 
patients.  
 
Personalized, 
culturally 
appropriate 
education: 
Providing education 
about contraceptives 

could suffer from 
social desirability 
bias, causing women 
in the intervention 
group to report 
greater use of 
contraception and 
more positive 
attitudes toward 
contraceptive use. 
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to reduce negative 
attitudes and false 
beliefs, as well as 
creating a 
personalized, 
culturally appropriate 
counseling 
intervention, 
facilitated 
integration.  

Paxman, 
2005 

Direction:  
Simultaneous 
 
Setting:  
Community level  
 
Format:  
Provider and referral  
 
Level:  
Regional 

Objective:  
To gauge how far 
and fast pilot 
initiatives, like India-
LIP, can move 
toward improved 
health status, 
continuity of 
services, and 
program 
sustainability at the 
community level.   

Promoting factors:  
Enthusiastic 
commitment of 
volunteers, vigilant 
advocacy of 
oversight 
committees, 
management, 
training, supervision 
of committees by 
NGOs, and financial 
contributions of 
communities. 
 
Promotion of 
available services: 
Nearly 40% of those 
receiving FP services 
in CINI’s LIP area 
received them from 
non-project sources, 
including 
government facilities. 
 
Empowerment of the 
CHVs (who were 
mainly female) 

Inhibiting factors:  
Staffing: Finding 
adequate number of 
doctors and nurses to 
provide care was a 
challenge. 
 
Sustainability: A 
question remained 
about the extent to 
which these service-
delivery innovations 
would survive 
beyond the funding 
for the initial phase.  
 

Recommendations:  
Government 
(national or state) 
should embrace this 
community-based 
model with 
management and 
training by NGOs. 
One approach could 
be to use NGOs for 
the start-up phase, 
then gradually reduce 
reliance on them or 
contract with them 
for specialized 
support. 

Other: 
BL data was actually 
collected starting at 
month 3 of the 
intervention.  
 
Differences across 
NGOs were not done 
in this article, but 
each NGO could 
measure its progress 
against its own 
baseline criteria. 
Each NGO also had 
the leeway to set up 
its own baseline 
survey. 
 
Program costs and 
type, number, and 
use of services were 
analyzed together, 
which allowed the 
average cost, over 
time, of each type of 
service to be 
calculated.   
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transcends the 
achievement of 
health-care 
objectives. Through 
the LIP, many 
women have been 
able to work outside 
their homes for the 
first time in their 
lives, gaining 
unprecedented 
mobility, recognition, 
and status.  
 
Monitoring: The 
NGOs involved 
India-LIP established 
indicators at the 
outset and monitored 
and measured change 
in each focus area: 
behavioral change, 
community support 
and local 
mobilization of 
resources, access to 
services, cost of 
services, and 
management 
systems.  
 

Sustainability: All 
three NGOs are still 
carrying out their LIP 
activities, even 
expanding, in some 
cases. They have 
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succeeded in 
bringing in other 
donors and 
successfully linked 
themselves with the 
government for 
supplies of 
contraceptives and 
vaccines. 

Quinlivan, 
2003 

Direction: 
Simultaneous 
 
Setting: Public-care 
teenage pregnancy 
clinic 
 
Format: Provider 
 
Level: Local 
 

Objective: To assess 
the effect of a 
postnatal home-
visiting service, 
undertaken by 
certified nurse-
midwives, in 
reducing adverse 
neonatal outcomes 
and in improving 
knowledge about 
contraception, 
vaccination 
schedules, and 
breastfeeding in 
teenage mothers 
younger than age 18 
years.  
 

Promoting factors: 
Postnatal home visits 
were conducted by 
nurse-midwives 
which have been 
shown to be 
particularly effective 
at engaging the 
participation of 
pregnant teenagers in 
MCH activities.  
 
Home visiting 
midwives were able 
to make 
appointments for 
mother with the FP 
services and could 
facilitate service 
access for them.  
 
 

Inhibiting factors: 
The authors list 
common reasons 
given by women for 
not breastfeeding or 
not continuing to 
breastfeed, including 
concerns over the 
adequacy of their 
supply, personal 
embarrassment, their 
partner expressing a 
dislike of 
breastfeeding, the 
presence of painful 
cracked nipples and a 
dislike of being tied 
to the baby. In view 
of the high rates of 
formula feeding, 
many home visits 
were spent advising 
mothers how to 
prepare bottles to 
prevent 
gastrointestinal 
infections and failure 
to thrive.  Many 

Recommendations: 
The findings show 
that a more limited 
program of five 
postnatal homevisits 
undertaken by nurse-
midwives can also 
reduce adverse 
neonatal outcomes. 
This is comparable to 
an intensive program 
that reduces 
childhood injuries 
and hospital 
admissions in high-
risk mothers, but has 
not been widely 
adopted because of 
cost implications.  
 
Although there is 
political support for 
homevisits, many 
programs have not 
been formally 
assessed and while 
longer programs (i.e. 
23-29 postnatal 

Other:  Many 
women stopped 
breastfeeding before 
even leaving the 
hospital and, as such, 
there is no way the 
intervention could 
have had an effect. 
 
Their program could 
have possibly 
actually increased the 
risk of child 
protection services 
getting involved with 
mother’s in the 
intervention group 
because the 
midwives were in 
their homes more 
often than the control 
group (which got no 
home visits). To help 
assess this, the 
authors included non-
voluntary fostering to 
12 months after birth 
as a confounder and 
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midwives reported 
that mothers often 
lacked the math skills 
to correctly measure 
the formula and, as 
such, resulted in 
neonatal health 
problems and 
undernutrition and 
the cost of formula 
often lead mothers to 
start solid foods very 
early on.   

visits) have been 
found to work, 
shorter programs like 
this one (i.e. 5 visits) 
may also be effective 
and more cost 
effective.  

found their results 
did not change.   

Routh, 2001 Direction: Strategy 1 
and Control: 
Simultaneous; 
Strategy 2: MNCH 
services adding FP 
services 
 
Setting: Strategy 1: 
Community service 
points (CSPs) such as 
schools and clubs; 
Strategy 2: Primary 
health care clinic; 
Control: Doorstep-
household 
 
Format: Strategy 1 
and Control: 
Provider; Strategy 2: 
on-site provision of 
services 
 
Level: Local 
 

Objective: To 
compare the cost and 
cost-effectiveness of 
alternative strategies 
for delivering     
maternal and child 
health and family 
planning (MCH-FP) 
services to the 
conventional 
(existing) doorstep 
service-delivery 
strategy. 

Promoting factors:   
Lowered cost and 
cost effectiveness: 
The unit costs of 
services in the PHCC 
strategy were much 
lower than those in 
the CSP and CBD 
strategies. There was 
a decline in operating 
costs through savings 
from salary costs 
from  reduced 
numbers of field 
workers and 
increased use of 
PHCC services.  
Longer-acting 
clinical methods 
available at the 
clinics were less 
costly and more 
effective. 
 

Inhibiting factors:  
Alternate sources of 
contraceptives: 
Because there were 
numerous 
pharmacies and 
shops dispensing 
pills and condoms, 
women were not 
motivated to attend 
the CSPs. 
 

Recommendations:  
Replacement of the 
doorstep distribution 
strategy with the 
clinic-based strategy 
is feasible and cost-
effective in urban 
areas without adverse 
affects on MCH-FP 
program 
performance. 
Because higher 
utilization of services 
at clinics was critical 
in its cost-
effectiveness, it is 
essential to have an 
effective mechanism 
for promoting clinic 
services in the 
community. Also, in 
the absence of 
routine home visits, 
there is a need for a 

Other: Since the 
1970s, Bangladesh 
has implemented 
door-to-door MCH-
FP services, which 
were responsible for 
dramatically 
increasing the 
contraceptive and 
immunization rates 
and decreasing TFR. 
Due to resource 
constraints and the 
decreasing 
effectiveness of the 
door-to-door system, 
there is a demand for 
alternative delivery 
strategies. 
 
Cost analysis was 
done based on 
changes in the total 
recurrent costs 
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Holistic approach to 
care: Clinics 
provided a holistic 
approach to 
addressing clients 
needs through a 
package of essential 
services. 
 
  

clinic-based 
information system 
to identify non-users. 
 

(providers, staff, 
commodities), as 
insufficient data on 
the capital costs 
(equipment, 
furniture, and 
facilities) was 
available. However, 
estimated capital 
costs in total program 
costs was estimated 
to be around 10%, 
and the authors noted 
that there was no 
major difference 
among the three 
programs in terms of 
capital costs/items 
outlay and relatively 
few capital assets. 
 
For cost-utility 
analysis, commodity 
costs of 
contraceptives were 
not considered, but 
would have led to 
even greater cost-
effectiveness for the 
clinic-based FP 
services. 

Sathar, 2005 Direction:  
MNCH services 
adding FP services 
 
Setting:  
Fixed-site clinics and 

Objective: To design 
and test the 
effectiveness of a 
training program in 
implementing a 
client-centered 

Promoting factors: 
Authors reported that 
training is not 
prohibitively 
expensive, as it 
requires no technical 

Inhibiting factors:  
Training is time 
consuming and labor 
intensive. 
 
The full impact of the 

Recommendations: 
SAHR training was 
able to change some 
important elements 
of providers’ 
behavior. Decline in 

Other: 
Transfers of 
providers, although 
they were not 
supposed to, did 
occur during study 
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community-level 
health workers 
 
Format:  
Provider 
 
Level:  
District 

approach to 
reproductive health 
care services, in 
bringing about 
changes in the 
attitudes and 
behavior of providers 
in yielding positive 
outcomes at the 
individual level 
within communities. 
  

training or additional 
infrastructure to put 
in place. The main 
costs are trainers 
fees, per diem for 
trainees and the 
venue costs.  

intervention could 
not be captured 
because of the 
difficulty of 
maintaining strict 
separation between 
the experimental and 
the control areas.   
 
Difficult because did 
not measure the 
intervention effect in 
the same group of 
people pre/post (i.e. 
had to do serial 
cross-sectional study 
design due to time 
and funding 
constraints).  
 
The authors speculate 
that the declines in 
scores in both groups 
could be the result of 
organizational 
restructuring brough 
about by the merger 
of the MIH and 
Population Welfare 
that translated into 
disarray at the 
service-delivery 
level.  
 

quality of care over 
time was stalled by 
the training. The 
small changes that 
were measured 
appear to make the 
beginning of a shift 
in providers’ 
attitudes and 
behavior in Pakistan.  
More efforts must be 
made to sustain these 
changes and other 
aspects of provider-
client interactions.  
Scale up of the 
SAHR training could 
have significant 
beneficial impact.  
 
However, there was 
much room for 
improvement in 
scores, particularly in 
the areas of 
assessment and help.  
Providers did not pay 
adequate attention to 
assessing a client’s 
reproductive health 
needs or to provide 
her with enough 
information to 
encourage her to 
choose a solution or 
option on her own. 

between intervention 
and control area and 
could have diffused 
intervention effects 
 
Authors report that 
qualitative data 
would have enhanced 
the evaluation of 
behavioral change.  
 
No comparisons 
directly comparing 
before vs. after – not 
sure why the authors 
did not do so.  

Solo, 1999 Direction: MNCH Objective: To Promoting factors:  Inhibiting factors:  Recommendations: Other: Interviews 
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services adding FP 
services 
 
Setting: Gyn wards 
and family planning 
clinics in six Kenyan 
ministry of health 
hospitals 
 
Format: Provider, 
on-site provision of 
services 
 
Level: Local 
 

determine the most 
effective, feasible, 
and acceptable way 
to delivery post-
abortion family 
planning counseling 
and methods in a 
hospital setting, 
using three different 
models which varied 
by where the services 
were offered and by 
who provided the 
services 
 

Provider acceptance 
of new staffing and 
responsibilities: 
Providers in the gyn 
ward acknowledged 
the advantages of the 
being responsible for 
all aspects of patient 
care, from PAC to 
FP, and were 
receptive to the 
reallocation of staff 
responsibilities and 
workload. 
Additionally, staff 
and patients in same 
location in Model 1 
offered the most 
flexibility because 
staff and patients 
were located in the 
same place. 
 
On-site availability 
of resources: 
Because 
contraceptive 
methods (e.g. pills, 
injectables, condoms) 
were already on-site 
at the MCH-FP 
clinics, moving FP 
services and products 
to the gyn ward was 
feasible and 
facilitated 
integration.  

Lack of coordination 
between different 
hospital units: In 
model 2, clinic staff 
had to travel to the 
ward to provide FP 
services. Providers 
found this commute 
difficult. 
 
Costs of provider 
training: In settings 
in which staff has 
little to no previous 
FP training, the cost 
of implementation 
may make these 
integrated models 
unrealistic. Hospitals 
must institute on the-
job training, along 
with staff refresher 
courses for 
sustainability, and 
ultimately 
incorporate into pre 
service training.   
 
Cost and logistics of 
commodity 
procurement and 
supply: The ward had 
to obtain 
contraceptive 
methods from the 
MCH-FP clinic, 
which was not a 

Authors recommend 
that FP services be 
promoted in PAC 
services.  Health 
facilities intending to 
provide postabortion 
FP services should 
consider 
implementation of 
Model 1. Important 
considerations for 
this model include 
adequate staffing, 
availability of private 
space for counseling 
and space for FP 
commodity storage, 
and the ability to 
keep the a sufficient 
supply of 
contraceptives.  
 
Additionally, authors 
recommend that 
studies include long-
term follow up to 
determine whether or 
not PAC patients 
continue to use FP 
methods provided at 
the hospital. 
 
Lastly, a need 
remains for 
addressing linkages 
to more 
comprehensive 

with male partners 
suggest that there is 
an unmet need for FP 
information among 
male partners, and 
that males would like 
to be involved with, 
or at least more 
knowledgeable 
about, the PAC care 
and family planning 
process. Though 
none of the three 
models explicitly 
examined the effects 
of male involvement, 
providers at one of 
the Model 1 sites 
offered FP 
counseling to couples 
when males 
accompanied their 
female partners to the 
hospital. Interviewed 
males were receptive 
to receiving 
counseling, 
suggesting that male 
involvement should 
be evaluated in future 
studies of FP care.  
 
Various outcomes 
were described that 
compare the success 
of different types of 
PAC-FP linkage 
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Location of FP 
counseling on ward: 
The construction of a 
private room for 
counseling facilitated 
patient flow and the 
provision of both 
PAC and FP services, 
as patients did not 
have to be shuttled 
from the ward to the 
clinic. Additionally, 
the privacy of the on-
site ward eliminated 
the stigma that PAC 
patients previously 
experienced while 
traveling in groups 
from the ward to the 
clinic.  
 
Involved of men in 
gyn ward: Greater 
access to men on the 
gyn wards as 
opposed to MCH-FP 
clinics promoted 
integration, as 93% 
of women said they 
would like to have 
involve men in these 
services and many 
men who were 
interviewed 
expressed a desire for 
FP information. 

problem at these 
hospitals, but if 
supplies were not 
readily available on 
site, they would have 
to identify alternative 
methods of obtaining 
and maintaining a 
steady supply of 
contraceptives. 
 
Patient flow and 
stigma: In model 3, 
patients had to travel 
as a group at a set 
time from the gyn 
ward to the MCH-FP 
clinic, which 
represented a 
challenge. The PAC 
women were subject 
to stigma as 
“abortion patients”, 
when they were 
escorted between 
areas of the hospital. 
 
 
 

reproductive health 
care (STI prevention, 
diagnosis and 
treatment, etc). 
 

models but were not 
considered “key” 
outcomes (listed 
under “Other 
Outcomes”). For 
example, 71% of 
interviewed 
providers from 
Model 3 hospitals 
(FP services provided 
in MCH-FP clinic by 
MCH-FP staff) said 
they would prefer to 
offer FP services on 
or near the ward, as 
opposed to in FP 
clinics that are 
physically separate 
from the ward. 
 
Authors advocate for 
an investigation of 
what factors cause 
unsafe abortions to 
occur. This 
intervention only 
targeted women who 
sought PAC and thus 
did not reach women 
who underwent 
unsafe abortions in 
other settings.  
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Sultan, 2002 Direction:  
For FP workers: 
Simultaneous 
For LHWP: MNCH 
services adding FP 
services 
 
Setting: Households  
 
Format: Provider 
 
Level: National 
 

Objective: To 
determine whether 
use of modern 
reversible methods of 
contraception is 
higher in rural 
localities served by 
community-based 
workers than in other 
localities.  

Promoting factors: 
Close to the 
community: Health 
workers are members 
of the communities 
they serve. 
 
Education/Literacy 
of health workers: 
Recruiting literate 
women means that 
health workers 
typically belong to 
influential families 
and can act as 
bridges to the outside 
world for women 
who are socially 
secluded.  
 
Male endorsement: 
By allowing wives or 
daughters-in-law to 
work for a ministry, 
male members of 
workers’ families 
implicitly endorse 
FP. 
 

Inhibiting factors:  
Cost: Although costs 
are not reported, the 
deployment of 
thousands of salaried 
workers is not 
inexpensive.  
 
Logistics: There are 
difficulties in 
maintaining adequate 
logistical and 
supervisory systems. 

Recommendations:  
This analysis shows 
that use of reversible 
modern methods of 
contraception is 
significantly higher 
in localities having 
good access to 
literate, female 
community workers 
than in localities with 
little or no access. 
There is therefore a 
strong argument for 
increasing the 
fraction of health 
expenditure on the 
village-based FP 
program. 
 

Other: Pakistan has 
experienced a 
relatively slow 
decline in fertility 
relative to 
neighboring 
countries, in part due 
to the low political 
priority given to FP 
programs in the past. 
FP is now a higher 
priority.  
 
The link between 
access to CHWs and 
contraceptive use is 
not based on an 
experimental study 
design, so causal 
attribution must be 
cautious. 
 
From additional 
questions on the 
1996-1997 survey, 
only 15% of rural 
women had been 
outside their village 
in the previous 
month without being 
accompanied by 
another adult, and 
only 20% said they 
would be able to visit 
a hospital by 
themselves. Thus 
accessing a health or 
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FP center in a nearby 
village is logistically 
complex because 
typically the 
husband, mother-in-
law or another adult 
family member must 
be persuaded to be an 
escort, to preserve 
the family’s honor. 
 
The positive link 
between access to 
schools and 
contraceptive use is 
an area of future 
study. 

Vernon, 1993 Direction: 
MNCH services 
adding FP services 
 
Setting:  
Maternity hospital 
 
Format: On-site 
provision of services 
 
Level: Local 
 

Objective: To test 
the effects of the five 
program components 
on contraceptive 
rates, knowledge of 
reproductive health 
and client 
satisfaction. 
 
 

Promoting factors:  
Strong internal 
communication to 
keep staff of the 
different services and 
departments 
informed. 
Collaboration and 
motivation of all 
persons involved in 
service delivery was 
aided by conducting 
periodic meetings to 
discuss the 
production of 
materials and the 
implementation of 
strategies and by 
attending to 
suggestions by the 

Inhibiting factors:  
Coordination among 
ob/gyn and pediatric 
departments 
Pediatric personal 
objected to shifting 
their equipment to 
ob/gyn department 
and to modify their 
schedules. The 
ob/gyn staff took 
longer to provide 
services to mothers, 
so pediatric team had 
to wait to see the 
baby. It was 
operationally 
challenging to 
coordinate the 
mother-baby visit, 

Recommendations:  
Beyond the 
importance of its 
counseling services 
in helping women 
choose a 
contraceptive, 
providing service to 
women at the end of 
the postpartum 
period, was able to 
almost double the 
contraceptive 
protection provided.  
Introduction of the 
condom and mini pill 
as alternatives for 
postpartum 
accounted for a large 
proportion of the 

Other:  
They relied on 
several sources of 
data (perinatal 
information systems, 
serial cross sectional 
data, exit interviews, 
mini surveys and 
qualitative studies) 
and not all had pre-
post evaluation data.  
In addition, the 
components of the 
program and the 
evaluation methods 
were begun at 
different times and it 
was difficult to see 
the changes over 
entire period along 
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participants. The 
increase in women’s 
knowledge about 
reproductive risks 
between surveys is 
explained by the fact 
that the evaluation 
team shared survey 
results with the 
education team, who 
probably made 
adjustments to the 
their presentations to 
make sure they were 
well understood. 
 
Importance of 
flexibility to identify 
problems, think of 
alternatives, to test 
and measure these 
new ideas, and to 
institutionalize the 
changes during 
implementation. 
They note virtually 
all of the main 
project components 
became different than 
originally planned. 
 
Project design 
allowed the program 
to continue after the 
end of the research 
intervention, as all 
personnel involved in 

and after 6 months of 
trying a joint mother-
baby visit, the 
program reverted 
back to former 
routine where only 
women were seen in 
the 40-day 
postpartum clinic and 
children were seen 
on a different 
schedule in the 
pediatric department. 
 
Extensive data 
collection was time 
consuming 
3 surveys and the 
large amount of data 
collected required 
project staff to 
devote large amounts 
of time in managing 
data collection at the 
cost of time to other 
project activities. By 
the end of the 
project, personnel 
relied more on mini-
surveys designed to 
obtain specific 
needed information 
than the data 
collection 
instruments designed 
at the beginning of 
the project  

increased in 
contraceptive 
acceptance. Further 
testing of this 
strategy in health 
systems providing 
perinatal services is 
needed. The 
information system 
not only provided 
data but helped 
establish an effective 
referral system from 
the outpatient clinics 
to the hospital.  
The authors 
recommend internal 
communication at all 
stages to keep staff 
involved in the 
different programs 
informed. This 
project achieved this 
through periodic staff 
meetings. A second 
recommendation was 
to keep data 
collection simple and 
to only collect the 
most relevant 
information needed 
for managing the 
program. A final 
recommendation was 
the need for 
flexibility which is 
important to identify 

with what 
components were 
implemented during   
what time period. 
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service delivery 
activities were part of 
the regular staff.  
Thus only research-
related activities 
ceased at the end of 
the research project. 

 
Emphasize the direct 
provision of services. 
For example, 
components dealing 
directly with FP 
service delivery-
(availability of 
different 
contraceptive 
methods in the 
postpartum period 
and at the 40 day 
clinic) should be 
given greater 
emphasis at the 
beginning stages of a 
program than 
supporting 
components such as 
the prenatal 
education program., 

 problems, think of 
creative alternatives, 
test and measure 
these alternatives, 
and institutionalize 
the changes. The 
authors also 
recommend the 
further testing of the 
benefits of providing 
contraceptives in the 
postpartum period. 
Finally they 
emphasis paying 
close attention to the 
direct provision of 
services. 

Warren, 2010 Direction: MNCH 
services adding FP 
services  
 
Setting: Maternity 
and maternal child 
clinics 
 

Objective: To assess 
whether the 
introduction of a 
postnatal package of 
care contributes to 
improved counseling 
on essential maternal 
and newborn health 

Promoting factors:  
NR 
 

Inhibiting factors:  
 
Low pre-intervention 
quality of care: The 
quality scores post-
intervention were 
low because the 
scores pre-

Recommendations: 
A strategy to roll out 
the package should 
be implemented in 
line with the National 
Reproductive Health 
Policy.  The package 
should have a 

Other: The 
contraceptive 
prevalence rate in 
Eastern Province is 
~51%, higher than 
the national rate of 
39%, so not 
representative of the 
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Format: Provider  
 
Level: District 
 

and FP.  intervention were 
lower than 
anticipated. Although 
all providers 
observed during the 
study already 
provided services to 
postpartum women, 
many had not been 
trained in the formal 
Kenya FP/ 
reproductive health 
training program, 
indicating a 
nationwide gap in 
training.  
 

stronger clinical 
skills component for 
managing maternal 
and newborn 
complications.  
Linkages with 
PMTCT, community 
strategies, and using 
focused ANC as a 
platform for 
strengthening the 
continuum of care 
are essential next 
steps.  Additional 
studies should look at 
the postpartum FP 
needs of HIV+ 
women.  It is 
important to 
strengthen 
community linkages 
and coop critical 
actors such as male 
partners, mother-in-
laws, community 
leaders, health 
committees, 
community 
midwives, and 
community health 
workers.     

country. Client-
provider interactions 
were only observed 
at the 6-week visit 
pre-intervention 
because the earlier 
assessments were not 
routinely conducted. 
Therefore, a 
comparison of 
quality of care for 
these time points was 
not possible. 

Zhu, 2009 Direction: MNCH 
services adding FP 
services 
 
Setting: Hospital 
abortion clinics 

Objective: to 
compare two post-
abortion family 
planning service 
packages on 
contraceptive use and 

Promoting factors: 
Timing of service 
provision: Authors 
suggest that 
promoting 
contraceptive use 

Inhibiting factors:  
Gynecologist 
workload: Providers 
were hindered from 
receiving FP training 
and providing quality 

Recommendations: 
Authors recommend 
further investigation 
of the long-term 
effects of individual 
counseling and 

Other: 
Current FP in China 
exclusively targets 
married couples and 
rarely reaches 
migrants and 



 140 

Study Type of 
Integration 

Study Objective Integration 
Promoting 
Factors 

Integration 
Inhibiting Factors 

Recommendations Other 

 
Format: Provider, 
on-site provision of 
services, referral 
 
Level: Local 
 

repeat abortion rate 
among young women 
in three cities in 
China 
 

directly after induced 
abortion is essential 
given that fertility 
can return shortly 
afterward. 
 
Face to face 
counseling and free 
contraceptives: 
According to the 
authors, the two 
intervention 
components above 
likely had the 
strongest impact on 
couples’ utilization 
of contraceptive 
methods given that 
neither intervention 
package increased 
contraceptive 
knowledge. 
 
Multi-component 
intervention 
package: A 
comprehensive 
approach to FP 
services may lead to 
an increase in the use 
of more effective 
contraceptive 
methods and user 
compliance among 
abortion-seeking 
couples.  This 
approach includes 

individual FP 
counseling because 
of their busy 
schedules. 
 
Male involvement 
considered 
unacceptable: In 
some hospitals, 
males were not 
allowed into the 
gynecology 
departments or 
counseling room, 
and/or only provided 
basic informational 
material, prohibiting 
full implementation 
of the Package B 
intervention. Authors 
mention that men 
know very little 
about contraception 
and women have 
little or no influence 
on condom use in 
China. Addressing 
the barriers to male 
involvement in an FP 
intervention could 
increase the impact 
of the intervention 
and increase 
contraceptive 
knowledge and use. 

provision of 
contraceptives on 
abortion rates, as 
previous randomized 
trials show mixed 
results and neither 
package changed 
contraceptive 
knowledge. 
 
 

unmarried people.  
The post abortion 
care setting is an 
important and 
probably the only 
opportunity for 
offering FP 
counseling and 
services to migrants 
and unmarried 
couples. 
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individual 
counseling, provision 
of contraceptives and 
male involvement in 
addition to group 
education and 
referral. 

Matlab studies 
Chaudhuri, 
2008 

Direction: 
Simultaneous 
 
Setting: Community-
level 
 
Format: Provider 
 
Level: District-level 
(Matlab district) 

Objective: To study 
the impact of this 
FPHSP on the health 
status of children 
below the age of 10 
years.  

Promoting factors: 
The intervention 
most likely decreased 
the price of health 
care, inducing 
parents to invest 
more in child quality.  

Inhibiting factors: 
NR 

Recommendations: 
The program acts as 
a substitute for 
formal education for 
the less education 
mothers so where 
religious and social 
norms do not allow 
women to leave their 
homes to attend 
school, a short-term 
solution for better 
community health 
could be achieved 
through deliver of 
basic information-
based health services.  

Other: In the 
treatment area, 
marginal impacts of 
the program were 
higher on the health 
of girls in more 
landed households 
and on the health of 
boys in less landed 
households.  Results 
show that mother’s 
education has a 
higher impact on 
daughter’s health 
rather than son’s 
health and that the 
program has a 
marginally higher 
benefit on girls from 
the more landed 
households – but you 
cannot attribute these 
findings directly to 
the intervention nor 
were these compared 
for the intervention 
vs. control group.  

Hale, 2006 Direction: 
Simultaneous 

Objective: To 
investigate the extent 

Promoting factors: 
NR 

Inhibiting factors: 
The authors comment 

Recommendations: 
Revised cost-benefit 

Other: The cost of 
FP services are 
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Setting: Community-
level 
 
Format: Provider 
 
Level: District-level 
(Matlab district) 
 

to which the different 
reproductive patterns 
in the area with better 
family planning 
services (the MCH-
FP area) explain why 
infant and child 
mortality rates are 
lower there than in an 
otherwise similar 
comparison area that 
provides standard 
government and 
nongovernmental 
services. 
 

that some have 
criticized the Matlab 
program for its 
expense but the 
authors argue that 
this program has lead 
to a reduction in 
infant and child 
mortality and has 
also reduced fertility.  
 
Married women in 
the comparison area 
were supposed to 
(but did not always) 
receive the standard 
visits every two 
months from female 
welfare assistants of 
the government 
family planning 
program, who 
provided counseling 
and supplied 
contraceptive pills 
and condoms. In the 
MCH-FP area, 
community health 
workers visited 
married women of 
reproductive age 
every two weeks to 
provide counseling 
about family 
planning services and 
to deliver injectables, 
oral contraceptives, 

analyses should be 
conducted to 
consider the dual 
benefits of 
simultaneous fertility 
and mortality 
reduction.  Future 
research should also 
include an 
investigation of the 
other components of 
the MCH-FP services 
that have helped to 
reduce mortality in 
the MCH-FP area 
such as 
immunizations, 
specific antenatal-
care services, and 
breastfeeding.  

estimated to be 
approximately $180 
per birth averted (in 
1985 US$).  
 
Mortality has 
dropped over time in 
the intervention and 
comparison areas, 
mostly likely due to 
spillover and 
provision of 
government and 
NGO services in the 
comparison area.  
 
Fewer unintended 
pregnancies occur in 
the MCH-FP area 
because of higher 
contraceptive use 
rates (though not 
coded here).  
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and condoms at the 
doorstep. Since 2001, 
these workers visit 
homes only to collect 
data and not to 
deliver services; 
women in the MCH-
FP area must now go 
to a health center in 
order to receive 
family planning 
services. Therefore, 
at least until 2001, 
the MCH-FP area 
was characterized by 
greater contact 
among clients, 
workers, and 
supervisors, as well 
as greater availability 
and a broader 
selection of 
contraceptive 
methods than was 
available in the 
comparison area. 

Fauveau, 
1990 

Direction: 
Simultaneous 
 
Setting: Community-
level 
 
Format: Provider 
 
Level: District-level 
(Matlab district) 
 

Objective: To 
determine how a 
carefully 
implemented family 
planning program 
associated with a few 
basic maternal and 
child health services 
reduced fertility and 
improved child 
survival. 

Promoting factors: 
The authors felt that 
the impact of the 
program on outcome 
was primarily due to 
provision of the 
tetanus vaccine.  

Inhibiting factors: 
Availability and 
efficacy of referral 
system for delivery 
complications will 
have an impact on 
MCH outcomes.  The 
requirements for an 
effective system 
include rapid 
transportation, well-

Recommendations:  
Maternity clinics or 
obstetric wards in 
hospitals are being 
built but are unlikely 
to attract rural 
women.  In rural 
situations, only 
community-based an 
outreach-oriented 
maternity care 

Other: The control 
group was half of the 
surveillance area that 
only received family 
planning and health 
services provided by 
the government 
program.  
 
The authors admit 
that individual data 
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maintained 
infrastructures, 
trained and dedicated 
staff and confidence 
on the part of the 
community.  

programs have the 
potential to reach 
village women.  
 
Consider adding 
adequate nutritional 
education e.g. 
insisting on early 
colostrum feeding 
and dispelling 
feeding taboos during 
pregnancy and the 
post-partum period. 

should be controlled 
for SES and 
education since some 
people are likely to 
use several services 
while others may not 
use any, but they do 
not do this in the data 
analysis.  
 
There was also a 
steady decrease in 
perinatal mortality in 
the comparison group 
as well (Figure 1).  
 
 

Maine, 1996 Direction:  
Simultaneous  
 
Setting:  
Community-level  
 
Format:  
Provider  
 
Level:  
District-level (Matlab 
district)  
 

Objective:  
To gain a better 
understanding of 
what caused the 
reduction of maternal 
mortality in Matlab.  

Promoting factors:  
Midwives provided 
first aid and 
treatment, but relied 
heavily on their 
ability to refer 
pregnant women with 
complications to the 
Matlab clinic.  Also, 
midwives were able 
to facilitate transport 
by boat.  These two 
factors may have 
been the reason 
women from the 
intervention group 
were more likely to 
be brought in to the 
clinic compared to 
women from the 

Inhibiting factors:  
Midwives may have 
treated women for 
complications, or 
told women to go to 
the clinic in Matlab, 
but not noted the 
treatment or referral 
on their cards.  
 
These data suggest 
that an intervention 
at the community 
level alone is unlikey 
to result in a 
substantial reduction 
in maternal mortality. 
The contribution of 
community-level 
intervention to 

Recommendations:  
Authors recommend 
their approach – 
considering the full 
range of an 
intervention as 
leading to success – 
instead of looking at 
a single component 
(i.e. posting of 
midwives to rural 
subcenters).  
 
 

Other: 
Women arriving with 
complications to the 
Matlab clinic who 
were not from the 
intervention area 
were not turned away 
(in fact, slightly less 
than 1/3 of the 300 
admissions to the 
clinics were 
referrals). This 
pattern of self-
referral strongly 
suggests that if 
quality emergency 
obstetrics services 
are available, 
substantial numbers 
of people will use 
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intervention areas.   
 
The ability of the 
midwives to identify 
the serious cases 
(those that might 
have resulted in 
death), and to 
channel these women 
to Chandpur for 
cesarean section, 
blood transfusion, 
and D&C.  
 

reducing matneral 
mortality depends 
upon the functioning 
of higher levels of 
the health system. 

them, even in the 
absence of 
community 
interventions 
encouraging use.  
 

Ronsmans, 
1997  

Direction:  
Simultaneous  
 
Setting:  
Community-level  
 
Format:  
Provider  
 
Level:  
District-level (Matlab 
district)  
 

Objective:  
To examine whether 
the effects of the 
Matlab MCH-FP 
program were 
sustained over time 
in regards to direct 
obstetric maternal 
mortality. 

Promoting factors:  
In 1987, an intensive 
MCH-FP program 
was introduced, 
which included the 
establishment of a 
maternity-care clinic 
in Matlab, the 
posting of four-
trained midwives in 
two health centers in 
the northern part of 
the MCH-FP area, 
and the provision of 
24 hour access to a 
speedboat.  
 
Midwives were asked 
to attend pregnant 
women antenatally or 
during delivery, to 
provide minimum 
obstetric care, and to 

Inhibiting factors:  
Whether Safe 
Motherhood 
programs can be 
evaluated using the 
gold-standard 
random allocation to 
intervention arm will 
ever be feasible or 
affordable is in 
question.   

Recommendations:  
The lower rates of 
direct obstetric 
mortality among 
women living within 
a reasonable distance 
with essential 
obstetric care 
facilities, or among 
those benefiting from 
a highly effective 
referral system in an 
intensive 
community-based 
maternity-care 
program are 
consistent with the 
hypothesis that 
access to essential 
obstetric care is a key 
factor in the decline 
of maternal 
mortality. 

Other: 
An unexpected 
finding was that 
direct obstetric 
mortality fell in the 
southern part of the 
comparison area in 
the absence of an 
intensive maternity-
care program. There 
was no such decline 
in the northern part 
of the comparison 
area. One could 
attribute the 
difference to 
geographical location 
of the areas: access to 
hospital (that provide 
essential obstetric 
care) is easiest for 
people in the 
southern part of the 
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accompany the 
patients to Matlab 
when required.  
 
In 1990, the southern 
MCH-FP area began 
receiving the 
intensive MCH-FP 
services. Midwives 
were also posted in 
the southern area and 
were joined by a 
paramedic who had 
received 18 months 
of midwifery 
training.  
 
In addition, antenatal 
care services in both 
areas were expanded 
by provision of a 
simple screening tool 
for the community 
health worker for 
detection of high-risk 
pregnancies.  
 

 
The authors argue 
that caution is 
required in the 
interpretation of 
short-term trends in 
one indicators in 
studies designed 
without random 
allocation of 
interventions into 
treatment and control 
groups. 

comparison area (less 
than 2 hours by river 
or road) compared to 
their northern 
counterpart (at least 4 
hours by river or 
road).  
 
Although no 
difference in 
maternal mortality 
was found, there 
have been lower rates 
of fertility in the 
intervention area as a 
result of 20 years of 
FP services being 
provided.  
 
 

Simmons, 
1991 

Direction: 
Simultaneous 
 
Setting: Community-
level 
 
Format: Provider 
 
Level: District-level 
(Matlab district) 

Objective: To 
examine the cost of 
the MCH-FP project 
and to assess its cost-
effectiveness. 

Promoting factors: 
The intervention 
delivers about three 
times more services 
per eligible woman 
than delivered in the 
comparison area at 
the same cost per 
woman. 

Inhibiting factors: 
The absence of the 
government program 
in the intervention 
means that the costs 
of the intervention 
are overestimates 
since the intervention 
devoted resources to 
the delivery of 

Recommendations: 
More needs to be 
learned about costs 
and cost-
effectiveness of 
health and FP 
interventions.  A 
concerted effort to 
incorporate such 
issues in the design 

Other: The 
intervention had a 
worker-to-client ratio 
of 1:1,200 compared 
to the government’s 
ratio of 1:7,500.  
 
The only data that 
compared 
intervention to 
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 services that would 
normally be provided 
by the government.  
Also, the intervention 
shouldered the 
responsibility of 
delivering some 
services that would 
otherwise have been 
provided by the 
government.  

of programs and 
evaluations would 
benefit policymakers 
and planners in the 
allocation of scarce 
resources aimed at 
reducing fertility.  

control groups was 
provided in Models 
IIIA and IIIB but the 
data is only provided 
in bar graph form 
(except for the ABP 
– the last outcome) 
so the values are 
estimates. 
 
The results are not 
entirely 
representative of 
program effort in 
Matlab.  The relative 
absence of the 
government program 
in the treatment area 
has implications for 
both cost and effect.  
 
We do report some 
data that is serial 
cross-sectional in the 
outcomes table but 
this is not data from 
the primary study 
that this paper 
focuses on, which 
provides only cross-
sectional data.  
 
There was a lot of 
great data presented 
in this table related to 
the cost of the 
intervention but this 
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was not compared to 
the control group for 
most of the data 
provided.  

 
 


