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Priority Strategies for Improving
Contraceptive Use Among First-time
Parents

PURPOSE
This tool is an approach to reach first-time parent (FTP) through frontline health workers or Urban
Accredited Social Health Activists (ASHA) to increase correct knowledge on modern contraceptive
method and to improve contraceptive use among them.

AUDIENCE
>

Joint Director/Additional Director

>

Chief Medical Officers (CMO)

>
>

Chief Medical Superintendents (CMS)
Divisional Urban Health Consultant

>
>

Nodal Officers -Urban Health, Family Planning, Rashtriya Kishor Swasthya Karyakram (RKSK)
Urban Health Coordinator/Assistant Program Manager, NUHM

>

Medical Officer In-Charge

BACKGROUND
The National Family Planning Health Survey (NFHS 4, 15-16) provides a growing body of evidence
that the age group with the lowest contraceptive prevalence rate are married women between 1529 years of age, more specifically young married first time parents. This age group of 15-29 years
face a unique set of challenges different to those faced by older married women with regards to
accessing and availing family planning services.

EVIDENCE OF IMPACT
The Challenge Initiative for Healthy Cities (TCIHC) experience from five cities (Firozabad,
Varanasi, Gorakhpur, Allahabad, and Saharanpur) revealed that when ASHAs are coached and
mentored to periodically update urban health index register (UHIR), segregate and list women based
on age and parity, they are able to prioritize young and low parity women, specifically first time
parents for family planning. This practice also aids to maintain a registry of young married first-time
parents (FTP) 15-24 years, and prioritise the category for household visits. The coaching enables
them to easily identify FTPs with an unmet need for FP methods and counsel them to avail family
planning services on FDS days/Antaral diwas.
The strategy is showing promise as data from a population level survey1 among FTPs from the five
AYSRH intervention cities indicate a 17% increase in modern contraceptive prevalence rate (mCPR).

1

TCIHC conducted two rounds of population based output tracking survey between September 2018 and September 2019.
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Figure 1: Findings from two-rounds of Population based survey conducted by TCIHC

GUIDANCE ON SCALING UP THIS INTERVENTION:
The following steps can facilitate a successful scale up of FTP interventions in a state:

1. Making FTP data visible
To amplify how health systems must focus and prioritise this group, data from population level
studies, HMIS and project health information systems must be triangulated and discussed at
both city and state level family planning monitoring meetings. Family planning uptake data
disaggregated by age/ parity and method choice is critical for a city to plan its strategy to reach
women with unmet need for family planning. Making FTP data visible in city level monitoring
meetings such as family planning review meeting/ NUHM review meeting is therefore
important.

2. Coaching & Mentoring ASHA
Coaching and mentoring ASHAs is an important step towards elevation / visibility of young firsttime parents, so that FTPs are seen and served at UPHCs with the right, appropriate service
including contraceptive methods.
ASHAs must to be coached to:
1. Update population register: The importance of updating her survey record or
population register, specifically section-2 of UHIR (ASHA diary), termed as ‘slum/gram
survey’ periodically. An updated survey reveals the total number of population to be
served by an ASHA.
2. Develop a priority list of FTPs: Once the ASHA updates her UHIR, she then updates
/completes section 8 of the UHIR, which is an aggregation of all eligible couples in the
community. From this section, the ASHA can extract number of FTPs in the population
she serves. Further, segregation of lists of FTP women based on age and user/non-user,
helps frame a priority list of young first-time non-user parents for counselling.
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3. Prioritize visit to FTP (listing of FTP and integration in routine contact plan): When an
ASHA extracts FTP list from her existing eligible couple (EC) section of the UHIR, it gives
her a clear picture of potential women who are in high need of contraception for
spacing between children. The list is shared with Anganwadi workers for better
coordination. ASHAs precedence to this list during household visits. Also, the list is
categorized into users and non-users; the ASHA is encouraged to devise a plan with her
supervisor to meet non-users first and refer them to FDS. As for users, she provides
continuation support including both reassurance counselling, and also resupply of
commodities such as condom and pills.
4. Leverage benefits of government schemes related to their work: ESB is a government
scheme to promote spacing between births. It is important that an ASHA feels
motivated to work for FP for first-time parents. Hence it is important to coach ASHA on
this scheme, specifically on how to fill the form, when to claim, what are the criteria on
which this incentive is given and where it is to be deposited (Refer to ESB scheme).
5. Follow up: To ensure retention of the adopted method by the client, ASHAs must follow
up with clients in the proposed interval.

3. Sensitization of the Influencers (Family /Community) on the benefits of family planning
In many communities it is still a taboo for a 20-22-year-old woman to adopt a family planning
method2. Therefore, ASHA must sensitize both FTPs and key influencers on the benefits of
contraception for a young mother (and child), and this could include:
a) Counsel FTPs on one-on-one basis to explain the benefits of spacing. IEC material may
be used, if available.
b) Educate influencers of FTPs including mother in law, sister in law, husband and, peers
on the benefits of contraception for a young mother.
c) Conduct meeting of FTPs where non-users can seek inspiration from the users and
where couples can interact and discuss family planning amongst themselves.

4. Whole-site Orientation
To mitigate provider bias if any caused by inadequate knowledge on methods or the latest
medical guidelines about them, it is critical to conduct ‘whole-site orientation’ of all staff
working at the UPHCs on specific needs for FTP and the importance of offering them all
methods and support them to choose a method of their choice.

5. Designate a day for FDS marked for FTPs at UPHCs
Fixed day static/Family planning day (FDS)/Antaral diwas (spacing day) approach assures quality
family planning services at a pre-fixed time known to the community. The Chief Medical Officer
(CMO) can designate a day from FDS calendar to be marked as FTP FDS day. A medical/facility
in-charge can also request permission to conduct FTP FDS. In accordance mobilize community
and ensure facility readiness. In addition, facilities can be decorated to appeal young
adolescents. In facility readiness, ensure that counselling services are offered in person to
maintain confidentiality.
Further specific guidance to organize FDS listed here https://tciurbanhealth.org/courses/indiaservices-supply/lessons/fixed-day-static-approach/ can be referred.
2

Source: Social and logistical barriers to the use of reversible contraception among women in a rural Indian village;
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2740665/
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6. Inaugurate FTP activity in a new city.
In a new facility or a city where a ‘Special FDS for first-time parents’ if is being done for the first
time then getting this inaugurated from the Chief Medical Officer (CMO) can garner attention
from neighbouring facilities, local media and boost the morale of that particular UPHC staff.

ROLES AND RESPONSIBILITIES
Joint Director/Additional Director
•
•
•

Include FTP as an agenda in the NUHM/FP review/Divisional review meeting.
Review the progress of work for FTP in NUHM/FP review meeting/Divisional review
meeting.
Issue guidance to all the cities to refer this FTP tool as one of the guidance documents to
increase improved contraceptive use among FTPs.

CMO
•

•
•
•
•
•
•

Participate /ensure participation in the CCW.
Issue a directive to UPHCs to conduct WSO.
Issue a directive to designate one FDS for FTPs.
Proactively plan and organize FDS for FTPs by taking all necessary measures into account
in the district.
Issue directive to train facility staff on service provision and counselling on all methods.
Proactively engage with DQAC for quality assurance of UPHCs.
Monitor quality and outputs of each FDS for FTPs.

CMS
•
•
•
•

Establish FDS/ FPD teams.
Supervise facility readiness.
Ensure that informed choice and method-specific counseling is done as per guidelines.
Ensure that clients are appropriately screened. In case, they are not eligible for their
preferred method, clients should be counseled about other appropriate contraceptive
alternatively.

Nodal Officers -Urban Health, Family Planning
•
•
•
•
•
•

Lead in planning and organizing FDS for FTPs in the district.
Lead in organizing WSO for all UPHCs.
Manage the FDS/ FPD operations including team deployment and logistics.
Coordinate and oversee all quality parameters and work as an interface between district
leadership and facilities.
Ensure smooth supply of commodities and supplies.
Monitor quality of FDS for FTPs and ensure data validation and reliability of collected
data.

Medical Officer In-Charge
•
•
•
•
•

Develop FDS/FPD calendar.
Ensure supplies and commodities for FTP-FDS day and Supervise facility readiness.
Provide FP job aids, IEC material, supplies to ASHA.
Inform ASHA on the FTP-FDS schedule.
Release timely payment of ASHAs.
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•
•
•
•

Ensure that clients are appropriately screened and that staff nurse offers informedchoice-counselling as per the government norms.
In case the client is not eligible for their preferred method, counsel them on other
appropriate contraceptive alternatives.
Ensure that methods are provided with appropriate quality of care including
recommended infection prevention practices.
Monitor the quality of FDS/FPD services and ensure correct reporting in HMIS.

ASHA/ MAHILA AROGYA SAMITI (MAS), NGO, OUTREACH WORKER
•
•
•
•

Generate awareness and mobilize clients for family planning through home visits and
group meetings.
Prepare prioritized client list and reach them before each FDS/FPD.
Use IEC materials to provide information to young adolescents and influencers about
family planning and specific contraceptive methods.
Support post-procedure follow-up of clients.

MONITORING BENCHMARKS
1.
2.
3.
4.
5.
6.
7.

Number of FTPs identified by ASHA
Number of FTPs reached by ASHA
Number of FDS for FTPs organized
Contraceptive uptake by FTP in each of the facilities
Number of WSOs organized
Number of meetings organized to influence non-users by users
Number of one-to-one meetings with FTPs to brief them about benefits of family
planning methods

COST ELEMENTS
The elements required for ‘reaching FTPs and improving their contraceptive behavior’ are
mentioned below along with their Program Implementation Plan (PIP) codes for easy reference.
They may be covered under existing budget line items, but if not, they should be incorporated
through the PIP in the next cycle. Besides, any additional support can also be sought from the
flexi-pool.
Cost elements/PIP Budget Head
Demand generation, strengthening
service delivery
IEC, Mid Media, Mass Media
Inter personal communication
Necessary Kits, surgical equipment
and supplies
Printing of FP manuals, guidelines
Training & capacity building,
additional manpower
POL for family planning/others
(including additional mobility support
to surgeon’s team if required)
Drop-back scheme
Quality assurance

FMR Code
1.1.3.2.1; 3.2.1
11.6.1; 11.6.3; 11.6.4; 11.6.5; 11.6.6
U.11.3; 11.6.2
U.6.1.1 & U.6.1.2; 6.1.1.3.a till 6.1.1.3.f
12.3.1 till 12.3.5
U.8.1.8.1.2; U.9.5.1 till U.9.5.8; 3.1.2.5; 9.5.3.1;
9.5.3.1 till 9.9.3.27
2.2.1
7.3
U.16.2.1; U 13.1.1 & U.13.2.1

Source: NHM PIP Guideline, 2018-19

Note - The table above is indicative and illustrates the manner in which cost elements are
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provided in a government PIP, thus giving guidance on where to look for elements related
to a particular task.

SUSTAINABILITY
AYSRH approaches can be sustained by organizing regular FDS for FTPs, by ensuring all
providers of the facility and community provide family planning services to young FTPs.
Moreover, the rising demand amongst FTPs for family planning services will indicate sustenance
of this approach.

AVAILABLE RESOURCES
1. Refer high impact approaches: https://tciurbanhealth.org/india-toolkit/
2. Refer facility readiness checklist
3. Refer quality assurance parameters for family planning:
http://tripuranrhm.gov.in/QA/Guideline/OperationalGuidelinesonQA.pdf
4. Refer ASHA incentives scheme
5. Refer Interpersonal communication tools (Job aids-http://iecrmncha.in/node/102)
6. Refer method specific counselling cards
7. Refer method specific follow up guideline
8. Refer Social and logistical barriers to the use of reversible contraception among women in a rural
Indian village; https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2740665/.
Key words: AYSRH, UHIR, FTP, Gram Survey, Eligible Couple, MWRA, ESB, First time parent
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Establishing Urban Primary Facilities as AdolescentFriendly Health Clinics to Meet the Health Needs of
Adolescents and Youth
PURPOSE
This tool is a guide on establishing urban primary health facilities as adolescent-friendly health clinics
(AFHCs) to provide accessible, equitable, comprehensive and high-quality health services, including
sexual reproductive health (SRH) services, to adolescents and youth (AY). This tool codifies the
learnings from layering of adolescent-friendly services to urban primary health centers’ (UPHCs’)
service offerings.

AUDIENCE
Additional Director/Joint Director/Divisional Program Manager
General Manager (GM)/Deputy GM, Rashtriya Kishor Swasthya Karyakram (RKSK)
Chief Medical Officers (CMO)
Divisional Urban Health Consultant
District RKSK Consultant
RKSK Nodal Officers/Managers
Nodal Officers - Urban Health, Family Planning, National Urban Health Mission (NUHM)
Urban Health Coordinator/Assistant Program Manager, NUHM
Medical Superintendent of Urban Community Health Centres
Medical Officer-In-Charge (MoIC) and Staff Nurse of UPHC
District RKSK Counsellor

BACKGROUND
Adolescents are stereotypically perceived as the healthiest population and often marginalized from
mainstream healthcare services. An increase in the age of marriage coupled with the fact that the age
at first sex has remained unchanged means that India now has a large and increasing cohort of
unmarried sexually active adolescents, with low access to sexual and reproductive health services.
Close to 20% of adolescents live in urban slums and are one of the more vulnerable populations within
the target group of all adolescents between the ages of 10 and 19 years.
While analyzing the health management information system (HMIS) data on service delivery, it is
evident that the common problem faced by most health facilities in India is the underutilization of

health services by adolescents due to many reasons, such as lack of knowledge on the part of
adolescents; legal, cultural and logistical barriers; high costs; and most prominently, poor quality of
clinical services and unwelcoming facility environment. The recognition that adolescents have specific
health needs and face various barriers in seeking and receiving healthcare has led the Rashtriya
Kishore Swath Karyikram (RKSK), Government of India’s flagship program on adolescent health, to
introduce criteria for initiating adolescent-friendly health services (AFHS) in both primary and higherorder facilities. As per RKSK’s mandate, AFHS are delivered through trained MoIC, ANM and counselors
located at Primary Health Centers, Community Health Centers, District Hospitals and Medical Colleges.
In urban areas, AFHCs were nestled in higher-order facilities, which are well-equipped with a
multidisciplinary team, more staff available than other facilities and a dedicated adolescent
counsellor. However, the distance and crowding of these sites from the slums often limit young
adolescent girls and boys from accessing the services. Adolescent services must be made accessible,
closer to the area where this vulnerable population lives and works, specifically primary health care
facilities in urban areas should offer AFHS.

EVIDENCE OF IMPACT
Data reported in the Government of India’s HMIS portal for adolescent-friendly health services
revealed increased footfall (i.e., adolescent clients availing services) for the three-year period among
the 96 UPHCs in the five TCI-supported cities of Uttar Pradesh, where UPHCs had started offering
adolescent-friendly services with TCI’s coaching support. The footfalls were examined using three
different indicators—number of adolescents registered, number received counseling and number
received clinical services captured separately for adolescent boys and girls. With AFHS being offered
at UPHCs, there is a marked improvement in the adolescent health services data being recorded and
uploaded from the 96 UPHCs into the HMIS from the five demonstration cities (Firozabad, Varanasi,
Gorakhpur, Allahabad, and Saharanpur). This reporting of adolescent health services in HMIS started
in July 2018. Before the start of the program implementation among unmarried adolescents, only 43
boys and 319 girls were registered for AFHS in the five demonstration cities. However, the number of
adolescents registered greatly improved during the program implementation period. A total of 6,369
boys and 10,059 girls were registered for AFHS in the first year of implementation, i.e., from April 2019
to March 2020. This further increased by 7% (6,788 boys) and 19% (11,970 girls) in the second year of
implementation from April 2020 to March 2021. Out of the total registered, 94.5% of boys and 92.2%
of girls reported having received clinical services. Data also reflected an increase in adolescents
seeking counseling services (89% out of total 18,758 adolescent registrants).
Later, TCI supported government in scaling AFHS to 238 UPHCs in 10 additional cities of Uttar Pradesh.
The number of adolescents visiting the UPHCs across the 10 additional cities and registering
themselves for services increased by 288% from 5,240 in April-September 2020 to 20,307 registrations
in April-September 2021 according to HMIS data. Among the 20,307 registered adolescents, 89%
voluntarily sought counselling services on nutrition, SRH and hygiene, while 91% of them also availed
clinical services, for example , haemoglobin and body mass index (BMI) screenings and/or availed iron
and folic acid supplements (WIFS) and albendazole pills. The evidence from these 15 cities provided a
chronology of steps, which could transform an UPHC into a adolescent-friendly health clinic. The
guidance steps are listed below.
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GUIDANCE ON ESTABLISHING URBAN PRIMARY HEALTH
CENTERS AS AFHCs:
The following steps lead to transforming UPHCs into AFHCs and increasing AY access and utilization of
health/SRH services:

1. Select ready to start UPHCs for layering AFHS
To demonstrate, initially RKSK and CMO/NUHM team identifies ready to start UPHCs, where
adolescent services can be quickly layered on. These selected facilities are equipped with essential
human resources, commodities and equipment to provide AY services in an appealing and friendly
manner. The visiting area or outpatient department (OPD) is made lively by displaying available
posters from RKSK or getting the walls painted with RKSK messages. The infrastructure should be
clean, bright and must have a private space for counselling AYs. Also, these points pertaining to
adolescent services should be reflected in the citizen charter of the UPHC. The following steps equips
a UPHC for layering AFHS:

a) Capacity Building of Service Providers to offer AY-friendly services
From each of the selected UPHCs, at least one clinical service provider, i.e., MoIC and/or staff nurse,
should be trained on AY services so that they impart quality counselling and preventive services on
the six RKSK’s domains, ranging from sexual and reproductive health (SRH) to nutrition, substance
abuse, injuries and violence (including gender-based violence), non-communicable diseases and
mental health, and encourage future health seeking behavior among AYs visiting the facilities. The
training of MoIC and staff nurse is conducted by a certified RKSK trainer and RKSK counsellor from the
district hospital on RKSK’s AFHS module for medical officer and counsellor. The training focuses on
building competencies of service providers to communicate with AYs on SRH issues in a nonjudgemental and friendly manner and providing the full range of contraceptive options regardless of
their age/marital status, while maintaining privacy and confidentiality.

b) Whole-site Orientation (WSO) of UPHC staff on AFHS
WSO for AFHS is an effective approach to assure AY’s right to information, privacy, confidentiality,
respect, non-discrimination and non-judgmental attitude. The coached MoICs/staff nurse and RKSK
team facilitate WSO to equip all UPHC staff with AFHS knowledge and tools, negate their biases and
misconceptions, orient them on the barriers and SRH needs of unmarried AYs. Irrespective of cadre,
the entire clinical and non-clinical staff of UPHC is sensitized through WSO sessions. This includes staff
from all levels, including the staff nurse, lady health visitor (LHV), lab technician, pharmacist, auxiliary
nurse midwife (ANM), accredited social health activist (ASHA), data entry operators, ward boy,
support staff, etc. The WSO sessions should be conducted at the UPHC itself to ensure no distruption
in services. RKSK’s interactive game, Kranti Bhranti, and TCI developed WSO slides can be utilized
during WSO sessions.

c) Ensure Provision of Supplies & Equipment
A wide range of adolescent-friendly commodities must be ensured. This includes albendazole pills,
WIFS, multivitamin tablets and sanitary pads along with supplies required for contraceptive services,
like oral contraceptive pills, emergency contraceptive pills, condoms and pregnancy test kits. The
equipment required for screening tests are blood test machine, stethoscope, BP machine, weighing
machine and BMI chart. The RKSK team can utilize city coordination committee (CCC) platform for
arranging WIFS and albendazole pills with the support of RKSK nodal or any development partner
working on AY issues.
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2. Designate Facility Adolescent Health Day (F-AHD)
After the AFHS training of service providers, WSO of UPHC staff and arranging for adolescent-friendly
commodities, city officials, including RKSK nodal officer and CMO, should be coached to release all
necessary directives related to organizing monthly F-AHD at equipped UPHCs. Meanwhile, the
following key steps ensure a successful F-AHD.

a) Pre-Facility Adolescent Health Days
Coordination with relevant departments: The CCC platform is utilized to converge with stakeholders
from other departments, such as RKSK manager and coordinator, district RKSK counsellor and doctor,
Integrated Child Development Services (ICDS) department, Education Department (Basic Shiksha
Adhikari), National Urban Livelihoods Mission (NULM), elected representative of the municipal ward,
local youth-based non-governmental organizations (NGOs), and youth champions, to jontly plan for
effective F-AHDs. Liaising is required in advance of these CCC meetings and during the meeting, each
department is assigned specified tasks to ensure effective use of resources and accountability. The
decision regarding the timing of F-AHD is critical as it should be feasible for the AY population in that
area. For example, the morning time is reserved for school/college for most of the AY population and,
thus, a UPHC should consider providing AY services post-lunch time.

b) Event Day
1) Setting up kiosks: This includes setting up five types of spaces/ kiosks at the UPHC: a) Space
for registration; b) Separate counselling corner/space for boys and girls with audio-visual
privacy; c) Mobile pathology space for screening tests; d) Game/IEC zone, having interactive
tools and all six thematic posters of RKSK (nutrition, substance abuse, mental health, gender
based violence, SRH and non-communicable disease); and e) Nutrition corner, displaying
specimens of locally available low-cost, nutritious grains/fruits/vegetables to create
awareness of healthy and balanced diet.
2) Execution of AY-friendly tools: This is a crucial step to break the ice between service providers
and AYs. Tools serve as hooks to connect participants with the decided topic and establish an
open and comfortable environment to discuss the desired subject matter. The tools/job aids
developed by RKSK and development partners must utilized. For instance, tools developed
under the TCI initiative were adopted by RKSK. These include:

Page | 4

3) Talk show with trained service provider: The talk show with the AFHS-trained MoIC/staff
nurse inculcates candidness and confidence among AYs to clear their doubts on SRH issues
(e.g., puberty, mensuration, sex, physical changes, etc.), mental health, violence, abuse, etc.
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4) Service delivery: Ensure each participating AY is screened for haemoglobin and BMI, receives
sanitary pads, WIFS and albendazole pills and voluntary counselling services are offered to
them. Privacy should be maintained by dedicating a place for counselling or establishing a
counselling corner using curtains. In cases requiring further investigation and treatment,
referrals should be made to appropriate higher order facilities/speciality clinics.
5) Record keeping: UPHCs must keep a proper record of registered participants, counselling and
screening services provided, and commodities distributed in the AFHC reporting formats,
developed by RKSK. MoICs must validate the data required to be reported on the HMIS portal
and ensure complete and timely reporting of the same by a person designated to do so at the
UPHC.

3. Coaching & Mentoring of ANM for Strengthening Demand Generation Activities
Once F-AHD is ready to be initiated, efforts should be made to create buzz for F-AHD and aggregate
demand for AY services provided on F-AHD days and otherwise at the now adolescent-friendly UPHCs.
Community-AHD (C-AHD), a group activity (ideally 25 participants in a group) conducted in slums for
girls and boys, respectively drives AYs to avail these services.The district RKSK Counsellor/doctor, RKSK
Nodal Officer and MoIC coach and mentor ANMs on facilitating C-AHD sessions. This coaching covers
aspects on how to encourage discussion on SRH issues with the use of interactive games and how to
devise a priority list of unmarried AY population. The trained ANMs coach ASHAs on updating the
‘adolescent survey section’ in urban health index register (UHIR)/ASHA diary, who devise a priority list
of 15-19 years unmarried girls and boys from their survey records. The ASHA with the support of
Anganwadi Workers (AWWs) of ICDS invite adolescents for C-AHD by keeping parents and guardians
in loop. These field-level workers propagate about F-AHD in their door-to-door visits and during group
meetings.
Prior to or on the day of C-AHD, the ANM also interacts with parents and guardians and make them
aware about the contents of the C-AHD sessions and encourage them to let their wards participate in
these sessions and further avail desired health services from the UPHC.

4. Continuous quality improvement to make UPHC a preferred place for AY population
Ensure facility assessment of UPHCs is part of government’s periodic evaluation so as to ensure
continuous quality improvement. The facilities must be assessed biannually using AFHS checklist
designed by RKSK. It helps to measure characteristics of facilities, service providers and the status of
AY program. Based on assessment findings, an action plan should guide the UPHC to make
improvements.

ROLES AND RESPONSIBILITIES
General Manager RKSK/Deputy General Manager RKSK
Include urban AY health/SRH services as an agenda in the NUHM/FP/Divisional review meeting.
Ensure regular review of AFHCs in NUHM/FP/Divisional review meeting.
Issue guidance to all the cities to refer this AFHC tool as one of the guidance documents to
establish UPHCs as AFHCs.
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Chief Medical Officer
Participate/ensure participation of RKSK and other relevant departments in the CCC meeting.
Ensure AY services are mentioned in the UPHC’s citizen charter.
Issue directive to train UPHC service providers on RKSK’s AFHS curriculum.
Issue a dirbbbective to UPHCs to conduct WSO on AFHS.
Issue a directive to designate a day in a month for F-AHD at UPHCs.
Ensure smooth supply of AY logisticts, commodities and equipment to UPHCs.
Review the progress of each UPHC based on AY HMIS data and RKSK’s AFHC checklist assessment
reports.

RKSK District Consultant/Nodal Officers/Managers
Proactively engage with CMO/NUHM department for selecting ready-to-start UPHCs for
establishing as AFHCs.
Coordinate with CMO for the release of all necessary AY directives related to training, organizing
AY events and supplies.
Participate in CCC meetings and leverage support of other departments for strengthening AY
health/SRH services.
Lead in organizing training of service providers on AFHS, WSO for all UPHCs staff and training of
ANMs on C-AHD with the support of District RKSK Counsellor and trained MoIC.
Proactively plan and organize facility and community adolescent health day in urban areas by
taking all necessary measures into account in the district.
Arrange for AY-related IEC materials and job aids for UPHCs and ANMs.
Coordinate with the stakeholders of other departments, community leaders/key influencers,
youth organizations of the catchment area of UPHCs for motivating adolescents to participate in
C-AHD and F-AHD.
Create a visit roster for District Quality Assurance Committee (DQAC) members, RKSK officials and
NUHM officials to periodically monitor C-AHD and F-AHD services.
Lead implementation of periodic AFHC facility assessments of UPHCs.
Share the report of the AFHC facility assessments with MOICs for the course correction.
Provide supportive supervision to UPHCs based on AY service data and gaps identified in facility
assessment reports.

Medical Officer In-Charge
Ensure WSO of all facility staff with the support of District RKSK Officials and RKSK Counsellor.
Lead management and execution of F-AHDs by coordinating with facility staff, ANMs and ASHAs.
Ensure supplies, commodities, contraceptives and equipment for F-AHDs and supervise facility
readiness.
Ensure availability of AY -riendly job aids, IEC materials and condom box at UPHC.
Ensure services provided to AYs are in line with RKSK’s six domains and follow set norms.
Assign responsibilities to staff for providing AY services, such as lab technicians for haemoglobin
screening, pharmacist for sanitary pads, WIFS and albendazole pills distribution and staff nurse for
BMI screening and counselling services.
Ensure that AYs receive appropriate counselling and clinical services.
Ensure SRH services provided to AYs with respect, maintaining privacy and confidentiality and as
per their choice.
Ensure AYs who need further clinical investigation or treatment are referred to appropriate
specialty clinics.
Ensure correct record keeping of AY services data, timely reporting in HMIS and data review.
Conduct refresher coaching sessions of UPHC staff on AFHS, as per need.
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Auxiliary Nurse Midwife
Lead management and execution of C-AHDs.
Ensure record keeping of C-AHDs.
Coach ASHAs to prepare AY list from their UHIR survey data, create awareness about community
and facility adolescent health day and refer AYs to higher order facilities.
Use IEC materials to provide information about health and SRH issues to AYs.

MONITORING & EVALUATION
The CMO, state and district officials of RKSK, NUHM officials and DQAC members while visiting UPHCs
must monitor and evalute service provisons for adolescents. The AY data of UPHCs can be monitored
as a regular agenda item for discussion in the district and divisional level meetings and monthly
meetings of MoICs convened by CMOs. The following indicators should be reviewed:
1. Number of UPHCs established and functional as AFHCs
2. Number of Medical Officers (MOs) and staff nurses of UPHCs trained on AFHS
3. Carder wise number of UPHC’s clinical and non-clinical staff trained through AFHS WSO
4. Number of ANMs trained on executing C-AHD
5. Number of C-AHD organized by ANMs
6. Number of F-AHD organized by UPHCs
7. Number of girls and boys participated in UPHC’s F-AHDs (refer HMIS section- 12.1.1.a and 12.1.1.b
girls and boys registered in AFHC)
8. Percentage of girls and boys received clinical services out of the total number of registration (refer
HMIS section- 12.1.2.a and 12.1.2.b girls and boys received clinical services out of total numer
registered in AFHC)
9. Percentage of girls and boys received counselling services out of the total number of registration
(refer HMIS section- 12.1.3.a and 12.1.3.b girls and boys received counselling services out of total
numer registered in AFHC)

COST ELEMENTS
The elements required for ‘establishing UPHCs as AFHCs’ are mentioned in the table along with their
PIP codes for easy reference. They may be covered under existing budget line items, but if not, they
should be incorporated through the PIP in the next cycle. Besides, any additional support can also be
sought from the flexi-pool.
Cost elements/PIP Budget Head
AFHS training for MOs (only for 25 High Priority Districts (HPDs))

FMR Code
9.5.4.3

AFHS training for ANM/LHV (only for 25 HPDs)

9.5.4.4

Outreach activities by RKSK Counsellor (57 districts)

2.2.2

Kishore Swasthya Diwas (AHD) (Quarterly) (25 HPDs)

2.3.1.5

Kishore Swasthya Manch in Inter college (75 districts)

9.5.4.13.3

District level RKSK review meeting (75 districts)

16.1.2.1.6
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ASHA incentive for mobilizing adolescent and community for AHD (25 HPDs)

3.1.1.1.5.E2

ASHA incentives for ‘Health Promotion Day’

U 3.1.1.3

Source: Approved activity under RKSK guideline FY 2019-2020
*Note: The table above is indicative and illustrates the manner in which cost elements are provided in a
government PIP, thus giving guidance on where to look for elements related to a particular task.

SUSTAINABILITY
This approach can be sustained by ensuring trained and sensitized providers of UPHCs provide AFHS
to AYs, irrespective of their age, gender and marital status. Moreover, the rising demand among
unmarried AYs for health/SRH services will indicate sustenance of this approach.
Also, analyze and present the AY data in national and state level meetings and advocate for
provisioning adequate funds in Program Implementation Plan (PIP) for urban adolescent program.
Apart from the data review, ensuring facility assessment of UPHCs as part of government’s periodic
evaluation ensure continuous quality improvement and ensures sustenance of these services.

AVAILABLE RESOURCES
The link of the following RKSK’s training material is :
https://nhm.gov.in/index1.php?lang=1&level=3&sublinkid=1023&lid=394
1. RKSK facilitators guide for Medical Officer
2. RKSK facilitators guide for Counsellor
3. RKSK facilitators guide for ANM & LHV
4. RKSK resource book for Medical officer
5. RKSK resource book for Counsellor
6. RKSK resource book for ANM & LHV
7. RKSK Kranti Bhranti -Interactive Game
The link of the following RKSK’s IEC/BCC material:
http://nhm.gov.in/index1.php?lang=1&level=3&sublinkid=952&lid=395
8. Refer RKSK Games
9. Refer RKSK Flash cards
10. Refer RKSK Wall painting
11. Refer RKSK Hoarding
12. Refer RKSK Poster and leaflet
13. Refer Advocacy booklet
14. Refer RKSK Video and Audio
15. Refer RKSK AFHS Register and reporting format
16. Refer AFHS WSO PPT of TCIHC (https://tciurbanhealth.org/wp-content/uploads/2021/05/WSO_AYSRH-Nov-2020.pdf)
17. Refer RKSK AFHC Checklist
18. Refer TCIHC’s interactive tools adopted by RKSK UP
19. Refer RKSK Poster on COVID guideline
Key words: Adolescent and Youth, AFHCs, AFHS, SRH services, RKSK, Facility and Community Adolescent
Health Days, WSO, UPHC
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Intervention Tracking Tool
Purpose
The purpose of this tool is to facilitate real-time documentation of an intervention. It is important to
document exactly what was done to prepare for and implement the intervention for several reasons. By
tracking the intervention process, the study team will be able to:
a. pinpoint when and how the intervention differed from the original design;
b. identify activities which are not always included in final research reports; and most importantly,
c. articulate what is needed for scale-up if the study is successful.
Knowing about all activities that were involved – not just those documented as part of the formal study – will
be essential to those responsible for future expansion and replication of the intervention.

Responsible Parties
The team working on the study should collectively identify the person who will be responsible for updating
the tool. This should be someone closely involved in the implementation of the intervention like the study
coordinator or the lead for the implementing organization.

Review Process
Although the person responsible for updating the tool will fill it out as activities occur, the team should
establish a schedule to review it—for example, monthly or quarterly. This provides an opportunity for the
team to monitor the implementation of the intervention and to discuss and reflect upon how
implementation is differing from the original plan, including challenges and successes. During review
sessions, pay special attention to the questions included in Column D “Considerations for Future Replication
or Expansion” and the corresponding notes for each activity, as well as overall comments for the period
covered at the bottom of the form. Depending on the frequency of the review sessions, a new tool (i.e. a
clean sheet) will be completed either monthly or quarterly.

Use
At the end of the study, the study team will use the information in the Intervention Tracking Tool in
conjunction with study results and other study documentation to determine what components of the
intervention, if successful, are critical for scale-up. If the study intervention was not successful, this
information will also be important to help determine why the results were negative.
Instructions for completing the tool, a blank template and a partially completed sample follow.
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INTERVENTION TRACKING TOOL INSTRUCTIONS
Column A. Intervention components and planned activities:
List the intervention components and planned activities related to each component which
comprise the intervention, as presented in the description section. Column A will outline the
original design of the intervention.
Column B. Activities as actually implemented (brief description):
Make an entry every time an intervention activity is completed (regardless of who implements
the activity). This should correspond to the activities included in Column A. If you conduct an
activity that was not originally planned, insert a row and record it. If a planned activity was not
conducted, briefly note why it was not conducted. As noted above, you do not need to record all
activities you complete that support the research process. However, some activities may serve
both purposes, in which case you should record the activity. For example, record that an
orientation was provided to the Ministry of Health’s Family Planning Technical Working Group
because that is part of the intervention (even if it was also done for research purposes). If an
activity is recurring, such as supervision or monitoring visits, make an entry each time a round is
completed. The entry should briefly describe (one or two sentences) how the activity was
actually implemented. Since this description should be brief, also attach or make reference to
where to find detailed supporting documents such as trip reports, training reports, meeting
minutes, etc. If you are unsure of whether to include an activity in the log, record it. At the end
of the study, the team will determine which activities to include in the final list of activities that
is required to implement the intervention.
Column C. Location(s) of activities and dates implemented:
For each activity, provide the location where the activity was implemented, and the date(s) where the
activity was implemented.
Column D. Names of individuals/organizations and their roles:
List all organizations involved and/or give the names of significant participants and the role(s)
they played. The study team may eventually need a complete list of all participants, so include or
link to complete records (e.g. meeting minutes with participant names, list of providers in a
training, etc.) as an addendum to the tool.
Column E. Considerations for future replication/expansion:
Consider the questions provided in this column (as applicable) and share the information that
you think might help another person or organization implement in the future. For example, if the
team learned that it is important to include a particular stakeholder group in the planning phase,
this insight might be important for someone else attempting to expand or replicate the
intervention. Likewise, if the team identified a problem or challenge, describe it and, if
applicable, the strategy employed to respond to the challenge. Also include information which
may not have been part of the planned intervention but which you think strongly impacted—
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either positively or negatively—the activity and the intervention as a whole. This is the type of
information that might help others implement the intervention in the future.
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INTERVENTION TRACKING TOOL TEMPLATE
Name(s) of person(s) reporting: __________________________________________________________
Name of study/project: _________________________________________________________________

4

Reporting Month/Quarter: _____________________ Date completed: __________________________
Description of intervention, components and planned activities (use as much space as needed):

Intervention Tracking Tool for
Research for Scalable Solutions (R4S)

Intervention
components and
planned activities

A

B

C
D

Considerations for Future Replication or Expansion

E

• What else occurred which was not originally
anticipated as part of the intervention but proved to be
important (either positive or negative)?

• If the intervention was not implemented as planned,
briefly describe why.

• What challenges were encountered and what
strategies employed to address them?

• What successes occurred during this reporting period?

Activities as actually
implemented

Names of
Individuals/Organizations
Involved and their Role

5

Location(s) of activities
and dates
implemented

Intervention Tracking Tool for
Research for Scalable Solutions (R4S)

Comments: Use this section to reiterate or expand upon anything that the team feels is particularly important from the month’s/quarter’s review.
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Provide any attachments for additional detail (training or site visit reports, meeting minutes, etc.) or links to where these can be found.

Intervention Tracking Tool for
Research for Scalable Solutions (R4S)

INTERVENTION TRACKING TOOL SAMPLE
Name(s) of person(s) reporting: Laurent Hakiba, FHI 360
Name of study: Integrating FP and HIV services using Systematic Screening
Reporting Month/Quarter: September-December 2019
Date completed: January 15, 2020
Description of intervention, components and planned activities (use as much space as needed):
A brief description of the intervention would be included here.
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The partially completed tool which follows is intended to provide examples of the type of
information which could be recorded. It is certainly not exhaustive. Keep in mind that for some
activities, you may be able to respond to all of the questions in Column D while for other
activities, only some questions may be relevant.
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Intervention
components and
planned activities

A

Present intervention to
FPTWG

Translate job aid from
local language to English

Train providers in Bumkei
clinic on job aid

B

C
D

Considerations for Future Replication or Expansion

E

F. Shabangu from FHI 360
led trainings; B. Masilela,
the nurse-in-charge,
facilitated the session.

Translate job aid from local
language to English.

F. Shabangu from FHI 360
facilitated meeting;
JHPIEGO hosted and sent
3 representatives; 12 MOH
representatives attended
including W. Mtembo,
National FP Coordinator.

The training took longer than anticipated. We’d scheduled
2 hours but it actually took 5 hours. Also, the Nurse-inCharge is a strong advocate and “champion.” Without her
support, the training would not have been successful.

Challenge: Providers had difficulty reading the job aid
when translated into local dialect. It’s important to give
providers the job aid in English as well.

For the integration intervention, it was important to invite
MCH stakeholders. These individuals wouldn’t usually
attend a FP meeting, but their presence was essential.

• What else occurred which was not originally
anticipated as part of the intervention but proved to
be important (either positive or negative)?

• If the intervention was not implemented as planned,
briefly describe why.

• What challenges were encountered and what
strategies employed to address them?

• What successes occurred during this reporting period?

Activities as actually
implemented

Names of
Individuals/Organizations
Involved and their Role

22-28 Sep 2019

Kapyanga clinic
15 Oct 2019
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FHI 360 Zambia office

15 Sep 2019

Ministry of Health
Office, Lusaka

Location(s) of
activities and dates
implemented

Stakeholder engagement
Orientation provided to
FPTWG to generate
interest and get buy-in

Job aids/IEC
Translated job aid

Training
Providers trained on job
aid
• 20 providers at
Kapyanga Clinic

Intervention Tracking Tool for
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Intervention
components and
planned activities

A

Conduct supervision visit
to sites in Eastern District

B

C
D

Considerations for Future Replication or Expansion

E

A majority of providers were having difficulty
understanding how to count the 13-week grace period for
the DMPA reinjection. The supervisors provided on-sight
reinforcement. They subsequently met with Violet Solomon
from the National DRH when they returned and discussed
the possibility of conducting a refresher training in the next
two months to address this weakness.

• What else occurred which was not originally
anticipated as part of the intervention but proved to
be important (either positive or negative)?

• If the intervention was not implemented as planned,
briefly describe why.

• What challenges were encountered and what
strategies employed to address them?

• What successes occurred during this reporting period?

Activities as actually
implemented

Names of
Individuals/Organizations
Involved and their Role

Eastern District clinics:
2 Nov 2019: Kapyanga,
Luili
3 Nov 2019: Masase,
Chibale Nalubanda
4 Nov 2019: Mpusu,
Chibale, Kabwe
5 Nov 2019: Ipafu,
Mutenda
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F. Shabangu from FHI 360
and M. Balibuno from DRH,
Eastern District, conducted
visits together.

Location(s) of
activities and dates
implemented

Supervision/monitoring
Supervision visit to study
sites
20 providers from
10 clinics in Eastern
District from 2 – 5
Nov 2019
Used the “Facilitative
Supervision Form.”

Intervention Tracking Tool for
Research for Scalable Solutions (R4S)

Research Utilization Workplan

STUDY/PROJECT TITLE: ________________________________________________
COUNTRY: ___________________________________________________________
RESEARCH UTILIZATION LEAD: __________________________________________
STUDY/PROJECT LEAD: _________________________________________________
DATE: _______________________________________________________________
Purpose
The research utilization (RU) workplan is designed to help the research or project team and key
stakeholders consider major areas of knowledge transfer and uptake and plan for these from the beginning
of the activity. This is a working document and should be revisited and updated over the course of the
study/project.
Instructions
Using the information gathered through the Research Utilization Planning Tool and Stakeholder
Analysis Tool, complete the sections below and the Dissemination and Utilization Planning
Template at the end of this document. Each section of this template contains detailed guidance; delete
the guidance, and this text box after you finalize your plan.
STUDY/PROJECT OVERVIEW

Provide a brief overview of the study/project, including objectives and timeline. This can be a brief
summary pulled from study/project concept or protocol.
ANTICIPATED USE OF STUDY/PROJECT FINDINGS

Briefly explain why the findings will be important by stating who will use them and how they may be
used. Be as specific as possible about potential end-users by naming individuals, groups, projects, etc.
and any specific examples of how results could be used. Specifically consider the relevant success
statement for the R4S portfolio in which your activity falls and the four R4S outcomes to which your
activity may contribute. Examples are provided below. Note, this can be an initial brainstorming activity,
noting who will use the results and how at a broad level; the details of how you will reach each of those
end-users will be described in the Dissemination and Utilization Planning Template at the end of
the document. The third example below (in red) is carried through the document to illustrate potential
activities that could be undertaken to achieve that specific anticipated use of study findings.

Examples:
These results can be used by the National Drug Authority (the “who”) to adjust the accreditation
process for drug shops (the “how”)
These results can be used by food security implementers (the “who”) for uptake into their
programs through the IDEAL Project, a food security knowledge management project that Save
the Children leads (the “how”)
These results can be used by the Self-Care Pioneers Group (the “who”) to update the national
self-care guidelines, specifically to highlight how contraceptive users who obtain their methods
outside of facilities can be supported for method continuation (the “how”)
RESEARCH UTILIZATION ACTIVITIES BY RESEARCH/PROJECT PHASE

With the anticipated use of findings in mind (aligned to the R4S outcomes), describe the research
utilization activities that will take place in each of the following phases: Design, Study Implementation,
Post-study/project. Describe the concrete tasks and steps that the team will undertake at each phase, in
order to facilitate the use of the research results and achieve the anticipated outcomes. Some illustrative
activities are listed below. Not all will be applicable to every study/project; they are intended to prompt
brainstorming. Include mention of specific products/deliverables needed to accomplish specific objectives
with various audiences during design and implementation phase in this section; products/deliverables
intended to facilitate dissemination and uptake post-dissemination will be described in the
Dissemination and Utilization Planning Template at the end of the document. That template
should be filled out as early as possible and updated throughout the course of the study/project as
information about audiences and uses becomes clearer.
Design Phase Activities:
Conduct desk and policy review to understand the existing evidence base and identify potential
policy or program change opportunities.
Perform rapid landscape assessment to identify actors, related projects, and confirm proposed
research is relevant and not duplicative.
Co-design activities with country leadership, partners, external donors, and implementing
partners to bolster ownership, domestic resource mobilization, and linkages with aligned efforts.
Ensure local, influential actors are in relevant leadership roles for the study/project.
Map and categorize stakeholders (consider “opposition”) to be engaged for both substantive and
noncrucial input and ensure meaningful gender integration and inclusion of typically marginalized
groups such as youth when feasible. Consider anticipated use of findings in order to identify
priority stakeholder groups who much be involved and/or made aware of the study/project.
- For example, the Self-Care Pioneers Group would be a priority stakeholder group, based
on one of the anticipated uses of study findings.
Link the study to existing, in-country priorities and needs and create a country-specific study brief
and/or PowerPoint deck illustrating the study’s relevance and complementarity. Note: an early
presentation (e.g., while working on protocol) to MOH and USAID (Missions and Washington) is a
required step for R4S activities.
Ensure focal points from MoH and USAID review and provide feedback on study protocol/project
design.
Schedule a meeting(s) with priority stakeholders to discuss the study/project concept and
potential value to their programs; orient them on the research and research utilization process;
ensure political buy-in; and determine how and when they would like to receive updates about
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the study. Meetings may take place with a group or one-on-one and should take into account
anticipated use of study findings.
- For example, it would be important to meet directly with the Self-Care Pioneers Group or
a subset (Secretariat or Chair) to ensure they are fully aware of the study, bought in, and
to hear how they think they could use the results (validate whether it could lead to
updated national self-care guidelines).
Implementation Phase Activities:
Communicate study/project progress and interim results with the Ministry of Health, USAID,
and/or other priority groups to enhance the profile of the study/project and generate more
demand for results (frequency to be determined based on stakeholder input and timeline for the
study/project). For stakeholders identified in stakeholders analysis/mapping as decision-makers
or having a stronger role to play in using results, engage closely more often with targeted
meetings (or preferred communication channel) to update them on progress and share any
preliminary results. This includes assessing what else they might need in order to support
application of the results in ways anticipated.
- For example, if we anticipate that the Self-Care Pioneers Group might update the
national self-care guidelines based on our results, the activity team should be asking
those members what the process for updating the guidelines would be, the timing, and if
they need any specific information from the activity team in advance of results to do so.
The Pioneers group might say, for example, that they want to see the specific questions
being used in the survey with women and providers, which they activity team can
provide. The Pioneers group could also say they would like to see examples of how
other self-care guidelines are structured. This “ask” may go beyond the specific activity
but could still be supported by R4S and should be considered by bringing it to R4S
leadership.
Engage stakeholders from study sites and civil society in study implementation discussions
Include study updates in relevant network announcements and printed materials to increase
study awareness and observability.
Invite national and subnational government stakeholders to participate in study site visits and
district health officers to observe/attend a data collection training session, if feasible.
Document the approach and implementation adaptations, progress, and set-backs on a routine
basis to prepare for lessons learned, case studies, and future scale-up opportunities.
Hold data reflection and interpretation workshops with small group of priority/key stakeholders to
present and examine findings, advise on broader dissemination, determine policy, and practice
implications, and make audience-specific/actionable recommendations.
Review Dissemination and Utilization Planning Template of RU Workplan and take final
decisions about specific RU products (for example, an addendum to the existing national provider
training curriculum, develop a policy advocacy brief). Begin developing products accordingly.
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Dissemination and Post-study/-project Phase Activities: Most of these activities will be articulated
in the Dissemination and Utilization Planning Template below, but ideas can be listed here as well.
Host a dissemination meeting with the relevant Technical Working Group(s) and multi-agency
stakeholders to create awareness of findings and a joint strategy for further dissemination.
Consult and develop joint plans and strategies with key stakeholder audiences and working
groups (e.g., youth advocates and civil society leaders) to advocate for program and policy
changes based on the evidence.
Develop/finalize and disseminate RU products for/to specific audiences, per the Dissemination
and Utilization Planning Template.
- For example, develop a policy memo for the Self-Care Pioneers Group that would outline
the specific revision to the national self-care guidelines, based on the study’s results.
Then plan a presentation to the group to present the findings and the proposed
revisions.
Engage new-, or re-engage existing-, influential advocates to mobilize decision makers and
develop joint commitment statements for using findings.
Hold cross-site webinar with study/project teams to present experiences and learn from each
other for possible replication, uptake, or adaption.
Issue a survey to stakeholders to gather input and feedback on evidence use successes and
areas for improvement.
Track dissemination activities and their impact and tailor assistance to adapt to emerging
priorities and gaps towards utilization and dissemination objectives.

.
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Dissemination and Utilization Planning Template

Who will apply
it in practice?

How do we want the
product to be used by
the audience?

Anticipated Use

How will the product be
disseminated to the
audience, and when?

Dissemination
Channels and
Timeline
(month/year)

Stakeholder/
Audience

Ex. Self-Care
Pioneers Group

Ex: Presentation to the SelfCare Pioneers Group once
results are available,
tentatively planned for
February 2023

Ex. Drug shops
implementing
partners, MOHs,
donors

Ex. As programmatic
guidance for introducing
and scaling up self-care
in family planning
approaches within drug
shop
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Ex: Regional Self-care
Technical Consultation in
Uganda: March 2021
Ex. USAID-hosted SelfCare webinar: Apr 23,
2021, e-blast: Apr 10,
2021, 6th ICFP, Pattaya
City, Thailand: Feb 2021

Ex. Want the Self-Care
Pioneers Group to
validate the proposed
revision to the national
self-care guidelines and
take up the
official/formal process of
updating them with the
MOH

Ex. Provide one-on-one TA
following technical calls to
implementing partners
interested in introduction
and/or scale up

Ex. Offer to attend a meeting
with the Self-Care Pioneers
Group and the relevant MOH
official to introduce the idea of
updating the national self-care
guidelines; review a draft of
the updated national self-care
guidelines to ensure that R4S
data was accurately included.

How can we support the
audience to use the
product beyond
dissemination?

RU Support/ Technical
Assistance Beyond
Dissemination

Ex. (R4S outcome #3) # of partners and
countries using product (specify partners
and countries if useful)

Ex. (output) # webinar participants

Ex. (R4S outcome #2) National self-care
guidelines updated in June 2023 to
incorporate evidence about how
contraceptive-users who obtained
methods outside of facilities can be
supported by health system (specifically,
encouraging use of digital technologies
and CHWs to follow-up clients)

Ex. (output) 15 people attending
presentation to Self-Care Pioneers Group
in Feb 2023

What was achieved? Consider
outputs (# of meetings held) and
R4S outcomes.

Monitoring & Evaluation

Dissemination and utilization plans are working documents designed to help the study/project team plan for knowledge transfer and
uptake. Review and update the table on a routine (e.g., quarterly, bi-annual) basis and revise as needed.

Product

What is going to be
disseminated and
used?
Ex. Policy memo
outlining study results
and proposed revision
to the national selfcare guidelines

Ex. Program
Implementation Guide
for Expanded Access to
Self-care in family
planning Through Drug
Shops

Research Utilization Workplan for
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Product

What is going to be
disseminated and
used?
Ex. Policy memo
outlining study results
and proposed revision
to the national selfcare guidelines

Ex. Program
Implementation Guide
for Expanded Access to
Self-care in family
planning Through Drug
Shops

Who will apply
it in practice?

How do we want the
product to be used by
the audience?

Anticipated Use

How will the product be
disseminated to the
audience, and when?

Dissemination
Channels and
Timeline
(month/year)

Stakeholder/
Audience

Ex. Self-Care
Pioneers Group

Ex: Presentation to the SelfCare Pioneers Group once
results are available,
tentatively planned for
February 2023
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Ex: Regional Self-care
Technical Consultation in
Uganda: March 2021
Ex. USAID-hosted SelfCare webinar: Apr 23,
2021, e-blast: Apr 10,
2021, 6th ICFP, Pattaya
City, Thailand: Feb 2021

Ex. Want the Self-Care
Pioneers Group to
validate the proposed
revision to the national
self-care guidelines and
take up the
official/formal process of
updating them with the
MOH

Ex. Drug shops
implementing
partners, MOHs,
donors

Ex. As programmatic
guidance for introducing
and scaling up self-care
in family planning
approaches within drug
shop
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RU Support/ Technical
Assistance Beyond
Dissemination
How can we support the
audience to use the
product beyond
dissemination?
Ex. Offer to attend a meeting
with the Self-Care Pioneers
Group and the relevant MOH
official to introduce the idea of
updating the national self-care
guidelines; review a draft of
the updated national self-care
guidelines to ensure that R4S
data was accurately included.

Ex. Provide one-on-one TA
following technical calls to
implementing partners
interested in introduction
and/or scale up

Monitoring & Evaluation

What was achieved? Consider
outputs (# of meetings held) and
R4S outcomes.

Ex. (output) 15 people attending
presentation to Self-Care Pioneers Group
in Feb 2023

Ex. (R4S outcome #2) National self-care
guidelines updated in June 2023 to
incorporate evidence about how
contraceptive-users who obtained
methods outside of facilities can be
supported by health system (specifically,
encouraging use of digital technologies
and CHWs to follow-up clients)

Ex. (output) # webinar participants

Ex. (R4S outcome #3) # of partners and
countries using product (specify partners
and countries if useful)

Product

What is going to be
disseminated and
used?
Ex. Policy memo
outlining study results
and proposed revision
to the national selfcare guidelines

Ex. Program
Implementation Guide
for Expanded Access to
Self-care in family
planning Through Drug
Shops

Who will apply
it in practice?

How do we want the
product to be used by
the audience?

Anticipated Use

How will the product be
disseminated to the
audience, and when?

Dissemination
Channels and
Timeline
(month/year)

Stakeholder/
Audience

Ex. Self-Care
Pioneers Group

Ex: Presentation to the SelfCare Pioneers Group once
results are available,
tentatively planned for
February 2023
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Ex: Regional Self-care
Technical Consultation in
Uganda: March 2021
Ex. USAID-hosted SelfCare webinar: Apr 23,
2021, e-blast: Apr 10,
2021, 6th ICFP, Pattaya
City, Thailand: Feb 2021

Ex. Want the Self-Care
Pioneers Group to
validate the proposed
revision to the national
self-care guidelines and
take up the
official/formal process of
updating them with the
MOH

Ex. Drug shops
implementing
partners, MOHs,
donors

Ex. As programmatic
guidance for introducing
and scaling up self-care
in family planning
approaches within drug
shop

Research Utilization Workplan for
Research for Scalable Solutions

RU Support/ Technical
Assistance Beyond
Dissemination
How can we support the
audience to use the
product beyond
dissemination?
Ex. Offer to attend a meeting
with the Self-Care Pioneers
Group and the relevant MOH
official to introduce the idea of
updating the national self-care
guidelines; review a draft of
the updated national self-care
guidelines to ensure that R4S
data was accurately included.

Ex. Provide one-on-one TA
following technical calls to
implementing partners
interested in introduction
and/or scale up

Monitoring & Evaluation

What was achieved? Consider
outputs (# of meetings held) and
R4S outcomes.

Ex. (output) 15 people attending
presentation to Self-Care Pioneers Group
in Feb 2023

Ex. (R4S outcome #2) National self-care
guidelines updated in June 2023 to
incorporate evidence about how
contraceptive-users who obtained
methods outside of facilities can be
supported by health system (specifically,
encouraging use of digital technologies
and CHWs to follow-up clients)

Ex. (output) # webinar participants

Ex. (R4S outcome #3) # of partners and
countries using product (specify partners
and countries if useful)

Product

What is going to be
disseminated and
used?
Ex. Policy memo
outlining study results
and proposed revision
to the national selfcare guidelines

Ex. Program
Implementation Guide
for Expanded Access to
Self-care in family
planning Through Drug
Shops

Who will apply
it in practice?

How do we want the
product to be used by
the audience?

Anticipated Use

How will the product be
disseminated to the
audience, and when?

Dissemination
Channels and
Timeline
(month/year)

Stakeholder/
Audience

Ex. Self-Care
Pioneers Group

Ex: Presentation to the SelfCare Pioneers Group once
results are available,
tentatively planned for
February 2023
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Uganda: March 2021
Ex. USAID-hosted SelfCare webinar: Apr 23,
2021, e-blast: Apr 10,
2021, 6th ICFP, Pattaya
City, Thailand: Feb 2021

Ex. Want the Self-Care
Pioneers Group to
validate the proposed
revision to the national
self-care guidelines and
take up the
official/formal process of
updating them with the
MOH

Ex. Drug shops
implementing
partners, MOHs,
donors

Ex. As programmatic
guidance for introducing
and scaling up self-care
in family planning
approaches within drug
shop
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RU Support/ Technical
Assistance Beyond
Dissemination
How can we support the
audience to use the
product beyond
dissemination?
Ex. Offer to attend a meeting
with the Self-Care Pioneers
Group and the relevant MOH
official to introduce the idea of
updating the national self-care
guidelines; review a draft of
the updated national self-care
guidelines to ensure that R4S
data was accurately included.

Ex. Provide one-on-one TA
following technical calls to
implementing partners
interested in introduction
and/or scale up

Monitoring & Evaluation

What was achieved? Consider
outputs (# of meetings held) and
R4S outcomes.

Ex. (output) 15 people attending
presentation to Self-Care Pioneers Group
in Feb 2023

Ex. (R4S outcome #2) National self-care
guidelines updated in June 2023 to
incorporate evidence about how
contraceptive-users who obtained
methods outside of facilities can be
supported by health system (specifically,
encouraging use of digital technologies
and CHWs to follow-up clients)

Ex. (output) # webinar participants

Ex. (R4S outcome #3) # of partners and
countries using product (specify partners
and countries if useful)

Research Utilization Planning Tool
Instructions
This tool is designed to help teams design a research study or project with evidence use and scalability in mind.
Teams should use this tool to guide discussions during the development phase of a study or project concept, and
revisit it during each subsequent phase. Discussions should include local partners or study/project team members
based in the country(ries) where the study/project will take place. Discussions guided by this tool can be
integrated into routine meetings, or held as stand-alone, separate meetings. A team member should be designated
to take ownership of this planning tool, including taking brief discussion notes and completing the Research
Utilization workplan.
Using this tool will help teams:
•

Develop and implement strategies to ensure future use and/or scale up of promising results

•

Identify concrete research utilization milestones to be inserted into the Research Utilization workplan.

All questions are illustrative. Adapt this tool as appropriate.
Workplan Flag: This image is used to prompt staff to add research utilization activities into the
Research Utilization workplan. Examples are provided.
Discussion Notes: In each section of this document entitled “Discussion Notes,” staff may record notes from
meetings and discussions for their reference.
For research that has an intervention component which may be scaled up, complete the following PLUS
Sections 6 and 7.

1. STAKEHOLDERS
Stakeholders include persons, groups, or institutions with a "stake" in the study or project. They may include:
1) Those who directly influence the success of the study/project
2) Those who are affected, either positively or negatively, by the study/project
3) Those who may adopt and implement the innovation, intervention, practice or program
For example, stakeholders may include: international scientific experts; provincial and national Ministry of Health
officials; clinic managers; providers (both public and private sector); community health workers; beneficiaries/clients;
members of national FP/RH working groups; donor agency staff; bilateral program managers, etc.
Refer back to this section when completing the Stakeholder Analysis Tool and the Research Utilization Workplan.
• Among the above, are there specific audiences (local, regional, or international) that might be interested in
promoting the results or scaling up the intervention/program?
Are there programs or even other countries, outside of the study context and not listed above, that would be in a
good position to implement the findings and why? Consider stakeholders who may fall outside of the specific
sector in which you are working but who may have a stake in the findings or have the ability to affect scale-up.
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• For example, in a study involving the integration of FP into immunization services, it would be
important to involve stakeholders from the immunization side as well as the FP side.
• How will you engage and regularly communicate with your stakeholder team(s)? It is important that
they understand their roles and what your expectations are for the, and vice-versa.
• Begin discussing expectations for scale-up with stakeholders early on, including priority areas for
geographical expansion, as well as the desired pace for scale-up, and resource mobilization to support
it.

Workplan Example: Convene a meeting with key stakeholders in the nutrition sector to better
understand their needs and identify areas for collaboration — insert activities into workplan.
Discussion Notes:

2. ENVIRONMENT
Often there are factors in the local environment that may influence the ability of the study to produce useful
results. For example, such factors may include local beliefs about certain FP methods, political resistance to
FP, religion, culture, gender relationships, levels of poverty and/or literacy, transportation, social capital,
access to services, health sector reform, donor support, and upcoming elections. Early identification of these
factors is essential.
• Is there anything in the social, cultural, political environment that may affect the outcomes of the
study/project? If so, how will these be addressed?
• What aspects of the health system are likely to provide opportunities or constraints? How does the
proposed study correspond to existing national health policies, plans, strategies and priorities?
• Does this study need an issues management plan (planning for potential controversy)?
Be sure to document findings of the environmental scan and make changes, if necessary, to mitigate
environmental barriers.
Workplan Example: Conduct an environmental scan that includes consultation with in-country
stakeholders—insert activities into workplan.
Discussion Notes:
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3. POLICY/PROGRAMMATIC IMPLICATIONS
Considering how this study/project may influence future policy and programs will help you maximize the potential
impact of your activities and set the stage for more successful scale up.
Refer back to this section when completing the Stakeholder Analysis Tool and the Research Utilization Workplan.
• How might this study/project inform changes to policy?
• How might this study/project inform changes to programs?
• Who are the relevant people to involve in policy change discussions? Include specific names or titles if
possible. (see Stakeholder Analysis Tool for more detail on identifying and engaging stakeholders)
• What advocacy efforts might be needed for the policy change process? Can they begin before results are
available?
• How can time and resources for such advocacy be made available?
• What specific policy changes need to occur on a local, national, or regional level to facilitate uptake of the
innovation or program? How difficult/easy will it be to achieve such change? What is the expected
timeframe?
• What, if any, changes in terms of norms, budgetary processes, MIS or other institutional procedures (as
opposed to policy change) need to take place?
NB: Answers to the above could suggest needed changes to how the study is conceptualized. Also consider how
local partners/stakeholders can help address some of these issues—see Section 2. Environment.

Workplan Example: Conduct a policy landscape analysis to identify barriers, opportunities, and
revision needs — insert relevant activities into workplan.
Discussion Notes:

4. KNOWLEDGE PRODUCTS
How will you involve stakeholders in the co-development and review of study/project reports, project guidance
and other publications?
Refer back to this section when completing the Research Utilization Workplan.
Consider the needs of your various stakeholders identified in Section 1. What publications or materials do you
anticipate will be produced? Check all that apply:
Publication in peer-reviewed journal(s)
Policy and/or Program brief
Implementation guide
Postings on blogs, social media and listservs
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Job aids
Communication materials or job aids tailored for key audiences (e.g., posters, brochures, advocacy briefs,
checklists)
Other: _____________________________________________________________________
Workplan Example: Develop a fertility awareness counseling tool for drug shop operators –
insert activities into workplan.
Discussion Notes:

For research that has an intervention component, complete the following.
6.

PROJECT ATTRIBUTES THAT DETERMINE USE AND SCALABILITY

Based on decades of documented scale up experience, and the diffusion of innovation theory which emerged
nearly 60 years ago, we know that innovations with attributes that map to the ‘CORRECT’ model,1 are more likely
to be successfully scaled up. CORRECT stands for Credibility, Observability, Relevancy, Relative Advantage, Ease of
installation, Compatibility, and Testability. The following questions are provided to guide conversations about
these topics.
Please note that Credibility (whether or not the innovation is based on sound evidence and/or advocated for by
respected persons or institutions) cannot be determined until results are known. Also, the questions already
covered in Section I: Background are those one would ask for the topic of Relevancy. The following sections will
cover Observability, Relative Advantage, Ease of installation, Compatibility, and Testability.
A. OBSERVABILITY
Observability refers to the ability of potential users of the innovation to see the results in practice.
Good communication, and communication to the right people, is one way to enhance the
observability of results. There are many ways to communicate study results, and these can differ
based on the audience. For example, MOHs may want statistical reports, whereas implementing
partners may prefer research/project briefs, or to observe the intervention personally through a
south-to-south exchange.
• Is there any evidence being collected that could help to communicate the results to nontechnical audiences, such as qualitative evidence of success (e.g., interviews with clients, etc.
that could fold into a publication)?
1

Glaser EM, Abelson HH, Garrison KN. Putting knowledge to use: facilitating the diffusion of knowledge and the implementation of planned
change. San Francisco, CA, Jossey-Bass Inc., 1983.
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• Are there activities that you can plan to make the study intervention more observable?

Workplan Example: Conduct a site visit to get photos and quotes for a 2-part blog post series on
self-injection of DMPA-SC —insert activities into workplan.
Discussion Notes:

B. RELATIVE ADVANTAGE
It is important to demonstrate to potential adopters that the intervention being tested has
advantages over others that might exist. There may also be existing tools that can be used or
improved upon, rather than designing new ones. For this reason, and to credit partners for their
work, we ask about partner tools.
• Have others tested this before?
• If so, how is this research different, and/or how does it improve on what has been done
before?
• Will partners’ existing tools be used for any component of this intervention?
• What’s in it for the potential adopters to invest time and resources to this?
• Aside from achieving a specific health goal, are there other incentives for potential adopters?
For example, will this intervention build capacity, create more efficient systems, or be more
cost-effective?
• Is the proposed intervention likely to be more or less costly than current practice? (See
Section 12 for more information on assessing costs of a study.)
Workplan Example: Conduct a literature scan or review to assess the landscape for similar,
existing practices, discuss relative advantage with stakeholders, and examine and collect existing
tools —insert activities into workplan.
Discussion Notes:

C. EASE OF INSTALLATION
Interventions usually have several components. The number and complexity of those components
may increase or decrease the likelihood that an intervention can be scaled up.
• What are all of the intervention’s components/inputs?

- What are the hard technical components (e.g., new drug, device, medical technique)?
Describe:
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- What are the soft technical components (e.g., training, outreach, IEC, sensitization, PR,
targeted advocacy)?
Describe:

- Is there a component to strengthen systems (managerial/structural/organizational)?
Describe:

- Is there a component to build infrastructure (logistical, equipment or facilities)?
Describe:
• Given the above, how complex is the intervention? Will it require a large degree of change for
the end users? If it is complex, can anything be simplified or eliminate without jeopardizing the
expected outcome(s)?
• Does the implementing organization have the necessary capacity to introduce the
intervention? If not, is there anything that can be changed in its design that addresses this
issue?
• Will the intervention involve externally-provided inputs (i.e., those not currently a part of the
routine setting or environment)? If so, how difficult will it be to sustain those special inputs
once the project is completed?
Workplan Example: Conduct a capacity assessment of the implementing organization to
determine the ease of installation —insert activities into workplan.
Discussion Notes:

D. COMPATIBILITY
One of the goals of health research is to reach more people with interventions that work. If you are
partnering with a specific implementer for the study, you must understand their capacity, how it
might differ from other end users’ capacity and how to address these differences if they exist.
• To what extent does local capacity exists to support the study—both for implementation and
potential scale up? Will you need trainers, specialist providers (i.e. lab technicians), data
collection help, etc.?
• Are the local entities involved in implementing the study the same as the entities that will be
expected to scale it up? If not, why not?
• Will the study take place in a setting representative of where the intervention may be scaled
up? For example, if the study takes place within the national health system, were sites with
average capacity chosen or sites which are special in terms of location, motivation of
personnel, facilities and other resources?
• What are the capabilities of the national system or other partners that will potentially scale
this up? Are they on par with the study implementer?
• How will you ensure that this intervention is compatible with the existing system or can be
easily adapted into similar systems?
Based on the answers to the above questions—one might want to redesign the approach.
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Workplan Example: Have local staff conduct site visits to compare the capacity of those who
may be involved in scale up with the capacity of the implementing organization—insert
activities into workplan.
Discussion Notes:

E. TESTABILITY
A testable intervention is one that potential users can see on a small scale, before progressing to
large-scale adoption. Expanding the intervention incrementally, through a phased approach.
• Can the implementing organization try the intervention in a limited scope (i.e. geographical
setting or for a limited period of time)?
• Can the intervention be implemented in phases?
Workplan Example: Analyze the intervention and identify logical phases/components; if
applicable, insert activities into workplan.
Discussion Notes:

5.

DOCUMENTATION
A crucial step in terms of preparing for potential scale up of an intervention is having documentation of
the intervention process. Frequently this type of detailed information is missing from the formal literature
(i.e. journal articles), leaving those who intend to replicate or scale-up the intervention without the
necessary guidance. Good documentation can also provide insights on why an intervention was successful
or unsuccessful, and help identify the essential components of an intervention.
• Who will be responsible for leading documentation of the implementation processes (not just
the results of the study)?
• How often will documentation take place – monthly, quarterly?
An Intervention Tracking Tool is available as part of the RU Toolkit. It is designed to facilitate the
study’s intervention documentation.
Workplan Example: Convene quarterly meetings with core study/project staff to complete the
Intervention Tracking Tool —insert activities into workplan.
Discussion Notes:
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Stakeholder Analysis Tool
Who Are Stakeholders?
Stakeholders include persons, groups, or institutions with a "stake" in the study or project. They may
include:
1) Those who directly influence the success of the study/project
2) Those who are affected, either positively or negatively, by the study/project
3) Those who may adopt and implement the innovation, intervention, practice or program
For example, stakeholders may include: international scientific experts; provincial and national Ministry of
Health officials; clinic managers; providers (both public and private sector); community health workers;
beneficiaries/clients; members of national FP/RH working groups; donor agency staff; bilateral program
managers, etc.

Instructions
Together with the study/project team, brainstorm a list of anticipated stakeholders and complete the
table below. You may refer to section 1. Stakeholders and section 3. Policy/Program Implications of the
Research Utilization Planning Tool for questions to consider when identifying stakeholders and their
needs. Because stakeholders and stakeholder needs will likely change over the life of the study/project,
plan to revisit the table on a routine (e.g. quarterly) basis and revise as needed.
Refer to this table when completing the Research Utilization Workplan.

Stakeholder Analysis Tool for
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STAKEHOLDER ANALYSIS TOOL

Name(s) of person(s) completing tool: ______________________________________________________________________________________

Level of
Knowledge
About
Issues
1= Little to no
knowledge
2= Familiar

1= Not supportive

Level of Support
for Issue

Sphere of
Influence

policy,
research,

sphere of
influence (e.g.

Identify the
stakeholder’s

2=Unknown/undecided
3= Somewhat
supportive
4= Very supportive
training,
advocacy,
civil society,
faith-based,
private
sector, public
sector, donor,
regulatory,
communitylevel)

1= Design phase

Phase of
Anticipated
Involvement

in the study or
project, and possible

Indicate what role the
stakeholder will play

Stakeholders Role
in Study/Project
and/or Scale Up

engage stakeholder.
Examples include

List the strategy(ies)
you will use to

Strategies for
Engaging
Stakeholder

needs support (e.g.
technical assistance,

Indicate whether or
not the stakeholder

Stakeholder’s
Support Needs

phase

Implementation

2=

scale up

financial,
administrative) and
3= Post
study/project

presentations.

Also include any key

messages that will be
important to convey,
specific to this
stakeholder.

how that support will

one-on-one
meetings, printed

be provided

phase

2

meetings, email,
phone call, formal

materials, group
meetings, TWG

Study/Project: ______________________________________________________________________ Country: ___________________________

Stakeholder
Name, title,
organization and
contact information
(email address,
phone number).
3= Expert
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Abstract
The USAID-funded flagship family planning service delivery project named Evidence to Action (E2A) worked from 2011
to 2021 to improve family planning and reproductive health for women and girls across seventeen nations in sub-Saharan
Africa using a “scaling-up mindset.” The paper discusses three key lessons emerging from the project’s experience with
applying ExpandNet’s systematic approach to scale up. The methodology uses ExpandNet/WHO’s scaling-up framework
and guidance tools to design and implement pilot or demonstration projects in ways that look ahead to their future scaleup; develop a scaling-up strategy with local stakeholders; and then strategically manage the scaling-up process. The paper
describes how a scaling-up mindset was engendered, first within the project’s technical team in Washington and then how
they subsequently sought to build capacity at the country level to support scale-up work throughout E2A’s portfolio of
activities. The project worked with local multi-stakeholder resource teams, often led by government officials, to equip them
to lead the scale-up of family planning and health system strengthening interventions. Examples from project experience
in the Democratic Republic of the Congo, Kenya, Nigeria, and Uganda illustrating key concepts are discussed. E2A also
established a community of practice on systematic approaches to scale up as a platform for sharing learning across a variety
of technical agencies engaged in scale-up work and to create learning opportunities for interacting with thought leaders
around critical scale-up issues.
Keywords Scaling up framework · Implementation · ExpandNet · E2A · Family planning · Capacity building · Country
ownership · Mindset
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Several decades of investment by global donors to improve
health and other areas of development have not succeeded in
ensuring that interventions proven on a small scale become
part of national systems (Simmons et al., 2007; Hartmann
& Linn, 2008; ExpandNet & World Health Organization,
2009). More recently, there have been increasing calls to
design and implement interventions using a scale-up perspective (ExpandNet & World Health Organization, 2009,
2010, 2011; Barker et al., 2016) that gives explicit attention
to “increasing the impact of successfully tested interventions so as to benefit more people and to foster policy and
program development on a lasting basis” (Simmons et al.,
2007). Many publications in the last twelve years have
assessed the determinants of scale-up success and laid out
frameworks and practical guidance to support the scale-up
process (Simmons et al., 2007; Hartmann & Linn, 2008;
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ExpandNet & World Health Organization, 2009, 2010, 2011;
Yamey, 2011; Chandy & Linn, 2011; Chandy et al., 2013;
Cooley & Linn, 2014; Milat et al., 2015; Barker et al., 2016;
Milat et al., 2016; Management Systems International, 2016;
Spicer et al., 2018; Bulthuis et al., 2020). Other publications
have focused on sharing in-country project experience of
scale-up activities (Ghiron et al., 2014; Igras et al., 2014;
Spicer et al., 2014; Keyonzo et al., 2015; Aichatou et al.,
2016; Fajans & Simmons, 2016; Omimo et al., 2018; Mai
et al., 2019; Benevides et al., 2019; Oku, 2019; ExpandNet, 2021). These have all contributed to shifting the global
health and development paradigm away from more conventional project approaches (Keyonzo et al., 2015) to ones
that use knowledge about what works for scale-up to shape
the introduction of new interventions and their subsequent
expansion and institutionalization. However, there has been
little documentation of how large multi-country, donorfunded projects have sought to address the importance of
scale-up in the design and implementation of their initiatives
(Simmons et al., 2007; Chandy et al., 2013; Barker et al.,
2016; Fajans & Simmons, 2016).
This paper highlights how USAID’s global flagship
family planning and reproductive health (FP/RH) project,
“Evidence to Action” (E2A), (E2A, 2020) worked with
ExpandNet over nine years to implement a scale-up focus
in its activities. Prepared by members of ExpandNet and the
E2A project’s technical leadership team, the paper provides
key learning from this process with the hope that other initiatives can benefit and in turn help countries more rapidly
achieve their ambitious Sustainable Development Goals targets and commitments (United Nations, 2015). The authors
played different roles in the project. The E2A team leaders
were full-time employees responsible for all of the project’s
activities at the global and country levels, whereas ExpandNet members functioned as part-time consultants providing support to the project at the global level and in select
Fig. 1 ExpandNet’s systematic
approach to scale up, adapted
from Omimo et al. (2018)

13

Global Implementation Research and Applications (2021) 1:69–76

countries on the topic of scale-up, but not for other aspects
of the technical work. All authors were participant observers
in the change processes described in the paper. A narrative
presentation was chosen to convey the rich story of how
capacity building on the determinants of successful scale-up
was achieved among collaborators at the project headquarters and country levels.

ExpandNet’s Systematic Approach to Scaling
Up
Founded in 2003, with leadership from the University of
Michigan School of Public Health and the World Health
Organization (WHO) Department of Reproductive Health
and Research, ExpandNet is a global network of public
health and development professionals who seek to advance
the science and practice of scale-up. Based on ExpandNet
members’ practical experience and extensive reviews of literature from a range of fields and disciplines, ExpandNet
and WHO jointly published a book presenting a scalingup framework and seven country case studies of experience
(Simmons et al., 2007). Subsequently, in an effort to support
scale-up practitioners, ExpandNet and WHO published three
practical guidance tools, all of which are available on both
the ExpandNet and WHO websites (ExpandNet & WHO,
2009, 2010, 2011; ExpandNet, 2021). The ExpandNet/WHO
framework and tools provide a “roadmap” to help public
health and development practitioners use critical lessons
about scale-up to support a process whereby interventions
tested on a small scale are expanded and institutionalized to
reach more people on a sustainable basis.
Applying the ExpandNet/WHO scaling-up framework
and guidance tools is part of ExpandNet’s systematic
approach to scale up, which is divided into three phases,
as depicted in Fig. 1 (Omimo et al., 2018; ExpandNet,
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2021). Phase 1, focused on testing interventions, uses learning about scale-up success to shape a project’s design and
implementation; Phase 2 supports systematically developing
a scale-up strategy, once results of local testing indicate this
is appropriate; and Phase 3 is about strategically managing
the scaling-up process. Since 2007, ExpandNet and many
organizations and individuals have been using the ExpandNet/WHO framework and approach to provide technical support on scale-up to a broad range of activities in low- and
middle-income countries along the three phases illustrated
in Fig. 1 (Ghiron et al., 2014; Igras et al., 2014; Keyonzo
et al., 2015; Fajans & Simmons, 2016; Aichatou et al., 2016;
Omimo et al., 2018; Benevides et al., 2019; Mai et al., 2019;
Oku, 2019; ExpandNet, 2021).

The Evidence to Action Project
The 2011 USAID solicitation for the Evidence to Action
project mandated a scale-up focus for the new family planning (FP) service delivery project. Pathfinder International’s winning proposal was developed collaboratively with
ExpandNet and the three other core partners—IntraHealth,
Management Sciences International, and PATH. It emphasized that the project would support governments and local
development partners to introduce promising and proven
FP best practices, including those globally agreed to be FP
High-Impact Practices, with scale-up in mind and to facilitate their expansion and institutionalization. The strong
emphasis on government ownership was based on the understanding that unless the intended adopters of interventions
(e.g. ministries of health) consider donor-funded interventions a priority and feasible for implementation within their
institutions, they are unlikely to be sustainably scaled (Simmons et al., 2007; ExpandNet & WHO, 2010, 2011; Yamey,
2011; Milat et al., 2015; Milat et al., 2016; Spicer et al.,
2018; Wickremasinghe et al., 2018; Bulthuis et al., 2020).
Since E2A began, its mandate has been to help introduce
or scale up best practices in family planning and reproductive health (RH) service delivery for women and girls. In
addition to providing global thought leadership, the project has worked across seventeen countries in Francophone
and Anglophone sub-Saharan Africa. The range of project
activities included improving quality of care in the provision of FP/RH services for adolescents, youth and first-time
parents, expanding contraceptive method choice and integrating family planning with other health and development
interventions.
While E2A’s country and regional activities differed,
nearly all maintained an explicit, ongoing focus on using
global lessons about scale-up to shape interventions for
implementation within the intended institutions. This
focus is here referred to as using a “scaling-up mindset”
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that recognizes the importance of (a) applying a systems
perspective that focuses on the broader national program
when designing and implementing interventions, (b) ensuring government and other local stakeholders’ ownership of
the initiative, (c) making certain that activities/investments
contribute meaningfully to the national program, and (d)
limiting external inputs to what can be maintained or mobilized when implementing on a larger scale.
Such a systems-strengthening approach stands in contrast
to the classic “project approach,” defined by Keyonzo et al.
(2015, p. 104) as “interventions that are focused on shortterm results and not necessarily on what is needed to ensure
sustainable scale-up, even though large-scale impact is often
stated as the ultimate goal. In this approach levels of financial, technical and human resources that are unlikely to be
available for subsequent implementation in routine programs
and parallel structures to existing government or private sector programs tend to be created.”
With support from ExpandNet members, E2A’s application of the ExpandNet framework and tools enabled the
project to apply a scaling-up mindset and have a common
language and unifying approach to the supported country
initiatives. Achieving the shift to a scaling-up mindset took
time and continuous attention. Three overarching lessons
from this experience are discussed below.

Lessons from Applying a Systematic
Scale-Up Approach
Lesson 1: A Systematic Approach to Scale-Up
Requires Shifting Mindsets Followed by Capacity
Building
If development interventions are to be successfully expanded
and institutionalized in country settings, it is critical that
technical staff supporting such processes have sufficient
expertise to ensure their activities are carried out using a
scaling-up mindset (ExpandNet & WHO, 2010; Milat et al.,
2016; Keyonzo et al., 2015). E2A’s proposal development
team had embraced the ExpandNet systematic approach and
discussed in the proposal how it would be applied across
countries. However, implementers, technical partners, governments, other NGOs, and donors with whom E2A would
eventually work in countries were not necessarily accustomed to the processes being championed by E2A, which
sometimes represented a significant departure from customary local work patterns and models of technical assistance.
Even the newly constituted headquarters’ nine-person
implementation team in Washington DC (hereafter referred
to as E2A’s technical team) was initially unfamiliar with
developments in the scale-up field. Thus, a key first step
was for them to gain exposure to ExpandNet’s systematic
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approach and related tools and to begin to shift away from
conventional project approaches. In support, ExpandNet
provided a series of half-day seminars over a few-months
period—with roughly 15 hours total contact time—to expose
the technical team to scaling-up principles presented in the
tools and key lessons from ExpandNet’s prior use of them
with country projects.
Despite being helpful, the early seminars were not sufficient to fully equip the technical team to support application of the ExpandNet/WHO approach at the country level.
Therefore, ExpandNet members continued over the next
few years to collaborate with technical team members to
bolster their capacity through mentoring and jointly facilitating country-level planning exercises, delivering scale-up
workshops, and supporting scale-up analysis and documentation efforts. This hands-on support to the individual team
members who were supporting specific E2A country initiatives helped them to internalize the scale-up framework
and key principles, to critically analyze strategic issues and
better support countries to move forward with their scale-up
efforts. As in any team, a few members of the technical team
were more responsive to the ideas being shared and able
to rapidly assimilate them into their work with countries.
ExpandNet members ultimately worked more intensively
with these project champions of the scale-up approach and
over time these individuals required decreasing levels of collaboration from ExpandNet to achieve results.
As highlighted under lesson two below, with this new
mindset and growing scale-up capacity, the E2A team began
to see significant impact in shifting country-level activities
from conventional project approaches to a focus on scaling
up. In several instances, country leaders expressed that this
new way of working constituted a productive and valuable
departure from more traditional project approaches. Nonetheless, sometimes the change in mindset among country
colleagues was hard to achieve, and in some places, it did not
succeed. This was most often the case where E2A’s role was
limited or peripheral, for example, when an existing project
was already approved and underway by the time E2A was
invited to collaborate.

Table 1 Key attributes of a
successful scale-up resource
team (Simmons et al., 2007;
ExpandNet & World Health
Organization, 2009, 2010)
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ExpandNet’s experience over the years has shown that
commitment to engage in systematic scale-up planning
works best when country ownership is prioritized from the
earliest stages of the project planning process. Likewise,
scaling-up capacity is best built when technical assistance
is provided in the context of real-time applied scale-up
work. In E2A project countries where long-time ExpandNet members were based and could be mobilized to give
local/regional support to E2A scale-up activities, as in the
Democratic Republic of the Congo (Mai et al., 2019) and
Senegal, the work benefited greatly.

Lesson 2: A Country Resource Team With Scale-Up
Capacity can Accomplish Much, but Challenges
Remain
As E2A’s technical team in Washington DC began supporting work in countries, a priority was to identify and build
capacity of a local “resource team” of stakeholders who
would own, lead, and support scale-up processes (Simmons
et al., 2007; ExpandNet & WHO, 2009, 2010). ExpandNet/
WHO defines a resource team as “the individuals and organizations that seek to promote and facilitate wider use of the
innovation. A resource team may be formally charged with
promoting the innovation or may act informally in this role.”
(ExpandNet & WHO, 2010, p. 6). Key attributes of resource
teams that contribute to scale-up success are highlighted in
Table 1.
Applications of the ExpandNet approach in several
countries has shown that when scale-up was intended to
take place within government systems, as was often the
case in E2A activities, it was critical that government
played a leading role in the resource team (Simmons et al.,
2007; Keyonzo et al., 2015; Mai et al., 2019; Benevides
et al., 2019; Oku et al., 2019). Such leadership builds
government ownership of scale-up activities, even when
efforts are being supported by technical assistance agencies. It also prevents the initiative from being perceived as
an NGO- or donor-led effort, which can negatively impact
local ownership, institutionalization of interventions, and
resource mobilization. The resource team should ideally

Effective leadership with authority and credibility
A unifying vision and scaling-up mindset
Ability to generate financial and technical resources to support the resource team and scale-up process
more generally
Compatibility with and understanding of the implementing organization
Understanding of the political, social, and cultural environments within which scale-up takes place
Technical, advocacy, management, and research/monitoring skills
Training capacity
Skills and experience with scaling-up and the use of data for decision making
Stability and a long-time horizon
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include members with the skills necessary to fully support
the implementing institution with the scale-up process,
such as in advocacy, resource mobilization, management
interventions, and others related to the attributes of success laid out in Table 1. Resource teams benefit when
members hold senior, decision-making roles within institutions relevant to the scale-up process and have the time
needed to devote to the demands of being a member.
In some countries where E2A was supporting scaleup, an existing group of key stakeholders (for example, a
reproductive health technical working group) was mobilized to act as the resource team, while others were newly
formed. These teams had the opportunity to learn about
and apply the systematic approach to scale up supported
by E2A, whether they were piloting implementation in
ways that looked ahead to future expansion and institutionalization, developing a scale-up strategy, or managing
a scale-up process.
In Cross River State, Nigeria, E2A mentored Pathfinder
International country staff to help the state establish a new
resource team composed of government, NGO, and civil
society stakeholders to guide scale-up of a family planning
service delivery-strengthening package (Oku, 2019). An
early step was to build the resource team’s capacity by teaching them about the scale-up framework and approach. This
led directly to developing a scaling-up strategy for interventions that were successfully tested in operations research
on task sharing by community health extension workers
in family planning service delivery. Once the strategy was
developed, the resource team worked over the next two years
to guide state-level efforts to expand and institutionalize the
task-shifting approach (Oku, 2019). Recognizing the value
of a resource team to guide such a process, the then-incoming State Executive Secretary for Health requested the team
to broaden their focus beyond family planning to support
the scale-up of other health interventions in the state. Unfortunately, he was transferred to another ministry before the
resource team’s scope could be broadened. This illustrates a
challenge that can arise when key resource team members,
especially those from government, may leave their positions
during scale-up.
In Uganda and Kenya, E2A supported multisectoral
resource teams to scale up interventions tested in the initial
pilot of the Health of People and Environment in the Lake
Victoria Basin (HoPE-LVB) Project (Ghiron et al., 2014;
Omimo et al., 2018). The HoPE-LVB Project had integrated
sustainable development interventions from across multiple
sectors including FP, other primary health-care services, and
environmental conservation—a combination of synergistic
interventions often referred to as the population, health, and
environment approach (PHE). Because the piloted integration model was designed and implemented with scale-up in
mind, with technical support from ExpandNet and E2A, it
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provided important global and local learning about how to
successfully apply a scale-up mindset.
Influenced by the success of the cross-sectoral collaborations tested by HoPE-LVB in Uganda and Kenya, USAID
gave funding to the East African Community’s parastatal
Lake Victoria Basin Commission to support their five member-nations to create or strengthen cross-sectoral national
PHE networks and technical working groups. These in turn
have served as resource teams to support scale-up of models of integrated development across the countries. This
outcome was a result of HoPE-LVB’s early and consistent
engagement with both USAID and the Commission as part
of the project’s efforts to work with a scaling-up mindset.
While experiencing many successes, local resource teams
also had difficulties. They rarely have all the attributes of
success reflected in Table 1, and the E2A-supported resource
teams were no exception. For example, in Cross River, Nigeria, the team lacked sufficient decision-making authority or
available resources to act on some recommendations in the
scaling-up strategy, such as institutionalizing health worker
training capacity in every local government area (LGA) of
the state (Oku, 2019). This meant that while scale-up was
initiated during E2A’s collaboration, the necessary training process was not completed, and considerable further
resources were needed to train all health providers in each
LGA. Fortunately, the state has since been able to mobilize World Bank resources to continue the training process.
For HoPE-LVB, critical funding to sustain the project team
could not be secured to ensure their continuity in providing
the important technical support they had been giving to the
national, cross-sectoral resource teams who were driving
the scale-up process. Still, a sufficient level of capacity and
political will had been built that scale-up continued even in
their absence.
Other hurdles to successful scale-up can exist in the
larger context, for example significant financial constraints,
which can be nearly impossible to overcome. The Democratic Republic of the Congo (DRC) saw numerous scale-up
successes associated with the work of a newly established,
government-led, multi-stakeholder resource team who
guided the process of instituting community-based access
to family planning services in three project provinces (Mai
et al., 2019). However, without sufficient governmental and
donor support for expansion to other provinces, persistent
financing constraints of the DRC health system may prove
insurmountable in institutionalizing and expanding beyond
the three initial provinces.
Working in weak and sometimes fragile public-sector systems can require making tradeoffs to sidestep poorly functioning systems and to instead employ parallel approaches.
This is often at the cost of successful institutionalization,
which diminishes chances for sustainability and ownership
(Simmons et al., 2007; ExpandNet & WHO, 2009, 2010,
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2011; Chandy & Linn, 2011; Chandy et al., 2013). For
example, it can be tempting to arrange for a regular supply
of contraceptive commodities outside of the routine publicsector system when a project needs to ensure their availability at service delivery points. However, without a focus
on strengthening the routine system, contraceptive stockouts
will continue to hinder any scale-up effort and increased
access to contraceptives will not be sustained in the future.
E2A and its local partners were repeatedly faced with
making strategic decisions about such tradeoffs. Choosing
how to proceed using a scaling-up mindset helped local
teams to choose alternatives that would lead to greater sustainability whenever possible. Such balancing can be challenging, for example, when donors are looking for maximum
short-term impact and results. In cases where a change is
needed in the routine system to ensure increased access and
better-quality service delivery, a strong argument can often
be made for initially testing a new approach using special
external resources or delivery channels. If the new approach
is then shown to be valuable, advocacy at higher levels will
be required to ensure that the routine system is strengthened sufficiently to allow for the new interventions to be
implemented.

Lesson 3: Sharing Scale-Up Learning Magnifies
Results
As is discussed in the ExpandNet/WHO guidance tools, a
key determinant of scale-up success is the preparation and
publication of careful documentation of experience. The
important role of such work in driving further scale-up was
clearly demonstrated by E2A. For example, documentation and dissemination of E2A experience in the DRC with
expanding access to community-based FP through outreach
from health facilities influenced national strategic plans and
operational guidelines (Mai et al., 2019). Similarly, in Niger,
the documentation from efforts to establish adolescent and
youth-friendly FP/RH services in university and communitybased settings also led to national-level institutionalization
of the tested approach (Benevides et al., 2019).
While E2A, with ExpandNet as a partner, was learning
how best to support scale-up processes in countries, other
technical agencies were also engaged in supporting similar
initiatives. Given its global technical leadership role and
scale-up mandate, E2A worked to disseminate its learning
in a wide range of international venues and publications.
A strategic decision was made in 2013 to establish and
lead a global Community of Practice (CoP) on Systematic
Approaches to Scale-up in FP/RH, headquartered in Washington DC (E2A, 2020), whose work still continues today.
The CoP provided an early and ongoing platform for sharing experience among representatives of a wide range of
technical and donor institutions who were engaged in, had
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expertise or an interest in the subject of scale-up. Assembling this type of group enabled E2A to learn from others
engaged in scale-up work across health and development
interventions. Over the years, the quarterly meetings also
facilitated exploration of related technical issues such as sustainability and adaptation as well as more general exchange
with allied fields such as implementation science.
The CoP’s learning exchange enriched the global dialog
around scale-up and amplified attention to the need for a
strong focus on scaling among technical agencies and
donors. Participants in the quarterly meetings and technical convenings benefited greatly from discussions about
fundamental scale-up considerations and from exposure to
the field experience shared by visitors. For example, participation by the leader of the Nigerian NGO MidSpace in
a quarterly CoP meeting provided an opportunity to learn
about their perspective on the importance of country and
government leadership in scaling up and innovative ways
of supporting such processes. Moreover, other presentations by E2A collaborators from Kenya, Niger, Nigeria and
Uganda illustrated how capacity was developed locally and
how mindsets shifted to a scale-up perspective in-country.
In 2015, colleagues from Management Systems International and the Brookings Institution decided to start a scaling-up CoP focused on global health and other development
issues including education, agriculture, rural development,
social enterprises and more (Community of Practice on Scaling up Development Outcomes, 2021). Collaboration with
this CoP has provided the E2A-led CoP opportunities to
interact with a multisectoral group of stakeholders about the
frontiers of understanding scale-up.

Conclusions
Applying a scale-up mindset is essential to achieving sustainable expansion and institutionalization of successfully
tested interventions. A key learning from the E2A experience is that shifting from a narrow project approach to one
focused on system strengthening does not happen rapidly.
The project benefited from having an explicit mandate to
focus on scale-up, but it took varying amounts of time and
support for the technical team members and country collaborators to internalize and apply the new mindset. This in turn
influenced the extent to which E2A-supported country-level
activities were pursued with a systematic scale-up focus.
This learning has important implications for what can
be achieved during a project’s time horizon. Given that
it is often required to orient project team members to a
scaling-up mindset and then to build scale-up capacity
among the staff and the country teams with whom they
collaborate, implementing scale-up takes time. For example, even a five- or seven-year project may result only in
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initial scale-up progress, and therefore, steps to ensure
a full transition to government or other stakeholders are
needed prior to a project’s end. A key component of transition planning must be ensuring government ownership and
the existence of a well-positioned and adequately funded
and skilled resource team who can continue to guide the
scale-up process.
Moreover, a scaling mindset must be adopted not only
by project leaders but by donors as well. Some donors have
already been making this shift, but reorientation among
others is still required. Given that scale-up is a complex
task that takes time, perseverance and new ways of working, the more that donors adopt this emphasis, the more
likely it will be that lasting benefits can be achieved.
E2A, and through it, USAID made a significant contribution to building in-country capacity for applying systematic approaches to scale up among stakeholders with
whom the project worked. In addition, E2A influenced others at the global level to focus greater attention on scaleup and to move towards the necessary mindset shift. The
project has illustrated how donor-funded projects can and
should focus systematically on scale-up from the outset,
how they can appropriately ensure the development of
scale-up strategies, and how to support strategic management of scale-up processes. As the E2A project draws to
a close, it will leave the legacy of having advanced the
scaling-up discourse and built the capacity of scaling-up
resource professionals around the world. However, the project’s many partners and allies must continue to advance
this work in the future so as to reach more people with the
health and development interventions they need.
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Abstract: This paper describes how the Urban Reproductive Health Initiative in Kenya, the Tupange Project
(2010-2015), successfully applied the ExpandNet approach to sustainably scale up family planning
interventions, ﬁrst in Machakos and Kakamega, and subsequently also in its three core cities, Nairobi, Kisumu
and Mombasa. This new focus meant shifting from a “project” to a “program” approach, which required paying
attention to government leadership and ownership, limiting external inputs, institutionalizing interventions in
existing structures and emphasizing sustainability. The paper also highlights the project’s efforts to prepare for
the future scale up of Tupange’s interventions in other counties to support continuing and improved access to
family planning services in the new context of devolution (decentralization) in Kenya. © 2015 Reproductive
Health Matters. Published by Elsevier BV. All rights reserved.
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Introduction

Gates Foundation in four countries (India, Kenya,
Nigeria and Senegal). It has sought to achieve signiﬁcant improvements in family planning service
delivery and community awareness in urban
slums, initially in the three “core cities”, Nairobi,
Kisumu and Mombasa, and subsequently in the
“expansion cities”, Machakos and Kakamega. At
the end of its project period, Tupange is exploring
how key lessons from the project can be more
broadly applied in the new context of devolution
(decentralization) in Kenya, where power has
been transferred from national level to the
newly-created county level.

There has been much discussion recently about the
need to move from conventional project
approaches to a systematic focus on sustainable
scale up, starting from the time that projects are
initially planned and designed.1–4 However, making
this transition is not easy. It requires creating ownership in the institutions that are expected to implement successful interventions on a large scale and
working within existing system constraints or ﬁnding ways in which constraints can be alleviated.5
This paper describes efforts of Kenya’s Tupange
Project to learn about systematic approaches to
sustainability and scale up and to apply them in
its project in ﬁve Kenyan cities. The Tupange Project (2010-2015) is part of the Urban Reproductive
Health Initiative funded by the Bill and Melinda

Project versus program approach to effecting
change
Experience has shown that working in what is here
described as a project approach may produce
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notable improvements in health outcomes in local
areas, but often does not lead to sustainable scale
up.1,6 The project approach refers to interventions
that are focused on short-term results and not
necessarily on what is needed to ensure sustainable scale up, even though large-scale impact is
often stated as the ultimate goal. In this approach
levels of ﬁnancial, technical and human resources
are unlikely to be available for subsequent implementation in routine programs and parallel structures to existing government or private sector
programs tend to be created. Moreover, only
limited attention is given to addressing the legal,
policy, bureaucratic, institutional and programmatic frameworks essential for institutionalizing
interventions.
Conversely, working in a program approach
means organizing projects from the outset in ways
that enhance the potential for subsequent sustainable scale up. The focus of such an approach is on
the broader health system and on how the intervention implemented initially in the project will
contribute to the national program. Efforts are
made to limit external resources to what can be
maintained or mobilized on a larger scale. Government ownership and a participatory process involving key stakeholders are central.

Key differences in the two approaches are captured in Table 1.
Background on the Tupange Project
Tupange is a project led by Jhpiego, an international NGO afﬁliated with Johns Hopkins University, in collaboration with a consortium of
partners. Partners include the National Council
of Population and Development (NCPD) under
the Kenyan Ministry of Planning and Devolution,
in charge of policy and advocacy activities;
Marie Stopes International (MSI), responsible for
strengthening the private provider network and
service delivery in the core cities; Pharm Access
Africa LTD, responsible for contraceptive commodity security; and the Johns Hopkins Center
for Communication Programs, leading the
demand creation activities. The goal of Tupange
is to increase contraceptive use among the urban
poor in ﬁve Kenyan cities. At the time Tupange
was initiated, national health efforts were
focused mainly on HIV and primary health care
for the rural population. The family planning
needs of the urban poor, by contrast, were not
being adequately addressed, even though rapid
urbanization has been transforming Kenyan
cities.

Table 1. Project versus program approach to effecting change.
Key Dimension

Project Approach

Program Approach

Major purpose

Proof of concept

Proof of implementation

Government participation

Relatively limited

Extensive

Role of project staff

Implementers

Facilitators
Technical assistance
Mentorship

Emphasis on external resources and creation of
parallel systems and structures

Extensive

Limited

Emphasis on mobilizing existing resources

Limited

Extensive

Focus on institutionalization and
sustainability

Limited

Extensive

Preparing for large scale implementation
from the outset

Limited

Extensive

Time frame

Relatively short

Long

Collaboration with non-project partners

Limited

Extensive
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Tupange seeks to improve access to quality
family planning services through multiple interventions, covering facility-based and integrated
outreach services as well as demand creation.
Supply-side activities include training and mentoring of providers, family planning orientation
for all facility staff, and integration of family
planning with other maternal, newborn and
child health and HIV/AIDS services. Tupange is
also supporting public and private health facilities to increase availability of long-acting and
permanent contraceptive methods by sending a
trained service team on a planned schedule
to provide these services (referred to as inreaches). Finally, provision of family planning is
expanded through social franchising of private
providers.
Demand-side activities involve: 1) supporting
community health workers to promote family
planning and distribute oral contraceptives and
condoms; 2) organizing community dialogues
and “edutainment”, i.e., educational entertainment approaches involving local leaders, women’s
and youth groups; and 3) using mass media to
increase community awareness. The project is also
improving commodity security and creating a supportive policy environment through advocacy for
increased resource allocation and the use of
family planning champions.
Tupange’s monitoring and evaluation
include analysis of national service delivery statistics, baseline rapid assessments of facility
readiness and community needs, client exit
interviews and qualitative program monitoring
visits. This is complemented by baseline, midline and endline surveys of women of reproductive age in project cities, conducted by the
University of North Carolina’s Measurement,
Learning and Evaluation (MLE) Project and its
local partners. The BMGF-funded MLE Project
conducts independent evaluations of the four
URHI country projects (India, Kenya, Nigeria,
and Senegal).
According to the 2009 census, the total population of the ﬁve project cities was 4.4 million people. The 2009 national modern contraceptive
prevalence rate (mCPR) for currently married
women age 15-49 was 39% and for all women
28%.7 2010 baseline data from the MLE survey
showed that mCPR for women age 15-49 was
44.4% in Kisumu, 29.4% in Mombasa, 43.7% in
Nairobi, 46.0% in Kakamega, and 45.3% in Machakos (see Table 2).8

Methods
The authors of this paper are leaders of the
Tupange Project, or members of the ExpandNet
Secretariat* who have been providing technical
assistance to the Tupange team. The paper represents the authors’ reﬂections and is informed by
data from baseline, midterm and endline surveys,
rapid assessments, supervisory visits undertaken
by project staff, as well as monitoring data and
service delivery statistics. ExpandNet conducted
nine visits to the project, including six site visits
with Tupange team members to conduct interviews with health authorities, providers, community health workers, clients and other community
members. The authors worked via electronic communication during the intervening periods. The
paper was developed during a one-week workshop
with key Tupange and ExpandNet authors.

Starting with a project approach
In the initial two years, Tupange followed a classic
project approach. The project was conceptualized
as an opportunity to conduct operations research,
testing eight different interventions related to
strengthening family planning service delivery
and demand creation in Nairobi, Kisumu and
Mombasa.
Consistent with the ways consortium partners
were accustomed to working, activities were
initiated with the project team leading the
implementation, providing necessary funding to
the Ministry of Health and other project partners
to “get the job done”. For example, the Tupange
team planned and implemented training activities for public sector health providers, without
considering whether the Ministry of Health
would have the capacity to conduct such training
after the project ends. The general sentiment
was “we have to start ourselves to get things to
take off”.
The Tupange team did not have a strategy for
supporting institutionalization and sustainability.
How the national family planning program could
implement the interventions and institutionalize
them in the larger health system was not considered. The plan for scale up was to expand from
the three core cities to two additional cities,
*ExpandNet is a global network of public health professionals
working on scaling up, with a Secretariat located in California
and France. It is not part of the Tupange consortium but has
supported the project with scaling up since 2012.
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Table 2. Demographic and family planning service provision and use for Tupange cities.
Nairobi

Mombasa

Kisumu

Kakamega

Machakos

Baseline† Endline‡ Baseline† Endline‡ Baseline† Endline‡ Baseline† Endline‡ Baseline† Endline‡
3,138,000

Population (1)

939,000

410,000

92,000

150,000

Modern contraceptive
prevalence rate (CPR)
urban (%)

43.7

54.8

29.4

43.8

44.4

58.7

46.0

53.8

45.3

57.8

Modern CPR urban poor
(two lowest quintiles %) (2)

41.2

59.8

26.4

43.5

46.0

60.4

46.8

61.7

47.6

63.9

11.1

9.9

6.3

4.7

5

3.3

4.2

5.7

9.2

10.5

7.2

5.5

3.9

7.2

9.6

8.9

6.2

4.4

5.5

2.7

17.7

22.1

13.6

17.8

20.8

18.8

25.1

21.3

19.5

23.5

6.1

15.8

4.1

13.5

7.7

26.7

9.4

21.6

10.3

20.0

Number of health facilities 20
covered by Tupange/total (234)
number reporting
provision of family
planning (3)

79
(339)

14
(114)

45
(147)

8
(52)

14
(52)

0
(19)

6
(24)

0
(27)

7
(30)

78

10

44

5

14

0

6

0

6

Method mix (urban %)*
Oral contraceptive pills
Condoms
Injectables
Long-acting and permanent
methods (LAPM – includes
implants, IUCD, male and
female sterilization)

Number of Tupangecovered health facilities
providing LAPM (4)

17

(1) 2009 Kenya Population and Housing Census.11
(2) MLE Urban poor (two lowest wealth quintiles).
(3) Project monitoring data as of December 2014.
(4) Kenya District Health Information Software II (DHSIII) as follows:
- Baseline uses period Jan-June, 2011, before implementation of Tupange.
- Endline uses period Jan-Dec, 2014.
*Method mix does not include other modern methods.
†
MLE Baseline 2010, women ages 15-49.
‡
MLE Endline 2014, women ages 15-49.10
Note: MLE baseline data was collected from a representative sample of women ages 15-49 in each city at baseline (2010). Baseline
women were followed and interviewed again at endline (2014). Due to the nature of longitudinal data, the endline data is no longer
representative at the city-level in 2014 and respondents will have aged and had more children; contraceptive use at endline is
reported among women ages 15-49 to make the samples more comparable.
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Kakamega and Machakos, but not beyond.
Tupange expected to replicate the activities tested
in the core cities in expansion cities, but with
fewer resources. It was assumed that what worked
in Nairobi would work in nearby Machakos, without recognizing that the interventions might have
to be adapted to a different socio-cultural and service delivery context.
From the outset of the project, Tupange leadership had a close relationship both with the
National Council for Population and Development and the Ministry of Health. NCPD has been
a key member of the consortium and has played
a major role in the project. The Ministry of
Health was consulted regularly in the development and implementation of the project interventions. In the project cities, the Ministry of
Health has participated in implementing project
interventions to improve service delivery. However, these relationships were characterized by
a project approach in that the expectation
among all parties was that Tupange would take
the lead and sustainability beyond the project
end was not a major focus.

Moving to a program approach when
expansion was initiated
In mid-2012 Tupange’s monitoring of government
service statistics, together with ﬁeld observations
by staff, revealed positive changes in the availability and quality of services, suggesting that expansion to Machakos and Kakamega would be
appropriate. Family planning uptake was increasing in the core city slums and the method mix had
improved substantially, with increasing use of long
acting and permanent methods.
These results reﬂected successful capacity
building, provision of equipment and contraceptives, mentoring of Ministry of Health personnel
by Tupange staff and increasing access to family
planning services through community-based integrated outreach and facility in-reach activities.
Health providers were now more competent to
offer a broader range of methods and provider
biases had been reduced. Commodities were more
widely available and stock-outs had been substantially decreased. Referrals by the community
health workers increased and they had begun distributing oral contraceptives and condoms. The
various demand creation activities no doubt contributed to increased numbers of family planning
clients coming for services.

Learning about a systematic approach to
scaling up
At the time these positive results became available, the Tupange team had an opportunity to
hear about the ExpandNet approach for scaling
up during a presentation at the annual Urban
Reproductive Health Initiatives meeting.† Subsequently, a workshop was organized to provide
the team with an opportunity to learn in greater
detail about the lessons and principles of scaling
up and to develop a scaling-up strategy for Machakos and Kakamega using the ExpandNet nine step
tool9 available at www.expandnet.net.
The nine-step tool can assist program managers, technical assistance personnel, researchers
and policy makers with developing a scaling-up
strategy. It engages participants in an analysis of
key questions related to how the potential for
scale-up success can be enhanced and what are
appropriate strategic choices related to dissemination, advocacy, organizational processes, resource
mobilization, and monitoring and evaluation.
The scale-up strategy developed as a result of
this process guided subsequent expansion to Kakamega and Machakos. Implementation of the strategy was initiated after completion of a rapid
assessment of facility and community needs
undertaken towards the end of 2012.
Applying a program approach in Kakamega and
Machakos
The brief initial exposure to the systematic
approach for scaling up at the Urban Reproductive
Health Initiative meeting had left the Tupange team
puzzling over why a thorough planning exercise was
needed for expansion to two additional cities. However, the subsequent workshop and strategy development exercise initiated a learning process that
profoundly affected the team’s approach to the
two new cities and subsequently to the core cities
as well. They recognized that sustainability had to
become a core principle in their work and this
represented a major shift in mindset.
Beginning scale up in Kakamega and Machakos
with a program approach was initially received with
some reservation by local authorities who were
familiar with the classic project approach. For
†

A meeting of the four BMGF-funded Urban Reproductive
Health Initiatives has been organized on an annual basis by
MLE.
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example, they expected to receive a similar level of
resources that had been available in the three core
cities and therefore were surprised when that was
not the case and dedicated project staff, vehicles
and equipment were not made available.
The Tupange team presented the experience of
introducing interventions in the core cities, including evidence from Tupange monitoring data showing changes in contraceptive uptake and method
mix in the core cities. They then focused on what
the authorities and the project could jointly achieve,
emphasizing cost sharing, leveraging and using
available local resources. This began to be appreciated by the local health team because it stood in
stark contrast to projects which came with a predetermined agenda and targets. The participatory process which followed emphasized government
leadership, ownership and coordination of the
interventions in both the public and private sector,
encouraged government managers to take initiative
and produced constructive solutions which otherwise would not have emerged. The fact that
Tupange elected not to establish ofﬁces in the two
expansion cities reinforced the central leadership
role of local health authorities in implementation.
New emphasis was placed on adapting interventions to the different local contexts and integrating them with ongoing activities. The package
of interventions was simpliﬁed based on a review
of how interventions could be more efﬁciently
implemented or support leveraged, what adaptations were needed, and which were sustainable.
For example it became clear that: 1) working with
the private sector providers was not realistic in
Machakos and Kakamega due to the lack of a
strong presence of private clinics or practices; 2)
the training program could be simpliﬁed; 3) a
smaller number of community health workers
needed to be attached to each participating facility; 4) the frequency of integrated family planning
outreach activities could be reduced and their
duration shortened; and 5) Tupange funding for
in-reach activities could be replaced with other
MSI funding, though at a reduced level.
Interventions were aligned with existing structures
and institutions rather than creating parallel processes. For example, the project began to work with
existing youth groups rather than creating new ones
as had been done in Nairobi. The team also learned
that training could be provided through the local government training center – a suggestion that was
made by local managers themselves – and Tupange’s
role shifted from that of being trainers to mentoring
108

trainers. Joint discussions also clariﬁed that the
districts had their own funds to carry out some
of the interventions, for example the Long Acting
and Permanent Methods mentorship efforts.
Emphasis was placed on integrating activities into
the district’s annual work plan, which meant they
could often be covered by available funds and
supervised by local health management teams.
Data concerning key Tupange interventions
were integrated into the government’s health
information system. As a result, the government
teams began to own the data and to present the
results to higher level health authorities rather
than having the Tupange representatives do so.
This brought the local government teams respect
and appreciation and they now felt that “we
own the process and we own the achievements”.
These changes represented a major shift in how
Tupange had been working previously in the core
cities. The local health management teams were
now driving the process and the project was in a
supportive role.
The participatory process and a new perspective
on the potential contribution of all relevant stakeholders produced a new understanding of the beneﬁts of collaboration. Other non-governmental
organizations and project partners were already
implementing or supporting similar activities and
efforts were made to identify where these could
contribute human and ﬁnancial resources and
produce efﬁciencies.
Moving from a project to program approach in
core cities
Exposure to a systematic approach to scale up and
the learning from Kakamega and Machakos convinced the Tupange team that a shift from a project to program approach was also needed in the
three core cities of Nairobi, Mombasa and Kisumu.
The questions that had been raised during the
strategy-development exercise for Machakos and
Kakamega now were considered for the core cities.
While there was no separate strategy development
exercise, the process of change was similar to that
in the scale-up cities.
Transferring leadership responsibilities to government
Tupange city managers increasingly sought to transfer leadership responsibility to government in core
cities. For example, the Tupange team had always
participated in county health management review
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and facility level meetings, attempting to ensure
appropriate implementation of project activities
and to overcome obstacles. However, now they also
emphasized the need for assuring the sustainability
of interventions through greater involvement of
government counterparts; integrating interventions
into the new sub-county (previously the district)
work plans; and simplifying the intervention package wherever feasible.
Tupange team members also reduced their role
in organizing and presenting at various technical
meetings. While in the ﬁrst two years Tupange
convened such meetings, supported them ﬁnancially, and made presentations about results,
now Ministry of Health and NCPD ofﬁcials and
coordinators at national and county level began
to assume many of these tasks. Meetings previously held in hotels were now taking place in
government ofﬁces/venues and were planned by
the local health management team.
Government counterparts increasingly began
to implement project interventions such as integrated family planning outreach activities and
supervision of facilities with less technical and
ﬁnancial input from the project. When core city
authorities learned that health authorities in the
scale-up cities were organizing integrated family
planning outreach activities without support
from the Tupange team, they began taking steps
to do the same.
Expanding beyond project sites
When managers from non-project facilities
learned what was taking place in Tupange-supported sites,‡ they requested support to replicate
activities. The local Reproductive Health Coordinator began providing these facilities with guidelines
for conducting outreach activities and found creative ways to stretch her resources to enable the
best Ministry of Health trainers to support the
“new” facilities. The Kisumu Health Management
Team took the learning gained from Tupange
training on commodity forecasting and quantiﬁcation beyond project facilities to train providers
‡

Tupange supported sites/facilities refer to public or private
health facilities/sites that beneﬁted from project inputs such
as: capacity building, training and mentorship; equipment
and supplies; commodity distribution and redistribution; quality
improvement; integrated outreach and in-reach activities,
strengthening the health management information system
and demand creation.

throughout the new sub-counties and began laying groundwork for sharing it even with other
counties.
Simplifying the package of interventions
Steps were taken to reduce the number of activities and to simplify their implementation. Careful
consideration was given to whether certain elements needed to be dropped because they did
not ﬁt with annual work plans, were too complicated or costly for the health system, or were not
likely to be sustained after the project ended. This
was especially important as Tupange expanded
from the initial large high-volume facilities to
smaller ones whose ability to absorb a fuller intervention package was lower.
As capacity was built, responsibilities became
increasingly decentralized, enabling efﬁciencies
not previously envisioned. For example, originally
the Reproductive Health Coordinators were circulating to all the participating facilities around Nairobi,
but later such supervisory tasks became part of the
work of a member of each facility, which was both
more sustainable and cost-efﬁcient.
Family planning results
Table 2 provides demographic and family planning information for the core and scale-up cities
based on the population-based baseline survey
conducted by MLE in 2013 and the endline survey
conducted in 2014-15.
Table 3 provides service statistics data on the
percentage change in the total number of new
family planning users in Tupange-supported facilities in the six months prior to start of implementation (in core and scale-up cities) and the period
of January to June 2014.
These tables demonstrate that Tupange has
achieved important results in both core and scaleup cities. The baseline and endline data for all of
the ﬁve cities (representative samples of the entire
city) demonstrate substantial increases in modern
contraceptive prevalence, which are even greater
among the lowest two wealth quintiles of respondents – the urban poor. The contraceptive method
mix shows shifts to increased use of long acting and
permanent methods, particularly to the use of contraceptive implants.10
Similarly the service statistics in Table 3 show
that although the absolute numbers of new
family planning adopters and those choosing
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Table 3. Number and percent change in new family planning users.
City

6 Months prior to implementation

2014 (Jan-Jun)

% Change

Number of new family planning users
Core*

Scale up**

Kisumu

4,451

6,313

42%

Mombasa

8,152

12,085

48%

Nairobi

19,764

30,901

56%

Kakamega

2,286

2,808

23%

Machakos

1,088

1,704

57%

35,741

53,811

51%

Grand Total

New long acting or permanent method users
Core*

Scale up**

Grand Total

Kisumu

1,556

2,837

82%

Mombasa

1,574

6,498

313%

Nairobi

2,925

14,677

402%

Kakamega

520

1,306

151%

Machakos

270

513

90%

6,845

25,831

277%

Note: This table presents data from 151 of 171 Tupange-supported sites selected for comparison purposes.
*
Jan-Jun 2011 represents the period before implementation in the core cities,
**
Jan-Jun 2012 represents the period before implementation in scale up cities.
New family planning users includes those adopting: oral contraception, injectables, IUCDs, contraceptive
implants, female and male sterilization.
New LAPM users include those adopting: IUCDs, contraceptive implants, female and male sterilization.

long-acting and permanent methods are very
different from city to city, the percent change
in the numbers of new users between preimplementation and the ﬁrst half of 2014 are
roughly similar among core and scale-up cities.
Although the percentage increase in Kakamega
was only 23% compared to above 40% in the
three core cities, Machakos experienced the
greatest increase at 57%. However, for new
adopters of long-acting and permanent methods
Kakamega achieved a 151% increase compared
to 80% in Machakos. These results in the expansion cities are impressive given that the period
of implementation is only about half that of
the core cities.
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Analysis of available service statistics suggest
that shifting from the more intensive inputs and
project oversight of implementation to greater
emphasis on government ownership and the integration of project activities into the routine program context are producing good results.

Preparing for large-scale implementation in
the context of devolution
Changing context resulting from devolution
The results achieved in Machakos and Kakamega
and the expansion to new areas in the core cities,
though an important stage in Tupange’s learning,
are only the ﬁrst steps in what will have to be a
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longer process of national scale up within the context of devolution. As mandated by Kenya’s 2010
Constitution, signiﬁcant political and budgetary
authority has shifted from the national and provincial levels to the newly created counties. The
ﬁnancing and management of health services,
including family planning, is now the responsibility of the counties, leaving the national government with the functions of stewardship for
health policy and oversight of health services.
Most of the 47 new county governments have
limited experience with implementing family planning programs and their priorities at this time of
transition are likely to be other pressing high proﬁle areas of health e.g., maternal, newborn and
child health; HIV, and malaria. Economic development is their primary interest and most do not
clearly understand the relationship between family
planning and development. County governments
have full freedom to spend their resources as they
deem appropriate. The amount of funding allocated in each county for health and family planning
is therefore highly variable.
Devolution has created a climate of uncertainty
and ﬂux at the county level. As a senior member of
Nairobi Medical Services put it:
“We are in a transition period, at a cross road there are many grey areas in management now.”
For example, funding ﬂows have been irregular
and new commodity procurement procedures have
been established with the Kenya Medical Supplies
Authority (KEMSA) which is now operating as a business competing with other suppliers for commodity
purchases by the counties. In addition, the new
county-level decision-makers are struggling to familiarize themselves with their new roles and the technical areas for which they are responsible. Technical
staff responsible for implementation of activities
remain at the new sub-county level, but they require
support working in the new political context.
At the same time, devolution has created new
opportunities because the critical decision-makers
are now located at the county level which makes
them potentially more responsive to differing community needs. There is also now an opportunity to
leverage and cost-share resources from the county
budget across different specialties as long as relevant
discussions are initiated early on when structures and
procedures are still in their formative stage.
If Tupange interventions are to be scaled up
more broadly, the next step is to support the counties to focus on family planning and institutionalize

the needed changes in policies, budgets, regulations and information systems. This is a complex
institutional and advocacy task that requires technical support. The Tupange team has considered
these challenges and has begun preparing for the
future. A main effort was the development of a
web-based toolkit with guidance for county and subcounty level health managers for implementation of
key Tupange interventions (http://fptoolkit.or.ke).
Toolkit providing guidance for Tupange
interventions
The toolkit was developed in partnership with NCPD
and the Ministry of Health at national and local
levels. The eleven tools in the kit are based on
national norms and guidelines, combined
with simple, but practical guidance based on
Tupange’s experience implementing innovative
approaches at county and sub-county levels. The
tools address commodity security, strengthening
health service delivery, demand creation, publicprivate partnerships and applied advocacy with
local and county-level authorities. They provide
links to national guidelines, training curricula, IEC
materials and other program support materials,
including tips on costing. This toolkit can be an
important asset in the process of expansion and
institutionalization, while at the same time contributing to strengthening the overall health system
However, county ofﬁcials and providers will
need motivation to invest in family planning and
help in using these tools. Tupange’s vision is to
provide large-scale support to such an effort using
the lessons about systematic scale up that have
been learned in the project.

Conclusion
This paper has argued for a shift from a project to
a program approach when service delivery and
community interventions are tested with the
expectation that successful results will ultimately
beneﬁt large numbers of people and lead to policy
and program development. The special human,
ﬁnancial and other resources utilized for interventions organized within a project approach, as well
as lack of government ownership, are major reasons for their lack of sustainability and successful
scale up. This warrants a shift to new strategies
dedicated to strengthening existing systems, collaborating closely with the institutions expected to
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implement changes and making an effort to mobilize available resources, i.e., a program approach.
A shift from a project to a program approach
was not only feasible within the Tupange Project,
but initiated an important learning process as
interventions were expanded from three core
cities to two additional ones. A program rather
than a project approach encouraged creativity
and initiative among local stakeholders to ﬁnd
local solutions, to build local capacities and to
use local resources efﬁciently.
Family planning results conﬁrmed that this
transition was associated with positive outcomes
in terms of city-wide increases in contraceptive
prevalence and substantial increases in family
planning users, including among the urban poor.
However, from the perspective of national impact
the real challenge still needs to be addressed, and
that is to discover how the Tupange Project can
effectively disseminate its family planning lessons
to other areas of the country in the new context of
devolution in Kenya. The web-based practical
toolkit developed by the project, though a useful
beginning, on its own cannot accomplish this
task.
The experience of transitioning to a program
approach in the Tupange Project holds important
lessons for the global health and family planning
ﬁeld where similar shifts are needed to break the
cycle of implementing projects which are neither
scalable nor sustainable. The Tupange Project
has accomplished much in this regard. However,
whether longer-term sustainability will have been
achieved in the ﬁve cities cannot be taken for

granted, but requires evaluation at least one year
after the Tupange Project has ended.
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Résumé
Cet article décrit comment le projet Tupange (20102015), une initiative de santé génésique en milieu
urbain au Kenya, a appliqué avec succès la méthode ExpandNet pour étendre durablement les
interventions de planiﬁcation familiale, tout
d’abord à Machakos et Kakamega, puis dans les
trois villes principales, Nairobi, Kisumu et Mombasa. Cette nouvelle orientation a exigé de passer
d’une approche de « projet » à une approche de «
programme », ce qui nécessitait d’accorder une
attention au leadership et l’appropriation du Gouvernement, de limiter les contributions externes,
d’institutionnaliser les interventions dans les structures existantes et de mettre l’accent sur la viabilité.
L’article décrit également les activités pour préparer l’expansion future des interventions du projet
Tupange dans d’autres pays en vue de soutenir et
d’élargir durablement l’accès aux services de planiﬁcation familiale dans le nouveau contexte de la
décentralisation.

Resumen
Este artículo describe cómo la Iniciativa de Salud
Reproductiva Urbana en Kenia, el Proyecto
Tupange (2010-2015), aplicó exitosamente la estrategia ExpandNet para ampliar de manera sostenible las intervenciones de planiﬁcación familiar,
primero en Machakos y Kakamega, y posteriormente en las tres principales ciudades: Nairobi,
Kisumu y Mombasa. Este nuevo enfoque se centró
en el “programa” en vez del “proyecto”, lo cual
requirió prestar atención al liderazgo y apropiación del gobierno, limitando aportes externos,
institucionalizando intervenciones en estructuras
existentes y haciendo hincapié en la sostenibilidad. Además, el artículo destaca los esfuerzos del
proyecto por prepararse para la futura ampliación
de las intervenciones de Tupange en otros países,
con el ﬁn de apoyar el acceso continuo y mejorado
a los servicios de planiﬁcación familiar en el nuevo
contexto de devolución (descentralización) en
Kenia.
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Abstract: While the importance of pursuing integrated population, health and environment (PHE)
approaches and ensuring their sustainable expansion to regional and national levels have been widely
affirmed in the development field, little practical experience and evidence exist about how this can
be accomplished. This paper lays out the systematic approach to scale up developed by ExpandNet
and subsequently illustrates its application in the Health of People and Environment in the Lake
Victoria Basin (HoPE-LVB) project, which is an integrated PHE project implemented in Uganda and
Kenya from 2012–2017. Results demonstrate not only the perceived relevance of pursuing integrated
development approaches by stakeholders but also the fundamental value of systematically designing
and implementing the project with focused attention to scale up, as well as the challenges involved
in operationalizing commitment to integration among bureaucratic agencies deeply grounded in
vertical departmental approaches.
Keywords: scaling up; ExpandNet; population; health and environment (PHE); institutionalization;
expansion; nine step approach; development; Kenya; Uganda

1. Introduction
Much development effort has focused on funding and organizing projects that test innovative
approaches as the basis of subsequent large-scale implementation. However, while such projects
have typically achieved remarkable results on a small scale, they have not been so successful
in reaching beyond initial target areas and are often not sustained in places where implemented.
As the Sustainable Development Goals (SDGs) (United Nations 2016) and Paris Climate Agreement
(United Nations 2015) move from global to national policy and program implementation, there
is need to test more holistic development efforts and approaches that cross traditional sectoral
boundaries. Therefore, change is needed not only in practicing a greater degree of integration
among activities but also to ensure a focus on explicit strategic planning and management of
Soc. Sci. 2018, 7, 8; doi:10.3390/socsci7010008
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scaling up. Consensus is building that simply developing a good model or approach and hoping it
will spontaneously achieve widespread adoption is not sufficient (World Health Organization 2007;
ExpandNet and World Health Organization 2011; Cooley and Ved 2012; Linn 2011). Instead, initiatives
that strategically build on the work of existing systems and institutions, using knowledge about
the determinants of success with scale-up processes are needed (ExpandNet and World Health
Organization 2009; Aichatou et al. 2016; Keyonzo et al. 2015).
This paper describes a systematic approach to scaling up developed by ExpandNet that begins
from the earliest stages of project design and progresses to planning for and managing scale up
(ExpandNet and World Health Organization 2009, 2010, 2011). It then highlights key aspects of the
experience of the Health of People and Environment in the Lake Victoria Basin project (hereafter
HoPE-LVB or just HoPE) an integrated population, health and environment project implemented
since 2012 in Kenya and Uganda (Ghiron et al. 2014; Pathfinder International 2015). HoPE applied
the ExpandNet approach over the course of planning, implementation, and scale up and the paper
provides examples of outcomes that resulted from this application.1
2. Materials and Methods
The authors of this paper led, managed and monitored the HoPE-LVB Project from 2012–2017 and
one is co-author of the ExpandNet/WHO guidance tools who has been providing technical support to
the project team in their application since it began. The experience and analysis laid out in this paper
represent the authors’ reflections as participant observers in the multi-year process of implementing
and scaling up HoPE interventions. Results presented are informed by analysis of routine service
statistics, when available and reliable, and continuous qualitative and quantitative project monitoring
over the entire project period that included sector-specific health and environment-related indicators.
For specific health and population-related outcomes, the HoPE team sought to capture changes
in uptake and use of family planning, use of facility-based, skilled birth attendance, childhood
immunization, and water, sanitation and hygiene-related changes such as latrine coverage among
others. For environmental conservation-related change the team monitored the demarcation and
protection of fish breeding sites, use of and conversion to sustainable fishing and farming techniques,
tree planting, changes in crop yield and fish catch, and use of energy saving stoves among others.
In most cases these data were collected by community-level stakeholders with support from project
personnel, and substantial efforts were made to feed the data back into local planning processes and
decision-making at local and higher administrative levels.
Baseline, midline and endline evaluations were undertaken but did not capture the same
measures with the same populations and therefore only absolute numbers are reported when available.
Evaluation methods included participatory rural appraisal, rapid assessment in expansion areas,
environmental surveys, focus group discussions, periodic PHE-related policy and program analysis
based on key informant interviews and participation in multiple meetings at local, district/county,
national and regional East Africa levels. The ExpandNet team visited the Kenya and Uganda teams
two- to three times per year over the five-year project period, and the authors worked via distance
communication in the intervening times.
3. ExpandNet’s Systematic Approach to Scale Up
ExpandNet is an informal network of public health professionals founded in 2003 to advance the
science and practice of scaling up. ExpandNet’s systematic approach to scaling up was developed
between 2001 and 2011 and is based on extensive practical experience, application and a broad review
of literature from a range of disciplines. Two key tenets of ExpandNet’s systematic approach to scaling

1

Given the paper’s focus on the systematic scaling-up approach, it provides only an overview of the HoPE initiative. Further
details are available elsewhere (Pathfinder International 2015).
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up are that: (1) successful scale up requires explicit, ongoing attention; and (2) that it is never too
soon to apply such a focus. This implies that from the earliest stages, pilot projects should build an
understanding of what makes scaling up succeed into their design and overall approach and make
Soc. Sci. 2018, 7, 8
3 of 17
project management decisions consistent with that understanding throughout implementation.
ExpandNet’s systematic approach is based on a conceptual framework2 and the following
ExpandNet’s systematic approach is based on a conceptual framework 2 and the following
definition for scaling up (ExpandNet and World Health Organization 2009, 2011):
definition for scaling up (ExpandNet and World Health Organization 2009, 2011):
“Deliberate efforts to increase the impact of successfully tested pilot, demonstration or
“Deliberate efforts to increase the impact of successfully tested pilot, demonstration or
experimental projects to benefit more people and to foster policy and program development
experimental projects to benefit more people and to foster policy and program development
on a lasting basis.”
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The systems perspective entails gaining clarity on how the elements and strategic choices in the
The systems perspective entails gaining clarity on how the elements and strategic choices in the
scaling-up framework interact and how to strive for balance among them in developing a scaling-up
scaling-up framework interact and how to strive for balance among them in developing a scaling-up
strategy. This implies for example that expectations about how fast or how far to scale up have to be
calibrated with the complexity of the innovation, the capacities of adopting organizations to
implement it and the capacities of the team who will support the process.
2
3

2
3

The ExpandNet/WHO scaling-up framework is discussed in greater depth in ExpandNet/WHO tools.
The term innovation is used as in the literature on the diffusion of innovations to imply something that is new in the setting
where it is to be implemented and not necessarily a completely new approach.

The ExpandNet/WHO scaling-up framework is discussed in greater depth in ExpandNet/WHO tools.
The term innovation is used as in the literature on the diffusion of innovations to imply something that is
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strategy. This implies for example that expectations about how fast or how far to scale up have to be
calibrated
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ExpandNet’s systematic
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3.1. Stage I
3.1. Stage I
ExpandNet/WHO’s guidance tool “Beginning with the end in mind: Planning pilot projects and
ExpandNet/WHO’s guidance tool “Beginning with the end in mind: Planning pilot projects and
other programmatic research for successful scaling up” (ExpandNet and World Health Organization
other programmatic research for successful scaling up” (ExpandNet and World Health Organization 2011)
2011) describes key considerations for Stage I. It provides 12 recommendations (Table 1) to help
describes key considerations for Stage I. It provides 12 recommendations (Table 1) to help researchers,
researchers, policy planners, program managers, technical-assistance providers, implementers,
policy planners, program managers, technical-assistance providers, implementers, donors and others
donors and others to design pilot or other programmatic research efforts and implement them for
to design pilot or other programmatic research efforts and implement them for lasting and larger-scale
lasting and larger-scale impact. Taken together, the guide’s 12 recommendations represent a major
impact. Taken together, the guide’s 12 recommendations represent a major paradigm shift from the
paradigm shift from the way projects are typically undertaken. While all of the recommendations are
way projects are typically undertaken. While all of the recommendations are important, several key
important, several key ones are described in further detail below that deserve special attention in this
ones are described in further detail below that deserve special attention in this paper because they
paper because they constitute areas of critical learning from the HoPE scale-up experience. Ghiron et
constitute areas of critical learning from the HoPE scale-up experience. Ghiron et al. (2014) provide
al. (2014) provide insights and critical learning that emerged from applying the ExpandNet/WHO
insights and critical learning that emerged from applying the ExpandNet/WHO recommendations for
recommendations for designing and implementing HoPE-LVB for scale up during the Stage I pilot.
designing and implementing HoPE-LVB for scale up during the Stage I pilot. Additional information
Additional information on specific steps the HoPE project took to address the 12 recommendations
on specific steps the HoPE project took to address the 12 recommendations can be found in the HoPE
can be found in the HoPE toolkit (Pathfinder International 2017b).
toolkit (Pathfinder International 2017b).

4

Table 1. ExpandNet/WHO’s 12 recommendations for Beginning with the end in mind (ExpandNet and
World Health Organization 2011).

The term pilot project is used in this paper as a shorthand to also encompass a diversity of field tests including experimental
designs, implementation research, tests of policy changes, proof of concept studies, demonstration projects and other
ExpandNet/WHO’s
12 Recommendations for Beginning with the End of Scaling up in Mind
operations research efforts.

1. Engage in a participatory process involving key stakeholders
2. Ensure the relevance and feasibility of the proposed innovation
3. Reach consensus on expectations for scale-up
4. Tailor the innovation to the sociocultural and institutional settings

4

The term pilot project is used in this paper as a shorthand to also encompass a diversity of field tests including
experimental designs, implementation research, tests of policy changes, proof of concept studies,
demonstration projects and other operations research efforts.
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Table 1. ExpandNet/WHO’s 12 recommendations for Beginning with the end in mind (ExpandNet and
World Health Organization 2011).
ExpandNet/WHO’s 12 Recommendations for Beginning with the End of Scaling up in Mind
1. Engage in a participatory process involving key stakeholders
2. Ensure the relevance and feasibility of the proposed innovation
3. Reach consensus on expectations for scale-up
4. Tailor the innovation to the sociocultural and institutional settings
5. Keep the innovation as simple as possible
6. Test the innovation in the variety of sociocultural and institutional settings where it will be scaled-up
7. Test the innovation under the routine operating conditions and existing resource constraints of the system
8. Develop plans to assess and document the process of implementation
9. Advocate with donors and other sources of funding for financial support beyond the pilot stage
10. Prepare to advocate for necessary changes in policies, regulations and other service system components
11. Develop plans for how to promote learning and disseminate information
12. Plan on being cautious about initiating scale-up before the required evidence is available

3.2. Stage II
The second stage of ExpandNet’s systematic approach emphasizes that once piloted interventions
show evidence of success, it is important to undertake a strategic planning exercise. The nine-step
guide (ExpandNet and World Health Organization 2010) can be used to develop a comprehensive
scale-up plan. Implementing this approach benefits from the voices of multiple stakeholders, including
those who are most familiar with: (1) the experience of implementing the intervention package, and
can help identify the most effective and relevant components of the package to be scaled up and how
the package could be simplified; (2) the scale up setting and those who are intended to implement the
intervention package on a larger scale, including key actors who can support—and might hinder—the
process; and (3) the larger contextual environment that influences the scaling-up process.
Application of the nine-step approach involves asking a series of relevant questions that are based
on the ExpandNet/WHO framework (Figure 1) and are contained in the Nine-step guide and associated
worksheets (ExpandNet and World Health Organization 2010). The nine steps appear in Table 2.
Areas of analysis typically include: what are the implications of the complexity of the intervention
package; how fast can expansion reasonably be expected to proceed given the characteristics of
the innovation and the scale-up setting; and what steps are needed to ensure that the package is
institutionalized in budgets, plans, frameworks, regulations, norms, laws and policies.
Table 2. ExpandNet/WHO’s Nine steps for developing a scaling-up strategy.
ExpandNet/WHO’s Nine Steps for Developing a Scaling-Up Strategy
Step 1.
Step 2.
Step 3.
Step 4.
Step 5.
Step 6.
Step 7.
Step 8.
Step 9.

Planning actions to increase the scalability of the innovation
Increasing the capacity of the user organization to implement scaling up
Assessing the environment and planning actions to increase the potential for scaling-up success
Increasing the capacity of the resource team to support scaling up
Making strategic choices to support vertical scaling up (institutionalization)
Making strategic choices to support horizontal scaling up (expansion/replication)
Determining the role of diversification
Planning actions to address spontaneous scaling up
Finalizing the scaling-up strategy and identifying next steps

3.3. Stage III
The third stage of strategically managing the scaling-up process is often the most neglected, and
yet requires the greatest skill, effort and resources (Perlman Robinson et al. 2016; Cooley and Ved 2012).
Using the ExpandNet/WHO scaling-up framework during this stage to revisit and revise the scaling-up
strategy based on more recent developments and to take advantage of emerging opportunities is
critical (Simmons et al. 2011). Such analyses of progress can help the team supporting scale up to
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systematically identify and prioritize necessary actions and gaps in the approach. Scaling up is a
complex, non-linear process, and a framework helps ensure a comprehensive assessment of critical
issues. Difficult decisions need to be made about: (1) how best to proceed given undoubtedly limited
resources; and (2) which tradeoffs are most appropriate so as not to jeopardize the goal of sustainable
scale up. Ongoing analysis of monitoring results, and identifying where periodic evaluation activities
could help understand implementation is an important component of ensuring sustainable scale up.
Given that funding for research and monitoring often drops off dramatically after a pilot is completed,
a convincing case needs to be made to capture information about whether appropriate fidelity has
been maintained or whether the innovation has been so greatly adapted during implementation that it
no longer can reasonably be expected to have the same outcomes as observed in the pilot. These and
many more such issues arise during the management of scale up.
HoPE’s collaboration with ExpandNet represented a first opportunity to jointly apply all three
stages of the systematic approach to scaling up in a hands-on way, from the earliest stages of design
(Ghiron et al. 2014) through to management of the early scaling-up process. While ExpandNet’s
initial experience grew out of supporting scale up of family planning and other reproductive health
innovations, the framework and guidance provided are generic in nature and can be applied to
projects addressing a wide range of thematic and technical areas. This is because scaling up is
primarily a managerial, political and organizational development issue rather than tied to a particular
set of technical interventions. Thus they could be readily used to support the scale up of a PHE
project without major adaptation. Presented below is an overview of relevant results arising from the
application of ExpandNet’s systematic scale up approach over five years of HoPE implementation,
followed by key lessons emerging at each stage of this experience.
4. Background on the HoPE-LVB Project
HoPE began as a result of the interest of the John D. and Catherine T. MacArthur and David
and Lucile Packard Foundations and USAID to jointly fund an integrated population, health and
environment initiative in the Great Lakes region of East Africa. The PHE approach is loosely defined
as integrating efforts to increase access to, utilization, and quality of family planning services while
simultaneously addressing other pressing health and environmental conservation concerns to build
greater synergies for the environment and human welfare than single-sector approaches could
accomplish alone. Both USAID and the Packard Foundation had previously funded integrated PHE
work, notably in Madagascar (Gaffikin 2008) and the Philippines (De Souza 2008; Yavinsky et al. 2015),
and were interested to see if this new effort could go on to have even greater impact in the region if
implemented with a scaling-up focus from the outset. While integrating PHE had up to then shown
promise as an approach to achieving sustainable development on a relatively small scale, at that point
few beyond the Philippines and Madagascar had demonstrated success with institutionalization and
expansion beyond initial target areas. Having been familiar with, and in the cases of the MacArthur
and Packard Foundations having funded the work of ExpandNet, the donors requested that they
work with HoPE to ensure that a scale-up focus permeated the initiative. An initial three-year grant
was made to support Pathfinder International—a sexual and reproductive health and rights-focused
organization—to support work on the ground in Kenya and Uganda in close partnership with local
conservation-focused NGOs (in Uganda—Ecological Christian Organization (ECO) and Conservation
through Public Health (CTPH); in Kenya—OSIENALA—Friends of Lake Victoria and Nature Kenya).
Meanwhile USAID supported ExpandNet involvement and other technical assistance through existing
cooperative agreements.
Initially envisaged as a pilot (Phase I; 2012–2014), HoPE’s strategic objective was to “develop and
demonstrate/test a model for PHE integration in lake basin sites in Kenya and Uganda that could
be adapted and scaled up in communities, as well as by local, national and regional governments”.
There was an understanding between the donors and Pathfinder International that if the pilot phase was
considered successful, there would be a possibility for continued funding to support a scaling-up phase.
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Champions” at all these levels to build momentum for expanding application of the PHE integrated
approach in East Africa (Pathfinder International 2015, 2017a, 2017b).
5. Stage I: Designing and Implementing the HoPE Pilot with Future Scale up in Mind
Given that the collaboration between ExpandNet and HoPE began after proposal submission
but before project implementation began, there was an opportunity to review the proposed plans to
better facilitate future scale up, if approaches proved successful. The first step was to undertake
a participatory “scoping exercise” to engage community groups in project sites, and national
and regional level stakeholders, in discussions about the proposed interventions. The team met
with key government institutions which, if successful, could potentially adopt and implement the
interventions on a larger scale. These included the Uganda and Kenya Ministries of Health, National
Environmental Management Authority, Population Secretariat/National Council for Population and
Development, district/county officials, elected officials and more. Stakeholder meetings took place
from the grassroots up to the regional level of the East African Community’s Lake Victoria Basin
Commission level. The Commission had early on been identified as a key advocacy target, given their
role then in leading the five partner states of Burundi, Kenya, Rwanda, Tanzania and Uganda5 in
harmonizing and operationalizing sustainable development policies and programs throughout the
basin (Pathfinder International 2017a).
The scoping enabled the project team to brief stakeholders on the project design and obtain
stakeholder insight on pressing needs as well as input on the most appropriate and sustainable
implementation modalities. This was in line with Recommendations 1 and 7 from the Beginning
with the end in mind guidance, which emphasizes ensuring a participatory process involving key
stakeholders and testing the innovation under routine operating conditions and existing resource
constraints of the system respectively (ExpandNet and World Health Organization 2011).
Considering the information gathered, the scoping analyzed how best to implement initially
proposed interventions from a sustainability and scale up perspective. A few major shifts occurred.
For example, originally the project team was going to conduct training in environmental conservation
activities only with project communities. Instead, they switched to an approach that would actively
involve district/county level officials whose job responsibilities already included conducting such
training but they either lacked the capacity, the resources, or both.
As implementation moved ahead, the HoPE team sought to establish multi-sectoral project
steering committees in both countries with the goals of helping to guide the project, ensuring continued
stakeholder dialogue, engagement with and cultivation of champions, as well as to provide a vehicle
to reach the various line ministries and other participating institutions with key project learning.
However, instead of creating a steering committee bound to the project, the Kenyan team advocated
for a Homa Bay County PHE Steering Committee to ensure it would be sustained beyond the project’s
lifespan. The Homa Bay Governor immediately saw the value of the PHE approach to achieving
sustainable development for his county and supported the initiative. This decision, plus composition
and functionality yielded some of the productive outcomes described below under Stage III.
In keeping with ExpandNet/WHO Recommendations 9 and 10, HoPE built a strong focus on
advocacy into its work plan and budget from the outset to ensure that key aspects of the political,
policy and budgetary environment would increasingly move towards supporting integrated PHE work.
This entailed active participation in meetings at the local/community, district/county, national and
even international levels with stakeholders from the field of population/reproductive health, maternal
and other global health, environmental conservation/climate mitigation, food security, and research
and academic institutions. Some of these meetings were organized by or with the project—such as
PHE conferences—while others were routine standing meetings—such as Uganda’s District Health

5

South Sudan became the sixth member state of the East African Community in April, 2016.
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Management Team meetings. In addition, per Recommendation 11, visits to HoPE field sites were
frequently organized for a wide array of stakeholders, including Members of Parliament, so they could
observe the project in action and learn about the benefits of the integrated approach directly from its
beneficiaries and implementers.
Another key aspect of applying Recommendation 7 was HoPE’s mobilization of existing
community-based institutions, service providers and leaders as multi-purpose resource persons
to implement the project, as opposed to creating new cadres of workers or parallel service delivery
systems. HoPE built the capacity of these resource persons to implement integrated PHE at the
community and higher levels with the understanding that they could use their learning to support the
adoption and scale up of HoPE approaches more widely to other sub-counties/districts. Nonetheless,
profound resource constraints faced in the public sector, including both the environment sector and
health system meant that it would not have been possible to accomplish much without some infusion of
additional resources. Even when these systems succeed in getting sector-specific (vertical) budgetary
allocations for implementation at the district/county or lower levels, there is no assurance those
funds will ultimately be released to achieve agreed-upon goals. Still, representatives of government
institutions at the various levels who had gained PHE implementation experience as a result of
HoPE’s focus on building system capacity for future scale up had become champions of expanding the
approach. These champions sought opportunities to replicate the interventions and would play an
important role once funding for scale up was secured.
Although the scale-up perspective strongly influenced the design and implementation of
the HoPE project, ultimately not all of the Beginning with the end in mind recommendations
(ExpandNet and World Health Organization 2011) could be addressed through the course of the pilot.
Some were difficult to implement given constraints on the project team’s time, capacities and budget.
For example, one recommendation suggests testing the interventions in the range of settings that
characterize eventual scale-up sites. In Uganda the project decided at the outset of the pilot to only work
with island communities of Lake Victoria since they are the most marginalized and in need, whereas
scaling up would inevitably address mainland sites as well. As a result, some stakeholders perceived
the model as only relevant for island settings, whereas this was not the case. Overall, however,
the project was implemented in ways that differed substantially from typical PHE projects—and in
fact from most global health and development projects—in terms of how and with whom it was
implemented. And these shifts in approach set the project on a solid path for the next stage, which is
discussed below.
6. Stage II: Developing Scaling-Up Strategies for HoPE Interventions in Kenya and Uganda
As the pilot stage was drawing to a close, the project conducted a review (referred to hereafter as
the midline) through a series of key informant interviews, analysis of routine service statistics and
ongoing project monitoring data for selected service provision indicators, as well as an independent
ecological assessment. The review showed widespread improvements on several sector-specific
and integrated (also called value-added) indicators. In terms of population and health, pilot sites
experienced a steep uptake in family planning usage, critical increases in facility-based, skilled birth
attendance, and substantial increases in latrine coverage and other water and sanitation behaviors.
In terms of environmental conservation, the construction and installation of energy-saving stoves took
off rapidly, thanks to HoPE’s efforts to build a cadre of community-based skilled artisans. Tree nurseries
were highly successful in providing environmentally-friendly incomes and led to marked efforts in
tree-planting. Fish breeding sites were newly demarcated and policed to ensure that fish would
reach maturity to ensure sustainable harvest and use of illegal fishing gear was strongly discouraged.
Capacity for implementing sustainable agriculture and agroforestry techniques had been built at the
community and district/county levels. Changes in a few key indicators are described further below.
The results of the review were shared with project donors at a meeting to decide whether
a second phase focused on scale up should be funded. The project team and donors concluded
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that the HoPE interventions had been successful and warranted scale-up and that the HoPE team
could formulate a proposal. Therefore, ExpandNet worked with the project team to first undertake
internal scaling-up strategy development exercises in both countries, using the nine-step process
(see Figure 1) (ExpandNet and World Health Organization 2010). Applying the nine-step approach
internally prior to holding the multi-stakeholder workshop was useful for two reasons: (1) it helped
the team formulate ideas to shape the scale-up proposal; and (2) it familiarized the team more deeply
with the scaling-up framework and how the nine-step methodology is applied. The new proposal
subsequently focused on both expanding the number of implementation sites while also working
to institutionalize HoPE approaches in governmental, non-governmental and community-based
organizations in the two countries.
After receiving the scale-up grant, the HoPE project team determined that an essential first action
was to repeat the nine-step process, now with a diverse array of stakeholders who could contribute
recommendations for how HoPE approaches could reach more people and influence policies and
programs. National workshops were planned for Kenya and Uganda in early 2015 with a range of
participants from the local to national levels. These included line ministry representatives from the
sectors of population, health and environment, NGOs, donors, technical agencies, implementers,
parliamentarians, etc. Some had been involved in HoPE since the outset and were already self-identified
PHE champions, while others were hearing of the project and PHE for the first time. Explicit attention
was given to invite potential implementers from governmental, non-governmental, and technical
assistance agencies who could collaborate on scale up. Given the HoPE donors’ request for the
expansion phase to initiate work in the biodiversity sensitive Yala wetlands ecosystem area of Siaya
County, Kenya, several institutions working in Siaya were invited. In Uganda, the team decided to
expand from a few parishes in one sub-county in each of the two districts to cover all parishes in the
entire sub-county. Thus, no new districts were invited to participate in the strategy workshops, and
instead the focus was on stakeholders from the two districts plus the national level.
The Stage II application of ExpandNet/WHO’s nine-step approach in both countries resulted
in a rich and diverse set of recommendations from participants on how the scaling-up process could
advance. Some pertained to how the resource team could be expanded to include new partner
organizations and how to get broader participation of existing partners, like the Ministry of Health, to
help institutionalize HoPE approaches more widely within their programming. Ideas for new potential
technical partners, for mobilizing resources from the private sector and for ensuring PHE-friendly
policy and political will all emerged. More generally, these exercises served to generate substantial
energy around the relevance of the PHE approach as a means for sustainable development in East
Africa. Participants both new to HoPE and those already familiar were in strong agreement that the
integrated PHE approach was highly relevant and merited wider expansion and institutionalization
within both countries. The ExpandNet facilitators noted that in comparison to other nine-step exercises
they had conducted, the quality of stakeholders’ recommendations reflected substantial commitment
to the PHE approach, quite likely due to the strong foundation laid during the first stage application of
the recommendations of “Beginning with the end in mind”.
In Uganda, the strategy-development workshop generated commitment from a pivotal new
stakeholder group, the Ministry of the East African Community Affairs (MEACA). Up to that
point, MEACA had not heard much about HoPE or the PHE approach, but during the meeting
the representative became convinced to support wider adoption. Similarly, at the Kenya meeting, there
was strong representation of the government’s National Council for Population and Development
(NCPD). This could be attributed to NCPD’s multi-year focus on PHE and the high involvement of the
Homa Bay NCPD representative in supporting the PHE Steering Committee, which is comprised of
representatives from multiple line ministries and other stakeholders. NCPD’s participation resulted
in the recommendation that they continue to play a key role in expanding HoPE’s PHE approach in
Kenya’s 47 counties. The HoPE project team was surprised by the excitement, breadth and depth
of the recommendations. The Kenya team consolidated 300+ recommendations into 48 overarching
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ones that were then circulated to all participants for review before wider dissemination. A similar
process took place with the results of the Uganda meeting. Some key categories of recommendations
to emerge included: the need to expand the number of funders and implementing organizations with
capacity to work on PHE integration; to ensure that integrated PHE approaches were mainstreamed in
government work plans and budgets; and to make use of HoPE-trained resource persons to support
the scaling-up process. For a complete list of the recommendations that came out of the scaling-up
strategy meetings in Kenya and Uganda, see the supplementary materials.
7. Stage III: Strategic Management of HoPE’s Early Scaling-Up Process
In the months following the scaling-up strategy development workshops, the project teams
in Kenya and Uganda followed up on many of the key recommendations made by stakeholders.
These included pursuing possible collaboration with new community-based and non-governmental
organizations, as well as strengthening work with governmental partners from the local to the national
and even regional East African levels. In the scale-up proposal the HoPE team had identified expansion
sites based on the internal strategy development exercise. Thus expansion efforts to new sites (as shown
in Table 3) were initiated, but a major change took place in the approach to PHE capacity building
in these areas. Whereas in the pilot phase the HoPE team had taken responsibility for capacity
building to implement health and environmental interventions, in the scale-up phase they played a
more facilitative role. This meant supporting the community and government leaders who had
been implementing PHE since the pilot to become trainers—a role that they heartily embraced.
This adaptation and simplification of the model during scale up had multiple spinoff effects in
that community and government capacity was strengthened to further replicate HoPE approaches,
and the likelihood for enhanced sustainability grew.
Table 3. HoPE-LVB expansion from pilot to scale-up sites.
HoPE-LVB Project Sites during Piloting and Scale-Up
Pilot Sites
Kenya

Uganda

Expansion Sites

Gwassi West Division, Suba sub-county
(Homa Bay County)
Karachuonyo East Division, Rachuonyo
North sub-county (Homa Bay County)

Gwassi West Division—more sites added
Karachuonyo East Division—more sites added
Ndhiwa sub-county (Homa Bay County)
Bondo sub-county (Siaya County)

Jaguzi island, Jaguzi sub-county
(Mayuge District)
Bussi island, Bussi sub-county
(Wakiso District)

Bwondha landing site/parish, Malongo
sub-county (Mayuge District)
Zinga island, Bussi sub-county (Wakiso District)
Kava and Kitufu islands, Bussi sub-county
(Wakiso District)

For example, members of the multi-sectoral Homa Bay PHE Steering Committee created during
Stage I were mobilized to support the establishment of a counterpart steering committee in Siaya
County where HoPE was expanding. This “sisi-kwa-sisi” (meaning “us to us” in Swahili) process
markedly sped up the work of the new committee since the Homa Bay team had already learned
a great deal about how to strengthen integrated PHE work within the county planning process.
For example, Siaya County was able to insert several integrated PHE components into their County
Integrated Development Plan for the next program and budget year as a result of this cross-county
collaboration and HoPE support. Such collaboration was a key recommendation to come out of the
strategy-development workshop and the rapidity and marked success of Siaya’s replication using the
sisi-kwa-sisi approach constituted important scaling-up learning.
Scaling up in Uganda looked very different than in Kenya, given that the decision was made to
expand within the initial two pilot districts, and within them, mostly more widely within the pilot
subcounties. Since the project sites were Lake Victoria islands, but their districts’ administrative
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offices were both on the mainland, district officials who had become HoPE trainers and champions
identified a need for technical support from HoPE to help create PHE demonstration villages where
interventions could be observed nearby their headquarters. This sign of government ownership and
institutionalization represented a key step towards positioning them to scale up the PHE approach to
other sub-counties in their districts.
During scale up of HoPE approaches, the project team and resource persons continued to
implement successful interventions in the original pilot sites while expansion to new areas was
undertaken with less intensive support. Such a simplification included new expansion sites being
mentored less by the project team and more by HoPE resource persons who had been part of the
pilot. Overall, however, efforts were made in the expansion sites to adhere as much as possible to
implementing the integrated package that had been tested during the pilot, not only to ensure fidelity
to the model but also because having begun with the end of scale up in mind, the package was already
minimalist, even while it addressed several needs that had been identified during Stage I scoping and
rapid assessment in Stage III expansion sites.
Table 4 indicates that considerable progress (in absolute numbers) was made by midline on key
maternal/neonatal health, family planning and environmental conservation indicators. By endline,
however, Uganda experienced a dip in the average monthly number of new and repeat FP revisits and
facility-based deliveries, which could point to some saturation of long-term contraceptive method use
that would affect both of these indicators. This is especially likely since the Uganda expansion was
largely in the same sub-counties where the pilot functioned. More research would be needed to have
definitive answers.
Table 4.
HoPE Project family planning, maternal/neonatal health and environmental
conservation outcomes.
Key Maternal/Neonatal and Family Planning Indicators in HoPE Project Sites Over Time. Source: Routine Project
Monitoring and Service Statistics
Baseline (2012)

Midline (2014) *

End line (2016) **

Average monthly number of
facility-based deliveries

Kenya
Uganda

40
23

138
160

196
128

Average monthly number of new
and repeat family planning visits

Kenya
Uganda ***

66
459

370
1502

415
1449

Key Environmental Conservation Indicators in HoPE Project Sites Over Time. Source: Routine Project Monitoring
and Endline Report
Number of energy-saving stoves
constructed

Uganda and Kenya
combined

0

11,957

25,661

Number of trees planted with
overall average 73% survival rate

Uganda and Kenya
combined

0

318,867

680,768

Number of fish breeding zones
demarcated and protected

Uganda and Kenya
combined

0

16

46

* Midline results are for pilot sites only; ** Endline results are from continuing pilot sites and new expansion sites
combined; *** From all health facilities in HoPE project areas.

HoPE-LVB worked with the Lake Victoria Basin Commission (LVBC) as a key regional advocacy
platform to scale up the PHE approach and ensure its adoption by the LVBC policy and decision
making organs. Consistent engagement since 2012 to help institutionalize a PHE focus within LVBC
was rewarded during the scaling-up phase as it resulted in a formal memorandum of understanding
between Pathfinder and LVBC to collaborate to strengthen LVBC’s and other stakeholder’s PHE work
around the Basin. LVBC also received a grant from the USAID/East Africa Mission around this
time to support the establishment of an East Africa Regional PHE Technical Working Committee.
LVBC was to help create or, in the cases of Kenya and Uganda, strengthen the existing national
PHE networks and working groups of the five member nations. Over the last 24 months these
networks—comprised of multi-sectoral government and civil society representatives—have been
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meeting regularly to formulate national PHE strategies, curricula, and five-year plans and to undertake
resource mobilization. In Uganda, the National Population Council (previously Population Secretariat)
is playing a key role in coordinating the National Population, Health and Environment Network which
is comprised of state and non-state PHE actors. The National PHE Strategic Plan 2016–2020 for Uganda
is now developed and the Council has allocated a small annual budget to organize quarterly PHE
coordination meetings. The substantial country and government ownership of the PHE approach that
has resulted from HoPE’s efforts to strategically manage the scaling-up process is likely to serve the
advancement of PHE in East Africa for many years to come. The momentum that has been created
by HoPE and allied PHE activities—like the strengthened national and subnational networks and
working groups—is likely to continue, but will need to be nurtured.
Given the HoPE team’s breadth of experience, they have played a critical role in supporting and
advising both the Kenya and Uganda networks on key principles of operationalizing PHE. It was
clear that having a real-life, home-grown East African example of PHE implementation to learn from
was important for these groups. The Tanzania network was similarly helped by the presence of
another Pathfinder International-led project within their borders. Given the broad representation
across different line ministries, these working groups have been an excellent venue for building
internal advocates for expanding institutional attention to the PHE approach within a diverse set
of agencies. It was also critical that during this time LVBC began incorporating aspects of HoPE’s
integrated approach into several of the projects in their portfolio, which had up to then been focused
more on single-sector approaches, such as water and sanitation or environmental conservation in
isolation. In an effort to assist others to successfully design, implement and scale up PHE efforts, the
HoPE project team developed a HoPE toolkit (Pathfinder International 2017b) providing extensive
guidance and lessons learned, which has a strong focus on monitoring and evaluation.
Meanwhile, efforts by the HoPE team to expand the number of PHE implementing organizations
by supporting new NGO and community-based organization (CBO) partners to begin adopting the
PHE approach had mixed results. While many saw the need and were interested in initiating or
diversifying their work to address PHE, the idea that they could begin this process with minimal
training and technical support, and without additional funding, turned out to be unrealistic. NGOs and
CBOs normally have a mission and mandate from their funders to undertake a certain type of work,
and an integrated PHE approach was either perceived as a distraction from their missions or risky
insofar as the organizations were not sufficiently skilled to undertake such cross-sectoral work. This
concern is reasonable when one considers that it took the HoPE team roughly a year to feel confident
in their implementation of the PHE approach and they benefitted from staff with expertise in each of
the population, health and environmental conservation domains.
8. Discussion
Key policy and programmatic results of the HoPE project demonstrate that applying a systematic
approach to planning for scaling up from the outset and throughout pilot implementation substantially
facilitated the later scaling-up process. Certain outcomes would not have been possible without
the project’s strong, ongoing focus on diverse stakeholder participation and ownership-building
that resulted from attention to recommendations from Beginning with the end in mind. For example,
the results obtained during scale-up at the regional East Africa level, with the establishment or
strengthening of PHE networks in the five member-nations, would not have happened if HoPE had not
introduced the PHE concept to the Lake Victoria Basin Commission during the scoping exercise at the
outset of Stage I. This focus on early, ongoing involvement of key stakeholders to promote ownership
ties to recommendation 1 from Beginning with the end in mind guidance. LVBC, having now assumed
the role of a regional PHE coordinator, has laid a strong foundation for the scale up of PHE efforts in
East Africa. LVBC’s support to the national PHE networks has meant that especially for Uganda and
Kenya, the networks are well-positioned to guide PHE scale up nationally, having learned much from
HoPE along the way. At the same time, HoPE communities are and will continue to serve as resource
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teams who teach others about the PHE approach as well as advocating to key decision makers to help
expand and institutionalize the PHE approach more widely.
Part of a systematic approach to scale up requires taking time to organize a strategic reflection
and planning process when moving from pilot project to larger scale impact. For HoPE the scaling-up
strategy development exercises worked well to obtain both stakeholder validation of the approach as a
means to address sustainable development, as well as their recommendations for how best to proceed
with scale up. The systematic inclusion of stakeholders led to a large number of champions at all levels
who were aware of and supporting the idea of expanding and institutionalizing the PHE approach.
The participatory process was essential in bringing the voices of important stakeholders who are often
left out of such proceedings, thereby enriching the scaling-up recommendations that were made.
As a result of designing and implementing the project with scale up in mind, and the organization
of a strategic planning exercise, the transition to scale up proceeded relatively smoothly. Nonetheless,
as compared to other scaling-up strategy work that ExpandNet has supported for single-sector
interventions, scale up of the integrated, multi-sectoral PHE approach has also presented unique
challenges. Given the wide range of needs at the community level for both environmental conservation,
and reproductive and other health interventions, the HoPE model contained multiple components,
making it a “heavy” package compared to a simpler family planning intervention alone, for example.
Even while the various sectors expressed that the integrated PHE approach was highly relevant, it was
difficult to identify one sector who could take the lead and meaningfully coordinate all the others to
advance scale up. In addition, even if one champion agency had emerged for coordination, funding
streams tend to be highly verticalized, even within county, district and sub-county budgets. As a
result, convincing health decision-makers to spend precious resources on work that also addresses
environmental conservation is a “tough sell.”
Even so, the regional East African and national PHE movements now underway as a result of
HoPE can play a strong role in breaking down the bureaucratic barriers to integrated development
work by re-shaping the policy environment. Without HoPE the work of these national networks
would be hypothetical and not as well-informed on how to operationalize PHE within their local
country contexts. However, even with HoPE’s support, the individual institutions and single-sector
line ministries are not immediately able to implement integrated PHE approaches without additional
capacity building and hands-on technical support from HoPE or similar initiatives. This is because:
(1) the majority of global health and development professionals are trained in single-sector approaches
and cannot be immediately expected to implement integrated work; and (2) verticalized line ministries
and bureaucracies do not have explicit mandate to address other areas of health and development
outside of their purview.
At the same time, even within the HoPE project it is clear that Uganda and Kenya had very
different expansion experiences and degrees of institutionalization. This may in part be explained by
the composition of the implementing teams. However, probably more important was the role that
the national bureaucratic, politico-administrative organization and level of resources in the relevant
systems played in determining how far and how fast scale up could proceed. Whereas some may be
skeptical of the emphasis placed on working with government institutions due to their transience of
personnel, the HoPE project’s success came despite the devolution/decentralization of government in
Kenya during the pilot stage where the Beginning with the end in mind approach encouraged engaging
with government stakeholders at all levels from local, subnational, national, and regional. Working at
all these levels helps ensure that work can continue even in the face of political change. For example,
with Kenya’s decentralization of funding and decision-making, the Homa Bay Governor and his team
were able to institutionalize the PHE Steering Committee as a county structure. Meanwhile, Uganda
has had a long-standing administration where there are vastly insufficient resources at the district
and lower levels to meet the development needs of the population, let alone the leeway to try new
things such as integrating across sectors. Nonetheless, champions came forward at the district level in
Uganda who saw in PHE a tremendous opportunity to address the needs of the populations they serve
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and who sought to replicate HoPE’s approach, even in the context of resource scarcity. For this reason,
they opted to support the creation of demonstration village sites nearby to district headquarters.
HoPE made efforts to select and implement interventions that both fit the systems which were
supposed to adopt them, and had the potential for scaling-up success should additional resources
be identified. Unfortunately, it has been difficult to secure continued funding for furthering the
scaling-up process (Stage III), probably in large part due to the nature of verticalized government
and donor funding streams. Despite ongoing efforts to advocate for continued funding (reflected
in recommendation 9 as well as resource mobilization being a key strategic choice area in the
ExpandNet/WHO framework) identifying new donors to support scale up has been difficult.
Although the barriers may partly be structural, earlier and more concerted efforts to mobilize funding
by the HoPE project team to continue advancing Stage III might have helped.
9. Conclusions
As one looks back on the East Africa regional, national, district/county, and local/community
level results that were achieved through HoPE, most would not have been seen without the team’s
effort to maintain a deliberate and systematic focus on scale up all throughout. While HoPE was able
to make a strong start towards PHE adoption in Kenya and Uganda, the job is far from complete and
the commitment of many more stakeholders will need to be identified to ensure continued expansion
and institutionalization. The same can be said for other pilot interventions: if they are to go on
to achieve their intended goal of influencing larger policy and program development, then Stage
III of the systematic approach to scaling up—strategically managing the scaling-up process—must
receive much more explicit attention and resources from both donors and implementers. HoPE’s major
commitment to the consistent use of participatory approaches, that gave strong voice and leadership
to members of the community as well as to government authorities at all levels, was a key factor
in the results achieved. Such approaches deserve to be widely noted and replicated in light of the
adoption of the 2030 Agenda for Sustainable Development, the Financing for Development process,
and the Paris Climate Agreement, which together offer a unique window of opportunity to move
towards the application of scalable integrated approaches. After all, expansion and institutionalization
of integrated development approaches may be the most promising way to more rapidly achieve the
equities highlighted in these ambitious goals.
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