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In rural Ethiopia, environmental degradation and a shortage of arable land
impose a major toll on the population. Population, health, and environment
(PHE) programs, such as that of the Ethio-Wetlands and Natural Resources
Association (EWNRA), have evolved to address these issues. This article exam-
ines the community-based distribution (CBD) of family planning commodi-
ties in rural Ethiopia through EWNRA’s large, multisectoral PHE program.
Participants indicated that the integrated program encouraged acceptance of
family planning and reduced geographic barriers to access. Through peer edu-
cation and collaboration across government ministries, EWNRA leveraged in-
tegrated population-environment messages to garner support for its network
of CBD providers. These integration strategies are a model for PHE programs
worldwide, especially amid the global response to climate change. Because of
the complex nature of PHE organizations, researchers often find it difficult to
effectively document and evaluate their programs. With this in mind, we pro-
pose a framework to assess PHE integration. (STUDIES IN FAMILY PLANNING
2015; 46[1]: 41-54)

n low-income countries like Ethiopia, public-sector family planning programs are ei-

ther delivered as standalone services or are integrated into larger reproductive, maternal,

newborn, and child health programs. Social marketing and distribution of contraceptives
through private-sector providers and sales outlets often complement public-sector provision.
In 1992, the Rio Declaration on Environment and Development called for integrated environ-
mental and development programs that would take “demographic trends and factors” into
account, an acknowledgment of the synergistic relationship between demographic dynam-
ics and sustainable development (United Nations 1992). The 1994 International Conference
on Population and Development reinforced the links between population and environment
(Kleinau, Rosensweig, and Tain 2002; Kleinau, Randriamanajara, and Rosensweig 2005).
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Ethiopia, with an estimated population of 94 million (UNDESA 2013), has maintained
an annual population growth rate of more than 2 percent, despite recent declines in the total
fertility rate (World Bank 2007; CSA and ICF Macro 2011). For Ethiopians living in rural ar-
eas (approximately 85 percent of the population), large family size has resulted in decreasing
per capita landholdings (Patterson 2007). When children are unable to further parcel out their
parents’ land, they often begin to farm on increasingly nutrient-poor and sloped land (Haile
2004), a trend that has resulted in widespread deforestation and soil erosion. Prolonged cycles
of drought and increasing desertification in Ethiopia indicate that global climate change may
be affecting the country’s economy and landscape (You and Ringler 2010). When combined
with environmental degradation and population pressure, damage caused by climate change
could be devastating, as 40 percent of Ethiopia’s gross domestic product derives from agri-
culture (CSA 2009).

Population, health, and environment (PHE) programs evolved from sector-specific in-
terventions that took place in the early 1990s. Such programs recognize the interconnection
between communities, livelihoods, and the environment. The result is an integration of pre-
viously unrelated sectors, such as family planning and conservation. The incorporation of a
strong livelihoods component into PHE programs promotes income diversification and fosters
economic development, which in turn increases the demand for such programs among po-
tential beneficiaries. In addition to promoting activities that more directly address the cross-
sector nature of problems experienced by rural households, PHE programs potentially reduce
operating expenses by increasing efficiency (D’Agnes et al. 2010).

Notable PHE programs exist in several low-income countries, such as the Philippines
and Nepal (Carr 2008). Programs are also expanding in sub-Saharan Africa (Bremner 2009),
where flagship programs such as Blue Ventures in Madagascar are receiving international
acclaim for integrating reproductive health services into coastal and marine conservation and
livelihood projects (International Conference on Family Planning 2013; Mohan and Shellard
2014). Ethiopia participates in the largest number of programs in sub-Saharan Africa, and the
national-level PHE Ethiopia Consortium—a coordinating body—counts nearly 50 member
organizations.

This article presents a case study of the Ethio-Wetlands and Natural Resources Associa-
tion (EWNRA), a wetlands and environmental conservation organization, founded in 2000,
whose mission has broadened to encompass livelihood, agricultural, family planning, and
health interventions. EWNRA operates in three regional states—Ambhara; Oromia; and South-
ern Nations, Nationalities, and Peoples—using its grassroots experience in environmental,
wetlands, forestry conservation, and agro-ecosystem improvement to intervene in related
national-level policy issues. In 2013, the organization reported that since its establishment, it
had directly benefited more than 150,000 individuals through programs that integrated envi-
ronmental sustainability into efforts to address the health, economic, and social needs of in-
dividuals and communities (EWNRA 2013). EWNRA is funded by donor foundations, non-
governmental organizations (NGOs), and individual countries’ embassies and development
agencies. EWNRA is one of Ethiopia’s leading implementers of the integrated PHE strategy,
one illustration of how development organizations have responded to the call for cross-sector
integration. EWNRA’s PHE programs, similar to those of a number of other organizations
(Carr 2008; Anderson 2010; Bonnardeaux 2012), rely on community-based distribution (CBD)
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as an effective strategy for disseminating family planning messages and providing contracep-
tive methods (Katz et al. 1998; Gazi et al. 2005).

CBD programs provide health commodities outside the traditional clinical setting, usually
through trained community members who operate at the village level (Katz et al. 1998; Ande,
Oladepo, and Brieger 2004; Gazi et al. 2005). Programs date as far back as the 1960s, when
the first family planning CBD programs originated in Asia and quickly extended across the
continent and into Africa and Latin America (Phillips, Greene, and Jackson 1999). By the
mid-1990s, the German Technical Cooperation (GIZ), the United Nations Population Fund
(UNFPA), and USAID funded contraceptive CBD programs (Phillips, Greene, and Jackson
1999). CBD distribution, along with education and counseling, helps community members
overcome geographical, social, and educational barriers that prevent them from accessing
family planning services. Programs rely on paid agents or volunteers, and on home visits or
contraceptive depots (Phillips, Greene, and Jackson 1999; Janowitz et al. 2000).

Before examining the implementation of EWNRA’s CBD program, we describe the family
planning distribution system in rural Ethiopia, which has been largely revamped in the past ten
years. In 2003, Ethiopia’s Ministry of Health launched the Health Extension Program (HEP),
a countrywide initiative to improve access to primary care in rural areas (Sebhatu 2008). Dis-
trict health offices recruit women for a yearlong training program and then deploy them to
health posts as health extension workers (HEWs). By 2010, the Ministry’s HEP had trained
more than 30,000 government-salaried HEWs (MoFED 2010). HEWs are responsible for both
service provision and outreach, implementing an ambitious program that incorporates four
health categories: disease prevention and control, family health, hygiene and environmental
sanitation, and health education and communication. Because of their critical importance to
community-level health delivery, HEWs are key partners in all EWNRA health and family
planning interventions, including the CBD initiative. Women have access to free contracep-
tives at their local health post, and oral contraceptives, injectables, and single-rod implants are
available after an initial counseling session with a HEW (Halperin 2014).

In addition to government support for and promotion of access to contraceptive meth-
ods, another point of entry into the public sector in recent years has been facilitated by non-
governmental organizations. During the time fieldwork was conducted for this study, DKT
International, an NGO, was engaged in a countrywide social-marketing campaign for its line
of contraceptives. “Sensation” condoms and intrauterine devices (IUDs) were promoted
through television commercials, billboards, and fliers that were highly visible throughout the
country, from the capital’s busiest intersections to the walls of rural health posts. DKT, which
imported more than 32 percent of Ethiopia’s contraceptives in 2011, has arranged with the
Ethiopian government to procure its contraceptive commodities for the Health Extension
Program (Olson and Piller 2013) and has also provided the contraceptives used in EWNRA’s
CBD programs.

OBJECTIVES

This study contributes to the limited evidence base for integrated PHE programs through a
detailed case study of the Ethio-Wetlands and Natural Resources Association. The hope is
to demonstrate the effectiveness of PHE as a developmental strategy and to provide a better
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understanding of how integrated programs are delivered. Our case study of EWNRA was de-
veloped as part of a larger process evaluation. Unlike an impact evaluation, which measures
outcomes in households and communities as a direct result of an intervention, the goal of the
process evaluation was to describe an organization’s activities and elucidate specific strate-
gies that contribute to its success in implementing those activities. The evaluation identified
EWNRA’s strategies for working across sectors and assessed the extent to which integration
occurs in program implementation.

METHODS

Qualitative data were collected during in-depth interviews (IDIs) and small-group interviews
(SGIs) conducted in Ethiopia between October 2012 and January 2013. IDI participants in-
cluded EWNRA staff (in EWNRA’s Mettu field site and its Addis Ababa national office),
community-level implementing partners, and the staff of the PHE Ethiopia Consortium.
SGIs were conducted with PHE program beneficiaries. Twenty-five IDIs took place in Janu-
ary 2013 in Oromia Region, either in Addis Ababa or during a two-week field visit to Mettu,
the woreda (district) that is the primary locus of EWNRA’s PHE activities. Additionally, 12
beneficiaries of PHE programs in Mettu participated in one of two SGIs during the field visit.
While EWNRA operates in 24 kebeles (villages, the smallest administrative unit in Ethiopia)
in the Mettu woreda, most participants were recruited from the three rural kebeles closest to
Mettu district’s eponymous capital town.

The research team used purposive and snowball sampling to identify participants, us-
ing referrals from key informants from the PHE Consortium (national-level stakeholders)
and EWNRA'’s national office staff to gain access to regional and local implementers who
provided insight into how the PHE projects operated. Participants identified using this re-
ferral-based sampling technique reflected the wide variety of professionals and community
members who collaborate on EWNRA’s activities, including: EWNRA staff, a health exten-
sion worker, a development agent (a government-salaried, community-based agriculture
expert), an iddir leader (“iddirs” are powerful social organizations within many Ethiopian
communities), “model farmers,” women’s savings group members, a school director, dis-
trict-level ministry officials, a member of a community Water and Sanitation Committee,
and PHE peer educators and providers. Researchers from the Johns Hopkins Bloomberg
School of Public Health conducted the English-language interviews in Addis Ababa. In
Mettu, two researchers from nearby Jimma University were trained to conduct interviews
in Afan Oromo, the local language. For both IDIs and SGIs, the research team developed
semistructured question guides that were tailored to the expertise of each participant or
group of participants.

For SGIs, a group of men and a group of women were recruited from three villages closest
to the town of Mettu. The women were all participants in one of EWNRA’s women’s savings
groups; the men were “model farmers,” those whose households are identified by kebele ad-
ministration, development agents, and HEWs as “early adopters” of agricultural innovations.
Both SGIs took place at the EWNRA office in Mettu and were conducted in Afan Oromo.

Approval for this study was obtained from the Institutional Review Board (IRB) of the
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Johns Hopkins Bloomberg School of Public Health and the ethics review board of the Ethio-
pia Health and Nutrition Research Institute. Verbal consent was obtained from all partici-
pants, and all IDIs and SGIs were digitally recorded after obtaining participant permission.
Interviews were de-identified and translated by hand into English by the data collectors, and
translated transcripts were reviewed by the research team as a whole. Analysis involved writing
summary reports highlighting salient themes emerging from each transcript. These reports
were discussed by the study team, and common themes and key findings across transcripts
were collected. The Johns Hopkins research team conducted all analysis, with clarification
from the local research team as necessary.

FINDINGS

In this section, we document EWNRA'’s family planning and environmental programs,
focusing on EWNRA’s cadre of community-based distributors of contraceptives, known in
the community as “PHE providers.”

Organizational Overview of EWNRA

The size and scope of EWNRA’s activities have steadily increased. The organization currently
implements integrated livelihood, health, family planning, and environmental interventions
in Mettu, ranging from technical assistance for government offices to direct commodity pro-
vision for community members. Working closely with government district offices, EWNRA
provides training and technical expertise for a variety of programs. At the community level,
EWNRA builds partnerships with government-funded extension workers, including health
extension workers (HEWSs) and agriculture-focused development agents (DAs). Emphasiz-
ing common goals, EWNRA encourages these workers to share outreach responsibilities, ul-
timately increasing coverage for both health and environmental programs. EWNRA’s own
family planning initiatives—namely their community-based distributors (PHE providers)—
support HEWs and DAs by further broadening access.

When describing the work of HEWs in relation to PHE programs, one HEW noted the
benefits of a shared workload:

We work together. Whenever we are not there in the kebele for different reasons, [PHE
providers] can give services such as family planning methods. Because we work together,
the community accepts them. [Their] involvement ... facilitates my work and contributes
to success. (HEW 1)

EWNRA also trains DAs to work with HEWSs on issues related to family planning. One DA
provided examples of areas outside his usual expertise in which he had received training:

I did activities related with health. I do not mean giving injections, but I work on awareness
creation. I share with communities my knowledge and experience with issues related with
health, like utilization of latrines, contraceptives, hygiene, and sanitation. I did these activi-
ties with EWNRA. I mobilize youth and adults to use condoms, which are available at PHE
providers. (DA 1)
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From their training, HEWs understand the environmental implications of some of their
health interventions (for example, sanitation campaigns) and are able to promote healthy
practices and contraception uptake based on their effect on household economic security.
Participants reported that HEW messages now include information on agricultural and en-
vironmental campaigns (for example, terrace construction to prevent erosion). When asked
what, in addition to health issues, HEWs discussed during home visits, one participant (who
also served on her community’s water and sanitation committee) spoke of the collaboration:

They usually talk about health, but they also sometimes speak about beekeeping and saving
to earn a living in relation to family planning. Use of family planning is good for saving and
improvement of lifestyle. They [HEWs and DAs] do share an agenda. (Water and Sanitation
Committee member 1)

Given the large number of households for which development agents and health extension
workers are responsible, sharing one another’s messages can increase the reach of key health,
family planning, environmental, and agricultural information.

Beyond fostering connections between government ministries, EWNRA develops and
supports complementary PHE programs. PHE providers, peer educators, and club members
are selected by their villages (which is considered an honor) and asked to serve as volunteers
in their communities. PHE providers receive training from EWNRA and are linked with rel-
evant local government experts. All of the cadres are volunteer-based (though PHE providers
keep a percentage of the proceeds from the contraceptives they sell), with EWNRA training
sessions, branded EWNRA products (e.g., T-shirts and hats), and community prestige serv-
ing as incentives. Messages disseminated by PHE personnel concern family planning, the en-
vironment, agriculture, health, nutrition, education, gender empowerment, and livelihoods.

PHE Providers’ Appeal to Adolescents and Unmarried Individuals

Interview participants noted that many community members initially associated contraceptive
access with the government-run health posts, where a broad range of family planning methods
are available at no cost. Therefore, the introduction of community-based distributors (CBDs)
who were selling contraceptive supplies was viewed with skepticism at first. PHE providers
keep 50 percent of the proceeds from the sale of contraceptives, which are heavily subsidized.
Some shop owners who were selected to be PHE providers spoke about this initial skepticism:

From the early beginning, before I got trained, I feared that people may not come to my shop.
But what happened is not the same as what I feared. We did awareness creation on contracep-
tive use and its advantages in relation to health and population. People [now] come and ask
me for condoms and pills. (PHE provider 1)

PHE providers collaborate with PHE peer educators and local HEWs to encourage both
married and unmarried individuals to obtain subsidized contraceptives. Simultaneously, PHE
providers educate community members on the connections between family size, community
health, and environmental sustainability. All of these activities are sanctioned by the local gov-
ernment and social institutions, with which EWNRA collaborates closely throughout project
planning and implementation. When PHE providers encounter more complex health problems,
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they refer individuals to local HEWs to whom they regularly report. PHE providers appeal par-
ticularly to their community’s younger, unmarried members. As one PHE provider said:

Adolescents buy condoms, even at night. The other thing is emergency pills that prevent preg-
nancy, which serve for 72 hours. [Married] women sometimes use emergency, but mostly un-
married young females use it. These unmarried women come here to buy emergency because
they fear going to the health post, though it’s free there. (PHE provider 2)

Although free contraceptives are provided at health posts, adolescents and unmarried
women were hesitant to visit these locations, since going to a health post can signal to the com-
munity that they are sexually active. Thus, PHE providers offer a more confidential alternative
for younger and unmarried individuals. Because most PHE providers had established their
shops before they began participating in CBD programs, they are viewed as a private source
for obtaining contraceptives. Watchful community members have no way of knowing whether
a customer is buying contraceptives or some other commodity. PHE providers are generally
no older than their mid-30s, thus ensuring that young people feel comfortable approaching
them for assistance. As one PHE provider mentioned:

Particularly adolescents come to me for condoms and emergency pills. This is because of fear
and stigma. The other thing is they don’t fear me. They consider me their counselor. They ask
me what to do if they engage in unprotected sex. Usually, boyfriends come to buy emergency
for their girlfriends. (PHE provider 2)

After our research was completed, the research team learned through communication with
EWNRA staff that reports were circulating about incorrect use of emergency contraception
in the community. In response, Mettu’s district health office discontinued provision of
emergency contraceptives by both PHE providers and government HEWs to allow time to
evaluate the reports.

PHE Providers’ Relevance to Married Individuals

The perceptions of PHE providers as a secondary resource from whom married women could
obtain contraceptives were mixed. In a small-group interview consisting of married mothers
who also belonged to EWNRA-funded women’s microcredit groups, participants viewed PHE
providers as a welcome family planning resource, specifically for adolescents:

We don’t need that [emergency contraception]. Adolescents need it. It is just for adolescents
who want to hide themselves in this regard. They [PHE providers] give condoms, but we don’t
need condoms. Adolescents use condoms. But we like that it exists, because rather than seeing
the suffering of our adolescents from transmittable diseases like HIV/AIDS and abortion, it is
better to teach them emergency contraceptives and condoms and provide them too. But not
for us, as we want to visit HEWs for such services. (Participant 7, female SGI)

A group of married male model farmers who, as a result of EWNRA’s integrated family
planning/environmental programs, had been educated about family planning and family-size
issues, offered another insight. The men praised the PHE providers as a convenient means
of accessing contraceptives closer to home, rather than having to travel to a health post. One
farmer commented:
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We were trained about family planning, also from a PHE provider. If we need to use these
methods, we do not need to walk far on foot. They are nearby to our home as well, and different
methods are there. We have condoms, pills, emergency pills to use. So, EWNRA told us all the
advantages of family planning, and also provided us with the services nearby to our houses.
(Participant 1, male SGI)

PHE providers were also seen as a safe source for married women seeking to replenish
their supply of oral contraceptives at a more convenient location.

Finally, the experiences related by PHE providers and peer educators identified a category
of married women for whom the PHE kiosks were especially helpful. Married women whose
husbands were opposed to contraception or who resisted their wives’ use of contraception
could discuss and access contraceptives discreetly through these providers and educators.

Integrated Messages: PHE Peer Educators and Clubs

A large cadre of PHE peer educators support EWNRA’s efforts at community-based distribu-
tion. Elected during village administrative meetings, these male and female peer educators are
trained by EWNRA to promote family planning and to connect interested community mem-
bers with PHE providers, encourage sustainable grazing practices, discourage deforestation,
and educate individuals on a number of other topics. Their methods for message dissemina-
tion originate from standardized USAID training modules; however, the messages they deliver
are adapted to Mettu’s specific context, and emphasis is placed on drawing strong connections
between family size, livelihoods, environmental degradation, and health.

The manner in which these educators approach family planning—as a reflection of
households’ goals of educating their children and being “food secure”—makes discussions
about these topics less taboo and easier to relate to for a broader audience. A model farmer
talked about how “integrated messaging” had opened an equitable dialogue on family planning
between husbands and wives in his community:

Before EWNRA worked on these issues, there was no clear decision between husband and wife.
Now that is already changed. They discuss together and they decide to use family planning
together.... Now there are no families that plan to have six or seven children. Rather, they plan
to have up to two or three children only. (Participant 2, male SGI)

Another young man, who serves as both a PHE provider and PHE peer educator, credited
education and awareness-raising with creating a positive environment for family planning in
his village:

There is no shame at all to buy condoms from a shop. At the beginning, some people felt

» «

ashamed to call it a condom, and instead they called it by names like “sock,” “boots,” and some
said “pastels” [plastic bags]. But, nowadays, there is great transparency. They come to my shop
and say “give me a condom” without any fear. Now, even girls are also coming to my shop to
buy a condom. All changes came after we did awareness creation. (PHE provider 1)

The work of peer educators is complemented by PHE clubs, comprised of small groups
of volunteers who deliver integrated messages through dramas presented at village meetings.
Family size is often a topic of interest in these dramas. As described by one PHE club member:
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According to the drama, I had eight children. We had inadequate terrain for plowing. Then,
we were engaged in wood cutting to widen our plowing land, made charcoal to sell as an en-
ergy source, plowed on wetlands and drained them away. We couldn’t afford to send our chil-
dren to school. At the conclusion of the drama, we stated that we shouldn’t deplete our forest,
and we should keep our wetlands and have few children so we can afford to cover their life
expenses. (PHE club member 1)

The themes of this drama reflect a perceived link among participants between small family
size, environmental conservation, and household economic security. Indeed, livelihoods and
“planning ahead” financially play a critical role in nearly all Ethiopian PHE programs. Respond-
ing to community demand, EWNRA and many other organizations fund microcredit groups
and support income-generating activities, delivering PHE messages along with economically
focused training sessions. As one PHE Ethiopia Consortium (EC) staff member acknowledged:

Most people when you talk to them in Ethiopia, the reason they want fewer kids is because they
want to be able to pay for their kids’ schooling, they want to be able to feed them properly, they
want to give their children land inheritance, and if they have many then they don’t really have
enough to give them a significant enough parcel that they could sustain themselves. They’re a
lot of times concerned with economics and inheritance. (PHE-EC staff 1)

PHE clubs raise family planning issues for public discussion, and community members
may feel comfortable approaching PHE club members, peer educators, or providers because
these individuals have been selected by the community. As one club member recalled:

Some mothers will experience excessive bleeding following use of contraceptive methods such
as pills or Depo Provera.... I remember one family with such experience. She told me that
because of her bleeding, her husband hated her. She came to my home after the drama. We
advised her to start using condoms because she has excessive bleeding because she uses Depo.
She stopped taking Depo and replaced with condoms. Then, she gave witness to me that she
is now in peace with her husband too. (PHE club member 1)

DISCUSSION

EWNRA'’s use of community-based distribution (CBD) capitalizes on a strategy of contra-
ceptive distribution long familiar to the family planning community. Our findings provide
compelling evidence that the integrated population, health, and environment (PHE) strategy
has facilitated acceptance of CBD as a family planning resource in the communities in which
EWNRA works. Effectively documenting and evaluating this approach poses some challenges,
however, as a result of complexities in programs and partnerships that arise from multisector
project implementation.

These multisector efforts—occurring at multiple levels within and between different or-
ganizations—are broadly characterized as “integration.” EWNRA’s integrated programmatic
model is especially difficult to conceptualize, incorporating community-based distributors as
PHE providers and peer educators, as well as government and nongovernment employees in
the environmental, health, and livelihoods sectors. With this in mind, we reviewed the wider
public health literature for useful frameworks that assess integrated programs. By adapting one
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of these frameworks to EWNRA'’s context, we hope to improve understanding of EWNRA'’s
programmatic model, allowing for replication and providing insight into the external factors
that mediate EWNRA’s success in implementing PHE programs.

In the literature, the term “integration” is used to explain the relationships within and
between various complex systems. Specific definitions, however, are as diverse as the rela-
tionships they attempt to describe. Contandriopoulos and colleagues (2003) describe health-
sector integration as a “common structure between independent stakeholders.” Leutz (1999)
views cross-sector integration as the effort to connect one system (health) to other “human
service systems” in order to improve outcomes. Despite the cross-sector relevance of Leutz’s
definition, we find the extensive analysis by Shigayeva and colleagues (2010) most applicable
to PHE programs in Ethiopia.

Shigayeva and colleagues’ (2010) framework examines integration in the context of tu-
berculosis and HIV-treatment programs. Most useful from this analysis is a framework for
assessing integrated health programs, complete with a spectrum of interdependence. Program
components can fall into one of four categories along a continuum: (1) no formal integration,
(2) linkage, (3) coordination, and (4) integration. Figure 1 is a diagrammatic representation of
this continuum, modified to fit EWNRA’s programs. This continuum offers a useful scale for
qualitatively assessing the extent of integration within EWNRA and the extent of integration
that EWNRA promotes between external ministries. Within EWNRA, there is full integration
between several in-house programs: EWNRA’s own staff members collaborate closely with one
another, sharing financial and human resources and jointly organizing project planning and

FIGURE1 Integration continuum indicating range of program components from
“No formal interactions” to full “Integration”

< >

/No Formal Interactions N /Linkage N /Coordination N Gltegration N

between programs

Definition: Unstructured
interactions, such as
referrals and sharing of
information, often in an
ad hoc manner.

Separation maintained
between program structures
and functions

Example: Dialogue between
federal-level ministries

Definition: Goal-oriented
interactions, such as
strategies to address
related issues.

Program structures and
functions remain separate

Example: District-level
government collaboration
in the form of “Integrated
Watershed Management
Committees”

Health extension worker
and development agent

engage in joint campaigns

Definition: Bringing together
programs’ structures (funds,
human resources, etc.) or
functions (strategic planning,
resource allocation, etc.).

Example: Within EWNRA
offices, staff members
collaborate closely, sharing
resources and jointly
planning integrated activities.

Partial Integration
SOURCE: Adapted from Shigayeva et al. (2010), with programmatic examples from the work of the Ethio-Wetlands and Natural
Resources Association (EWNRA).
Studies in Family Planning 46(1) March 2015



Gonsalves et al. 51

evaluation. At the community level, PHE peer educators and providers are educated across
multiple areas as a result of these efforts at integration.

Although full integration occurs within EWNRA’s district office, the organization facili-
tates a different level of collaboration between outside government offices. Efforts to unite
the work of these external programs result in “coordination” as defined by Shigayeva and col-
leagues (2010). Coordination incorporates some responsibility-sharing and pre-planned com-
mon activities. At the district level, for example, EWNRA’s support of Integrated Watershed
Management Committees brings together leaders in agriculture, education, government, and
health. At the village level, several stakeholders reported that EWNRA-sponsored training
encourages health extension workers and development agents to participate in joint projects
and deliver messages that would traditionally fall outside their sector-specific responsibilities.

In EWNRA’s integration efforts, the PHE message of “healthy communities and a healthy
environment” serves as the shared vision around which previously disparate programs build
what Shigayeva and colleagues (2010) call “goal-oriented interactions.” EWNRA uses this
approach when training development agents to deliver family planning messages to male
farmers, reaching a population that would traditionally have little interaction with the health
sector. Further, the incorporation of environmental and livelihood themes into family plan-
ning messages results in greater acceptance by male heads of household, who are traditionally
reluctant to accept family planning. PHE providers, who themselves coordinate with both
health extension workers and development agents, reinforce these integrated messages and
boost demand for family planning services.

Full integration in EWNRA’s programs was most often apparent at the household and
individual levels, where implementers and beneficiaries alike have a more direct dependence
on their local environment and where the practical linkages between population, health, and
environment are readily visible. Continuing up through village, district, regional, and national
administrative levels, full integration shifts to collaboration and then linkage, with targeted co-
ordination across offices serving as a more natural mechanism for interaction. EWNRA’s suc-
cess in promoting integration stems from an ability to promote, at each administrative level, the
most effective strategy between government sectors that were previously separate. To imple-
ment their programs effectively, these offices do not have to fully integrate, but rather collabo-
rate on what is necessary to improve services for users and enhance the efficiency of providers.

Study Limitations

Several limitations are inherent in this study’s design. Researchers gained a clear picture of
EWNRA’s complex intervention model, including key actors, communication strategies,
technical assistance, and commodity provision, but this broad programmatic focus meant
that impact was not comprehensively measured. Financial information—including NGO and
government budgets, beneficiaries’ income, and regional economic data—were not included.
This was because any meaningful statements regarding “cost-effectiveness” would require a
much larger-scale assessment of impact, which fell outside the scope of our process evaluation.
Efforts are underway to devise research tools that could be used in a comprehensive impact
evaluation of EWNRA’s population, health, and environment programs, and research from
our study has provided key information that will aid in those efforts.
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CONCLUSIONS

The effects of a community’s rapid population growth on the surrounding environment are
most immediately felt by the local population, often through adverse effects on the house-
hold economy and food security as a result of overfishing, land exhaustion, or deforestation.
Integrated population, health, and environment (PHE) programs offer the opportunity to
tackle this negative cycle from both the population and environment angles, taking measures
to promote the health of communities by providing adequate family planning resources and
simultaneously promoting environmental health through conservation and alternative in-
come-generating activities. For women, men, and young people in hard-to-reach areas, the
community-based distribution (CBD) of PHE programs can enhance access to contracep-
tives. Moreover, in communities where contraceptive use is less accepted, the environment is
a common denominator that connects family size and health with the household economy.
In particular, addressing household economic security is a powerful tool for building support
for family planning among men. In rural settings where economic security is tied to the land,
environmental-rehabilitation programs that operate in conjunction with family planning
initiatives can holistically and collaboratively overcome a community’s obstacles to develop-
ment. This understanding of the links between population and environment, already widely
accepted at the community and individual levels, must now be reflected among development
implementers and federal ministries.

Recognition of and enthusiasm for integrated programs are building. At the 2013 Interna-
tional Conference on Family Planning in Addis Ababa, PHE innovator Blue Ventures (a con-
servation-focused NGO) was presented with an Excellence in Leadership for Family Planning
(EXCELL) award by the Bill and Melinda Gates Institute for Population and Reproductive
Health for its work in Madagascar on integrating reproductive health services with conserva-
tion and livelihood projects (International Conference on Family Planning 2013). Renewed
global interest in climate and environmental issues offers an opportunity for family planning
implementers to collaborate with colleagues from other sectors to build partnerships and of-
fer programmatic support. At the same time, global initiatives like Family Planning 2020’s
(FP2020) commitment to addressing women’s and girls’ unmet need for contraception pres-
ent an opportunity for innovation in family planning as countries and implementers seek to
provide an additional 120 million new users with voluntary access to family planning by 2020
(Brown et al. 2014; Potts 2014). Population, health, and environment programs creatively in-
tegrate established family planning strategies, such as community-based distribution of family
planning commodities, with other programs for community development, resulting in healthy,
climate-resilient communities and ecosystems. Implementers and donors have sought to ef-
fectively evaluate these broad programs, drawing attention to the need for further research
and documentation of best practices. This article represents an important step toward a more
robust method for evaluating PHE programs.
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