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This is a summary report about postpartum family planning services, a potential
intervention in the field of family planning. In our five-step research process this
report corresponds to step four, the drafting of an in-depth, 80-hour report on a
potential intervention. All the ideas considered for family planning are listed in this
spreadsheet.

For questions about the content of this research, please contact Juliette Finetti at
juliette@charityscience.com. For questions about the research process, charity
recommendations, and intervention comparisons, please contact Karolina Sarek at
karolina@charityscience.com.

Charity Entrepreneurship is a research and training program that incubates multiple
high-impact charities annually. Our mission is to cause more e�ective charities to exist in
the world by connecting talented individuals with high-impact intervention
opportunities. We achieve this through an extensive research process and through our
Incubation Program.

https://www.charityentrepreneurship.com/research.html
https://docs.google.com/spreadsheets/d/1MSLRSC5sq_lGb9iSDQQyPxLy2Qdm60l0Ke3VcwliiiA/edit#gid=0
https://www.charityentrepreneurship.com/research.html
https://www.charityentrepreneurship.com/incubation-program.html
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Research Process
Before opening the report, we think it important to introduce our research process. Knowing
the principles of the process helps readers understand how we formed our conclusions and
enables greater reasoning transparency. It will also clarify the structure of the report.

Our research process incorporates elements that are well established in some fields but
uncommon in others. This is partly because of the unique goals of our research (i.e. finding
new areas for impactful charities to be launched) and partly because we incorporate lessons
and methodologies from other fields of research, primarily global health and medical
science. Below is a quick overview of some of the key elements.

Iterative depth: We research the same ideas in multiple rounds of iterative depth. Our goal is
to narrow down our option space from a very large number of ideas (often several hundred
at the start) to a more workable number for deeper reports. This means we do a quick
20-minute prioritization, a longer 2-hour prioritization, and finally an 80-hour
prioritization. Each level of depth looks at fewer ideas than the previous round.

Systematic: The goal of our research is to compare ideas for a possible charity to found. To
keep comparisons between di�erent ideas consistent our methodology is uniform across all
the di�erent ideas. This results in reports that consider similar factors and questions in a
similar way across di�erent interventions, allowing them to be more easily compared. This
is commonly used in other charity evaluations and encouraged in other fields.

Cluster approach: Comparing di�erent intervention ideas is complex. We are not confident
that a single methodology could narrow down the field, in part due to epistemic modesty. To
increase the robustness of our conclusions, we prefer instead to look at ideas using multiple
independent methodologies and see which ideas perform well on a number of them (more
information here). These methodologies include a cost-e�ective analysis, expert views,
informed consideration, and using a weighted factor model. We explain the merits and
disadvantages of each method, as well as how we apply it, in the linked documents. Each
methodology is commonly used in most fields of research but they are rarely combined into
a single conclusion.

Decision relevant: Our research is highly specialized and focused. We only research topics
that are directly related to the endline choice of what charity to found. Sometimes
cross-cutting research is needed to allow comparison between di�erent ideas, but all our
research aims to be directly useful to getting new charities started. This level of focus on
target practical outcomes is rare in the research world, but is necessary to our goal of
generating more charity ideas with minimal time spent on non-charity idea related
concepts.

https://www.charityentrepreneurship.com/research.html
https://www.charityentrepreneurship.com/idea-sort-report.html
https://www.charityentrepreneurship.com/prioritizing-ideas-report.html
https://www.charityentrepreneurship.com/research.html#80HourReport
https://www.charityentrepreneurship.com/research.html#80HourReport
https://www.givewell.org/how-we-work/process
https://eppi.ioe.ac.uk/cms/Default.aspx?tabid=69
https://forum.effectivealtruism.org/posts/WKPd79PESRGZHQ5GY/in-defence-of-epistemic-modesty
https://blog.givewell.org/2014/06/10/sequence-thinking-vs-cluster-thinking/
https://blog.givewell.org/2014/06/10/sequence-thinking-vs-cluster-thinking/
https://www.charityentrepreneurship.com/cea.html
https://www.charityentrepreneurship.com/expert-view.html
https://www.charityentrepreneurship.com/informed-consideration.html
https://www.charityentrepreneurship.com/weighted-factor-model.html
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Description of the intervention

This intervention consists of advocating for, and supporting the integration of
family planning services to postpartum care, at a time when women are in most
need of contraception. This includes the immediate postpartum period (right after
having given birth), and in their extended postpartum (~within one to two years
after having given birth). These are critical times for women to think about
contraception, as short-spaced pregnancies lead to higher risks of infant mortality
and maternal health conditions. However, data shows that contraceptive use among
postpartum women is lower than average, counseling and contraceptive options are
not systematically o�ered as part of postpartum care, and women have
misconceptions about their return to fertility. This intervention would therefore
consist of partnering with the government to support the integration of family
planning services as part of health workers’ and midwives’ responsibilities during
postpartum care.

Below is a short theory of change for this intervention:

Assumptions required for some of the channels of change to work:
* Contraceptives supplies are available at the facility
* Either women are able to make decisions around family planning independently from their partner or their
partner  is at the hospital to make a decision with them.
* The main barriers are that women lack information about contraceptive methods and return to fertility,
lack access to contraceptive supplies, or fail to plan using contraception after having a child.
* Social or cultural norms are not the main barriers to using contraception.
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Summary conclusion

Ultimately, we recommend this intervention in 2020 as a way to improve access to
family planning and reduce unintended births. Through our research, we found
that this idea is among the strongest from the perspective of evidence base,
cost-e�ectiveness, and execution di�culty. We believe a strong country for the
implementation of this program is Ghana, based on our research at this stage;
however, we will explore more geographies further at the implementation research
stage. Our final decision will also depend on our further exploration of government
partnership opportunities, as we have remaining concerns about the di�culty of
obtaining a government partnership in the current policy environment focused on
COVID-19.

Our informed consideration, expert interviews, and cost-e�ectiveness research led
us to have positive views of the impact a new nonprofit could have in this space.
Despite this being targeted to a more narrow population of women of reproductive
age – women giving birth that year –  it represents a larger proportion of the
problem than it appears: unmet needs for family planning one year post-delivery
are very high, with just a little over 10% of women using contraception 6 months
after birth. Experts and crucial considerations research highlighted barriers
including misinformation and lack of planning to use contraception. We think we
would be in a good position to tackle these barriers through ensuring counseling
and contraceptives options are provided after delivery. We estimate the
cost-e�ectiveness of this intervention to be $67 per unintended births averted,
which is stronger than most interventions researched this year.

The weighted factor model highlighted other strengths of this intervention, such as
its strong evidence, funding availability, short feedback loops, and positive
externalities on maternal and child health. However, it also pointed us to a
limitation that we think could undermine the promise of this intervention: it relies
on government buy-in, and the probability of obtaining this sort of partnership for
a new actor in the field might be low. This is especially true because the partnership
would rely on adding to health workers’ regular duties, which depending on the
context might be a challenging ask. We think the policy environment is favorable to
the integration of family planning and postpartum care. However, this is still a
concern and could undermine our recommendation of this idea.

We also remain uncertain about our cost-e�ectiveness estimate for di�erent
reasons. Firstly, though we heavily discounted the evidence to account for
heterogeneity in results, it does leave a lot of uncertainty around what e�ect we can
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expect to find in a di�erent context. This was reinforced by one of the experts
pointing out several case studies where postpartum family planning was replicated
to West African countries and did not lead to impact. Secondly, we are uncertain
about the amount of training and support needed to ensure high quality
implementation, and think this could vary across contexts. Some of the studies
report just three days of training being provided before the rollout of the
intervention, but some experts emphasized the importance of having a minimum
amount of support and supervision throughout the implementation. There is also
uncertainty around the amount of supervision, engagement with health managers,
and data tracking support needed to maintain the impact of the program in time
and at scale. We did not model these inputs in our cost-e�ectiveness analysis and
this could make the intervention overall less cost-e�ective and more di�cult to
implement than expected. Finally, we have remaining uncertainties as to the
number of actors actively working on postpartum family planning and more
research should be done to identify neglected geographies in this space.

The table below o�ers a step-by-step summary of our research process for this
intervention and the main takeaways from each stage. Color-coding reflects how
well the intervention performed at each stage. The idea sort report, idea
prioritization report, supporting reports, and related reports involve background
research prior to this report that will not be considered in the final decision on the
promise of this intervention.

Report type Summary results
Deeper
reading

Idea sort
report

During the idea sort, this idea showed promise: it was in the top 10 of
188 total ideas, scoring well in all areas.

Full report
Process

Idea
prioritization
report

After two hours of researching postpartum family planning using
expert views, it was the 3rd highest priority for more in-depth
research.

Full report
Process

Prior view
(section 1.)

This 80-hour report begins with a prior view, which summarizes the
lead researcher’s expectations before starting in-depth research.
Prior knowledge of this area was mostly informed by our
conversations with experts at the previous stage who highlighted
postpartum women as a target population for their specific
intervention. At this stage, we had a lot of uncertainties around the
cost-e�ectiveness of this intervention and were concerned about its
potentially limited scalability, but thought it would be well perceived

Process

https://docs.google.com/document/d/1HuTNJzFc2eMoLQD7su3XUdUHHCXrGKQnvedH7Z8xqO8/edit
https://www.charityentrepreneurship.com/idea-sort-report.html
https://www.charityentrepreneurship.com/blog/top-family-planning-charity-ideas-were-researching-in-2020-idea-prioritization-report
https://www.charityentrepreneurship.com/prioritizing-ideas-report.html
https://www.charityentrepreneurship.com/prior-view.html
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by experts. Our likelihood of recommending this idea was then
between 3-30%.

Informed
consideration
(section 2.)

Informed consideration occurs at two stages of our research process:
the start and the end. Two sections in the report reflect this
chronology. At this first stage, we explored the forms this
intervention could take. We considered a wide range of programs
including targeting women during post-abortion care. From this, we
concluded that post-abortion family planning has much more
constraints and limiting factors such that we excluded it from the
scope of our report. Overall from this perspective, postpartum family
planning looked very promising.

Process

Expert view
(section 3.)

After examining crucial considerations, we discussed the
intervention with experts including leaders of NGOs in this field
(Jhpiego and IntraHealth), a manager of a coordinating body, and a
researcher. During these conversations, 100% of the experts held
positive views. There was a consensus that the most evidence-based
intervention within this space is immediate postpartum, that
providing ongoing messaging throughout antenatal care is
considered best practice, and that government buy-in will be
necessary.

Process

Cost-e�ectiv
eness
analysis
(section 4.)

In our cost-e�ectiveness analysis, we quantify impact in terms of
dollar cost per unintended birth averted. Our findings suggest that
postpartum family planning is among the most cost-e�ective ways
to prevent unintended births compared with other interventions we
are researching in 2020, at a cost of $67 per birth averted.

Supplement
ary report

Process

Weighted
factor model
(section 5.)

The next stage of our research involves a weighted factor model. We
scored the intervention based on preset criteria and weightings. In
this case, PPFP overall scored well with 31/50 as an intervention. The
score can be broken down as follows, with the weighting of each
criterion in parentheses: 7/10 for strength of the idea (2), 4.8/10 for
limiting factors (1.5), 6/10 for execution di�culty (1), and 6.3/10 for
externalities (0.5). Its main weakness is that it targets a low
percentage of the population, limiting its potential scale.

Process

Informed
consideration
(section 6.)

The second part of our informed consideration closes the report.
This internal contemplation allows researchers to reflect on the data
and evidence gathered throughout the process. In this writeup, the
lead researcher summarizes key conclusions and o�ers overall

Process

https://www.charityentrepreneurship.com/informed-consideration.html
https://www.charityentrepreneurship.com/expert-view.html
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
https://www.charityentrepreneurship.com/cea.html
https://www.charityentrepreneurship.com/weighted-factor-model.html
https://www.charityentrepreneurship.com/informed-consideration.html
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thoughts on PPFP as an intervention. PPFP is a recommended
intervention in our family planning cause area in 2020.

Supporting
report

We conducted deeper research into the range of outcomes a�ected
by an increase in contraceptive use to model these e�ects
consistently across interventions. Our approach and reasoning are
explained in this supplementary report for all CEAs.

Supplement
ary report
for CEAs

https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
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1    Prior view

This brief section summarizes our team’s thoughts on this intervention before
starting in-depth research.

Overall, we think there is a reasonable chance that we recommend this intervention
for a new nonprofit. As we are highly uncertain, we have wide confidence intervals
around our estimated probability. At the time of writing this section, we have not
yet conducted a literature review of postpartum/postabortion family planning, nor
do we have a good sense of what the exact service provided would be. We think the
intervention’s promise will depend on factors we will research during informed
consideration around the di�culty of reaching pregnant women and the type of
service it would be useful to provide. We suspect its cost-e�ectiveness could be
competitive with other top interventions depending on the expected e�ect size.
Experts will likely be positive about this intervention since conversations with them
at the previous stage are what led us to prioritize it. Finally, we expect this
intervention to be relatively easy to implement but limited by the scale of the
problem given that it targets a particular group of women. It is likely to have
positive externalities on maternal and infant health and potentially some negative
externalities due to redirecting health workers’ and patients’ attention away from
other issues.

At this stage of the research, our subjective likelihood of recommendation was:

1.1    Informed consideration
We expect this intervention’s promise will depend on the frequency and nature of
the interaction between women and the health system during and after pregnancy,
as these determine how easy it is to reach them at the right time. We will also look at
whether abortion laws and access influence the promise of this intervention, as
abortion, too, could be a point of contact to reach women and the incidence of
abortions an indication of the size of the problem of unintended pregnancies.
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At this stage, we expect to do more research into what services we could actually
provide to women in postpartum and post-abortion, as the focus of our research up
until this point has been the intervention’s target population and the point of
contact, not the actual service. We expect the most promising services to be either
information or contraceptives provision.

1.2    Expert view
We suspect expert opinions will be positive about this intervention, as they were at
the previous stages of the research. We think it might be di�cult to find experts
specialized in postpartum family planning but that a lot of family planning experts
will have a view on this particular approach of delivery. They may be more in favor
of formally integrating certain services with existing family planning compared to
having an independent actor providing their own family planning services alongside
public postpartum health.

1.3    Cost-e�ectiveness analysis
This intervention will be promising only if the expected e�ect size is large, as we
suspect this could be more expensive to implement than other interventions. Our
intuition is that it would have a large e�ect per woman reached. This is based on
experts’ views that the population targeted consists of women who are most likely
in great need of family planning, either because they do not have access to
contraception or because they do not use it consistently enough. However, we are
uncertain because we have not conducted a literature review yet and so do not have
a good sense of the evidence base for this intervention at this stage.

1.4    Weighted factor model
We expect this intervention to be middling. It could have positive externalities on
maternal and neonatal health through improving birth spacing. However, it could
also have negative externalities if it were to overwhelm women with information at
a time when they need to remember key appointments for their health and that of
their child (e.g. immunization). We suspect the scale of the problem could be a
limiting factor for this intervention, as it will mostly concern women who have
delivered a baby in the last year. In terms of execution di�culty, we suspect this
could easily be started independently but would benefit greatly from a partnership
with the government in the country since the intervention would be delivered in an
existing health facility.
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2    Informed consideration:
Crucial considerations

Summary: At this stage of the research we were unsure whether integrating family
planning with postpartum care and post-abortion care could be considered together
as one intervention targeting women in need. We decided to explore this and
potentially narrow down the form this intervention could take by looking into the
size of the problem for each population and the barriers to using contraception for
these di�erent groups of women. As a result of this research, we decided to exclude
post-abortion care from the scope of our report due to updates on its limited
scalability and tractability in countries with high abortion restrictions. In this
section we only report on key factors that led us to deprioritize it.

We relied heavily on the USAID High Impact Practices Briefs around these topics, as
we thought they touched upon a lot of crucial considerations and were very
comprehensive. These include:

● Immediate Postpartum Family Planning: A key component of childbirth care
● Family Planning and Immunization Integration: Reaching postpartum

women with family planning services
● Postabortion Family Planning: A critical component of postabortion care

2.1   How large is the gap in postpartum family planning
uptake?
According to the HIP briefs, 61% of women who are in the 24 months postpartum
worldwide are not using e�ective contraception. In low- and middle-income
countries, less than 20% of women leave post-abortion care (PAC) with a modern
method of contraception.

As a result, 25% of births occur within 24 months of the preceding birth in low- and
middle-income countries, according to a cross-country study using data from
1990-1997 [1]. Another study using more recent data (2005-2012) found that “[i]n
9 of 22 surveys, 50% or more of non first births occur at interpregnancy intervals
that are too short” [2]. Besides, it could be that counseling women on family
planning at that particular time in their reproductive life has long-term e�ects on
contraceptive use later on. On the one hand, women might be much more receptive
to information about contraception after having undergone a pregnancy and a
delivery. On the other hand, it could be that they have a lot of information to absorb

https://www.fphighimpactpractices.org/briefs/immediate-postpartum-family-planning/
https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-integration/
https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-integration/
https://www.fphighimpactpractices.org/briefs/postabortion-family-planning/
https://paperpile.com/c/0UdWPW/THSd
https://paperpile.com/c/0UdWPW/F22T
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with regards to their child’s health and would not pay a lot of attention to family
planning in comparison.

2.2   What are the causes of the problem?
Although the briefs list potential reasons women do not use contraception after a
pregnancy or a birth, they do not necessarily refer to the evidence demonstrating it.
The main theories are that:

● Women do not plan their contraception because they do not think the need
will come so soon after their last pregnancy. This is illustrated by the fact
that “the return of menses during the postpartum period often serves as a prompt
for women to initiate family planning. However, women can become pregnant
prior to the return of menses and timing of return to fertility is unpredictable.”[3]

● There is a stigma around using contraception right after birth, because it
implies the woman is sexually active.

● Similar reasons to those explaining why unintended pregnancies happen in
the first place, women do not have access to family planning because of
economic, informational, or social norm related barriers.

When looking at a cross-country review of factors most often and most significantly
associated with short birth intervals [4], we noted that the following were most
likely to explain repeated pregnancies:

● Not breastfeeding, which was consistently significant across studies. This
point highlights potential positive externalities if we were to focus on
breastfeeding promotion as well, as this would improve protection for the
first six months and have benefits for the infant’s health.

● The fact that the first child is a girl, which was consistently significant across
studies.

● Young age, which we suspect could be due to the higher “natural fertility” of
younger women although we are not well informed about this particular
factor.

● Contraceptive use, which was not consistently associated with pregnancies.
This could be a result of noise in the self-reported data. It could also be the
fact that more studies had analyzed association with this factor so it is less
likely that 100% of studies find an association.

Although it highlights some important barriers, this study did not research the
reason women do not use contraceptives as much, which is the factor we would be
most able to influence. This was of interest to be able to understand which services

https://paperpile.com/c/0UdWPW/MzBT
https://paperpile.com/c/0UdWPW/nYzu
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could be most useful to provide between information only vs supplies at a
discounted cost or just supplies.

Finally, there could also be cost barriers, either for postnatal care, for which
treatment could not be fully subsidized, or for contraception itself.

We also wondered if some methods could not be used after a pregnancy. The briefs
highlighted that, after an abortion, should a woman choose an IUDs or a permanent
method of contraception, the risk of infection must first be ruled out. After delivery,
women who are breastfeeding cannot use injectables but can safely use almost any
other method.

Overall, there seems to be limited evidence of the underlying issues of repeated
pregnancies postpartum. Many factors come into play that could explain the desire
for another child or the lack of contraceptive use.

2.3   What kind of services would be most impactful?
In face of these barriers, it seems unclear what would be the most impactful
program between counseling, referrals, or actual contraceptives provision.

It seems that immediate postpartum family planning usually includes
comprehensive services (i.e. counseling and contraceptives provision). When
integrated with immunization during the extended postpartum, family planning
more often consists of same-day services or a referral. There seems to be less
evidence for providing services during prenatal/antenatal care (ANC), though
experts in the past had mentioned the benefit of starting this conversation earlier
on to make sure it is on their mind. The brief also notes that “counseling earlier
during a pregnancy may be particularly helpful if introducing IUD or sterilization as
women often need more time to consider and discuss these options with their partners.”
[5]

O�ering family planning during immunization sessions could be particularly useful
since women often have to wait to get their child immunized. There is a question of
whether this could be something done in an isolated way or whether it would only
add value if integrated in the health system and implemented alongside other
health services. Integrations between maternal and child health services and family
planning services would be most promising if it is a policy supported by the
government [3]. Doing this through the public health system, using time and
resources from government health sta�, could a�ect the quality of child health

https://paperpile.com/c/0UdWPW/18zZ
https://paperpile.com/c/0UdWPW/MzBT
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service provision. This is something we discuss further in the externality section of
our weighted factor model research.

A testimony from FHI seems to argue that this might be well received: “In Ghana
and Zambia, immunization providers overwhelmingly reported being motivated to
provide mothers with family planning information and referrals and felt that providing
this kind of information was a part of their job (FHI, 2010).” [3]

Overall it seems that depending on the context, both information about
contraception and cost reduction or direct provision could increase uptake for
family planning after a pregnancy. Deciding which approach is best will depend on
what the evidence says and the needs in priority countries.

2.4   How many women are in postpartum every year
compared to abortions?
Given the di�erent needs, approaches, and potentially evidence base for
postpartum vs post-abortion family planning, we wanted to explore the scale of
these issues to better understand which might be most promising to work on.

Immediate and extended postpartum:

● Birth rate (per 1,000 people) in sub-Saharan Africa =35.7
● Population of sub-Saharan Africa = 1.07 billion
● Total number of women in their postpartum per year who are not using

contraception (based on the data reported above) = 1.07B*0.0357*0.61= 23
million women

Post-abortion:

● Number of abortions per year in all of Africa = 8.2 million
● Total number of women post-abortion who are not using contraception

(based on the data reported above) =8.2M*0.8=6.5 million women

At first glance, it seems like postpartum is a larger problem and would allow us to
reach a larger number of women per year. This simplification does not take into
account the percentage of women who would be reachable through the channels
described above such as immunization and post-abortion care, though it seems
more likely that a greater percentage of women would have access to basic
childhood immunization which is provided for free by all government, compared to
abortion care which is illegal in many contexts where unmet needs for family

https://paperpile.com/c/0UdWPW/MzBT
https://data.worldbank.org/indicator/SP.DYN.CBRT.IN?locations=ZG
https://data.worldbank.org/indicator/SP.POP.TOTL?locations=ZG
https://www.guttmacher.org/sites/default/files/report_downloads/aww_appendix_tables_1-4.pdf
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planning are high [6]. Figure 1 below taken from the related brief illustrates this
point:
Figure 1: Percentage of women postpartum using contraception compared
to percentage of children receiving the 3rd dose of DTP vaccine [3]

The Guttmatcher report on abortion worldwide, and in particular the section on
“How Is Abortion Practiced and How Has It Changed?” shows that in most contexts
where abortion is highly restricted, only well-connected women in urban areas will
have access to safe services by a trained provider. Poorer women will most likely
undergo unsafe abortion by either getting help from an untrained provider or
through traditional methods that do not require being in touch with the health
system. The fact that women are undergoing such unsafe techniques to hide that
they are terminating their pregnancy highlights that it will probably be very hard to
locate and reach these women with family planning advice. Though this seems
important and should be further explored when working on integrating family
planning with postpartum care, the rest of the report does not cover post-abortion
family planning due to questions of scale.

https://paperpile.com/c/0UdWPW/zNsK
https://paperpile.com/c/0UdWPW/MzBT
https://www.guttmacher.org/report/abortion-worldwide-2017#
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3    Expert views

This section summarizes conversations between the lead researcher and a range of
experts. We interviewed two leaders of NGOs implementing this type of program
(Elaine Charurat and Stembile Mangore), one manager from a coordinating body
(Alison Gatto), and two researchers (Kate Rademacher and Gwyneth Austin).

Summary: Overall, there was a great deal of consensus among experts on this
intervention. All five agreed that there is a lot of work to be done given high unmet
needs, and space for more actors. Alison and Elaine cautioned us to first look at
what others are doing to identify the gaps and make sure we add value since there
might be a lot of stakeholders involved in each context. Practically, Kate mentioned
this could mean joining technical advisory groups and communities of practice in
the country of implementation. All four experts highlighted that government
buy-in will be a requirement for training and supporting health workers to deliver
postpartum family planning services.

In terms of implementation approach there is again very clear consensus that
immediate postpartum is the ideal and most evidence-based intervention. Four
experts said that evidence was strong enough to be generalizable. Alison mentioned
the caveat that immediate postpartum is the easiest point of contact to measure
impact for, which might overstate its comparative e�ectiveness. Gwyneth, who has
conducted research on integrating immunization and family planning, highlighted
that although the evidence on integrating family planning during the extended
postpartum period is more mixed, there is still a lot of promise. She urged that it is
important to make sure women are provided with opportunities to take up
contraception at di�erent points in time. This view was generally shared, although
Elaine also cautioned us about negative connotations associated with the history of
integrated immunization and family planning programs.

While she agreed with the hierarchy of the evidence-base for di�erent types of
PPFP interventions, it is worth noting that only one expert (Stembile) was skeptical
of the generalizability of the evidence. In her experience, what we see in the impact
evaluation literature is di�erent from the actual scale-up or replication of programs
in new countries, which has been far from successful to date. She mentioned that in
West African countries, actors find that making a di�erence in unmet PPFP needs is
challenging due to a lack of understanding of contextual barriers to contraception.
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Alison Gatto
Profile: Alison is the manager for Postpartum Family Planning at FP2020 (United
Nations Foundation). We contacted her to learn about actors in this space, best
practices when it comes to implementing this intervention, and the evidence of its
e�ectiveness.

Summary: Alison shared very positive views about PPFP as an intervention, and was
optimistic about the idea of a new actor entering the space. From an e�ectiveness
perspective, she highlighted that there is evidence demonstrating that it works. The
evidence is strongest for integrating family planning with immediate postpartum
care,  pre-discharge from a facility as opposed to up to one year following a birth,
although this could be because this intervention is easier to track than integrating
family planning with other services.  Alison expressed that there are a lot of strong
arguments for PPFP.

● As care during pregnancy and especially delivery is often the only time some
women are in contact with the health system, providing quality counseling
and contraceptives at this time takes advantage of the client’s contact with
the health system. It also increases the chance that they later come back to
seek family planning services.

● It is one of the least controversial ways to improve family planning uptake
since a woman’s fertility has already been demonstrated, and in that sense is
one of the best opportunities to reach clients who live in more conservative
societies.

In terms of implementation approach, Alison described the gold standard to be the
situation in which each new mother has access to family planning services during
the immediate postpartum, provided she previously received counseling on family
planning methods during antenatal care and had the opportunity to talk to her
partner about it. This situation is ideal because the new mother is already in the
facility, which is stocked with all the necessary supplies for providing quality PPFP
services. She also noted that government buy-in and partnership will be necessary
to implement this program. She shares the view that there is space for more actors
to do work on PPFP.

More information can be found in the conversation summary.

Gwyneth Austin and Kate Rademacher
Profile: Gwyneth is an independent consultant and Kate is a technical advisor for
FHI360. Both have authored studies on family planning and immunization
integration. We contacted them to learn about the results of Gwyneth’s study in

https://docs.google.com/document/d/1ByzVlyt7qewSJ2fRcRwlAxLEV-DNhJ3ERB1VHpEHtBU/edit#
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Ghana and Zambia, the evidence and e�ectiveness of postpartum family planning
interventions, and their general opinion on a new charity working in the space.

Summary: Overall, Kate and Gwyneth shared the view that the evidence for
immunization and family planning integration is mixed but points in the direction
of e�ectiveness, and agreed that there is more evidence for immediate postpartum.
Their opinion is that there is a lot of work to be done in this space despite many
actors being involved, and that making sure women have the opportunity to take up
contraceptives at di�erent points in the postpartum period is an impactful
approach. To make sure the entrepreneurs are as e�ective as possible, they advised
us to engage with the existing community of practices in this space, and think
carefully about the design of the intervention. Indeed, the main lesson from
Gwyneth’s study in Ghana and Zambia was that the intervention did not provide the
support that health workers needed to follow the instructions on how to deliver the
message, which led to a di�erent implementation than planned and less change on
women’s uptake for the services.

More information can be found in the conversation summary.

Elaine Charurat
Profile: Elaine is Project Director of the Family Planning and Reproductive Health
Unit at Jhpiego, a leader in the field of postpartum family planning programs. We
contacted her to learn about Jhpiego’s work in postpartum family planning,  their
experience with di�erent PPFP’s approaches and tips for implementing this
successfully.

Summary: Elaine shared insight into Jhpiego’s history and current work in PPFP in
multiple countries. She highlighted the need for government buy-in and
coordinating with existing stakeholders when implementing this type of very
integrated program. One way to do that at the start is to get in touch with the family
planning technical group housed by the ministry of health that exists in most
countries. She suggested that immediate postpartum with multiple contacts during
the antenatal care period is the most e�ective approach to address unmet needs.
She had a positive view of this program having an impact in Ghana and West Africa
generally, but highlighted that it is not often a donor priority because of the smaller
size of these countries.

More information can be found in the conversation summary.

https://docs.google.com/document/d/1o4Fac-BirwuXlxEGCjnqbqOtSdPFkImxFu9qnTjOhaI/edit
https://docs.google.com/document/d/1TD3J6-WWVlInxeuO4_UXU7QQOdNe5UdV8JM1daLpJSY/edit
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Stembile Mangore
Profile: Stembile is a Senior Advisor for Health Sector Performance and
Sustainability on Evidence at IntraHealth International. We contacted her to learn
about her views on the evidence from impact evaluation and implementation
research and get her recommendation on promising implementation strategies.

Summary: Overall, Stembile agreed about the promise of immediate postpartum
family services, if implemented along with ongoing messaging throughout the
antenatal care period. She pointed at a few limitations in the literature around PPFP,
in particular the lack of evidence that the e�ect replicates from one region to
another and even sometimes when a program is scaled up through a policy change.
She noted that this highlights the importance of having people on the ground to
follow up on the implementation, and that there are still gaps in research.

More information can be found in the conversation summary.

https://docs.google.com/document/d/1ewMMVTKKo5NFw5woP0rXnr2Xfe-wIgPDtT3FfkRXnh8/edit
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4    Cost-e�ectiveness analysis (CEA)

This section summarizes the method and findings from the cost-e�ectiveness
analysis of this intervention. It goes over the scenarios we have modeled, our
estimation of costs and e�ects, the result of the sensitivity analysis, and the
model’s limitations.

4.1    Overview
Overall, our analysis suggests that providing postpartum family planning services is
promising from a cost-e�ectiveness perspective. We modeled the implementation
of an immediate postpartum counseling session that health workers would be
trained for based on a partnership between the nonprofit and the government, in
Ghana. Under this model, we estimate the cost per additional user of contraception
to be $39 and the cost of preventing an unintended birth to be $67. When taking
all counterfactual costs into account, the cost-e�ectiveness amounts to $122 per
unintended birth averted. Key parameters of this analysis include the e�ectiveness
of the intervention, estimated to be a 4.6 percentage point increase in contraceptive
use, and the yearly budget, amounting $500,000.

The key assumption underlying this model is that the entrepreneurs would have the
ability to scale this intervention to about 50% of the health facilities under a
government partnership with a probability of success of 75%. The likelihood of
obtaining the government partnership itself is 70% if approached through existing
nonprofit partners. Combined with the probability of fundraising success, we
estimate the odds of successfully scaling this intervention alongside the
government to be 13%.

The factors that most a�ected this estimate and for which we have remaining
uncertainties relate to the total scale, the probabilities of success, and the intensity
of the training and support needed for the intervention to be as e�ective as modeled
in the analysis.
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Table 2: Summary of CEA models

Model
$ per additional user of

contraception
$ per unintended birth

averted

Google Sheets
CEA Model (link)

$39 $67

Taking into account all
counterfactual costs*

N/A $122

*Counterfactual costs include donor funding, government spending, and co-founders’ counterfactual impact.

4.2    Models
To estimate the cost-e�ectiveness of this intervention, we model the
implementation of immediate postpartum family planning counseling in Ghana.
Below we discuss our reasoning and other models we considered.

Country of implementation
As a first step, we prioritized shortlisted countries where we thought the least
number of actors were working in this space (see section 5 for more detail). We
identified Ghana, Senegal, Angola, Benin, and Cameroon as promising countries
with fewer actors and significant postpartum contraception needs. Angola was
deprioritized after an expert conversation conducted to assess another intervention
led us to believe it would be quite hard to set up an organization there. We then
looked at the size of the population we could reach if we were covering 100% of the
problem in the remaining four countries (table with calculations in the input tab of
the sheet), and then assessed contraceptives stock-out as this could be an
important limiting factor.

Out of the four countries, Ghana was the largest in terms of scale of the problem
(over 500,000 women per year could be reached) and Senegal the smallest (a little
over 300,000 women per year). This was calculated using the number of births per
year and the percentage of women delivering in a health facility.

Looking at the FP2020 indicator on stock-out as well as Track20 analysis, we
observed that supply is an issue in Cameroon and Benin, which have over 40%
stock-outs on their preferred method. This could substantially limit the impact of
providing family planning counseling postpartum since women would often not
have access to the method of their choice. Ghana on the other hand has almost no

https://docs.google.com/spreadsheets/d/1XkDq7SFmCn8iqSHutdldGuudzIODsD3QpcspjCRZ1as/edit#gid=1158043303
https://docs.google.com/spreadsheets/d/1XkDq7SFmCn8iqSHutdldGuudzIODsD3QpcspjCRZ1as/edit#gid=1158043303
https://docs.google.com/document/d/1s9NRv8ffF1acbJfjeGjhPMwUhMzAW2np4fdFbW0UIp4/edit
https://docs.google.com/spreadsheets/d/1XkDq7SFmCn8iqSHutdldGuudzIODsD3QpcspjCRZ1as/edit#gid=1375377996
http://2016-2017progress.familyplanning2020.org/en/measurement-section/contraceptive-stock-outs-and-availability-indicators-10-11
http://www.track20.org/pages/data_analysis/in_depth/opportunities/availability.php
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stock-out for its preferred method (injectables), and 10% and 7% respectively for
implants and IUDs.

Though it seems to be the most promising country to model for this intervention at
this stage, deeper research into country prioritization will be conducted at the
implementation research stage.

Implementation strategy
The studies reviewed on this intervention have implemented a variety of strategies
to increase postpartum family planning, from o�ering counseling throughout
prenatal care to integrating family planning services with immunization during the
extended postpartum. The implementation of this intervention could also di�er in
the role of the nonprofit in the delivery of these services: we could aim for a
government partnership to train health workers in providing the services, thereby
institutionalizing the integration of family planning in postpartum care; or we could
seek government buy-in to appoint our sta� in these facilities to provide counseling
ourselves.

To decide on the implementation strategy, we looked at which interventions were
most successful from the literature on the e�ect of postpartum family planning. We
found that immediate postpartum informational sessions and access to
contraceptives was the approach proven to be the most e�ective. Below is a table
summarizing this analysis.
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Table 3: Summary results of impact evaluations by intervention type

Implementation strategy Number of studies/Results

Only one session after delivery

4 studies +2 SRs averaging 28 pp
P, SS+ (+pamphlet)
N, SS+
P, SS+
DRC SS+

Prenatal + after delivery
1 study  2 pp
SL, NSS+

Prenatal + after delivery
+ extended postpartum

4 studies averaging 14 pp
DRC, NSS+(+invitation cards and service
providers training)
U, NSS+ (+home visits)
I, SS+ (+home visits)
E, SS+ (+info material)

After delivery + extended postpartum
1 study -3.7 pp
N, NSS-

Integration immunization
and FP services

2 studies averaging 6.6 pp
GZ, NSS+
R, SS+

Depending on the context, we found that most studies’ inputs were training health
workers, midwives, or vaccinators rather than adding on sta�.
The approach that we thought most realistic is to partner with a government and
train health workers to provide these services in immediate postpartum. We have
not researched the exact setup in terms of oversight but suspect heavy support will
be necessary at an early stage to create habits among overworked health sta�.
Scale-up considerations, cost-e�ectiveness intuitions, and conversations with
experts favor integrating the intervention with existing health systems. At the
initial stage of the nonprofit, this intervention could be tested at a small scale by
partnering with a private clinic to build a track record, and increase the likelihood of
partnering with the government. This is an option we will research further at the
implementation research stage.
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4.3    E�ectiveness

E�ectiveness of PPFP services on contraceptive use
The e�ect of PPFP programs on the use of a modern method of contraception is the
channel through which the program is modeled to have an impact on final
outcomes. To calculate its size, we have conducted a weighted average, pooling the
e�ects found in impact evaluations of PPFP programs and weighted them by the
quality of the study. Below are the steps we followed to reach our final e�ect size
(the detail of our analysis can be found in the evidence summary sheet here):

1. To search for studies, we used two systematic reviews (Lopez et al, 2014 for
non-randomized studies and Lopez et al, 2015 for RCTs), the High Impact
Practices Briefs’ evidence review of immediate PPFP and integrations with
immunization, 3ie’s evidence portal, and Google searches. We found 27
studies in total, among which nine could not be exploited either because the
paper was not published, because the groups were not comparable, or
because the outcomes reported were di�erent (see more detail in the
evidence summary sheet). A detailed overview of this evidence is presented in
the weighted factor model section.

2. We took any relevant point estimate from eight RCTs, which we considered to
be higher quality than the rest of the evidence, measuring change in use of
contraceptives, which included outcomes focusing on specific methods if the
study only reported that, or use of any contraceptive use.

3. We used baseline or control level of contraceptive use to express the
outcomes in terms of reduction in the “use gap”. This allowed us to apply
this evidence-based e�ect size in a way that it is adaptable to the baseline
level of contraceptive use in the targeted country.

4. We then ran a traditional meta-analysis weighting each study by inverse
variance. Using either confidence intervals or p-values reported in these
studies, we computed the standard errors associated with each point
estimate to allow us to run this analysis.

5. Using the strength of the estimate but also the quality of the study design and
statistical analysis, comparability between groups, and external validity, we
rated the quality of each estimate separately. We then assigned our own
weight to each study based on this score, and whether there was one or more
than one estimate taken from each study such that one study using the same
control group for four di�erent treatment arms did not get more weight than
others.

6. We computed a final weighted average. We found that the average reduction
in contraceptive use gap across all impact evaluations of PPFP programs is
8.3% (95% CI: 2.7-14). See Figure 2 below illustrating our analysis.

https://docs.google.com/spreadsheets/d/1oBbPuzth5GS7bbQ49l8r_lXTEMXjW_tW9s02rQHD1AE/edit#gid=0
https://docs.google.com/spreadsheets/d/1XkDq7SFmCn8iqSHutdldGuudzIODsD3QpcspjCRZ1as/edit#gid=1375377996
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD001863.pub3/full
https://www.fphighimpactpractices.org/briefs/immediate-postpartum-family-planning/
https://www.fphighimpactpractices.org/family-planning-and-immunization-integration-updated-impact-data/
https://www.fphighimpactpractices.org/family-planning-and-immunization-integration-updated-impact-data/
https://developmentevidence.3ieimpact.org/
https://docs.google.com/spreadsheets/d/1oBbPuzth5GS7bbQ49l8r_lXTEMXjW_tW9s02rQHD1AE/edit#gid=0
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Figure 2: Manual and stata generated meta-analysis of e�ects of PPFP on
contraceptives use gap (from RCTs)

Generalizability discount: when estimating the e�ect of a program using the
literature, we always apply a generalizability discount in order to account for the
potential lack of generalizability of the e�ect when our program is running in a
di�erent context at scale. For this discount, we decided to use the ratio of standard
deviation to e�ect size. We considered using the average quality of study score but
were worried about subjectivity of this score across interventions. The standard
deviation has the advantage of being based on the data we found rather than being a
subjective judgment, and is easily standardizable across interventions. It tells us
about the strength of the pooled estimate and the heterogeneity of the findings
across studies.

● We found a standard deviation of 2.9 so decided to apply a discount of ~35%
GD=1-SD/ES=1-2.9/8.2=65%
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Application: when applied to baseline prevalence of postpartum contraceptive use
in Ghana, the country modeled in this CEA, we found that the percentage point
increase in contraceptive use is estimated to be:

● Gap in contraceptive use*ES*GD = (100-13.5)*0.83*0.65=4.7 percentage points

E�ectiveness of contraceptive use on unintended pregnancies and
births
We used evidence from four RCTs implemented in Rwanda, Pakistan, Sri Lanka and
the DRC, to know the proportion of the e�ect on modern contraceptive use coming
from permanent methods, Long-Acting Reversible Contraceptives (LARCs), and
short-term methods. We weighted each study based on how close it was to Ghana’s
method mix, as we expected the proportion to depend on contraception preferences
in the country (details of these calculations can be found in the input tab of the
sheet). We estimate that 51% of the e�ect is driven by uptake for LARCs, 44% by
uptake for short-term methods, and ~5% by permanent methods. We estimate the
impact of short-term methods to start at the end of breastfeeding - since some
methods like injectables cannot be used while breastfeeding - and last for the
duration between the end of the intervention and when outcomes were measured in
the studies. Overall, this leads us to model 2.7 additional months of protection
through short-term methods. This is quite a conservative estimate as it assumes
almost no continuation after the end of the study. The duration of LARCs and
permanent methods, and the e�cacy rates of all methods used to estimate the
impact on unintended pregnancies are detailed in the cross-applicable parameters
document (Supplementary Report for all CEAs).

The final e�ect of the intervention on unintended births averted takes into account
the percentage of unintended pregnancies ending in abortion, using the Guttmacher
Institute’s regional estimates.

We think that depending on fertility level in the context, a discount could be
attributed to the impact on births to account for it being a delay rather than a
counterfactual birth averted. We discuss this further in the Supplementary Report
for all CEAs and our rationale for not including it in our model.

Endline outcomes and externalities
The parameters related to the impact of contraceptive use on the range of endline
outcomes we care about were researched and estimated once, and will be applied
consistently across family planning interventions. These parameters are therefore
not specific to the analysis of family planning integration to postpartum care. The

http://www.track20.org/download/pdf/PPFP%20Opportunity%20Briefs/english/Ghana%20PPFP%20Opportunity%20Brief%202.pdf
http://www.familyplanning2020.org/ghana
http://www.familyplanning2020.org/ghana
https://docs.google.com/spreadsheets/d/1XkDq7SFmCn8iqSHutdldGuudzIODsD3QpcspjCRZ1as/edit#gid=1375377996
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
https://www.guttmacher.org/sites/default/files/report_downloads/aww_appendix_tables_1-4.pdf
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#


CE Research Report: Postpartum Family Planning Services, 2020 Page 28

details of how they were modeled are reported in the Supplementary Report for all
CEAs. It includes the e�ect of one unintended birth averted on income, health
benefits in DALYs, and positive externalities on climate change and animal welfare.
Note that the outcomes deriving from unintended births are more uncertain
parameters as we have not researched them in a similar level of depth. However, we
expect the causal chain from unintended birth to endline outcomes to be the same
across family planning interventions. The e�ects on income for example are likely
an overestimate at this stage as we relied on a simplistic model. More research on
this outcome would focus on estimating the real proportion of the household
income allocated to raising a child, including opportunity costs.

Table 4: Cost-e�ectiveness of postpartum integration on endline outcomes

E�ects on income
($ generated per $ spent)

E�ect on health
($ spent per DALYs averted)

Cost-e�ectiveness $105 $984

We found that this intervention has two kinds of externalities. It positively a�ects
climate change, with three tonnes of CO2 emissions per dollar spent. It also
positively a�ects animal welfare, with 377 welfare points gained per dollar spent.

4.4    Costs
Since the main input of this intervention is training, most of the costs in the budget
are sta� salaries of people who would be assigned to di�erent facilities to train,
support, and monitor the implementation of the program by health workers.  The
average yearly budget for this nonprofit is around $500,000 at a scale that we think
the nonprofit could reasonably reach with this kind of program.

Sta� costs
Since we had good knowledge of the salary structure for similar roles the
organization would hire in India, we used a ratio to the average salary in India to the
salary at di�erent positions and applied this to the context. The needs for certain
sta� depended on the scale of the project, in terms of number of people reached and
number of partner facilities.

● Co-founders from the CE Incubation Program
● Senior advisor to manage national government relations
● Program o�cer: needed to build and maintain partnerships with health

facilities at early stages, and local health authorities at the scale-up stage.
Given that they would be managing sta� based in multiple partner facilities,

https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
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we estimated the number of program o�cers needed for the program to run
at full scale to be four. Each would manage around seven field sta� and could
support clinic training when needed.

● Training and support o�cer: needed for the ongoing training and monitoring
of health workers to deliver postpartum family planning and data collection,
estimated to manage 50 facilities in total. Under this model, one training and
support o�cer would be able to conduct quarterly training for each facility
that partners with us. We found that the intervention evaluated in the
literature varied from a one-day training [7] to quarterly refresher training
[8]. We erred on the side of more support to ensure high quality
implementation and good data tracking on uptake for contraceptives.

● M&E assistant: for monitoring the implementation of the program through
analyzing the data collected in facilities.

Other costs
Travel expenses: We estimated the daily travel reimbursement to be $10 on average
for facility based sta�, and the same amount for program o�cers, who may travel
only half the time. We also counted 30 visits a year for program o�cers to manage
the relationship and training with the facilities.

O�ce costs: We added the cost of o�ce space (~$250) based on a quick search of
the cost of a fixed desk per person per month in Accra, Ghana, and multiplied it by
eight, the number of team members based at an o�ce at scale.

4.5    Assumptions

Scale of the program
To estimate the reach of our program per health facility, we first searched for the
total number of health facilities of di�erent types and levels in the country, and
eliminated those that are not appropriate for child delivery. We then calculated the
total number of births in the country per year and divided that number by the
number of health facilities to get an average number of women we could reach in
each facility.

It would be impossible for us to cover 100% of these women:
● 76% of women deliver in health facilities in Ghana
● There might be implementation failures e.g. due to stock-outs or time

constraints for health workers. We estimated that this could happen in 10%
of cases and reduced our reach per hospital to account for this.

https://docs.google.com/spreadsheets/d/1oBbPuzth5GS7bbQ49l8r_lXTEMXjW_tW9s02rQHD1AE/edit#gid=0'
https://docs.google.com/spreadsheets/d/1oBbPuzth5GS7bbQ49l8r_lXTEMXjW_tW9s02rQHD1AE/edit#gid=0'
https://paperpile.com/c/0UdWPW/x95l
https://paperpile.com/c/0UdWPW/uIFA
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Overall, this led us to estimate that ~200 women would be reached per health
facility per year, and ~300,000 women could be reached per year at scale.

Probabilities
Overall, the odds of this nonprofit idea succeeding to scale up country-wide is 13%.
We modeled this intervention at two stages:

● The testing stage, which is estimated to last one year and focus on obtaining
the government partnership, and designing and piloting the intervention;

● The scale up stage, which is estimated to last eight additional years in this
case based on the current contraceptive use and prediction of how much
longer this intervention can have an impact.

We assigned di�erent probabilities of success to these two stages to more precisely
reflect the di�culty of implementation, fundraising, and logistical constraints. The
probability of success for the testing period was based on our assessment at the
weighted factor model stage of the research (further details in section 5 of this
report) of the di�culty of running this intervention well enough that the nonprofit
would decide to scale up. It is estimated to be 82%. The main input is training a
small number of health workers and tracking the progress on contraceptive uptake.
Depending on the level of resources and sta� available in the context, we learned
from the expert interviews that getting health workers to follow the instructions
can be a challenge (see expert interview with Gwyneth Austin). Though fundraising
success was accounted for in this probability of success, we assume that at an early
stage, this will not vary very much across interventions because the amount needed
will be the di�erence between the incubees’ seed grant and a relatively small
budget.

The probability of fundraising success at scale up was estimated to be 30% based on
the budget needed per year and the availability of funding for this kind of program.
We expect it will be slightly higher than other interventions researched in 2020 for
equal budgets because of its overlaps with maternal and newborn health funding
pools.

Finally, the probability of execution success at the scale up stage is estimated at
75% based on our understanding of the di�culty of implementing this at a large
scale, especially taking into account potential logistical constraints making it harder
to manage when the scale increases. We think once tested it should be slightly easier
to implement this training, though there are some logistical di�culties related to
coordinating with other stakeholders (here, the government facilities and health
workers) at a larger scale. Besides, there might not be a one-size-fits-all training

https://docs.google.com/document/d/1o4Fac-BirwuXlxEGCjnqbqOtSdPFkImxFu9qnTjOhaI/edit
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that can be standardized across facilities, and there might be some adaptations
required while scaling to new geographies.

We also inputted a probability of getting a government partnership. We estimated it
to be separate from execution success as it would determine whether the project
continues passed the testing stage period, but is independent from how di�cult it is
to execute or fundraise for. Given that we would ask public health workers to take on
additional tasks, even with the support of our sta�, this would be quite a big ask. We
estimate the probability of the nonprofit getting a partnership with the government
to implement training for health workers to deliver immediate postpartum family
planning services to be 20% if we had no support from other NGO actors. However,
we believe based on conversations with experts that integrating technical groups
working on the issue alongside the ministry of health in the country would be both
feasible, and a good path to obtaining government partnership. With this in mind,
and with the possibility that the partnership would be done under a di�erent large
NGOs with whom the entrepreneurs could partner, we think that the probability of
getting the partnership would be around 70%.

4.6    Accounting for counterfactual impact of funding
Funding counterfactual impact loss
At the end of our analysis, we also calculated the cost-e�ectiveness of this
intervention when taking into account the counterfactual impact of funding. This
refers to the impact that would have occurred if the funding received would have
gone to another organization working in this space. To estimate this, we have first
estimated the cost-e�ectiveness of a medium-impact family planning intervention,
using the average cost-e�ectiveness among the top 50% of all the interventions
considered in the first stage of our research. This led us to estimate the cost of an
unintended birth averted to be on average $350 for these charities. We assumed that
if this nonprofit were created, it would take 50% of its funding away from these
existing nonprofits, and 30% from ine�ective projects. For the remaining 20%, we
model that the funding would come from high counterfactual EA donors. We
assume that they would have otherwise been given to opportunities that are ~10%
more cost-e�ective than a CE family planning incubated charity ($40 per
unintended birth averted). This is a simplification to express the counterfactual in
terms of family planning impact, though in practice the funding may have
otherwise come from a di�erent cause area. We deducted the impact that would
have occurred in this counterfactual scenario to the total number of unintended
births averted throughout the project. We end up with a cost-e�ectiveness of $117
for our best scenario instead of $67.
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Government spending counterfactual impact loss
As a demand side intervention, its cost-e�ectiveness is only relevant as an add-on
to existing family planning services and supplies. Without these, the intervention
would not have any impact, which makes it less comparable to interventions
providing or paying for these supplies (e.g. vouchers). We estimated the
cost-e�ectiveness once government spending to provide contraceptive supplies is
taken into account. We first added the average cost of contraception multiplied by
the expected additional users of contraception per year to estimate costs on the
government’s side. Informed by GiveWell’s review of di�erent ways to account for
government funding’s counterfactual impact, we decided to discount these costs by
25%, and added it to the total budget of the nonprofit. The final cost-e�ectiveness
did not change almost at all, and ends up at $69 instead of $67 per unintended birth
averted, which does not change its promise compared to interventions for which
supply side costs would be covered by the nonprofit such as vouchers.

Co-founder counterfactual costs
We estimated that each co-founder working on this nonprofit has a counterfactual
impact amounting $10,000 to $50,000 worth of donations to highly impactful
organizations working in the relevant cause area. Here, we used our estimate of the
most cost-e�ective nonprofit working in family planning, averting an unintended
birth for every $40 spent. We therefore discounted our final estimate from $67 to
$70.

When accounting for all the counterfactual costs, the final cost-e�ectiveness of the
intervention is $122 per unintended birth averted.

4.7    A�ecting factors
Our model was most sensitive to a few variables which we remain uncertain about:

● Number of facilities reached per year, and number of women delivering per
facility per year: due to economies of scale for managers and training
o�cers, the intervention would be more cost-e�ective if the nonprofit
partnered with more health facilities and reached more women in total.
Though we are confident in the number of women delivering per year per
facility on average, there could be gain from targeting women in their
extended postpartum period. If this were possible and the number of women
increased from ~200 to ~500 women reached per facility per year, our
estimated cost-e�ectiveness would go down to $28 per unintended birth
averted. Additionally, the number of facilities at scale is currently modeled as
being 50% of all, which is an uncertain estimate.

https://blog.givewell.org/2018/02/13/revisiting-leverage/
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● The probability of obtaining a government partnership: we expect it to be
high in theory, from our understanding of the space and environment around
postpartum integration policies, but could be challenging in the context of
COVID-19 as government priorities shift to preventing the spread of the
pandemic. This would not have implications for the cost-e�ectiveness of the
intervention though, as the entrepreneurs would not be able to spend a high
budget without this kind of partnership. It could be possible to test the
program at a small scale with a private clinic beforehand, in which case some
resources would have to be invested without the certainty of scaling the
program.

● The intensity of training support provided to health workers, nurses and
midwives: also an area of uncertainty that could influence the
cost-e�ectiveness of this intervention. Although we relied on estimates from
what was implemented in the studies that found the strongest results, we
suspect this will be dependent on the context’ resources in terms of number
of health sta� per patient. More research at the implementation report stage
will focus on prioritizing context based in part on this criteria.

4.8    Limitations
Given the time constraint for conducting this CEA and writing the report, our
analysis is incomplete and su�ers from the following limitations:

● Counterfactual replaceability: The CEA does not discount for potential
counterfactual replaceability, which is the event that some other
organization would have implemented this intervention in this particular
context, if we had not.

● Trends in contraceptive use: the CEA does not take into account a potential
upward trend in modern contraceptive use among women in reproductive
age in these contexts throughout the nonprofit’s life. Since the e�ect size is
estimated from the gap in contraceptive use, this could mean that the real
e�ect could vary with time. If the use of contraceptives among postpartum
women increased by 10 percentage points in the next 10 years, which would
be a faster increase than the past trends [9], the cost-e�ectiveness would
worsen by 10%.

● Limitations with regards to cross-applicable parameters such as the impact
of contraceptive use on averting birth are listed in the supplementary report.

https://paperpile.com/c/0UdWPW/QCqn
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
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4.9    Other cost-e�ectiveness studies
One of the RCTs on immunization and family planning intervention [8], which we
expect to have similar cost structures to immediate postpartum family planning,
conducted a cost-e�ectiveness analysis and found that their intervention cost $32
per additional user of modern contraception while we found an estimate of $39. We
think this could reflect the fact that our analysis was conducted using an e�ect size
discounted for generalizability as we are making assumptions about e�ects
replicating to a new context, whereas this existing study is analyzing the data for a
context-specific evaluation for which they had data to rely on.

https://paperpile.com/c/0UdWPW/uIFA
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5    Weighted factor model

This section summarizes the strengths and weaknesses of this intervention
according to its scores from the weighted factor model.

Summary: Overall, this intervention is promising according to our weighted factor
analysis, as it scored 31 out of 50 in total. It scored well on strength of the idea
(7.3/10) and externalities (6.3/10), and scored averagely on limiting factor (4.8/10)
and execution di�culty (6/10). Its main strengths are its evidence base,
cost-e�ectiveness, funding availability, short feedback loops, and positive
externalities on infant mortality and maternal health. The most challenging aspect
of this intervention relates to limiting factors. Its main weaknesses are its di�culty
to scale due to the size of the target population, and the logistical bottleneck of
training health workers as the implementation approach may vary across health
facilities. The need to obtain a government partnership also makes this intervention
harder to found, though we are optimistic about co-founders working through
existing organizations or to obtain such partnership.

This graphic shows the score of the intervention in each area:

5.1    Strength of the idea
Score: 7.5/10

The evidence on the integration of family planning with postpartum care is strong.
We found eight high- to medium- quality randomized controlled trials (RCTs)
evaluating its e�ect on uptake for contraceptive use in a variety of contexts
(summary evidence sheet here). One of the RCTs had a large sample size of over
30,000 women as it evaluated an at-scale program, while the remaining studies had
sample sizes ranging from 520 to 2,000 participants. The evidence comes from
countries in various regions in sub-Saharan Africa (4), South Asia (3), and the
Middle-East (1). Additionally, we found supporting evidence from four
quasi-experimental designs and six observational studies pointing to the same

https://docs.google.com/spreadsheets/d/1oBbPuzth5GS7bbQ49l8r_lXTEMXjW_tW9s02rQHD1AE/edit#gid=0
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direction in various contexts. There are also two Cochrane systematic reviews on
educational strategies to improve immediate postpartum family planning uptake.
The results of the RCTs generally point in the same direction, though with some
heterogeneity in e�ect sizes ranging from 1 to over 50 percentage points, and one
negative nonsignificant finding. In terms of strength of findings, half of the RCTs
found a statistically significant increase in contraceptives use. Overall, the studies
that we put the most confidence in are:

● Karra et al. 2019 in Sri Lanka found a 2.7 pp increase in IUD uptake which was
precise but non statistically significant (95% CI: 0-5.4).

● Saeed et al. 2008 in Pakistan found a 50.5 pp statistically significant increase
in use of any contraceptives (OR: 19.56, 95% CI: 11.65- 32.83).

● Tran et al. 2020 in DRC found a non statistically significant e�ect on use of
any contraceptives but a statistically significant result on increase in LARCs
(OR 4·47, 95% CI: 2·05–9·74).

● Dulli et al. 2016 found a statistically significant increase of 15 pp (95% CI:
4-26) in use of any modern contraceptives.

● Mangwi et al. 2015 found a non statistically significant increase of 3.4 pp
(p-value= 0.8)

● Vance et al. 2013 in Ghana and Zambia found a non statistically significant 1
and 4 pp increase in use of non-condom contraceptives.

● Bolam et al. 1998 in Nepal found a statistically significant 10.4 pp  increase in
use of contraceptive method.

It is worth noting that there is heterogeneity in contexts as well. Intervention types
range from adding prenatal counseling, a short information session after delivery,
and more intensive follow-up throughout the postpartum period. Follow-up
periods for outcome measurement range from right after delivery, at six weeks, or
up to one year after birth. There is some evidence of change in fertility from two out
of four studies reporting an e�ect on pregnancy rates [10][11]. The only RCT that
measured this outcome found a positive but insignificant result on both
contraception use and on pregnancy rates [12].
There is some more dated historical evidence that integrating postpartum family
planning counseling immediately after birth has led to a reduction in unwanted
pregnancies. A lot of governments also have policies to this e�ect as part of their
health system [13].
Our findings from the CEA method highlights that even when modeling an average
e�ect size discounted for evidence (4.7 pp), this is a promising intervention - the
second most cost-e�ective researched this year.

https://paperpile.com/c/0UdWPW/yU0d
https://paperpile.com/c/0UdWPW/fEAP
https://paperpile.com/c/0UdWPW/y753
https://paperpile.com/c/0UdWPW/TxbZ
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5.2    Limiting factor
Score: 4.8/10

Scale of the issue: The biggest limiting factor for this intervention is the scale of the
issue. This intervention can only reach women after a birth, which limits its reach to
a maximum of ~3% of the total population every year. Moreover, only women that
are in contact with the health facility can be o�ered this intervention. This means
they would either have to be delivering in a health facility setting or bring their child
for immunization, depending on the implementation strategy, to be receiving
family planning counseling during the postpartum period. This applies for 76% of
women giving birth in Ghana, for example [14], but can be much lower in other
countries in the same region (e.g. 60% in Cameroon [14].

Logistical bottleneck: The issue of scale could further be compounded by logistical
bottlenecks such as the need to have government and health facilities buy in to be
able to appoint sta� to conduct regular training at the facility. The training o�cer
themself would have to be well trained which slows down the scale-up process,
though we suspect one training o�cer could cover a fairly large amount of health
facilities (~50).

Counterfactual replaceability: Overall, counterfactual replaceability does not seem
to be a major issue. Although the field is more crowded than behavioral change
interventions, few organizations focus solely on postpartum women. The main
nonprofits specializing in this kind of program are Jhpiego and IntraHealth. The
other organizations in this space tend to work on a variety of issues within family
planning. Priority countries that seem to receive a lot of attention are Nigeria, DRC,
and Uganda. Less work is being done in Ghana, Benin, Angola, Senegal, and
Cameroon, though it could be that governments in these countries have already set
up national policies to integrate family planning with their maternal and
reproductive health services. However, we do not see evidence that the gaps in
unmet needs are filled, with still only 14% of women in Ghana [14] using
contraception at six months following birth and 23% at 12 months, and 10% and
16% in Benin [14]. These numbers indicate that more work could be done to address
unmet needs.

We dived deeper into our country of interest, Ghana, and looked at whether Jhipiego
had a strong presence there for postpartum care and family planning. The expert we
talked to from Jhipiego, Elaine Charurat, shared a document outlining the work of a
USAID project run by MCHIP and her organization between 2009 and 2014 that

https://paperpile.com/c/0UdWPW/PX3b
https://paperpile.com/c/0UdWPW/PX3b
https://paperpile.com/c/0UdWPW/PX3b
https://paperpile.com/c/0UdWPW/PX3b
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aimed to train nursing and midwifery students in schools across the country in
various aspects of maternal and child health including postpartum family planning.
According to the report, out of the $5 million invested in this project, about
$450,000 were dedicated to family planning training. Though they only assessed
the knowledge and skills of the students after the program, this was an at-scale
capacity building training aiming to be handed over to the government afterwards,
which could mean that PPFP is now part of the guidelines and systematically
provided. Now that the project has ended, it is not clear whether its impact was
sustained and the training of nurses and midwives continued at scale. Even if it did,
it does not rule out this intervention as a high-impact idea, but it could change our
estimated cost-e�ectiveness if we were to target a di�erent country or adjust our
expectations of counterfactual impact to be lower given what is already being done.

Funding availability: In terms of funding availability, this nonprofit idea could be
easier to find support for than other interventions because its goal overlaps closely
with maternal and reproductive health care goals. This means that entrepreneurs
could find funding from di�erent pools outside of family planning donors. We found
three foundations that have invested in postpartum family planning which might be
easier to reach than bilateral donors: The Merck for Mothers initiative, the Susan
Thompson Bu�ett Foundation, and the Packard Foundation.

Talent: For this nonprofit idea, team members should be well-connected and able
to coordinate with government health actors. Indeed, postpartum care and family
planning integration is very integrated into the public health system and could not
be implemented without government buy-in. Although it is not a specific skill, it
could be hard to find talent fulfilling these requirements. Looking through the
Jhpiego and FHI360 websites, we found that a few leadership positions within
postpartum family planning programs were vacant for a month or more. We believe
this could be an important limitation. We have uncertainties about this limiting
factor, and though it would be best to hire for this role internally, one alternative for
the co-founders could be to work through an existing nonprofit who works closely
with the government.

5.3    Execution di�culty
Score: 6/10

We believe the best implementation approach would be a form of counseling session
and contraceptives provision by health workers in the immediate postpartum
period. This means that the intervention would rely on the government facilities’

https://www.merckformothers.com/
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supplies of contraceptives. The co-founders will have to focus operations on
training sta� to deliver the counseling and tracking data on the woman’s
contraceptive choice such that the health system can provide quality follow-up.
This does not seem to be complex to implement. The main input would be training,
which means the co-founders can focus a lot of their attention on this component.
Despite the input being rather simple, there could be several challenges when
implementing this intervention, in particular for health workers that the training
may not be able to overcome:

● It could be challenging to get women to stay longer at health facilities, as this
study points out.

● The health facilities could be understa�ed, meaning that health workers do
not have time to provide family planning services on top of their usual duties.

An advantage of this intervention is that it would have short feedback loops. The
number of women choosing contraceptives after discharge can be tracked
immediately by the person conducting counseling, and collected by the training
o�cers when they visit the facility. The number of women who receive counseling
at all, which would inform on the implementation fidelity of the intervention, could
be monitored as well by conducting random samples of interviews with women
exiting the facilities. For following up on contraceptive use during the postpartum
period, data could be collected either through phone surveys or through tracking
women when they come back for postnatal care or immunization visits. Overall,
co-founders would have access to tools to get feedback on their program and track
their progress.

However, it could be di�cult to found an organization focused on this because of
the need to get the government buy-in to implement the program. Experts
emphasized the fact that although having an integrated policy in place is not
necessary to provide postpartum family planning counseling support in health
facilities, it will be important for credibility to have an agreement with public
authorities. This may be hard to get at first. One solution could be to partner with
private health facilities that do deliveries, even if it might not reach the most
in-need population at first, and so build a track record before approaching the
government. Another solution that we think could be the most promising at this
stage of the research is to find a nonprofit that already works closely with the
government and implement the project in partnership with them. Because of these
potential pathways, and the fact that there seems to be open technical groups that
the co-founders could join when starting their nonprofit, we think the chance of
obtaining a partnership could be quite high and estimate it to be around 70%. We
have uncertainties about this estimate in the context of COVID-19, as it could be

https://bmjopen.bmj.com/content/8/4/e018580
https://bmjopen.bmj.com/content/8/4/e018580
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that governments deprioritize new partnership at this time and more exploration
on opportunities will be needed to refine our views on this probability. Without such
a partner to help us obtain an agreement with the government, we think the
probability of success would be quite low at around 20%.

5.4    Externalities
Score: 6.3/10

Within family planning, this intervention is neutral or positive, as it could enhance
the impact of existing supplies and services in clinics by creating demand at a
critical time. It was indeed mentioned by an expert that postpartum family planning
in conservative societies is one of the least controversial ways to increase demand
(see conversation with Alison). For these reasons, women and relatives might be
quite receptive to information. Because the intervention relies on training health
workers, it could also improve regular family planning messaging and benefit
counseling given outside the postpartum period. This would be true if the same
health workers who work in maternal care also deliver regular family planning
services, which may not be the case in every facility.

Outside immediate family planning outcomes, our main concern with externalities
of this intervention is that postpartum women might be overwhelmed with
information about contraception at a time when they have to absorb a lot of key
information related to their newborn child. If this had a negative impact on a
woman’s knowledge of other good health behaviors, this could ultimately be
detrimental to her own health as well as her child’s. The HIP brief on integrating
immunization and family planning lists the studies which looked at immunization
outcomes and did not find a negative and statistically significant e�ect. This is not
generalizable to post-delivery but is still a good sign. There does not seem to be data
on the impact of immediate postpartum counseling and child health outcomes
which means we are still uncertain about this, but one of the studies we are most
confident in did not observe an e�ect despite a large statistically significant
increase in uptake for contraceptives and a light touch support for health workers
[8].

When it comes to the positive e�ect of birth spacing, however, there are several
reviews and many studies, which show that it has beneficial e�ects on infant
mortality and maternal health. Indeed, the WHO recommendation and several
pieces of evidence point to the increased risk of infant mortality for pregnancies
occurring less than 18 to 24 months [15], or even 36 months apart [16]. Given the

https://docs.google.com/document/d/1qDQBMnGmr2c9ulOikfC2ZB6wXIfXLPO7iMgPYXOcwyg/edit
https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-integration/
https://paperpile.com/c/0UdWPW/uIFA
https://paperpile.com/c/0UdWPW/ql0B
https://paperpile.com/c/0UdWPW/nfnY
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evidence of health benefits, we suspect overall the externalities on other aspects of
health to be positive and larger than for other interventions. When modeling the
impact of this intervention on health (DALYs) in our CEA, we have not included
these externalities, but we think there could be overlap in conditions a�ecting all
women and postpartum women.

Family planning outcomes could also a�ect economic growth. By reducing the
population, it could negatively a�ect the total productivity of the country. However,
at the individual level, there are income gains  and productivity gains from having
fewer children. We have not investigated these externalities in depth and remain
uncertain at this stage about their direction, but we may research them further at
the implementation report stage. As of now, we suspect there are household income
benefits of having fewer children which we have modeled in our CEA.

Additionally, this intervention would prevent a life from coming into existence,
which has very di�erent implications depending on one’s population ethics views.
For example, one may think that the value of preventing a life from coming into
existence is equal to the addition of all the happiness and su�ering that this being
would have experienced if they existed (see an application here). The application of
this view depends a lot on the approach taken to add happiness and su�ering, some
views putting more weight on one or the other for instance. However, according to a
person-a�ecting view, one cannot compare non-existing and existing individuals,
and the good and bad experienced throughout one’s life only have value for
someone who already exists. Under this view, preventing a life from coming into
existence would neither be good or bad; it would be neutral. We have not
investigated these externalities in depth and remain uncertain at this stage about
their direction, but we may research them further at the implementation report
stage.

Finally, we believe this intervention could have important positive externalities on
animal welfare. Increasing uptake for contraception and preventing unintended
births would reduce family sizes and their overall consumption in animal products.
A lifetime of consumption of these products leads to an considerable amount of
su�ering for animals raised in factory farms. Preventing unintended births
therefore indirectly decreases demand for these products, thereby decreasing the
number of animals raised for food. We have modeled these e�ects using CE’s
welfare points system in our CEA.

There are other outcomes we did not model. We listed those along with our rationale
for deprioritizing them in the supplementary report.

https://blog.givewell.org/2016/12/12/amf-population-ethics/
https://blog.givewell.org/2016/12/12/amf-population-ethics/
https://docs.google.com/spreadsheets/d/1dWzh0Se0nhbPxe2Ye3o-tr3BoOBtdiCbMkpPuw2rBFE/edit#gid=14772511
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
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6    Informed consideration:
Internal contemplations

In this stage, we analyzed all the data and insights gathered throughout the
previous steps in the research process. The most important conclusions from each
are summarized here, as are our team’s overall thoughts on postpartum family
planning services as an intervention.

6.1    Crucial considerations
This stage of the process informed us that the unmet needs for postpartum and
post-abortion family planning are greater than for the average population of
women of reproductive age, making this intervention an ideal opportunity to
increase uptake for contraceptives. We found little rigorous evidence as to why
women do not use contraception after these events. However, one study informed
us of common reasons for short-spaced births, including the existence of barriers
other than those we could hope to tackle with this intervention (e.g. desire to have
another child when the sex of the newborn child is a girl), which are important to
keep in mind when prioritizing the geography for this intervention.

The main update at this stage came from exploring the scale of the problem for
these two di�erent populations. Though the unmet family planning needs for
post-abortion women are very high, a quick calculation of the scale of the problem
led us to believe that the impact of targeting this population would be quite small.
Information about access to post-abortion care and abortion services in countries
where abortion is highly restricted updated us negatively on our ability as a
nonprofit to reach women in these situations. For these reasons we decided to rule
out post-abortion care family planning from the scope of our research into this
intervention.

We explored narrower variations of this intervention for specific periods within
postpartum but did not see clear signs that we should rule out or focus on one in
particular at this stage.

6.2    Expert views
At this stage, which occurred simultaneously with the weighted factor model and
the cost-e�ectiveness analysis, we reached out to practitioners leading NGOs,
managers of coordinating bodies, and researchers who have evaluated postpartum
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family planning services. Our goal was to get experts’ opinions on the promise of
this idea from the perspective of evidence base and execution di�culty.
We found a very high level of consensus among actors in this field, which was also
aligned with our informed consideration research and our understanding of the
issues described in the HIP briefs. With relation to the evidence, all experts agreed
that immediate postpartum was the most e�ective and evidence-based intervention
in this area compared to antenatal care of immunization integrations. Only one
expert (Stembile) expressed more skepticism towards the generalizability of the
research. All others shared the view that this is a highly proven program which can
be replicated in most contexts. In light of our weighted factor model on the strength
of the evidence we found our views to be closer to Stembile’s, given the
heterogeneity of results.

There was also a consensus among all experts that there is space for more actors.
They recommended collaborating with existing actors to fill the gaps and obtaining
government buy in.

This stage of the research helped us narrow down a way of modeling this
intervention in our cost-e�ectiveness analysis as well, through discussion around
NGOs’ experience and researchers’ intervention design. We took away from these
conversations that the ideal scenario is to train and support health workers in
providing counseling for family planning in the immediate postpartum period. They
advised us to add on messaging throughout the antenatal care period to ensure
women have time to process the information about their options and have made a
decision by the time they deliver. Two experts also emphasized the importance of
having the right amount of input to ensure impact and a rigorous monitoring
system on the ground to follow up on the implementation (Gwyneth and Stembile).
Though we did not model exactly how many times throughout the pregnancy and
postpartum period health workers would provide the service as it depends on
context, this led us to ensure that a large number of dedicated sta� for training and
support were modeled in our CEA (one full sta� managing 50 health facilities).

6.3    Weighted factor model
Overall, this intervention performed well under this methodology. Our weighted
factor model confirmed that the intervention’s strongest points are its evidence
base, its positive externalities on maternal and child health, as well as its immediate
feedback loops (measurement of contraceptive take-up right after birth). More
research into funders also led us to believe we might find more opportunities in this

https://docs.google.com/document/d/1ewMMVTKKo5NFw5woP0rXnr2Xfe-wIgPDtT3FfkRXnh8/edit
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space compared to other interventions, especially given its overlap with maternal
and child health funding.

The main weaknesses of this intervention relate to the scale of the issue and
potential di�culty of founding this charity idea. The total number of women we
could reach at scale is also limited by the number of women giving birth per year in
a facility, a smaller population overall than interventions looked at in the past. In
our CEA, this corresponded to a maximum of 300,000 women reached every year
after accounting for expected logistical bottlenecks and implementation challenges.
We found that our CEA estimate was particularly sensitive to this parameter too. It
is worth noting that though this limits the scale of this intervention, if the
intervention’s scope broadened to women up to 12 or even 18 months after delivery,
the total number of women reached could be larger and this would also lower the
cost-e�ectiveness estimate.

Although experts reassured us that training health workers to conduct family
planning counseling after delivery does not require a policy change and that there
are entry points to get in touch with ministries of health in countries of
implementation, it could still be challenging to get the necessary government
partnership to run this intervention. Even with a relatively high probability of
obtaining the partnership, at 70%, the overall odds of success for this project is
lower than interventions that do not require a partnership (<20% overall when
accounting for funding and execution success). We have remaining uncertainties
about the ease of hiring for in-country leadership positions as well, which might
reduce this probability of success. Two experts did point out progress in
understanding the importance of postpartum family planning and the increase in
political will for these sorts of integration which means this could be easier to push
for than we think if it is in a concrete  governments’ interest. However, given the
COVID-19 context, it could be perceived as a low priority.

6.4    Cost-e�ectiveness analysis
Overall, our analysis suggests that providing postpartum family planning services is
promising from a cost-e�ectiveness perspective.

We modeled the implementation of an immediate postpartum counseling session
that health workers would be trained for based on a partnership between the
nonprofit and the government in Ghana. We think this model could easily be
adapted to an integration with immunization services instead in the extended
postpartum if it was more relevant in the context. Under this model, we estimate
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the cost of preventing an unintended birth to be $67. When taking all
counterfactuals into account, the cost-e�ectiveness amounts to $122 per
unintended birth averted.

The factors that most a�ected this estimate and for which we have remaining
uncertainties are the probabilities of success for this intervention, which in the case
of execution success is a guess of how likely it would be for entrepreneurs to obtain
a partnership with a government; and the number of health facilities a field-based
sta� would be capable of coordinating with/providing training for.

6.5    Overall thoughts
All our research methodologies led us to have positive views of the impact a new
nonprofit could have in this space, and we recommend it for an incubated nonprofit
in 2020. Misconceptions about fertility and contraception needs after childbirth lead
postpartum women to use significantly less contraception than other women in
reproductive age on average. Strong evidence shows that integrating family
planning services with postpartum care reduces these unmet needs. According to
our analyses, this is the second most cost-e�ective way to reduce unintended births
out of our top interventions. The implementation of this program will be facilitated
by its focus on a relatively simple input: training and supervision; and can be
supported by a strong monitoring and evaluation system. The main factors that may
undermine the success of scaling this program are uncertainties around the
obtention of a government partnership, fundraising success, and the health
workers’ capacity to absorb additional tasks. Co-founders can find their way in by
collaborating with existing nonprofits in the space, and find gaps where they could
add the most value.

Supplemental information

Supplementary Report for All Family Planning CEAs: Cross-applicable
parameters

Postpartum Family Planning - Cost-e�ectiveness analysis
Postpartum Family Planning - Evidence Review and Meta-analysis

https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit#
https://docs.google.com/spreadsheets/d/1XkDq7SFmCn8iqSHutdldGuudzIODsD3QpcspjCRZ1as/edit#gid=0
https://docs.google.com/spreadsheets/d/1oBbPuzth5GS7bbQ49l8r_lXTEMXjW_tW9s02rQHD1AE/edit#gid=0


CE Research Report: Postpartum Family Planning Services, 2020 Page 46

References

1. Rutstein SO. E�ects of preceding birth intervals on neonatal, infant and under-five years
mortality and nutritional status in developing countries: evidence from the demographic
and health surveys. Int J Gynaecol Obstet. 2005;89 Suppl 1:S7–24.

2. Moore Z, Pfitzer A, Gubin R, Charurat E, Elliott L, Croft T. Missed opportunities for family
planning: an analysis of pregnancy risk and contraceptive method use among postpartum
women in 21 low- and middle-income countries. Contraception. 2015;92:31–9.

3. Family Planning and Immunization Integration | HIPs [Internet]. [cited 2020 Jul 6].
Available from:
https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-integr
ation/

4. Pimentel J, Ansari U, Omer K, Gidado Y, Baba MC, Andersson N, et al. Factors associated
with short birth interval in low- and middle-income countries: a systematic review. BMC
Pregnancy Childbirth. 2020;20:156.

5. Immediate Postpartum Family Planning | HIPs [Internet]. [cited 2020 Jul 5]. Available
from:
https://www.fphighimpactpractices.org/briefs/immediate-postpartum-family-planning/

6. Singh S, Remez L, Sedgh G, Kwokand L, Onda T. Abortion Worldwide 2017, uneven
progress and unequal access. 2018. New York: in Guttmacher Institute [Internet]. 2018;
Available from: https://www.guttmacher.org/report/abortion-worldwide-2017

7. Saeed GA, Fakhar S, Rahim F, Tabassum S. Change in trend of contraceptive
uptake--e�ect of educational leaflets and counseling. Contraception. 2008;77:377–81.

8. Dulli LS, Eichleay M, Rademacher K, Sortijas S, Nsengiyumva T. Meeting Postpartum
Women’s Family Planning Needs Through Integrated Family Planning and Immunization
Services: Results of a Cluster-Randomized Controlled Trial in Rwanda. Glob Health Sci Pract.
2016;4:73–86.

9. Ghana | Family Planning 2020 [Internet]. [cited 2020 Jul 6]. Available from:
http://www.familyplanning2020.org/ghana

10. Sebastian MP, Khan ME, Kumari K, Idnani R. Increasing postpartum contraception in
rural India: evaluation of a community-based behavior change communication intervention.
Int Perspect Sex Reprod Health. 2012;38:68–77.

11. Hardy E, Santos LC, Osis MJ, Carvalho G, Cecatti JG, Faúndes A. Contraceptive use and
pregnancy before and after introducing lactational amenorrhea (LAM) in a postpartum
program. Adv Contracept. 1998;14:59–68.

12. 3ie Development Evidence Portal [Internet]. 3IE. [cited 2020 Jul 6]. Available from:
https://developmentevidence.3ieimpact.org/search-result-details/impact-evaluation-repo
sitory/the-e�ect-of-prenatal-counselling-on-postpartum-family-planning-use-among-
early-postpartum-women-in-masindi-and-kiryandongo-districts-uganda/7088

13. Castadot RG, Sivin I, Reyes P, Alers JO, Chapple M, Russel J. The international postpartum
family planning program: eight years of experience. Rep Popul Fam Plann. 1975;1–53.

14. Track20 [Internet]. [cited 2020 Jul 6]. Available from:
http://www.track20.org/pages/data_analysis/in_depth/opportunities/PPFP.php

15. Conde-Agudelo A, Rosas-Bermudez A, Castaño F, Norton MH. E�ects of birth spacing on
maternal, perinatal, infant, and child health: a systematic review of causal mechanisms.

http://paperpile.com/b/0UdWPW/THSd
http://paperpile.com/b/0UdWPW/THSd
http://paperpile.com/b/0UdWPW/THSd
http://paperpile.com/b/0UdWPW/F22T
http://paperpile.com/b/0UdWPW/F22T
http://paperpile.com/b/0UdWPW/F22T
http://paperpile.com/b/0UdWPW/MzBT
http://paperpile.com/b/0UdWPW/MzBT
https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-integration/
https://www.fphighimpactpractices.org/briefs/family-planning-and-immunization-integration/
http://paperpile.com/b/0UdWPW/nYzu
http://paperpile.com/b/0UdWPW/nYzu
http://paperpile.com/b/0UdWPW/nYzu
http://paperpile.com/b/0UdWPW/18zZ
http://paperpile.com/b/0UdWPW/18zZ
https://www.fphighimpactpractices.org/briefs/immediate-postpartum-family-planning/
http://paperpile.com/b/0UdWPW/zNsK
http://paperpile.com/b/0UdWPW/zNsK
http://paperpile.com/b/0UdWPW/zNsK
https://www.guttmacher.org/report/abortion-worldwide-2017
http://paperpile.com/b/0UdWPW/x95l
http://paperpile.com/b/0UdWPW/x95l
http://paperpile.com/b/0UdWPW/uIFA
http://paperpile.com/b/0UdWPW/uIFA
http://paperpile.com/b/0UdWPW/uIFA
http://paperpile.com/b/0UdWPW/uIFA
http://paperpile.com/b/0UdWPW/QCqn
http://www.familyplanning2020.org/ghana
http://paperpile.com/b/0UdWPW/yU0d
http://paperpile.com/b/0UdWPW/yU0d
http://paperpile.com/b/0UdWPW/yU0d
http://paperpile.com/b/0UdWPW/fEAP
http://paperpile.com/b/0UdWPW/fEAP
http://paperpile.com/b/0UdWPW/fEAP
http://paperpile.com/b/0UdWPW/y753
https://developmentevidence.3ieimpact.org/search-result-details/impact-evaluation-repository/the-effect-of-prenatal-counselling-on-postpartum-family-planning-use-among-early-postpartum-women-in-masindi-and-kiryandongo-districts-uganda/7088
https://developmentevidence.3ieimpact.org/search-result-details/impact-evaluation-repository/the-effect-of-prenatal-counselling-on-postpartum-family-planning-use-among-early-postpartum-women-in-masindi-and-kiryandongo-districts-uganda/7088
https://developmentevidence.3ieimpact.org/search-result-details/impact-evaluation-repository/the-effect-of-prenatal-counselling-on-postpartum-family-planning-use-among-early-postpartum-women-in-masindi-and-kiryandongo-districts-uganda/7088
http://paperpile.com/b/0UdWPW/TxbZ
http://paperpile.com/b/0UdWPW/TxbZ
http://paperpile.com/b/0UdWPW/PX3b
http://www.track20.org/pages/data_analysis/in_depth/opportunities/PPFP.php
http://paperpile.com/b/0UdWPW/ql0B
http://paperpile.com/b/0UdWPW/ql0B


CE Research Report: Postpartum Family Planning Services, 2020 Page 47

Stud Fam Plann. 2012;43:93–114.

16. Molitoris J, Barclay K, Kolk M. When and Where Birth Spacing Matters for Child Survival:
An International Comparison Using the DHS. Demography. 2019;56:1349–70.

http://paperpile.com/b/0UdWPW/ql0B
http://paperpile.com/b/0UdWPW/nfnY
http://paperpile.com/b/0UdWPW/nfnY

