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Primary author: Juliette Finetti 
Review: Karolina Sarek & Erik Hausen 
Date of publication: October 2020 
Research period: 2020  
 
This is a summary report about distributing contraceptives through community 
health workers, a potential intervention in the field of family planning. Due to its 
low probability of success and limited evidence, we do not recommend this 
intervention. Consequently, less time has been spent polishing this report than 
those of our 2020 recommended interventions, which focus on postpartum family 
planning and mass media campaigns. All the ideas considered for family planning 
are listed in this spreadsheet. 
 
Thanks to Karolina Sarek for her guidance and support throughout this research; to 
Erik Hausen and Judith Rensing for reviewing the research; and to Antonia Shann, 
Urszula Zarosa, Fin Moorhouse, and Patrick Stadler for their contributions. We are 
also grateful to the experts who took the time to offer their thoughts on this 
research. 
 
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 effective 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://docs.google.com/document/u/2/d/1kZZPYdGAoUNp2md7ealIK4lfLlWB-XfJiRTmdl_o5AU/edit%23heading=h.x3aagu380sc
https://docs.google.com/document/u/2/d/1kZZPYdGAoUNp2md7ealIK4lfLlWB-XfJiRTmdl_o5AU/edit%23heading=h.x3aagu380sc
https://docs.google.com/document/d/1YfX1vr68iTUE4Az9bDxIxq-HCM2r8wIg0hhrfwn2K1Y/edit
https://docs.google.com/spreadsheets/d/1MSLRSC5sq_lGb9iSDQQyPxLy2Qdm60l0Ke3VcwliiiA/edit%23gid=0
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 different ideas consistent our methodology is uniform across all 
the different ideas. This results in reports that consider similar factors and questions in a 
similar way across different interventions, allowing them to be more easily compared. This 
is commonly used in other charity evaluations and encouraged in other fields.   
 
Cluster approach: Comparing different 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-effectiveness 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 different 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://tinyurl.com/y2hcj8mw
https://tinyurl.com/y2hcj8mw
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 is a form of mobile outreach that involves hiring and training local 
community members to deliver family planning services. CHWs’ delivery of family 
planning services can help overcome geographical and social barriers to using 
contraception, by reaching women in remote locations with lack of access to a 
health facility. CHWs can conduct screenings of contraception needs, deliver a 
variety of contraceptives, including injectables, and make referrals for some 
services like IUD insertion. 
 

Summary conclusion 

Ultimately, we do not recommend this intervention as a new charity idea in 2020. 
Our research suggests that this idea is not competitive with other interventions 
from multiple perspectives. It has low probability of success, limited evidence, 
weaker cost-effectiveness than our top ideas, and has high counterfactual 
replaceability due to some governments in target countries already planning to 
scale the program. However, we believe its strengths make it worthwhile to explore 
for actors already working closely with a government, in a context where the 
integration of contraception delivery is part of the community health agenda. 
 
The estimated cost-effectiveness is $228 per unintended birth averted. The low 
probability of success comes from the difficulty of obtaining a government 
partnership, informed by our conversation with an expert on the government 
approach to incorporating family planning in CHWs packages. We have remaining 
uncertainties about these parameters as they were estimated for a particular 
context, Côte d’Ivoire. Though we identified this country as being most promising, 
there could be others where this intervention is both more cost-effective and easier 
to scale up.  The evidence of effectiveness seems to be weaker than other 
interventions, with ten studies found dating on average to over ten years ago. The 
evidence base includes two RCTs with large sample sizes that found very different 
results. 
 
The main strengths of this intervention are that it could be easily implemented at a 
small scale provided entrepreneurs obtain a government partnership, and its 
feedback loops are relatively short. It would also provide information value in a 
growing field and seems to overcome important geographical and social barriers to 
contraception for women with high unmet needs for family planning. 
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The table below offers 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 24 of 188 
total ideas, scoring well in all areas.  

Full report 
Process 

Idea 
prioritization 
report 

After two hours of researching CHWs’ distribution of contraceptives 
through expert interviews, it was ranked as the 4th priority idea 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 one conversation we had 
about CHWs’ distribution of contraceptives with an expert at the previous 
stage. At this stage, the intervention had a low chance of becoming one of 
our recommended charity ideas (3-10%). 

Process 

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 explore considerations that could undermine the promise of 
this intervention. From this, we researched whether there are any 
opportunities to implement a community-based distribution of 
contraceptives. We found Côte d'Ivoire to be a promising context based on 
needs and CHWs network, although we had minor concerns about 
stockouts and potential overlap with other actors. Overall from this 
perspective, we viewed the promise of this intervention positively and 
would consider recommending it. 

Process 

Expert view 
(section 3.) 

After examining crucial considerations, we discussed the intervention with 
experts including leaders of NGOs implementing this program and 
researchers. During these conversations, experts expressed mixed views 
about the evidence, the difficulty of obtaining a government partnership, 
and the added value of a new actor in the space. 

Process 

Weighted 
factor model 

The next stage of our research involves a weighted factor model. We scored 
the intervention based on preset criteria and weightings. In this case, 

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
https://www.charityentrepreneurship.com/informed-consideration.html
https://www.charityentrepreneurship.com/expert-view.html
https://www.charityentrepreneurship.com/weighted-factor-model.html
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(section 4.)  CHWs’ distribution of contraceptives overall scored below average at 
24/50. The score can be broken down as follows, with the weighting of each 
criterion in parentheses: 5.3/10 for strength of the idea (2), 3.8/10 for 
limiting factors (1.5), 4.6/10 for execution difficulty (1), and 5.3/10 for 
externalities (0.5).  

Cost-effectiv
eness 
analysis 
(section 5.) 

In our cost-effectiveness analysis, we quantify impact in terms of dollar 
cost per unintended birth averted. Our findings suggest that CHWs’ 
distribution of contraceptives has a weaker cost-effectiveness than our top 
ideas, at a cost of ~$228 per unintended birth averted.  

Supplemen
tary report 
for CEAs 
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 offers overall thoughts on 
CHWs as an intervention. We do not recommend this idea due to its 
limited evidence and probability of obtaining a government 
partnership. 

Process 

Supporting 
report 

We conducted deeper research into the range of outcomes affected by an 
increase in contraceptive use, to model these effects consistently across 
interventions. Our approach and reasoning is explained in this 
supplementary report for all CEAs. 

Supplemen
tary report 
for CEAs 

 
 

   

https://www.charityentrepreneurship.com/blog/2020-top-charity-ideas
https://www.charityentrepreneurship.com/blog/2020-top-charity-ideas
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
https://www.charityentrepreneurship.com/cea.html
https://www.charityentrepreneurship.com/informed-consideration.html
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 have a positive view of this intervention but are not very optimistic that 
it could be recommended, as it ranked 11th at the idea sort stage and 4th at the 
prioritization stage. Even at these preliminary stages of the research, concerns were 
raised that we think will be crucial considerations. Our views on this intervention 
was mostly informed by our 20 min assessment and a conversation with an expert 
at the prioritization stage. 
 
We think it will score well on the informed consideration methodology, based on the 
barriers to contraception it tackles and the fact that we would have a counterfactual 
impact by improving government systems which is less often a focus of NGOs. We 
suspect the intervention will be middling from a cost-effectiveness perspective due 
to CHWs increasing uptake predominantly for short-term methods. The difficulty of 
founding and running the organization will likely reduce its WFM score. Finally, we 
believe experts will have mixed views on a charity working on this intervention. 
 
Subjective likelihood of recommendation:  

 
 

1.1   Informed consideration 
We suspect this intervention will score well under informed considerations as CHWs 
seem to be tackling key barriers to using contraception, both on the supply and 
demand side. On the coordination and strengthening side, there seems to be a lot of 
work to be done and gaps to be filled. This could be because this is a program most 
often run by governments and in which NGOs have not been involved as much.  
 

1.2   Cost-effectiveness  

We are quite uncertain about cost-effectiveness, though the one estimate we have 
come across (HIP brief) was quite promising, reporting one couple-years of 

https://docs.google.com/document/u/3/d/1HuTNJzFc2eMoLQD7su3XUdUHHCXrGKQnvedH7Z8xqO8/
https://docs.google.com/document/d/17uy_3gwSDyvKlbOAfcf9KZ8en8q2f8KBWFaFQjvgCHI/edit
https://www.fphighimpactpractices.org/briefs/community-health-workers/
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protection (CYP) or one year of estimated protection from contraceptive methods, 
for ~$14 spent. On the one hand, if the intervention uses existing infrastructure and 
staff of the government health system, it will be a fairly low-cost intervention while 
providing access to supplies. However, the effectiveness of the intervention on 
unintended pregnancies might be limited if CHWs provide mostly short-term 
contraceptives.  
 

1.3   Expert view 

We hope to talk to experts with very different perspectives: NGOs running CHWs 
networks, researchers, and policy makers. We expect them to have some 
disagreements about this intervention. Though we think there is consensus about 
the use of CHWs as a channel of health services delivery, we believe experts might 
disagree on the scope of CHWs’ responsibilities when it comes to contraception and 
family planning counseling. Experts at previous stages of the research warned us 
that though the distribution of some methods through CHWs is technically possible 
and has been proven effective, there is still some pushback due to the perception 
that CHWs are not skilled enough to do it. Another point of disagreement might be 
in the intervention approach, given that it could either involve creating a new 
network of CHWs or strengthening an existing one by integrating FP services. We 
suspect policy makers and NGOs running their own network might share different 
views from each other on this topic. Because of its nature, we think experts are less 
likely to advocate it as a charity idea. 
 

1.4   Weighted factor model 

We suspect this intervention will score averagely from the weighted factor model 
perspective. The expert we spoke with at the previous stage shared the view that 
there is evidence supporting the delivery of family planning services through CHWs 
and that there are gaps in terms of countries where the community-based public 
health system exists but could be strengthened. We suspect that because this is 
usually a government program, it will not be crowded by NGOs. Counterfactual 
replaceability thus will depend on the state of government systems and their recent 
progression toward integrating FP services.  
 
We think this will be a hard intervention to execute. It requires more than training 
CHWs if supplies need to be linked and they have never conducted FP screening 
before, and could be hard to found if there is no political support for integration. 
Finally, we think it will cover a large share of the population as lack of access to 
health facilities is a significant issue in a lot of low- and middle-income countries. 
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2    Informed consideration:  
       Crucial considerations 
This section summarizes our research into crucial considerations for this 
intervention.  
 
Summary: Since countries with existing CHWs programs seem most promising for 
this intervention, we explored the state of current CHWs programs in countries 
appearing both on the Community Road Map’s country profiles framework and our 
priority countries to try and get a sense of how a new charity could strengthen these 
programs. We also considered whether adding family planning screening and 
delivery to the workload of these existing CHWs would negatively affect the work 
already being done on other important health interventions (e.g. vaccinations for 
children). We relied heavily on the USAID High Impact Practices Brief around this 
topic, as we find that it touches upon a lot of crucial considerations and is very 
comprehensive.  
 

2.1   What work is currently being done in our priority 
countries by CHWs? 
We explored countries that are both of priority to us, and in the Community Road 
Map’s country profiles framework, as this is an indication that community health 
systems are on their agenda. Our priority countries were selected because they have 
the highest family planning needs based on indicators like fertility rates, 
contraceptives use, or percentage of women in reproductive age with unmet needs 
for family planning. These include Ghana, Senegal, Sierra Leone, Angola, DR Congo, 
Benin, Nigeria, Côte d'Ivoire, and Cameroon. 
 
Côte d'Ivoire had 14,556 CHWs in 2019. These CHWs offer the following services: 
interventions to reduce morbidity and mortality of children aged 0-5 and pregnant 
women, and interventions to reduce the prevalence of HIV and related diseases 
(tuberculosis, STIs, cervical cancer) [1].  
 
The Democratic Republic of the Congo (DRC) had 226,235 CHWs in 2019. These 
CHWs conduct the following activities in the communities: case management of 
diarrhea, pneumonia, malaria, and malnutrition; strengthening of referral and 
counter-referral systems between the community and facility levels; and 
sensitization and community-based family planning services [2].  

https://static1.squarespace.com/static/5bb6ac499d4149304f7ef3f5/t/5bc0eb1d652dea62336e2d4e/1539369758961/Identification+of+initial+countries.pdf
https://www.fphighimpactpractices.org/briefs/community-health-workers/
https://static1.squarespace.com/static/5bb6ac499d4149304f7ef3f5/t/5bc0eb1d652dea62336e2d4e/1539369758961/Identification+of+initial+countries.pdf
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● You can read more about the family planning services provided by these 
CHWs in Advancing Partners & Communities’ (APC) country profile. 

 
Uganda had ~179,000 volunteer Village Health Teams (VHTs) in 2019 and is piloting 
a Community Health Extension Worker (CHEW) cadre to complement these VHTs. 
These volunteers offer the following services: Integrated community case 
management (iCCM+) and control of communicable disease (malaria, TB, HIV, 
NTDs); maternal and child health (MCH) care services; water, sanitation, and 
hygiene (WASH); health promotion; and community health service management. It 
has been proposed that CHEWs will offer the following services: control of 
communicable disease (malaria, TB, HIV, NTDs); prevention and control of 
non-communicable diseases; MCH services; WASH; health promotion; community 
health service management; first aid; disaster management; and data management 
[3].  

● You can read more about the family planning services provided by these 
CHWs in Advancing Partners & Communities’ (APC) country profile 

 
From this, it seems that Côte d'Ivoire could be the most promising country to work 
in as both the DRC and Uganda already have CHWs providing family planning 
services.  
 

2.2   What method of delivery would be best for this 
intervention? 
The CHWs currently working in Côte d'Ivoire are managed by the Ministry of Health 
and Public Hygiene. As the government already manages these CHWs, this new 
charity wouldn’t need to hire new CHWs. They would just need to train existing 
CHWs to conduct screenings of contraception needs and deliver a variety of 
contraceptives. It is likely that the government would be on board with this as they 
committed to “Include the distribution of contraceptive products in the minimum 
package of activities of 4,000 community health workers by 2020” in their FP2020 
commitment of 2017 [4], but there is no evidence that they have made any progress 
on this (e.g. in Community Health Roadmap’s country profile from September 2019 
[1], family planning was not one of the listed services offered by CHWs at any level).  
 

2.3   What barriers to contraception exist in Côte d’Ivoire? 
Geographic barriers 

CHWs are a particularly promising intervention as they can address geographic 
access barriers. These barriers are usually a result of trained medical staff being 

https://www.advancingpartners.org/sites/default/files/catalog/profiles/drc_chs_catalog_profile_0.pdf
https://paperpile.com/c/31CjFk/kBmoN
https://www.advancingpartners.org/sites/default/files/catalog/profiles/uganda_chs_catalog_profile.pdf
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concentrated in the wealthier, urban areas, and the resulting health worker 
shortage in rural areas.  
 
In Côte d'Ivoire, the most dominant source of family planning services is the private 
sector with 56% of women obtaining their method from a private sector source, 
mainly pharmacies and shops. As the private commercial sector is less present in 
rural areas, CHWs workers could be one of the best ways to reach these women with 
an unmet need for contraception. 

 

 
Source: Côte d'Ivoire Private Sector Assessment: Family Planning 

https://shopsplusproject.org/sites/default/files/resources/C%C3%B4te%20d%E2%80%99Ivoire%20Private%20Health%20Sector%20Assessment_%20Family%20Planning_0.pdf
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Social barriers 

CHWs can address the social barriers that inhibit family planning use by providing a 
bridge between individuals and communities and the health system. For example, in 
Uganda and Ethiopia, a greater percentage of clients of CHWs were unmarried than 
clients at clinics [5] [6], and in Sierra Leone, nearly a third of clients receiving 
injectable contraception from CHWs were 18 years of age or younger [7]. 
 
In Côte d’Ivoire, the use of contraception by unmarried women and youth is very 
negatively perceived, which encourages them to use the private sector [8]. As 
discussed above, however, these private-sector options are less readily available for 
rural communities. Therefore CHWs could help bridge this social gap and 
geographical barrier as mentioned above.  
 

2.4   Is there adequate stock for CHWs? 
When looking at FP2020’s core indicators we can find the percentage of facilities 
stocked out, by method offered, on any given day in Côte d'Ivoire [9]. This can be 
found in the table below: 
 

Permanent  Long-acting  Short term 

Female 
sterilization 

Male 
sterilization 

IUD  Implant  Injectables  Pill  Condom 
(male) 

Condom 
(female) 

Emergency 
contraception 

4.4%  4.4%  23.1%  14.3%  11.0%  21.4%  31.3%  28.0%  31.3% 

 
The methods in bold are those that make up 25% or more of the method mix in Côte 
d'Ivoire, with the oral contraceptive pill being the most popular method.  
 
From this, we would expect that stock-outs will be an issue for this intervention. 
Compounding the problem, it is likely that CHWs will experience stock-outs more 
often than the facilities analyzed in the data above as the supply chain is longer for 
CHWs than it is for these facilities. 
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2.5   What contraceptive methods can CHWs 
administer/provide? 
This differs from country to country but in general, CHWs are best placed to 
administer/provide short-term contraception. They can offer advice on all methods 
and will offer referrals for the longer-acting or permanent methods of 
contraception. In the table below we summarize the availability of contraceptive 
methods administered/provided by CHWs in the 25 countries that Advancing 
Partners & Communities have written country profiles on (so that, for example, 
100% denotes that all countries with a country profile offer this method). The full 
data set can be found here.  
 

Condoms  CycleBeads  Emergency 
contraception 

Implants  Injectables  IUDs  Pills  Permanent 
methods 

100%  40%  40%  16%  80%  12%  100%  0% 

 
 

2.6   Are other organizations working here? 
Existing organizations working with CHWs can be found in Community Health 
Roadmap’s Côte d'Ivoire profile. None of these organizations are currently working 
on family planning.  
 
“Contraceptive products in Côte d’Ivoire can be categorized into social and 
commercial brands. Socially marketed brands are typically subsidized by donors and 
developed and distributed by NGOs through wholesalers to pharmacies and through 
direct offering to clinics. In Côte d’Ivoire, there are three social marketers: AIMAS, 
DKT, and PSI, and numerous commercial pharmaceutical companies and brands.” 
Contraceptive pills are the most popular birth control method and 90% of the 
market belongs to Confiance, a socially marketed brand [8].  
 
Côte d'Ivoire was one of the countries in which Development Media International 
(DMI) ran television and radio adverts as part of their 2017/2018 West Africa 
campaign [10]. Although this project is pending final evaluation, we think it is likely 
that Côte d'Ivoire will be among DMI’s list of priority countries for a future 
campaign as it is a Francophone West African country and DMI has preexisting 
French-language materials. Although these interventions are on the demand side 
and CHWs are a supply-side intervention as they seek to increase access, this is a 
slight negative update in terms of counterfactual replaceability. That DMI may work 

https://docs.google.com/spreadsheets/d/1La0SDaxJjFLEtKm5juC7tYq3AA5elqMFj4IZJfuGF3Y/edit?usp=sharing
https://static1.squarespace.com/static/5bb6ac499d4149304f7ef3f5/t/5d74a515df09514a978d5d01/1567925527105/Cote-d-Ivoire-20190905-1.pdf
https://static1.squarespace.com/static/5bb6ac499d4149304f7ef3f5/t/5d74a515df09514a978d5d01/1567925527105/Cote-d-Ivoire-20190905-1.pdf
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in Côte d'Ivoire in the future is also a negative update for funding availability. We 
could imagine a case in which a donor might want to fund a family planning 
intervention in Côte d'Ivoire specifically, and it seems likely that they would choose 
to fund DMI as an established, GiveWell standout charity over a new charity.  
 
As mentioned above, the Ministry of Health and Public Hygiene has committed to 
“Include the distribution of contraceptive products in the minimum package of 
activities of 4,000 community health workers by 2020.” Although they do not seem 
to have made progress on this yet, the intention might reduce our assessment of the 
counterfactual impact of this intervention.  
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3    Expert view 

This section summarizes conversations between the lead researcher and leaders of 
nonprofits implementing this program and researchers.  
 
Summary: On the evidence, one of the two experts asked about this mentioned that 
the evidence was not strong. The second referred to pilot evidence from an 
implementation report. This reinforced our belief that the evidence is not as strong 
as other interventions we have reviewed in depth, for which there was clearer 
consensus. Experts concurred working through government CHWs is most 
cost-effective and sustainable. There was also consensus that CHWs can distribute 
short-term methods, and that injectables such as Sayana Press seem particularly 
promising, but that the condition for this intervention to work is to have well 
trained CHWs.  They highlighted that a lot of organizations are doing work on this. 
 
We spoke with another expert who preferred not to share the summary of the 
conversation here. Although the information cannot be fully shared here, it is 
important for the reader to note that this conversation updated us negatively 
toward the likelihood of obtaining a government partnership. 
 

Anonymous implementing partners based in Uganda 
 
Summary: One of the implementing partners in Uganda expressed positive views on 
the idea of working with a government CHWs system. They explained that existing 
government CHWs cover a relatively large geographical area, and integration is 
effective as most of them are already providing other services. They noted that 
initial training might be relatively expensive since training of village health teams 
takes a longer period of about 7 days, but subsequently this will be cheaper as they 
will work within the existing structures.  
 
One of the implementing partners shared their experience of scaling up the 
distribution of Sayana Press in various countries. They indicated that Uganda is a 
success story. A policy was launched to allow CHWs to deliver short-term 
contraceptives (pills, condoms, and injectables including DMPA-IM and 
DMPA-SC/Sayana Press), and found impressive results in terms of uptake among 
women who had never used family planning. PATH and other partners including the 
Clinton Health Access Initiative (CHAI), FHI 360, and Living Goods worked under 
the leadership of the Ministry of Health to implement the pilot introduction and 
scale-up of Sayana Press in the context of a full method mix. In Uganda, 

https://livinggoods.org/
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Self-Injection has been approved by the Ministry of Health and is at the stage of 
being scaled up. 
 
It was recommended that we work where there is a CHWs system and a policy 
framework that allows CHWs to deliver this kind of service. In terms of input, the 
two experts emphasized training as a key approach to help the CHWs services. In 
particular, they recommended approaching the Ministry of Health through working 
groups and training national and subnational trainers so that the project is 
sustainable. Additionally, they referred to linkages between CHWs and health 
facilities as well as data collection support as useful input to help the service 
delivery. Finally, they cautioned us to ensure CHWs are attached to health facilities 
and supported to do their work. It is also important to verify that there are no supply 
chain constraints not only at the national but the local level, and that we work with 
existing structures and understand government priorities.   

 
Anonymous researcher 
 
Summary: The researcher shared the view that the evidence was not strong enough 
to say that the effect will be generalizable across geographies, and mentioned that 
the success of CHWs will be very country-specific as they need to have strong 
government support and buy-in to be sustainable. They emphasized that CHWs 
need to be hired by the government as paraprofessionals, not just by NGOs. They 
explained that they know of CHW programs that have collapsed multiple times 
when they were only funded by NGOs, who then lost their funding. 
 
They shared documents on implementation approaches that may be most effective 
and highlighted that appropriately-trained CHWs can safely provide injectables, 
pills (including emergency contraception), patches, rings, condoms, and cycle 
beads.  They expressed concerns about them offering implants as removal can be 
difficult and require higher levels of technical skill and knowledge to manage 
complications. IUDs definitely cannot be provided by CHWs. 
 
They were uncertain about the added value of another actor entering the space, 
mentioning that not enough work has been done, but that organizations like FHI 
360 and other organizations cited in the USAID brief are doing a lot of work in this 
area. 
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4    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 not promising according to our weighted 
factor analysis, scoring below average at 23 out of 50 in total. It scored average on 
strength of the idea and externalities (5.3/10 for each), and scored below average on 
limiting factor (3.8/10) and execution difficulty (4.3/10).  
 
Its main strengths are its short feedback loops and its benefits for the family 
planning field in terms of reaching the most underserved communities and 
providing information about the feasibility of community-based distribution. The 
main weakness of delivering contraceptives through CHWs is the limited number of 
rigorous studies proving its effectiveness at facilitating uptake. The other weakest 
aspect of this intervention relates to limiting factors. The main concerns here are 
logistical bottlenecks of training community health workers at scale on tasks that 
they may not be qualified to perform, the target country’s government’s plans to 
roll it out, and the size of the population covered by each community worker. The 
need for a government partnership also makes this intervention harder to found. We 
are concerned that community based contraception delivery may not be of high 
priority in the current environment, which lowers the chance that such a 
partnership can be obtained.   
 
The graphic below shows the intervention’s score out of ten on each criterion. Width 
of the bars reflects the weight accorded the criterion within the overall score of 
23/50: 
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4.1   Strength of the idea 

Score: 5.3/10 
 
The impact evaluation evidence on this intervention is limited. We found 14 studies 
among which three were RCTs, two high quality systematic reviews, and one lower 
quality systematic review (summary sheet here). Compared to other interventions 
assessed so far, the evidence base for this intervention is much older, with five of 
the studies found released in 2005 or earlier. Because of this, we expect these 
studies to be less generalizable to our context.  
In terms of effectiveness, the studies we put the most confidence in found quite 
small effect sizes, and are difficult to interpret as they do not always have a relevant 
control group: 

● Lemani et al. (2017): RCT comparing training CHWs to deliver regular family 
planning services compared to family planning couples counseling found a 
3.2pp increase (insignificant) 

● Lutalo et al. (2010): RCT comparing community volunteers training to deliver 
family planning vs no community-based program found a 0.9pp statistically 
significant increase (p-value<0.01) 

● Burke et al. (2018): RCT comparing the distribution of self-injectables Sayana 
Press with control communities have family planning services and have 
established community-based distribution programmes already. They found 
a 30% higher likelihood of continuation. Given that it did not isolate the 
effect of CHWs but the availability of a particular type of contraceptive, we 
did not include this study in our analysis but consider it supporting evidence. 

 
We did find that Lutatlo et al. (2010) reported a statistically significant increase in 
pregnancy rates, although the effect size found was small. This could indicate that 
the effect may have decreased over time as outcomes were measured at 2-3  years 
post-intervention, such that when it was measured it was small in size, but had 
been high the first year of implementation leading to effects on pregnancy rates. 
This, along with a very precise estimate and a more comparable control group, 
increase the weight that we put on this study compared to the other two.  
 
We also reviewed GiveWell’s research on Sayana Press. It seems that even though 
the evidence for its effectiveness as a contraceptive is strong, they have not yet 
identified rigorous evaluation of its effectiveness in the context of an NGO 
distribution. This reinforces our view that the evidence is still too limited to be 
considered generalizable. 

https://docs.google.com/spreadsheets/d/1Kd_9A6Y3p7NJ6WiEeIzjvdH1p3n1rdUta_b7ynLZtWQ/edit?usp=sharing
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Although this seems initially promising, we do not expect that this intervention will 
be highly cost-effective as the reach per CHW is quite small. We expect this to be 
250-500 people based on our exchanges with an anonymous expert, which will 
decrease the expected cost-effectiveness. These CHWs will need training officers 
and supervisors and therefore the more CHWs that are needed, the further the 
decrease in expected cost-effectiveness.  

 

4.2   Limiting factor 
Score: 3.8/10 
 
Counterfactual replaceability is an important limiting factor for this intervention, as 
we would be working to speed up the process of integrating family planning 
services in the CHWs system rather than implementing something that would not 
have occurred without us (see informed consideration). It is also possible that by 
supporting this integration process, we improve the impact of CHWs for future 
years, even if the government would have run it independently.  
In terms of other organizations working in the country, our learning from the 
informed consideration section was that there are a lot of actors involved with 
community delivery of family planning services, though they either focus on 
another aspect of CHWs’ role (other health issues), or it is one out of many of their 
activities in the country.  
 
At the weighted factor model stage, we dug further into the landscape of actors to 
identify organizations that would have the same focus as we would in this space. 
Some of the main leaders relevant to this space are Living Goods (managing 
networks of CHWs), Integrate Health (working towards the integration of different 
health services at the primary health care level), and IntraHealth (working more 
broadly on several aspect of supply side and access such as integration of health 
services, performance of health workers, community health workers distribution 
and referrals, supply chain etc). We did not find signs that Living Goods and 
Integrate Health were working or planning to expand to Côte d'Ivoire, however 
IntraHealth seems to be closely involved with the issues we would want to work 
on in the country. Though we do not know the extent to which they are involved 
and the scale of their reach, this affects our view of counterfactual replaceability.  
 
Other organizations that could have a similar role as we would in the country from 
the Ouagadougou Partnership map include Kaizen Institute - Africa, consulting 
country actors on supply chain strengthening; Equilibres et Populations, working 

https://livinggoods.org/
https://integratehealth.org/what-we-do/
https://www.intrahealth.org/topics/family-planning-reproductive-health
https://map.partenariatouaga.org/
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on increasing access (though their annual report does not point at activities focused 
on CHWs [11]); and Abt. Associates providing technical assistance. These actors did 
not appear to have a major role in training CHWs in the country. 
 
There are a few countries where entrepreneurs could advocate for the delivery of 
contraceptives by health workers. In Côte d'Ivoire, identified as a promising country 
from the informed consideration stage, entrepreneurs could advocate for an 
integration of family planning to CHWs’ responsibilities. Outside of this country, 
there seems to be space for more CHW support to deliver family planning services in 
our priority countries. In Ghana for example, the system seems to be functioning 
well and FP services are already part of the government guidelines for CHW 
responsibilities. However, in practice only 50% of them deliver these services [12]. 
Though we have not read country assessments in detail, this could be true for other 
countries in the region where CHWs have already adopted FP such as Senegal and 
Benin (see map). This leads us to believe the issue of access still concerns these 
geographies and this intervention, though under a different form (i.e. focusing more 
on system improvements), could be scaled widely. 
 
Within Côte d’Ivoire, we found through the IC research that a large proportion of 
the population in rural areas have unmet needs for family planning. The total 
number of women in reproductive age who have unmet needs for family planning 
and are living in rural areas with lack of access to facilities and private sector 
providers is 665,800 [13]. Assuming that we can get between half to 70% of the 
CHWs to deliver family planning at scale once the government is on board and we 
have full capacity, and that they themselves cover between half to 70% of the 
population (informed guess from a neighboring country Ghana, where a study of 
CHWs shows that 57% of facilities surveyed report supporting CHWs [12] and we 
expect them to be more likely to be deployed in rural areas), we could reach between 
150,000 and 350,000 women a year with unmet needs for family planning. This is a 
relatively small reach within one country. 
 
In addition to scale, we think other bottlenecks will limit the scale of this 
intervention. For this charity idea, the key talent needed will be well connected 
people able to coordinate with national and regional health authorities. Indeed, 
because CHW networks are run by the government, we would have to obtain public 
sector buy-in to train and link them with family planning supplies. Although it is 
not a specific skill, it could be hard to find. We believe this could be an important 
limitation, especially since a lot of organizations are working in the space of 
community based health delivery, creating competition for hiring. 
 

http://equipop.org/wp-content/uploads/2019/11/Activity-Report-2018-web-1.pdf
https://paperpile.com/c/31CjFk/tXTg
https://www.advancingpartners.org/resources/chsc
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The second bottleneck is logistical. This intervention requires coordinating with a 
large number of actors at different levels (district, regional, national) and across 
sectors working under the ministry of health. Ideally, we could train the supervisors 
of the CHWs to then train the CHWs on family planning, limiting the coordination 
efforts. However, even with this training system, close monitoring of CHWs will be 
needed and may slow down the scale-up. 
 
We have not researched funding availability in great depth. We suspect funding for 
community-based delivery of health services generally receives high attention from 
funders and this is less likely than other interventions to be a limiting factor. Since 
the channel of delivery overlaps with other aspects of health, entrepreneurs could 
fundraise from a variety of funding sources as well. We also believe that this is the 
type of intervention that would in the future be progressively taken over by the 
government. Once the scale-up has been accomplished and systems are in place, 
expenses required to maintain the program will be low. 

 

4.3   Execution difficulty 
Score: 4.6/10 
Overall, this intervention seems average in terms of difficulty to run, being low 
input (mainly training) but working within the complex system of community 
health care delivery. It seems to be generally hard to found due to the necessity of 
government buy-in to implement the program at any scale.  
 
Most of the input required for this intervention to work will be provided by the 
government: supplies, CHWs staff, transport cost of the CHWs. For this reason, we 
suspect it will be hard to convince the government to let us support the integration 
of family planning services because our contribution will be minimal from their 
perspective. Even though our country of focus here, Côte d’Ivoire, committed to this 
integration and has been evaluated as having the necessary financing capacities 
[14], we did not find evidence of a move toward that direction and this could be 
partly explained by the prioritization of other areas of community health. This was 
confirmed by a survey of perceptions of policy makers specialized in community 
health highlighting that policy makers are more likely to find family planning not 
important (8.6% compared to 2.8% on average across health issues), and less likely 
to find it critical (58% compared to 71.2% average) [15]. 
 
We found some anecdotal evidence that this sort of integration at the community 
health level was achieved by NGOs in the past. However, we have not systematically 
assessed the success rates because CHWs often involve a great number of 

https://paperpile.com/c/31CjFk/OKiK
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6379925/
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stakeholders and it would be hard to know who to attribute the impact to. The 
example was of University Research Co in Benin [16]: “In Benin, for example, our 
work has expanded family planning counseling in health facilities and trained 
community leaders to promote family planning in their communities. Through initiatives 
such as the Translating Research into Action Project, URC supports research to elevate the 
global discussion around how implementers can use evidence to scale up these kinds of 
successes.” 
 
From the checklist found on the CH coalition website, it seems like the component 
the NGO would be in charge of would be relatively easy to implement because they 
do not require high input (e.g. training and data collection). Though the main input 
would be training CHWs or their supervisors in providing family planning 
counseling, CHWs systems are complex and very resource constrained in terms of 
the number of tasks community workers are asked to perform, so we may need to 
provide additional support based on needs and issues in the context. We found an 
empirical study reporting the different challenges faced by CHWs systems in three 
different contexts, and a USAID matrix report for a checklist of important 
components for a CHWs system to be functional. These resources highlighted 
challenges in the management of supply flow between the workers and the health 
facilities. This can be related to the communication system being dysfunctional, 
lack of convenient and affordable transports (also mentioned as a challenge in this 
study), lack of availability of mobile storage for the person to carry the supplies, and 
finally the fact that in some settings the CHWs might not be paid but volunteers, or 
their incentives may be very low, which means it will be hard for them to own their 
new responsibilities and implement well enough that there is high uptake of FP 
services.  
 
In face of these challenges, the most generic and valuable support we could provide 
aside from training is conducting M&E on the implementation of the family 
planning component, and feeding data to public health authorities so that there is 
ongoing improvement on the implementation. 
 
Aside from these challenges, there seems to be a lot of content available to help 
design and run this intervention well, such as the Community Health Impact 
Coalition resources. At a previous stage of the research, the founder of this 
organization pointed to the fact that there is research and implementation science 
available but gaps in use of these resources or considerations for evidence-based 
design : “There is a lot of evidence demonstrating that CHWs can deliver health 
interventions effectively, and that they increase access and lower the cost of care. Poor 
system design and implementation at a larger scale, however, often mean CHWs are not 

https://chwimpact.org/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4267090/
https://www.usaid.gov/sites/default/files/documents/1864/CHW_AIM_Updated_Program_Functionality_Matrix_2018_508_final.pdf
https://gh.bmj.com/content/4/4/e001388%23boxed-text-2
https://chwimpact.org/research-round-up
https://chwimpact.org/research-round-up
https://www.charityentrepreneurship.com/blog/top-family-planning-charity-ideas-were-researching-in-2020-idea-prioritization-report
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given the support they need to perform. As a result, rigorous evaluations of national-scale 
programs reveal poor access, low quality, and zero mortality impact. This is true even 
when the intervention delivered by CHWs is evidence-based, as the implementation 
science aspect is often neglected by academics, NGOs, and policy makers.” (summary of 
conversation with Madeleine Ballard) 
 
Feedback loops for this intervention are short: entrepreneurs could find out 
whether they can get the government partnership within their first year, and the 
idea can be stopped if this stage is not successful. It would be a question of weeks for 
measuring uptake different contraceptives as a follow-up of the CHWs visits. 
However, we are unsure at this stage how much of the effect is driven by increase in 
LARCs use, which we expect has a slightly longer timeframe of effects depending on 
if CHWs are trained and authorized to provide these services themselves or if they 
simply refer women to health facilities. 

 

4.4   Externalities 
Score: 5.3/10 
 
This intervention could have positive externalities within family planning, as it 
could enhance services provided in health facilities in two ways. First, it could be 
that women in remote areas receive family planning counseling from the CHWs for 
the first time. Accessing it in the community setting may make them more likely to 
want to use facility-based services even if these are far away. Secondly, the CHWs 
may also be able to refer them to the facility for long-term contraceptives. 
 
In terms of externalities outside family planning, there could be both negative and 
positive externalities on other aspects of health. This uncertainty stems from the 
fact that CHWs have a very large number of tasks and responsibilities in terms of 
community health (see figure below from [17]). This could mean that while 
targeting the people who need care the most (such as pregnant women or new 
mothers), CHWs would target women who could benefit most from family planning 
counseling, as spacing births leads to health benefits [18]. However, it could also 
mean that providing family planning counseling and supplies takes away time that 
would have otherwise been spent providing other types of health counseling.  

https://docs.google.com/document/d/17uy_3gwSDyvKlbOAfcf9KZ8en8q2f8KBWFaFQjvgCHI/edit
https://docs.google.com/document/d/17uy_3gwSDyvKlbOAfcf9KZ8en8q2f8KBWFaFQjvgCHI/edit
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Family planning outcomes could also affect economic growth. By reducing the 
population, it could negatively affect 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 different 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 suffering that this being 
would have experienced if they existed (see an application here [19]). The 
application of this view depends a lot on the approach taken to add happiness and 
suffering, some views putting more weight on one or the other for instance. 
However, according to a person-affecting 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 

https://blog.givewell.org/2016/12/12/amf-population-ethics/
https://blog.givewell.org/2016/12/12/amf-population-ethics/
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about their direction. 
 
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 
suffering 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 effects using CE’s 
welfare points system in our CEA (discussed in the following section of this report). 
 
There are other outcomes we did not model. We list these along with our rationale 
for deprioritizing them in the supplementary report.   

https://docs.google.com/spreadsheets/d/1dWzh0Se0nhbPxe2Ye3o-tr3BoOBtdiCbMkpPuw2rBFE/edit%23gid=14772511
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit%23
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5    Cost-effectiveness analysis (CEA) 

This section summarizes the method and findings from the cost-effectiveness 
analysis of this intervention. It goes over the scenarios we have modeled, our 
estimation of costs and effects, the main affecting factors, and the model’s 
limitations. 
 

5.1   Overview 
Our analysis suggests that the cost-effectiveness of distributing contraceptives 
through CHWs is weaker than our top ideas. We modelled our intervention to be 
advocating for an integration of family planning services to the government 
community workers in Côte d'Ivoire and supporting its roll-out through training 
and M&E. Under this scenario, the cost of averting an unintended birth was ~$228. 
When taking funding counterfactuals into account, this estimate was negative due 
to the budget being small in size, making it more likely to be affected by a small 
percentage of funding taken away from highly effective charities.  
 
Key parameters of this analysis include the effectiveness of the intervention, 
estimated to be a 3 percentage points increase in contraceptive use, and the yearly 
budget, amounting to $300,000. 
 
The key assumption underlying this model is that the entrepreneurs would have the 
ability to scale this intervention to about 50% of the CHWs under a government 
partnership, with a probability of success of 8%. The likelihood of obtaining the 
government partnership itself is 20%.  
 
The model is particularly sensitive to a number of highly uncertain factors. This 
includes the effect size of the intervention, the number of people actually covered 
by each CHWs, and the number of training officers needed for each CHW. 
 
Table 2: Summary of CEA models  

Model 
$ per additional user of 

contraception 
$ per unintended birth 

averted 

Google Sheets 
CEA model (link)  

$45  $228 

Taking into account all 
counterfactual costs* 

N/A  -$523 

https://docs.google.com/spreadsheets/d/1H1Q9Iln3O1AVJChJKgaWftgzG5mQCfDcXpKf6eXZZLk/edit%23gid=1881231587
https://docs.google.com/spreadsheets/d/1H1Q9Iln3O1AVJChJKgaWftgzG5mQCfDcXpKf6eXZZLk/edit%23gid=1881231587
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*Counterfactual costs include donor funding, government spending, and co-founders’ counterfactual impact. 

 

5.2   Models 
This intervention could be run either through hiring and training our own network 
of CHWs, or supporting and strengthening the government system. We did not 
model creating our own network as our initial expert interview on this topic 
convinced us that the duplication would lead to inefficiencies. Our informed 
consideration research also helped us identify a country, Côte d'Ivoire, where the 
existing CHWs system is a promising channel of service delivery and there is some 
political commitment toward the integration of family planning in community 
health. Additionally, we expect working through the government system to be more 
cost-effective and more sustainable without funding.  
 
Concretely, this would mean that the main input of the intervention is divided in 
two parts: 

1. Advocacy to roll out community-based family planning services 
2. Supporting the process of integration and strengthening the system 

 
Our support and system strengthening could take the form of: 

● Recruitment and accreditation 
● Training CHWs on screening, counseling, and method provision 
● Supervision 
● M&E 
● Supply chain management 
● Transports  
● Payments to CHWs 

 
Selecting and prioritizing input: From looking at a 2019 overview of CHWs in West 
African countries, our understanding of the current system in Côte d'Ivoire is that 
there is already a supervision structure in place, unlike a lot of other countries in the 
region. This means recruiting supervisors would not add the most value, and 
instead using existing supervisors as a channel to reach CHWs with training may be 
more effective. It also seems like the CHWs system currently covers 100% of the 
geographies, which indicates that recruitment might also be less of a priority, 
though of course it could be that there are CHWs in all districts but gaps in coverage 
within districts. An expert conversation led us to believe data collection in the 
country is paper based, and that communication problems between the community 
agents and the facility based staff leads to shortages of supply. Though we think 
supply chain management is necessary for this intervention to work, we are 

https://ffmuskoka.org/wp-content/uploads/2020/01/Rapport-Politiques-et-programmes-de-sante%CC%81-communautaire-en-AOC.pdf
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uncertain at this stage what supporting this aspect of the system would look like 
and if, as external actors without knowledge of the context, we would be able to 
significantly improve the system. From the information summarized in the table 
below, we expect the highest impact input to be providing training and M&E.  
 

Input  Importance for the delivery 
of FP services 

Added value based on status quo 
and charity’s expertise/ability to 
contribute 

Recruitment and 
accreditation 

High (cannot be 
implemented without 
CHWs) 

Low (CHWs network covers 100% 
of the districts in the country) 

Training CHWs on 
screening, 
counseling, and 
method provision 

High (CHWs cannot deliver 
the services without 
knowledge of FP) 

High (FP has not been rolled out 
yet so no experience and easy to 
add on) 

Supervision  Medium (key to improve 
the quality of services 
provided by CHWs and 
ensure high coverage) 

Medium (already a supervision 
system in place, though it could 
be resources constraint) 

M&E  Medium (key to improve 
the quality of services 
provided by CHWs and 
ensure high coverage) 

High (currently paper based, 
matches the skill sets of CE 
entrepreneurs) 

Supply chain 
management 

High (for this intervention 
to work, CHWs need to have 
contraceptives in stock) 

Medium (seems to be an issue but 
might be hard to add value as an 
international NGO) 

Transports   Medium (key to ensure 
coverage in hard to reach 
areas/ for CHWs to get 
supply) 

Medium (this could be considered 
for specific geographies where 
this is a problem but it seems like 
there would be more low hanging 
fruits with other inputs) 

Payments to CHWs  Medium (key to improve 
the quality of services 
through improving CHWs 
motivation) 

Low (already a performance 
based payments in place and lack 
of understanding of the impact of 
performance-based incentives) 
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5.3   Effectiveness 
Effect of the CHW distribution model on contraceptive use 
This effect is the channel through which the program is modeled to have an impact 
on final outcomes. To calculate its size, we have conducted a meta-analysis of 
effects, pooling the effects found in impact evaluations of media campaigns. Below 
are the steps we followed to reach our final effect size; details of our analysis can be 
found here. 

1. To search for studies, we used systematic reviews (Arrowsmith et al. (2012), 
Malarcher et al. (2011), Scott (2015)), the High Impact Practices Brief’s 
evidence review of CHWs, and Google searches. A total of 14 studies were 
found, and we included the two RCTs in whose analysis we have the most 
confidence in. 

2. We took any relevant point estimate that was a measure of use in 
contraceptive, which included outcomes focusing on specific methods if the 
study only reported that, or use of any contraceptive. 

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 effect size in a way that it is adaptable to the baseline level of 
contraceptive use in the country. 

4. We then ran a traditional meta-analysis weighting each study by inverse 
variance (see analysis here). 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. Given that we do not only care about 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 different 
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 RCTs of CHWs was 4.7% (95% conf. Interval: 
3-6.4). 

 

https://docs.google.com/spreadsheets/d/1Kd_9A6Y3p7NJ6WiEeIzjvdH1p3n1rdUta_b7ynLZtWQ/edit%23gid=0
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD008896.pub2/full
https://pubmed.ncbi.nlm.nih.gov/21570545/
https://developmentevidence.3ieimpact.org/search-result-details/systematic-review-repository/community-health-workers-provision-of-family-planning-services-in-low-and-middle-income-countries-a-systematic-review-of-effectiveness/9459
https://www.fphighimpactpractices.org/briefs/community-health-workers/
https://docs.google.com/spreadsheets/d/1Kd_9A6Y3p7NJ6WiEeIzjvdH1p3n1rdUta_b7ynLZtWQ/edit%23gid=463073198%5C
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Generalizability discount: when estimating the effect of a program using the 
literature, we always apply a generalizability discount in order to account for the 
potential lack of generalizability of the effect when our program is running in a 
different context at scale. For this discount, we decided to use the ratio of standard 
deviation to effect 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. In terms of 
what it captures, the standard deviation tells us about the strength of the pooled 
estimate and the heterogeneity of the findings across studies.   

● We found a standard deviation of 0.87 so decided to apply a discount of 
~20%: GD=1-SD/ES=1-0.87/4.7=0.81 

 
Application: when applied to baseline prevalence of contraceptive use in the 
countries modelled in this CEA, we found that the percentage points increase in 
contraceptive use vary indeed by context and is be estimated to be: 

● Gap in contraceptive use*ES*GD = (100-21)*0.047*0.81=3 percentage points 
 
Effect of an increase in contraceptive use on unintended pregnancies 
To model the effect of an increase in contraceptive use on unintended pregnancies, 
we modeled the average efficacy and estimated duration of short-term 
contraceptives. More detail on the reasoning behind modeling the impact of 
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contraceptive use on unintended pregnancies is explained in the Supplementary 
Report for all CEAs. We estimated the effect on contraceptive use to be driven 
entirely by the uptake for short term contraceptives given that this is what CHWs 
are qualified to distribute. We are aware that they can also distribute referral for 
LARCs, but we did not observe evidence for this in the papers (see detailed analysis 
in the input tab of the CEA). 
 
Additional evidence from a comparison of self-injectable and provider- 
administered injectables show that it could lead to lower discontinuation at 12 
months (Burke et al. 2018), so it could be plausible that the intervention has longer 
effects than we modeled. 
 
The final effect 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. Such a delay is certainly a positive outcome, as it 
reflects a woman’s choices and agency, but the overall number of births impacts 
aspects of our model (e.g. externalities on climate change). We do not discount for 
delays in most of the interventions we researched in 2020 as we selected countries 
where we suspect the effect would mostly come from averted births. 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 
details of how they were modeled are reported in the Supplementary Report for all 
CEAs. It includes the effect 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 effects on income, for example, are likely 

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/spreadsheets/d/1H1Q9Iln3O1AVJChJKgaWftgzG5mQCfDcXpKf6eXZZLk/edit%23gid=1375377996
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(18)30061-5/fulltext
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%23
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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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-effectiveness of CHWs for family planning on endline 
outcomes 

Effects on income  
($ generated per $ 

spent) 

Effect on health  
($ spent per DALYs averted) 

$22  $2,481 
 
We found that this intervention has two kinds of externalities. It positively affects 
climate change, with 0.61 tonnes of CO2 emissions per dollar spent. It also positively 
affects animal welfare, with 57 welfare points gained per dollar spent. 
 

5.4   Costs 
The cost inputs for the advocacy aspect of this intervention relate to high level staff 
coordinating with national (1) and district level (1 per 5 districts) public health 
authorities as part of obtaining and maintaining a partnership with the government 
to roll out the integration of FP in CHW responsibilities. 
 
The cost inputs for the support and system strengthening aspects of this 
intervention relate to staff dedicated to conducting training and M&E on CHWs 
work in communities. Ideally, we would have one support staff to each 50 
supervisors and provide training for supervisors so that they can then train CHWs. 
We found that each supervisor in Côte d'Ivoire is responsible for managing the work 
of 10 CHWs. We would ensure that the training of 10% of the CHWs of each 
supervisor is monitored, and conduct M&E visits in around 2% of the villages to 
collect data and assess CHWs’ work. Given the scale of 240,000 women reached by 
the program per year, this would translate to surveying at a maximum of 5,000 
people per year at scale. 
 
Staff 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 different positions and applied this to the context. The needs for certain 
staff depended on the scale of the project, in terms of number of people reached and 
number of partner facilities: 

https://www.charityentrepreneurship.com/blog/is-it-better-to-be-a-wild-rat-or-a-factory-farmed-cow-a-systematic-method-for-comparing-animal-welfare
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● Co-founders 
● Senior advisor: to manage the relationship with the government 
● Program officer: needed to build and maintain partnerships with public 

health authorities at the scale-up stage (about one program officer needed 
per two to five districts). 

● Training officers: needed for the ongoing training of health workers’ 
supervisors to deliver family planning in the communities, estimated to 
manage 10 facilities in total to ensure high quality implementation. 

● Field enumerators: needed to collect data for 2% of the villages reached to 
monitor the work of CHWs. 

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

 
Each training officer will manage the training of 50 supervisors. We expect each 
supervisor to be based in a large health facility and train all the CHWs that cover the 
facility’s catchment population there on a regular basis. 
 
Other costs 
 
Travel expenses: We estimated the daily travel reimbursement to be $10 on average 
for training officers, field enumerators, and program officers. We counted 30 visits a 
year for program officers to manage the relationship with district level public health 
authorities, 280 visits for field enumerators, and 180 visits for training officers 
since they are more likely to stay more than one day in one area to conduct training 
with the supervisors.  
 

5.5   Assumptions 
Counterfactual replaceability 
From our research and conversations with experts, we took away that though Côte 
d'Ivoire has committed to incorporating FP services in community health delivery, 
this is not happening in practice because of government pushback. According to 
experts, the pushback is due mainly to their desire for tight control over the 
distribution of medicine and contraceptives. This was the case for the HIV 
medication distribution, and the experts shared that even today this program is not 
happening at a large scale. 
 
We believe that it is possible that this program will be implemented eventually, but 
in order to better compare the cost-effectiveness of this intervention with others, 
we did not take this counterfactual impact into account in our model.  
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If we were to do so, the assumption would be that if we successfully advocated for a 
family planning integration and supported its scale up, we would speed up the 
process by three (1 to 5) years and improve the CHWs family planning delivery by 
3% ( 1 to 10) compared to the government designing it alone. We quickly modeled 
the cost-effectiveness taking into account 10 to 15 years of implementation along 
with 1 to 5 years of counterfactual impact and the marginal improvements in 
effectiveness. Under this model, the cost-effectiveness of this charity idea is about 
$470 per unintended birth averted instead of $228. 
 
Reach 
We estimated the reach assuming that we would be able to reach about 50% 
(30-70%) of CHWs. Each of these health workers are in charge of covering a 
population of 250-500 people, which we assume they cover 80% of in reality, due to 
transportation, stock, and other issues. Of these people covered, about ~22% are 
women in reproductive age. Given that the size of the CHWs network in Côte 
d'Ivoire is 14,000, this led us to a reach per year of 
14,000*0.5*0.8*0.22*375=240,000. 
 

Probabilities 
Overall, the odds of this nonprofit idea succeeding to scale up country-wide is 8%.  
 
We modeled this intervention at two stages:  

● The testing stage, which is estimated to last one year and a half 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 different probabilities of success to these two stages to more precisely 
reflect the difficulty 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. It is estimated to be 75%. The main 
input is training supervisors of CHWs and tracking the progress on contraceptive 
uptake in the communities. We think this could be easily tested at a small scale and 
at very low costs (one training officer would be sufficient), but given that CHWs in 
Côte d'Ivoire have very low education, getting the training right so that they can 
provide high quality services will be critical. Though fundraising success was 
accounted for in this probability of success, we assume that at an early stage, this 
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will not vary very much across interventions because the amount needed will be the 
difference between the incubated charity’s seed grant and a relatively small budget.  
 
The probability of fundraising success at scale up was estimated to be 70% based on 
a relatively low budget per year ($300,000) and our sense of donor interest in 
community-based interventions.  
 
Finally, the probability of execution success at the scale up stage is estimated at 
75%. This figure is based on our understanding of the difficulty of implementing the 
intervention 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 the contraceptive delivery training 
of CHWs’ supervisors, though there are some logistical difficulties related to 
coordinating with other stakeholders (e.g. health authorities and facilities to 
coordinate stock flow) at a larger scale.  
 
We added a probability of government partnership without which the program 
could not work. We estimate this to be quite low (20%) since conversations with 
experts led us to believe the government might push back or have other priorities. 
 
 

5.6    Accounting for counterfactual impact of funding 

Funding counterfactual impact loss  
At the end of our analysis, we also calculated the cost-effectiveness 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-effectiveness of a medium-impact family planning intervention, 
using the average cost-effectiveness 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 ineffective 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-effective than a Charity Entrepreneurship-incubated family planning 
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 different cause area. We deducted the impact that 

https://www.charityentrepreneurship.com/incubation-program.html
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would have occurred in this counterfactual scenario from the total number of 
unintended births averted throughout the project. Because of how much more 
cost-effective the top charities are compared to CHWs, accounting for 
counterfactual leads to a negative cost-effectiveness. 

 

Government spending counterfactual impact loss 
As a demand-side intervention, cost-effectiveness 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-effectiveness 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. GiveWell proposes different ways to account for government 
funding’s counterfactual impact. Informed by their review on the topic, we decided 
to discount government costs by 25%, and added it to the total budget of the 
nonprofit. This is one of the simpler methods thus was easier for us to incorporate 
in our analysis, and it takes the middle point between 0 and 50% in terms of how 
much government spending could be discounted. The final cost-effectiveness ends 
up at $270 instead of $228 per unintended birth averted. 
 

Co-founder counterfactual costs 
We estimated that each co-founder working on this nonprofit has a counterfactual 
impact amounting to $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-effective nonprofit working in family planning, averting an unintended 
birth for every $40 spent. We therefore discounted our final estimate from $228 to 
$314.   
 
When accounting for all the counterfactual costs, the final cost-effectiveness of the 
intervention is negative due to a small percentage of funding coming from highly 
effective charities.  
 

5.7    Affecting factors  
Our model was most sensitive to a few variables which we remain uncertain about: 

● Duration and size of the effect on contraceptive use: The main effect of 
CHWs on contraceptive use is uncertain due to difficulties in interpreting the 
evidence. Our prior is that the intervention would have a large effect given 

https://www.givewell.org/
https://blog.givewell.org/2018/02/13/revisiting-leverage/
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that it reaches underserved communities with little access to services. 
However, studies conducted on this topic used different comparison groups 
and were conducted in communities with largely different baseline rates of 
contraceptive use, making it hard to predict the effect we can expect by 
introducing a new service in a particular context. Changing the effect size 
would make a proportional difference in the cost-effectiveness of the 
intervention. The duration of contraceptive use post intervention is unclear 
as well. We have some evidence for one and even two years, but we modeled it 
for one year to be conservative. Given that all of the effect comes from the 
short-term methods here, a change in how long people use them for on 
average would affect the effectiveness of the program on unintended 
pregnancies much more than other interventions. Making it 1.3 years 
improves the CEA by 25%. 

● Number of women in reproductive age covered by each CHW: We have 
learned from an expert that in Côte d'Ivoire, each CHWs covers 250-500 
people. However, we have also come across overviews from other countries 
where they cover thousands of people. This seems to be a very context 
dependent parameter given that each country has their own 
community-health system, and it greatly affects the model. 

● Number of training officers needed at scale: the training officers is one of 
the main inputs in the model. It is unclear how feasible it is to train several 
CHWs at the same time in one place (e.g. at the most central health facility) 
or whether training them through training supervisors beforehand is the 
most appropriate method. This could greatly affect the cost-effectiveness of 
this intervention. An increase in this parameter is almost proportional to the 
decrease in cost-effectiveness. 

 

5.8   Limitations 
Given the time constraint for conducting this CEA and writing the report, our 
analysis is incomplete and suffers from the following limitations: 

● Sustainability of the impact: we have not modeled long term impact, but it is 
possible that by working to support the integration of family planning 
services into community health workers, the charity would have an impact 
beyond its lifetime of operations. This would mean that even after the charity 
withdraws its operations, the government continues to run family planning 
training with community workers, which they would not have done without 
the nonprofit. This is highly speculative but could be a reason why the impact 
and cost-effectiveness of this intervention is underestimated. 
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● 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 effect size is 
estimated from the gap in contraceptive use, this could mean that the real 
effect could vary with time. If the use of contraceptives among women in our 
targeted populations increased by 10 percentage points in the next 10 years, 
which would be a faster increase than the past trends [20], the 
cost-effectiveness 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. 
 
 

5.9   Other cost-effectiveness studies 
The HIP brief reports that CHWs delivering family planning services has a cost per 
Couple-Years of Protection (CYP) of $14 (5-19) [7]. Given that we have modeled an 
average duration of short-term contraceptive use of one year, our metric is 
comparable to theirs. We found the cost-effectiveness of the intervention to be $45 
spent per additional user of contraception, which is more about three times more 
expensive than the numbers from the study. We have not read the 
cost-effectiveness study in depth and are uncertain about the reasons for this 
discrepancy. 
 
 

   

https://paperpile.com/c/31CjFk/nlVT8
https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit%23
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6    Informed consideration: 
       Internal contemplation 
In this stage, we analyzed all the data and insights gathered through previous steps 
in the research process. The most important conclusions from each are summarized 
here, as are our team’s overall thoughts on the distribution of contraceptives by 
CHWs as an intervention.  
 

6.1   Crucial considerations 
During the first informed consideration stage, we found that this intervention could 
be promising in a number of countries where the government CHWs network has 
not fully rolled out the delivery of family planning as part of the package of services. 
Côte d’Ivoire stood out as particularly promising. The previous stage of our research 
had informed us that there are opportunities to have an impact by strengthening 
these systems rather than creating a network of our own, so strengthening is the 
approach taken in this report.  
 
We also learned that CHWs in most countries are able to deliver short-term 
contraceptives including injectables and that these are most often in stock in Côte 
d’Ivoire, the country we think is most promising. Our research on barriers to 
contraceptives in the country confirmed that there are social and geographical 
obstacles to using contraception in the context that could be overcome by CHWs 
delivering family planning. One possible limitation that arose during informed 
considerations research is the number of NGO actors already working on either 
family planning or with CHWs, making it less attractive from a counterfactual 
replaceability perspective.  

 

6.2   Expert views 
We talked to researchers who had systematically reviewed the evidence and NGOs 
working with CHWs to provide other services in Côte d'Ivoire and other countries.  
 
Experts had mixed views about a charity starting this intervention. One of the two 
experts mentioned that the evidence was not strong, and one said it was but 
referred to a pilot implementation report. This reinforced our belief that the 
evidence is not as strong as other interventions we have reviewed in depth, and for 
which there was more of a clear consensus from experts.  
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Experts reinforced our views that working through governments' CHWs is the most 
cost-effective approach, and that it makes more sense to focus on short-term 
contraceptives. We updated that self-injectables such as Sayana Press are 
particularly promising and adapted to community distribution. Training, M&E, and 
recruitment would be some of the promising input we could provide according to 
two experts. Interviews did not update us strongly positively or negatively on the 
choice of Côte d'Ivoire, as there seems to be opportunities to fill an important gap, 
though we remained uncertain about a chance of government buy-in in this 
particular context.  

 

6.3   Weighted factor model 
From our weighted factor model, we found that this intervention scored average or 
low on most factors. It was strong on feedback loops and information value. It 
scored poorly on strength of the idea due to a weaker cost-effectiveness compared 
to our top ideas and limited evidence. This intervention scored the worst from a 
limiting factor perspective due to high counterfactual replaceability with the Ivorian 
government having committed to rolling out the integration. The second most 
important limiting factor was the size of the issue, given the low number of women 
in reproductive age who would be reachable by CHWs and have unmet needs for 
family planning. We found that to be particularly true for Côte d'Ivoire when 
modelling its cost-effectiveness. Execution difficulty was affected by the probability 
of obtaining a partnership from the government that would allow us to train health 
workers and the fact that it might be difficult to find the right training for CHWs to 
appropriately deliver family planning services depending on their level of education. 
We identified common challenges with CHWs network , which may not be easy for 
us to help solve. 
 

6.4   Cost-effectiveness analysis 
Our analysis suggests that the distribution of contraceptives through CHWs is not 
competitive with our top ideas in terms of cost-effectiveness, reducing unintended 
births, for each $228 spent and costing $45 for each additional user of 
contraception. We modelled the intervention as advocating a rollout and supporting 
the government through training and M&E. When accounting for the counterfactual 
scenario where the government would have moved forward and rolled out the 
services three years later, the cost-effectiveness of this charity idea would be 
around $470. Given that this idea has a low budget spent per year, accounting for a 
percentage of funding coming from highly effective family planning charity leads to 
a negative cost-effectiveness. We have uncertainties regarding the number of 
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people who could be reached through this program, depending on the number of 
people actually covered by each CHWs and the number of training officers needed 
for each CHWs. 
 

6.5   Overall thoughts 
Delivering family planning services through Community Health Workers is a 
promising approach to facilitate contraceptive use in underserved communities 
lacking access to health services. Using existing structure, a new nonprofit could 
focus on training and supporting M&E for this kind of integration in a country 
where there is a policy framework in place.  
 
Ultimately, we do not recommend this intervention for our incubation program this 
year, as our analysis suggests it is not competitive with other ideas from a 
perspective of cost-effectiveness, evidence and scalability. Its main weaknesses are 
that each CHW reaches a limited number of women making the intervention costly 
per person, the limited external validity of the RCT evidence on community-based 
distribution of contraceptives, and high counterfactual replaceability. Information 
is growing in the field, especially with ongoing scale-up of innovative 
contraceptives like the self-injectable Sayana Press. We believe that as we learn 
more about the feasibility and impact of some of these scale-ups, we could see 
countries where this idea could be better than our model suggests. 
 
 

 

Supplemental information  

Supplementary Report for all CEAs: Cross-applicable parameters for family 
planning CEAs 
CHWs - Cost-effectiveness analysis 
CHWs - Evidence Review 
 

   

https://docs.google.com/document/d/1LOwcyeVKdZE_D3r5zqfRuMq-6t7yE8FzMuSzbOZ4-fU/edit
https://docs.google.com/spreadsheets/d/1H1Q9Iln3O1AVJChJKgaWftgzG5mQCfDcXpKf6eXZZLk/
https://docs.google.com/spreadsheets/d/1Kd_9A6Y3p7NJ6WiEeIzjvdH1p3n1rdUta_b7ynLZtWQ/
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