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Abbreviations
CPR

contraceptive prevalence rate

FP

family planning

MDG

Millennium Development Goal
MMR

maternal mortality ratio

MOH

Ministry of Health

PAC

postabortion care
RH

reproductive health

SMM

Safe Motherhood Model

TFR

total fertility rate

USAID
U.S. Agency for International Development

UNFPA
United National Population Fund

I. 
Introduction

Ethiopia has some of the worst reproductive health (RH) indicators in the world. The maternal mortality ratio (MMR) is high, between 870 and 1050 maternal deaths per 100,000 live births. The total fertility rate (TFR) is high at 5.9 births per woman and the contraceptive prevalence rate (CPR) is only 8.1 percent. Low levels of use of RH services is one reason for such poor indicators in Ethiopia. Only 27 percent of pregnant women receive antenatal care and only 10 percent of births are attended by skilled personnel (EDHS 2000). 
Ethiopia’s 1994 National Population Policy sets ambitious goals for 2015. However, most of the components of the policy have not been implemented and progress has been slow. In early 2004, the Ministry of Health (MOH), the U.S. Agency for International Development (USAID), the United Nations Population Fund (UNFPA), and other donors discussed the need to update the National Population Policy and create a Reproductive Health Strategic Framework. This activity was to be conducted jointly with major donors and stakeholders. The strategic framework was to address all areas of reproductive health, including family planning, safe motherhood, postabortion care, adolescent reproductive health, and possibly HIV/AIDS. At the same time, the government of Ethiopia was developing plans to achieve the Millennium Development Goals. The MOH was requested to indicate what actions and how much funding would be required to achieve the Millennium Development Goal (MDG) for safe motherhood. 
The MOH faced many challenges while the drafting the RH strategic framework, including the following.
· How to set goals for each area that are ambitious but achievable with the available resources.
· How to determine an appropriate allocation of resources across the various components of family planning, safe motherhood, postabortion care, and adolescents.
· How to determine the set of activities within each component that would produce the greatest benefits.
· How progress or lack of progress in one component would affect the achievement of goals in other components.
Planning for comprehensive RH programs has been hampered by a lack of tools to relate program actions to goals. Family planning, however, has had such tools for a long time. The FamPlan Model relates increases in contraception services to reductions in fertility and unplanned births. In the fields of safe motherhood, postabortion care, and adolescents, it has not been possible to relate expansion of services to key outcomes, such as reductions in maternal mortality or HIV incidence. This deficiency has made it difficult to allocate resources and set goals for comprehensive RH programs. Over the last few years, the POLICY Project has created new tools to meet this need, including the Postabortion Care (PAC) Model and the Safe Motherhood Model (SMM). Recently, these models have been linked to form the Allocate Model, which enables policymakers to see which RH goals are achievable and what resources are required to achieve them. In particular, the Allocate Model is intended to help answer several key questions:
· How much funding is required to achieve RH Strategic Framework goals?

· What goals are feasible (for indicators such as unintended pregnancies, MMR, or abortion-related deaths)?

· How should we allocate the available resources (both across RH components and within components) to best achieve these goals?

The Allocate Model was applied in Ethiopia to provide a thorough test of the model; to prepare an improved RH action plan with increased efficiency in the use of funding resources; and to foster dialogue among all stakeholders regarding RH priorities.

II.
Process

Application of the Allocate Model requires the collection of appropriate RH data to describe the current situation; preparation of assumptions about future program directions, such as contraceptive method mix; and analysis of specific questions of interest to those preparing the strategic framework. POLICY’s Addis Ababa office worked collaboratively with MOH staff on the activity, which included the following steps.
Data collection.  The POLICY team collected all available data and set up the model for use. Some statistics were available from sources such as the Ministry of Health Statistical Yearbook, the National Population Office, and the Demographic and Health Survey. Others were collected by contacting the appropriate organizations that collect such statistics. The team also reviewed research reports and studies containing data on program effectiveness.
Assumptions about future program directions. Projections require assumptions about the future course of indicators, such as family planning (FP) method mix, age at marriage, and primary and secondary school enrollment rates. The modeling team prepared an initial set of assumptions and then reviewed them with a technical team working on the strategic framework to ensure that all assumptions were consistent with program directions. 

Analysis of program strategies. Once the first two steps were completed, the modeling team used Allocate to analyze alternative program strategies in terms of the impact on key indicators and the overall funding required. 
III. 
RH Indicators and Strategies

The Allocate Model was used to investigate a number of questions related to the RH strategy, including the following:

· What actions and funding are required to achieve the National Population Policy’s goal of reducing the TFR to 4.0 by 2015?

· What actions and funding are required to achieve the MDG of reducing the MMR ratio by three-quarters (to 300) by 2015?

Among the detailed planning questions examined during this analysis were:
Meeting unmet need. What rate of growth of contraceptive prevalence is required to achieve the TFR goals of the National Population Policy? Is this rate of growth feasible given the experience of other African countries? Is there evidence from FP projects in Ethiopia that this rate of growth can be achieved? If not, what TFR goal is achievable given a reasonable rate of growth in contraceptive prevalence?

Method mix. What will be the impact of changing method mix? If the program focuses on community based RH workers, will there be increased availability of temporary methods such as pills, injections, and condoms? How will this affect future needs?

Source mix. The private sector does not serve a large portion of the population today. Can the private sector be expanded or will most future growth come from the public sector? 
Age at marriage. The average age at marriage is higher in urban areas than in rural areas, and it is likely that it will rise in the future. A rapid rise could lead to a significant reduction in fertility, which indicates that a more ambitious goal could be achieved. What will be the effect of different rates of increase in the average age at marriage?

PAC. What would be the effect of allocating more funds to postabortion care on maternal mortality rates? How much need for postabortion care can be met? What is the effect of increased family planning on reducing the number of illegal abortions and the need for postabortion care?
Safe Motherhood. What would happen if Ethiopia’s safe motherhood program were strengthened to resemble other countries, such as Egypt, Ghana, Tunisia, Uganda, or Zimbabwe? What areas should receive priority for improvements in safe motherhood? Can the MDG be achieved? If not, what goal is feasible for maternal mortality rate reduction?
RH expenditures. It may be difficult to obtain large increases in funding for RH programs. What goals could be achieved if total health expenditure increases at the historical rate and reproductive health has the same growth rate (so its share of all health spending is constant)? 

Development and family planning. How is contraceptive prevalence affected by social and economic development? How would improvements in social development, such as improved education for girls, affect the use of safe motherhood and FP services?

IV. 
Results of Allocate Analysis
The main conclusions of the Allocate analysis were as follows.
Family planning

· The TFR goal of 4.0 could be achieved by meeting all current unmet need and increasing contraceptive prevalence from eight percent in 2000 to 45 percent by 2015. This implies an annual increase in the CPR of almost 2.5 percentage points a year. Unfortunately, such a high rate of growth in CPR has rarely been recorded in sub-Saharan Africa and never for such a long period of time. Only 1/7 of all the intervals between prevalence surveys in sub-Saharan African countries reported annual CPR increases greater than two percent. 
· A combination of greater use of modern contraceptive methods, less reliance on traditional methods, and continued increases in age at first marriage would allow the TFR goal of 4.0 to be achieved by 2015 with a prevalence rate of 40 percent. This requires annual growth in prevalence of 2.1 percent, which is still quite ambitious. 

· One percent annual growth in contraceptive prevalence, combined with an improved method mix would result in meeting about 40 percent of current unmet need by 2015 and a TFR of 4.8 in 2015.
· A comparison can be made with Kenya. The total fertility rate in Kenya was about Ethiopia’s current level of 5.9 in 1990. By the time of the 2003 KDHS, 13 years later, it had dropped to 4.9 (for the 2000-2003 period). 
· From this analysis, it seems that a more feasible goal for Ethiopia might be to satisfy nearly half of current unmet need by 2015—increasing contraceptive prevalence to about 22 percent and reducing the TFR to around 4.8. This would require rapid expansion of access to modern methods and an increase in funding from about US$10 million in 2000 to US$45 million in 2015. 

Postabortion care

· At current rates of abortion, there may be as many as 1,250 abortion-related deaths each year. Current funding may be adequate to provide treatment for about half of those needing postabortion care. 

· If the use of modern family planning expands as indicated above, then the annual number of abortion-related deaths would drop to roughly 700 in 2015. Since there would be fewer abortions, the current funding level could treat 70 percent of postabortion complications. If the current funding level of US$ 1.7 million increased to US$2.5 million, then abortion-related deaths could be reduced to 440 in 2015. Of course, adequate funding alone does not guarantee full PAC, but it is assumed that the expanded access needed to reach the goals of the safe motherhood and FP programs would also benefit PAC services. 
Safe motherhood

· At the current MMR of 870 there are about 23,000 deaths per year. With no change in the overall MMR, the number of maternal deaths would increase as a result of population growth to 24,000 deaths per year by 2015.

· If FP and PAC programs expanded, as outlined above, then the MMR would drop to about 800 in 2015 and the number of maternal deaths would drop by about one-fifth to under 18,000.

· Bringing the MMR down to the MDG of 300 would require strengthening all aspects of the program. According to the Allocate Model, the MMR in Ethiopia would decline to about 300 if Ethiopia’s safe motherhood program looked like the programs in South Africa or Egypt. The South Africa program performs better than Ethiopia’s in all aspects of safe motherhood, but the differences are relatively small except for two key areas: delivery care and access. Clearly, limited access to the health system in Ethiopia, especially attended deliveries and emergency obstetric services, is a key factor in the current MMR. The profile of effort in Egypt is similar to that of South Africa, with delivery care and access being the key differences between Egypt and Ethiopia. 

· Expanding safe motherhood services to achieve the MDG would require an increase in expenditures from about US$ 25 million per year today to US$ 70 million in 2015.
· If this goal were achieved, the number of maternal deaths each year would drop from 23,000 to under 6,700.

Summary

Reaching the MDG for safe motherhood would require a rapid expansion of services and funding, with funding increasing about seven percent per year. While not impossible, this will clearly require a strong commitment from all to make this progress. The current 2015 goal of reducing the TFR to 4.0 may be overly ambitious, but sustained effort over the next 10 years could reduce the TFR by at least one birth per woman. Achieving this result would also dramatically reduce the number of abortions and abortion-related deaths and contribute to achieving the MDG for safe motherhood. 

V. 
Uses of the Allocate Analysis
As events unfolded throughout 2004 and 2005, the government of Ethiopia decided not to revise the National Population Policy. It decided instead to focus on improving implementation of the program. To date, it has not moved forward with the creation of a RH action framework. Nonetheless, many of the elements of this analysis have been incorporated into important policy events. 
In February 2004, the government of Ethiopia hosted a day-long meeting of donors and stakeholders to assess progress in the population program and renew its commitment to action. The event was attended by high-level government officials and donor leaders (e.g., Margaret Neuse from USAID and Steven Sinding from IPPF). POLICY was chosen to present a RAPID presentation as the key note address. That presentation used the results of the Allocate analysis to demonstrate what needed to be done and how progress in the population program would assist progress in others areas, such as child survival and safe motherhood. 
Later in 2004, the MOH asked POLICY to analyze the funding required to meet the safe motherhood MDG. POLICY was able to respond in a matter of days, using the results of the Allocate application. 
For World Health Day in 2005, the MOH asked POLICY to prepare an analysis of the safe motherhood program in Ethiopia and prepare recommendations for immediate action. The analysis and booklet were released as part of the World Health Day observations. Again, POLICY was able to respond quickly because of the Allocate analysis. 
Therefore, while the activity did not lead to a formal RH Action Framework, it did produce information that was used in a variety of ways by the Ethiopian government and the MOH to enhance understanding and support for more effective programs. 
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