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Executive Summary 

The International Planned Parenthood Federation is the recipient of up to £25.8m 
unrestricted funding through a DFID Programme Partnership Arrangement (PPA) covering 
the period 2011-2014.  Whilst IPPF is a global organisation working in more than 173 
countries, this PPA gives particular priority to 45 focus countries. This report presents the 

findings of an independent mid term review of the PPA in Ethiopia, where the IPPF MA is the 
Family Guidance Association of Ethiopia (FGAE). The review has focused on the following 
six key themes and the findings are presented accordingly: relevance, efficiency and value 
for money, effectiveness, results and impact, sustainability, learning and innovation.  A 
seventh theme, organisational culture, is addressed under each of these areas, where 
relevant.   

As one of a number of FGAE core funders, it is difficult to isolate specific outcomes from the 
DFID PPA in Ethiopia.  It is clear though that unrestricted funding is making a definitive 
contribution to enabling FGAE to provide the scale of services it does and to have such a 
widely felt impact on the SRH enabling environment in the country. In summary, the main 
findings of the review are:   

Relevance 
FGAE’s sexual and reproductive health services are relevant to their target audiences and 
complementary to those offered by other partners, including government.  FGAE seeks to 
serve poor, marginalised, socially excluded and underserved populations.  Its approach to 
reaching target groups is fairly broad-brush but, to a large degree, is successful, particularly 
in relation to young men and women and Commercial Sex Workers.  The approach could be 
strengthened by more targeted interventions to reach the poorest, especially in urban 
communities.   

Efficiency and value for money 
Work to promote organizational efficiency and value for money is at an early stage in FGAE 
but there is likely to be significant progress in the next 1-2 years.  Key areas currently being 
improved and likely to achieve dividends in this timeframe include: the use of service unit 
costs for performance management; FGAE’s monitoring and evaluation framework; and data 
systems using the Clinical Management Information System.  Capacity in the commissioning 
and quality assuring of qualitative evaluation also needs to be strengthened. 

Effectiveness 
FGAE’s direct SRH service provision is significant in Ethiopia, but its service delivery 
innovation, its training of other service providers, including government, and its influencing of 
government policy and practice make its impact far greater.  Its’ continuing innovation and 
commitment to provide quality integrated services lies at the heart of this effectiveness.  So 
too do partnerships with other actors, which help to expand the space for SRH services, 
extend FGAE’s reach and promote learning.   

The organisation’s depth of SRH expertise strategically positions it to act as trainers, 
capacity builders and SRH promoters and there appears to be demand to deepen these 
aspects of the organisation’s work.  FGAE should certainly take up these opportunities.  In 
doing so, it will be important to find a comfortable balance between this work and service   
expansion and innovation. 

Results and Impact 
FGAE progress against the logframe at output level is generally good, but this is not 
translating into progress at outcome level.  The cause of this is FGAE’s performance in the 
supply of family planning commodities, which has fallen over the past 3 years, affecting the 
associated Couple Years of Protection (CYP).   
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Review feedback suggests that FGAE is making a significant direct impact on SRH service 
provision, particularly in the areas of access to safe abortion and the provision of integrated 
services.  It also suggests that it is having a tangible wider effect on the SRH enabling 
environment by informing government policy and practice, and on people’s lives, especially 
women, enabling them to take more control over their reproductive lives and facilitating 
discussion of previously taboo subjects.   

Sustainability 
Broadly speaking, the SRH enabling environment is a positive one for FGAE.  So too, is the 
demand for SRH services, which is only likely to grow.  It is the financial and institutional 
components of sustainability, which provide the greatest challenges to FGAE.  In 2011, only 
4% of FGAE’s income was generated from local sources.  To put FGAE on track for 
achieving greater self sufficiency, a considered sustainability strategy, drawing upon detailed 
analysis of local income generation opportunities is needed, as is senior management 
leadership to galvanise the team to move these plans forward. 

Learning and innovation 
FGAE is a known pioneer in the SRH field in Ethiopia and has a strong track record in 
drawing upon its own service delivery experience to influence policies and practices of other 
organizations, including the Government.  Partnerships with other SRH organisations are 
key to FGAE’s learning and innovation.  Internally, systems for lesson learning and 
experience sharing need to further development.  More rigorous evaluation of FGAE models 
and documentation of results would enable a wider range of approaches to experience 
sharing with external audiences. 

This review identified four main lessons.  Findings suggest that FGAE are not adequately 
reaching the poorest or men; that clients may be willing to pay more for services provided by 
friendly and respectful service providers; and lack of information about FGAE services, 
including their costs are a critical barrier to access.  The review also learnt that much of  
FGAE’s progress with government is based on local credibility as a technical expert, and this 
has not been substantiated by with rigorous evidence. 

In view of these findings, this review recommends that: 

1. Targeted approaches to reaching the poorest, especially in urban areas, are introduced.  

2. IPPF assist the FGAE team to understand how value for money approaches can assist 
them in achieving their overriding objective of making quality SRH services available to 
the poor and marginalized.   

3. IPPF continue to assist FGAE to strengthen monitoring and evaluation systems and 
enable the team to use M&E data to improve programme performance by scaling up the 
CMIS to all FGAE clinics and strengthening in-house capacity to oversee the collection 
and use of qualitative data. 

4. FGAE deepen its training and SRH promotion, whilst continuing to expand service 
provision and innovate new models of service delivery by establishing a training centre; 
continuing to develop the organisation’s services into “centres of excellence” to be used 
as training platforms; strengthening the evidence base of its models of good practice and 
documenting them; and clearly articulating SRH promotion objectives and strategies.   

5. FGAE step up its direct engagement with men to attract them to their services.   

6. IPPF assist FGAE to more accurately quantify the poverty profile of clients and 
strengthen reporting against this indicator. 

7. FGAE develop a more robust and evidenced strategy for increasing locally generated 
revenue.  

8. IPPF support the new FGAE Executive Director to form a strong senior management 
team able to galvanise the wider team and lead them through the next stage of the 
organisation’s development. 

9. IPPF assist FGAE to strengthen internal knowledge management systems. 
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1. Introduction 

The International Planned Parenthood Federation is the recipient of up to £25.8m 
unrestricted funding through a DFID Programme Partnership Arrangement (PPA) covering 
2011-2014.  Whilst IPPF is a global organisation working in more than 173 countries, this 
PPA gives particular priority to 45 focus countries. This report presents the findings of an 
independent mid term review of the PPA in Ethiopia, where the IPPF MA is the Family 
Guidance Association of Ethiopia (FGAE).  
 
The report is organized into four main sections.  This introductory section explains the 
overall approach to the assignment and introduces the context for sexual and reproductive 
health in Ethiopia and FGAE.  The main findings are presented in section 2, which is sub-
divided into six sub-sections focusing on key review themes: relevance of FGAE services, 
efficiency and value for money, effectiveness, results and impact from FGAE’s work, 
sustainability of the organization and its services, and learning and innovation within the 
organization.  The final section of the report summarises the main conclusions and presents 
recommendations under each of the six themes. 
 
1.1 Methodology 

The overall purpose of the review is to measure the achievements, challenges, outcomes 
and impacts resulting from the DFID PPA.  In accordance with the Terms of Reference 
(ToRs), it specifically investigated: 

 Relevance of FGAE services; 

 Organisational efficiency and value for money within operations; 

 FGAE effectiveness; 

 Results and impact resulting from FGAE interventions and from the DFID PPA; 

 Sustainability of FGAE services and other interventions; 

 Innovation, lesson learning and sharing within FGAE and with external partners; 

 FGAE organisational culture and the extent to which it supports the above. 
 
The independent review in Ethiopia was carried out by two social development consultants, 
Claire Hughes and Elizabeth Mekonnen.  It involved: 

 Desk review of key documents (see Annex 1); 

 Adaptation of questions for interviews and focus group discussions1; 

 Interviews and focus group discussions (FGDs) with FGAE staff and volunteers, a 
cross-section of their government and civil society partners, clients and non-clients.  
This took place in Addis Ababa and in Adama (Oromiya Region) between 23-27 July 
2012; 

 Discussion and analysis by the consultants of the main findings from the interviews 
and FGDs; 

 Debrief with FGAE headquarters staff in Addis Ababa; 

 Report writing. 
 
FGAE led arrangements for the site visits, all interviews and focus group discussions.  The 
site visits focused on urban based services (Addis Ababa and Adama).  Rural services were 
not included in the programme at all, and youth services only to a limited degree.  Given the 
importance of both of these to FGAE’s overall portfolio, this is an important limitation to the 
review.  More time with FGAE partners at the community level and with local government 
partners would have been beneficial.  The consultants were only able to meet one CBO, 
whose formal partnership with FGAE had ended approximately 18 months ago, before the 
start of the current DFID PPA.  
 

                                                
1
 The originals had been developed for the independent review in Pakistan.   
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There were limitations in the methodology as the consultants were not able to organize non-
user FGDs through an external CSO as had been planned. The non-user FGDs were 
organized by FGAE.  More advanced planning would have been necessary to ensure the 
effective engagement of an external and independent CSO to organize these FGDs.  
 
1.2 The Context for Sexual and Reproductive Health in Ethiopia 
The past twenty years have seen dramatic changes in the context for sexual and 
reproductive health (SRH) in Ethiopia.  From a situation where FGAE was the only provider 
of SRH services, even providing government with contraceptive supplies, there is now an 
increasing number of SRH service providers and a comprehensive policy framework (Box 1).  
This policy framework is supported by a plan for its co-ordinated implementation (HSDP), a 
set of technical guidelines and standards (family planning, abortion, Health Extension 
Package, youth services etc).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The momentum in the field of SRH has achieved impressive results (Table 1).  Although 
there are wide regional variations, all key indicators are improving and the doubling of the 
contraceptive prevalence rate between 2005-2011 is a considerable achievement.   
 
The Government’s Health Extension Programme, launched in 2004, to promote equitable 
access to preventive essential health care at the kebele2 level is widely credited as being a 
major contributor to the improvements in SRH indicators over the past five years.  During 
this period, government has deployed approximately 35,000 female Health Extension 
Workers (HEWs) to work at rural kebele level health posts to create demand for and provide 

                                                
2
 Kebele is the lowest level of government in Ethiopia.  Around 5,000 people normally reside in each 

kebele.  Each kebele is served by 2 HEWs. 

Box 1: Relevant Policy frameworks 
 
National Health Policy (1993) aims “to give a comprehensive and integrated primary health care 
in a decentralized and equitable fashion.”  It emphasizes health promotion and prevention for 
communicable diseases and nutritional conditions and environmental health problems.  It 
highlights the need for increased attention to maternal and child health. 
 
National Population Policy (1993) seeks to harmonise the rate of population growth with 
economic development as a means of improving people’s welfare.  The policy’s eight targets 
directly or indirectly relate to family planning, including reducing the total fertility rate to 4.0 and 
increasing the prevalence of contraceptive use to 44%, both by 2015. 
 
National Reproductive Health Strategy 2006-2015 seeks to garner multi-sectoral action at 
community, health system and policy level to reduce unwanted pregnancies, maternal and neo-
natal mortality and HIV infection; and to improve the reproductive health of young people. 
 
National Adolescent and Youth Reproductive Health Strategy 2007-2015 seeks to empower 
young people through improved reproductive health by increasing access to quality reproductive 
health services, increasing knowledge about reproductive health issues, and creating an enabling 
environment for meeting young people’s reproductive health needs. 
 
National Strategy for Child Survival (2005) seeks to reduce under five mortality from 140/1000 
(2004 figure) to 67/1000 live births by 2015.  The main pillar of the strategy is the Health Extension 
Programme, which aims to scale up coverage of essential health services, especially in rural 
areas. 
 
Health Sector Development Plan (HSDP), a twenty year rolling plan, which serves as a 
framework for technical and financial support to the health sector to achieve universal access to 
essential primary health care services by 2017. 
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basic primary health services across sixteen different extension packages3, including family 
planning, HIV/AIDS prevention and control, maternal and child health and adolescent 
reproductive health.  More recently, to free up HEW time to focus more on service 
provision4, volunteers have been mobilized in Health Development Armies (HDAs), which 
are co-ordinated by the HEWs.  The formation of these HDAs has, to some extent, reduced 
opportunities for direct NGO involvement at the community level since the Government of 
Ethiopia (GoE) has ruled that all community mobilization work should be undertaken by 
these HDAs, except that of peer educators. 
 
For more positive health seeking behaviours to come about, new social norms need to be 
established.  This often requires intensive community level engagement to promote the new 
model of behaviour, have it reinforced by different community groups, especially those who 
are influential and to put in place the support systems to enable people to adopt this new 
behaviour.  Through the HDAs, one household out of every five is expected to model 
positive health seeking behaviours, placing pressure on other households to do likewise.  
This approach needs to be carefully monitored to assess its effectiveness in achieving wide 
scale SRH behaviour change.  If it does not bear results, other strategies for generating 
behaviour change may need to be explored.      
 
Table 1: Progress in Key SRH Indicators as reported in Ethiopia Demographic Health Survey 
(2005 and 2011) 
 

Indicator EDHS 2005 EDHS 2011 

Total Fertility Rate 5.4 4.8 

Contraceptive Prevalence Rate 15% 29% 

Child mortality rate 123/1,000 live births 88/1,000 live births 

Percentage of women attending ante-
natal care with skilled provider 

28% 33.9% 

Percentage of women delivered by a 
skilled provider 

5% 10% 

Percentage of women with knowledge 
of HIV prevention  

35% 43% 

 
A further major change at the policy level is the relaxation of laws pertaining to abortion. 
Revisions to the Penal Code in 2005 now allow a pregnancy termination when the 
pregnancy is a result of rape or incest; if it endangers the life of the mother or child; or if the 
woman is physically or mentally unfit to raise a child due to her own young age.  This 
relaxation, combined with the introduction of medical abortions using prescription drugs, has 
enabled a significant expansion in access to safe abortion services in the country and has 
led to a decrease in complications from unsafe abortion, which previously accounted for up 
to 52% of obstetric admissions (FGAE Strategic Plan 2009-2013).   
 
Despite these encouraging achievements, access to and utilization of SRH services remains 
low.  A total of 25.3% of married women aged 15-49 have a reported unmet need for family 
planning, with needs being particularly high among the 15-18 year old category (32.8%) 
(EDHS, 2011).  Only 10% of women deliver with a skilled attendant (ibid).  These figures 

                                                
3
 The 16 health extension packages for which HEWs are responsible are: family planning, prevention 

and control of TB, nutrition, prevention and control of malaria, HIV/AIDS prevention and control, first 
aid, maternal and child health, adolescent reproductive health, immunization, food hygiene and 
safety, solid and liquid waste management, personal hygiene, control of insects, rodents and other 
stinging animals, healthy home environment, water supply safety, safe excreta disposal. 
4
 It was reported that approximately 75% of HEW time was taken up with demand creation activities. 
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Box 2: FGAE and its services 
FGAE’s network includes 8 Area Offices 
managing: 

 8 model clinics (5 offering delivery 
services)  

 12 SRH clinics 

 28 youth centres 

 86 urban project sites 

 3 mobile HIV counseling sites 

 6 home and community based centres 

 4 outreach clinics for Commercial Sex 
Workers (CSWs) 

 
FGAE’s clinics offer the following services: 

 Full range of family planning methods 

 Safe motherhood services (ante and 
post natal care, delivery, immunization) 

 STI screening and treatment 

 Comprehensive abortion care 

 HIV services (counseling, testing, 
prevention, and palliative care) 

 Infertility treatment 

 Gynaecological treatments 

 Laboratory services and other 
diagnostic services e.g. ultrasound, VIA 
for cervical cancer 

 Pharmacy 

 Counseling, including hotline counseling 

 Recreational services (at youth centres) 

 Referral services 

 

bear witness to the need for large scale service expansion, combined with wide reaching 
demand creation efforts.  
 
For a long time, NGOs, including FGAE, have played a significant role in Ethiopia in creating 
an enabling environment for SRH through influencing government policy and practice, and in 
the provision of SRH services.  Their ability to play this role has recently become more 
complicated with the Charities and Societies Proclamation (2009).  This law effectively 
prevents any charitable organization, which receives more than 10% of its funding from 
foreign sources to engage in any kind of work around rights, advocacy or government 
accountability.  It also limits the budget proportion charities may spend on “administrative 
costs”.  The definition of “administrative costs” remains unclear but can include research, 
advocacy and training.  Enforcement of the Proclamation is reported to have had a 
“devastating impact” (page 12, Amnesty International, 2012) on human rights organisations 
and the promotion and protection of the rights of Ethiopian people.  More positively, the 
Proclamation does allow charities to establish income generating businesses, a new 
development in promoting local resource generation. 

 
1.3 Family Guidance Association of 
Ethiopia 
Established in 1966, FGAE is the oldest 
provider of SRH services in the country.  In its 
45 year history, it has developed an extensive 
network of over 100 clinic and community 
based services in 6 out of 9 regions of the 
country, offering a wide range of SRH 
services.  In addition to direct SRH service 
provision to the public, FGAE is also known 
for training of government and private sector 
SRH providers, technical support to 
government at all levels to strengthen SRH 
policy and practice and other SRH promotion5 
type initiatives.  The organization is staffed by 
around 600 people. 
 
FGAE is a member organization, with over 
7,000 fee paying members, many of whom 
are actively involved on a volunteer basis in 
the work of the organization.  FGAE 
governance structures – the National Council, 
the National Executive Board, and the 
National Executive Committee – are led by 
volunteer members.  Volunteer members also 
make a direct contribution to expanding SRH 
services, for example some are currently 
involved in fundraising and constructing a new 
SRH clinic in Chiro town, Oromiya Region.   

 
In 2011, FGAE’s budget was approximately USD$11 million.  Only 4% of this came from 
local resources such as membership fees and service charges.  The remainder came from a 
range of international donors, with about 50% of it being awarded as unrestricted funding 

                                                
5
 As the Charities and Societies Proclamation does not allow FGAE to engage in advocacy, it refers to 

its policy influencing work as SRH promotion.  Accordingly, this term has been adopted in this report.  
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(from IPPF6, Royal Netherlands Embassy and Irish Aid) and the rest as restricted project 
funds from more than 10 other donors including CDC, PATH, ICAP, FHI etc. 
 
As an IPPF member association, the notion of SRH rights is an important one.  The context 
in Ethiopia does however make it difficult for FGAE to work directly on rights based 
approaches and instead they adopt an agenda of basic needs and quality services.  
 

2. Evaluation Results 

This section presents the main findings of the review, structured around six focal themes: 
relevance, efficiency and value for money, effectiveness, results and impact, sustainability 
and learning and innovation.  The seventh focal theme of organizational culture is addressed 
in each of the sections, where relevant. 
 

2.1 Relevance7 
This review concludes that FGAE SRH services 
are relevant to their target audiences and 
complementary to those offered by other 
partners, including government.  FGAE’s 
targeting is at a fairly general level but it does 
reach some marginalized groups such as young 
people and Commercial Sex Workers (CSWs).  
Organisational effectiveness could be increased 
by adopting more targeted approaches to reach 
the poorest, especially in urban areas8.   
 
As one of the leading SRH service providers in 
Ethiopia, FGAE has largely demonstrated an 
ability to understand emerging SRH needs and 
to evolve services in response (Box 3), although 
this could be strengthened through the routine 
use of community needs assessments.  At an 
operational level, the organization adopts a 
number of strategies to understand needs and 
tailor services.  Formal needs assessments are 
used at the start up of new initiatives to inform 
the design of services.  Thereafter, FGAE 
appear to rely on service statistics, on-site 
service monitoring and active networks with 
government and other SRH service providers to 
identify any needed adjustments or newly 
emerging needs.  Client suggestion boxes and, 
in some cases, exit interviews are in place, but 
these are relatively weak feedback mechanisms. 
 
FGAE’s youth services are perhaps the most 
responsive to client needs.  These are led by 

                                                
6
 DFID PPA funding comes through the IPPF contribution to FGAE. 

7
 Relevance refers to the extent to which interventions reflect the needs and wishes of the target 

populations and the degree to which they reach the poorest and most marginalised. 
8
 As an underserved group, pastoralists may be another key group in need of a specific targeting 

strategy.  The consultants are aware of some FGAE work targeting pastoralists, but limited time did 
not allow any investigation. 

Box 3: FGAE: adapting to a changing 
environment and complementing other 
available services 
 
FGAE have been leaders in developing 
community based and outreach work, 
especially in rural communities.  The 
launch of the GoE’s Health Extension 
Programme (reported to be informed by 
FGAE’s experience) called for a 
reassessment of FGAE’s engagement at 
this level.  In response, FGAE has scaled 
back its direct outreach at the community 
level and focuses on capacity building 
and supporting HEWs, as well as 
supporting peer educators.  HEWs are 
now leading in the promotion and 
distribution of short term family planning 
methods.  FGAE has therefore shifted 
focus to long term and permanent family 
planning methods. 
 
Following the relaxation of laws relating to 
abortion in 2006, FGAE has expanded 
access to comprehensive safe abortion 
services.  Unlike other providers, FGAE 
offers safe abortion services as an 
integrated service at its SRH clinics.  This 
helps anonymise those seeking safe 
abortion services, making women more 
comfortable to seek them out.  FGAE 
service data speak for themselves: in 
2007, FGAE provided 967 abortion 
related services; by 2011, this had 
increased to 49,578 (FGAE Service 
Statistics Matrix).   
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Box 4: Why clients prefer FGAE services 

 Health care provider’s are friendly, 
respectful 

 Female service providers are available 

 Services are not expensive (in 
comparison to other private providers),  

 Services are accessible: kebele ID card 
not required, short waiting times 

 Quality of services and cleanliness of 
clinics 

 Comprehensive range of services 
available, linked to recreational services 
at youth centres 

 Services are confidential and privacy is 
respected 

 Freedom to choose the type of service 
to be taken up e.g. the type of family 
planning method 

 

young people themselves at a strategic level, 
through a committee structure at Area Office 
and national level. At operational level FGAE 
staff support peer educators in implementing 
many of the youth focused activities.    
 
FGAE’s close working relationship with all 
levels of government ensures good alignment 
with government policy, adherence to 
government standards and helps maximize 
available resources.  This relationship is 
interactive and symbiotic.  Government 
officials at federal and local level are involved 
in determining the work of FGAE by 
contributing to its strategic planning and 
discussing and agreeing Area Office annual 
programmes.  FGAE remains at the centre of 
emerging government policy and practice 

through its membership of the Federal Reproductive Health Task Force, where all federal 
government SRH policies, guidelines and standards are discussed.  FGAE then supports the 
implementation of these frameworks through its annual service planning with lower levels of 
government, ensuring that policy space is opened up at the operational level.   
 
Feedback from clients about FGAE services is overwhelmingly positive.  Good reception and 
treatment by health care providers appears to be the single most important factor in clients’ 
preference for FGAE services.  This is so important that many clients reported being willing 
to pay more for services that were provided by friendly and respectful staff.  The range of 
services available at any one site was also highlighted by some client groups as an 
important factor.  Not only was this convenient and provided more comprehensive care, it 
also allowed a level of anonymity around the type of service being accessed.   
 
Feedback from people not currently using FGAE services suggests that lack of information 
about FGAE services and perceptions about the likely costs of services are the most 
significant barriers.  Young people were also concerned about family opinion of them if they 
used the services as it was perceived to suggest promiscuity.  
 
Targeting 
FGAE’s approach to reaching target groups (the poor, marginalized, socially excluded and 
underserved) relies on several factors: an extensive network of facilities covering urban and 
rural communities in 6 of the 9 regional states; the specific location of services e.g. locating 
services for CSWs in areas known for commercial sex work; the low cost of, and in some 
cases free, services; outreach to extend coverage into rural communities or schools; the use 
of peer educators to reach particular target groups e.g. young people and out of school 
children.  This approach undoubtedly reaches some of FGAE’s target groups, but certain 
key target groups such as the poorest, especially in urban centres, are likely to be missed.   
 
FGAE places heavy emphasis on the low cost of services, the availability of some free 
services9 as well as fee waivers as a primary measure for ensuring access to services.  
Although higher than those charged in government clinics, FGAE fee rates, where 
applicable, are indeed low.   For example, FGAE charges 100 Birr10  for manual vacuum 
aspiration, compared to a reported 500 Birr for the same service at Marie Stopes 
International clinics; for facility based delivery, FGAE charges 400 Birr, compared to 

                                                
9
 In line with government policy, FGAE offers contraceptives and HIV services free of charge.   

10
 At the time of writing, the exchange rate is USD$1 = 17 Birr. 
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approximately 100 Birr in government clinics and up to 1,000 Birr in other private sector 
clinics.  It is likely though that prospective clients, especially the poor, are aware of neither 
the low fees charged by FGAE, nor the fee waiver facility available.  Both of these need to 
be widely advertised, including the criteria for fee waivers, to facilitate the poor’s access to 
FGAE’s services.    
 
A commitment to promoting access to services for the poorest must however go further.  
Poverty is multi-dimensional and, in addition to a lack of money and resources to pay for 
SRH services, the poorest are likely to face other barriers.  For example, the poorest tend to 
have more limited understanding of SRH issues and the need for services, lack the 
relationships (e.g. with FGAE peer educators, or with HEWs) which enable them to learn 
about SRH issues and the services that are available, and lack the confidence and self 
esteem, which make people feel entitled to make use of services.  They are also likely to 
have concerns about the opportunity costs of accessing services.  For these reasons, the 
poorest are unlikely to attend FGAE services without specific interventions to identify them in 
communities, educate them and actively encourage them to attend the services.   
 
FGAE does have good experience of encouraging individual empowerment amongst young 
people, especially young girls.  Peer educators promote different role models, which can 
inspire others.  Training to promote life skills, assertiveness, communication and negotiation 
skills, as well as livelihood opportunities are available to some clients.  Other activities at 
youth centres also encourage wider personal development.  This is a useful experience 
base to draw upon but tailored approaches to empowering the poorest will be needed.      
 
2.2 Efficiency and Value for Money  
Work to promote organizational efficiency and value for money is at an early stage in FGAE 
but there is likely to be significant progress in the next 1-2 years.  Key areas currently being 
improved and likely to achieve dividends in this timeframe include: the use of service unit 
costs for performance management; FGAE’s monitoring and evaluation framework; and data 
systems using the Clinical Management Information System (CMIS).  Capacity in the 
commissioning and quality assuring of qualitative evaluation also needs to be strengthened. 
 
FGAE’s close relationship with government has allowed it to leverage government 
resources.  Government often provides FGAE with clinic premises at a reduced cost.  It also 
provides family planning and HIV commodities with the expectation that this subsidy will be 
passed onto the client.  The supply of these commodities was reported to be erratic and 
FGAE regularly had to procure its own supplies to avoid stock outs in clinics.  In these 
cases, FGAE still continued to provide the commodities free of charge to the client, resulting 
in increased costs and lower levels of efficiency for the organization.  
 
FGAE has attempted to introduce some management systems to promote efficiency and 
value for money.  Previously, FGAE introduced the IPPF cost revenue analysis tool (CORE) 
but found it to be time consuming and requiring specialized human resources.  The system 
was abandoned as a result.  Some FGAE staff members feel their integrated approach to 
service delivery is an important approach to achieving value for money.  Client feedback 
emphasizes a preference for integrated services and IPPFsmall-scale qualitative research 
indicated that integrated services are vital to providing high quality care, with examples of 
better health outcomes (IPPF, April 2012).  A detailed value for money assessment of an 
integrated approach to service delivery would be beneficial to determine whether an optimal 
balance is being achieved between service cost and outcomes.  
 
With the support of the IPPF Africa Regional Office, FGAE is currently initiating work 
expected to significantly improve the organisation’s ability to make value for money 
decisions.  Firstly, it is introducing a simplified version of CORE (CORE+), which will 
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generate unit costs of services by facility, programme, service and per capita.  Secondly, 
from 2013, FGAE plans to introduce performance based funding for its clinics.   
 
The work described is extremely important but it is essential to see this within the existing 
organizational culture which values making quality SRH services widely available above all 
else.  For these approaches to take root within the organization, it may be necessary to work 
with FGAE to help staff understand how making cost effectiveness and value for money 
decisions can assist them in achieving their overall objectives.   
 
Monitoring and Evaluation 
Until recently, FGAE has given inadequate attention to the development of robust M&E 
systems.  Available monitoring data is therefore patchy and evaluation material is thin.  In 
the past 18 months, FGAE, with the support of IPPF, has focused efforts on strengthening 
the organisation’s M&E system by piloting the CMIS, strengthening data collection in specific 
areas and increasing the M&E staff complement across the organisation.  These efforts are 
starting to bear fruit.  It will be important for this momentum to be continued to ensure an 
informative M&E system able to inform programming decisions is in place.   
 
FGAE’s monitoring and evaluation relies heavily on service statistics.  A review of service 
statistics for 2007-2011 shows  that data is patchy.  For example, the HIV service data 
presented in Table 2 suggests that no post test HIV counselling was conducted in 2007-
2010, something which is unlikely.  A comparison of the HIV data for different years 
suggests that different approaches to data recording may have been adopted.   
 

Table 2: Selected FGAE service statistics 2007-2011 

 2007 2008 2009 2010 2011 

HIV/AIDS: pre/post test counselling 
(total) 

32,242 - 142,273 283,536 523,931 

HIV/AIDS counselling: pre-test 32,242 - - 151,533 262,570 

HIV/AIDS counselling: other - - 142,273 - - 

HIV/AIDS counselling: Post test - - - 132,003 - 

HIV/AIDS counselling: post test 
(negative) 

- - - - 256,748 

HIV/AIDS counselling: post test 
(positive) 

- - - - 4,613 

 
FGAE is aware of the weaknesses in its M&E system and over the past 18 months has been 
working with IPPF Regional and Central Office staff to address them.  As a result the 
organisation’s M&E staff complement has been increased, with one M&E Officer now being 
deployed in each Area Office, and training to strengthen their M&E capacity has been 
provided.  A CMIS has been introduced into one model clinic, with training taking place in a 
further four.  Internal IPPF reports reviewed suggest that as of April 2012, benefits of the 
CMIS were beginning to show and staff were able to use the system confidently.  Through 
the Global Comprehensive Abortion Care Initiative, particular attention has been given to 
strengthening FGAE’s abortion related data and IPPF reports confidence in this data.   
 
FGAE conducts relatively little qualitative impact assessment to complement its quantitative 
data.  Where the latter is available, quality is not always good.  For example, the review of 
the multi-agency action to address child marriage in Ethiopia, conducted by consultants, fails 
to identify specific outcomes, which can be clearly attributed to the intervention.  The Rapid 
Peer reviews are notable exceptions to this.  The research adopted an innovative 
methodology, which provides unique access to target group views (see Box 5).  This, 
combined with a strong analysis of the findings has delivered insightful reports, which, 
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though not presenting a statistically representative picture, clearly demonstrate generalised 
outcomes from FGAE’s services, including impact on clients’ lives, and provide lessons, 
which can inform on-going service improvements.  
 
 
 
 
 
 
 
 
 
 
 
 
 
Further IPPF support to FGAE to continue strengthening its M&E system is expected in the 
period 2013-2015, specifically to develop a comprehensive M&E Plan.  It is hoped that this 
support will go further to assist FGAE to build on its existing achievements by scaling up the 
CMIS, and begin to develop internal competencies in commissioning and quality assuring 
qualitative monitoring to enable a focus on outcomes.    
 
2.3 Effectiveness  
FGAE’s direct SRH service provision is significant in Ethiopia, but its contribution to the field 
is felt far more widely than this.  Its’ continuing innovation and commitment to provide quality 
integrated services lies at the heart of this effectiveness, as do partnerships with other 
actors.  The organisation’s depth of SRH expertise strategically positions it to act as trainers, 
capacity builders and SRH promoters and there appears to be demand to deepen these 
aspects of the organisation’s work.   
 
Service Delivery 
A consistent message from interviews with FGAE partners, government and NGO partners 
alike, was that FGAE has consistently been a “pioneer”, an “innovator” in the field of SRH in 
Ethiopia for decades.  It started by being the provider of family planning services, even 
providing government with family planning commodities.  When other service providers were 
still focusing on clinic based services, FGAE had already shifted its focus to the community 
and was developing outreach, mobile clinics, community based services and peer educators 
as models for extending service reach.  In recent years, whilst many providers continue to 
offer stand alone services e.g. for HIV, or safe abortion, FGAE has emphasized the 
integration of services as a means of providing comprehensive high quality care to clients.   
 
One area where FGAE may be able to improve its effectiveness is in reaching men.  
Currently, FGAE attempts to attract more men to their clinics through their female partners.  
For example, in cases where women are diagnosed with an STI infection, in addition to 
treating the woman, FGAE clinic staff also send home an additional course of treatment to 
be offered to their husband, with an invitation to attend the clinic.  Whilst this is a creative 
approach to reaching a hard to reach group, it overlooks dominant gender norms where 
women have little negotiating power within the household. Instead, FGAE needs to engage 
directly with men and build on traditional notions of male responsibility for family well-being 
to encourage them to take greater responsibility for SRH within the household11. 
 

                                                
11

 Increasing male involvement in SRH programmes is one of the current Strategic Plan’s objectives.  
Some limited progress has been made by establishing men only clinics, but there is clearly much 
more that needs to be done.  

Box 5: Successful qualitative research methodology 
 
The research presented in the IPPF Changing Lives Case Study and the Qualitative review of 
two FGAE clinics in Addis Ababa used a participatory ethnographic evaluation and research, or 
PEER, methodology.  This is where members of the beneficiary group – in this case, FGAE 
clients – are the researchers.  After being trained in interview skills, they hold conversational 
interviews discussing key research questions with their peers, who use FGAE services to obtain 
their stories and perspectives.  These stories are then narrated back to the PEER research team 
where trends across these individual stories can be identified. This approach produces rapid 
results – the PEER review methodology used by IPPF can be completed in  1 week – with 
generalised learning that is grounded in the realities of client experiences. 
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SRH promotion and wider influencing 
The service innovations described above distinguish FGAE from most other service 
providers in Ethiopia and make it well placed as a trainer, capacity builder and SRH 
promoter.  In terms of training and capacity building, FGAE is already providing a range of 
services to diverse target groups, including training for HEWs on reproductive health, 
particularly family planning methods; on-going on the job support to HEWs in localities 
where FGAE is engaged; study visits focusing on youth services for Ipas12 supported 
organizations and others; and training for doctors, through affiliations to medical schools.  
Feedback from government and NGO partners about this training suggest that it is highly 
valued and is contributing to an overall expansion of service availability and an increase in 
service quality. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Charities and Societies Proclamation and general government sensitivity towards some 
NGO activity makes advocacy a challenging area of work in Ethiopia.  Within this context, 
FGAE adopts two approaches: to act as a technical adviser to the GoE, contributing to the 
development of government policies, guidelines and standards; and to support SRH 
promotion initiatives led by government structures.  The technical adviser role played by 
FGAE is a logical one for the organization.  It ensures that good practice emerging from its 
service delivery informs these important frameworks, which go on to influence SRH service 
provision nationwide.  For example, FGAE have drawn on their youth centre experience to 
assist government to define a minimum package of services for this underserved group.   
 
Support to government led SRH promotion may make sense in terms of maintaining critical 
relationships with important partners but, in view of the initiatives supported to date, may not 
be the most strategic engagement.  Recent SRH promotion has been initiated by the 
Population Affairs Directorate of the Federal Ministry of Finance and Economic Development 
(MOFED) and has targeted parliamentarians at the federal and regional levels, with the aim 
of increasing budget allocation to reproductive health.  Consultations with stakeholders 
confirm that parliamentarians have relatively little direct influence over federal and regional 
budgets, tending instead to approve the executive’s proposals with few queries or 
challenges.  Instead, those with more direct influence are technical staff in the woreda health 
offices, regional bureaux of health and the Federal Ministry of Health who prepare budgets, 
as well as the woreda and regional cabinets, represented by Heads of Administration and 
Heads of Sector Offices, who approve the budget submission to parliament.  

                                                
12

 Ipas is an international organisation which promotes women’s access to comprehensive abortion 
care through research, training providers and advocacy. 

Box 6: FGAE’s distinctive offering, as expressed by partner organizations 

 In some people’s eyes “the only provider” of SRH services 

 “Pioneer” and “innovator” in SRH for over 40 years 

 Known for certain services, including: 
o Family planning, particularly long term and permanent methods 
o Youth services 
o Peer support work 
o Community outreach 
o Integrated approach to service provision 
o Safe abortion 

 Provider of quality services not available elsewhere e.g. long term family planning 
methods, VIA, infertility treatment, laboratory tests 

 Able to influence government and private provider practices, with its long track record of 
service experience giving it credibility 

 Competent training provider to government and private providers, using clinics as training 
sites 

 Able to adapt to a dynamic environment and remain relevant 
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Parliamentarians may, of course, influence these target groups and encourage greater 
attention to SRH, but this is a long term, indirect approach to influence budget allocation. 
 
Partnerships 
The preceding discussion alludes to the importance of partnerships with government and 
non-government organizations in FGAE’s work.  They are an important factor in FGAE’s 
effectiveness, helping to expand the space for SRH services, extend reach and promote 
learning (see Box 7).   
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Improving Effectiveness 
Stakeholder interviews highlighted the rapidly changing SRH environment in Ethiopia and 
suggested that this calls for a reassessment of FGAE’s niche.  The number of SRH service 
providers is increasing and, particularly with the deployment of the HEWs and HDAs, there 
is less opportunity for FGAE to work on community mobilisation and the provision of basic 
SRH services such as short term family planning methods at the community level.  Many 
stakeholders argue that within this context, FGAE should focus on service innovation, as 
well as expanding its training and capacity building activities, and deepening its SRH 
promotion work.  This confirms FGAE’s current direction to become an SRH “centre of 
excellence”.  Its clinics could be used as training platforms in a newly developed training hub 
serving Ethiopia and the East African region.  To deepen its SRH promotion work, FGAE 
would need to conduct more operational research to understand needs, emerging best 
practice and evidence of impact, document this and disseminate it in well targeted promotion 
that seeks to influence policy and practice in the East African region.   
 
The reviewers support these proposals but recognise that they create a tension with the 
need for service expansion to address unmet need. To a large extent, they reflect FGAE 
intentions, as expressed in their current Strategic Plan, but progress in taking them forward 

Box 7: How partnerships contribute to FGAE effectiveness 
 
To extend the enabling environment for SRH, FGAE worked closely with Ipas, the Consortium 
of Reproductive Health Associations (CORHA), the Consortium of Christian Relief and 
Development Association (CCRDA), other NGOs and government allies to revise the Penal Code 
creating more space for the promotion of safe abortion services. 
 
To ensure complementarity, FGAE plans the scope of its services with government partners at 
all levels, but particularly at local level. 
 
To maintain focus, FGAE works in partnership with other CSOs, with complementary skills and 
remits, for example, its clinic for CSWs in Merkato, Addis Ababa works in partnership with two 
local CSOs, Developing Families Together (DFT) and Brother of Good Works (BoGW).  The 
former leads in mobilizing CSWs to use the FGAE clinic, whilst the latter provides support to 
people living with HIV/AIDS.  
 
To extend reach, FGAE partners with government and civil society organizations to inform policy 
and guidelines and to train other service providers. 
 
To increase demand for FGAE services and ensure client flow, FGAE works closely with other 
service providers in localities, especially government health centres and HEWs. 
 
To learn, FGAE links with other service providers, for example, FGAE staff have an MoU with 
Pathfinder to learn from their experience on visual inspection with acetic acid (VIA) for cervical 
cancer detection; FGAE staff have also received training from Ipas on comprehensive abortion 
care.  
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has been limited13.  The challenge therefore is for FGAE to find a comfortable balance 
between service expansion and innovation, and influencing the wider SRH environment 
through training and SRH promotion.  
 
2.4 Results and Impact 
FGAE progress against the logframe at output level is generally good, but this is not 
translating into progress at outcome level.  The cause of this is FGAE’s performance in the 
supply of family planning commodities, which has fallen over the past 3 years, affecting the 
associated Couple Years of Protection (CYP).  Review feedback suggests that FGAE is 
making a significant direct impact on SRH service provision, particularly in the areas of 
access to safe abortion and the provision of integrated services.  It also suggests that it is 
having a tangible wider effect on the SRH enabling environment by informing government 
policy and practice, and on people’s lives, especially women, enabling them to take more 
control over their reproductive lives and facilitating discussion of previously taboo subjects.   
 
Performance against the logframe 
FGAE’s reported progress against the logframe at output level broadly suggests a process 
of service expansion, with the total number of SRH services provided, the number of SRH 
services provided to young people, the number of HIV/RTI services provided and the 
number of comprehensive abortion services provided all increasing significantly.  This 
contrasts sharply with overall negative trends for the three outcome level indicators.   
 
Table 3: FGAE reported progress against PPA logframe indicators 

Indicator 2009 2010 2011 

Outcome 

Unintended pregnancies averted 65,729 30,793 30,171 

DALYs averted 23,408 10,966 10,745 

Unsafe abortions averted 15,226 7,133 6,989 

Successful policy initiatives and/or positive 
changes in support of SRHR to which IPPF’s 
advocacy efforts have contributed 

0 0 0 

Outputs 

SRH services provided 1,656,458 2,184,869 2,838,659 

SRH services provided to young people 794,292 1,290,094 1,642,466 

Percentage of clients who are poor, 
marginalized, socially excluded or 
underserved 

90.2% 80.0% 70.0% 

Couple Years of Protection 228,227 106,920 104,762 

HIV/Reproductive Tract Infection services 
provided 

260,337 514,390 839,575 

Comprehensive abortion services provided 5,621 31,043 49,917 

Long term reversible family planning methods 
provided 

202,309 155,837 147,080 

FGAE provides at least 6 out of 8 services in 
an integrated package  

No Yes Yes 

Number of national, regional and/or global 
financial/policymaking committees in which 

5 4 5 

                                                
13

 The FGAE Board Chairperson reported that progress in establishing a centre of excellence in Addis 
Ababa had been hindered by government reclaiming land where the selected FGAE clinic was sited.  
This is a common occurrence, particularly in Addis Ababa and residents and service providers are 
required to relocate, often at short notice.  Three other FGAE clinics in the regions had been affected 
by the same problem, as well as some youth centres located in Addis.       
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FGAE is active 

FGAE included in performance based funding 
initiative 

No No No 

Does FGAE produce and use standardized 
activity cost data? 

No No No 

Change in cost per CYP/birth averted $5.21 / $18.10 $11.40 / $39.57 $9.24 / $32.07 

 
The root of these negative trends at outcome level is FGAE’s performance in the supply of 
family planning commodities (Table 4) and the associated CYP.  These variables are the 
basis of calculations for all three outcome level indicators.  Falls in the supply of 
contraceptives will therefore result in a fall in CYP, the number of unintended pregnancies, 
Disability Adjusted Life Years (DALYs) and unsafe abortions averted.   
 
Table 4: Contraceptive items provided by FGAE, 2007-2011 

Contraceptive 2007 2008 2009 2010 2011 

IUD 1,553 1,984 15,632 1,388 2,053 

Oral 
contraceptive 
pill 

211,973 555,035 514,451 277,094 219,733 

Injectables 41,671 175,051 282,472 130,427 122,069 

Implants 518 1,607 5,504 9,086 11,273 

Emergency 
Contraception 

- 24,781 - 10,241 5,995 

Condoms 264,594 4,064,659 4,033,415 2,507,147 2,212,915 

Spermicides 
 

- 104 19,298 - - 

Total 520,309 4,823,221 4,870,772 2,935,383 2,574,038 

 
FGAE explain the substantial fall in the provision of contraceptives in 2010 by the scaling 
back of its rural community work, in response to the deployment of the HEWs, as well as the 
relocation of one of its busiest clinics in Addis Ababa.  The GoE’s Health Extension Package 
has, undoubtedly, significantly affected FGAE’s programme.  It was however initiated in 
2004 and it is surprising that it would take 5 years for an impact on FGAE service delivery to 
be registered.  The changes may be due to the introduction of the HDAs, which came later.  
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Service to young people accounted for 58% of all SRHR services in 2011, indicating how 
effective the youth focus has been in increasing access to services for young people. 
Contraception, HIV and AIDS services and counselling are the main services used by young 
people (see chart above).  
 
The expansion in the provision of safe abortion services is a direct result of relaxation of 
abortion related legislation and the introduction of medical abortions, which can be 
conducted at a primary care level.  FGAE’s uptake of the increased space for safe abortion 
was relatively slow, but after encouragement and support from Ipas and IPPF, it is now 
deemed one of the organisation’s achievements.     
 
FGAE reported progress against PPA logframe indicators appears to be broadly accurate 
and the qualitative review provides clear and representative insights into the strengths, 
outcomes and opportunities for FGAE’s services.  There is one two indicators where the 
reviewers have a concern: “Percentage of clients who are poor, marginalised, socially 
excluded or underserved”; There is a further indicator which needed clarification after the 
visit due to terminology used to describe national planning processes: “Number of national, 
regional and/or global financial/policymaking committees in which FGAE is active”. 
 
For the former, FGAE uses a category approach to estimate the percentage of clients who 
fall into one of these categories.  For example, all young people attending FGAE services 
would be counted, as would all rural women.  This may well be a valid approach for these 
groups (although this assumption needs to be tested) but it becomes problematic when 
applied to clientele of FGAE’s urban based SRH clinics serving the general population, 
which make up a large portion of FGAE’s client base.  Apart from recording whether a fee 
waiver was granted, FGAE does not collect any other data on the poverty profile of clients.  
It is unable to make an informed estimate of the percentage of clients attending these clinics 
who can be counted under this definition.  IPPF’s vulnerability assessment tool currently 
being piloted by MAs in Ghana and Uganda may be able to address this gap.  The demands 
of data collection, processing and analysis will however need to be clarified to ensure it can 
be accommodated alongside existing responsibilities by the FGAE team.   
 
For the latter indicator, FGAE has reported being active in the National Development Plan 
(NDP), the Poverty Reduction Strategy Paper (PRSP) and a Sector Wide Approach 
(SWAP).  Discussions with FGAE during the review highlighted FGAE’s active role in the 
National Reproductive Health Task Force, led by the Federal Ministry of Health.  This is the 
only policy level group they reported being involved in. In a subsequent email FGAE clarified 
that the Health Sector Development Plan [HSDP] and the Growth and Transformation Plan 
[GTP] are the current national documents that implement previous NDP and PRSP. FGAE 
have indeed been involved in processes to agree and monitor implementation of the HSDP 
and the GTP through the Consortium of Christian Relief & Development Associations 
[CCRDA] – the consortium representing the Civil Society Organizations at the Country 
Coordinating Mechanism [MCC]. 

 
Direct Impact 
Despite the lack of documented evidence, feedback from respondents suggests FGAE has 
made significant impact in recent years.  Most significantly, it has diversified the range of 
services available to low income families by expanding its safe abortion services and 
introducing delivery services into 5 of its clinics. The different client groups served have 
been increased through the establishment of clinics targeting CSWs and men.  FGAE has 
also achieved a fully integrated model of service provision - one of its strategic objectives for 
the period - which appears to be contributing to better health outcomes.   
 
The introduction of delivery services in 5 of its model clinics is a major accomplishment for 
FGAE in one of its priority strategic areas.  It has called for an enormous amount of 
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preparation work at the clinics to integrate delivery services within existing sites, as was 
witnessed by the reviewers in Adama, Oromiya State.  As a result, in 2011, FGAE delivered 
716 births.  The new service also increases the comprehensiveness of FGAE services, 
rendering them more convenient for patients, preserves the provider-client relationship, 
thereby facilitating client follow up and probably leads to an increase in client numbers.   
 
FGAE’s current strategic plan sets out the intention to fully integrate its services so that one 
provider can offer services in family planning, STI and HIV prevention and maternal and 
child health.  According to partners and clients, an integrated approach to service delivery is 
now one of FGAE’s distinctive offerings.  Clients particularly value this as not only is it 
convenient, but it also helps to anonymise and destygmatise the use of services, making 
them more accessible to clients.  Furthermore, IPPF research (April, 2012) indicates that an 
integrated approach to service delivery is important in order to achieve high quality care and 
better health outcomes.   

 

 

 

 

 

 

 

 

 
The relaxation of abortion related laws in 2006 has provided FGAE the space for large scale 
expansion of comprehensive abortion services.  Although initially momentum was slow, the 
past two years has seen an exponential increase in the number of safe abortion services the 
organisation is providing.  In 2007, FGAE provided 967 abortion related services.  This figure 
increased to 5,621 in 2009 and then to 49,578 in 2011 (FGAE Service Statistics Matrix).  
The abortion services are fully integrated into FGAE’s SRH clinics, which eases client 
access.  Ipas Ethiopia describes the quality of FGAE’s safe abortion services as “excellent”.     

 

Indirect Impact 
Review findings suggest that FGAE’s work is also having a wider impact in two distinctive 
ways.  Firstly, it is having a transformative impact on people’s lives.  It destigmatises certain 
behaviours and health status, thereby enabling individuals to feel comfortable seeking 
services, gives women more control over their reproductive health and enables them to 
discuss SRH issues with family and friends.  Secondly, it is improving wider enabling 
environment for SRH through influencing policies and the establishment of national 
standards and promoting good practices through training and capacity building of other 
service providers.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Box 8: the impact of an integrated approach to service delivery 
 
“After discovering that she was pregnant, a woman who had been experiencing pain resulting 
from two unsafe abortions attended the FGAE clinic.  She was given a full health consultation 
and also voluntary counselling and testing for HIV.  She tested positive for HIV and FGAE 
provided appropriate counselling and information, supporting her in her decision to continue with 
her pregnancy with [treatment to prevent HIV transmission to the child], and she gave birth to a 
baby boy who is HIV negative.  (Story of client, 36 year-old female)” (IPPF, April 2012, page 7) 

Box 9: The wider impact of FGAE’s work 
 
 FGAE’s approach to service provision destigmatises certain behaviours and health 

status, and enables increased uptake of services by vulnerable groups.  

 FGAE services have enabled women, including young women and CSWs, to take more 
control of their reproductive health and avoid unwanted pregnancies, unsafe abortion 
and reduce the risk of HIV and STI infections. 

 FGAE counseling has empowered women to discuss SRH issues more openly with family 
and friends.   

 FGAE’s policy influencing and training has contributed to the agreement of progressive 
national service delivery frameworks and reported improvements in standards of 
service. 

 MOFED suggests FGAE has made an important contribution to the doubling of CPR in 
the last 5 years. 
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Box 10: FGAE services contribute to women’s 
empowerment (source IPPF, April 2012, page 5) 
 
“I found it hard to care for the children, I didn’t have 
enough money. But after a while I started using the 
family planning services at FGAE clinic so I wasn’t 
worried about other births. Before I started using the 
services I had three consecutive births and at that 
time I couldn’t manage appropriately my children. If I 
didn’t start family planning at that time, I would have 
had more children and it would have been difficult for 
me to manage them. Now my babies grow very well 
because I have fewer children.” (Client, 26 year-old 
female)   

Client feedback suggests that two practices in FGAE’s service provision contribute to 
destigmatising certain behaviours and health status.  For CSWs, services that were specially 
designated for them, combined with non-judgemental staff, made them feel comfortable 
seeking services.  Women at SRH clinics felt that offering a range of SRH services at one 
site, including safe abortion services, helped to anonymise and make it easier for women to 
seek these services.  Young people reported the integration of SRH services within 
recreational centres destigmatised seeking out SRH services. 
 
FGAE services also appear to have 
an empowering effect on women 
clients and young people.  Women, 
including young women, report 
having greater control over their 
reproductive health, avoiding 
unwanted pregnancies, unsafe 
abortion, HIV and STI infections.  
Women also report feeling more 
comfortable discussing SRH issues 
with family and friends. This was 
reported by both single women 
(unmarried and separated) and some 
married women, who felt more able to 
discuss family planning, abortion and other SRH issues with their husbands. FGAE 
qualitative research also supports these findings (IPPF April 2012 and FGAE 2012).  Young 
people reported feeling more empowered not only as a result of their increased access to 
SRH services, but also as a result of the training and practical experience in leadership and 
other life skills. 
 
Through its work in the Federal Government Reproductive Health Task Force and its training 
of service providers, FGAE has been able to shape the SRH enabling environment.  
Recently, FGAE has assisted GoE to define a minimum package of services for youth and 
service standards, drawing on their own youth centre experience.  The package appears to 
be progressive, including access to safe abortion services, and committing to include youth 
in the design and delivery of services.  Independent sources also commented that FGAE’s 
youth services represent a model of best practice, which other organisations are learning 
from.       
 
FGAE’s training of service providers helps to scale up FGAE’s approach and improve 
standards, particularly amongst government providers.  For example, following the 
deployment of HEWs, FGAE scaled back its outreach work and focused instead on building 
the capacity of HEWs.  As pioneers in community based health services and outreach, they 
were well placed to support HEWs as they take up their role.   
 
The contribution FGAE makes to promoting SRH in Ethiopia is clearly widely valued, 
especially by government partners.  MOFED suggested that as one of the largest providers 
of family planning services, FGAE had made an important contribution to the doubling of 
CPR in the last 5 years.  In the words of one zonal health official in Adama explained “if we 
lose [FGAE], our performance will be much less.” 
 
Results attributable to DFID 
The contribution of FGAE core funders, including DFID, to these achievements is 
significant14.  As FGAE uses unrestricted funding to cover the costs of its core SRH services, 

                                                
14

 FGAE has a number of core funders, comprising Royal Netherlands Embassy, Irish Aid and IPPF, 
which includes the DFID PPA contribution.  Core funders provided approximately 50% of FGAE’s 
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the unrestricted funding, first and foremost, secures SRH services, which otherwise largely 
would not be available.  Secondly, it provides a platform – the basic SRH services - for 
service innovation, training and influencing.  The former is usually funded through restricted 
project funds, whilst the latter two can be funded by either restricted or non restricted 
funding.  As discussed, FGAE’s training and influencing work have contributed to 
strengthening the SRH enabling environment and improving service standards, thereby 
increasing the wider impact of its direct service delivery.  
 
2.5 Sustainability  
Multiple factors influence the long term sustainability of FGAE and its services: the enabling 
environment, demand for services, the ability to generate adequate revenue and internal 
organizational factors.  Broadly speaking, the enabling environment is a positive one for 
FGAE.  So too, is the demand for SRH services, which is only likely to grow.  It is the 
financial and institutional components of sustainability, which provide the greatest challenge 
to FGAE. 
 
This review has already described the positive enabling environment for SRH in Ethiopia.  
Government is leading a significant expansion of SRH services and is clear on the essential 
role that NGO providers like FGAE play in this.  As FGAE’s service statistics indicate, the 
growth of government providers at the community level is affecting the utilisation of some of 
FGAE’s services.  That said, FGAE’s contribution is sufficiently distinctive from others that 
the increased competition from other providers is unlikely to pose a threat to FGAE’s 
existence.   
 
The enabling environment does however present two challenges to FGAE.  Firstly, the 
Charities and Societies Proclamation places Ethiopian Residents Charity Organizations such 
as FGAE under certain constraints.  Work to directly promote citizen rights and advocacy is 
not allowed.  Budgets, and therefore scope of activities, for training and research are limited 
as they are considered part of the organization’s operational costs, which are capped at 30% 
of the organisation’s annual budget.  The new Proclamation has affected FGAE operations, 
but less than one might anticipate.  Work to promote SRH rights can still be pursued, 
although the discourse used is one of basic needs, and the relationship to government is as 
technical adviser, rather than external advocate, or watchdog.  Similarly there appear to be 
ways round the budget limitations.  To expand their training activity, FGAE would need to set 
up a new legal entity, registered as a training institution.  The Proclamation provides for this, 
and for revenue to be generated through the sale of training services, provided it is 
reinvested into the organization.  Advocacy initiatives could be undertaken, but in 
partnership with registered Ethiopian Charity Organisations15, which, under the 
Proclamation, are allowed to conduct such campaigns.   
 
The second challenge faced by FGAE is the on-going reclamation by government of land for 
redevelopment.  This has affected 4 of FGAE’s clinics in Addis Ababa and other cities, as 
well as some youth centres, which have had to close and relocate to other parts of the cities 
concerned.  Whilst government does compensate for losses, this does not mitigate the 
disruption to services, nor the loss of established clients, who may not be able to easily 
access the services in their new location.   

 
With significant momentum behind health sector reform in general and improving maternal 
and child health specifically, there are grounds to believe that demand for SRH services is 
only likely to increase.  The way FGAE is positioned in the market, providing quality and 
diverse services at low cost, means it is well placed to capture a large proportion of this 

                                                                                                                                                  
2011 budget.  Resources from each of these donors are used in a similar way and it is therefore 
difficult, and somewhat artificial, to isolate the individual impact of one of the donors. 
15

 Those that receive less than 10% of their annual budgets from external sources. 
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increased demand, should this form part of its strategic direction.  In this case, FGAE will 
need to continue supporting the HEWs and HDAs, the structure responsible for generating 
demand and, where possible, complement them with additional demand creation 
interventions. 
 
Financial Sustainability 
In terms of financial sustainability, FGAE and its services are far from being self sustaining.  
The commitment to ensure quality services available to all and adherence to government 
policy to provide certain services such as contraceptives and HIV services free of charge 
resulted in a meager 3% of FGAE’s revenue for 2011 being generated from services.  If we 
include other locally generated revenue such as membership fees and the rental of FGAE 
facilities such as training rooms, the total locally generated revenue for 2011 was 4%.   
 
FGAE is aware of the need to increase locally generated revenue: it was identified as an 
objective in the organisation’s Strategic Plan 2009-2013 and revised resource mobilization 
guidelines were produced in 2011.  Existing plans are however lacking in detail and any in-
depth analysis of resource generation opportunities.  As the current Strategic Plan nears its 
end, there is little evidence of FGAE having made progress in improving its self sufficiency. 
 
Opportunities for increasing locally generated revenue certainly seem to exist.  Feedback 
from clients suggest they would be willing to pay more for FGAE services, providing the 
quality of service is not compromised, and there may be scope for charging some client 
groups, which currently get services free of charge e.g. CSWs.  Once data on service unit 
costs is available, it can be used with sales information to make decisions about which 
service fees can be increased and which need to be subsidized.  If FGAE combines price 
increases with continuation of its fee waivers in cases where clients are not able to pay, 
access to services should remain constant.  Some partners felt there was a market for 
FGAE’s training services within the East Africa region.  This all needs to be well researched 
to inform a realistic resource mobilisation plan.       
 
Institutional Sustainability 
The current Strategic Plan highlights some of the institutional challenges that FGAE faced in 
the preceding years: negative publicity and the resignation of the senior management team, 
leading to loss of credibility, reduced public interaction, partnerships and SRH promotion, 
low staff morale and high staff turnover.  More than 5 years on, encouragingly, this review 
found little evidence of most of these problems, with the exception of high levels of staff 
turnover (the Executive Director was one of the more recent departures, leaving the 
organization with an acting Director for the past 3 months).  Pay scales, which are 
significantly lower than those offered by international NGOs, are likely to be a major 
contributing factor to the high turnover.  In addition, consultations with FGAE staff and 
partners have left the reviewers with the impression that discord over the future direction of 
FGAE and lack of progress in resolving these differences may also be factors.  This 
highlights the need for FGAE to form a strong senior management team, which is able to 
galvanise its team and lead the organization through its next stage of development. 
 
2.6 Lesson Learning and Innovation  
FGAE’s reputation as an innovator has already been well described in this report, as has its 
ability to share this experience, influencing policies and practices of other organizations, 
including the GoE.  Partnerships with other SRH organisations are key to FGAE’s learning 
and innovation.  Internally, lesson learning and experience sharing tends to be an organic 
process.  For an organisation of FGAE’s size, it is appropriate to introduce more systematic 
ways to learn and share lessons.  More rigorous evaluation of FGAE models would also 
promote greater programme effectiveness as well as enabling a wider range of approaches 
to experience sharing with external audiences. 
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Box 11: Lessons identified during the review 
 

 More targeted, gender sensitive approaches 
would help reach the poorest and make work 
with men more successful. 
 

 Many clients report being willing to pay more for 
services that are provided by friendly and 
respectful staff. 

 

 Lack of information about FGAE services and 
perceptions about the likely costs of services are 
significant barriers reported by people not 
currently using FGAE services. 

 

 FGAE’s influencing strategy largely depends on 
its local credibility and it has not had to 
substantiate its models with evidence. 

Lessons Learnt 
In the course of this review, some important lessons have been identified (Box 11). Three of 
the lessons relate to FGAE’s targeting whilst the fourth relates to FGAE’s approach to 
influencing.   
 
FGAE’s approach to reaching client groups is relatively broad-brush and lacks a strong 
gender analysis.  More targeted approaches are needed to reach two specific groups: the 
poorest and men.  In urban and rural communities, the poorest need to be identified and 
action taken to directly inform them about the available services, their costs and fee waivers 
available and to empower them to take up the services.  Clients interviewed during the 
review reported a willingness to pay more for services, providing staff are friendly and 
respectful.  Any price increases would need to be accompanied by an effective and 
transparent fee waiver system to ensure that access to services for the poor is not 
negatively affected.     
 
FGAE’s primary approach to reaching men, via their female partners, needs to be revisited, 
as it overlooks prevailing gender norms, which make it difficult for women to convince men 
to seek medical assistance.  Instead, FGAE needs to engage directly with men to draw them 
into the clinics.   
 
Lack of information about FGAE services and perceptions about the likely costs of services 
were found to be significant barriers reported by people not currently using FGAE services. 
This suggests that FGAE needs to enhance its marketing and provide accurate information 
about the cost of services. 
 
FGAE’s influencing of policy and practice takes place in an environment where FGAE is 
highly regarded for its contribution to SRH over the past 45 years.  In view of this, FGAE has 
perceived that there is no need to substantiate its models of good practice with quantitative 
and qualitative evidence.  As a result, to date, there has been an underinvestment in M&E. 
The need to maintain programme effectiveness and to appeal to organisations outside of 
Ethiopia does however make this a key area for development. 
 
Systems for lesson learning and experience sharing 
The earlier discussion on effectiveness highlighted partnerships as a channel for FGAE 
learning.  FGAE is unusual in its openness to learn from other organisations.  In the absence 
of an in-depth organisational and situational analysis, it is difficult to pinpoint with a degree of 
certainty what enables this openness but FGAE staff commitment to constantly improving 
SRH services and active professional 
networks between individuals working 
in the SRH field are likely to be 
contributory factors.   
  
Internally, lesson learning and 
experience sharing tends to be an 
organic process.  Sharing of FGAE 
Area Office reports and some reports 
from attendance at international 
meetings seems to be the most 
systematic form of information sharing 
within the organisation currently.  
Quarterly review meetings to share 
lessons were proposed as part of 
FGAE’s M&E strengthening roadmap, 
although it is unclear whether these 
take place.  For an organisation of this 
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size, it is appropriate to introduce more systematic ways to learn and share lessons 
internally.  To remain at the cutting edge of SRH, there would also be benefit in connecting 
to international practices and enabling staff to learn from it. 
 
FGAE’s approach to experience sharing relies heavily on direct experience of their models 
by hosting study visits, or facilitating training.  For example, it has hosted several study visits 
for Ipas supported organisations developing peer led youth work.  It has also hosted study 
visits for parliamentarians as part of the recent SRH promotion targeting this group.  This is 
a valuable approach but it has limited reach since only those who are aware of FGAE’s 
credibility in the field of SRH and of the innovative work they carry out are likely to seek out 
learning from them.  Respondents have suggested that there is a market in East Africa for 
FGAE’s good practices, training and SRH promotion.  This is something the IPPF Africa 
Regional Office could help FGAE investigate and consider how it might position itself to tap 
into this market.  If it is something FGAE chooses to pursue, it will need to deepen its impact 
evaluation to identify outcomes from interventions, as well as success factors and document 
and disseminate models of good practice through a range of channels reaching their target 
audiences.      
 

3. Conclusions and Recommendations 

After decades at the forefront of SRH in Ethiopia, FGAE continues to make a significant 
contribution to both the enabling environment and to direct service provision.  It is providing 
quality, integrated SRH services to some low income, marginalized and underserved groups, 
and seeks to minimise direct financial barriers to accessing services.  These services 
provide a platform for other strands of activities: they serve as a training ground for 
government and other private sector providers; and are the source of good practices, used 
to inform government policy, guidelines and standards.  In this way, FGAE’s services have a 
much wider impact than on the clients they serve. 
 
As one of a number of FGAE core funders, it is difficult to isolate specific outcomes from the 
DFID PPA in Ethiopia.  It is clear though that unrestricted funding is making a definitive 
contribution to enabling FGAE to provide the scale of services it does and to have such a 
widely felt impact on the SRH enabling environment in the country. 
 
As an organization, FGAE is driven by a commitment to make quality SRH services 
accessible to poor, marginalized and underserved groups.  Its approach to reaching these 
groups is, however, relatively broad-brush with the result that, it is difficult to know whether 
FGAE’s clients fit this profile or not, particularly in urban contexts.  Their approaches also 
lack a strong gender analysis.  This not only means that there is a large target group – men 
– which remain overwhelmingly underserved, but also, that the outcomes from FGAE’s work 
with women are more limited since the gender relations that set the context in which 
reproductive health decisions are made are not addressed through interventions.   
 
FGAE’s overriding commitment to providing accessible services has reduced attention given 
to achieving financial sustainability.  Whilst FGAE should ensure broad access to services 
for the poor and marginalised remains a guiding principle, it needs to focus more clearly on 
increasing locally generated revenue.  Current plans in this direction need to be 
strengthened with detailed analytical work of income generating opportunities through fees, 
training services and possibly social franchising.  New work being initiated to promote 
efficiency and value for money also has an important role to play in the organisation’s 
sustainability strategy and should be approached with this in mind.  
 
FGAE’s local credibility has enabled it to have significant influence over government policy 
and practice over a number of years.  This level of acceptance has meant that it has not had 
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to substantiate its models of good practice with quantitative and qualitative evidence.  If, as 
recommended, FGAE is to deepen its training and SRH promotion work, and work outside of 
Ethiopia, it will need to strengthen its monitoring and evaluation systems, improve the 
documentation of models of good practice and put in place robust internal learning systems 
to enable the team to connect to international thinking and to share lessons and good 
practices.  
 
The enabling environment for SRH in Ethiopia is generally positive, but it is fast changing, 
with an increasing number of actors engaging in service provision.  This calls for FGAE to 
keep its market position under regular review.  Whilst the GoE Health Extension Package 
has reduced the scope for FGAE engagement at the community level, clear opportunities in 
other areas exist for FGAE programme development.  Low levels of service coverage make 
both continued service expansion and innovation necessary, to find ways of reaching larger 
numbers of people with quality and accessible SRH services.  At the same time, there is a 
clear demand for FGAE to continue playing a leading role in the transformation of the SRH 
landscape in Ethiopia through its training and capacity building of other service providers as 
well as its influencing of national policy and standards.  The challenge therefore is how to 
balance these four areas of activity within the organisation, whilst making steps towards 
achieving greater financial sustainability. 
 
Whilst FGAE has been active across all four areas, it is the consultants’ impression that 
service expansion and innovation dominate activities.  This review suggests that, within the 
current context, some ‘rebalancing’ is appropriate, with more emphasis being given to 
deepening capacity building and policy influencing activities, whilst continuing to extend 
services and innovate.  This will not be an easy balance to strike as there will be a constant 
pull towards service expansion.  Effective FGAE leadership will be critical to navigate the 
competing demands and ensure the organisation optimises its market position.   
  
The following recommendations set out priority actions to pursue the opportunities that are 
present and the challenges FGAE face.  Many of them echo objectives stated in FGAE’s 
Strategic Plan 2009-2013.   
 
3.1 Recommendations  
It is recommended that: 
 
Relevance 
1. Targeted approaches to reaching the poorest, especially in urban areas, are 

introduced. For the former, a first step would be to map areas where the poorest live in 

communities, ensure that HEWs or HDAs follow up with these households and track 
whether they eventually seek services. This would generate some experience of 
reaching the poorest, which can be used to inform FGAE’s wider programme.      

 
Efficiency and Value for Money 
2. IPPF assist the FGAE team to understand how value for money approaches can 

assist them in achieving their overriding objective of making quality SRH services 
available to the poor and marginalized.  Approaching concepts of efficiency and value 
for money in this way, with an awareness of the dominant organisational culture, will help 
ensure they become embedded. 

 
3. IPPF continue to assist FGAE to strengthen monitoring and evaluation systems 

and enable the team to use M&E data to improve programme performance.  This 

could be achieved by: 

 Scaling up the CMIS to all FGAE clinics and ensuring a standardized 
approach for data collection and recording across the organization is in place. 
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 Making provision for the more systematic collection of high quality qualitative 
data as part of FGAE’s M&E systems, and developing in-house capacity to 
oversee the collection and use of qualitative data. 

 
Effectiveness 
4. FGAE deepen its training and SRH promotion, whilst continuing to expand service 

provision and innovate new models of service delivery.  To achieve this, FGAE 

should: 

 Establish a training centre, as currently planned, and investigate opportunities for 
providing training services not only to Ethiopian partners, but also to organisations 
operating in the East Africa region; 

 Continue to develop the organisation’s services into “centres of excellence” to be 
used as training platforms; 

 Strengthen the evidence base of its models of good practice through quantitative and 
qualitative data, which identify intervention outcomes and success factors; 

 Document models of good practice in a variety of formats, to be used for training, 
SRH promotion and marketing purposes.   

 Clearly articulate SRH promotion objectives and identify those target groups, which 
are well positioned to influence the desired change.   

 
5. FGAE step up its direct engagement with men to attract them to their services.  

The pilot men only clinics can be used to trial and monitor different approaches to 
attracting and serving men.  Further needs assessment may also be necessary to 
understand the particular barriers for men in accessing SRH services and possible 
approaches to overcome them.   

 
Results and Impact 
6. IPPF assist FGAE to more accurately quantify the poverty profile of clients, 

perhaps using the vulnerability assessment tool, and strengthen reporting against 
this logframe indicator. 

 
Sustainability 
7. FGAE develop a more robust and evidenced strategy for increasing locally 

generated revenue. The strategy should review client ability to pay for services, 
including for some client groups who currently receive services free of charge (e.g. 
CSWs) but also investigate the potential of other revenue sources such as training 
services. 

 
8. IPPF support the new FGAE Executive Director to form a strong senior 

management team able to galvanise the wider team and lead them through the 
next stage of the organisation’s development. 

 
Learning and Innovation 
9. IPPF assist FGAE to strengthen internal knowledge management systems so that 

relevant programme information and good practices, including international good 
practices, are available to staff and learning is actively promoted.   
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Annex 2: List of Persons Met 

 

Names Place/Position   Contact Address 

FGAE Head Office 

Zena Dori Director of Finance & Administration  
and Acting  Executive Director  

zenad@fgaeet.org 

Gashaw Kebede Technical Advisor, Adolescent & Youth 
Programme 

gashawk@fgaeet.org 

Worku Eshetu Planning, Research & Knowledge 
Management Team Leader 

workues@fgaeet.org 

Atelabechew Bahiru Project Manager, CDC fund support  

Abadi Kalayu Director Organisational Development 
and Management   

 

Adam Zeleke  IEC/BCC & Publications Team Leader  adamyit@gmail.com 

Asqual Markos (F) Gender Officer asqualm@fgaeet.org 

Getachew Gashu Finance Manager  

Defabachew Setegn Addis Ababa Area Office Manager  

Dessie Kassa M&E Officer, Addis Ababa Area Office dessiekf@gmail.com 

Dereje Assefa Project Manager, Choice  derejea@fgaeet.org 

Desta Kebede Programme Director destak@fgaeet.org 

Haile Meskele Balcha  Technical Advisor  for HIV/AIDS hailemeskelb@fgaeet.org 

Fekadu Abiye Public Relations & Communications 
Specialist  

fekadua@fgaeet.org 

Achmyelesh Bekele (F) MIS/IT Officer  

Gizachew Balew Central Area Office Manager gbalew@gmail.com 

Eskedar Mellese Programme Co-ordinator, Central Area 
Office 

emellese@yahoo.com 

FGAE Service Providers  

Staff of Saris Clinic Clinic Co-ordinator, Nurse (F), Nurse 
(F), Lab Technician  

 

Digafe Tsegaye Clinic Co-ordinator, Merkato SRH Clinic 
(for CSWs) 

digynew@yahoo.com 

Staff of Adama Model 
Health Clinic 

Clinic Director, Midwife (F), Nurse, 
Nurse 

 

   

Focus Group Discussants (clients)  

Etsegenet Bekeke (F) Saris Clinic  

Gelaye Mamo (F) Saris Clinic  

Basezen Getachew (F) Saris Clinic  

Alemenesh Leta (F) Saris Clinic  

Tadelech Wedajo (F) Saris Clinic  

Ayelu Motuma (F) Saris Clinic  

Mekdes Chane (F) Merkato  SRH Clinic   

Messay Sentyehu (F) Merkato SRH Clinic   

Fasika Mamo (F) Merkato SRH Clinic   

mailto:zenad@fgaeet.org
mailto:gashawk@fgaeet.org
mailto:workues@fgaeet.org
mailto:adamyit@gmail.com
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Feker Gudissa  (F) Merkato SRH Clinic   

Rahel Fekru(F) Merkato SRH Clinic   

Hirut Eshete )F) Merkato SRH Clinic   

Mahlet Tadesse (F) Merkato SRH Clinic   

Edelawit Takele (F) Merkato  SRH Clinic   

Foziya Suleman (F) Adama Model Clinic   

Hadra Muftah (F) Adama Model Clinic  

Tamil Shukur (F) Adama Model Clinic  

Focus Group Discussants (Peer  Educators) 

Konjit Alemu (F) Merkato Clinic  

Tshaye Kebede (F) Merkat Clininc   

Zemzem Seid (F) Merkato Clinic   

Worknesh Ayalew (F) Adama  

Gezachwe Asrat  Adama  

Bekalu Semera Adama  

Focus Group Discussants (non- clients) 

Mehert Solomon (F) Merkato  SRH Clinic   

Meseret Alemu (F) Merkato SRH Clinic  

Emwaysh Nega  (F) Merkato  SRH Clinic  

Zenebech Abdi (F) Merkato SRH Clinic  

Genet Lema (F) Merkato SRH Clinic  

Zenash Tesfaye (F) Merkato SRH Clinic  

Alem Asrat (F) Merkato  SRH Clinic  

Almaz Ketema (F) Merkato SRH Clinic  

Mary Jenber (F) Merkato SRH Clinic  

Bethlehem Girma (F) Merkato SRH Clinic  

Isayas Feekede Adama  Model Clinic  

Gezaw Abera Adama Model Clinic  

Kidest Wodajo (F) Adama Model Clinic  

Tadesse Kerga Adama Model Clinic  

Yodit Alemayhu (F) Adama Model Clinic  

Individual Interviews with FGAE Partners/funders 

Sentayehu Abebe Federal Ministry of Health, Assistant 
Director of Urban Health Promotion & 
Disease Prevention Directorate   

251- 910 – 003918 (cell) 

Genet Mengistu Population Affairs Directorate, Ministry 
of Finance and Economic Development 

251- 911-309935 (cell) 

Wanna Wake Member of Parliament, Chairperson of 
Budget & Finance Affairs Standing 
Committee  

abenwan@yahoo.ca 

 Deputy, Adama City Zonal Health Office  

Approximately 10 
Members, all male  

Wegene PLWHA &  
OVC Care and Support Association 

 

Mengistu  Asnake (MD, Country Rep. Pathfinder International masnake@pathfinder.org 

mailto:masnake@pathfinder.org
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MPH) Ethiopia, and Chief of Party, Integrated 
Family Health Program (IFHP) 

251- 911-227430 (cell) 

Saba Kidanemariam 
(F) 

Country Director, IPAS 
 

sabak@ethionet.et 

+251- 11- 663-3378 

Yemeserach Belayneh 
(F)  

Country Advisor, Population & 
Reproductive Health Program, David 
&Lucile Packard Foundation 

ybelayneh@packard.org 

251-911-225897 

Teshome Admassu Senior Advisor, Adolescent & Youth 
Sexual & Reproductive Health Program, 
David &Lucile Packard Foundation 

TAdmassu@packard.org 

251-11-662-7074/75 

Yisrak Kebede Chairperson, FGAE Board of Directors   yisrakk@yahoo.com 

251-911 - 840000 
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