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“We are determined to use this handbook 
to build a strong culture of monitoring, 
evaluation and learning in an organization 
that is more effective in meeting the sexual 
and reproductive health needs of women, 
men and young people ‑ the globe”
Dr Gill Greer, Director-General, IPPF

IPPF’s Monitoring and Evaluation Policy was revised in 2006, and 
reflects a much stronger commitment to monitoring, evaluation 
and learning throughout the Federation. The policy emphasizes 
how learning from evaluation contributes to the effective 
management and improved performance of our programmes. It 
also stresses the need to demonstrate results to our beneficiaries 
as well as our donors, and at national, regional and global levels.  

For those of us in IPPF that are committed to increasing 
effectiveness, making decisions based on hard evidence, and 
improving the Federation’s accountability through monitoring and 
evaluation, this handbook provides the guidance and tools needed 
to translate the Monitoring and Evaluation Policy into practice. 
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request for feedback

We would greatly appreciate your feedback on 
the contents of the handbook, and to hear about 
your experiences of putting IPPF’s Monitoring and 
Evaluation policy into practice. 

Please email your comments to  
Mahua Sen at msen@ippf.org

Who we are

IPPF is a global service provider and a leading advocate of sexual 
and reproductive health and rights for all. We are a worldwide 
movement of national organizations working with and for 
communities and individuals.

We work towards a world where women, men and young people 
everywhere have control over their own bodies, and therefore their 
destinies. A world where they are free to choose parenthood or 
not; free to decide how many children they will have and when; 
free to pursue healthy sexual lives without fear of unwanted 
pregnancies and sexually transmitted infections, including HIV. 
A world where gender or sexuality are no longer a source of 
inequality or stigma. We will not retreat from doing everything we 
can to safeguard these important choices and rights for current 
and future generations.
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Foreword by the Director-General

In IPPF we are committed to improving how we carry out our work and to being 
better able to demonstrate our progress. The Federation’s results are reflected 
in the numbers of quality services being provided to clients, and by effective 
advocacy at national, regional and global levels that makes a difference to the 
sexual and reproductive health and rights of people in over 150 countries.

This handbook is a practical guide for volunteers and staff at IPPF who are 
committed to increasing effectiveness, evidence-based decision making, and 
improving accountability through monitoring and evaluation. 

For evaluation studies to be useful they must be used – both for learning and 
accountability. 

Monitoring and evaluation play such a key role in any healthy learning 
organization because they strongly encourage three key questions to be asked: 
are we doing the right thing; are we doing it well; and are there better ways of 
doing it? 

Investing in monitoring and evaluation means that IPPF is working hard to 
strengthen our ability to collect high quality data and ensure that the data 
are used to identify gaps and areas for improvement, to feed into our annual 
planning and budgeting exercises, support our advocacy work, review progress 
in implementing the IPPF Strategic Framework, and set ourselves increasingly 
ambitious goals in the future. 

Through these processes, we ensure transparency and openness, increased 
effectiveness, a healthy learning culture, and stronger working relations with our 
partners.

Next steps
I would like to encourage each Member Association to use the monitoring, 
evaluation and learning checklist provided in Appendix 1 to assess their capacity 
in monitoring, evaluation and learning, to identify areas of weakness, and to use 
this handbook to implement the changes needed to put IPPF’s Monitoring and 
Evaluation Policy into action. 

The handbook is also a clarion call for IPPF’s management and governing 
bodies to recognize the essential role that monitoring and evaluation play in the 
effective management of projects. Financial, human and technological resources 
for monitoring and evaluation need to be prioritized, and both policy and 
decision making must be based on evidence drawn from evaluation findings.

We are determined to use this handbook to build a strong culture of 
monitoring, evaluation and learning in an organization that is more effective in 
meeting the sexual and reproductive health needs of women, men and young 
people across the globe.

Dr Gill Greer 
Director-General, IPPF
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Putting the IPPF Monitoring and Evaluation Policy into practice4

IPPF’s Monitoring and Evaluation 
Policy
In May 2006, IPPF’s Governing Council approved 
revisions to IPPF’s policy 4.12 on evaluation which dated 
from 1990. The revised policy (see opposite) reflects a 
renewed commitment to monitoring, evaluation and 
learning throughout the Federation. The policy stresses 
the importance of monitoring, evaluation and learning 
to effective management and improved performance. It 
also reflects the need for IPPF to be able to demonstrate 
its results to itself and to others, at national, regional and 
global levels of the Federation, and to monitor progress in 
implementing IPPF’s Strategic Framework 2005–2015.

The policy describes the principles and commitments of 
IPPF towards monitoring and evaluation and the roles of 
staff and volunteers in IPPF in supporting and implementing 
the policy.

About this handbook
The handbook is divided into three main sections, as 
follows:

Section 1 describes the basics of monitoring and 
evaluation. We have included simple definitions of 
monitoring, evaluation and learning and explained their 
purpose in making informed strategic decisions. We also 
discuss some of the challenges in implementing monitoring 
and evaluation activities, describe some common myths 
relating to monitoring and evaluation, and highlight the 
importance of ethics in evaluation. 

Section 2 examines monitoring and evaluating projects 
at IPPF. Here, we discuss developing a monitoring and 
evaluation plan, developing indicators, project evaluation 
step by step, needs assessments, and baseline and endline 
studies. We also describe data collection, reporting, and 
utilizing monitoring and evaluation findings. 

Section 3 describes IPPF’s global indicators programme 
with an introduction and explanation of how we collect 
and analyze the data, how we report and utilize data at 
Member Association, regional and global levels, what the 
global indicators do and don’t do, and an overview of each 
of the 30 indicators.

Following the three main sections, a number of appendices 
are provided, as follows: 

a monitoring, evaluation and learning checklist to be •	
used by Member Associations to assess their capacity in 
monitoring, evaluation and learning (Appendix 1)
a sample monitoring and evaluation plan (Appendix 2)•	
a sample terms of reference (Appendix 3)•	

IPPF’s Organizational Learning Strategy (Appendix 4)•	
a list of consistency checks of the global indicators survey •	
data (Appendix 5)
the annual reporting schedule for IPPF’s global indicators •	
programme (Appendix 6)
a list of service statistics and global indicators reports •	
available on IPPF’s electronic integrated management 
system (eIMS) (Appendix 7)
an explanation of how IPPF’s global indicators are •	
calculated (Appendix 8)
an explanation of how the couple years of protection •	
(CYP) values are calculated for different methods of 
contraception (Appendix 9)

The glossary includes general monitoring and evaluation 
terminologies, service statistics definitions and other 
definitions used in the global indicators online survey 
questionnaire. 

In the bibliography, we have included references for 
further reading which might be of interest to the reader 
who wishes to learn more about monitoring and evaluation. 

Intended users
The handbook is designed to support all those with a 
role in monitoring and evaluating projects across IPPF. 
This includes volunteers, programme managers, project 
coordinators, project officers, and clinic and medical 
staff. On a practical level, the handbook is designed 
to support volunteers and staff who are committed to 
increasing effectiveness, evidence-based decision making, 
and improving accountability through monitoring and 
evaluation. 

The handbook provides the necessary tools for IPPF’s 
management and governing bodies to translate the 
Federation’s Monitoring and Evaluation Policy into action. 
Only through continuous learning and improvement will the 
Federation be able to achieve the objectives in its Strategic 
Framework 2005–2015. It is vital, therefore, that resources, 
both financial and human, are prioritized for evaluation 
activities, and that decisions are based on evidence drawn 
from evaluation findings. 

Use of this handbook will contribute towards a stronger 
culture of monitoring, evaluation and learning throughout 
the Federation, and an organization that is more effective 
in meeting the sexual and reproductive health needs of 
women, men and young people across the globe.

Introduction

Putting IPPF’s Monitoring and  
Evaluation Policy into practice
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5Putting the IPPF Monitoring and Evaluation Policy into practice

IPPF’s Monitoring and Evaluation Policy

Introduction
The most important work of IPPF takes place at the 1 
country level where Member Associations advocate to 
their governments and serve their clients through the 
implementation of sexual and reproductive health and 
rights programmes.
This policy makes clear the importance that the 2 
Federation attaches to the monitoring and evaluation1 
of its work, and highlights key principles and 
commitments that volunteers and staff should be 
guided by in its implementation.

Principles
Organizational effectiveness in IPPF means the ability 3 
of the Federation to fulfil its mission through a 
combination of sound management, good governance 
and a persistent dedication to achieving results. 
Monitoring, evaluation and learning:4 

are integral to organizational effectiveness since •	
they are concerned with measuring results achieved, 
and analyzing and reflecting upon the process that 
led to those results in ways that enable continuous 
improvement
empower volunteers and staff to understand what •	
works well and not so well, to improve projects and 
to inform the design of new ones
lead to good reporting on the performance of the •	
Federation, which increases accountability to those 
we serve (our clients) and to those who support our 
work (our donors and all other partners)

Commitments
IPPF is therefore committed to:5 

providing support to volunteers and staff to •	
increase their evaluation skills and improve decision 
making
implementing a participatory approach to •	
monitoring and evaluation in which key people who 
have a concern and interest in a project are actively 
and meaningfully involved in its evaluation
monitoring and reporting on results to assess •	
whether or not the Federation is achieving its 
strategic goals and objectives
demonstrating the effects of the Federation’s work •	
at national, regional and global levels in ways that 
are convincing, easy to understand and intellectually 
honest

Implementation
To realize these principles and commitments, the 6 
Director-General, Regional Directors and the Executive 
Directors of Member Associations will ensure that, as 
far as possible:

resources are available, and systems and procedures •	
are in place, to undertake ongoing monitoring and 
evaluation of projects
programme and resource allocation decisions are •	
based on analyses of both performance and needs
IPPF’s governing bodies at all levels of the •	
Federation are provided with the evidence they 
need to monitor the work of IPPF in relation to 
strategic and operational plans and to fulfil other 
governance responsibilities

Member Associations will endeavour to implement 7 
ongoing, participatory and robust monitoring and 
evaluation practices to ensure project effectiveness. 
These will include: 

needs assessments •	
monitoring and evaluation plans with indicators of •	
performance
baseline and endline/end of project surveys •	

Regional Offices will:8 
support Member Associations to monitor and •	
evaluate their work. This will involve the provision 
of technical assistance and advice on monitoring, 
evaluation, learning and reporting

The Secretariat will:9 
develop guidelines and procedures on monitoring •	
and evaluation
monitor the quality of evaluation throughout the •	
Federation
measure progress in implementing IPPF’s Strategic •	
Framework by analyzing data on the Federation’s 
global performance indicators; these data will be 
supplemented with in-depth programme reviews

Evaluation reports will be available on IPPF’s intranet 10 
to share lessons learned and good practice across the 
Federation’s global network.

Monitoring is the ongoing collection and analysis of data to review progress 1 
and make adjustments where necessary. Evaluation is the assessment of 
results achieved.  

M&EHbook_T01_FrontMatter_V04.indd   5 25/6/09   19:36:06



Section 1

Monitoring and evaluation: the basics

What are monitoring, evaluation 
and learning?
Monitoring: is an ongoing and systematic activity used 
to track whether activities are carried out according to 
plan. Monitoring provides project managers with important 
information on progress, or lack of progress, in relation to 
project objectives. 

Monitoring helps to answer questions such as:
How well are we doing?•	
Are we doing the activities we planned to do?•	
Are we following the designated timeline?•	
Are we over/under-spending?•	
What are the strengths and weaknesses in the project? •	
As a routine activity, monitoring enables those 

responsible for the project to identify strengths and 
weaknesses, to review progress being made and to make 
necessary adjustments. Monitoring keeps the project on 
track and provides the information necessary to make 
key decisions at the right time. Systematically generated 
monitoring data are also required to support project 
evaluations.

Evaluation: is an assessment of the relevance, efficiency, 
effectiveness, performance and sustainability of a project. 
Evaluation requires an in-depth review at specific points 
in the life of the project, usually at the mid-point or end 
of a project. Evaluation verifies whether project objectives 
have been achieved or not. It is a management tool which 
can assist in evidence-based decision making, and which 
provides valuable lessons for implementing organizations 
and their partners.

Evaluation helps to answer questions such as: 
How relevant was our work in relation to the primary •	
stakeholders and beneficiaries?
To what extent were the project objectives achieved?•	
What contributed to and/or hindered these •	
achievements?
Were the available resources (human, financial) utilized •	
as planned and used in an effective way?
What are the key results, including intended and •	
unintended results?
What evidence is there that the project has changed the •	
lives of individuals and communities?
How has the project helped to strengthen the •	
management and institutional capacity of the 
organization?
What is the potential for sustainability, expansion and •	
replication of similar interventions?
What are the lessons learned from the intervention?•	
How should those lessons be utilized in future planning •	
and decision making?

Learning: is the process by which knowledge and 
experience directly influence changes in behaviour. If the 
information provided by monitoring and evaluation is not 
used, then the exercise is essentially a waste of time and 
effort. One of the most important tasks of any project 
manager or evaluator is to ensure that the information is 
presented in a way that makes it accessible to those who 
need it to make decisions. Both monitoring and evaluation 
will be ineffective if they do not lead to learning at the 
project level. Evaluation findings, recommendations and 
learning should also contribute to improved programmes, 
policies and practices, evidence-based advocacy and 
effective resource mobilization. 

“We are all too busy…”
It is vital that monitoring and evaluation take place in 
an environment conducive to learning, risk-taking and 
reflection. It is often heard that “we are all too busy doing, 
to find time to reflect and learn” but we all need to know 
if what we are doing is the most effective way of achieving 
our objectives and meeting the needs of our clients.

Monitoring, evaluation and learning provide us with the 
tools needed to help us stay on the right track throughout 
the project life span, to make informed programme, policy 
and strategy decisions on the basis of our accumulated 
learning, and to contribute more broadly to the sexual and 
reproductive health and rights sector.

Monitoring and evaluation are often linked together but 
it is evident from the definitions above that there are clear 
differences between the two processes (Table 1.1). 

In the lifetime of any project, it is vital that each of the 
stages of preparation, implementation, monitoring and 
evaluation benefit from and contribute to learning. Figure 
1.2 illustrates the importance of monitoring, evaluation 
and learning during the life cycle of a project to maximise 
success, as well as beyond the life cycle to contribute 
to future policy and programme development, strategic 
planning, effective advocacy and resource mobilization.

Putting the IPPF Monitoring and Evaluation Policy into practice6

M&EHbook_T02_Section01_V04.indd   6 25/6/09   19:39:49



Table 1.1 Differences between monitoring and evaluation1

Monitoring Evaluation
ongoing•	 periodic:	at	the	midterm,	at	the	end,	a	substantial	•	

period	after	the	project	has	ended

keeps	track,	reviews	and	reflects	on	progress,	or	•	
lack	thereof,	in	relation	to	project	objectives

in-depth	analysis	to	compare	planned	with	actual	•	
achievements	in	relation	to	project	objectives

answers	what	activities	were	implemented	•	
and	what	results	were	achieved

plus:	answers	how	the	results	were	achieved	•	

alerts	project	managers	to	problems	and	•	
provides	options	for	corrective	actions

plus:	contributes	to	building	theories	and	models	•	
for	change;	provides	project	managers	with	strategy	
and	policy	options;	increases	accountability	to	
project	beneficiaries,	donors	and	other	partners

internal	process	•	 internal	and/or	external	process•	

Why monitor, evaluate and learn?
Only	by	monitoring,	evaluating	and	learning	from	projects	
can	we	be	sure	of	their	progress	and	performance.	

Why monitor?
We	monitor:

to	review	progress	and/or	lack	of	progress•	
to	make	necessary	adjustments	in	the	implementation	of	•	
activities
to	prioritize	allocation	of	resources	for	the	various	project	•	
activities	
to	gather	information	for	evaluation	purposes•	

Why evaluate?
We	evaluate:

to	assess	overall	project	performance•	
to	improve	project	design•	
to	make	decisions	based	on	concrete	evidence•	
to	increase	knowledge	of	what	works,	what	does	not	•	
work	–	and	why
to	be	accountable	to	project	beneficiaries	and	to	donors•	
to	assess	the	cost	effectiveness	of	the	project•	
to	provide	evidence	for	future	resource	mobilization•	
to	identify	successful	strategies	for	extension,	expansion,	•	
replication

Why learn?
We	learn:

to	increase	effectiveness	and	efficiency•	
to	increase	the	ability	to	initiate	and	manage	change•	
to	utilize	institutional	knowledge	and	promote	•	
organizational	learning
to	improve	cohesion	among	different	units	of	the	•	
organization
to	increase	adaptability	–	for	opportunities,	challenges	•	
and	unpredictable	events
to	increase	motivation,	confidence	and	proactive	•	
learning

There	has	been	a	long	tradition	in	the	international	
development	sector	to	view	the	purpose	of	evaluation	
solely	in	terms	of	accountability	to	donors.	However,	more	
recently	it	has	become	clear	that	monitoring,	evaluation	
and	learning	are	essential	components	of	effective	
project	management,	and	that	although	it	is	important	
to	undertake	evaluation	for	accountability	purposes,	to	
both	our	beneficiaries	and	our	donors,	the	most	important	
reason	is	to	learn	and	increase	the	effectiveness	of	what	we	
do.	Table	1.3	illustrates	the	differences	in	focus	between	
an	evaluation	undertaken	for	learning	as	opposed	to	an	
evaluation	done	for	accountability,	both	to	beneficiaries	
and	to	donors.	

7Putting the IPPF Monitoring and Evaluation Policy into practice
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Figure 1.2 Learning throughout the project life cycle and beyond 
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Table 1.3 Differences between evaluation for learning and evaluation for accountability2

Evaluation for learning

Evaluation for 
accountability 
to beneficiaries

Evaluation for 
accountability 
to donors

Main purpose learning and improvement•	 accountability and learning•	 accountability•	

Focus of 
questions

what worked, what •	
didn’t, and why?

what was supposed to •	
happen, what actually 
happened, what are 
the perceived changes 
by the beneficiaries?

were the goals and •	
objectives achieved?

Stakeholder 
roles

engage actively in all •	
stages of the evaluation

engage in key stages of the •	
evaluation, provide feedback

provide information •	
and review report

Assumptions 
about activities 
implemented

many interlinked factors •	
contribute to change and the 
end results may not be solely 
due to the project activities

project activities lead to •	
the results achieved

project activities lead to •	
the results achieved

Challenges in evaluation
A major threat to an organization’s ability to remain relevant, 
competitive and successful is its resistance to change, and one 
of the main challenges for monitoring and evaluation is for 
organizations to use the recommendations and learning from 
monitoring and evaluation to reflect, reassess and be proactive 
in influencing change. If the findings, recommendations and 
lessons do not feed back into the decision making, budgeting 
and planning processes, then monitoring, evaluation and 
learning are essentially of little value. 

The main practical challenges to monitoring and evaluation 
can be summarized as follows:

Lack of commitment/pol�itical� wil�l�: monitoring and 
evaluation are essential components of learning and 
accountability. A lack of commitment, however, can result 
in low prioritization of these activities. A lack of political will 
can also impose significant challenges, for example, when 
evaluations are conducted in a context where the political, 
economic, ethical and/or ideological influences affect the 
terms of reference, design and use of recommendations, 
and learning generated from evaluation.

Budgetary constraints: good quality monitoring and 
evaluation require adequate financial investment to 
ensure that systems are in place to collect the data for 
monitoring purposes and that sufficient budget is allocated 
for evaluation activities (costs may include travel expenses, 
salaries, training, technology, etc).

Lack of skil�l�ed personnel�/expertise: strong monitoring 
and evaluation require adequate numbers of staff who 
have the capacity, skills and experience to conduct 

monitoring and evaluation activities. In many parts of the 
world, there is a gap in evaluation capacity due to the low 
priority given to evaluation. Also, evaluation staff may be 
allocated other work responsibilities which leave less time 
to engage in evaluation.

Limited data avail�abil�ity and/or poor qual�ity of data: a 
monitoring, evaluation and learning plan should be developed 
before implementation of activities begins – to ensure the 
availability of baseline data and adequate monitoring data 
to support ongoing management decisions, to provide the 
information required for evaluation at specific times during 
the lifetime of the project, and to provide endline data to 
compare against the baseline. Regarding the quality of data, 
it is important to ensure that the sample represents the 
study population. Wherever possible, both qualitative and 
quantitative data should be collected using a combination of 
methodologies to minimize the chance of bias and to ensure 
high quality data.

Limited invol�vement of stakehol�ders: participatory 
evaluation, with beneficiaries and stakeholders playing 
an active role in monitoring and evaluation activities, can 
be of significant benefit to both parties: the stakeholders 
themselves in terms of empowerment, skills acquired, 
and a sense of ownership and influence over a project’s 
direction, and the project and evaluation teams in terms 
of the insight from the perspective of beneficiaries and 
what the projects mean to them. The challenges involved 
in participatory evaluation may be practical in terms of the 
training, supervision and logistics involved. Furthermore, 
some evaluators believe they and they alone have the skills 
to conduct an evaluation, and beneficiaries should only be 
involved as interviewees.

9Putting the IPPF Monitoring and Evaluation Policy into practice
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Using the findings and fol�l�ow up: the results of 
evaluation need to be disseminated internally, used 
proactively by decision makers to influence policy and 
programming, monitored to ensure recommendations are 
implemented, and shared externally with partners and 
donors to fulfil accountability requirements. Furthermore, 
internal mechanisms within organizations to share and learn 
from lessons in a systematic way need to be prioritized.

Impact eval�uation: increased debate about the 
effectiveness of aid has raised the profile of impact 
evaluation and increased the need for reporting at the 
outcome and impact levels. There are, however, a number 
of practical constraints to conducting rigorous impact 
evaluations for an organization like IPPF. They can be  
time consuming and costly, they usually require 
comprehensive baseline and endline data on a fixed set 
of indicators, and a control group which does not benefit 
from the intervention. This can be difficult in practical 
terms as well as judged unethical. The evaluation needs 
to be conducted after a significant amount of time has 
passed since the project ended and this is challenging in an 
environment where funding support, including funding for 
the project evaluation itself, often ceases at the same time 
as the project ends. Being able to identify attribution and/
or causality of effect  in complex situations, often involving 
multiple stakeholders and determinants, can also be also 
highly problematic. 

These challenges mean that for IPPF Member Associations, 
impact evaluations are not realistic in the majority of cases. 
However, more attention is being paid to measuring results 
at the outcome level in terms of the intended short to 
medium term effects on the target group and being able 
to demonstrate the difference our interventions have on 
people’s lives and/or their sexual and reproductive health 
and rights.

Setting targets: when designing objectives and indicators, 
the potential negative effects of setting unrealistic targets 
need to be considered. These negative effects include 
misreporting or falsification of data, especially when future 
funding is dependent on targets being reached.

Independence: IPPF’s Monitoring and Evaluation Policy 
supports an internal approach to monitoring, evaluation 
and learning. It has a focus on internal reviews and 
self-evaluation for purposes of learning and increasing 
organizational effectiveness. However, external 
‘independent’ evaluation also has a role to play, and one 
which is becoming more important as resources become 
increasingly constrained, and results and value for money, 
as reported from an external perspective, are valued.  
 

The challenges involved in independent evaluation may 
include the cost of commissions, the lack of integration 
with staff and stakeholders, the resistance to implement 
recommendations made by external parties, and the 
reluctance by external evaluators to be critical when 
their livelihood is dependent on commissions from the 
organizations they are evaluating.

Putting the IPPF Monitoring and Evaluation Policy into practice10
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Myths about evaluation
In training sessions, an interesting exercise is to ask 
participants to complete the sentence: 

“One thing about monitoring and  
evaluation that bothers me is _”

Here are some of the answers given during this exercise 
which illustrate many of the myths about evaluation that 
abound, followed by some clarification on the different 
opinions given.

“Evaluation is a fault finding mission.”

No! Evaluation is an assessment of project performance 
and a learning exercise.

“Evaluation is a performance appraisal of the 
project managers and/or staff.”

No! Evaluation is about the project, not the people. 
Involvement in and ownership of both the project 

and the evaluation process ensure that findings and 
recommendations can be used to increase performance, 
and not viewed as personal criticism.

“Evaluation is a tool to gather evidence for 
punishing and blaming.”

No! Evaluation is a participatory process to reflect and 
learn.

“All evaluation does is result in written reports.”

No! The prime objectives of evaluation are utilization 
of information and learning from the experience. 

Evaluation is a waste of time if informed decision making 
and policy formulation do not follow from the findings, 
recommendations and written reports that are generated. 

“Evaluation is important only for research-based 
organizations. We do not need it.”

No! Evaluation is an assessment of the relevance and 
performance of any project. Without reflecting on 

how we are doing, we cannot improve effectiveness. This is 
true for any organization in any business.

“I always know what my clients need – I don’t 
need evaluation to tell me if I’m really meeting 
the needs of my clients or not.”

No! You may be right, but how do you know for sure? 
You may know some of their needs but not all, and 

needs and the context in which you work can change over 
time. An evaluation can help clarify, convince and identify 
ways to improve quality and increase effectiveness. 

“Evaluation is an event to get over with and then 
move on.”

No! It is a periodic activity during the project life 
cycle, and the results should be integrated into 

management planning, strategy development and policy 
formulation. 

“Evaluation requires a whole new set of 
activities – we don’t have the resources.”

No! Most monitoring and evaluation activities involve 
ongoing management activities which are carried 

out to improve performance, and to assess whether 
objectives are being met. Where evaluation resources 
are required (financial and/or human), these should be 
prioritized by senior management as the benefits far 
outweigh the costs.

“There’s only one ‘right’ way to do an evaluation. 
What if I don’t get it right?”

No! Each evaluation process is somewhat different, 
depending on the needs and nature of each 

project. The only failed evaluation is one where no learning 
takes place. 

“In evaluation, we always have to follow the 
donor’s way of doing things.”

No! Most donors appreciate open consultation and 
experience sharing while planning an evaluation 

mission. Request that time is made available to discuss your 
concerns and contribution, and your participation in the 
evaluation.

“Doing is more important than evaluating.”

No! Both are required – the first is to ensure that 
projects are implemented and needs are met. The 

second ensures that projects do not lose touch with reality, 
are managed effectively and that the desired results are 
achieved. 

“What I’m doing couldn’t possibly be measured.”

Maybe    but to justify what you are doing, and 
the money being spent, you still need to 

answer the question ‘what changed?’ Most well-designed 
evaluations involve a combination of both quantitative 
and qualitative methodologies which provide evidence of 
change.

11Putting the IPPF Monitoring and Evaluation Policy into practice
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Ethics of evaluation
In this section, we consider the rights and responsibilities of 
both the participants and evaluators with regard to ethical 
issues.

Rights of participants

Right to information 
Participants are entitled to know the purpose of the 
evaluation and the feedback they will receive after the 
process is completed.

Right to non-participation 
Participants have the right to express freely if they do not 
want to answer any questions or do not want to participate 
in a discussion.

Right to privacy
Participants should be able to provide information in a 
private setting.

Right to anonymity and confidentiality
Participants should be assured of anonymity and 
confidentiality of any information they provide. Anonymity 
means that names and addresses are not recorded, and 
therefore specific information cannot be traced back to any 
participant. In situations where tracing back is necessary 
for credibility or follow up purposes, this needs to be 
mentioned clearly at the very beginning.

Right to own opinion
Participants have the right to express their own opinion no 
matter how much it contradicts with that of the evaluators 
or other participants.

Right to dignity
Participants have a right to be treated with respect, 
courtesy and consideration for their time. They also have 
the right to the undivided attention of the interviewer.

Responsibilities of participants

Be honest and open
It is crucial that participants provide honest opinions and 
factual information.

Clarify questions
Participants must stop and ask for clarification if needed, 
otherwise the evaluator might collect distorted information.

Express concerns
It is important that participants feel comfortable to express 
concerns with the evaluator, for example, use of certain 
language or terminology, or a lack of privacy.

Rights of evaluators

Right to information 
At the stage when the terms of reference are put together, 
evaluators have the right to know the purpose of the 
evaluation in the wider context of the organization, and the 
roles and backgrounds of team members.

Right to access and continuity 
Evaluators have the right to access any documentation, 
data sources and informants/interviewees that are needed 
to complete the evaluation.  

Right to support and infrastructure
Evaluators, like other service providers, should have the 
support and infrastructure they need to implement the task 
in an efficient and effective manner.

Right of inclusions or omissions
Evaluators have the right to include additional facts 
as relevant which may be outside the agreed terms of 
reference. At the same time, they have the right to omit 
facts and information in the public document, if they 
have the potential to disclose participants’ identities with 
negative consequences.

Right to be free of any influence
Evaluators should have the freedom and flexibility to 
provide feedback on evidence-based findings and 
recommendations without having to worry about personal 
repercussions.

Responsibilities of evaluators

Seek the truth
Evaluators should always put the facts together in an 
independent and objective manner on the basis of 
evidence. If evidence of wrongdoing comes to light during 
the process, it is always advisable to consult with key 
stakeholders to agree on whether this evidence is reported 
widely. 

Know your approach
Evaluators should be knowledgeable about which 
approaches/methodologies to use, when and where. They 
should possess the right set of skills, have the necessary 
experience, and be methodical and systematic in following 
these approaches.

Putting the IPPF Monitoring and Evaluation Policy into practice12
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Validate information
It is the responsibility of evaluators to cross-check the 
validity of the data gathered from multiple sources. In 
situations where triangulation (cross-checking the data 
from at least three different sources or methods) is not 
possible, it is still important that some validity checks are 
put in place.

Be non-judgemental
Evaluators should accept all the information and responses 
as they come and not allow their own opinions or beliefs to 
distort them in any way. 

Clarify the terms of reference 
Evaluators should clarify the terms of reference with the 
whole team and flag up any concerns before the evaluation 
process begins. This will avoid confusion later if any of the 
team members do not want to take part in a certain aspect 
of the process due to cultural, religious or any other reason.

Request permission, clearance and informed consent 
Evaluators should always request permission and consent as 
appropriate before any information is sought. Any clearance 
from relevant senior management should be obtained 
before publishing information, pictures and observed facts.

Consider and respect the needs of the respondents
Evaluators should always be aware that participating in an 
evaluation process can be uncomfortable for participants. 
Therefore it is the evaluator’s responsibility to make 
the participants feel at ease in providing information, 
particularly when it involves sensitive issues and personal 
questions.

Beware of restrictions and limitations
In some situations, participants are not allowed to give 
certain information, nor can the evaluator report on 
particular issues. The reasons may be political, cultural or 
religious, and it is important that the evaluator and those 
commissioning the evaluation understand these issues at 
the outset.

Manage expectations
It is important that the evaluator is honest and open about 
the purpose and scope of the evaluation and does not 
make any false promises to the respondents. For example, 
participants sometimes expect renewed funding or other 
resources. It is the evaluator’s responsibility to clarify that 
the purpose of the evaluation is to reflect and learn and 
to improve effectiveness, and will not necessarily result in 
future funding.

Provide feedback 
It is crucial that the evaluators share their findings with as 
many stakeholders as possible and all those involved in 
the evaluation. This may involve dissemination of the final 
evaluation report but feedback should also be provided in 
ways more appropriate to, for example, participants and 
other stakeholders, via debriefing meetings and in short 
summary reports produced in the local language where 
relevant. 

Safeguard participants’ anonymity and confidentiality
Evaluators have a responsibility to protect the confidentiality 
and anonymity of the participants. Where there is an 
exception to this, the evaluator should seek informed 
consent from the participant at all times.

Be culturally sensitive
Evaluators should learn about the diverse way of life and 
customs in different parts of the world, acknowledging and 
respecting these.

Adapted from: UNFPA. (2004) 1 Programme manager’s planning monitoring 
and evaluation toolkit, tool number 2: Defining evaluation. New York.
Watts, J. (2005) 2 Learning-oriented evaluation: A tool for promoting 
institutional learning and program improvement. ILAC Brief No.3. 
Institutional Learning and Change (ILAC) Initiative. Rome.

13Putting the IPPF Monitoring and Evaluation Policy into practice
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Developing a monitoring and 
evaluation plan
A monitoring and evaluation plan ensures that project 
information is available as and when it is needed to make 
decisions and improve performance. It also provides 
information to demonstrate accountability to service users, 
other beneficiaries, donors and stakeholders.

Drawing on lessons learned from previous interventions, 
a monitoring and evaluation plan should be developed 
for each project. Monitoring and evaluation plans support 
regular monitoring of projects so that decisions can be 
taken and adjustments made as necessary throughout 
the duration of each project, and to ensure that progress 
is documented and lessons are learned. Monitoring and 
evaluation plans should be finalized shortly after the project 
logical framework is signed off and before project activities 
are implemented. 

A monitoring and evaluation plan should seek answers to 
the following questions:

What do we need to monitor and evaluate – and why?•	
What tools and/or methodologies will we use?•	
Who will do what?•	
When will we do it?•	
How much time will it take to implement each of the •	
planned monitoring and evaluation activities?
How much will it cost?•	
How will the findings be shared and utilized?•	

Before developing a monitoring and evaluation plan, we 
need to have clarity on the following:

project logical framework and activities•	
indicators and targets set against the project objectives•	
evaluation questions•	
studies previously undertaken on similar interventions•	
data collection and analysis mechanisms, including •	
collection of age and gender data
how the data will be used, and by whom•	
resources available (people, time and finance)•	

Here are some practical steps to follow when developing a 
monitoring and evaluation plan.1

Step	1: Check the project design
review the project logical framework and work plan•	
ensure that objectives are clearly stated and measurable•	
ensure that evaluation questions are focused on the •	
primary purpose of the evaluation activities and prioritize 
the critical questions to ask
ensure that indicators are clearly stated including •	
quantity and quality

Step	2: Assess capacity for monitoring and evaluation
identify what human and financial resources are available•	
assess training requirements for all staff who will be •	
involved in monitoring and evaluation
specify training requirements•	

Step	3: Plan for data collection and analysis
check existing information sources for reliability and •	
accuracy to determine what data are already available
decide what information should be collected for baseline •	
purposes, and for monitoring and evaluation needs
ensure that data on age and gender are collected to •	
permit age and gender analysis
set a timeframe and schedule for data collection and •	
processing, and agree on responsibilities

Step	4: Prepare the monitoring and evaluation plan and 
budget

summarize agreed evaluation questions, information •	
needs, data collection, information use, reporting and 
presentation
summarize capacity building and support requirements•	
budget for all monitoring and evaluation activities and •	
identify funding sources

Step	5: Plan for reporting, sharing and feedback
design a reporting and feedback system to ensure that •	
management have the information they need to take 
decisions

A sample monitoring and evaluation plan from one of IPPF’s 
projects is provided in Appendix 2. However, it should be 
noted that each monitoring and evaluation plan should be 
tailored to the specific project, and this plan provides an 
illustrative example only.

Section 2

Monitoring and evaluating  
projects at IPPF

M&EHbook_T03_Section02_V04.indd   14 26/06/2009   01:18:19



15Putting the IPPF Monitoring and Evaluation Policy into practice

Developing indicators 
“An indicator is a marker of performance. It can be 
compared to a road sign which shows whether you are on 
the right road, how far you have travelled and how far you 
have to travel to reach your destination. Indicators show 
progress and help measure change.”2

Indicators are signs of progress and change that result 
from an activity, project or programme. The word indicator 
stems from the Latin words ‘in’ (towards) and ‘dicare’ (make 
known). Once developed, indicators provide guidance 
about what information should be collected and used to 
track progress.

Types of indicators
The following indicators are defined by what they set out to 
measure:

Input indicators:1  these indicators measure the provision 
of resources, for example the number of full time staff 
working on the project.
Process indicators: 2 these indicators provide evidence 
of whether the project is moving in the right direction 
to achieve the set objectives. Process indicators relate to 
multiple activities that are carried out to achieve project 
objectives, such as:

What has been done? Examples include training •	
outlines, policies/procedures developed, level of media 
coverage generated.
Who and how many people have been involved? •	
Examples include number of participants, proportion 
of ethnic groups, age groups, number of partner 
organizations involved.
How well have things been done? Examples include •	
proportion of participants who report they are 
satisfied with the service or information provided, 
proportion of standards, such as in quality, that have 
been met.

Output indicators: 3 these indicators demonstrate 
the change at project level as a result of activities 
undertaken. Examples include numbers of sexual and 
reproductive health services provided, and having a 
written HIV and AIDS workplace policy in place.
Outcome indicators:4  these indicators illustrate the 
change with regard to the beneficiaries of the project in 
terms of knowledge, attitudes, skills or behaviour. These 
indicators can usually be monitored after a medium to 
long term period. Examples include the number of new 
contraceptive users in a community and the number of 
young women aged 12 to 13 years vaccinated with HPV 
vaccine. 
 

Output and outcome indicators are usually expressed as 5 
numbers, percentages, ratios/proportions, or as a binary 
(yes/no) value. 

 Point to remember: 
In IPPF we refer to output and outcome indicators 
together as ‘results’ indicators.

Impact indicators: 6 these indicators measure the long 
term effect of a programme, often at the national or 
population level. Examples of impact indicators in sexual 
and reproductive health include maternal mortality 
ratio, HIV prevalence rate and total fertility rate. Impact 
measurement requires rigorous evaluation methods, 
longitudinal study and an experimental design involving 
control groups in order to assess the extent to which any 
change observed can be directly attributed to project 
activities. 
 
For the reasons stated above, measuring impact is rarely 
feasible, nor appropriate, for most projects implemented 
by IPPF Member Associations. 

The indicators used to measure the Millennium 
Development Goal 5 on improving maternal health 
are examples of impact indicators:3

Target 5.A: Reduce by three quarters, between 1990 
and 2015, the maternal mortality ratio
5.1  Maternal mortality ratio
5.2  Proportion of births attended by skilled health 

personnel

Target 5.B: Achieve, by 2015, universal access to 
reproductive health
5.3 Contraceptive prevalence rate 
5.4 Adolescent birth rate
5.5 Antenatal care coverage (at least one visit and at 

least four visits)
5.6 Unmet need for family planning
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Other types of indicators
Proxy indicators: these indicators provide supplementary 
information where direct measurement is unavailable or 
impossible to collect. For instance, if the contraceptive 
prevalence rate in a target population is unavailable, a proxy 
indicator derived from the contraceptive inventory data in 
the local clinics might be useful. Interpretation of proxy 
indicators should be done in a cautious and careful manner. 

Quantitative and qual�itative indicators: all the 
indicators discussed above can be categorized as qualitative 
or quantitative indicators on the basis of the way they 
are expressed. Quantitative indicators are essentially 
numerical and are expressed in terms of absolute 
numbers, percentages, ratios, binary values (yes/no), 
etc. Qualitative indicators are narrative descriptions of 
phenomena measured through people’s opinions, beliefs 
and perceptions and the reality of people’s lives in terms 
of non-quantitative facts. Qualitative information often 
provides information which explains the quantitative 
evidence, for example, what are the reasons for low levels 
of condom use; why do so few young people attend a 
sexual and reproductive health clinic; what are the cultural 
determinants that contribute to high levels of gender-based 
violence? Qualitative information supplements quantitative 
data with a richness of detail that brings a project’s results 
to life.

It is important to select a limited number of key indicators 
that will best measure any change in the project objectives 
and which will not impose unnecessary data collection. 
As there is no standard list of indicators, each project 
will require a collaborative planning exercise to develop 
indicators related to each specific objective and on the basis 
of the needs, theme and requirements of each project.

Table 2.1 highlights some issues to consider when 
developing indicators.4

Project evaluation step by step
In this section, we present some simple steps to follow 
before, during and after a project evaluation, as well as 
guidelines on developing terms of reference to support the 
evaluation process.

Before the evaluation:
identify clear objectives for the evaluation based on the •	
approved project proposal and the logical framework
identify and prioritize evaluation questions based on the •	
monitoring and evaluation plan and the resources available
identify methodologies and tools to be used throughout •	
the evaluation 
develop terms of reference outlining the plan, timeline, •	
methodology/data collection, costs, roles of team 
members, logistics requirements (see section on 
developing a terms of reference below)
carry out a further review of documents•	

During the evaluation:
conduct an initial briefing including a presentation, •	
and question and answer session with the project 
implementation team
carry out a further review of documents•	
conduct in-depth interviews with key stakeholders•	
hold meetings, interviews and/or focus group discussions •	
with primary beneficiaries at a number of different sites
undertake observation at the different sites•	
review the functioning of the project management •	
systems in place (data management, finance, logistics, 
human resources)

After the evaluation:
process and analyze data collected•	
produce draft report•	
share findings and draft recommendations with all •	
stakeholders and discuss
finalize report•	
disseminate report with a view to making the •	
information accessible to as many people as possible in 
the most appropriate format

Table 2.1 Do’s and don’ts when developing indicators

Do Don’t
do choose indicators that are specific, •	
simple and have clear meaning
do choose indicators that are comparable across •	
the target population and over time
do agree with key stakeholders on the choice of indicators•	
do choose data that are easily available and •	
inexpensive to collect where possible

don’t lose sight of the objectives•	
don’t assume that data will be available •	
– confirm it beforehand
don’t specify the direction of change (increase or decrease) •	
expected (this is relevant only for the objective)
don’t use indicators that need expert •	
analysis unless you have the expertise
don’t use more indicators than necessary•	
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Developing a terms of reference 
A terms of reference refers to a structured document 
explaining the purpose and guiding principles of an 
evaluation exercise. The terms of reference will specify the 
roles, responsibilities, organizations concerned, information 
required and expected output of the evaluation. It is a 
useful written plan of action and should answer questions 
on, for example:5

Why is the exercise necessary? •	
Why now?•	
What will be covered and what will not be covered?•	
How will the findings and learning be used?•	
Who should be involved?•	
What questions should be asked?•	
What methodologies should be used for data collection •	
and analysis?
How much time is available for planning, implementing •	
and reporting?
What resources are needed/available? •	
How should the findings and recommendations be •	
presented and disseminated?
How will the results be used?•	
How will learning from the evaluation be implemented?•	

It is always a good idea to include the following with a 
terms of reference:

conceptual framework of the project or project logical •	
framework
budget details•	
map of project sites•	
list of projects/sites to be visited •	
evaluation mission schedule •	
list of people to be interviewed•	
project statistics, documents, reports already available•	

A sample terms of reference is provided in Appendix 3.

Needs assessments, baseline and 
endline studies
A needs assessment identifies the needs of the community 
and helps to design a project which responds directly to 
those needs as well as prioritizing activities in a resource-
poor setting. 

Baseline and endline studies collect and analyze data 
before and after the project intervention respectively. 
They help to demonstrate changes that take place over 
the lifetime of the intervention. Conducting baseline and 
endline studies is vital in providing evidence of progress 
made as a result of the intervention. 

Table 2.2 highlights some of the differences between a 
needs assessment and a baseline study.

At IPPF, we strongly recommend that every project:
is designed following a needs assessment to decide •	
whether the intervention is necessary, to identify the 
target group and the most effective approaches to use, 
and to take into account previous experience and lessons 
drawn from similar interventions
should be preceded by a baseline study to ensure that •	
any changes resulting from the project’s activities can be 
measured over time
should be monitored to assess to what extent planned •	
activities are carried out
should conduct an endline study and a cost effectiveness •	
analysis during the final evaluation

The following points outline the questions to be considered 
when planning a baseline or endline study.6

What information is already available?•	
What will the studies measure?•	
Which data will effectively measure the indicators?•	
Which methodology should be used to measure progress •	
and results achieved against the project objectives? 
What logistical preparations are needed for collecting, •	
analyzing, storing and sharing data? 
How will the data be analyzed? •	
Who should be involved in conducting the studies?•	

Table 2.2 Differences between a needs assessment and a baseline study

Needs assessment Baseline study
a tool for project designing and planning•	
conducted before the project logical framework is finalized •	
to identify the needs of target community, •	
and the programme strategies and activities 
that are best suited to meet the needs

a tool for project monitoring and evaluation•	
conducted after the project logical framework is •	
finalized but before implementation of activities begin
to provide data against which progress •	
can be monitored and assessed
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Does the team have all the skills needed to conduct •	
the studies? If not, how will additional expertise be 
obtained? 
What will the financial and management costs of the •	
study be?
Are the estimated costs of the studies proportionate to •	
the overall project costs? 
Are adequate quality control procedures in place?•	
How will the study results/recommendations be used?•	

 Point to remember: 
Both baseline and endline studies should use the 
same methods of sampling, data collection and 
analysis, and collect the same data (set of indicators) 
for comparison.

Data collection
Once the monitoring and evaluation plan, including 
indicators, is finalized, we need to think about data 
collection. The key questions to address include:

What type of data should we collect?•	
When should we collect data (how often)?•	
What methods and tools will we use to collect data?•	
Where do we get the data from?•	
How do we ensure good quality data?•	

What type of data should we collect?
There are two main types of data – qualitative and 
quantitative – and the type of data most appropriate  
for a project will depend on the indicators developed.  
Table 2.3 gives an overview of the key differences  
between qualitative and quantitative data.7

Qualitative data consist of perceptions, experience and 
opinions, and common questions to collect qualitative 
information might begin with ‘How did…?’, ‘In what 
way…?’, ‘In your opinion…?’ etc. Quantitative data involve 
numbers, percentages and ratios, and common questions 
to collect quantitative information might start with ‘How 
many?’, ‘What proportion of…?’ etc. The most common 
methods used in qualitative data collection are observation, 
focus group discussions and in-depth interviews. The 
most common methods of collecting quantitative data are 
quantitative surveys and secondary data review. Qualitative 
data can be categorized and quantified for the purpose of 
data analysis.

Table 2.3 Differences between quantitative and qualitative data

Quantitative data Qualitative data
Purpose provide quantifiable data to describe a •	

situation (but not why the situation occurs)
provide an understanding of reasons, •	
background information, perception, 
opinion and motivations

Sample usually a random sampling technique and a •	
larger sample size are used; the samples are 
generally representative of the target group

usually a non-random sampling technique  •	
and a small sample size are used; 
the samples are not necessarily 
representative of the target group

Data collection structured questionnaire-based surveys •	
and secondary document reviews 

observation, focus group discussions •	
and unstructured or semi-
structured in-depth interviews

Data analysis most commonly statistical; findings •	
are more conclusive

usually non-statistical; findings are  •	
non-conclusive and usually descriptive in  
nature

Presentation of 
findings

easier to present and generalize findings with •	
charts, tables and using statistical analysis

harder to interpret and therefore presenting •	
findings as information can appear anecdotal

Utilization measure quantifiable changes •	
to demonstrate results

develop understanding and sound basis for •	
further decision making; answers the ‘why?’
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When should we collect data (how often)?
Frequency refers to how often the data should be collected 
(for example, annually, biannually, quarterly or monthly). 
Timing refers to exactly when to collect data. Needs 
assessment data are collected before a project is designed, 
baseline data after the design but before implementation, 
and endline data can be collected at a point in time during 
the lifetime of the project (for example, at the mid-point) 
or after the project has ended. It is important to agree on 
both the frequency and the timing of data collection at the 
design and planning phase of the project. 

It takes time and other resources to develop evaluation 
tools and instruments, administer them, and analyze and 
interpret the data. Data collection should therefore be 
frequent enough to provide the information needed to 
identify and correct problems but not so frequent that the 
burden outweighs the benefits and not enough time is 
available to analyze and actually use the data. 

What methods and tools will we use to collect data?8

There are a variety of methods used to collect data, and 
the most common methodologies are described below. 
For each methodological approach, the advantages and 
disadvantages are presented in Table 2.4.

Surveys
Surveys are used by evaluators to gather data on specific 
questions. Performance data, demographic information, 
satisfaction levels and opinions can be collected through 
surveys which usually involve pre-set questions in a 
particular order or flow. The questions can be structured 
or semi-structured, open or close-ended in format. Surveys 
can be conducted face to face, by email or telephone, and 
they can also be self-administered. 

Interviews
An interview is used when interpersonal contact is 
important and when the follow up of any interesting 
comments provided is desired. Interviews are best 
conducted face to face although, in some situations, 
telephone or online interviewing can be successful.

In structured interviews, a carefully worded 
questionnaire is administered. The emphasis is on obtaining 
answers to pre-prepared questions. Interviewers are trained 

to deviate only minimally from the question wording to 
ensure uniformity of interview administration.

For in-depth interviews, no rigid format is followed, 
although a series of open-ended questions is usually  
used to guide the conversation. There may be a  
trade-off between a comprehensive coverage of topics  
and in-depth exploration of a more limited set of issues. 
In-depth interviews capture the respondent’s perceptions in 
his or her own words. This allows the evaluator to understand 
the experience from the respondent’s perspective. 

In both cases, it is good practice to prepare an interview 
guide and to hold mock interviews to estimate the time 
required, to amend difficult questions or wordings, and to 
ensure that none of the questions are leading or prompting 
a specific answer. 

In terms of qualitative data that can be used to gain 
insight into the achievements and challenges of a project, 
interviews with project staff and beneficiaries can be 
especially useful to answer questions like:

How has the project affected you personally?•	
Which aspects of the project have been successful,  •	
and why?
Which aspects of the project have not been successful, •	
and why?
What needs to be done to improve the project?•	

 Point to remember: 
An interview is not an informal conversation. Getting 
the settings right and the questions focused are 
crucial in obtaining good quality data.

Observation
Observation gathers data on activities, processes and 
behaviour. It can provide evaluators with an opportunity 
to understand the context within which the project 
operates and to learn about issues that the participants 
or staff may themselves be unaware of or unwilling to 
discuss in an interview or focus group. Observation is a 
useful way to collect data on physical settings, interactions 
between individuals or groups, non-verbal cues or the non-
occurrence of something that is expected.9

Data collected through observation should be 
documented immediately. The descriptions must be factual, 
accurate and thorough without being opinionated or too 
detailed. The date and time of the observation should be 
recorded, and everything that the observer believes to be 
worth noting should be included. No information should be 
trusted to future recall.

 Point to remember: 
In the majority of cases, it is necessary to collect both 
quantitative and qualitative data and to use a variety 
of different methodologies to collect the data. This 
strengthens the results of the evaluation and reduces 
the chance of bias caused by any one particular 
method.
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Focus group discussions
Focus group discussions combine elements of both 
interviewing and observation, and the explicit use of group 
interaction is believed to generate data and insights that 
are unlikely to emerge without the interaction found in the 
group. The facilitator can also observe group dynamics and 
gain insight into the respondents’ behaviours, attitudes and 
relationships with one another. 

Focus groups involve a gathering of eight to 12 people 
who share characteristics relevant to the evaluation 
questions. Originally used as a market research tool to 
investigate the appeal of various products, the focus group 
technique has been adapted as a tool for data collection in 
many other sectors. 

Focus group discussions are useful in answering the 
same type of questions as those posed in in-depth 
interviews but within a social, rather than individual, 
setting. Specific applications of the focus group method in 
evaluations include:

identifying and defining achievements and constraints in •	
project implementation
identifying project strengths, weaknesses and •	
opportunities
assisting with interpretation of quantitative findings•	
obtaining perceptions of project effects•	
providing recommendations for similar future •	
interventions
generating new ideas•	

An important tool for conducting focus group discussions 
is the guide that clarifies a list of topics and questions to be 
covered in the discussion. The guide serves as a memory aid 
for the facilitator.

Focus group discussions should not last longer than 
one to one and a half hours. The facilitator must keep the 
discussion flowing and make sure that one or two people 
do not dominate the discussion. It is also important that the 
moderator facilitates the discussion so that the participants 
do not feel they have to agree with one another or reach 
any kind of consensus.

Document studies
Reviews of various documents that are not prepared for the 
purpose of the evaluation can provide insights into a setting 
and/or group of people that cannot be observed or noted 
in any other way. 

For example, external public records include census and 
vital statistics reports, county office records, newspaper 
archives and local business records that can assist an 
evaluator in gathering information about the larger 
community and relevant trends. These may be helpful in 
understanding the characteristics of the project participants 
to make comparisons between communities. Examples 
of internal public records are organizational accounts, 
institutional mission statements, annual reports, budgets 
and policy manuals. They can help the evaluator understand 
the institution’s resources, values, processes, priorities and 
concerns. 

Personal documents are first person accounts of events 
and experiences such as diaries, field notes, portfolios, 
photographs, artwork, schedules, scrapbooks, poetry, 
letters to the paper and quotes. Personal documents can 
help the evaluator understand an individual’s perspective 
with regard to the project. 

Document studies are inexpensive, quick and 
unobtrusive. However, accuracy, authenticity and access 
always need to be considered.

 Point to remember: 
An observer is not an onlooker and he/she always 
enters the scene with a carefully developed set of 
steps, instruments and protocols.  
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Table 2.4 Advantages and disadvantages of different methodological approaches

Advantages Disadvantages

Surveys
can be less time consuming and less expensive •	
to administer than other methods
can provide highly credible data when •	
constructed with built-in cross-checks
can be administered to large groups of individuals•	
can be administered for self-completion by the •	
respondents and offer anonymity if required
require less training for data collectors •	
compared to other methods
distortion is less likely as written questions are asked in a •	
pre-set order and answers are mostly recorded in writing 

data entry and analysis can be time consuming •	
may be difficult to receive completed surveys •	
from certain groups of stakeholders 
need expertise to design the questionnaire •	
a pilot study might be needed to investigate •	
whether a survey is the appropriate methodology 
to collect sensitive information
self-reporting may not always provide high quality data•	

Interviews
usually provide detailed data and new insights•	
the interviewer can explain or help clarify questions, •	
increasing the likelihood of useful responses
allow the interviewer to be flexible in •	
administering questions to particular 
individuals or in particular circumstances
can be done face to face, by telephone or email •	
interviewees can be anyone who has been involved with •	
the project (staff, volunteers, beneficiaries, stakeholders)

can be expensive and time consuming •	
need well-qualified, skilled and trained interviewers•	
interviewee may wittingly or unwittingly distort information •	
through recall error, selective perceptions, a desire to 
please the interviewer, the influence of stigma (perceived 
or real), cultural expectations, normative behaviour
volume of information may become too •	
large to transcribe and analyze

Observation
provides direct information about the •	
behaviour of individuals and groups
permits evaluator to enter into and •	
understand the situation/context
provides good opportunities for identifying •	
unanticipated outcomes 
exists in natural, unstructured and flexible setting•	

expensive and time consuming •	
needs well qualified, highly skilled, trained observers•	
may affect behaviour of participants •	
selective perception of the observer may distort data•	

Focus group discussions
usually provide high quality data and new ideas•	
participants can reflect on their own views •	
in the context of the views of others 
can be very creative •	
group dynamics may provide additional data on the project•	
may allow topics to be explored in greater •	
detail than during individual interviews
can throw light on unexpected effects/results of projects•	

can be expensive and time consuming •	
recruiting a somewhat homogeneous •	
group of participants can be difficult
physical facilities and other logistical •	
arrangements need to be organized  
information provided is from the individuals participating •	
in the discussion and so it may not be possible to 
generalize the data to the wider study population
participants may influence each other’s opinions•	
need an experienced moderator/facilitator •	
to keep the discussion on track

Document studies
available from normal day to day work so there are •	
no extra costs or time involved in generating data

accuracy depends on the ability of the •	
people responsible for the records
may lack data which are more critical•	
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Table 2.5 provides key questions and data collection 
methodologies according to the most common objectives 
of any evaluation. These include relevance, effectiveness, 

efficiency, sustainability, design, delivery process, causality 
and longer term effects.

Evaluation 
objective Key questions Data collection methodology
Relevance To what extent are project results in line with the needs •	

and priorities of beneficiaries and the community?
To what extent are the project objectives consistent with national •	
needs, government policies and priorities, and IPPF’s mandate?
Does the target population consider the project objectives useful?•	
Are the project objectives complementary •	
to other interventions in the area?

review of needs assessments and •	
situation analyses, government 
policies, IPPF policies, Demographic 
and Health Survey reports
interviews with •	
stakeholders, partners
interviews with project personnel•	

Effectiveness To what extent have project results been achieved? •	
Do the data collected provide adequate •	
evidence regarding achievements?
What are the reasons for the achievement and •	
non-achievement of project results?

review of service statistics•	
review of project reports•	
interviews with project personnel •	
focus group discussions •	
with beneficiaries

Efficiency Did actual results justify the costs incurred?•	
Have resources been spent as economically as possible?•	
Did project activities overlap and duplicate •	
other similar interventions?
Were there more efficient ways and means of delivering •	
more and better results with the available inputs?
What has been the quality of day to day project management?•	

review of financial records•	
review of project results •	
key informant interviews with •	
local implementing partners, 
local health authorities
literature review (comparison •	
with similar interventions 
of other organizations)

Sustainability Is it likely that project activities will be sustained •	
after the withdrawal of current support?
What is the degree of ownership of communities, •	
beneficiaries and stakeholders? 
To what extent is the project embedded in •	
institutional/organizational structures? 
Have project activities been integrated into the current practices of •	
your and/or other organizations (government, NGOs, INGOs etc)?
Have resources been allocated by the •	
counterparts to continue project activities?

community asset mapping•	
key informant interviews•	
review of Ministry of •	
Health and other ministries, 
local authorities and non-
governmental organizations 

Design Are project strategies realistic, appropriate •	
and adequate to achieve the results?
Are project results consistent with project objectives?•	
Are project indicators specific, practical and adequate? •	
Have external risk factors been identified?•	
Have execution, implementation, and monitoring and •	
evaluation responsibilities been clearly identified?
Does the design address the prevailing gender situation?•	
Does the project include strategies for national capacity building?•	
Does the design establish linkages among project components?•	
Does the design ensure learning?•	

review of project documentation, •	
log frame and reports

Table 2.5 Key questions and data collection methodology10
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Table 2.5 Key questions and data collection methodology10 (continued from previous page)

Evaluation 
objective Key questions Data collection methodology

Delivery 
process

How were activities implemented? •	
Were the planned outputs achieved? With adequate •	
quality? Within the planned timeframe?
Was project management being executed in a cost •	
effective and cost efficient way? Were financial, human 
and material resources being managed efficiently and 
responsibly? Were sound financial and equipment 
management procedures being practised?
Was the technical assistance provided •	
appropriate and of good quality?
Did project information and monitoring data provide adequate •	
information about the project? Were they used contribute to 
effective decision making during project implementation?

direct observation•	
key informant interviews: project •	
coordinators; Ministry of Health 
and other involved ministries; 
local health authorities/local 
implementing partners; IPPF 
Member Association staff
focus group discussions with •	
community representatives
review of documents and records •	
review of project monitoring •	
and evaluation tools; 
midterm review reports

Causality What factors or events have affected project results? Were •	
they internal or external? Were they expected or unexpected?
To what extent is it possible to establish a causal •	
link between the project and its effects? 

document search/project •	
documentation
key informant interviews: project •	
coordinators, project managers, 
implementing partners

Long term 
effects

To what extent have the project goal •	
and objectives been achieved?
What are the documented changes between •	
the baseline and the endline data?
What have been the longer term effects (positive and •	
negative, intended and unintended) of the project?
What change has the project made to the lives of beneficiaries?•	

baseline and endline survey reports •	
case studies•	
focus group discussions •	
with beneficiaries
Demographic and Health •	
Surveys and other population 
surveys, government surveys 
interviews with key informants•	

Where do we get the data from?
A survey that includes each and every member of the  
study population is a census. It is the best way to learn  
all about a group but is impractical, time consuming and 
expensive. A common practice in evaluation, therefore,  
is to select a number of items or individuals from the  
entire group. These few individuals make up the ‘sample’ 
that is considered to represent the total study population 
and from which data will be drawn. The process of 
selecting the sample is referred to as sampling.

There are two major types of sampling, random and 
non-random sampling, and a number of sub-types within 
each group.

Random sampling11

This is where all items or individuals have the same chance 
to be selected. It is systematic and rules out any bias of 
selecting a particular member of the population. The 
most common type of random sampling is simple random 

sampling where each member in a population is allotted 
an identification number. The required number of samples 
is picked up manually or by consulting a random number 
generator (a book, calculator or computer) to provide a list 
of selected individuals. This method is recommended for 
small populations but gets very complicated to use in large 
populations where every person or item has to be listed 
before the random numbers can be drawn. 

Other random sampling methods include systematic 
sampling where after the first item is selected at random 
as a starting point, subsequent samples are chosen with a 
uniform gap between each, for example every 15 minutes, 
every fifth head of household or every tenth person 
entering a community hall. Another random sampling 
method is stratified sampling which involves selecting 
samples from each ‘strata’ or group such as age, sex, 
marital status, etc.
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Non-random sampling
This is where all items or individuals do not have the same 
chance to be included in the sample, and subjectivity plays 
a role in selection. Non-random sampling is often used in 
small scale monitoring and evaluation processes and is less 
time consuming. The most common types of non-random 
sampling include convenience sampling, where respondents 
are chosen arbitrarily and in an unstructured manner based 
on easy availability and/or accessibility; snowball sampling, 
which is a type of convenience sampling where existing 
study subjects refer others to be included; and purposive 
sampling, where the evaluator handpicks subjects ‘on 
purpose’ based on the information needs of the survey.

Sample size
Sample size refers to the number of items or individuals 
selected from the population. The two major considerations 
for selecting a sample size are quantity and quality. 
Quantity is important as the sample must be large enough 
to be representative of the study population and yet 
small enough for data to be collected and analyzed in a 
time efficient manner. The quality of the sample is also 
important as it needs to demonstrate all characteristics of 
the study population.

Key points to consider when deciding on sample size 
are:12

methodology selected•	
degree of accuracy required•	
extent of variation in the population with regard to the •	
study requirements
time and money available•	

How do we ensure good quality data?
To ensure that the collected data are reliable and valid, a 
common method used is triangulation. The term is derived 
from an ancient sailing metaphor where sailors used 
several location points, mostly on the basis of the relative 
positions of the sun, moon and stars, to determine their 
positions and to navigate through uncharted waters. In the 
context of data collection, triangulation refers to the use of 
multiple methods. This increases confidence in the findings 
as the limitations of one approach can be compensated 
by the strengths of another, and because multiple and 
complementary data sets are more likely to lead to an 
increased understanding of complex situations. 

Data analysis
Once data have been collected, the next step is to conduct 
an analysis to meet the needs of monitoring, evaluation 
and learning. Progress in technology and an increased 
availability of computer packages designed to analyze data 
have made analysis, particularly for voluminous data, much 
easier. There is a variety of off-the-shelf software available, 

free of charge or at a competitive price. It should also 
be noted that, depending on the type of data available, 
analysis does not always have to be computer-based. 
What is most important is that data are analyzed in a way 
that provides answers to key monitoring and evaluation 
questions that are then used to increase performance, 
and not just to satisfy externally imposed reporting 
requirements.

Reporting monitoring and 
evaluation findings
It is vital that data collection and analysis result in reflection 
and learning, and that the findings are shared in an open 
and transparent manner with all the major stakeholders in 
the project. 

An organization’s culture, protocols, practices and 
available resources will influence the way that evaluation 
results are reported and to whom. Here we discuss the 
most common methods of reporting and the strengths and 
weaknesses of each.

Debriefing meetings
Debriefing meetings are utilized to present the findings 
and recommendations to various groups involved in the 
project. It is an effective way to get instant feedback 
from beneficiaries, project staff and/or funding agency 
representatives. Debriefing meetings need to be 
facilitated well and conducted in local languages, so that 
all participants get to put forward their views and the 
discussions are constructive.

Written reports
Written reports are the most common means of reporting. 
These usually have an executive summary, information 
on the background and context of the project, purpose, 
scope and focus of the project as well as the evaluation 
mission, methodology, findings, conclusions, lessons 
and recommendations (including an action plan for 
implementing the recommendations). 

The risk with written evaluation reports is that they 
end up on a shelf with few stakeholders reading beyond 
the executive summary. Without a fully participative 
approach to the evaluation process and in the reporting 
stage, the risk is that the recommendations will not be 
followed up. This is particularly common with externally 
commissioned evaluations. For project beneficiaries and 
others who are unable to attend debriefing meetings, 
it is critical that they also get the chance to see the key 
findings from any evaluation and provide feedback. This will 
probably mean translating at least the summary report and 
recommendations into a local language(s), and ensuring 
that any technical jargon is limited.
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In any report, it is recommended that the findings are 
presented in a variety of forms combining both text and 
graphics, and that the length of the report is limited to 
avoid unnecessary information overload. Simple bar and 

pie charts are often easier to understand than long tables 
with numbers. We provide a suggested outline of a final 
evaluation report in Table 2.6 as a sample. 

Title Page number

Acknowledgements

Map of the project area

Executive summary

Main findings and recommendations

Introduction1 

 Background and context 1.1 

Terms of reference1.2 

Project relevance and innovation2 

Relevance of project design2.1 

Relevance of project objectives2.2 

Innovation2.3 

Achievement of project objectives and targets3 

Gender and rights issues4 

Management and use of knowledge information systems5 

Monitoring, evaluation, documentation and learning approaches6 

Management7 

Governance8 

Financial issues9 

Expenditure against approved budget with details 9.1 

Personnel costs9.2 

Project income9.3 

Cost effectiveness9.4 

Financial analysis9.5 

Financial procedures9.6 

Reporting9.7 

Sustainability potential10 

Lessons learned11 

Recommendations and action plan12 

Appendices

Acronyms

Table 2.6 A sample table of contents page for a written report of a final evaluation

OEG_M&EHandbook_EN_VO4.indb   25 22/6/09   16:04:30



Putting the IPPF Monitoring and Evaluation Policy into practice26

 
Table 2.7 Reporting evaluation findings – strengths and weaknesses 

Methods Strengths Weaknesses Things to consider
Debriefing 
meetings

participants can clarify •	
questions, raise issues 
and comment on things 
they do not agree with
do not depend on literacy •	
level of audience

if not facilitated well, all •	
participants may not get 
a chance to contribute
getting people together •	
is time consuming
for face to face meetings, •	
logistics need to be organized
might be expensive•	
may need more than one •	
meeting to reach all groups 
involved/interested

facilitation•	
visual presentation•	
adequate time for discussion•	

Written reports can be read in own time•	
can be referred back to at any •	
point in time for information
can be used to follow •	
up recommendations 
or to quote from

only accessible to •	
literate people
no immediate way for •	
readers to clarify difficult 
words/terminologies
usually written in only •	
one language 
translation is expensive•	

length of the report •	
flow of the contents•	
language – in more than •	
one language, as well as 
simplicity and clarity 
use of charts, diagrams •	
and tables

Videos easily engaging•	
more convincing•	
can be utilized to •	
demonstrate change

expensive to prepare •	
need some technical •	
knowledge/expertise 
to record/edit
consent and ethical issues •	
might lead to conflict

appropriate language•	
cultural sensitivity on •	
certain issues
people with required skills•	

Videos
Audio-visuals can be used effectively to provide evidence 
of change, to demonstrate how beneficiaries feel about a 
project and to initiate further discussion in other groups. 
Videos are often more engaging, accessible and convincing 
than a written report. 

Table 2.7 illustrates the strengths and weaknesses of each 
of the above reporting methods and issues to consider 
when using the different methods.

Utilizing evaluation information
IPPF’s Monitoring and Evaluation Policy stresses the importance 
of monitoring, evaluation and learning for organizational 
effectiveness, ongoing reflection on how to strengthen our 
performance, and for high quality reporting to those we 
serve (our clients) and to those who support our work (our 
donors). IPPF also has an Organizational Learning strategy 
which emphasizes the importance of learning at individual, 
programme and organizational levels (Appendix 4).

For Member Associations, monitoring and evaluation 
information is valuable when it is recognized and used by 
project staff and decision makers to improve performance 
of projects. For this to happen, the use of monitoring and 
evaluation information needs careful consideration at the 
planning stage, for example when developing a monitoring 
and evaluation plan, and in collaboration with all potential 
users. This increases the chances of collecting and then 
using the information to make key decisions, implementing 
recommendations made and informing project design in 
the future. 

 Point to remember: 
Using a variety of different reporting methods suited 
to each audience works best in most situations.
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To draw up an effective utilization plan, the following 
questions need to be addressed.

Who is likely to use the evaluation information? For what •	
purpose?
What decisions, if any, are the evaluation findings •	
expected to influence? 
How much influence do you expect the evaluation to •	
have – realistically?
How will we know afterwards if the evaluation was used •	
as intended? (In effect, how can use be measured?)

In the context of learning organizations, accountability 
focuses not simply on the findings themselves and sharing 
them with both internal and external audiences, but on the 
decisions that are made as a result of the findings.13 

There are four main steps in utilizing evaluation 
information, as follows:

reflect: relate the findings back to the project objectives 
and try to assess what worked, what did not work so well 
and what could have been improved/done differently

fol�l�ow up: on recommendations made and monitor 
progress

appl�y: recommendations and learning to future projects

share: as widely as possible – not only the evaluation 
findings but the applications and reflections as well

Data use in advocacy and resource mobilization
Reliable data contribute to strong evidence-based advocacy. 
This includes all levels of advocacy – community, national, 
regional and global. Reliable data are also a source of 
information on which to base project planning and 
identify future funding needs. Available data from previous 
evaluations should be referred to, as much as possible, 
when developing project proposals. 

Participation of stakeholders  
in evaluation
Project stakeholders include any people who are affected 
by or involved in a project. These may include members 
of the community, project staff, programme managers, 
donors, government workers and, of course, service users 
and other project beneficiaries. 

The active involvement of multiple stakeholders in 
monitoring and evaluation can be of significant benefit to 
both the participants themselves, as well as in increased 
effectiveness and performance of the project. Involving 
project beneficiaries provides insight into the project’s 
outcomes from their own perspectives and ensures that 
any evaluation information is relevant in the local context. 
It also contributes to a feeling of ownership of results from 
all stakeholders and promotes the use of information to 
improve decision making and support change. Involving 
stakeholders in monitoring and evaluation can range from 
a minimal role as interviewees, to an extensive role where 
stakeholders are active members in the evaluation team.

Table 2.8 illustrates some of the key differences between 
conventional and participatory monitoring and evaluation.14

Table 2.8 Differences between conventional and participatory monitoring and evaluation

Conventional monitoring and evaluation Participatory monitoring and evaluation
aim to make a judgement on the project •	
for accountability purposes
strive for ‘scientific objectivity’ of monitoring •	
and evaluation findings, thereby distancing the 
external evaluators from the stakeholders
emphasize the needs for information of •	
project funders and policy makers
focus on measurement of success according •	
to predetermined indicators

aim to empower stakeholders•	
a process of individual and collective learning •	
and capacity building of stakeholders
emphasize the needs of information for the project •	
implementers and people affected by the project
a flexible process, continuously evolving and adapting •	
to the project’s specific circumstances and needs
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Section 3

IPPF’s global indicators programme

Introduction
IPPF’s 30 global indicators are used by the Federation to 
monitor progress in implementing its Strategic Framework 
2005–2015, and to identify areas where investment 
needs to be focused in future years in the pursuit of the 
Federation’s strategic goals and objectives. The 30 global 
indicators are divided into the Five ‘A’s: adolescents, HIV 
and AIDS, abortion, access and advocacy.

IPPF’s global indicators were approved by the Senior 
Management Team in January 2004. An online survey 
was then developed to collect data for the indicators, 
and piloted in 10 Member Associations. Feedback on the 
design of the survey was collected through a questionnaire 
completed by Member Associations as well as further 
discussions with IPPF colleagues. 

Baseline data for the global indicators were collected 
in 2005, and the results from each subsequent year can 
be compared with these baseline data. Throughout this 
section, we provide examples of how the global indicators 
data can be graphically presented, at Member Association, 
regional and global levels.  

Global indicators data collection 
and analysis
Global indicators data are collected annually from all IPPF 
Member Associations, both grant receivers and non-grant 
receivers. The collection of these data involves a major 
collaborative effort for Member Associations, Regional 
Offices and Central Office. All Member Associations are 
asked to complete an online survey, and those Member 
Associations that provide sexual and reproductive health 
services are also asked to complete the service statistics 
module. Both of these tools are located on IPPF’s electronic 
Integrated Management System (eIMS). 

Once submitted, the data are reviewed and cleaned 
by staff in the Regional Offices in consultation with each 
Member Association. Data cleaning guidelines are followed 
to ensure consistency and quality of the data submitted 
(Appendix 5). Once signed off by Regional Offices, a 
final check then takes place at Central Office before data 
analysis begins (Appendix 6). 

Analysis of the service statistics data is aided by a 
number of system-generated reports available on the eIMS 
(Appendix 7). These reports permit analysis of service data 
at Member Association, regional, sub-regional and global 
levels, and by anyone working or volunteering for IPPF 
with access to the eIMS. Essentially, this means that at the 
click of a button, the reports provide information on, for 
example, the numbers and type of sexual and reproductive 
health services provided, couple years of protection, new 
users and service delivery points.

Data on services also allow IPPF to conduct a variety of 
interesting and useful analyses, including the proportion 
of contraceptive and non-contraceptive sexual and 
reproductive health services provided (Figure 3.1) and 
trends over time (Figure 3.2), service provision to young 
and adult clients, services provided by different types 
of service delivery points (clinical and non-clinical) and 
the estimated proportion of vulnerable clients served by 
Member Associations against their respective UNDP Human 
Development Index rankings1 (Figure 3.3).

56.4%
(n=17,335,608)

43.6%
(n=13,416,374)

Figure 3.1 Percentage of contraceptive and 
non-contraceptive sexual and reproductive 
health (SRH) services provided, in year X
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Figure 3.3 Estimated percentage of Member Association clients who are poor, 
marginalized, socially-excluded and/or under-served, by human development index rank
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When designing the global indicators programme, 
we have been careful to make sure that all the data 
collected are used for a variety of different purposes and 
at different levels of the Federation. This ensures that 
Member Associations are not overburdened with reporting 
requirements that do not serve a function somewhere 
within IPPF.

Global indicators data reporting 
and utilization
IPPF’s global indicators are reported on an annual basis 
in a number of key publications, including the Annual 
Performance Report, IPPF At a glance, various donor 
reports, and other regional reports such as regional annual 
reports. 

The global indicators provide information to monitor the 
implementation of IPPF’s Strategic Framework 2005–2015 
at the global level, as well as monitoring progress in the 
implementation of strategic plans at regional and Member 
Association levels. Results are presented each year to IPPF’s 
key decision makers on our Governing Council and on each 
of our six Regional Executive Committees to enable IPPF’s 
volunteers to monitor progress, allocate budgets and make 
informed decisions.

Regional Offices use the global indicators data to 
prioritize and target activities, to identify where technical 
support needs are required in upcoming years and to make 
appropriate planning decisions to provide this support. 
Regional Offices also use global indicators data, alongside 
data on need, capacity and performance, to make decisions 
on allocating resources to Member Associations.

For each Member Association, global indicators data 
are used to inform decision making by governance and 
staff to improve programmes and performance. The survey 
and service data provide Member Associations with the 
opportunity to review their progress on an annual basis, 
view their own performance in comparison to others in 
the Federation, and to judge effectiveness and efficiency. 
Member Associations use the data to support resource 
mobilization and advocacy activities by sharing global 
indicators results and trends in performance over time with 
donors and other stakeholders. Results are also included 
in annual reports and proposals and this can make a 
significant difference in a Member Association’s ability to 
raise resources at the local and national levels. 

What global indicators do and 
what they don’t do...
The majority of IPPF’s global indicators are process 
indicators providing information on what IPPF Member 
Associations are doing in the Five ‘A’s. The indicators on 

services are output indicators measuring the provision 
of sexual and reproductive health services provided by 
Member Associations, and another output indicator 
measures the estimated proportion of clients served by 
Member Associations that are poor, marginalized, under-
served and/or socially-excluded. There is one outcome 
indicator which monitors the number of successful policy 
initiatives and/or positive legislative change in support of 
sexual and reproductive health and rights to which the 
Member Association’s advocacy efforts have contributed.

This means that our global indicators do not provide 
information on the quality of all the services we provide, 
nor the long term effect (or impact) of the services on 
sexual and reproductive health. In addition, the indicators 
do not provide in-depth information or qualitative data on 
the projects implemented by Member Associations. This 
type of information is collected in project reports, annual 
reports, midterm reviews, evaluations and special studies, 
and is used to complement global indicators results.

For service provision indicators, trends analysis at the 
regional and global levels is challenging as the Member 
Associations reporting their data can differ slightly from 
year to year, making any one year’s data set different 
from another. However, response rates being achieved are 
consistently high and, at the regional and global levels, 
trends analysis is now becoming less problematic than in 
the past.

Meaningful global, regional and trend interpretation 
and analysis of the data collected are also challenging as 
Member Associations operate in very different contexts, 
and it is important to recognize that global indicators data 
are most easily interpreted when analyzed in the local 
context.

Despite the challenges, the global indicators data offer 
IPPF an important opportunity to review progress on an 
annual basis, to conduct more extensive country-level 
analyses, and to offer a sign post showing where the most 
useful in-depth, qualitative research is needed.

Understanding our global 
indicators 
Our 30 global indicators are divided across IPPF’s five 
priority areas of adolescents, HIV and AIDS, abortion, 
access and advocacy. This section describes each of the 
global indicators. A more detailed explanation of how each 
indicator is calculated is provided in Appendix 8. 
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Adolescents

Indicator 1: Proportion of Member Associations with 
20 per cent or more young peopl�e under 25 years of 
age on their governing board, by sex 
This indicator monitors the extent to which Member 
Associations provide young people with the opportunity to 
participate in the governance of the Member Association. 
IPPF’s policy on youth (approved May 2001) strongly 
recommends that at least 20 per cent of Member 
Association governing board members should be under the 
age of 25. 

Data on the sex of young board members are also 
collected and recorded.

Indicator 2: Percentage of Member Association staff 
who are under 25 years of age, by sex
This indicator monitors the extent to which Member 
Associations involve young people in the day to day work 
of the organization. Member Association staff include 
all full time, part time, permanent and temporary staff 
employed by the Member Association at all levels and all 
sites (the headquarters, branches, project sites, clinical and 
non-clinical service delivery points) and who are paid a 
salary or are included on the payroll. This does not include 
young volunteers. The results of this indicator help Member 
Associations to reflect on the age composition of their staff 
and on whether young people are able to contribute to a 
Member Association’s work programme, in a capacity other 
than as a volunteer. 

Data on the sex of the youth staff members are also 
collected and recorded.

Indicator 3: Proportion of Member Associations 
providing sexual�ity information and education to 
young peopl�e
This indicator requires the Association to provide both 
sexuality information and sexuality education to young 
people. In IPPF, we differentiate these two terms as follows.

Sexuality information involves generating and •	
disseminating general and technical information, facts 
and issues to create awareness and knowledge on 
sexuality.
Sexuality education seeks to equip young people with •	
the knowledge, skills, attitudes and values they need 
to determine and enjoy their sexuality, physically and 
emotionally, individually and in relationships. Sexuality 
education recognizes that information on sexuality alone 
is not enough.  

To qualify for this indicator, Member Associations are 
required to provide both sexuality information and 
sexuality education to young people. We record data on 

the target groups reached by sexuality information and 
sexuality education programmes, as well as the different 
methodologies employed by Member Associations in 
providing sexuality education.

Indicator 4: Proportion of Member Associations 
providing sexual� and reproductive heal�th services to 
young peopl�e
This indicator requires the Member Association to 
provide at least one type of sexual and reproductive 
health service to young people. These services include 
provision of emergency contraception and other methods 
of contraception, abortion-related services, condom 
distribution, gynaecological services, sexually transmitted 
infection and HIV-related services (treatment, counselling 
and care), and various other types of counselling related to 
sexual and reproductive health.

These data provide us with information on the range of 
services provided to young people by Member Associations. 
Additional information is collected on the different client 
groups that access services, on whether young clients’ 
perceptions on service provision are taken into account 
in all service delivery points, and on the training given 
to providers to ensure they can offer high quality youth 
friendly services.

Indicator 5: Proportion of Member Associations 
advocating for improved access to services for young 
peopl�e
This indicator requires the Member Association to conduct 
advocacy activities to increase access by young people to 
sexual and reproductive health services with at least one 
target group. The target groups for advocacy activities 
include young people, government/decision makers, 
community/religious leaders, lawyers/legal bodies, media, 
teachers/parents and youth organizations.

The results of this indicator illustrate the extent to which 
our Member Associations advocate for young people’s 
rights to access sexual and reproductive health services and 
on which specific target groups they focus their advocacy.

Indicator 6: Number of sexual� and reproductive 
heal�th services (incl�uding contraception) provided to 
young peopl�e
These data are collected from the service records of each 
Member Association and are categorized by type of sexual 
and reproductive health service provided to young people. 

The data can also be analyzed to show which service 
delivery points provide services to youth (static and mobile/
outreach clinics, community-based distribution or other 
service delivery points) (Figure 3.4).
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By recording the number of services provided to young 
people, we can also compare the numbers of sexual and 
reproductive health services that IPPF provides to young and 
to adult clients (Figure 3.5).

 Point to remember: 
For IPPF’s global indicators programme, we record 
the number of services provided to a client and not 
the number of clients or client visits. This is a more 
accurate way to measure IPPF’s performance, because 
by recording client numbers only we would get a 
significant underestimate of IPPF service provision as 
a client may be provided with several services during 
one visit. For example, during one visit, a client may 
receive the following services: a pregnancy test, pre-
abortion counselling and a supply of condoms. This is 
recorded as three services provided, rather than one 
client or one visit.

HIV and AIDS

Indicator 7: Proportion of Member Associations with 
a written HIV and AIDS workpl�ace pol�icy
This indicator requires the Member Association to have 
a written HIV and AIDS workplace policy in place. The 
contents of the individual Member Associations’ policies are 
reviewed by the HIV and AIDS teams based in the Regional 
and Central Offices of IPPF.

Figure 3.4 Number of contraceptive services provided to young people, 
by type of service delivery point
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Indicator 8: Proportion of Member Associations 
providing HIV-rel�ated services al�ong the prevention 
to care continuum
This indicator requires the Member Association to provide 
at least six of the following nine HIV and AIDS services: 
information, education and communication/behaviour 
change communication; condom distribution; management 
of sexually transmitted infections; voluntary counselling 
and testing services; psychosocial support and counselling; 
prevention of mother to child transmission; treatment 
of opportunistic infections; antiretroviral treatment; and 
palliative care.

Requiring at least six of the nine services to qualify for 
this indicator ensures that Member Associations provide a 
mix of both prevention and care service elements that are 
essential in a comprehensive approach to HIV and AIDS.

Indicator 9: Proportion of Member Associations 
advocating for increased access to HIV and AIDS 
prevention, treatment and care, and reduced 
discriminatory pol�icies and practices for those 
affected by HIV and AIDS
To score for this indicator, the Member Association is 
required to conduct both advocacy to increase access to 
prevention, treatment and care, and advocacy to reduce 
discriminatory policies and practices for those affected by 
HIV and AIDS. Information is also collected on the target 
groups of these advocacy activities including government/
decision makers, lawyers, media, community leaders and 
religious leaders.

Indicator 10: Proportion of Member Associations with 
strategies to reach peopl�e particul�arl�y vul�nerabl�e to 
HIV infection
This indicator requires the Member Association to 
implement strategies to reach groups vulnerable to HIV 
infection including people living with HIV, sex workers, men 
who have sex with men, gay and bisexual men, injecting 
drug users, migrants and internally displaced people. 

Additional information is collected on the details of the 
strategies and the services provided to these vulnerable 
groups.

Indicator 11: Proportion of Member Associations 
conducting behaviour change communication 
activities to reduce stigma and promote  
heal�th-seeking behaviour
This indicator requires the Member Association to conduct 
behaviour change communication to reduce stigma 
associated with HIV and AIDS, and also to promote health-
seeking behaviour among groups that are vulnerable to and 
affected by HIV and AIDS.

Additional information is collected on the details 
of the target groups as well as the behaviour change 

communication strategies used to reduce stigma or 
promote health-seeking behaviour.

Indicator 12: Number of HIV-rel�ated services provided
These data are collected from the service records of the 
Member Association, and are categorized according 
to the different types of HIV-related services including 
sexually transmitted infection services, HIV prevention 
counselling, HIV voluntary counselling (pre- and post-test), 
HIV serostatus lab tests, opportunistic infection treatment, 
HIV psychosocial support and post-exposure prophylaxis, 
antiretroviral treatment, and AIDS home care treatment.

The data can be analyzed to show which service delivery 
points provide HIV-related services (static and mobile/
outreach clinics, community-based distribution or other 
service delivery points).

Indicator 13: Number of condoms distributed 
These data are collected from the service records of the 
Member Association. Data are available on the numbers 
of both male and female condoms that are distributed by 
Member Associations.

Abortion

Indicator 14: Proportion of Member Associations 
advocating for reduced restrictions and/or increased 
access to safe l�egal� abortion
This indicator requires the Member Association to advocate 
for national policy and legislative change on abortion. 

Information is also collected on the target groups of these 
advocacy activities, including government/decision makers, 
community/religious leaders, the general public, media, 
women’s associations, health professionals and lawyers,  
as well as details on the strategic partnerships that Member 
Associations are involved in to advocate on abortion. 

Indicator 15: Proportion of Member Associations 
conducting information, education and 
communication activities on (un)safe abortion, the 
l�egal� status of abortion and the avail�abil�ity of l�egal� 
abortion services
This indicator requires the Member Association to conduct 
information, education and communication activities on 
the three categories of: (un)safe abortion; legal status of 
abortion; and the availability of legal abortion services. 

Information is collected on the target groups of the 
information, education and communication activities 
which include young people, female clients, men, women’s 
groups, community groups, parents, community leaders 
and health professionals. 
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Indicator 16: Proportion of Member Associations 
providing abortion-rel�ated services
This indicator requires the Member Association to provide 
at least one of the abortion-related services, which include 
pre-abortion counselling, surgical abortion - dilation 
and curettage (D&C) or dilation and evacuation (D&E), 
surgical abortion (vacuum aspiration), medical abortion, 
post-abortion care, management of complications and 
incomplete abortion, and referrals to external abortion 
services.

Indicator 17: Number of abortion-rel�ated services 
provided 
These data are collected from the service records of the 
Member Association, and are categorized as pre-abortion 
counselling, post-abortion counselling, induced surgical 
abortion, medical abortion, referrals to external abortion 
services and post-abortion care.

The data can be analyzed to show which service delivery 
points provide abortion-related services (static and mobile/
outreach clinics, community-based distribution or other 
service delivery points).

Access

Indicator 18: Proportion of Member Associations 
conducting programmes aimed at increased access 
to sexual� and reproductive heal�th services by poor, 
marginal�ized, social�l�y-excl�uded and/or under-served 
groups
This indicator requires the Member Association to both 
implement programmes to increase access to sexual and 
reproductive health services by the poor, marginalized, 
socially-excluded and/or under-served groups and to 
advocate for the sexual and reproductive health and rights 
of the poor, marginalized, socially-excluded and/or under-
served groups (Box 3.6). Information is collected on the 
different vulnerable groups targeted by projects, as well 
as the different types of initiatives undertaken, including 
subsidized services, specially adapted fee structures, 
community-based services, and outreach and mobile 
services.

Indicator 19: Estimated percentage of Member 
Association cl�ients who are poor, marginal�ized, 
social�l�y-excl�uded and/or under-served
This indicator requires the estimated total number of clients 
served and the estimated number of clients served who are 
poor, marginalized, socially-excluded and/or under-served. 

Member Associations are advised to be guided by the 
definitions of these categories but to bear in mind that 
the accurate collection of the data is challenging for two 
reasons. Firstly, in the different national and local contexts 
in which Member Associations work, there will be a variety 
of alternative ways of identifying clients who are vulnerable 
according to these four categories, and they may not be 
mutually exclusive. For example, in the majority of countries, 
sex workers will be both socially-excluded and under-
served; all mobile health units will be providing services 
to marginalized groups who will also be under-served 
by established health service delivery programmes; and 
women, who make up the majority of the poorest of the 
poor, also remain marginalized in many parts of the world, 
as their gender alone acts as a barrier to health, education 
and/or employment opportunities.

Secondly, data collection on numbers of clients is 
challenging as IPPF’s centralized data collection system 
does not currently require, nor support, the recording of 
numbers of clients. For this reason, we can only ask that 
Member Associations provide an estimate for this indicator.

Box 3.6 Definitions of poor, marginalized, 
socially-excluded and under-served groups

Poor: people living on less than US$2 per day

Marginal�ized: people who for reasons of poverty, 
geographical inaccessibility, culture, language, 
religion, gender, migrant status or other disadvantage, 
have not benefited from health, education and 
employment opportunities, and whose sexual and 
reproductive health needs remain largely unsatisfied

Social�l�y-excl�uded: people who are wholly or 
partially excluded from full participation in the society 
in which they live

Under-served: people who are not normally or  
well-served by established sexual and reproductive 
health service delivery programmes due to a lack of 
capacity and/or political will; for example, people 
living in rural/remote areas, young people, people 
with a low socio-economic status, unmarried  
people, etc
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Indicator 20: Number of coupl�e years of protection, 
by method
These data are collected from the service records of the 
Member Association. Couple years of protection refers 
to the total number of years of contraceptive protection 
provided to a couple, and is reported by method of 
contraception from data on the numbers of items of 
contraception distributed (Figure 3.7). Couple years 
of protection (CYP) is calculated using internationally 
recognized conversion factors for each method of 
contraception (see Appendix 9 for conversion factors used).

Indicator 21: Number of contraceptive services 
provided, by type
These data are collected from the service records of 
the Member Association and are broken down by 
different types of contraceptive services provided. These 
include condoms, oral contraceptives, IUDs, emergency 
contraception, implants, injectables, sterilization, other 
hormonal and barrier methods, and contraceptive 
counselling (Figure 3.8). 

The data can be used to highlight which service delivery 
points provide contraceptive services (static and mobile/
outreach clinics, community-based distribution or other 
service delivery points).

Indicator 22: Number of non-contraceptive sexual� and 
reproductive heal�th services provided, by type
These data are collected from the service records of the 
Member Association and are categorized by the different 
types of non-contraceptive sexual and reproductive 
health services provided. The main categories include 
gynaecological services, maternal and child health services, 
sexually transmitted infection/reproductive tract infection 
services, HIV-related services, abortion-related services, 
urological and infertility services (Figure 3.9).

The data can be used to highlight which service delivery 
points provide non-contraceptive sexual and reproductive 
health services (static and mobile/outreach clinics, 
community-based distribution or other service delivery 
points) (Figure 3.10).

Figure 3.7 Percentage of CYP by method 
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Figure 3.8 Number of contraceptive services provided, by type, in year X and Y
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Indicator 23: Number of service del�ivery points by 
type
These data are collected from the service records of the 
Member Association that provide sexual and reproductive 
health services. The categories include clinic-based service 
delivery points (static and mobile clinics) and non-clinic-
based service delivery points (community-based volunteers, 
social marketing outlets, private physicians, pharmacies, 
government clinics and other agencies).

Indicator 24: Proportion of Member Associations with 
gender-focused pol�icies and programmes
This indicator requires the Member Association to have 
both a gender equity policy in place and to implement 
at least one type of gender-focused programme. These 
include women’s empowerment, participation, women’s 
rights in clinics, men’s needs, men’s role in gender equality, 
gender-based violence, gender capacity building, and 
monitoring and evaluation of gender programmes. 

According to IPPF policy, each governing board should 
be made up of at least 50 per cent women, and additional 
information is collected by the global indicators survey 
on the gender of the Member Association’s board. Data 
are also recorded on the proportion of female staff in 
management positions with supervisory and budgetary 
decision making responsibilities.

Indicator 25: Proportion of Member Associations  
with qual�ity of care assurance systems, using a 
rights-based approach
For those Member Associations that provide clinical 
services, this indicator requires compliance with quality 
of care standards in all their clinics in the six categories as 
follows:

adhere to written standards consistent with IPPF’s •	
‘Medical and Service Delivery Guidelines for Sexual and 
Reproductive Health Services’2

have procedures to ensure clients’ perceptions on •	
service provision are taken into account (exit interviews, 
satisfaction surveys and mechanisms to implement 
recommendations)
provide orientation/ongoing training to staff in all service •	
delivery points (training on contraceptive technology, 
treatment for sexually transmitted infections, infection 
prevention and control, client rights)
have mechanisms in place to assess technical •	
competence of service providers
implement strategies to assess the quality of care •	
provided
have the right conditions to deliver sexual and •	
reproductive health services (adequate privacy and 
comfort, essential supplies, cleanliness, running water, 
electricity, accessibility)

Advocacy

Indicator 26: Proportion of Member Associations 
invol�ved in influencing publ�ic opinion on sexual� and 
reproductive heal�th and rights
This indicator requires the Member Association to have 
both a communications strategy to influence public opinion 
on sexual and reproductive health and rights, and to 
conduct initiatives to influence public opinion on sexual 
and reproductive health and rights to support favourable 
policies and legislation.

Information is collected on the types of initiatives 
employed to influence public opinion including television, 
radio, newspapers, magazines, web-based media, 
community outreach, and working with religious and 
community leaders.

Indicator 27: Proportion of Member Associations 
invol�ved in advancing national� pol�icy and l�egisl�ation 
on sexual� and reproductive heal�th and rights
This indicator requires the Member Association to 
conduct advocacy activities to advance national policy and 
legislation on sexual and reproductive health and rights. 

Additional information is collected on the types of 
activities undertaken to advance national policy and 
legislation such as direct lobbying, working with the media 
and public education, as well as on the groups targeted 
by these activities including government, religious and 
community leaders, the general public and the media. 
Finally, as this type of work requires strong partnerships 
with other organizations, information is collected on the 
partners working with Member Associations including 
other non-governmental organizations, governments, 
international organizations and the media.

Indicator 28: Number of successful� pol�icy initiatives 
and/or positive l�egisl�ative change in support of 
sexual� and reproductive heal�th and rights to which 
the Member Association’s advocacy efforts have 
contributed
This indicator requires the change in national policy or 
legislation to have taken place in the previous year (January 
to December). Information is collected on the situation 
before and after the change, and the Member Association’s 
specific advocacy role (Box 3.11). 

This indicator can also be positive if the ‘change’ involves 
a proposal to change a policy or law that would be harmful 
to sexual and reproductive health and rights, if that 
proposal was blocked through the advocacy efforts of the 
Member Association and its partners.
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Indicator 29: Proportion of Member Associations 
invol�ved in counteracting opposition to sexual� and 
reproductive heal�th and rights
This indicator requires the Member Association to provide 
information on at least one opposition strategy that it is 
counteracting. 

Information is collected on the different types of 
opposition strategies including misinformation of sexual and 
reproductive health and rights, undermining existing policy, 
blocking new policy supporting sexual and reproductive 
health, and defunding of sexual and reproductive health 
programmes.

Indicator 30: Proportion of Member Associations 
advocating for national� governments to commit more 
financial� resources to sexual� and reproductive heal�th 
and rights
This indicator requires the Member Association to provide 
information on at least one campaign that focuses on 
advocating for national governments to commit more 
financial resources to sexual and reproductive health and 
rights, within their national budget lines and/or in meeting 
their commitments to international agreements such as 
Cairo and Beijing.

Additional information is collected on key advocacy 
activities that Member Associations participate in, for 
example national development plans, poverty reduction 
strategy papers, sector-wide approaches and country 
coordinating mechanisms.

Using global indicators to monitor progress in 
IPPF’s Strategic Framework
The global indicators are used to help IPPF monitor progress 
in implementing our Strategic Framework 2005–2015, and 
Table 3.12 illustrates the direct links between the global 
indicators and the Framework’s 22 strategic objectives.

UNDP 1 Human Development Indices: A statistical update 2008. Available at: 
http://hdr.undp.org/en/statistics/ (Date accessed 26/11/08).
IPPF (2004) 2 Medical and service delivery guidelines for sexual and 
reproductive health services. London. Available at: www.ippf.org/
NR/rdonlyres/DD4055C9-8125-474A-9EC9-C16571DD72F5/0/
medservdelivery04.pdf (Date accessed 26/11/08).
IPPF 3 Annual Performance Report 2007–2008. Available at: www.ippf.org/
en/Resources/Reports-reviews/Annual+Performance+Report+2007-
8.htm (Date accessed 22/12/08).

Box 3.11 Examples of successful policy 
initiatives and/or positive legislative change 
in support of sexual and reproductive 
health and rights to which the Member 
Association’s advocacy efforts have 
contributed3

Following a long period during which the IPPF 
Member Association in Portugal� advocated for 
changes in the abortion laws, in February 2007 a 
referendum to allow all women to seek abortion 
services on demand until the tenth week of 
pregnancy was held. The result was a majority vote in 
favour of changing the existing law. 

In Col�ombia, the National Council on Health Safety 
now includes hormonal contraceptives and male 
condoms in the Compulsory Health Plan and the 
Subsidized Health Plan. The IPPF Member Association 
in Colombia provided technical assistance to the 
Council. 

The Gambian Member Association successfully 
lobbied with government to include contraceptives 
in the list of essential drugs. The act was passed 
in parliament in 2007, and contraceptives are now 
formally recognized as essential drugs for the first 
time in the country. 

In Vanuatu, there was no national policy on HIV and 
AIDS before 2007. The Vanuatu Member Association 
lobbied for the introduction of a policy and was 
invited to participate in the drafting committee. The 
policy was finally launched on World AIDS Day 2007. 
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Table 3.12 Linking IPPF’s Strategic Framework objectives with global indicators

Strategic Framework objective Corresponding global indicator

Adolescents
Objective 1: 
To strengthen commitment to and support 
for the sexual and reproductive health, rights 
and needs of adolescents/young people 

Indicator 5: 
Proportion of Member Associations advocating for 
improved access to services for young people

Objective 2:
To promote participation of adolescents/young people 
in governance and in the identification, development 
and management of programmes that affect them

Indicator 1: 
Proportion of Member Associations with 20 per cent or more 
young people aged under 25 on their governing board, by sex

Indicator 2:
Percentage of Member Association staff who 
are under 25 years of age, by sex

Objective 3:
To increase access to comprehensive, youth 
friendly, gender-sensitive sexuality education

Indicator 3: 
Proportion of Member Associations providing sexuality 
information and education to young people

Objective 4:
To increase access to a broad range of youth friendly services

Indicator 4:
Proportion of Member Associations providing sexual 
and reproductive health services to young people

Indicator 6:
Number of sexual and reproductive health services 
(including contraception) provided to young people

Objective 5:
To reduce gender-related barriers and practices 
which affect the sexual and reproductive 
health and rights of young women

Indicator 2:
Percentage of Member Association staff who 
are under 25 years of age, by sex

HIV and AIDS
Objective 1:
To reduce social, religious, cultural, economic, legal and 
political barriers that make people vulnerable to HIV and AIDS

Indicator 9:  
Proportion of Member Associations advocating for 
increased access to HIV and AIDS prevention, treatment 
and care, and reduced discriminatory policies and 
practices for those affected by HIV and AIDS

Indicator 11: 
Proportion of Member Associations conducting 
behaviour change communication activities to reduce 
stigma and promote health-seeking behaviour

Objective 2:
To increase access to interventions for the prevention 
of sexually transmitted infections and HIV and 
AIDS through integrated, gender-sensitive sexual 
and reproductive health programmes

Indicator 7:
Proportion of Member Associations with a 
written HIV and AIDS workplace policy

Indictor 10:
Proportion of Member Associations with strategies to 
reach people particularly vulnerable to HIV infection

Indicator 13:
Number of condoms distributed
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Strategic Framework objective Corresponding global indicator

HIV and AIDS (continued)
Objective 3:
To increase access to care, support and treatment for people 
infected by HIV and support for those affected by HIV/AIDS

Indicator 12:
Number of HIV-related services provided

Objective 4:
To strengthen the programmatic and policy linkages 
between sexual and reproductive health and HIV and AIDS

Indicator 8: 
Proportion of Member Associations providing HIV-related 
services along the prevention to care continuum
Indicator 13:
Number of condoms distributed
Indicator 21:
Number of contraceptive services provided, by type

Abortion
Objective 1:
To strengthen public and political commitment for the 
right to choose and to have access to safe abortion

Indicator 15:
Proportion of Member Associations conducting 
information, education and communication activities 
on the nature of (un)safe abortion, the legal status of 
abortion and the availability of abortion services

Objective 2:
To increase access to safe abortion

Indicator 14:
Proportion of Member Associations advocating for reduced 
restrictions and/or increased access to safe legal abortion

Objective 3:
To expand the provision of abortion-related services as an 
integral part of sexual and reproductive health services

Indicator 16:
Proportion of Member Associations 
providing abortion-related services

Indicator 17:
Number of abortion-related services provided

Objective 4: 
To raise awareness among the general public, policy 
makers and key professional groups on the public 
health and social justice impact of unsafe abortion

Indicator 14:
Proportion of Member Associations advocating for reduced 
restrictions and/or increased access to safe legal abortion

Indicator 15:
Proportion of Member Associations conducting 
information, education and communication activities 
on the nature of (un)safe abortion, the legal status of 
abortion and the availability of abortion services

Access
Objective 1:
To reduce socio-economic, cultural, religious, political 
and legal barriers to accessing sexual and reproductive 
health information, education and services

Indicator 18:
Proportion of Member Associations conducting 
programmes aimed at increased access to sexual and 
reproductive health services by poor, marginalized, 
socially-excluded and/or under-served groups

Indicator 24:
Proportion of Member Associations with  
gender-focused policies and programmes

Table 3.12 Linking IPPF’s Strategic Framework objectives with global indicators (continued)
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Strategic Framework objective Corresponding global indicator

Access (continued)
Objective 2:
To strengthen political commitment and support 
for reproductive health programmes

Indicator 27:
Proportion of Member Associations involved 
in advancing national policy and legislation on 
sexual and reproductive health and rights

Indicator 28:
Number of successful national policy initiatives and/
or positive legislative change in support of sexual and 
reproductive health and rights to which the Member 
Association’s advocacy efforts have contributed

Indicator 29:
Proportion of Member Associations involved in counteracting 
opposition to sexual and reproductive health and rights

Indicator 30:
Proportion of Member Associations advocating for 
national governments to commit more financial resources 
to sexual and reproductive health and rights

Objective 3:
To empower women to exercise their choices and rights 
in regard to their sexual and reproductive lives

Indicator 24:
Proportion of Member Associations with  
gender-focused policies and programmes

Objective 4:
To increase male commitment to sexual 
and reproductive health

There is no global indicator for this objective, although 
IPPF does implement programmes to increase male 
commitment to sexual and reproductive health.

Objective 5:
To improve access to sexual and reproductive 
health information and sexuality education 
using a rights-based approach

Indicator 3:
Proportion of Member Associations providing sexuality 
information and education to young people

Indicator 19:
Estimated percentage of Member Association clients who are 
poor, marginalized, socially excluded and/or under-served

Indicator 21:
Number of contraceptive services provided, by type

Indicator 22:
Number of non-contraceptive sexual and 
reproductive health services provided, by type

Table 3.12 Linking IPPF’s Strategic Framework objectives with global indicators (continued)
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Strategic Framework objective Corresponding global indicator

Access (continued)
Objective 6:
To improve access to high quality sexual and reproductive 
health services using a rights-based approach

Indicator 19:
Estimated percentage of Member Association clients who are 
poor, marginalized, socially excluded and/or under-served

Indicator 20:
Number of couple years of protection, by method

Indicator 21:
Number of contraceptive services provided, by type

Indicator 22:
Number of non-contraceptive sexual and 
reproductive health services provided, by type 

Indicator 23:
Number of service delivery points, by type

Indicator 25:
Proportion of Member Associations with quality of care 
assurance systems, using a rights-based approach

Advocacy
Objective 1:
To strengthen recognition of sexual and reproductive 
health and rights, including policy and legislation which 
promotes, respects, protects and fulfils these rights

Indicator 27:
Proportion of Member Associations involved 
in advancing national policy and legislation on 
sexual and reproductive health and rights

Indicator 28:
Number of successful national policy initiatives and/or  
positive legislative change in support of sexual and 
reproductive health and rights to which the Member 
Association’s advocacy efforts have contributed

Indicator 29:
Proportion of Member Associations involved in counteracting 
opposition to sexual and reproductive health and rights

Objective 2:
To achieve greater public support for government 
commitment and accountability for sexual 
and reproductive health and rights

Indicator 26: 
Proportion of Member Associations involved in influencing 
public opinion on sexual and reproductive health and rights

Indicator 30:
Proportion of Member Associations advocating for 
national governments to commit more financial resources 
to sexual and reproductive health and rights

Objective 3:
To raise the priority of sexual and reproductive 
health and rights on the development agenda 
resulting in an increase in resources

Indicator 30:
Proportion of Member Associations advocating for 
national governments to commit more financial resources 
to sexual and reproductive health and rights

Table 3.12 Linking IPPF’s Strategic Framework objectives with global indicators (continued)
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Appendix 1

Monitoring, evaluation and learning checklist:  
a guide to assess capacity
IPPF’s ‘Monitoring, evaluation and learning checklist’ is a 
guide for Member Associations to assess their capacity 
in monitoring, evaluation and learning and to identify 
areas that need strengthening. The checklist uses IPPF’s 
Monitoring and Evaluation Policy as its key reference, and 
complements the membership standards and checks in 
IPPF’s Accreditation System.

The checklist should be completed by a small group 
of Member Association staff involved in monitoring 
and evaluation. The results should be shared with 

other key stakeholders including volunteers and senior 
management from the Association. A format for an action 
plan is provided to assist in building capacity in areas of 
monitoring, evaluation and learning identified as needing 
strengthening.

Instructions
Assess your Association’s capacity in monitoring, evaluation 
and learning by answering ‘yes’, ‘no’ or ‘partially’ in the 
following checklist:

Monitoring and evaluation systems yes no partially
1 Are sufficient financial resources allocated to monitoring and evaluation activities?
2 Are monitoring and evaluation responsibilities included in the 

job descriptions of one or more members of staff?
3 Do programme and monitoring and evaluation staff receive training/

refresher training on monitoring, evaluation and learning?
4 Are project beneficiaries and stakeholders actively involved in the design and 

development of monitoring and evaluation plans, and the evaluation of projects?
5 Do projects have monitoring and evaluation plans with 

indicators that measure project performance? 

Data management processes:  
capture, quality control and analysis yes no partially
6 Is there a manual or computerized system(s) to assist 

in data collection, analysis and review?
7 Are systems in place and checks regularly made to ensure quality control of data?
8 Are systems in place to assess cost effectiveness?
9 Are baseline surveys conducted before and endline surveys 

conducted after every project to provide evidence of change?
10 Are data disaggregated by age and gender?

Data utilization, learning and accountability yes no partially
11 Does a needs assessment, which includes applying lessons learned 

from previous projects, take place before every new project?
12 Are analyses of both performance and needs used to make 

programme and resource allocation decisions?
13 Does the governing board use evidence, including monitoring 

and evaluation findings and global indicators, to monitor 
achievements and challenges, and to inform policy making?

14 Are evaluation findings shared with volunteers, staff, external stakeholders 
and beneficiaries in appropriate and accessible formats (for example, 
debriefing meetings, donor reports, summary reports, etc)?

15 Are your Member Association’s global indicators results, including service 
provision data, disseminated widely to both volunteers and staff?
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Action plan format
On the basis of the results of the self-assessment, you may have ideas to implement certain activities to strengthen your 
Member Association’s capacity in monitoring, evaluation and learning. Here is an action plan format to assist you.

Expected 
results Major activities Strategies Resources Timeframe

Person 
responsible 

What do we 
want to achieve 
with regard to 
monitoring, 
evaluation and 
learning?

What do we 
need to do?

How do we do 
it?

What kind of 
support do 
we need to 
implement  the 
activities?

When will we 
do it?

Who will ensure 
that it happens?
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Appendix 2

A sample monitoring and evaluation plan

Title of project: Positive Vibes1

Goal To reduce HIV, sexually transmitted infections and unwanted pregnancy rates 
among Haitian youth aged 10 to 24 through a participatory street theatre 
approach focusing on positive sexuality messages, which will inform and 
empower youth to make informed decisions about, and act out, a healthy 
sexuality.

Objective 1 By the end of the project period, increase awareness among in- and out-of-
school Haitian youth (aged 10–24) in Jacmel, Port-au-Prince and Port-de-Paix of 
the availability of PROFAMIL’s youth friendly services and of positive sexuality 
(including gender equity and decision making in relationships, and preventing 
HIV, unwanted pregnancy, unsafe abortion, etc) through participatory youth 
street theatre and a peer education network. 

Key activities Indicators Means of 
verification

Frequency of 
data collection

Person 
responsible

Provide upgraded 1.1 
training to peer 
educators in key areas 
of adolescent sexual 
and reproductive health, 
focusing on a sex-
positive approach and 
provision of referrals

Involve all peer educators 1.2 
in supporting roles for 
street theatre production 
and in providing referrals 
to PROFAMIL services

Develop and implement 1.3 
promotional strategy for 
PROFAMIL street theatre

Peer educators conduct 1.4 
post-event qualitative 
interviews with youth 
audience to gather input 
on and assess effect of 
street theatre initiative

Results

Changes in young people’s 
attitudes towards youth 
sexuality/their own sexuality 
through participation in street 
theatre or peer education

Post-test results At each 
performance, 
analyzed quarterly

Peer educators 
and evaluation 
consultant

Number of youth (approximately) 
in audience of performances, 
by site, by month

Project records At each 
performance

Youth officers 

Percentage of youth respondents 
to street theatre who express 
absorption of positive sexuality 
messages2 and report knowing 
of PROFAMIL youth services 
post-test, by site, by month 

Post-test results At each 
performance, 
compiled quarterly

Youth officers 

Changes in peer educator 
attitudes towards youth sexuality 
and the effectiveness of their 
work as agents of change

Focus group results End of project Evaluation 
consultant

Process

Number of performances, 
and approximate number of 
youth attending, by site

Project records Quarterly

Number of peer educators 
retrained in key adolescent 
sexual and reproductive health 
topics, positive sexuality, and 
effective referral, by site, by topic

Training records 
(sign in sheet, etc)

Quarterly Youth officers 

Number of referrals provided 
by peer educators to PROFAMIL 
youth services, by site, by month

Peer educator 
tracking sheet

Collected by 
peer educators 
throughout month, 
compiled monthly

Data clerk 

Promotional strategy 
developed and documented

Project records Quarterly Project coordinator 
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Objective 2 By the end of the project period, increase access to PROFAMIL’s youth friendly 
sexual and reproductive health services (especially HIV prevention and condom 
promotion) in Jacmel, Port-au-Prince and Port-de-Paix and (including mobile 
health services) through adopting a sex-positive approach and a strong referral 
system linked with youth street theatre.

Key activities Indicators Means of 
verification

Frequency of 
data collection

Person 
responsible

Recruit staff for all 1.5 
PROFAMIL Youth Clinics 

Identify trainer to provide 1.6 
training/sensitization 
for providers/health 
promoters to ensure 
readiness and positive 
sexuality approach 

Hire social worker to 1.7 
provide counselling 
services at all three 
sites and to inform 
drama scenarios

Research potential 1.8 
partners and create 
functioning referral 
network with other 
youth agencies 
(all three sites) 

Monitor effectiveness 1.9 
of referral systems 
(both with partner 
agencies and from 
peer educators), 
modify as necessary 

Distribute condoms 1.10 
at street theatre and 
peer education events

Results

Number of clinical sexual 
and reproductive health 
services provided to youth, 
by age, gender, site, type

Service statistics Monthly Data clerk 

Number of counselling services 
provided to youth, by site, 
by month, by topic/type

Counselling service 
statistics/records

Monthly Data clerk  

Number of contraceptives 
distributed to youth, by site, 
type of contraceptive, month 
(specify if distributed by clinic 
or by peer educators)

Service statistics Monthly Data clerk

Changes in adult staff 
attitudes towards the 
sexuality of young people

Focus groups End of project Evaluation 
consultant

Process

Number of providers trained 
in adolescent sexual and 
reproductive health topics and 
positive sexuality, by site, by topic

Project/training 
records

Quarterly Youth officers 

Number of potential partners 
(youth-serving agencies) 
identified and contacted 
(related to referral)

Project records Quarterly Clinic  Director 

Number of referrals to 
external youth-serving 
agencies provided to youth 
clients, by site, by month

Service statistics Monthly Data clerk 
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Objective 3 By the end of the project period, strengthen resource mobilization efforts 
to ensure the sustainability of PROFAMIL’s youth programme and services by 
expanding efforts to reach new donors, particularly among the Haitian diaspora 
in the United States. 

Key activities Indicators Means of 
verification

Frequency of  
data collection

Person 
responsible

Train PROFAMIL 1.11 
staff in proposal 
development (training 
will be conducted 
by consultants)

Collaborate with IPPF 1.12 
to develop proposals 
and market PROFAMIL 
youth programme 

Test and promote 1.13 
fundraising aimed at 
generating financial 
support for PROFAMIL’s 
youth programmes 
from the large middle 
class Haitian immigrant 
population in South 
Florida (‘Friends 
of PROFAMIL’)

Results

Overall funds raised to 
support PROFAMIL’s youth 
programme and this project

Member 
Association 
financial records

Annual IPPF/Western 
Hemisphere Region 

Funds raised by ‘Friends of 
PROFAMIL’ to support youth 
programme and this project

Member 
Association 
financial records

Annual IPPF/Western 
Hemisphere Region  

Process

Number of PROFAMIL staff 
trained in proposal development

Project records Annual Management team 

Number of proposals submitted 
to donors for continued 
project funding (written by 
trained PROFAMIL staff in 
collaboration with IPPF) 

Project records Annual Management team 

Association pour la Promotion de la Famille Haitienne (PROFAMIL) (2008) 1 
Positive Vibes: Innovation Fund/Adolescent Project. IPPF. Haiti 
Expressing learning at least one of the following through viewing the street 2 
theatre: gender equity and decision making in relationships, and preventing 
HIV, unwanted pregnancy and unsafe abortion.
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Appendix 3

A sample terms of reference

Background
‘The Sexual and Reproductive Health Project’ has been designed to improve the capacity of [insert Member 
Association name] to deliver a comprehensive package of sexual and reproductive health services. The project 
covers [insert project sites]. The project focuses on maternal mortality, sexually transmitted infections, HIV and 
AIDS.

The project objectives are in line with [insert relevant global development framework, such as, ICPD and 
Beijing commitments, the UNFPA Strategic Direction and Multi-Year Funding Framework (MYFF) or other 
national policy frameworks like Health Sector Reforms, SWAPs, PRSPs]. The Project’s expected results are 
[insert details from project proposal]. The project started in [insert month and year] with [insert approved 
total budget and currency] for a [insert number] year(s) period of implementation. 

Evaluation purpose
The evaluation will assess the relevance, effi ciency, effectiveness, performance and sustainability of the project. 
The evaluation will also assess whether the project has resulted in positive changes in the sexual and reproductive 
health and rights of the service users. Lessons will be identifi ed and the fi ndings will be used to improve future 
programming. 

Evaluation objectives
The objectives of the evaluation are:

to assess the relevance of the project with regard to priorities and policies of the national government, Member 1 
Association, IPPF Secretariat and funding agencies, and the needs of target groups
to assess the effectiveness of the project2 
to assess the progress according to the project objectives comparing actual and expected results as measured by 3 
the project’s indicators (reference to the project logframe) and changes since the baseline study 
to identify and document the factors for success (good practices) or failure and the reasons behind those4 
to assess the qualitative effects of the project on the target populations (for example, change in health seeking 5 
behaviour, attitudes, gender issues) and the community
to assess the effi ciency of the implementation processes and strategies of the project6 
to assess the management of the project and its contribution to achieving the desired results7 
to assess project sustainability potential or the likelihood to continue project activities after the funding has 8 
been withdrawn (continuation, replication, adaptation, scaling up/down, ownership, community participation, 
decentralization, integration of project into health district plans, other source of funding, collaboration/handover 
with other non-governmental organizations, etc)
to draw lessons learned from the project to apply these lessons to future related projects and policy development9 
to make recommendations for future actions10 

Terms of Reference (TOR) for a fi nal evaluation of a sexual and 
reproductive health project
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Methodology
The evaluation will combine both qualitative and quantitative methods to gather relevant information. Desk reviews 
of existing reference documents, performance indicators as per project logframes, key informant interviews and 
focus group discussions with project staff, benefi ciaries and other stakeholders will be used as data collection 
methods (list others you plan to use).

Evaluation steps
preparatory activities: review of project reports and documents, trip reports, statistics, collation and analysis of • 
performance data
evaluation activities: analysis of project performance data, review of implementation of recommendations from • 
the midterm review, discussion/interview with project personnel, visits to project sites, observation of activities, 
meetings with partners and community representatives, focus group discussions with benefi ciaries
post-evaluation activities: preparation and dissemination of the fi nal evaluation report, sharing of lessons learned • 
and good practices

Timing and duration
The fi nal evaluation of the project will be conducted during the last quarter of project implementation [insert 
dates]. It will last up to [insert number] working days (alter depending on the size and complexity of the project to 
be evaluated).

Team composition
The evaluation will be conducted by a joint team composed of staff from the relevant Member Association and 
[insert other team members]

Expected outputs
A debriefi ng meeting with the project staff and volunteers as appropriate and a fi nal evaluation report in 
electronic format and hard copy in the agreed outline including a short and succinct Executive Summary, and 
recommendations. [List any other expected outputs.]

Attachments (examples):
conceptual framework/project logical framework• 
map of project sites• 
list of projects/sites to be evaluated • 
evaluation mission schedule  • 
lists of persons to be interviewed• 
terms of reference for evaluators• 
project statistics• 

Point to remember: 
Ensure that the methodology is participatory and helps to get views and perceptions from staff, benefi ciaries, 
stakeholders and partners including frank discussion of problems and what did not work well. The evaluation 
methodology should capture not just what happened but also why and how. 
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IPPF’s Organizational Learning Strategy:  
‘Be brave, angry and smart’ (2006)

Introduction1. 
To achieve the goals and objectives of IPPF’s Strategic 
Framework 2005–2015, the Federation recognizes the 
importance of learning from its own experience and 
that of others, and of using its knowledge to increase 
organizational effectiveness. In 2006, a recognized expert 
in organizational learning was commissioned to carry 
out a consultation with IPPF’s Secretariat (Central and 
Regional Offices). The subsequent report, ‘Raising the 
profile of organizational learning in IPPF: Review findings 
and proposals’ (2006), analyzed the Federation’s current 
approaches to organizational learning and knowledge 
management and provided a series of proposals on how 
IPPF can build on its considerable strengths, address 
weaknesses and more fully realize the potential for 
organizational learning.

The organizational learning strategy presented here, 
‘Be brave, angry and smart’, builds on this work, and 
represents a ‘global level’ strategy for the Federation.2 It 
is hoped that the new strategy will inspire all levels of the 
Federation to promote a strong learning culture.

What is organizational learning?2. 
Organizational learning is the intentional use of collective 
and individual learning processes to continuously improve 
the organization’s ability to achieve its mission and to 
increasingly satisfy its clients and those who support its 
work.

What does an organization 3. 
need to do to learn?

Effective organizational learning requires a number of 
key functions to be undertaken by the organization.3 The 
following section describes the ‘eight function model’ 
used to analyze the Federation’s current approaches to 
organizational learning, and provides examples of how IPPF 
is currently implementing many of these key functions.

Gathering internal experience
A process of gathering experience to enable the 
organization to be aware of what it does and the effects it 
has: mechanisms include strategic planning, documentation, 

case studies, annual reports, evaluation and research 
reports, policy documents, meetings, workshops, trip and 
meeting reports, and informal contacts/exchanges. 

Examples from IPPF
twinning arrangements between Member Associations •	
in western and eastern Europe
end of project meetings to identify and share lessons •	
learned
focal point meetings on accreditation, evaluation, •	
electronic Integrated Management System, finance, 
communication, etc
technical advisers from Central and Regional Offices •	
providing technical support to Member Associations on 
specialist areas 
prioritized focus countries for specific capacity building •	
to provide models for scaling up

Accessing external learning
A process of sharing experience with and learning from 
others outside the organization, and subsequently 
bringing what has been learned back into the organization 
by sharing with other colleagues: mechanisms include 
networking, attending conferences and workshops, actively 
seeking opportunities for learning through joint initiatives, 
exchanges and secondments with other organizations.

Examples from IPPF
contributing to international initiatives/partnerships•	
shaping international and national sexual and •	
reproductive health agendas
participating in international networks and e-groups, •	
conferences and workshops with coherent strategies and 
clear aims, messages and mechanisms for reporting back

Developing an organizational memory
Process by which an organization’s accumulated knowledge 
and expertise is readily available to those who need it, 
when they need it: mechanisms include documentation, 
intranets and extranets, websites, teamwork, networking, 
and connecting people who have knowledge and expertise 
and are willing to share. 

Examples from IPPF
IPPF publications/documentation, news updates•	
focal point groups•	

“Organizational learning occurs when an organization becomes 
collectively more knowledgeable and skilful in pursuing a set of goals.”1
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email, e-groups, team working•	
annual work planning and budgeting on the electronic •	
Integrated Management System

Using communications systems to connect 
people and exchange information
The infrastructure that connects people and enables them 
to exchange information and knowledge: mechanisms 
include document sharing, email, newsletters, websites, 
face to face communication, meetings, online video 
conferences, podcasting. 

Examples from IPPF
newsletters, e-learning, websites, Skype•	
SharePoint to provide different teams with shared space •	
to work collaboratively
open plan office, communal areas•	

Drawing conclusions
The process by which people convert information into 
useable knowledge by reflection, reviewing consequences, 
making comparisons and discussing with others: 
mechanisms include ‘before, during and after’ action 
reviews, thematic reviews and specially commissioned 
studies, evaluations and trip reports.

Examples from IPPF
end of project meetings and publications•	
trip reports, project documentation, programme •	
reviews and themed reports, final evaluations, IPPF’s 
Annual Performance Report
study tours, exchange visits•	

Integrating learning into strategy and policy
Developing strategies, policies and resource allocation 
systems that draw on the knowledge and expertise within 
the organization: mechanisms include participatory learning 
and collaboration that can increase the commitment 
needed to implement. 

Examples from IPPF
exchange of knowledge and experience during the •	
process of building IPPF’s Strategic Framework 2005–
2015
IPPF policies on monitoring and evaluation, child •	
protection and others
provision of key information to IPPF’s governing bodies •	
as a basis for decision making
joint participation and decision making by the Secretariat •	
(Central and Regional Offices) in various initiatives 
(for example, the Innovation Fund, Quality of Care 
programme, global indicators programme)

Having a supportive culture for learning
A supportive culture that supports learning as a legitimate 
and valued activity and requires a positive attitude to 
learning from everyone: mechanisms include opportunity 
(time, space), recognition and reward for learning, open 
sharing of information, willingness to tackle difficult 
problems and challenges in an environment where 
innovation and creativity are valued and supported by 
senior management.

Examples from IPPF
informal learning sessions, learning events•	
human resource initiatives that recognize the importance •	
of learning in annual performance appraisals, personal 
objectives and development plans etc
divisional and cross-divisional sharing of expertise, •	
collaboration, brainstorming

Applying learning
An organization systematically applies its learning, 
knowledge and expertise to both its own practices and 
policies, and to those of other organizations: mechanisms 
include implementing a strategy for scaling up which 
reflects learning about what has worked, using new 
knowledge and insight to improve effectiveness, innovation 
based on learning, pooling of experience to develop new 
programmes, dissemination of publications.

Examples from IPPF
development and implementation of IPPF’s accreditation •	
system, review of project proposals (for example, the 
Innovation Fund), Member Association Analysis Process 
(Western Hemisphere Region)
dissemination of publications•	
divisional and cross-divisional sharing of expertise, •	
collaboration, brainstorming to develop new initiatives
feedback loops to ensure that the global indicators and •	
evaluation results are drivers of planning and capacity 
building

Why is organizational learning 4. 
important for IPPF?

Intellectual capital is an important asset for IPPF, and 
strengthening organizational learning in a more systematic 
way will have many benefits for the Federation. Without 
a learning culture, opportunities to identify and utilize 
learning to improve the effectiveness, efficiency and 
performance of IPPF’s work will be missed. 
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Organizational learning is particularly important for IPPF in 
order to:

increase organizational effectiveness (understanding •	
what works in what circumstances requires the ability 
and willingness to learn from experience)
develop organizational capacity (strengthening •	
organizational capacity also requires the ability to reflect 
and learn from the organization’s experience)
make best use of limited resources •	
strengthen partnerships that are built on transparent •	
decision making, mutual respect and positive 
experiences of cooperation
use information from monitoring and evaluation for •	
future planning
create a healthy organization (which is more effective •	
and adaptable, and where people want to stay longer 
and contribute more)

IPPF’s Organizational Learning 5. 
Strategy

The Federation’s approach to organizational learning 
emphasizes the role of learning by individuals, and 
in programme and organizational development; 
acknowledges the importance of both planned learning 
and learning that occurs unexpectedly; and recognizes the 
importance of Member Associations as the main source of 
the Federation’s knowledge. These principles guide IPPF’s 
organizational learning strategy, as follows:

Goal 
IPPF has a culture and infrastructure that gains knowledge 
through controlled experimentation, observation, analysis, 
sharing and a willingness to examine both successes 
and failures, and that uses its knowledge to achieve the 
Strategic Framework 2005–2015.

Objectives
To empower IPPF volunteers and staff by creating 1 
a supportive culture for learning that provides 
encouragement, recognition, support, resources and 
time.
To strengthen systematic approaches, planning and 2 
processes that capture IPPF’s institutional memory and 
good practices and that enable evidence-based decision 
making. 
To increase the availability, access, quality and use 3 
of tools and systems that facilitate capture, storage, 
dissemination and use of information throughout the 
Federation.

Programme strategies6. 
Objective 1: To empower IPPF volunteers and staff by 
creating a supportive culture for learning that provides 
encouragement, recognition, support, resources and time 
and, specifically, to:

promote a climate of openness and trust where •	
individuals are encouraged to speak out, develop and 
challenge ideas, and where learning from mistakes is 
valued as much as learning from success 
develop performance measures that reward and •	
encourage investment in learning
strengthen IPPF’s commitment to learning and personal •	
development to ensure there is time for staff to think 
and learn regularly
conduct exit interviews that are designed to avoid •	
institutional memory loss
provide strong induction to new employees that •	
emphasizes the importance of and responsibility of all 
IPPF staff in learning, and highlights the opportunities 
for learning provided by the organization 

Objective 2: To strengthen systematic approaches, 
planning and processes that capture IPPF’s institutional 
memory and good practices and that enable evidence-
based decision making and, specifically, to:

ensure all new and revised IPPF policies benefit from •	
the Federation’s knowledge and expertise
ensure that learning is applied during all proposal •	
development, strategic planning, and annual 
programme and budgeting processes 
conduct maintenance and regular review of IPPF’s •	
electronic Integrated Management System to ensure 
continuity and renewal of the approaches and 
processes
ensure unprocessed information is transformed •	
into organizational knowledge and available on the 
electronic Integrated Management System

Objective 3: To increase the availability, access, quality and 
use of tools and systems that facilitate capture, storage, 
dissemination and use of information throughout the 
Federation and, specifically, to:

identify where different knowledge and expertise resides •	
in Member Associations
establish mechanisms for sharing knowledge and •	
expertise laterally – across Regional Offices, across 
Member Associations and between Regional Offices and 
Member Associations – both within and across regions
explore other avenues of ‘connecting’: collaboration and •	
connection through staff profile pages, e-forums, list 
serves, team pages, podcasts, blogs, internal wiki  
pages, etc
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increase use of IPPF’s electronic Integrated Management •	
System  by providing up to date relevant information and 
regular training, by improving the user friendliness of the 
system, and by strengthening current, and implementing 
new functionalities, in response to feedback from users, 
Regional Office focal points and the Central Office 
advisory board
increase integration between the Federation-wide •	
extranet and the Secretariat-wide new SharePoint-based 
intranet allowing different access points to upload, 
share and access information; this integration can 
extend towards the website to allow public sharing of 
knowledge
establish and participate in partnerships with external •	
organizations to learn from joint initiatives on 
organizational learning, knowledge management, and 
knowledge information systems and tools

Britton, B (2006) 1 Raising the profile of organizational learning in IPPF: Review 
findings and proposals, pp. 5. IPPF. London.
This strategy was developed in 2007 and shared with the Swedish 2 
International Development Cooperation Agency (SIDA) in May 2007.
Britton, B (1998) 3 The learning NGO, INTRAC. Oxford.
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Appendix 5

Guidelines for consistency checks of the global 
indicators online survey data

These checks have been highlighted specifi cally as it is 
in these areas of the survey that most inconsistencies 
are found. If followed, the checks listed below will guide 
the Member Associations to complete the online survey 
successfully, and ensure that the global indicators data are 
of good quality year on year. 

the number of governing board members should not be • 
zero and should be the same when asked for in both the 
adolescent and access sections
the number of • young governing board members should 
not be more than the total number of governing board 
members
the number of • female and male governing board 
members should add up to the total number of 
governing board members
if the Member Association employs young staff, their • 
role(s) should be explained and numbers should be 
specifi ed
the total number of staff should not be zero and should • 
be more than the total number of young staff
the total number of staff should be more than the total • 
number of staff in management positions
a Member Association either has a written work place • 
policy on the non-discrimination of people with HIV 
and AIDS, or they do not and are conducting internal 
advocacy to create one. The response should be yes to 
one of these options, and cannot be yes to both. 
the estimated number of Member Association’s clients • 
should not be zero (except for those who do not provide 
any clinical services; for IPPF, counselling is a clinical 
service) and counselling clients should be included in the 
total estimated number of clients
the percentage of poor, marginalized, socially-excluded • 
and/or under-served clients should be less than or 
equal to the total number of estimated clients. Use the 
defi nitions of these terms to guide you and do not just 
consider the fi nancially poor clients but also those who 
are marginalized, socially- excluded and/or under-served
the estimated number of Member Association’s clients • 
should not be more than the number of services 
provided (as reported in the service statistics module)
if the Member Association reports providing a particular • 
service in the survey (such as HIV and AIDS treatment, 
post-abortion counselling, pap smear tests, etc), there 

should be some corresponding data reported in the 
service statistics module indicating the number of those 
services provided
make sure the services provided by a Member • 
Association are reported consistently in the survey; for 
example, if a Member Association responds ‘yes’ to 
the provision of STI diagnosis and STI treatment in the 
adolescents section of the survey, there should be a 
corresponding ‘yes’ in the HIV and AIDS section of the 
survey
any question which says ‘• If yes, please provide 
details’ should be fi lled in if the response is ‘yes’
if the Member Association reports contributing to any • 
successful policy initiatives and/or positive legislative 
changes, all the following aspects should be explained in 
the text box:

the situation before the policy or legislative change• 
the policy initiative or legislative change which took • 
effect and the role played by the Member Association 
to bring about the change

If this information is not provided, the Member 
Association does not receive a score for this indicator.

Point to remember:
read the survey as a whole document to ensure • 
responses across the Five ‘A’s are consistent
read the defi nitions and explanations provided • 
for the questions in the survey; if unsure, do not 
hesitate to ask your Regional Offi ce contact on 
global indicators
compare your survey responses with the your • 
service statistics data
compare your survey responses and your service • 
statistics data with those of previous years to check 
for trends and consistency

These guidelines provide a series of consistency checks that can be 
used by Member Associations before submitting data on the global 
indicators survey. 
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Responsibility Activity Ja
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M
ay

 

Ju
ne

 

Ju
ly

 

Regional 
Offices

Send letter requesting the submission 
of the online survey and the service 
statistics to the Member Associations 
(including the relevant deadlines)

Central  
Office

Activate the online survey and the 
service statistics module for all 
Member Associations to access

Central  
Office

Send reminder to Regional Offices

Regional  
Offices

Send reminder to Member Associations

Member 
Associations

Complete the online survey and enter 
service statistics data in the online module

Central  
Office 

Close the online survey and service 
statistics modules for Member 
Association data entry (end March)

Regional  
Offices

Review the data and make 
changes as needed

Central  
Office 

Close the online survey and the 
service statistics modules for all 
Regional Offices (end April)

Regional  
Offices

Analyze regional data

Central  
Office

Review and analyze global data 

Central  
Office

Prepare June Donors’ Report 

Regional  
Offices

Thank Member Associations and 
share the global indicators results

Appendix 6

Annual reporting schedule for IPPF’s  
global indicators programme 
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Appendix 7

List of service statistics and global indicators 
reports available on eIMS 

To access these reports, go to the ‘Reports’ section on the 
eIMS, as shown in Figure A7.1, and click on ‘Statistics’ or ‘GI 
Survey Reports’ as appropriate.

Service statistics reports

MA Multi-Year Service Statistic Matrix: presents a 
matrix for all services provided, new users and items 
provided by a Member Association over a five-year period. 
This report also shows, in graphic format, the proportion 
of couple years of protection (CYP) by method, the CYP 
trend and the number of new users over the years for the 
Member Association.

Regional Multi-Year Service Statistic Matrix: presents 
a matrix for all services provided, new users and items 
provided by an IPPF region over a five-year period. This 
report also shows, in graphic format, the proportion of CYP 
by method, the CYP trend and the number of new users 
over the years for the region.

Service Stats Sub Continent Summary: presents a 
matrix for all services provided, new users and items 
provided by a sub-set of Member Associations belonging 
to a sub-continent within a region. This report also shows, 
in graphic format, the proportion of couple years of 
protection (CYP) by method, the CYP trend and the number 
of new users over the years for the sub-set of Associations.

Service Stats Channels of Distribution: presents details 
of all sexual and reproductive health and non-sexual 
and reproductive health medical services provided, new 
users, items provided or referrals (as selected) by channels 
of distribution. This report can be run for a region or a 
Member Association for a particular year or for a number of 
years as required.

Service Stats by Units of Measure: presents details 
of all sexual and reproductive health and non-sexual and 
reproductive health medical services provided by the 
chosen unit of measure (services provided, new users, items 
provided or referrals).

Service Statistics by Service Type: presents a matrix 
for all services provided, new users and items provided by 
country, region or globally.

Service Outlets by Channel & Location: presents the 
number of service delivery points by type and location.

Service Statistics Regional Overview: a summary report 
of regional service statistics presented in a tabular format. 
It presents data on numbers of all sexual and reproductive 
health services provided, new users, items provided and 
referrals. This report also presents details of sexual and 
reproductive health services provided to young people, CYP 
and number of service delivery points by type.

Service Statistics Global Overview: a summary report 
of global service statistics presented in a tabular format. It 
presents data on numbers of all sexual and reproductive 
health services provided, new users, items provided and 
referrals. Also presents details of sexual and reproductive 
health services provided to young people, CYP and number 
of service delivery points by type.

Service Statistics MA Overview: a summary report 
of Member Association service statistics presented in a 
tabular format. Presents data on numbers of all sexual and 
reproductive health services provided, new users, items 
provided and referrals. Also presents details of sexual and 
reproductive health services provided to young people, CYP 
and number of service delivery points by type.

Service Statistics Template: this template lists all the 
categories of services provided on which data are collected. 
The template can be run by default categories (categories 
of services for which annual data collection is mandatory), 
or non-default categories (categories of services for which 
data collection is optional). 

Service Statistics Row Data: a detailed report with all 
the data entered by Member Associations by service type, 
items provided, new users, referrals and by age group. The 
report can be run for a selection of multiple countries, for 
example, those participating in a specific programme, as 
well as by region and globally. 
 
This report also provides summary data for the following 
four categories: contraceptive services, non-contraceptive 
SRH services, non-SRH medical services, and non-SRH and 
non-medical services.

A variety of reports is available on the eIMS (electronic Integrated 
Management System) which can be used by volunteers and staff at all 
levels of the Federation for various monitoring and evaluation purposes. 
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Relative volume of services provided, by MA: a 
summary report which ranks Member Associations by 
the number of sexual and reproductive health services 
provided. It can be altered to show services by the most or 
the least number of services provided, services provided to 
people under or over 25 years of age, or by clinic-based or 
non-clinic based service delivery point. It can be seen by 
individual regions or by all regions, and by transaction year.

Service Statistics Trends Graphs: a report which 
generates 16 different multi-year line graphs and pie charts 
showing trends over years for a variety of services including 
HIV and abortion-related services provided, condom 
distribution, contraceptive services and services provided 
to young people. The report can be generated by region, 
country and over a number of years.  

Global indicators survey reports
Global Indicators Survey Template: this is the global 
indicators online survey questionnaire which Member 
Associations are required to complete on an annual basis. 
The survey is divided into five sections according to IPPF’s 
Five ‘A’s. As some questions have changed since the survey 
began in 2005, this report must be run according to the 
relevant year. 

Global Indicator Survey Question Count: provides a 
quick list of Member Associations and the number of survey 
questions they have responded to (for a particular year) 
with their entity numbers and full names. This report is very 
useful for the regional evaluation focal points to monitor 
the Member Associations’ progress in completing the 
survey.

Global Indicator Survey Questions Not Answered 
Completely: provides a list of Member Associations 
by region and question numbers (from the survey 
questionnaire) which were not completely answered. This is 
also another quick monitoring tool to identify the questions 
needing attention.

Global Indicator Survey Row Data: presents a matrix 
showing all the responses for all Member Associations 
within a region (or all regions) by question numbers. 

Figure A7.1 Accessing service statistics reports
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Appendix 8

Global indicators for the Five ‘A’s: 
calculations and explanations 

The data are collected from the online survey and the 
service statistics module. Unless specifi ed otherwise, the 
denominator is the total number of responding Member 
Associations in a particular year.

Indicator 1: Proportion of Member Associations with 20 
per cent or more young people under 25 years of age on 
their governing board, by sex:

calculate 20 per cent of (total number of governing • 
board members in your Member Association) = X
round up or down X to the nearest whole number to • 
get Y
if (number of females < 25 years of age on governing • 
board + number of males < 25 years of age on 
governing board) ≥ Y, ‘Yes’ for indicator
calculate total number of Member Associations scoring • 
‘Yes’ for indicator = Z

To get the indicator value:
divide Z by the total number of responding Member • 
Associations
multiply the proportion by 100 to get the percentage • 
value of the indicator
data presentation requires calculation by sex• 

Indicator 2: Percentage of Member Association staff who 
are under 25 years of age, by sex:

number of female staff below 25 years of age for all • 
Member Associations = X
number of male staff below 25 years of age for all • 
Member Associations = Y
total number of staff (male and female, young and adult • 
for all Member Associations) = Z
data presentation requires calculation by sex• 

To get the indicator value:
calculate [(X + Y)/Z] *100• 

Indicator 3: Proportion of Member Associations providing 
sexuality information and education to young people

calculate total number of Member Associations that • 
answered ‘Yes’ to both sexuality education and 
information = X

To get the indicator value:
divide X by the total number of responding Member • 
Associations
multiply the proportion by 100 to get the percentage • 
value of the indicator
data presentation requires bar chart by target group• 

Indicator 4: Proportion of Member Associations providing 
sexual and reproductive health services to young people 

calculate total number of Member Associations that • 
answered ‘Yes’ to at least one category in the question 
‘Please provide information on the types of sexual and 
reproductive health services provided to young people 
under 25 years’ = X

To get the indicator value:
divide X by the total number of responding Member • 
Associations
multiply the proportion by 100 to get the percentage • 
value of the indicator
data presentation requires bar chart by type of service • 
provided and by target group

Indicator 5: Proportion of Member Associations 
advocating for improved access to services for young 
people

calculate total number of Member Associations that • 
answered ‘Yes’ to at least one category in the question 
‘Please state with which target groups your Member 
Association conducts advocacy activities to increase 
access of young people to sexual and reproductive 
health services’ = X

In this Appendix, we explain the calculations used to transform the 
data submitted by Member Associations into IPPF’s overall global 
indicators results. The same analysis can be conducted for regional or 
sub-regional results. 

Key:
≥ means greater than or equal to       * means multiply        / means divide
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To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator
data presentation requires bar chart by target group•	

Indicator 6: Number of sexual and reproductive health 
services provided to young people under 25 years of age 

To get the indicator value:
calculate total number of services provided (by all •	
Member Associations) to young people under 25 years 
of age from the online service statistics report (global 
overview report on the eIMS)
remember to add the services and referrals to get the •	
indicator value

Indicator 7: Proportion of Member Associations with a 
written HIV and AIDS workplace policy 

calculate total number of Member Associations that •	
answered ‘Yes’ in response to the question ‘Does your 
Member Association have a written workplace policy on 
non-discrimination of people with HIV and AIDS?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator

Indicator 8: Proportion of Member Associations providing 
HIV-related services along the prevention to care continuum

calculate total number of Member Associations that •	
answered ‘Yes’ to at least six out of nine categories in 
the question ‘Does your Member Association provide the 
HIV-related services listed?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator
data presentation requires bar chart on proportion •	
of Member Associations providing HIV/AIDS-related 
services, by type of service

Indicator 9: Proportion of Member Associations 
advocating for increased access to HIV and AIDS 
prevention, treatment and care, and reduced discriminatory 
policies and practices for those affected by HIV and AIDS 
Responses from two questions are combined for indicator 
as follows:

calculate total number of Member Associations that •	
answered ‘Yes’ to both the questions ‘Does your 
Member Association conduct advocacy activities for 
increased access to prevention, treatment and care?’ and 
‘Does your Member Association conduct campaigns for 
reduced discriminatory policies and practices for those 
affected by HIV and AIDS?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator

Indicator 10: Proportion of Member Associations with 
strategies to reach people particularly vulnerable to HIV 
infection 

calculate total number of Member Associations that •	
answered ‘Yes’ to at least one category in response to 
the question ‘Does your Member Association implement 
strategies to reach out to, and provide services to, groups 
that are particularly vulnerable to HIV infections?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator
data presentation requires bar chart by group targeted •	
by strategies

Indicator 11: Proportion of Member Associations 
conducting behaviour change communication activities to 
reduce stigma and promote health-seeking behaviour. 
Responses from two questions are combined for indicator 
as follows:

calculate total number of Member Associations that •	
answered ‘Yes’ to the question ‘Does your Member 
Association conduct behaviour change communication 
activities to reduce stigma associated with HIV and 
AIDS?’ and also answered ‘Yes’ for at least one category 
of the question ‘Does your Member Association conduct 
behaviour change communication activities to promote 
health-seeking behaviour among groups that are 
vulnerable to and affected by HIV and AIDS?’ = X
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To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator
data presentation requires bar chart by target groups•	

Indicator 12: Number of HIV-related services provided 

To get the indicator value:
calculate total number of HIV-related services provided •	
(by all Member Associations) from the online service 
statistics report (global overview report)
remember to add the services and referrals to get the •	
indicator value
data presentation requires bar chart by type of service •	
provided

Indicator 13: Number of condoms distributed

To get the indicator value:
calculate total number of condoms distributed (by  •	
all Member Associations) from the ‘items provided’  
column of the online service statistics report (global 
overview report)

Indicator 14: Proportion of Member Associations 
advocating for reduced restrictions and/or increased access 
to safe legal abortion 

calculate total number of Member Associations that •	
answered ‘Yes’ in response to the question ‘Does your 
Member Association conduct advocacy activities for 
national policy or legislative change on abortion?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator
data presentation requires bar chart for target groups•	

Indicator 15: Proportion of Member Associations 
conducting information, education and communication 
activities on (un)safe abortion, the legal status of abortion 
and the availability of legal abortion services 

Responses from three questions are combined for indicator 
as follows:

calculate total number of Member Associations •	
that answered ‘Yes’ to at least one category in each 
of following three questions: ‘Does your Member 
Association conduct information, education and 
communication activities on unsafe/safe abortion 

with the target groups listed?’, ‘Does your Member 
Association conduct information, education and 
communication activities on the legal status of abortion 
with the target groups listed?’ and ‘Does your Member 
Association conduct information, education and 
communication activities on the availability of safe legal 
abortion services with the target groups listed?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator

Indicator 16: Proportion of Member Associations providing 
abortion-related services 

calculate total number of Member Associations that •	
answered ‘Yes’ to at least one category in response to 
the question ‘Does your Member Association provide the 
following abortion-related services?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator
data presentation requires bar chart for service type•	
additional analysis requires proportions of Member •	
Associations providing surgical and/or medical abortion 
services

Indicator 17: Number of abortion-related services provided

To get the indicator value:
calculate total number of abortion-related services •	
provided (by all Member Associations) from the online 
service statistics report (global overview report). 
Remember to add the services and referrals to get the 
indicator value
data presentation requires bar chart by type of  •	
abortion-related service provided

Indicator 18: Proportion of Member Associations 
conducting programmes aimed at increased access 
to sexual and reproductive health services by poor, 
marginalized, socially-excluded and/or under-served groups 

Responses from two questions are combined for indicator 
as follows:

calculate total number of Member Associations that •	
answered ‘Yes’ to the question ‘Does your Member 
Association implement programmes to increase access  
to sexual and reproductive health services by the poor, 
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marginalized, socially-excluded and/or under-served?’ 
and also responded ‘Yes’ to at least one category of  
the question ‘Which type of programmes/initiatives  
does your Member Association implement to increase 
access to sexual and reproductive health services by  
the poor, marginalized, socially-excluded and/or  
under-served?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator

Indicator 19: Estimated percentage of Member Association 
clients who are poor, marginalized, socially-excluded and/or 
under-served

To get the indicator value:
calculate total (estimated) number of Member •	
Association clients who are poor, marginalized, socially 
excluded and/or under-served = X
divide X by the total number of clients for all the •	
responding Member Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator

Indicator 20: Number of couple years of protection,  
by method 

To get the indicator value:
calculate total number of couple years of protection •	
provided (by all Member Associations) from the online 
service statistics report (global overview report)
data presentation requires bar chart by CYP values for •	
different contraceptive methods

Indicator 21: Number of contraceptive services provided, 
by type 

To get the indicator value:
calculate the total number of contraceptive services •	
provided (by all Member Associations) from the online 
service statistics report (global overview report)
remember to add the services and referrals to get the •	
indicator value
data presentation requires bar chart by type of •	
contraceptive service

Indicator 22: Number of sexual and reproductive health 
services (excluding contraceptive services) provided, by type 

To get the indicator value:
calculate the total number of non-contraceptive sexual •	
and reproductive health services provided (by all Member 
Associations) from the online service statistics report 
(global overview report).
remember to add the services and referrals to get the •	
indicator value
data presentation requires bar chart by type of  •	
non-contraceptive sexual and reproductive health service

Indicator 23: Number of service delivery points, by type 

To get the indicator value:
calculate the total number of service delivery points •	
(for all Member Associations) from the online service 
statistics report (global overview report)

Indicator 24: Proportion of Member Associations with 
gender-focused policies and programmes 

calculate total number of Member Associations that •	
answered ‘Yes’ to the question ‘Does your Member 
Association have a gender equity policy in place?’ and 
‘Yes’ to at least one category in the question ‘Does 
your Member Association implement gender-focused 
programmes/initiatives?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations = Y
multiply Y by 100 to get the percentage value of the •	
indicator
data presentation requires bar chart by type of strategy•	

Indicator 25: Proportion of Member Associations with 
quality of care assurance systems, using a rights-based 
approach 

Responses from six questions are combined for indicator as 
follows:

calculate total number of Member Associations that •	
answered ‘Yes’ to at least one category in all six 
questions:  
[In all service delivery points, does your Member 
Association:

adhere to written standards/protocols/norms that are •	
consistent with ‘IPPF’s Medical and Service Delivery 
Guidelines for Sexual and Reproductive Health 
Services’ (2004)?
have procedures to ensure clients’ perceptions on •	
service provision are taken into account in all service 
delivery points?
provide orientation and ongoing training to staff in all •	
its service delivery points on the following topics?
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have mechanisms in place to regularly assess the •	
technical competence of service providers in the 
delivery of sexual and reproductive health services, 
infection prevention and client-provider interaction?
implement strategies/approaches to assess the quality •	
of care provided?
have the right conditions to deliver sexual and •	
reproductive health services?] = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator
data presentation requires bar chart by type of strategy•	

Indicator 26: Proportion of Member Associations involved 
in influencing public opinion on sexual and reproductive 
health and rights 

calculate total number of Member Associations that •	
answered ‘Yes’ to the question ‘Does your Member 
Association have a communications strategy to influence 
public opinion on sexual and reproductive health and 
rights?’ and for at least one category in the question 
‘What are the main initiatives your Member Association 
is involved in to influence public opinion on sexual and 
reproductive health and rights to support favourable 
policies and legislation?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations = Y
multiply Y by 100 to get the percentage value of the •	
indicator
data presentation requires bar chart by group targeted •	
by the strategies and by type of strategy

Indicator 27: Proportion of Member Associations involved 
in advancing national policy and legislation on sexual and 
reproductive health and rights 

calculate total number of Member Associations that •	
answered ‘Yes’ to the question ‘Does your Member 
Association conduct advocacy activities to advance 
national policy and legislation on sexual and reproductive 
health and rights?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations
multiply the proportion by 100 to get the percentage •	
value of the indicator

Indicator 28: Number of successful national policy 
initiatives and/or positive legislative changes in support of 
sexual and reproductive health and rights to which the 
Member Association’s advocacy efforts have contributed

calculate total number of successful national policy •	
initiatives and/or positive legislative changes in support of 
sexual and reproductive health and rights to which the 
Member Association’s advocacy efforts have contributed 
as reported by the Member Associations

Indicator 29: Proportion of Member Associations involved 
in counteracting opposition to sexual and reproductive 
health and rights 

calculate total number of Member Associations that •	
answered ‘Yes’ to at least one category in response to 
the question ‘What opposition strategies is your Member 
Association counteracting?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations = Y
multiply Y by 100 to get the percentage value of the •	
indicator
data presentation requires bar chart by source of •	
opposition, and by type of strategy

Indicator 30: Proportion of Member Associations 
advocating for national governments to commit more 
financial resources to sexual and reproductive health and 
rights 

calculate total number of Member Associations that •	
answered ‘Yes’ to at least one category in response to 
the question ‘On which campaign issue(s) does your 
Member Association advocate for national governments 
to commit more financial resources to sexual and 
reproductive health and rights?’ = X

To get the indicator value:
divide X by the total number of responding Member •	
Associations = Y
multiply Y by 100 to get the percentage value of the •	
indicator
data presentation requires bar chart by type of campaign•	
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Appendix 9

Explanatory note on  
couple years of protection (CYP)

Method CYP factor Calculation Calculation explained What does it mean?

Condoms
(male/female) 

120 per CYP CYP = (number of condoms 
provided)/120

For example, if your organization has provided 120,000 
condoms in one year, your CYP figure for condoms is 1,000. 

By providing 120,000 condoms in one year, your organization 
has provided contraceptive protection to 1,000 couples.

Oral contraceptive pills  
(OCP)

15 per CYP CYP = (number of OCPs provided)/15 If your organization has provided 150,000 OCP in one year, 
your CYP figure for oral contraceptive pills is 10,000.

By providing 150,000 OCP in one year, your organization 
has provided contraceptive protection to 10,000 couples.

IUD 3.5 CYP per IUD CYP = (number of IUDs provided) * 3.5 If your organization has provided 1,000 IUDs in 
one year, your CYP figure for IUDs is 3,500.

By providing 1,000 IUDs in one year, your organization 
has provided contraceptive protection to 3,500 couples.

Injectables: 
Depo-Provera  
(3 months dose)

4 per CYP CYP = (number of   
Depo-Provera provided)/4 

If your organization has provided 1,000 Depo-Provera in one 
year, your CYP figure for injectables (Depo-Provera) is 250.

By providing 1,000 Depo-Provera in one year, 
your organization has provided contraceptive 
protection to 3,500 couples.

Injectables: 
Noristerat  
(2 months dose)

6 per CYP CYP = (number of  Noristerat 
provided)/6 

If your organization has provided 6,000 Noristerat in one 
year, your CYP figure for injectables (Noristerat) is 1,000.

By providing 6,000 Noristerat in one year, your organization 
has provided contraceptive protection to 1,000 couples.

Injectables: 
monthly injectables

13 per CYP CYP = (number of injectables 
provided)/13

If your organization has provided 3,000 monthly injectables 
in one year, your CYP figure for monthly injectables is 1,000.

By providing 13,000 monthly injectables in 
one year, your organization has provided 
contraceptive protection to 1,000 couples.

Implants 3.5 CYP per device CYP = (number of implants 
provided) * 3.5

If your organization has provided 1,000 implants in 
one year, your CYP figure for implants is 3,500.

By providing 1,000 implants in one year, your organization 
has provided contraceptive protection to 3,500 couples.

Diaphragm 1 CYP per diaphragm CYP = number of diaphragms provided If your organization has provided 1,000 diaphragms in 
one year, your CYP figure for diaphragms is 1,000.

By providing 1,000 diaphragms in one year, your organization 
has provided contraceptive protection to 1,000 couples.

Sterilization 
(VSC)

10  CYP per sterilization CYP = (number of sterilizations 
provided) * 10

If your organization has provided 1,000 sterilizations in 
one year, your CYP figure for sterilization is 10,000.

By providing 1,000 sterilizations in one year, your organization 
has provided contraceptive protection to 10,000 couples.

Couple years of protection (CYP) refers to the total number of years 
of contraceptive protection provided to a couple. The following table 
illustrates how the CYP values are calculated for different methods of 
contraception.
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Method CYP factor Calculation Calculation explained What does it mean?

Condoms
(male/female) 

120 per CYP CYP = (number of condoms 
provided)/120

For example, if your organization has provided 120,000 
condoms in one year, your CYP figure for condoms is 1,000. 

By providing 120,000 condoms in one year, your organization 
has provided contraceptive protection to 1,000 couples.

Oral contraceptive pills  
(OCP)

15 per CYP CYP = (number of OCPs provided)/15 If your organization has provided 150,000 OCP in one year, 
your CYP figure for oral contraceptive pills is 10,000.

By providing 150,000 OCP in one year, your organization 
has provided contraceptive protection to 10,000 couples.

IUD 3.5 CYP per IUD CYP = (number of IUDs provided) * 3.5 If your organization has provided 1,000 IUDs in 
one year, your CYP figure for IUDs is 3,500.

By providing 1,000 IUDs in one year, your organization 
has provided contraceptive protection to 3,500 couples.

Injectables: 
Depo-Provera  
(3 months dose)

4 per CYP CYP = (number of   
Depo-Provera provided)/4 

If your organization has provided 1,000 Depo-Provera in one 
year, your CYP figure for injectables (Depo-Provera) is 250.

By providing 1,000 Depo-Provera in one year, 
your organization has provided contraceptive 
protection to 250 couples.

Injectables: 
Noristerat  
(2 months dose)

6 per CYP CYP = (number of  Noristerat 
provided)/6 

If your organization has provided 6,000 Noristerat in one 
year, your CYP figure for injectables (Noristerat) is 1,000.

By providing 6,000 Noristerat in one year, your organization 
has provided contraceptive protection to 1,000 couples.

Injectables: 
monthly injectables

13 per CYP CYP = (number of injectables 
provided)/13

If your organization has provided 3,000 monthly injectables 
in one year, your CYP figure for monthly injectables is 1,000.

By providing 13,000 monthly injectables in 
one year, your organization has provided 
contraceptive protection to 1,000 couples.

Implants 3.5 CYP per device CYP = (number of implants 
provided) * 3.5

If your organization has provided 1,000 implants in 
one year, your CYP figure for implants is 3,500.

By providing 1,000 implants in one year, your organization 
has provided contraceptive protection to 3,500 couples.

Diaphragm 1 CYP per diaphragm CYP = number of diaphragms provided If your organization has provided 1,000 diaphragms in 
one year, your CYP figure for diaphragms is 1,000.

By providing 1,000 diaphragms in one year, your organization 
has provided contraceptive protection to 1,000 couples.

Sterilization 
(VSC)

10  CYP per sterilization CYP = (number of sterilizations 
provided) * 10

If your organization has provided 1,000 sterilizations in 
one year, your CYP figure for sterilization is 10,000.

By providing 1,000 sterilizations in one year, your organization 
has provided contraceptive protection to 10,000 couples.
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Glossary

General monitoring and 
evaluation terminologies1

Accountabil�ity: obligation and responsibility regarding 
programme implementation and use of resources. This 
includes evidence of activities undertaken, results and 
lessons learned.

Anal�ysis: the process of applying logical, statistical and 
mathematical methods to draw conclusions from data.

Assumption: consideration of probable hypothetical 
situations for the purpose of planning an action. 

Attribution: the act of linking ‘cause’ to ‘happenings’ or 
‘observed actions’. 

Auditing: an assessment (of a person, organization, 
system, process, project or product) to determine the 
validity, reliability and internal processes in place. 

Basel�ine study: a structured way of collecting factual 
information before an intervention begins to determine 
the key indicators against which future results will be 
compared. 

Beneficiaries: people expected to gain positive changes in 
their lives through the implementation of an intervention. 

Concl�usion: a set of rational comments on evidence-based 
findings and facts with regard to a specific situation.

Data: specific quantitative and qualitative information or 
facts. 

Data col�l�ection method: the strategy and approach used 
to gather data.

Data source: the person, document or institution from 
which the data are collected. 

Database: An accumulation of information that has been 
systematically organized for easy access and analysis. 

Effectiveness: a measure of the extent to which a project 
achieves its planned results. 

Efficiency: A measure of how economically or positively 
inputs (financial, human, technical and material resources) 
are used to produce outputs.

Eval�uation: an assessment of the relevance, efficiency, 
effectiveness, performance and sustainability of a project. 
Evaluation verifies whether project objectives have been 
achieved or not. It is a management tool which can assist 
in decision making, and which provides valuable lessons 
learned for implementing organizations and their partners.

Eval�uation questions: a set of questions which define the 
issues the evaluation will investigate. 

Eval�uation standards: a set of criteria against which 
the completeness and quality of evaluation work can be 
assessed. The standards measure the usability, feasibility 
and accuracy of the evaluation. 

Feedback mechanisms: a process by which beneficiaries 
and other stakeholders are given the means to provide 
input, voice concerns and opinions regarding a particular 
project or activity. 

Formative eval�uation: an assessment of the project 
activities and processes during implementation to provide 
information for improvement. A formative evaluation 
focuses on collecting data on project activities so that 
needed changes or modifications can be made in the early 
stages. 

Goal�: the purpose or the general change desired in the 
long term. Generally, a project can contribute to achieving 
the goal, but it cannot accomplish the goal on its own.

Impact: positive and negative, primary and secondary 
long term effects produced by a development intervention, 
directly or indirectly, intended or unintended; the difference 
a development intervention makes to people’s sexual and 
reproductive health, and the ability to demonstrate it.

Indicators: signs of progress and change that result from 
an initiative, activity, project or programme. Indicators 
provide guidance about what information should be 
collected. Indicators act as a yardstick to measure change.

Inputs: the financial, human, material, technological and 
information resources provided by stakeholders (i.e. donors, 
programme implementers and beneficiaries) that are used 
to implement an intervention.

Key informant: a person (or group of persons) who has 
unique skills or professional background related to the 
issue/intervention being evaluated, is knowledgeable about 
the project participants, or has access to other information 
of interest to the evaluator.

Many of these definitions have been drawn from resources listed in the 1 
‘Further reading’ section (page 74).
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Learning: the process by which knowledge and experience 
directly influence changes in behaviour. Both monitoring 
and evaluation will be ineffective if they do not contribute 
to learning.

Learning organization: an organization that is skilled 
at creating, acquiring, and transferring knowledge and 
at modifying its behaviour to reflect new knowledge and 
insights. A learning organization facilitates the learning of 
all its members and continuously transforms itself. 

Logical� framework: is a methodology for conceptualizing 
projects clearly and understandably on a single matrix. 
It is best used to set project objectives and link those to 
indicators, identify key activities, define critical assumptions 
on which the project is based, identify means of verifying 
project achievements and define resources required for 
implementation. 

Means of verification (MOV): the specific sources 
from which the status of each of the indicators can be 
ascertained.

Monitoring: an ongoing and systematic activity used to 
track whether activities are carried out according to plan 
- in terms of content, time and cost. Monitoring provides 
project managers with important information on progress, 
or lack of progress, in relation to project objectives. 

Objective: a generic term used to express the desired 
result that a project seeks to achieve.  

Outcome: the short and medium term effects of a 
project’s outputs on a target group.

Outputs: the products and services which result from the 
completion of activities within an intervention.

Participatory approach: a broad term for the involvement 
of primary and other stakeholders in programme planning, 
design, implementation, monitoring and evaluation.

Post-test: a test after an intervention that measures the 
participants’ knowledge and skills, which can be compared 
to what they knew before the intervention. 

Pre-test: a test before an intervention that measures 
the participants’ knowledge or skills, which can then be 
compared to what they know after the intervention. 

Project: a time-bound intervention that consists of a set of 
planned, interrelated activities aimed at achieving defined 
results. 

Proxy indicator: a variable used to stand in for one that is 
difficult to measure directly.

Quantitative data: numerical information that can be 
analyzed using statistical methods.

Qual�itative data: text-based information that provides 
descriptive details, often collected from interviews, focus 
groups or observation.

Recommendation: proposal for action to be taken 
following monitoring and evaluation, including the people 
responsible for implementing those actions. 

Rel�evance:  the degree to which the outputs, outcomes or 
goals of a project remain valid and appropriate as originally 
planned or as subsequently modified. 

Rel�iabil�ity: consistency and dependability of data 
collected. Absolute reliability of evaluation data is hard to 
obtain. However, checklists and training of evaluators can 
improve both data reliability and validity.

Resul�ts based management (RBM): an approach to 
management that puts greater emphasis on measuring 
results (outcomes and impact), using monitoring 
and evaluation information to continuously improve 
performance, careful management of financial resources, 
and using lessons learned when designing any new 
projects. 

Risks: factors that may adversely affect project activities 
and achievement of results. 

Risk anal�ysis: an analysis or assessment of factors that 
affect or are likely to affect the achievement of results. 

Sampl�e: a select number from the entire population. 

Stakehol�ders: people, groups or entities outside the 
immediate project staff that have a role and interest in the 
aims and implementation of a project.  

Summative eval�uation: an assessment of the overall 
effectiveness of a project. 

Target group: the specific group of individuals that a 
project is trying to affect, influence or serve.  

Thematic eval�uation: an assessment of selected aspects 
or cross-cutting issues in different types of projects. 
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Val�idity: the extent to which methodologies and 
instruments measure what they are supposed to measure. 
A data collection method is reliable and valid to the extent 
that it produces the same results repeatedly. 

Service statistics definitions 

Age of cl�ients: age at the time of service provision  
 
Clarifications:

Data on age of clients is only required for reporting •	
services provided and new users in clinic-based service 
delivery points (SDPs) (static, mobile, outreach or 
associated). 
Data on age of clients are optional for items provided.•	
Data on age of clients are not collected for referrals. •	
If a client comes to a Member Association service •	
delivery point for a service before and then after his/
her 25th birthday, the first will be recorded as a service 
provided to a young person, the second will not.

Associated cl�inic: a regular, permanent location belonging 
to private individuals, organizations or the public sector 
providing sexual and reproductive health services by 
trained doctors, clinicians and/or professional counsellors. 
An associated clinic is NOT managed by the Member 
Association and services are provided by the associated 
clinic staff, NOT by Member Association staff. Member 
Associations have an agreement to provide significant 
technical support, monitoring, quality of care and oversight. 
Member Associations provide contraceptives and other 
sexual and reproductive health commodities to the 
associated clinic for their clients.

Cl�inic-based service del�ivery point: a regular, permanent 
location providing sexual and reproductive health 
services by trained doctors, clinicians and/or professional 
counsellors.

Commercial� marketing (under non-cl�inic based 
service del�ivery points): channels of distribution that sell 
contraceptives and other sexual and reproductive health 
commodities at retail prices. These contraceptives and other 
sexual and reproductive health commodities are provided 
by the Member Association.  
 
Clarifications:

Other than contraceptives, no other sexual and •	
reproductive health services are provided through 
commercial marketing.
The purpose of commercial marketing is to recover cost •	
and generate profit to subsidize other programmes of 
the Member Association. 

These channels include pharmacies, retail establishments, •	
drug stores and wholesalers, which may or may not be 
owned by the Member Association.
A drug store or a pharmacy that is part of a Member •	
Association static clinic is a commercial marketing service 
delivery point.
Only some IPPF products that have supplier authorization •	
can be sold through commercial marketing channels. 
(Please check with your Regional Office if in doubt).

Community-based distribution and services (CBD/
CBS) (under non-cl�inic based service del�ivery points): 
These outlets are managed by Member Associations and 
distribute contraceptives and other sexual and reproductive 
health commodities, directly or indirectly, to clients through 
community-based workers/volunteers. 
 
Clarifications:

Community-based workers/volunteers include sexual and •	
reproductive health promoters, educators and health 
workers.
They may or may not have a physical space.•	
No clinical services are provided.•	

Government channel�s of distribution (under 
non-cl�inic based service del�ivery points): national 
government agencies (e.g. ministries – health, youth, 
women, social services, army, social security) that procure 
contraceptives and other sexual and reproductive health 
commodities from the Member Association. The Member 
Association is not involved in the provision of services to the 
clients.

Items provided: total number of contraceptives given to 
a client directly or indirectly from a Member Association’s 
service delivery points.  
 
Clarifications:

This includes contraceptives provided to other individuals •	
on behalf of the client, and to other agencies that 
receive contraceptives from the Member Association for 
distribution to their clients.
Data on items provided are collected primarily for CYP •	
calculations; data on the number of non-contraceptive 
items provided are NOT required.

Mobil�e cl�inic and cl�inical� outreach team: a regular, 
permanent but offsite location providing sexual and 
reproductive health services by trained doctors, clinicians 
and/or professional counsellors. A mobile clinic and/or 
outreach team is managed by the Member Association 
and run by full and/or part-time Member Association staff.  
Services are provided through health posts, equipped 
vehicles, and other premises. Contraceptive and/or other 
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sexual and reproductive health services are provided by 
Member Association staff.  
 
Clarifications:

Each mobile clinic or clinical outreach team is counted as •	
one service delivery point. 
Do NOT count individuals in the team or the numbers of •	
communities reached.

New user: a client who accepts at least one modern 
method of contraception from the Member Association for 
the first time. 
 
Clarifications:

New user data are collected for contraceptive services •	
only.
Currently, emergency contraception is not listed as a •	
modern method of contraception, and therefore clients 
accepting emergency contraception are not recorded as 
new users.
New user data are required for Member Association •	
clinic clients only. This includes static clinics, mobile 
clinics, clinical outreach teams and associated clinics. 
Clients who previously obtained contraceptives •	
from a Member Association non-clinic based service 
delivery point should be recorded as new users when 
first accepting contraceptive services at a Member 
Association clinic-based service delivery point.
A new user may have used contraception in the past, •	
obtained from a non-Member Association service 
delivery point. 
If an existing client at the service delivery point switches •	
to a new method, that person should not be recorded as 
a new user. For example, if a client has an IUD removed 
and begins using injectables, she would not be recorded 
as a new user.
All acceptors of male or female sterilization are •	
considered new users, even if they have previously 
received temporary contraceptive methods from the 
Member Association clinic.
A client coming to the Member Association for the •	
first time but referred to another organization for 
contraceptive services should not be recorded as a new 
user. 
A client who has been using non-contraceptive services •	
provided by the Member Association service delivery 
point, and who subsequently receives contraceptives for 
the first time from this service delivery point should be 
recorded as a new user. 
The earlier terminology ‘new acceptor’ remains •	
conceptually the same as ‘new user’. 

If two methods are received by a new user at the same •	
time, the more effective method (the one with the 
higher CYP conversion factor) is counted as the new user 
method.
A client can be a new user with a Member Association •	
only once, unless they change to a permanent method. 

Non-cl�inic based service del�ivery points: a channel 
of distribution that does NOT provide clinic-based sexual 
and reproductive health services. (see definition of clinic-
based sexual and reproductive health services) However, 
they do distribute contraceptives provided by the Member 
Association. Some also provide IEC services. 

Other agencies (under non-cl�inic based service 
del�ivery points): NGOs or organizations that are supplied 
with contraceptives and other sexual and reproductive 
health commodities by the Member Association. The 
Member Association is not involved in the provision of 
services to the clients.

Peri-urban service del�ivery points: a location to provide 
services in a peripheral area of a city or a town, either 
inside a city or town’s outer rim, or just outside its official 
boundaries.

Private physicians (under non-cl�inic based service 
del�ivery points): doctors/clinicians who are supplied with 
contraceptives and other sexual and reproductive health 
commodities by the Member Association. The Member 
Association is not involved in provision of services to the 
clients.

Referral�s (to other organizations): number of services 
for which clients are formally sent by the Member 
Association to an external (non-Member Association) 
service delivery point.  
 
Clarifications: 

Referrals for contraceptive services are not included in •	
the calculation of CYP because no items are provided by 
the Member Association at the time of referral. 
If contraceptives were distributed by the Member •	
Association to a particular service delivery point where 
the client was referred to, this would already be included 
in the CYP calculation, as contraceptives provided by the 
Member Associations to other service delivery points and 
organizations are used to calculate CYP. 
If a client is referred for two or more different services •	
to external service delivery points, two or more referrals 
should be recorded.
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At the global level, the number of referrals is included in •	
the total number of services provided. However, some 
regions do not include referrals in their data on the total 
number of services provided.
Only external referrals to non-Member Association •	
service delivery points are recorded. We do not record 
internal referrals (those occurring between Member 
Association service delivery points).

Rural� service del�ivery points: a location to provide 
services in an area away from the influence of large cities. 
These are villages, farms or other isolated houses with a 
much lower population density than that of urban and  
peri-urban areas.

Service del�ivery points (channel�s of distribution/
outl�ets): a location to provide clinic-based or  
non-clinic based sexual and reproductive health services 
and commodities.

Services provided: number of services provided to a client 
by a Member Association service delivery point. If a client 
is provided with two or more services during one visit, the 
number of services should be recorded as two or more. 
Sometimes the terms ‘visits’ and ‘services’ are confused. 
We no longer use the term ‘visits’; a client can receive more 
than one service per visit, and the total number of services 
provided should be recorded.

Static cl�inic: a regular, permanent location providing 
sexual and reproductive health services by trained doctors, 
clinicians and/or professional counsellors. A static clinic 
operates from fixed premises, managed by the Member 
Association and run by full and/or part time Member 
Association staff.

Social� marketing (under non-cl�inic based service 
del�ivery points): a non-clinic based outlet selling 
contraceptives and other sexual and reproductive health 
commodities provided by a Member Association social 
marketing programme at prices that permit cost recovery. 
 
Clarifications:

Social marketing is regarded as a sustainability model •	
for contraceptive distribution. Contraceptives are sold 
at a reduced price compared to commercial outlets but 
the pricing permits recovery of procurement costs and 
distribution expenses.
Social marketing service delivery points do not provide •	
counselling.
Social marketing CANNOT occur in commercial •	
pharmaceutical facilities.

Urban service del�ivery points: a location to provide 
services in a city, town or other densely populated area 
(in comparison to the areas surrounding it). It varies from 
country to country, but generally the minimum density 
requirement is 400 persons per square kilometre. 

Other IPPF global indicators 
definitions and explanations

Advertising: involves posters, billboards, flyers etc to 
influence public opinion on sexual and reproductive 
health and rights issues and NOT to educate or influence 
individuals’ behaviour, nor to advertise the existence of a 
Member Association or the services it provides.

Advocacy: is a campaign or strategy to build support for 
a cause or issue. Advocacy is directed towards creating a 
favourable environment, by trying to gain people’s support 
and by trying to influence or change legislation.

Avail�abil�ity of safe abortion services: refers to how and 
where a safe abortion can be obtained.

Behaviour change communication (BCC): involves 
using communication approaches and tools to encourage 
positive behaviour change. BCC strategies are designed 
to accommodate the stage of behaviour adoption of an 
individual and to impart knowledge and skills and provide 
psychosocial support that is needed to initiate and sustain 
change. Before individuals and communities can reduce 
their level of risk or change their behaviours, they must 
first understand basic facts about HIV and AIDS, adopt 
key attitudes, learn a set of skills and be given access to 
appropriate products and services. They must also perceive 
their environment as supporting behaviour change and 
appropriate treatment for prevention, care and support.

Cl�inical� services: The term clinical services refers to 
counselling and other sexual and reproductive health 
services provided by the Member Associations through 
clinic-based or non-clinic based service delivery points.

Direct l�obbying: involves working with legislators, decision 
makers or opinion makers to educate them on sexual and 
reproductive health and rights issues, proposing specific 
legislative changes through introducing norms, bills and 
protocol that advance access to and promote sexual and 
reproductive health and rights. 
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Education: whether formal or non-formal, is a process 
of facilitated learning to enable those learning to make 
rational and informed decisions.

Governing Board: The term Governing Board means the 
decision making body of the Member Association that is 
elected by the total volunteer members of that Member 
Association.

Heal�th seeking behaviour: refers to what people do 
to maintain health or return to health, including what 
influences people to behave differently in relation to their 
health and what facilitates the use of services.

HIV vul�nerabil�ity: is both regional and country specific. 
Groups particularly vulnerable to HIV infection may include 
people living with HIV, sex workers, men who have sex with 
men, gay, lesbian and bisexual youth, injecting drug users, 
newly married women, migrants and internally displaced 
populations.

HIV-rel�ated stigma: can be described as a ‘process 
of devaluation’ of people either living with or affected 
by HIV and AIDS. Stigma relates to people’s attitudes. 
Discrimination is the action that results from this attitude 
and may include rejection, avoidance and violence against 
people living with HIV and those associated with the 
epidemic. HIV-related stigma is unique, as unlike other 
forms of stigma, it not only arises from a person having (or 
being associated with) HIV, but is further compounded by 
the underlying stigmatization of behaviours and attitudes 
that are frequently connected with the epidemic (such as 
men having sex with men, sex work and injecting drug use).

IEC (Information, Education and Communication): 
ensures that clients, or potential clients, of sexual and 
reproductive health are given the means to make 
responsible decisions about their sexual and reproductive 
health. 

Improving access to safe abortion: includes the removal 
of administrative and other barriers to the provision of 
safe abortion services, the promotion of greater access to 
affordable and quality services, advocacy with governments 
and the development of strategic partnerships to expand 
access.

Information: involves generating and disseminating 
general and technical information, facts and issues, in order 
to create awareness and knowledge. 

Legal� status of abortion: refers to conditions under 
which abortions are legally permissible

Legisl�ation: is a term referring to laws or the action of 
legislating. A legislature is a governmental body with the 
power to adopt laws.

Marginal�ized: people, who for reasons of poverty, 
geographical inaccessibility, culture, language, religion 
gender, migrant status or other disadvantage, have 
not benefited from health, education and employment 
opportunities, and whose sexual and reproductive health 
needs remain largely unsatisfied. Examples include drug 
users, young people with special needs, street children and 
sex workers.

Member Association cl�ients: clients provided with sexual 
and reproductive health services by a Member Association. 
Sexual and reproductive health services do NOT include IEC 
activities.

MTCT+ Mother to Chil�d transmission Pl�us: combines 
prevention of mother to child transmission (MTCT) 
programmes with the treatment of the mother and their 
family members (their partners and children). Service 
provision includes psychosocial and nutritional counselling, 
advice on taking medication, peer support and antiretroviral 
treatment. Mother to child transmission of HIV and AIDS 
can be reduced by providing treatment in pregnancy, 
conducting a Caesarean section to deliver the baby, and 
using formula milk when possible to avoid transmission 
during breastfeeding.

Nature of abortion: refers to what is meant by abortion 
(safe and unsafe) and to the different methods which may 
be used at different stages of pregnancy.
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Opposition to sexual� and reproductive heal�th and 
rights: can be from a range of conservative forces including 
political, religious, cultural and social, aimed at undermining 
sexual and reproductive health and rights. Opposition 
strategies include undermining national agreements,  
de-funding sexual and reproductive health and rights and 
the organizations that are involved in providing the services, 
blocking access to sexual and reproductive health and 
rights through policy, legislative and funding restrictions, 
spreading misinformation about sexual and reproductive 
health and rights issues, etc.

Pol�icies: are statements of principles underlying 
governmental action that can be expressed as national 
government action such as legislation, resolutions, 
programmes, regulations, appropriations, administrative 
practices and/or court decisions.

Poor: people living on less than US$2 per day.

Publ�ic education: involves appearing on media 
programmes to advance sexual and reproductive health 
and rights issues, community-based educational campaigns 
related to a specific sexual and reproductive health and 
rights issue through posters, billboards, flyers etc and which 
is designed to sway public opinion to support sexual and 
reproductive health and rights issues.

Qual�ity of care: is based on IPPF’s ‘Rights of the Client’ 
and ‘Needs of Service Providers’ framework. To ensure 
good quality of care, clients have the right to information, 
access to services, choice, safety, privacy and confidentiality, 
dignity and comfort, continuity of services, and opinion. 
To fulfil these rights, the needs of service providers must 
be met as well. These include the needs for: training, 
information, proper infrastructure and supplies, guidance, 
backup, respect and encouragement, feedback on their 
performance, and opportunities for self expression. Good 
quality of care enhances clients’ satisfaction and their use of 
services. It increases job satisfaction and motivation among 
service providers, and leads to greater sustainability of 
services.

Restrictions (rel�ated to abortion): include legal, policy, 
administrative and others restrictions to the right to safe 
abortion.

Safe abortion: refers to an accessible high-quality service 
performed by skilled professionals in a suitable environment 
to terminate an unwanted pregnancy. 

Sexual�ity information: involves generating and 
disseminating general and technical information, facts and 
issues, to create awareness and knowledge on sexuality.

Sexual�ity education: whether formal or informal, is a 
process of facilitated learning to enable those learning to 
make rational and informed decisions on sexuality.  
Sexuality topics include sex education, relationships, 
attitudes towards sexuality, sexual roles, sexual health, 
gender relations and the social pressures to be sexually 
active. Information of sexual and reproductive health 
services, and training in communication and decision-
making skills is also provided.

Social�l�y-excl�uded: people who are wholly or partially 
excluded from full participation in the society in which  
they live.

Staff: Member Association staff includes ALL full time, 
part time, permanent and temporary staff employed by 
the Member Association at ALL levels (the headquarters, 
branches and project sites), at ALL sites, and who are paid a 
salary or are included on the payroll. This does not include 
young volunteers. 
 
The reference period for which the staff data should be 
provided is the last month for which payroll data are 
available. Each member of staff who is part time should be 
counted as one (not in fractions).

Staff with management and decision-making 
responsibil�ities: staff members who supervise at least one 
member of staff and have budgetary responsibility.

Under-served: people who are not normally or  
well-served by established sexual and reproductive health 
service delivery programmes due to a lack of capacity and/
or political will; for example, people living in rural/remote 
areas, young people, people with a low socioeconomic 
status, unmarried people, etc.

Working with the media: involves educating journalists 
on sexual and reproductive health and rights issues, 
and writing articles and opinion pieces on sexual and 
reproductive health and rights for local and national 
newspapers.
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Key abbreviations

AIDS  Acquired immune deficiency syndrome
BCC  Behaviour change communication
CBD  Community-based distribution
CBO  Community-based organization
CBS  Community-based services
CCM  Country coordinating mechanism
CYP  Couple years of protection
DHS  Demographic and Health Survey
EC European Commission 
eIMS  electronic Integrated Management System
FGD  Focus group discussion
HIV  Human immunodeficiency virus
ICPD  International Conference on Population and Development (1994)
IEC  Information, education and communication
IPPF  International Planned Parenthood Federation
IUD  Intrauterine device
KIS  Knowledge and information systems
KM  Knowledge management
MA  Member Association
MOH Ministry of Health
MTR  Midterm review
MYFF  Multi-year funding framework
NGO  Non-governmental organization
OL  Organizational learning 
OLE  Organizational learning and evaluation
PLHIV  People living with HIV
PMTCT Prevention of mother to child transmission
PRSP  Poverty reduction strategy papers
RTI  Reproductive tract infection
SDP  Service delivery point 
SRH  Sexual and reproductive health
SRHR  Sexual and reproductive health and rights
STI  Sexually transmitted infection
SWAPs  Sector-wide approaches
TOR  Terms of reference
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Further reading

Web resources
Davies, R (2007) •	 Monitoring and evaluation news. Available at: http://www.mande.co.uk (Date accessed 6/6/08).
Eldis (2007) •	 Participatory monitoring and evaluation: Eldis participation resource guide. Available at: http://www.eldis.org/
index.cfm?objectid=233132A3-9116-DA80-AC333E02F4EBEB3B&qt=participatory+montioring+and+evaluation&search_type=&go.x=9&go.
y=6 (Date accessed 6/608).
Performance Assessment Resource Center. Available at: •	 http://www.parcinfo.org (Date accessed 6/6/08).
Office of Evaluation, International Fund for Agricultural Development. Available at: •	 http://www.ifad.org/evaluation (Date 
accessed 7/6/08). 
UNFPA (2007) •	 Monitoring and evaluation resources. Available at: http://www.unfpa.org/monitoring/index.htm (Date accessed 
6/6/07).
USAID (2007) •	 MEASURE Evaluation. Available at: https://www.cpc.unc.edu/measure (Date accessed 6/6/08).
World Bank Independent Evaluation Group (2007) •	 Building government monitoring and evaluation systems. Available 
at: http://www.worldbank.org/ieg/ecd/index.html (Date accessed 6/6/08).

Publications
International Development Resource Center (2001) •	 Outcome mapping: The challenges of assessing development 
impacts. Ottawa. Available at: http://www.idrc.ca/en/ev-64698-201-1-DO_TOPIC.html (Date accessed 7/6/08).
Johnson, C (2006) •	 Effective nonprofit evaluation: Through a “Community of Learners”. TCC Group. New York. Available 
at: http://www.tccgrp.com/pdfs/per_brief_col.pdf (Date accessed 7/6/00).
Bakewell, Oliver and Garbutt (2005) •	 The use and abuse of the logical framework approach. SIDA. Stockholm. Available 
at: http://www.sida.se/shared/jsp/download.jsp?f=LFA-review.pdf&a=21025 (Date accessed 7/6/08).
World Bank Independent Evaluation Group (2006) •	 Conducting quality impact evaluations under budget, time and data 
constraints. Washington. Available at: http://lnweb18.worldbank.org/oed/oeddoclib.nsf/24cc3bb1f94ae11c85256808006a0046/757a5cc0
bae22558852571770059d89c/$FILE/conduct_qual_impact.pdf (Date accessed 6/6/08).
World Bank Independent Evaluation Group (2006) •	 Impact evaluation – The experience of the independent evaluation 
group of the World Bank. Washington. Available at: http://lnweb18.worldbank.org/oed/oeddoclib.nsf/DocUNIDViewForJavaSearch/35
BC420995BF58F8852571E00068C6BD/$file/impact_evaluation.pdf (Date accessed 6/6/08).
World Bank Operations Evaluation Department (2004) •	 Influential evaluations: Evaluations that improved performance 
and impacts of development programs. Washington. Available at: http://lnweb18.worldbank.org/oed/oeddoclib.nsf/24cc3bb1f94ae
11c85256808006a0046/67433ec6c181c22385256e7f0073ba1c/$FILE/influential_evaluations_ecd.pdf (Date accessed 6/6/08). 
McKay, K (2006) •	 Institutionalization of monitoring and evaluation systems to improve public sector management. ECD 
Working Paper Series 15, The World Bank. Washington. Available at: http://lnweb18.worldbank.org/oed/oeddoclib.nsf/24cc3bb1f9
4ae11c85256808006a0046/ba0a381f679553a385257107005aa526/$FILE/monitoring_evaluation_psm.pdf (Date accessed 6/6/08).
York, PJ (2003) •	 Learning as we go: Making evaluation work for everyone. New York. Available at http://www.tccgrp.com/
pdfs/per_brief_lawg.pdf (Date accessed 7/6/08). 

Toolkits, handbooks, guides and glossaries
CIDA (2004) •	 CIDA evaluation guide. Ottawa. Available at: https://dspace.ucalgary.ca/bitstream/1880/43200/1/CIDAEvalguide.pdf 
(Date accessed 6/6/08). 
Davies, R and Dart, J (2005) •	 The most significant change technique: A guide to its use. Available at: shttp://www.mande.
co.uk/docs/MSCGuide.pdf (Date accessed 6/6/08).
DFID (2005) •	 Guidance on evaluation and review for DFID staff. London. Available at: http://www.dfid.gov.uk/aboutdfid/
performance/files/guidance-evaluation.pdf (Date accessed 7/6/08).
DFID (2005) •	 Monitoring and evaluating information and communication for development programmes. London. 
Available at: http://www.idrc.ca/uploads/user-S/11592105581icd-guidelines.pdf (Date accessed 6/6/08).
International Fund for Agricultural Development (2002) •	 A guide for project M&E: Managing for impact in rural 
development. Rome. Available at: http://www.ifad.org/evaluation/guide/index.htm (Date accessed 6/6/08).
Kusek, J and Rist, RC (2004) •	 Ten steps to a results-based monitoring and evaluation system. The World Bank. 
Washington. Available at: http://www.oecd.org/dataoecd/23/27/35281194.pdf (Date accessed 6/6/08).  
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Organization for Economic Co-Operation and Development (2002) •	 Glossary of key terms in evaluation and results-based 
management. Paris. Available at: http://www.oecd.org/dataoecd/29/21/2754804.pdf (Date accessed 6/6/08).
UNDP Evaluation Office (2002) •	 Handbook on monitoring and evaluation for results. New York. Available at: 
http://www.un.org.pk/undp/prm/Rules%20&%20Guidelines/handbook-on-monitoring-and-evaluating-for-results-17april-02.pd•	 f (Date 
accessed 6/6/08).
UNFPA (2004) •	 The programme manager’s planning, monitoring and evaluation toolkit, UNFPA Division for Oversight 
Services. New York. Available at: http://www.unfpa.org/monitoring/toolkit.htm (Date accessed 6/6/08).
International Planned Parenthood Federation (2004) •	 Medical and service delivery guidelines for sexual and reproductive 
health services. (London). Available at: http://www.ippf.org/NR/rdonlyres/DD4055C9-8125-474A-9EC9-C16571DD72F5/0/
medservdelivery04.pdf (Date accessed 10/2/09).
World Bank Operations Evaluation Department (2004) •	 Monitoring and evaluation: Some tools, methods and 
approaches. Washington. Available at: http://lnweb18.worldbank.org/oed/oeddoclib.nsf/24cc3bb1f94ae11c85256808006a0046/a5efbb5d
776b67d285256b1e0079c9a3/$FILE/MandE_tools_methods_approaches.pdf (Date accessed 6/6/08).
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request for feedback

We would greatly appreciate your feedback on 
the contents of the handbook, and to hear about 
your experiences of putting IPPF’s Monitoring and 
Evaluation policy into practice. 

Please email your comments to  
Mahua Sen at msen@ippf.org

Who we are

IPPF is a global service provider and a leading advocate of sexual 
and reproductive health and rights for all. We are a worldwide 
movement of national organizations working with and for 
communities and individuals.

We work towards a world where women, men and young people 
everywhere have control over their own bodies, and therefore their 
destinies. A world where they are free to choose parenthood or 
not; free to decide how many children they will have and when; 
free to pursue healthy sexual lives without fear of unwanted 
pregnancies and sexually transmitted infections, including HIV. 
A world where gender or sexuality are no longer a source of 
inequality or stigma. We will not retreat from doing everything we 
can to safeguard these important choices and rights for current 
and future generations.
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“We are determined to use this handbook 
to build a strong culture of monitoring, 
evaluation and learning in an organization 
that is more effective in meeting the sexual 
and reproductive health needs of women, 
men and young people across the globe”.
Dr Gill Greer, Director-General, IPPF

IPPF’s Monitoring and Evaluation Policy was revised in 2006, and 
reflects a much stronger commitment to monitoring, evaluation 
and learning throughout the Federation. The policy emphasizes 
how learning from evaluation contributes to the effective 
management and improved performance of our programmes. It 
also stresses the need to demonstrate results to our beneficiaries 
as well as our donors, and at national, regional and global levels.  

For those of us in IPPF that are committed to increasing 
effectiveness, making decisions based on hard evidence, and 
improving the Federation’s accountability through monitoring and 
evaluation, this handbook provides the guidance and tools needed 
to translate the Monitoring and Evaluation Policy into practice. 
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