
American Journal of Health Research 

2025, Vol. 13, No. 4, pp. 210-225  

https://doi.org/10.11648/j.ajhr.20251304.12  

 

 

*Corresponding author:   

Received: 4 June 2025; Accepted: 17 June 2025; Published: 7 July 2025 

 

Copyright: © The Author(s), 2025. Published by Science Publishing Group. This is an Open Access article, distributed 

under the terms of the Creative Commons Attribution 4.0 License (http://creativecommons.org/licenses/by/4.0/), which 

permits unrestricted use, distribution and reproduction in any medium, provided the original work is properly cited. 
 

 

Research Article 

Progress and Prospects for the Institutionalization and 

Scale-Up of Postpartum Family Planning in Togo 

Wankpaouyare Gmakouba
1, 3, * 

, Komi Ameko Azianu
2 

, Mazabalo Bini
3 

, 

Salaraga Bantakpa
3 

, Pitabinawè Deabalo
5 

, Labaguibe Gangak
4 

 

1
Department of Public Health, Bircham International University, Madrid, Spain 

2
Interdisciplinary Research Laboratory in Social and Health Sciences, University Joseph Ki-Zerbo, Ouagadougou, Burkina 

Faso 
3
Research and Planning Department, Ministry of Health and Public Hygiene, Lomé, Togo 

4
National Program for the Control of HIV/AIDS, Sexually Transmitted Infections, and Viral Hepatitis, Ministry of Health 

and Public Hygiene, Lomé, Togo 
5
Faculty of Medicine and Allied Health Professions, University of Clermont Auvergne, Clermont-Ferrand, France 

 

Abstract 

Introduction: Maternal mortality remains a major public health challenge globally, particularly in low-income countries. Among 

the key prevention strategies, family planning plays a critical role by promoting adequate birth spacing, which helps reduce 

maternal complications and deaths. In particular, postpartum family planning (PPFP) is essential in preventing closely spaced 

pregnanciesa known risk factor for maternal morbidity and mortality. In Togo, while efforts have been made to integrate PPFP 

into national health policies, significant barriers persist, including limited access to services and sociocultural obstacles. The 

study aimed to analyze accountability mechanisms, existing synergies, and the scale-up level of postpartum family planning 

(PPFP), based on the core components developed by the High Impact Practices (HIP) Family Planning Secretariat. Methodology: 

This qualitative study of 40 key stakeholders in the healthcare system assesses the status of the institutionalisation of PFPP. Data 

were collected via semi-structured interviews and analysed using Excel and SPSS v2021 software. Results: The results reveal a 

high availability of contraceptive products and equipment (82%), an efficient monitoring system (86%), but also highlight 

weaknesses in training (79%) and community involvement (67%). The sustainability of the initiative will depend on better 

institutional anchoring, multi-sectoral integration, and sustainable funding. Conclusion: The scale-up of postpartum family 

planning (PPFP) in Togo shows significant promise; however, critical improvements are still needed in provider training, 

effective service integration, and meaningful community engagement. The long-term sustainability of this initiative will rely on 

strong political commitment, sufficient and sustained funding, and the implementation of a genuinely integrated approach. 

Furthermore, addressing sociocultural barriers remains essential to maximizing the reach and effectiveness of PPFP 

interventions. 
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1. Introduction 

Maternal mortality remains a major global challenge, pre-

dominantly affecting low-income countries where many 

deaths are preventable [1]. Among the most effective strate-

gies for reducing maternal and child mortality, family plan-

ning (FP) plays a crucial role. By facilitating birth spacing and 

enabling women to delay early or unintended pregnancies, FP 

contributes to reducing medical complications and mortality 

risks [2]. Indeed, family planning could prevent over 30% of 

maternal deaths and 10% of child mortality if couples main-

tained at least a two-year interval between births [3]. Post-

partum family planning (PPFP), in particular, is essential in 

preventing closely spaced and unintended pregnancies during 

the first 12 months following childbirth. By improving access 

to contraceptive methods after delivery, PPFP enables birth 

spacing, enhances maternal and child health, and promotes 

family well-being. Like many sub-Saharan African countries, 

Togo is striving to integrate PPFP into its national health 

policies. However, limited access to services, low awareness, 

and sociocultural barriers remain significant challenges [4]. In 

this context, scaling up PPFP in Togo emerges as a necessity 

to maximize the benefits of these interventions. 

2. Background and Justification 

Despite progress in reproductive health, the use of modern 

contraceptive methods remains low, with a contraceptive 

prevalence rate of 23% among married women [5]. Togo 

exhibits a relatively high fertility rate, with an average of 4.3 

children per woman in 2020 [6]. Insufficient birth spacing 

significantly contributes to obstetric complications and infant 

mortality. Furthermore, family planning services are often 

underutilized during the postpartum period due to a lack of 

information, persistent myths about contraception, and a 

shortage of qualified health personnel [7]. To improve access 

to and acceptability of PPFP, the Togolese Ministry of Health, 

in collaboration with technical and financial partners, is 

working toward the systematic integration of these services 

into postnatal care. 

The expansion and scaling up of PPFP is justified by sev-

eral factors. First, studies have shown that early adoption of 

postpartum contraceptive methods significantly reduces 

unintended pregnancies and improves maternal and child 

health outcomes [8]. Postpartum family planning (PPFP) 

plays a critical role in reducing unplanned and closely spaced 

pregnancies key risk factors for maternal and child health [9]. 

By promoting a birth interval of at least 24 months, PPFP 

helps decrease maternal and neonatal mortality and morbidity 

[4]. Integrating family planning into postnatal care is an 

effective strategy to improve access to contraceptive methods 

tailored to the specific needs of postpartum women, thereby 

enhancing reproductive autonomy and reducing the risk of 

unintended pregnancies [10, 11]. 

Second, integrating PPFP services within health facilities 

enhances accessibility, particularly for women in rural areas 

with limited healthcare offerings [9]. Third, implementing a 

multisectoral approach that involves healthcare workers, 

community leaders, and media is crucial for overcoming 

sociocultural barriers and promoting the uptake of PPFP 

services [13]. Finally, from an economic perspective, family 

planning helps reduce costs associated with maternal and 

neonatal healthcare, thereby freeing up resources for other 

health priorities [14]. 

Scaling up PPFP in Togo thus represents a key strategy for 

achieving national health and development goals. Its success 

depends on strong political commitment, adequate funding, 

enhanced training for healthcare providers, and effective 

community mobilization. This study aims to provide an 

overview of the components of PPFP in Togo. 

3. Literature Review on Postpartum 

Family Planning 

The essential components of PPFP are built on several 

strategic pillars. Counseling and awareness-raising activities 

inform women and couples about available contraceptive 

options and the benefits of birth spacing [3]. The provision of 

contraceptives aims to ensure the availability of a wide range 

of methods (long-acting reversible contraceptives, hormonal 

methods, barrier methods, and emergency contraception) to 

meet postpartum needs [15]. Integration into maternal health 

services ensures continuity of care during antenatal visits, 

childbirth, and postnatal follow-up [4]. Capacity building 

through continuous training of healthcare personnel is a 

critical lever for respectful and appropriate service delivery 

[16]. Finally, the establishment of monitoring and evaluation 

systems enables assessment of intervention outcomes and 

informs policy decisions [9]. 

PPFP is embedded within a systemic approach to health 

system strengthening. It relies first on a policy and regulatory 

framework that facilitates universal access to contraception by 

reducing financial, geographic, and sociocultural barriers [4]. 

The development of infrastructure and logistics ensures con-

tinuous availability of contraceptive methods, particularly in 

underserved areas [17]. 

Human resource strengthening, through ongoing profes-

sional development, enhances the quality of counseling, 

method management, and respect for women’s rights [18]. 

Community outreach efforts involving opinion leaders and 

community intermediaries foster service uptake and address 

cultural resistance [9]. Health information systems that gen-

erate reliable data support evidence-based decision-making 

and optimize intervention efficiency [3]. 

PPFP improves the integration of postnatal health services, 

promoting continuous and effective care; it strengthens in-
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tersectoral collaboration between maternal, child, and repro-

ductive health programs, and contributes to better resource 

management ensuring optimal use even in resource-limited 

settings [15, 16, 18]. 

PPFP is recognized by the WHO as an essential strategy for 

reducing maternal and child mortality [4]. It has been incor-

porated into national policies in many countries worldwide; 

however, access remains uneven, especially in low-income 

countries where geographic, financial, and sociocultural 

barriers persist [17, 18]. In sub-Saharan Africa, unmet needs 

remain high due to limited healthcare coverage and social 

norms that discourage contraceptive use [9]. Initiatives are 

underway to overcome these access barriers, but progress 

remains slow, often hampered by poor method acceptance 

related to beliefs and lack of information [17, 18]. 

In Togo, although favorable policies for family planning 

exist, the implementation of PPFP remains limited, particu-

larly in rural areas [18]. Service provision remains inadequate, 

and unmet demand is high [9]. Efforts supported by partners 

such as the WHO aim to further integrate PPFP into postnatal 

care through provider training and awareness campaigns [4]. 

The success of these initiatives will depend on strong com-

munity engagement, a strengthened health system, and effec-

tive resource management. 

4. Study Objective 

The general objective of this study is to assess the scala-

bility of postpartum family planning (PPFP) in Togo. Spe-

cifically, the study aims to analyze the accountability mecha-

nisms, existing synergies, and the current scale-up level of 

PPFP based on the core components developed by the HIPs 

Secretariat. 

5. Methodology 

5.1. Study Design 

This is a cross-sectional study designed to evaluate the 

scale-up of PPFP components. The study was conducted from 

September 20 to 26, 2024. 

5.2. Sampling 

A non-probability sampling method was used to select the 

study participants. The sample consisted of stakeholders from 

the health system, particularly from the Ministry of Health, 

working at the level of family planning service delivery 

points. 

5.3. Sample 

A total of 40 key stakeholders, including 10 women, were 

interviewed in this study on the scale-up of immediate post-

partum family planning. 

5.4. Data Collection 

Data were collected through individual interviews using a 

semi-structured questionnaire. The questionnaire included six 

dimensions (see Table 1) based on the PPFP components: 

satisfaction index according to PHI Secretariat dimensions, 

and suggestions for improving services. The questionnaire 

was pre-tested prior to deployment. After completion, the data 

were exported in Excel format and subsequently converted 

into SPSS format for analysis. Content analysis was used for 

the literature review. 

5.5. Operationalization of PPFP Components 

Table 1 below outlines the six essential components of 

PPFP, namely: availability of supplies, equipment, and con-

traceptive methods at health facilities; availability of per-

sonnel for providing PPFP services; continuous staff training; 

monitoring and evaluation; governance; and community 

engagement [19]. These components are clearly structured, 

allowing for the quick identification of critical areas. 

The study variables are distributed across dimensions cor-

responding to the PPFP components (Table 1). For each 

variable, a closed-ended question was formulated: 

1) availability of supplies, equipment, and contraceptive 

methods at the health facility (5 variables), 

2) availability of personnel to provide PPFP services, 

3) continuous training (3 variables), 

4) monitoring and evaluation (4 variables), 

5) governance (3 variables), and 

6) community engagement (5 variables). 

The proportion of positive responses was calculated for 

each dimension and for all dimensions combined. 

 

Table 1. Operationalization of the Core Components of Postpartum Family Planning (PPFP). 

Components Description Variables 
Application 

Modalities 

Availability of 

supplies, equipment, 

and methods within 

Refers to the availability of services, 

equipment, and methods within the 

facility for all clients seeking a method 

1. Availability of FP services 

2. Availability of contraceptive products 

3. Availability of equipment for administering FP 

- Yes 

- No 
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Components Description Variables 
Application 

Modalities 

the health facility during the immediate postpartum 

period. 

methods 

4. Availability of tools for administering FP methods 

5. Availability of guidelines 

Availability of per-

sonnel for PPFP 

service delivery 

Takes into account the training and 

availability of staff to ensure the func-

tioning of the PPFP service at all times. 

1. Availability of trained FP personnel 

2. Availability of a schedule for PPFP services 

- Yes 

- No 

Continuous training 

Concerns the training of various 

healthcare provider cadres in delivering 

and counseling on PPFP services. 

3. Availability of a capacity-building plan for PPFP 

4. Ongoing training of providers in PPFP 

5. Quarterly & semi-annual supervision of PPFP 

providers 

- Yes 

- No 

Monitoring & evalua-

tion 

Establishment of a monitoring and 

evaluation system and reporting on 

counseling and method uptake among 

immediate postpartum clients. 

1. Availability of monthly activity report templates 

and health information documentation tools 

2. Production of monthly activity reports 

3. Training on DHIS2 

4. Organization of review and monitoring meetings 

- Yes 

- No 

Governance 
Commitment of health facility leader-

ship and staff to promote PPFP. 

1. PPFP included in the facility’s work plan 

2. Allocation of resources for PPFP 

3. Integration of PPFP into the health service package 

- Yes 

- No 

Community engage-

ment 

Strengthening links with community 

programs to promote awareness of 

ANC and postpartum options (includ-

ing immediate contraceptives). 

1. Community dialogue 

2. Guided visits 

3. Awareness campaigns 

4. Local radio broadcasts 

5. Suggestion box for client feedback 

- Yes 

- No 

Adapted from High-Impact Practices in Family Planning (HIPs). Key Implementation Components for Four Service Delivery HIPs. Wash-

ington, DC: USAID; June 2024 [19]. 

5.6. Data Collection Techniques and Tools 

Individual interviews were conducted using a 

semi-structured questionnaire comprising twenty-five (25) 

questions divided into three (3) sections: (i) sociodemo-

graphic data (3 questions), (ii) implementation of PPFP 

components (21 questions), and (iii) improvement sugges-

tions (1 question). Sections one and three included 

open-ended questions, while the second section consisted 

exclusively of closed-ended questions related to the PPFP 

components. A literature review was also conducted to com-

plement the interviews. 

5.7. Data Analysis 

The Likert scale is used in our analysis to structure and 

quantify subjective perceptions, such as satisfaction. Alt-

hough embedded within a qualitative approach, this method 

allows for the identification of general trends while providing 

respondents with the opportunity to freely express their views 

through open-ended comments. 

The scale-up index for each variable, as well as the overall 

index, was calculated based on the proportion of positive 

responses. The interpretation thresholds were as follows: the 

index is considered very satisfactory if the percentage of 

positive « yes » responses is ≥ 80%; satisfactory if ≥ 60% and 

< 80%; and less satisfactory if < 60%. 

Responses were coded and analyzed using Excel and SPSS 

version 21 software. 

6. Results 

6.1. Accountability Mechanisms 

In Togo’s Postpartum Family Planning (PPFP) program, 

several accountability mechanisms, strategic partnerships, 

and operational collaborations have been set up to strengthen 

the effectiveness of High-Impact Practices (HIPs). These 

accountability mechanisms include regular focused meetings 

aimed at tracking progress, identifying challenges, and mak-

ing necessary adjustments to interventions [20, 21]. Rather 

than working in isolation, HIPs are integrated into a cohesive, 
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system-wide approach. The strong commitment from health 

authorities at all levels demonstrates clear national ownership, 

which helps hold all stakeholders accountable. 

The National Health Information System (NHIS), through 

the integration of data into the District Health Information 

Software 2 (DHIS2), plays a vital role in monitoring, although 

HIP data are often combined with other indicators [20, 21]. 

There are also key platforms such as the Scale-Up Tech-

nical Working Group (GTT PAGE), which supports this 

effort by organizing regular meetings, advocating strategi-

cally, and mobilizing resources. The Community of Practice 

(CoP) encourages knowledge sharing, capacity building, and 

collective learning among stakeholders [20, 22]. 

On a broader scale, initiatives like the Ouagadougou Part-

nership and FP2030 provide frameworks for shared ac-

countability, strategic alignment, and tracking progress on 

commitments at regional and international levels [5]. 

Regarding alliances, PPFP engages a multisectoral group of 

actors, including the Ministries of Health, Education, Planning, 

and Social Action; decentralized services such as prefectural 

health directorates; Technical and Financial Partners (TFPs) like 

the United Nations Population Fund (UNFPA), World Health 

Organization (WHO), West African Health Organization 

(WAHO), Deutsche Gesellschaft für Internationale Zusam-

menarbeit (GIZ), the Coordination Unit for Ouagadougou Part-

nership (UCPO), Jhpiego, Integrated Health, Liverpool School 

of Tropical Medicine (LSTM); as well as Civil Society Organi-

zations (CSOs) including the Togolese Association for Family 

Welfare (ATBEF) and its Youth Action Movement, and the 

Network of Civil Society Organizations for Reproductive 

Health/Family Planning (ROSCI SR/PF). This diversity of actors 

facilitates improved multisectoral coordination. 

Regarding synergies, partners often pool resources and 

coordinate complementary activities. Functional coordination 

structures 5xista c both national and local levels, although 

improving collaboration between Technical and Financial 

Partners and government leadership remains a work in pro-

gress [20, 21]. Ongoing programs such as Nutrition Integra-

tion, Essential Newborn Care, Postpartum Family Plan-

ning/Reproductive Health (INSPIRE), FP2030, and LSTM 

are well aligned with national priorities and utilize shared 

tools like the African Francophone Network for Sexual and 

Reproductive Health and Rights Advocacy (AFROSAF) to 

assess the scalability of HIPs [5]. Altogether, these elements 

reflect a strong, collaborative, and integrated approach, which 

is essential for reaching reproductive health and family plan-

ning goals in Togo. 

6.2. Analysis by PPFP Components 

In total, 40 key actors, including 10 women working di-

rectly at service delivery points, were interviewed for this 

study on scaling up immediate postpartum family planning. 

Tables 3 to 8 present quantitative data on contraceptive 

method availability, staff training, monitoring systems, and 

governance. The overall satisfaction index is generally posi-

tive, though scores vary across different areas: 

1) The availability of contraceptive services and related 

equipment is considered satisfactory, showing good 

commitment. However, there are still gaps, particularly 

in ongoing training and supervision. 

2) Supplies availability scored 82%, indicating good access, 

though stock shortages remain a concern. 

3) Continuous training of staff scored 79%, reflecting some 

progress, but irregular training sessions weaken service 

quality. 

4) Monitoring and evaluation mechanisms scored 86%, 

highlighting the importance of rigorous oversight, alt-

hough training on DHIS2 was seen as inadequate. 

6.2.1. Availability of Supplies, Equipment, and 

Methods at Health Facilities 

Table 2 below shows results related to the availability of 

contraceptive products and the equipment necessary to im-

plement PPFP. An 80% score for product and equipment 

availability suggests good access, which is crucial to ensure 

women can use contraceptive methods. However, guideline 

availability was a bit lower at 70%, indicating possible gaps in 

provider information and support, which could impact the 

quality of care. 

Table 2. Availability of Supplies, Equipment, and Methods in Health Facilities. 

Criteria Proportion of « Yes » Responses (%); n/N Scale-up Index 

Availability of contraceptive products 80% (32/40) Very satisfactory 

Availability of supplies for administering FP methods 80% (32/40) Very satisfactory 

Availability of equipment for administering FP methods 80% (32/40) Very satisfactory 

Availability of FP guidelines 70% (28/40) Satisfactory 

Counseling and provision of PPFP services 100% (40/40) Very satisfactory 

Total 82% (164/200) Very satisfactory 
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6.2.2. Availability of Personnel for Providing 

Postpartum Family Planning Services 

Table 3 below assesses the presence and training of per-

sonnel involved in postpartum family planning (PPFP). A 

score of 70% for the availability of trained staff is satisfactory 

but also highlights the need to increase the number of quali-

fied professionals to ensure continuous and high-quality care. 

The availability of a service delivery schedule for PPFP (75%) 

is a positive aspect, 6xista underscores the importance of 

rigorous planning and effective human resource management. 

Table 3. Availability of Personnel for the Provision of Postpartum Family Planning Services. 

Criteria Proportion of «Yes» Responses (%); n/N Scale-up Index 

Availability of trained personnel 70% (28/40) Satisfactory 

Availability of a PPFP service schedule 75% (30/40) Satisfactory 

Total 72% (58/80) Satisfactory 

 

6.2.3. Continuous Training of Personnel 

Continuous training (Table 4) is crucial to maintaining the 

quality of services. With a score of 79%, it is evident that 

efforts are being made to keep skills updated. Quarterly and 

semi-annual supervision (87%) is a positive indicator of 

commitment to maintaining high standards, but there remains 

a need to ensure more regular and systematic training. 

Table 4. Continuous Training of Personnel. 

Criteria Proportion of «Yes» Responses (%); n/N Scale-up Index 

Training of providers in PPFP & contraceptive technology 70% (28/40) Satisfactory 

Providers receive quarterly & semiannual supervision 87% (35/40) Very satisfactory 

Total 79% (63/80) Satisfactory 

 

6.2.4. Monitoring and Evaluation Mechanism 

Table 5 shows that 100% of respondents confirm the ex-

istence of documentation tools, which is a strong point for 

data collection and performance monitoring. However, only 

50% reported having received training on DHIS2. This high-

lights the need to improve user skills on this platform to 

optimize data use for decision-making. The production of 

monthly activity reports (100%) demonstrates good organi-

zation in monitoring interventions. 

Table 5. Monitoring and Evaluation Mechanism. 

Criteria Proportion of «Yes» Responses (%); n/N Scale-up Index 

Availability of physical & digital tools for health 

information documentation 
100% (40/40) Satisfactory 

Training on DHIS2 50% (20/40) Less satisfactory 

Production of monthly activity reports 100% (40/40) Very satisfactory 

Review and monitoring organization 95% (38/40) Very satisfactory 
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Criteria Proportion of «Yes» Responses (%); n/N Scale-up Index 

Total 86% (138/160) Very satisfactory 

 

6.2.5. Governance 

Table 6 below presents the governance surrounding the 

immediate postpartum family planning, with an overall score 

of 81%. The inclusion of PFPP in work plans (75%) and the 

allocation of resources (95%) are positive aspects. However, 

the integration of PFPP into health services (75%) indicates 

that efforts are still needed to ensure synergy among the 

different components of healthcare delivery. 

Table 6. Governance. 

Criteria Proportion of «Yes» Responses (%); n/N Scale-up Index 

The facility includes PPFP in its work plan 75% (30/40) Satisfactory 

Resource allocation for PPFP 95% (38/40) Very satisfactory 

Integration of PPFP into health services 75% (30/40) Satisfactory 

Total 81% (98/120) Very satisfactory 

 

6.2.6. Community Engagement 

With an overall score of 67% (Table 7), this section high-

lights the need to improve community engagement. While 

awareness campaigns and radio broadcasts scored high (95%), 

other elements such as community dialogue (70%) and guided 

visits (37%) require particular attention. This underscores the 

importance of strengthening interactions between healthcare 

providers and communities to overcome sociocultural barriers. 

Table 7. Community Engagement. 

Criteria Proportion of «Yes» Responses (%); n/N Scale-up Index 

Client opinion suggestion box 50% (20/40) Not satisfactory 

Community dialogue 70% (30/40) Satisfactory 

Guided visit 37% (15/40) Not satisfactory 

Awareness-raising 95% (38/40) Very satisfactory 

IEC & CCC 95% (38/40) Very satisfactory 

Local radio broadcasts 50% (20/40) Not satisfactory 

Total 67% (161/240) Satisfactory 

 

6.2.7. Overall Scale-Up Index 

Table 8 presents a satisfactory overall scale-up score of 

77.5%. This result reflects meaningful progress in the 

scale-up of postpartum family planning (PPFP). However, it 

also reveals disparities across components, particularly those 

with lower scores, which require focused attention to guide 

future planning and improvements. 
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Table 8. Overall Scale-Up Index. 

Components Overall Scale-Up Score (%) n/N Scale-up Index 

Availability of supplies, equipment, and methods in health facilities 82% (164/200) Very satisfactory 

Availability of personnel for PPFP service delivery 72% (58/80) Satisfactory 

Ongoing staff training 79% (63/80) Satisfactory 

Monitoring & evaluation mechanism 86% (138/160) Very satisfactory 

Governance 81% (98/120) Very satisfactory 

Community engagement 67% (161/240) Satisfactory 

Total 77.5% (682/880) Satisfactory 

 

6.2.8. Identified Gaps by Dimension 

Table 9 highlights the key challenges encountered in the 

implementation of immediate postpartum family planning 

(PPFP), such as stockouts, insufficient qualified personnel, 

and fragmented service delivery. The analysis across dimen-

sions reveals systemic dysfunctions that call for a prompt and 

structured response. These findings underscore the need for 

an integrated approach to improve service quality, strengthen 

community engagement, and guide future interventions to 

ensure full functionality and sustainability of the model. 

Table 9. Identified Gaps by Relevant Dimensions. 

Components Reported Shortcomings 

Availability of supplies, 

equipment, and methods in 

health facilities 

Stock-outs, lack of certain equipment, and absence of some methods limiting full access to a range of 

choices for postpartum women. The high cost of certain family planning methods remains a major 

barrier to accessibility. 

Availability of personnel for 

PPFP service delivery 

An insufficient number of trained staff present in services, especially outside regular working hours, 

compromises the continuous and quality provision of PPFP. The absence or unavailability of personnel 

during non-standard hours is a major obstacle to uninterrupted postpartum family planning services, 

limiting continuous access. 

Ongoing staff training 
Irregular capacity-building sessions and updates on technical skills reduce service quality and adherence 

to the latest clinical guidelines. 

Monitoring & evaluation 

mechanism 

The absence of systematic mechanisms to monitor PPFP indicators limits the ability to improve perfor-

mance and report on progress. 

Governance 

The lack of an integrated approach between PPFP, RMNCH, and nutrition hinders coordinated service 

delivery, reducing intervention effectiveness and beneficiary coverage. Policy silos and lack of coordi-

nation between programs (e.g., PPFP, MNCH, nutrition, HIV, immunization) lead to fragmented inter-

ventions and undermine overall health system effectiveness. Low involvement of local decision-makers 

and poor coordination among local institutions (health, decentralization and traditional leadership, social 

action, education) impede coherent implementation of PPFP interventions. 

Community engagement 

Low community involvement, persistent myths, taboos, and rumors about contraception, and the absence 

of targeted awareness strategies limit demand and acceptability of PPFP services. High levels of dissat-

isfaction among users of maternal and child health services. 
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7. Discussion 

7.1. Study Limitations 

7.1.1. Methodological Limitations 

This study relies exclusively on a qualitative approach, 

employing semi-structured interviews conducted with various 

stakeholders involved in the implementation of postpartum 

family planning (PPFP) across thre health zones in Togo. 

While this method enabled the collection of rich, con-

text-specific perspectives, it presents several methodological 

limitations. First, the absence of quantitative data precludes 

the ability to measure the direct impact of the PPFP model on 

key indicators such as the postpartum contraceptive uptake 

rate or effective coverage. This constraint limits our capacity 

to establish a causal link between the implemented interven-

tions and observed reproductive health outcomes [23]. 

Moreover, the data are based on self-reported accounts, 

making them vulnerable to several biases that may affect their 

validity. Social desirability bias, for instance, could lead 

participants to tailor their responses to align with perceived 

norms or expectations especially on sensitive topics such as 

contraception and sexuality [24]. Some responses may also 

contain unintentional inaccuracies, such as confusion about 

the name or type of contraceptive method used [25]. In addi-

tion, the lack of objective verification due to the absence of 

triangulation with clinical data, direct observations, or health 

records limits the ability to assess the accuracy of reported 

information [26]. 

Furthermore, the absence of a longitudinal design restricts 

our understanding of how the program’s effects evolve over 

time, particularly regarding the sustainability of gains or 

possible declines in implementation quality. As such, the 

study offers a static snapshot, rather than a dynamic analysis 

of progress. Lastly, the sample’s geographic and sociocultural 

representation is limited. The thre health zones do not reflect 

the full contextual diversity of the country, warranting caution 

in any attempt to generalize findings at the national level [27]. 

7.1.2. Model Limitations 

The PPFP scale-up model piloted in Togo offers notable 

strengths, particularly through its systemic approach built 

around six core components: service availability, provider 

competencies, local coordination, advocacy, monitoring and 

evaluation, and community engagement. This structured 

framework facilitated progressive ownership among field 

actors and enabled more coherent implementation. However, 

stakeholders identified several structural limitations. The 

model remains predominantly vertical in nature, hampering 

its integration into basic health services and its alignment with 

other key programs such as maternal, newborn, and child 

health (MNCH) and nutrition [28]. This siloed approach 

complicates the delivery of a truly integrated and holistic 

model of maternal and child health. 

Additionally, while the “minimum intervention package” 

approach is operational, it lacks the flexibility to adapt to the 

specific realities of individual districts, reducing its effec-

tiveness in the most vulnerable areas [29]. Another underde-

veloped aspect of the model is the limited inclusion of user 

voices and experiences. Although participatory tools such as 

suggestion boxes or community dialogues are theoretically 

part of the model, they are rarely implemented, and feedback 

from women is seldom integrated into service adaptation or 

improvement efforts. 

This shortcoming reflects broader structural challenges, 

including resistance to change among some providers or local 

leaders, who may be hesitant to adopt innovative practices 

around postpartum contraception. Furthermore, the differen-

tiated roles of women, men, and youth in the acceptability of 

PPFP are insufficiently explored. Gender norms, taboos 

surrounding adolescent sexuality, and weak male involvement 

continue to undermine community buy-in and exacerbate 

access inequities. 

Compounding these issues is the heavy workload borne by 

providers, exacerbated by chronic shortages of qualified 

personnel. This undermines both the quality and continuity of 

services, particularly in rural areas or outside of standard 

working hours. If left unaddressed, these limitations risk 

jeopardizing the sustainability of scale-up achievements. 

Research from sub-Saharan Africa confirms that successful 

family planning programs require user-centered approaches 

that explicitly consider social and gender determinants [5, 7, 

12]. Moreover, literature on health systems strengthening 

advocates for institutionalizing social accountability mecha-

nisms and placing greater value on lived experiences as key 

levers for ensuring equitable, responsive, and rights-based 

care [4, 30]. 

7.2. Overall Assessment of the PPFP Scale-Up 

The overall score of 77.5% reflects a relatively advanced 

institutionalization of PPFP at the national level, 10xista 

conceals substantial regional and systemic disparities. Some 

regions particularly rural or peripheral ones exhibit weaker 

implementation due to inadequate health infrastructure, a 

shortage of qualified staff, and limited supervision. Addi-

tionally, local ownership of the PPFP approach varies: some 

teams have fully embraced the practice, while others continue 

to view it as a time-limited project. A lack of ongoing provider 

training and the absence of accountability mechanisms hinder 

service standardization. 

Although PPFP is now included in health information 

systems via DHIS2, poor data disaggregation hampers tar-

geted monitoring, especially in underserved areas. Continued 

dependence on donor funding jeopardizes the approach’s 

sustainability, particularly in zones not covered by partner 

interventions. Similar challenges have been documented in 

other countries such as Senegal, where consistent contracep-

tive availability and enhanced supervision significantly im-

http://www.sciencepg.com/journal/ajhr


American Journal of Health Research http://www.sciencepg.com/journal/ajhr 

 

219 

proved service delivery [31]. 

Our study highlights promising local ownership of the 

PPFP approach; however, it remains heavily dependent on 

external technical support, which undermines its long-term 

viability. Service improvements were driven by provider 

training and better organizational practices, but gaps persist, 

particularly regarding input availability and integration with 

other health programs like MNCH and nutrition. 

While coordination mechanisms have helped mobilize 

stakeholders, institutional anchoring at the regional level 

remains weak, resulting in uneven scale-up. The success of 

reproductive health interventions in some areas appears 

linked to simplified protocols and provider support. Moreover, 

our findings underscore district-level variability, with 

stronger results in areas where local health leaders demon-

strated proactivity. 

Finally, while technical and financial partner support has 

been critical, this reliance raises concerns about continuity 

once external support diminishes. 

7.3. Success Factors in the Scale-Up Process 

The qualitative analysis of PPFP scale-up across thre health 

zonesin Togo identifies several key enablers that facilitated 

the model’s operationalization in health facilities. Although 

local ownership varied, certain cross-cutting elements played 

a pivotal role. 

Strong commitment from facility leaders (e.g., head nurses, 

midwives) and district health management teams was a major 

driver. This commitment translated into improved service 

organization, regular coordination meetings, and the use of 

planning tools. In some districts, local committees were 

established to prioritize PPFP, enhancing ownership dynam-

ics. This finding aligns with other scale-up experiences that 

emphasize the importance of local leadership and decentral-

ized governance as catalysts for institutionalization [31, 32]. 

The availability of a harmonized toolkit (supervision 

checklists, action plans, PPFP-specific data collection tools) 

was decisive in structuring interventions and enabling more 

consistent monitoring. Ongoing provider training strength-

ened clinical and organizational competencies, improving the 

quality and reliability of services. 

Technical partner support including module development, 

on-site coaching, and formative supervision was essential, 

especially in the early stages of scale-up. These supports 

allowed interventions to be adapted to local realities, a factor 

consistently highlighted in the literature as critical to suc-

cessful program expansion [33, 34]. 

The integration of the PPFP intervention package into rou-

tine health services improved postpartum service organization. 

Clear role delineation, systematic counseling, and increased 

availability of contraceptive methods in maternity and post-

partum units enhanced care continuity. By embedding within 

existing routines, PPFP became a more visible and sustained 

component of maternal health services. 

This strategy is in line with evidence-based recommenda-

tions that emphasize embedding postpartum contraception 

within the continuum of obstetric and neonatal care to max-

imize effectiveness [12, 35]. 

Our findings echo successful experiences in other low- and 

middle-income countries. For instance, PPFP programs in 

Indonesia and Bangladesh demonstrated that integration into 

existing health systems coupled with ongoing technical sup-

port and strong local engagement fosters effective scale-up 

[36]. 

7.4. Constraints and Challenges 

The scale-up of postpartum family planning in Togo faces 

multiple structural, organizational, and community-level 

challenges. User satisfaction with maternal and child health 

services remains modest, limiting the intervention’s overall 

impact [7, 37]. 

7.4.1. Logistical and Human Resource Challenges 

A major constraint is the frequent stock-outs of contracep-

tive supplies, especially in peripheral health facilities. These 

disruptions undermine service continuity and 11xista cr user 

trust, particularly among youth. This issue is exacerbated by 

shortages of personnel trained in logistics and by excessive 

workloads due to overall staffing deficits [7, 9, 30]. 

While the overall availability of contraceptives is rated at 

82% a generally satisfactory figure significant disparities 

11xista cross specific methods, including pills, injectables, 

implants (e.g., Jadelle), IUDs, and condoms. Given medical 

contraindications and personal preferences, access to a broad 

range of methods is essential to ensure informed choice. Thus, 

even temporary shortages of certain methods may impede 

access to suitable contraception. 

Health worker availability, estimated at 72%, also masks 

disparities in geographic distribution and service hours. 

Limited staff presence outside regular working hours 

compromises both continuity and quality of PPFP services. 

The absence of staff during evenings, weekends, or holi-

days is a major barrier to uninterrupted service access, 

negatively affecting user satisfaction and overall effec-

tiveness. This highlights the need for stronger human 

resources, more flexible work schedules, and institutional 

commitment to 24/7 service coverage especially in mater-

nity units. Continuous availability of qualified personnel is 

a cornerstone of high-quality reproductive healthcare; its 

absence is often linked to lower service uptake and user 

satisfaction [7, 37]. 

High costs of certain family planning methods remain a 

significant barrier to access, especially for vulnerable pop-

ulations, and constitute a major obstacle to successful 

scale-up. These financial barriers not only reduce uptake of 

modern methods but also exacerbate reproductive health 

inequalities. 
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7.4.2. Service Fragmentation and Duplication of 

Efforts 

The segmentation of health programs often referred to as 

“working in silos” poses a serious threat to health system 

efficiency and performance in Togo. This fragmented organ-

ization leads to parallel interventions, weak coordination 

among stakeholders, and redundant efforts, all of which 

compromise the delivery of integrated, continuous, and us-

er-centered care. 

A particularly concerning structural issue is the functional 

segmentation of programs, which results in duplicated activi-

ties and inefficient use of resources. For instance, separate 

training sessions are often conducted for logistics manage-

ment across the Expanded Program on Immunization (EPI), 

family planning, nutrition, and prevention of mother-to-child 

transmission of HIV. These parallel initiatives consume 

overlapping human, financial, and material resources, ulti-

mately compromising system efficiency.. 

Adopting an integrated approach would allow for the 

pooling of resources, harmonization of training, and devel-

opment of cross-cutting competencies, thereby facilitating 

unified management of essential inputs. Such integration 

would also foster more coherent governance and enhance 

alignment with universal health coverage objectives. Given 

the current decline in donor funding, it is crucial to establish 

continuous training programs focused on service integration 

across postpartum family planning (PPFP), maternal, new-

born, and child health (MNCH), nutrition, and immunization 

[4, 38]. This would also promote more coherent governance 

and better alignment with universal health coverage goals. 

Evidence from sub-Saharan Africa indicates that integrated 

services not only improve coverage and quality of care but 

also reduce operational costs, highlighting the importance of 

this approach for sustainable health system strengthening 

[39]. 

7.4.3. Multi-Stakeholder Coordination Challenges 

Coordination among the various actors involved in PPFP 

implementation ministries, regional health authorities, NGOs, 

and community leaders varies significantly across districts. 

The absence of clear mechanisms for joint planning and 

inter-institutional accountability limits intervention impact 

and hinders action synergy. This multi-stakeholder govern-

ance challenge is well-documented in the literature as a 

common barrier to the implementation of integrated health 

policies [28]. 

Although some accountability mechanisms have been es-

tablished to support stakeholder engagement by reinforcing 

commitments, fostering alignment, and facilitating coordina-

tion their scope remains limited. These mechanisms largely 

rely on goodwill and mutual trust, without formal legal en-

forcement, which weakens their effectiveness in tracking and 

implementing concrete actions. 

The lack of formal scoring systems or clear incentives 

further diminishes their ability to ensure large-scale results. 

Establishing robust and transparent accountability mecha-

nisms is essential to sustain commitments in family planning 

[40]. However, when such mechanisms are non-binding, their 

impact remains limited, especially in contexts where financial 

and human resources are insufficient to support coherent 

implementation. 

7.4.4. Challenges Related to Community 

Engagement and Social Norms 

Sociocultural resistance continues to pose challenges in 

some areas, particularly regarding adolescent reproductive 

health. Deeply rooted taboos surrounding adolescent sexuality 

and the stigmatization of contraceptive use among young 

women hinder community ownership of services. The limited 

engagement of certain religious and community leaders fur-

ther constrains the effectiveness of awareness-raising efforts. 

To overcome these barriers, it is essential to strengthen 

community dialogue and implement context-sensitive social 

mobilization strategies [6, 40]. 

In summary, while substantial progress has been made in 

scaling up postpartum family planning (PPFP), significant 

structural challenges remain. A profound reform of both 

logistical and programmatic governance is necessary to 

promote integrated service delivery. Such an integrated ap-

proach is not only more efficient but also more resilient in 

resource-constrained settings. The long-term success of PPFP 

will depend on the health system’s capacity to break out of 

siloed approaches, enhance multi-stakeholder coordination, 

and foster social acceptance through sustained community 

engagement. 

7.5. Contextual Factors Analysis 

Findings from this study reveal considerable variability in 

the implementation and performance of the PPFP model 

across the thre health zones. While some districts demon-

strated effective ownership, improved coordination, and 

continuous enhancement of service delivery, others faced 

fragmented implementation, hindered by structural con-

straints and adverse contextual factors. 

7.5.1. Variability in Implementation 

This heterogeneity is partly explained by the degree of in-

volvement of health zones directorates, the dynamism of the 

health zones management teams, and the quality of local 

leadership. In districts where health officials demonstrated 

strong mobilization and supervisory capabilities, PPFP activ-

ities were better integrated into routine health services. Con-

versely, districts with weak supervision or frequent staff 

turnover showed limited ownership. These observations 

highlight that consistent leadership and high-quality supervi-

sion are critical determinants of success in reproductive health 

initiatives [41]. 
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7.5.2. Influential Contextual Factors 

Geographic and socio-economic conditions also shaped 

outcomes. Remote rural areas, characterized by limited road 

access and weak network coverage, faced greater difficulties 

in ensuring regular follow-up, maintaining supply chains, and 

mobilizing community-based health workers. Low literacy 

levels and conservative social norms in certain communities 

further restricted access to information and acceptance of 

PPFP, especially among youth. A similar study in Guinea 

found that social acceptability of PPFP varies greatly across 

local contexts, necessitating interventions tailored to specific 

community dynamics [42]. 

7.5.3. Lessons Learned 

A comparative analysis of the districts reveals several key 

learning points. The most successful districts benefited from 

active multi-stakeholder coordination mechanisms, consistent 

support from technical partners, and strong commitment from 

community health workers. They also succeeded in creating 

synergies between services such as family planning, maternal 

and child health, and nutrition, thereby enhancing the effec-

tiveness of the integrated approach. In contrast, districts 

without a clear institutional anchoring strategy were less 

successful in systematizing the PPFP model. 

These findings reinforce the importance of a contextually 

informed and adaptive approach to scale-up efforts, as evi-

denced by PPFP scale-up experiences in Senegal and Ethiopia. 

In both countries, success was closely tied to flexible inter-

ventions that were responsive to local constraints [12, 36]. 

Our study illustrates that standardizing interventions without 

accounting for local realities diminishes prospects for sus-

tainability and large-scale impact. 

7.5.4. Sustainability of Achievements 

A major issue highlighted by this study is the capacity of 

Togo’s health system to sustain the achievements of PPFP 

scale-up beyond external support. Although notable im-

provements were recorded in supported facilities such as 

service organization, provider training, and availability of 

contraceptive supplies the durability of these results remains 

uncertain in a context of heavy reliance on technical and 

financial partners. 

7.5.5. Capacity to Sustain Gains Without Program 

Support 

Most health facilities involved in the study demonstrated 

fragile mechanisms for maintaining gains in the absence of 

external support. The renewal of data collection tools, con-

tinuation of training, formative supervision, and supply of 

contraceptives still largely depend on project-based funding. 

This reflects a common challenge in health projects, particu-

larly in resource-limited settings, where innovations intro-

duced through pilot initiatives often struggle to become in-

stitutionalized [42]. To achieve real sustainability, it is im-

perative to integrate the PPFP model into national and re-

gional strategic planning documents. Although some inter-

vention components have been incorporated into Ministry of 

Health guidelines, full systematization remains to be 

achieved. 

7.5.6. Role of the Decentralized Health System 

The role of health zones directorates is pivotal in sus-

taining efforts after the end of external support. The study 

shows that districts where the health zone team led took an 

active role in coordination, planning, and supervision tended 

to maintain results more effectively. This confirms the 

importance of strong local leadership and effective decen-

tralization of responsibilities in reproductive health strate-

gies [43, 44]. 

However, to strengthen this dynamic, it is necessary to 

align human, technical, and financial resources at the local 

level. Consolidating achievements should involve greater 

synergy among health programs (family planning, immun-

ization, nutrition, MNCH), notably through integrated ap-

proaches and cross-training for providers, allowing more 

efficient use of existing resources [28]. 

7.6. Future Perspectives 

Findings from this study indicate that the scale-up of the 

PPFP model in thre health zonesof Togo holds promising 

potential for expansion to other areas of the country. However, 

this expansion requires a strategic reflection on conditions for 

sustainability, integration, and institutional ownership. 

7.6.1. Geographic Expansion 

The experience in the thre health zones provides a solid 

foundation for a phased expansion to other regions. This 

should be guided by clear selection criteria, such as the ex-

istence of active coordination structures, maternity service 

coverage, and the level of commitment of regional health 

authorities. Unplanned expansion risks diluting gains, espe-

cially in a context of gradually decreasing support from 

technical and financial partners. 

7.6.2. Strengthening Local Ownership 

One of the main conditions for the sustainability of the 

PPFP model is its integration into local health governance 

frameworks. The scale-up process should promote the gradual 

transfer of responsibilities to health zone management led and 

he’s staff. Active community involvement through trained 

and supported community health workers also remains a key 

driver of social anchoring for the intervention. 

7.6.3. Multisectoral Integration and Systems 

Approach 

Persistent fragmentation between vertical health programs 

(family planning, immunization, PMTCT, nutrition) contin-
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ues to undermine efficiency. Implementing integrated ap-

proaches for training, supervision, and logistical management 

is essential to optimize available resources. The development 

of a continuing education module on the integration of PPFP, 

MNCH, nutrition, and immunization services would be par-

ticularly relevant, especially in settings with limited human 

and financial resources. 

7.6.4. Institutional Consolidation 

In the medium term, the sustainability of the PPFP model 

will depend on its explicit integration into national and re-

gional policy and planning documents. Stronger political 

support, appropriate budgeting, and the institutionalization of 

tools and processes developed are necessary to sustain 

achievements. Furthermore, the decentralized health system 

must be strengthened to ensure local governance and con-

tinuous supervision of interventions. 

7.7. Strategic Recommendations 

Based on the study’s findings, the following recommenda-

tions are proposed to strengthen the impact and sustainability 

of the PPFP model: 

For expansion to other areas: i) implement a phased 

scale-up strategy to other districts, based on objective selec-

tion criteria and enhanced support, ii) document and dissem-

inate lessons learned from the thre health zones to guide new 

implementations. 

For strengthening local ownership: i) integrate PPFP into 

regional development plans and local management tools 

(annual work plans, supervision, monitoring and evaluation), 

ii) build the capacities of the health zone led and he’s staff in 

integrated management, multisectoral coordination, and 

community mobilization, iii) Encourage the involvement of 

local governments and community leaders in promoting 

PPFP. 

To address identified challenges: i) promote an integrated 

service delivery approach through joint training of providers 

in PPFP, MNCH, nutrition, and immunization, ii) establish 

shared logistics management mechanisms to pool resources 

and reduce duplication across programs, iii) strengthen 

community awareness strategies to improve social acceptance 

and address barriers related to sociocultural norms. 

8. Conclusion 

The study on the scale-up of the postpartum family plan-

ning (PPFP) model highlights notable advances in service 

delivery, provider capacity building, and intervention coor-

dination. Structured around six pillars, the model improved 

contraceptive availability, enhanced provider skills through 

targeted training, and streamlined postnatal service organiza-

tion. Key innovations include the adoption of standardized 

tools, active participation of community health workers, and 

establishment of multisectoral coordination mechanisms. 

Nevertheless, the scale-up faced major constraints. Logisti-

cally, stockouts, insufficient staffing outside business hours, and 

a lack of equipment in certain health facilities were observed. 

Institutionally, weak integration of the model into regional gov-

ernance mechanisms hindered its systematization. Additionally, 

unfavorable social norms toward postpartum contraception and 

the fragmentation between health programs (immunization, 

MNCH, nutrition, PMTCT) limited potential synergies. 

An integrated approach is therefore essential to improve 

effectiveness and optimize resource use. 

This study’s originality lies in its multi-site and participa-

tory methodology, offering a contextualized understanding of 

local practices and implementation dynamics. It provides 

valuable insights for policymakers and technical partners, 

identifying success factors, bottlenecks, and strategic levers 

for improved planning. 

The sustainability of the PPFP model will depend on strong 

commitment from local authorities, its integration into na-

tional health policies and plans, and sustained financing. 

Continuous provider training using an integrated approach, 

strengthened local governance, and community ownership 

will be critical to ensuring long-term impact. 

Future directions should include the long-term evaluation 

of the model’s impact on contraceptive coverage and unmet 

needs. Expanding to other districts, with adaptations to local 

specificities, is also recommended. Strengthened synergy 

among public, community, and partner actors is vital to 

building a health system that is equitable, effective, and 

resilient serving postpartum women with dignity and care. 
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Appendix 

Table 10. Documents consulted for the documentary analysis. 

No Document Title Method of Access 

01 Outil d’évaluation de la scalabilité des Pratiques à Haut Impact (PHI) de l’OMS - Bureau AFRO. Online 

02 Key implementation components for four service delivery HIPs Online 

03 Rapport annuel de suivi des données sanitaires 2021 Online 

04 Bilan des engagements nationaux pour la PF dans les pays du Partenariat de Ouagadougou. Online 

05 Planification familiale 2030: Feuille de route pour l’Afrique de l’Ouest francophone. Online 

06 Compte rendu des réunions du Groupe Technique de Travail pour le Passage à Grande Échelle (GTT 

PAGE) Document de synthèse interne détaillant les activités de plaidoyer, de mobilisation des ressources 

et de coordination technique. 

Online 

07 Politique nationale de santé horizon 2030 physical 

08 Plan national de développement sanitaire 2023-2027 physical 

09 Plan d’action national budgétisé de planification familiale au Togo 2023-2026 physical 

10 Document de programme WEZOU physical 

11 DSMI PF Rapport 2022 physical 

12 Document du projet Sahel Women’s Empowerment and Demographic Dividend (SWEDD) physical 

13 Rapport d’évaluation de la politique nationale de santé 2012-2022 physical 

14 Rapport d’évaluation du plan national de développement sanitaire 2017-2022 physical 
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