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Abstract
Background – Access to modern family planning methods, including long-acting and reversible
contraceptives (LARCs), to prevent unplanned pregnancy is critical to avert maternal deaths in
humanitarian and fragile settings, where clinicians often have limited LARC competencies. This paper
explores the perspectives and recommendations of providers and trainers involved in piloting the Clinical
Outreach Refresher Training for Sexual and Reproductive Health module (S-CORT) on LARCs in Nepal.

Methods – Qualitative data from end-of-training evaluations, which were self-�lled by 15 trainees, a focus
group discussion involving 11 of them, and written feedback from �ve co-trainers were transcribed,
coded, and thematically analyzed. Results were intersected with those from pilots held in Bangladesh and
the Democratic Republic of Congo.

Results – Results suggest that the module could increase participants’ counseling and clinical skills, help
anchor readiness for family planning and LARC provision before humanitarian emergencies, and
reinforce informed consent, service privacy and con�dentiality, and access for underserved populations,
including adolescents. Recommendations for improvement included the advanced provision of the
learning resources for self-study to promote blended learning and avail more clinical practice time.

Conclusions – When the lack of skilled human resources is a barrier to LARC services in humanitarian
and fragile settings, the S-CORT strategy could offer a rapid hands-on refresher training opportunity for
clinicians requiring knowledge and skills update. Such a capacity-development approach could be
valuable not only for emergency response but also in contexts prioritizing disaster preparedness
planning. 

Background
An estimated 218 million women of reproductive age, mostly in low and middle-income countries, want to
delay or prevent pregnancy but are not using a modern family planning method despite increased
contraceptive use in the past decades [1]. Meeting the unmet need for contraception in these countries
and offering all pregnant women and neonates the standard care recommended by the World Health
Organization could dramatically reduce unintended pregnancies by 68%, unsafe abortions by 72%,
maternal deaths by 62%, and neonatal deaths by 69% [2, 3]. Furthermore, approximately two-thirds of
maternal deaths worldwide occur in countries affected by fragility and crises [4]. These deaths
disproportionately affect women and girls who, in times of crisis, often face multiple sexual and
reproductive health (SRH) risks and additional barriers to accessing lifesaving healthcare services,
including voluntary contraception [5].

Despite the evidence on the bene�ts of family planning in fragile and humanitarian settings, several
evaluations and reviews have called for special attention on this issue as they found inconsistent to non-
existent service delivery of contraception. Such gaps concern in particular long-acting reversible
contraceptive (LARC) methods, which women have been shown to demand and use even in crisis
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contexts, including as part of post-abortion care services [6–10]. Likewise, these services were under-
represented in humanitarian appeals and funding allocations [11], and the topic received limited attention
in terms of health intervention research in humanitarian crises [12]. The situation is particularly
concerning given the evidence pointing to the importance of a broad range of contraceptive methods for
quality contraceptive programming to be responsive to the individual and changing needs of women and
girls [12].

As such, the Minimal Initial Service Package (MISP) for SRH in humanitarian settings—an international
standard in humanitarian response to be delivered from the onset of a crisis [13]—has strengthened its
guidance on contraceptive services over time [14]. The 2010 Edition of the Inter-Agency Field Manual for
Reproductive Health in Humanitarian Settings recommended contraceptive provision in rape survivor
management and the prevention of maternal deaths and disabilities. It referenced family planning
programming as an add-on intervention. In contrast, the 2018 Edition acknowledged the critical issue of
unintended pregnancy for women and adolescent girls in crisis settings and repositioned voluntary
contraception as a standalone MISP objective [15]. Furthermore, the revised MISP has also listed
contraception as a core component of post-abortion and safe abortion care services [14].

LARCs in humanitarian settings
Recent humanitarian case studies in Bangladesh (Cox’s Bazar), Nigeria (Borno State), and Mozambique
(areas affected by Cyclone Idai) have shown some progress regarding the availability of contraceptive
services except for LARCs and identi�ed the limited capacity of health providers as a signi�cant
impediment [16–18]. Additionally, providers required enhanced mentorship and supervision so that their
provision of LARC services could better align with client-centered and rights-based principles, such as
con�dentiality and informed consent. Therefore, to help avail clinical staff with the necessary knowledge
and skills to provide these services in crisis-affected and fragile settings, the Training Partnership
Initiative of the Inter-Agency Working Group on Reproductive Health in Crisis Settings developed a
refresher training course on LARCs. The course adopted an established capacity development strategy
known as the SRH Clinical Outreach Refresher Training (S-CORT) [19]. Compared to skill-building courses
on similar topics that last a week or more, the accelerated S-CORT model aims to reach out to frontline
health providers working in humanitarian contexts, such as nurses and midwives, and refresh their
knowledge and skills on lifesaving SRH skills, which they had previously learned but may not have kept
up to date. Such training courses last over two to three days, depending on the topic, and usually do not
include a clinical practicum with real clients, as trainees are required to have prior clinical experience with
clients on the topic to be refreshed. The S-CORT on LARCs was designed in 2018 as a three-day in-person
workshop and piloted in 2019 in the fragile and humanitarian contexts of Nepal, Bangladesh, and the
Democratic Republic of Congo (DRC). This paper aims to describe the pilot experience in Nepal, including
stakeholders’ perspectives and recommendations for improvement.

Pilot country
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Nepal has a propensity for natural disasters, such as �ash �ooding, earthquakes, and landslides. In April
2015, a 7.8-magnitude earthquake impacted nearly one-third of the total population, causing
approximately 9,000 deaths and 22,000 injuries and damaging around 900 health facilities [20]. In
August 2017, �oods and landslides severely affected the lives of 390,000 families across 32 districts [21].
Despite this proclivity to natural disasters, Nepal has made strides in the health sector, reducing its
maternal mortality ratio from 553 to 186 per 100,000 live births between 2000 and 2016 [22].
Furthermore, the modern contraceptive prevalence rate among women of reproductive age increased
from 26–43% between 1996 and 2016 [23]. However, a health facility survey conducted by the Ministry of
Health found, with regard to contraceptive services, that the overall environment for counseling was
substandard with limited privacy and con�dentiality [24]. Additionally, only around one in �ve facilities
offered intra-uterine devices and implants, and just over one in ten providers ever received in-service
training on LARCs [24].

Methods

Intervention
The S-CORT approach supports group-based or individual training with an eye on skills practice and
participatory learning. The LARC training package contains a facilitator’s guide (see www.iawg.net) and
slide sets for the trainer and handouts, checklists, and job aids for participants. Training methodologies
include slide-aided interactive presentations, group discussions, questions and answers, role-plays, small
group work, case studies, videos, and demonstration and hands-on skills practice with anatomical
models along with checklists to guide practice. The training module contents were adapted from the
most recent resource materials, including guidance from the World Health Organization, and were
adapted for humanitarian contexts [25, 26].

Selection of implementing partners
In 2019, the Training Partnership Initiative of the Inter-Agency Working Group for Reproductive Health in
Crises partnered with CARE International, an implementing non-governmental organization solicited
through an open application process to pilot the module. Criteria for implementing organizations included
having family planning programs within the institutional workplan; prior experience organizing trainings
in crisis-affected settings; commitment to supporting capacity development efforts for national and
international SRH providers; and capacity to undertake an evaluation of the module and training
workshop. CARE, in collaboration with the Family Planning Association of Nepal and the Ministry of
Health’s National Health Training Center, implemented pilots in Kathmandu, Nepal, in the context of
emergency preparedness given the high risk of natural disasters. Similar pilots took place in other
contexts: the protracted humanitarian setting of North Kivu province in DRC and the relatively more recent
Rohingya refugee camp situation in Cox’s Bazar, Bangladesh. Despite differences between the three
countries in the types of crisis settings, a common thread was the need for the increased availability of

http://www.iawg.net/
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providers competent in quality LARC services to help realize a broader mix and choice of contraceptive
methods.

Evaluation objectives
The pilot workshop evaluation had two primary objectives: �rst, to evaluate the training materials
themselves, including the clinical outreach training model, which would help inform the �nalization of the
design and contents of the learning resource package, and, second, to evaluate the implementation of the
training, which would strengthen guidance around organizing such trainings.

The evaluation of the module adopted a mixed-method approach, which included a self-�lled pre-test and
post-test questionnaire, a competency checklist used for pre- and post-training skills assessment, a self-
�lled end-of-training evaluation, and qualitative interviews with participants. This case study reports
results from Nepal as the collected data were the most complete and could reliably depict the
implementation process as compared to data from Bangladesh and DRC, which were not or only partly
collected due to time and staff constraints. The results concentrate on the qualitative data of the end-of-
training evaluation and qualitative interviews as these offered the most relevant sources of insights and
lessons to improve future implementation.

Data collection
At the end of the workshop, an independent evaluation staff from CARE conducted a focus group
discussion using a semi-structured interview guide. The evaluation teams used convenience sampling for
participant selection by inviting trainees to participate. The discussion was audiotaped after obtaining
agreement from participants. Research assistants transcribed the recording into English with accuracy
checks done by comparing transcripts with the audio �le. The focus group discussion gathered 11 out of
15 trainees (all women). Additionally, written comments from end-of-workshop evaluations from all
trainees and feedback from �ve local trainers provided further sources of qualitative data. The data was
single-coded and thematically analyzed using QSR NVivo 12 software, a qualitative research
management tool.

Ethics and informed consent
The evaluation tools were part of planned program monitoring, which was not meant to develop and
contribute to generalizable knowledge and, therefore, did not form research and necessitate ethical
approval [27]—this was veri�ed through our submission to the Western Institutional Review Board (No.
2633824–44635729). The evaluation was considered minimal risk, and workshop participants did not
have to complete the evaluation as a condition of workshop attendance nor were they incentivized to
participate in the evaluation. Therefore, informed consent was not necessary. Evaluators briefed
participants about the voluntary nature of their involvement in the evaluation, the anonymity of all their
feedback, and the con�dentiality surrounding data management and analysis. There were no patients
involved in the evaluation.
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Results
In February 2019, implementing partners in Nepal ran a three-day training workshop for the all-women
team of 15 participants. These were service providers, including eight nurses, six midwives, and one
physician. The workshop was led by an all-women team of clinicians comprised of one international lead
facilitator and �ve local co-facilitators who were inducted beforehand to the learning resource package—
these co-facilitators will help carry out future cascade trainings in other districts.

Skills con�dence
Overall, participants found the S-CORT on LARCs effective in refreshing their knowledge and skills. They
reported a boost in their con�dence in prioritizing family planning and LARC services even in
humanitarian settings, stressing the importance of clinical readiness for such interventions.

Earlier, we provided services, but now we are also more focused on how to best provide services in
emergency settings. Trainee

Many commented that it was their �rst exposure to the MISP and underlined the importance of offering
SRH services even in humanitarian settings.

I feel very con�dent that I can provide the best service for my patients regardless of any disastrous
situations. Trainee

Providers agreed on the effect of the training on how they would offer services, stressing the
improvement of counseling as a distinct clinical take-away.

Before, balanced counseling was lacking, but after the training, I have started paying close attention to
counseling, along with providing other medical services. I have started realizing the importance of
counseling the patients before and after providing contraceptives like LARCs. Trainee

Rights and access
The training appears to have contributed to increasing the awareness and practice of rights-based service
provision, such as systematically obtaining informed consent from clients. Ensuring the privacy and
con�dentiality of services was also a highlight.

I think one thing I would like to say about this training is that it has helped us enhance our performance
as it has stressed the idea of patient privacy and con�dentiality. Trainee

In their re�ection about the geographical barriers inherent to the Nepalese terrain, especially in rural areas,
providers understood the importance of expanding choice and ensuring access to LARCs for individuals
displaced by crises.
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Sometimes women have to walk �ve to seven hours to the campsites to receive contraceptives in rural
areas of Nepal. So, it is even more important to provide them with LARC methods in order to minimize [the
risk of] unwanted and unintended pregnancies. Trainee

Additionally, participants appeared to understand the need for adolescents to have equal access to a
wide choice of contraceptives, including LARCs. In this respect, they underlined the need to appropriately
counsel adolescents about LARCs, such as recommending a barrier method when needed to prevent
sexually transmitted infections.

Training approach
Overall, trainees and local trainers found the learning resource package user-friendly and balanced
between interactive theory and practice.

The package is well organized, has handouts, checklists, is color-coded, and also has demonstration and
practice sessions…Everything is readymade here. So easy for us, the right balance of materials. Trainer

Most participants and co-trainers recommended increasing the training to �ve days with a dedicated day
for clinical practice. Instead of returning home every day after the training hours, a residential workshop
would be a preferred option with the advantage of allowing more time for group learning and sharing.

If we are able to provide all the materials and equipment in a hotel setting and maybe if we are able to
spend the night there, then we would not have to rush back home or rush back in the next morning. We
would feel rather relaxed and also would be able to share experiences and learnings after the training
session is over among all the participants. Trainee

However, several participants suggested that sharing a hardcopy of the learning materials in advance for
self-study could be more time-e�cient and allow further opportunities for clinical practice. Such an
approach could help successfully keep the workshop to a three-day duration.

I think if we are given the materials in advance, then we can have a look at them and then further discuss
it during the session for more e�ciency and effectiveness. Trainee

Overall, there was agreement on the advantages of the training localization driven by the S-CORT
outreach strategy.

On-the-job training is better. Better if we go there and do it in different districts. Then, participants don’t
have to travel a long distance. Trainer

Discussion
The pilots of the newly developed S-CORT curriculum on LARCs took place in fragile or humanitarian
contexts in Nepal, Bangladesh, and the DRC. Qualitative results from Nepal suggest that the module
helped increase participants’ counseling and clinical skills, readiness for family planning and LARC
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provision during humanitarian emergencies, and quality of care, including informed consent, privacy,
con�dentiality, and access for underserved populations, such as adolescents. Trainees and trainers
valued the S-CORT package and training approach but recommended the advanced provision of the
materials for self-study to help with the e�ciency of the training and effectively keep its duration to three
days.

The qualitative results mirrored the end-of-workshop evaluations in both Nepal and DRC: all trainees
reported feeling con�dent inserting and removing intra-uterine devices and implants. Additionally, a vast
majority in both countries (26 out of 27) were positively impressed by the overall workshop, including the
quality of training resources and methodology and the e�cient use of time at hand. The qualitative data
and knowledge pre-tests and post-tests from the pilot countries also converged with the Nepali �ndings.
In terms of knowledge enhancement, scores increased from 64–91% in DRC and from 64–93% in Nepal.
As another example, participants from Bangladesh highlighted how the workshop enhanced their
knowledge as well as counseling and technical skills. They also recommended a residential workshop but
for another reason: to minimize safety threats as they had to “hurry back and forth during sunlight” daily.

Results from the LARC pilot intersect with the �ndings from previous research on the S-CORT model,
which indicated that the strategy respects human rights and quality of care principles on top of being
potentially effective in strengthening the knowledge and skills of existing trained service providers and
changing their attitudes, such as on safe abortion and post-abortion care [19, 28]. However, it is helpful to
remember the capacity development strategy initially proposed in the S-CORT: a fast on-the-ground
training during the acute or post-acute phase of a crisis to refresh the knowledge and skills of providers
on SRH lifesaving interventions, which they once studied. In Nepal, trainees and co-trainers acknowledged
the potential role of the S-CORT in the context of primary and SRH care and disaster preparedness. The
earthquake in 2015 exposed signi�cant preparedness gaps and post-earthquake response in the health
sector, including the SRH and family planning areas, as exempli�ed by the need for increased human
resource capacity and readily available supplies [29–31]. Therefore, program managers and
policymakers could consider the S-CORT model to refresh providers’ capacity in contexts where
emergency preparedness efforts are a priority. Further research is necessary to study the barriers and
catalysts speci�c to adopting the model in such a context.

As suggested by participants, improving the S-CORT model's e�ciency could be done by integrating
different training options that favor self-learning through a blended approach of self-study and in-person
training. The advanced distribution of a hard and soft copy of the learning resources materials could be a
�rst step especially in areas with limited digital coverage. Notwithstanding, the use of mobile phones and
other digital health technologies in a growing number of fragile and humanitarian settings with reliable
mobile phone ownership and connectivity offers a promising platform for adapting the S-CORT materials
for blended learning [32].

Conclusion
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Accessing family planning services and LARC methods has been a signi�cant shortcoming in
humanitarian settings. The S-CORT model on LARCs offers a rapid competency-based refresher training
for service providers needing an update and could, therefore, contribute to the full implementation of the
MISP and allow crisis-affected individuals to have broader SRH choices. Such a capacity-development
approach could be valuable not only for emergency response but in contexts engaged in disaster
preparedness planning.

Abbreviations
DRC: Democratic Republic of Congo; MISP: Minimal Initial Service Package for Sexual and Reproductive
Health in Humanitarian Settings; S-CORT: Sexual and Reproductive Health Clinical Outreach Refresh
Training; SRH: Sexual and Reproductive Health.
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