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EXECUTIVE SUMMARY

From March 29 - April 2, 1993, INTRAH Consultant Dr.
Latifou Salami was in Dakar, Senegal to participate in a
Child Survival Forum for public health officials from sub-
Saharan Africa. Dr. Salami, representing INTRAH, gave a
keynote presentation on the integration of family planning
with other elements of primary health care. The forum was
organized by tnhe Africa Child Survival Initiative-Combatting
Childhood Communicable Diseases (ACSI-CCCD) and sponsored by
CDC/Atlanta. Dr. Salami’s travel and per diem were financed
by CDC and his fee was paid from INTRAH central funds.

INTRAH Regional Director for Francophone Africa Mr.
Pape Gaye briefed Dr. Salami and agreed on major points for
him to highlight during his keynote address. Dr. Salami
also consulted with UNICEF/Togo Health and Nutrition Project
Associate Director Dr. Tony Musindé concerning the
integration of FP into maternal health services.

More than 350 public health officials from 45 African
countries attended the 5-day meeting, whose purposes were to
strengthen the capacity of public health officials to
improve the quality of life and child survival in Africa and
identify constraints to improved child survival and maternal
health in Africa.

Following presentations, discussions and debates,
participants identified the following findings from 12 years
of experience with child survival programs in sub-Saharan

Africa:

- Child health problems in sub-Saharan Africa have
been identified and strategies to address them
have been developed.
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- During the 1980‘s there was strong political
support throughout the world for child survival
initiatives and activities. This support yielded
encouraging results, including a reduction in the
child mortality rate.

- Child survival programs should be integrated with
PHC to promote efficiency and an increased chance
of sustainability.

- Coordination of child survival and maternal health
(safe motherhood) programs at the national,
regional and local levels remains an important
challenge.

Two sessions focussed on family planning, chaired by
the Director of Family and Mental Health of the Cameroon
Ministry of Public Health Dr. David Awasum. The first
session was conducted by Dr. Salami who described the
constraints to FP service access as a result of unnecessary
medical barriers, and the importance of developing national
FP service policies and standards as a means to reduce

medical barriers.

During the second session, the presenter shared lessons
learned from operations research on integrating FP into MCH

and primary health care programs.

Findings and recommendations included:

- This was the first CCCD meeting in which family
planning was a major theme alongside combatting
childhood communicable diseases. The integration
of FP into child survival strategies should be
promoted and encouraged.

- One of the most discussed and debated issues was
implementation strategies to achieve integrated
maternal health, child health and family planning
service delivery. Participants raised questions
about integration throughout the forum.

- There was a high level of interest among
participants about the role of national FP service
policies and standards in reducing medical
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barriers to FP service access. Development and
digsemination of these service guides should be
among the key strategies for reducing service
access barriers.

Dr. Salami briefed in Dakar with Mr. Jean Roy,
Coordinator of the ACSI-CCCD Project at CDC/Atlanta.
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SCHEDULE OF ACTIVITIES

Briefed with Mr. Pape Gaye, INTRAH Regional
Director for Francophone Africa.

Met with Dr. Tony Musindé, UNICEF/Togo Health
and Nutrition Project Associate Director.

Prepared the first draft of the paper.

Revised the first draft of the paper with Mr.
Gaye.

Arrived in Dakar.

Briefed with Mr. Jean Roy, Coordinator of the
ACSI-CCCD Project at CDC/Atlanta.

In his capacity as Director of Training
Planning and Research Department at the
Ministry of Health and Population in Togo,
Dr. Salami participated in the workshop on
health information systems.

Finalized the presentation.

Opening session of the forum, presided by Mr.
Assane Diop, Minister of Health, Senegal, and
Mr. G. Monekosso, WHO Regional Director.

Attended forum at the Hétel Méridien
Président in Dakar.

Closure of the forum, presided by Mrs.
N’Dioro N’'Diaye, Minister of Social Affairs
and Women Promotion.

Returned to Lomé.

Debriefed at INTRAH/Lomé with Dr. Aliou Boly,
Training and Training Materials Officer, and
Mr. Bongwélé Onanga, Evaluation and
Supervision Specialist.

Debriefed at INTRAH/Lomé with Mr. Gaye.



LIST OF ABBREVIATIONS

ACSI African Child Survival Initiative
CCCD CombAatting Childhood Communicable Diseases
CDC Centers for Disease Control

PHC Primary Health Care



I. PURPOSE OF TRIP

The purpose of the trip was to participate in a
CDC/Atlanta-sponsored Child Survival Forum for public health
officials from sub-Saharan Africa in Dakar, Senegal, from
March 29 to April 2, 1993,

The purposes of the forum were to

- strengthen the capacity of public health officials
to improve the quality of life and child survival
in Africa; and,

- identify constraints to improved child survival
and maternal health in Africa.

II. ACCOMPLISHMENTS

A. Dr. Salami participated in the S5-day forum which was
organized by the ACSI-CCCD and sponsored by
CDC/Atlanta. Participants (an estimated 350 persons)
drew on 12 years of experience with child survival
programs in sub-Saharan Africa to discuss and debate

lessons learned.

B. Dr. Salami, representing INTRAH, gave a keynote
presentation on the integration of family planning with
other elements of primary health care. Dr. Salami
described constraints to FP service access as a result
of unnecessary medical barriers, and the importance of
developing national FP service policies and standards

as a means to reduce medical barriers.

C. Briefings and debriefings were held with INTRAH/Lomé
staff and Mr. Jean Roy, the Coordinator of the ACSI-
CCCD Project with CDC/Atlanta.

III. BACKGROUND
In March 1993, ACSI-CCCD project representatives
contacted Mr. Gaye about presenting a paper on family



planning at a forum on Africa’s progress in child survival,
to be held from March 29 to April 2, 1993, in Dakar.

Four hundred public health professionals working in
child survival and family planning programs in sub-Saharan
Africa were expected to participate in this forum.

Because of Mr. Gaye’s unavailability at the time of the
forum, INTRAH proposed that Dr. Salami repreusent INTRAH at
the forum.

IV. DESCRIPTION OF ACTIVITIES
A. Preparation
Preparation was done in two phases, one in Lomé and one

in Dakar.

In Lomé&, Dr. Salami conducted the following activities:

- briefed with Mr. Gaye on major points to highlight
during the keynote address;

- reviewed relevant documents available at
INTRAH/Lomé ;

- met with Dr. Musindé of UNICEF/Togo concerning the
integration of FP into maternal health services;
and

- prepared and reviewed the draft paper with
INTRAH/Lomé staff.

In Dakar, the Dr. Salami clarified the scope of work
and expectations durirng a briefing with Mr. Roy, and
finalized preparation of the presentation with Dr.

Awasum,

B. Keynote Address on Family Planning
The family planning session was held on April 1, from
8:30 to 10:30 and began with Dr. Salami’s presentation.




The session was chaired by Dr. Awasum, Director of the
Directorate of Family and Mental Health at the Ministry
of Public Health in Cameroon.

V. FINDINGS AND RECOMMENDATIONS

1. Finding

This was the first CCCD meeting in which family
planning was a major theme alongside combatting
childhood communicable diseases.

Recommendation

The integration of FP into child survival
strategies should be promoted and encouraged.

2. Finding

There was a high level of interest among
participants about the role of national FP service
policies and standards in reducing medical
barriers to FP service access.

Recommendation
Development and dissemination of these service

guides should be among the key strategies for
reducing service access barriers.
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APPENDIX A

Persons Contacted/Met

DC

Mr. Jean ROY, Coordinator of the ACSI-CCCD Project,
CDC/Atlanta

Mr. Stanley FORSTER, CDC/Atlanta
Mr. Bradley HERSH, CDC/Burundi

Mrs. Kathleen PARKER, CDC/Atlanta

INTRAH/Lomé
Mr. Pape GAYE, Regional Director
Dr. Aliou BOLY, Training and Training Materials Officer

Mr. Onanga BONGWELE, Evaluation and Supervision Specialist

Qthers
Mrs. Veronique LAWSON, Ministry of Health/Benin

Dr. Tony MUSINDE, Health and Nutrition Project Associate
Director, UNICEF/Togo

Dr. David AWASUM, Director of Family and Mental Health of
the Cameroon Ministry of Public Health

.o
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Objectives and Schedule of the Forum
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GENERAL PURPOSE

To strengthen the capabilities of African decision muakers and health professionals to improve the quality
of life and child survival in Africa

To assist African nations in their efforts to decrease morbidity and mortality due to immunizable
diseases, malaria, diarrheal diseases, acute respiratory infections, and other communicable diseases

To share proven techniques on creative and innovative approaches to maternal health and child survival
To identity constraints and future challenges to Child Survival and Maternal Health in Africa

To revitalize commitments to Child Survival and Maternal Health in Afrca

SPECIFIC OBJECTIVES

To gain knowledge on technical updates on EPI, CDD, ARI, malaria, HFV and
other emerging priorities

To acquire state-of-the-art information and examples of approaches for policy and
strategy development to respond to these emerging priorities

To learn about numerous implementation experiences (failures and successes)
attempted in efforts to achieve Goals for Children and Development in the 1990s

To hear reports of country efforts in planning, implementation and evaluation
relating to the emerging child survival priorities

CONTINUING MEDICAL EDUCATION

The Centers for Disease Control and Prevention is accredited to sponsor continuing medical education
for physicians by the Accreditation Council forC ontinuing Medical Education. Category 1 for Continuing
Medical Education (CME) credits for physicians are being offered for designated sessions by the Centers
for Disease Control and Prevention. These credits are intended for physicians who have responsibility for
planning, directing, or coordinating public health activities.

Criteriaforawarding CMEcredits include attending the sessions, as documented by submitting the session
evaluation forms contained in the conference registration packet. A maximum of 62 credits are available

to participants who turn in completed evaluation forms at the end of the designated sessions.

Validation of eamed CME credits will be sent to participants following the conference.



8:30 am - 9:00 am

ACSI-CCCD
Africa's Progress in Child Survival

L'Etat d'Avar:cement de la Survie de I'Enfant en Afrique
29 March - 2 April, 1993

Cauar, Senegal

Conference Schédule

9:00 am - 10:30 am

11:00 am - 12:30 pm

2:00 pm - 3:30 pm 4:00 pm - 5:30 pm

KEYNOTE SESSION PLENARY PLENARY PLENARY PLENARY
1 Il Ii v K%
Welcome Session Health of the African Health and Use of Data Improving and
Monday Senegal Child - Progress and Survival of the Maintaining twe
March 29 USAID Challenges African Child Quality of Prinlary
CcDC Health Carc Services
Objectives of the
Mecting
. V1 Vil Vil X X
luesday Intcgrating Care Diarrhea Acule Malaria Sick Child
March 30 of Il Child Respiratory
(WHO) Infection
X1 X1l X111 X1v
Wednesday Prevention Immunization Epidemiology at Work Malaria Imnative
March 31 (CDC)
SH—T . — —
. XV XVl 21 Xvll Xvill
Thursday Family Planning Safe Motherhood Optimal HIV/STD/TB Prevention and Control
April I and Family Planning . Infant Feeding
" P e w '.—u-—,
. AIX XX XXl XXnu XXI1H
Friday Commitnity Community Financing Primary haplementing District Visions for the Future
April 2 Implenientation Partnerships Healh Care -2vel Strategics

(UNICEF)
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Keynote Address on FP in Sub-Saharan Africa



ANNEX E C

ASC! - CCCD
L'ETAT D'AYANCEMENT DE LA SURYIE DE L'ENFANT EN AFRIQUE

DAKAR 29 MARS - 2 AYRIL 1993

LA PLANIFICATION FAMILIALE EN AFRIQUE SUBSAHARIENNE
BILAN SOMMAIRE

PAR DR LATIFOU SALAMI, CONSULTANT

INTRAH

PROGRAMME INTERNATIONAL POUR LA FORMATION
EN MATIERE DE SANTE

BUREAU REGIONAL POUR L'AFRTQUE FRANCOPHONE
LOME-TOGO
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PLAN

INTRODUCTION .

Probiematique de V'offre de service de PF

CONTRAINTES
* | jees au concept

* Liees a la technologie

APPROCHE DE SOLUTION :

DEFINITION ET DEVELOPPEMENT DE POLITIQUE ET
STANDARDS DES SERVICES DE PF

* Principes directeurs

* Contenu

RESULTATS :

CONCLUSION / PERSPECTIVES



INTRODUCTION

Un normbre de plus en plus amportant detudes eftectuess dans les pays en
develappement dermontrent que P'age de g mere, e rand de narssance et
I'sspacerment entre Jes naissances sont hes g la sante et 3 la survie de
Penfant La plupart de ces etudes comme on 3 pu e v au cours des
dirferents exposes 1ssus des enguétes démographique el de santé =uggerent
que Ta mortalite nfantile et juvenile peut etre reduite psr-

* s ;iminution du nombre de naissances se produizant moins de

deUR NS apres une narssance precedente |
* la dirmnution du nombre d'enfants nes de meres trés jeunss

* la dirmnution du nombre d'enfants nés de femmes en mauvals
etat de zante

* 1a dirrinution du noinbre de na1ssances de rang eleve.

Actueflement an estime que 51 toutes les Temmes qui disent ne pas vaulor
Je grossesse utihisarent une meéthode contraceptive efficace, les tau: de
mortalite maternelle et infantile serajent réduits de 25 3 40%.

Maie l'observation de 1a situstion en Afrigue subsaharienne ou V'on nate les
taug les plus eleves de martalite infanto juvenile et de mortalite
maternelle 11t ressortir une fatble prevalence contraceptive, surtout dans
les pays francophones

Pourtant plusieurs rfacteurs semblent indiquer la possibilité d'une

acceptation plus large des meéthodes contraceptives modernes .

- Premeérement, le desir d'espacer les naissances esl deja
rortement ancre dans la plupart des pays subsahariens

(8}



- Deusiérnernent. a methade traditionnelle eropiog2e  ponr
gIpacer les narzsances, g savolr un interdit qQuast-general des
relations cexuelles pendant une pervade varant de = rmos g =
ans apres l'accouchement selon les sacietes, a tendance 3 étre
appliquee avec rinins de rgueur

En conséquence les couples pourratent donc étre 4 1a recherche d'autres
inagens datsurer un espacement des nalssances convenatle.

Mars ces methodes sont sous le poids de nambreyses contraintes socin-

cutareties et aussnstitutionnelies

CONTRAINTES

Au debut des annees &0, <1 les programmes de lutte contre les
matalies de Penfant ont beretice d'un environnement favorable
caracterise par ls reconnaissance de 1'ampleur du probléme de sante
es enfants, par l'engagernent impartant 4 Lous les niveaux et
'adhésron de la population, 1] men est pas de méme pour les
programmes de planification familiale qui ant connu une situation
plus difnicile et méme conflictuelle

* Liees au concept :

Contrairement aux sutres programmes de soins de santé primaires, 1a
plamtication @ ete pergue comme synonyme de linmitation des
naissances entrainant une résistance a tous les niveaux, du décideur
3u prestataire, et par ricochet aux utilisateurs potentiels.

5race aux actions conjuguees des arganisations internationales, des
bonnes volontés, et des associations privees pour 1a promotion de 1a
plamtication ramihale soutenues par I'IPPF, et les organisations
rultilatérales et bilatersles progressivement un consensus s'est
Jegage autour de concept mieux accepte sur le plan culturel

* Concept d’'Espacement des Naissances ;

* Concept de Nais_ances Desirables.



tnternationales qui ont alors s Vaccent sur e concept de Matern: e
Sans Risque.

* Liées a la technologie nouvelle :

L'apparente complexité de 1a technologie contraceptive a abouti 3
I'edifrcation de standards hautement restrictifs

LB gQul v ay0ir pour Consequences

* une medicalisation excessive de la prestation des
méthodes contraceptives,

S uneanztauration de normbreuses barméres que Shelton et col
ont appelée les barrieres medicales.

*une dispomtnhite reduite des methodes contraceptives
miodernes hrintant en consequence 'accessibilite

Et en Tin de compte ces contraintes ont abouti & une
marginalisation de la planification familiale par rappart aux
Jutres aetivites de survie de 'enfant.

Lest dans cette situstion que INTRAH a commence ses projets de
formations du personnel oeuvrant dans le secteur de la santé.



CONTRIBUTION DU DEVELOPPEMENT DES POLITIQUES
ET STANDARDS DES SERVICES A LA REDUCT!ON DES BARRIERES A
L'ACCES AUX SERVICES DE PF

[1ans sa recherche permanente d'of frir des prastations de service de
plamfication farmhale de qualité et accessible 3 1a population,

T RAH prograrmme international pour 1a formation en matiere de
sante, de la faculte de medecine de M'dnivarsite de 1a Caralhine du
Mard, parallelerment a zon praqramme de Tormation, et par
I'tntermediaire de son bureau regional d'Afrique a mis l'accent sur
Paznrstance des pays en matiere de definition et de
developpement de politique et standards des services de
planification familiale.

PRINCIPES DIRECTEURS

L'enigagernent d'un pays 8 defimr une politique et des standards des
seryices 3o plamfication farmligle af fre Popportunite

* de reactiver la prise de conscience sur l'ampleur
des problemes Nes 3 1a récondite elevee et aux
Jrossesses a hauts risques

* de poser les bases pour }'amelioration consensuelle
de la qualite des services de planification
familiale

* et de faciliter simultanément 1'acces & 1a PF par le
ijeveloppement d'une meitleure interface avec les
utilisateurs.

Cela pasce par .

- I'etablissement dans chaque pays d'un cadre de reflexion
21 d'action pour ia promotion de la plamfication ramiliale
et par 1'slaboration d'un document qui sert de cadre de
reference pour le developpement des services de
plamfication ramiliale.

- I''mplication des autorités administratives et leur
engagement explicite ;

~



CONTENU :

Lans son contenuy te dacument 4 politique et Standards des services
donne des reponzes claires ausx questions fandamentales inherentes 3
la prestation des activites preventives en genéral, de plamnicstion
tarrhale en particuler

Faurquor le zervice © lec ratzans de I'offre de service

Elle permet de repondre au concept de plam fication
farnthale tel quiyl est adrms dans Je pays
Actuellement dans tous nos pays la plamfication
fariisie est encouragee d'abord en tant que moyern
darnehorer 1a <ante des femmes et des enfants £t est

recannue comme un drotvt fondamental du couple »t de
Findieerdy

Fatre quor 7

Elle amene 3 recenser toutes les composantes de 1a
plamfication Tamiliale ,

Elle doit recenser toutes les mathodes admises dans ie
pays et proposer les differentes approches

Four qui

Elle dart Jdefinir 1a papulation cible en général et en
particulier identifier les qroupes 8 hauts risques

Par qui ? Du 7 Quand ? Comment ?
Duelles cateqories de prestatsires 7 peuvent fawre quor 2

et oy 7

Quel est le mveau rminirmurn de performance acceptable?



RESULTATS -

Depuns 1967 INTFAH, par INintermediaire de son bureau reqional pour
VAfrique, g prete son assvitance 3 & pays dATTIque su Sud du Sahara
WBotswana, Burting Fasa Cameraun, Cap vert, Migar Tanzame, Tago,
dugandal pour 1 elaboratian et 1a dicsemination des pahitiques ot e

Pour evatuer Te mwveau des contramntes 11ees 3 13 prestation de <eryvice
de plamnication farmhale dans un pays, INTRAH 3 reteny 10
indicatenrs des barriere: medicales 3 'acces aus services de
plarmticatian farmhale

! Un large chovs de methodes est-1 dispomibie @
2 Le nombre de cyctes de LO distnbues a chaque ¥isite est-

i himite ©

K Ladistnbution non medicale de C est-elle perrmize
4 Lacres aus injectables est-11 sourmis a 32s conditong

restrictives 3'age et de parite

wn

Le consentement mantal est-1] exigé pour les méthoges
reversibles ©

[ Y
o
o

L'acces aux services de PF est-1] admis pour les
adolescents

7. Les examens de laborateire sont-ils systematique ment

-

demandeés 7

Les examens pelviens sont-i11s obligatoires pour abtenir
18 contraception hormanale 7

co

Q. L'altaitement maternel est-1) reconnu comme methode
d'espacement Jes na1ssances ?

10 Ouelles categornes de personnels sont autorisees



an dizpose mamtenant d'abondantes publications qui Justifient 13
suppression de nombredses barneres medicales telles que celles:
enumerees plus haut

51 Pan prend Vesermple du YOGD, en 1987 1ors du premier recensement
des besoins en formation, les [0 barrieres que yous avez sous les yeux
anl ate abseryess ot documentess Four Fautorisation maritale, alla
devalt non seulement étre s1qnée par 1 rmar, mais en plus le
personnel poussalt le vice Jusqu'a exiger ta carte dhdentite du mar

L3 dr=sermination du docurnent de pahitique et standards des services
de plamfication farmhate permet de

* prarmouyoir une 1mage positive de la plamfication farmhale |

s sansitilizer ef dameéliorer les connaissances des prestatares
el des non prestataires |

< élabarer ou de revicer les differents protocoles et fiches
aperationnelles enusage |

* harmomser Vattitude des prestataires de services

* responsaphizer les utihsateurs des mmethodes contraceptives |

* faciliter 15 decentralisation et 1a délégation des prestations
de methodes contraceptives ,

« réduire les barreres medicales

L'evaluation des resultats de la reduction des barriéres concretement
abtenus au niveau de 6 pays fait ressortir

* BOTSWANA S/3 ont a1t Vabjet de reduction significative ,
* BURKINA a/10

* CAMEROUN 3/9

* TANZANIE &8 " v "
* TOGO | /10" T
* QUGANDA - s/6 " v "

sl



CONCLUSION .

Le daveloppement a1 1a diffusion des politiques et standards des
services constituent un mécanisme important pour réduire les
barriéres medicales, tout en maintenant & qualite des services et
facthiter I'acces aux services de planification familiale.

Les changements importants observes sur le plan institutionnel et cur
le plan de V'attitude du personnel de la santé nuvrent des perspectives
nouvelles quand l'intégratian des activités de santé maternelle et
wfantile et plamfication familiale.

Les activites de <anté maternelle et infantiles apparaissent cornime
Ies meilleures portes d'entree pour augmenter F'utilisation des
raéthodes modernes de contraception. 1 ¢'agit de redéfinir au nivesu
des centres de sains périphériques ou de premier contact:

* le paguet minimum d'activités nécessaires

* les principes directeurs organisationnels

* les autils de gestion de cas de facon @ y intégrer les

questions sur la planification familiale.
Ces changements auvrent également des perspectives nouvelles dans
le cadre du developpement de 1a santé communautaire.
Aussi 1a décennie 90 promet-elle d'étre marquée par 'accélération de
I'expansion des services de planification familiate en Afrique
subsaharienne pour que se réduisent sensiblement 1a mortalité

maternelle et infantile.

Je vous remercie.

-
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Docuraents de Politique ot Standards de: services du Burkina Faso, duy
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Celaboration des politiques =1 3es Standards des wervices
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CONTRAINTES
A LA PRESTATION DE SERVICE DE PF

LIEES AU CONCEPT

« LIMITATION DES NAISS
« ESPACEMENT DES NAISS
+ NAISSANCES DESIRABLES

« MATERNITE SANS RISQUE

LIEES A TECHNOLOGIE

» MEDICALISATION

. BARRIERES MEDICALES

~ DISPONIBILITE/ACCESSIBILI
==> MARGINALISATION



POLITIQUE ET STANDARDS DES SERVICES
PRINCIPES DIRECTEURS

v PRISE DE CONSCIENCE COLLECTIVE

v AMELIORATION CONSENSUELLE QUALITE DES SERVICES

v FACILITATION DE L'ACCES AUX SERVICES
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Assistance d'INTRAH en ce qui
concerne les politiques et
standards nationaux de PF:

* Botswana
 Burkina Faso
e Caméroun
* Cap Vert
* Niger
e Tanzanie
* Togo
* Ouganda



INDICATEURS DE BARRIERES MEDICALES

EVENTAIL DE METHODES DISPONIBLES
CATEGORIES DE PERSONNEL AUTORISEES
CONSENTEMENT MARITAL

ACCES DES JEUNES A LA CONTRACERTION
CRITERES D’ELIGIBILITE AUX INJECT

NOMBRE DE PLAQUETTE CO AUTORISEE /VISITE
DISTRIBUTION NON-MEDICAL DE CO

EXAMEN DE LABO SYSTEMATIQUE
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Effets du développement de politiques de services d.: PF sur
le8 barrieres médicales documentés dans 6 pays

Burkina | | T Change-
Barrh les | Botswana| Faso Caméroun| Tatrzamve | Togo | Ou ment
.0. g ues n.b. + + DNA + DNA 3/3
Nb de C.O. d',tribués + + + + + + 6/6
Allaiterment maternel 0 - 0 + n.b. + | n.b. 2/4
comme m¥thtle F
Age et pam% Ur fes + +/- + + + + 6/6
tanies R
Evermtafl étentu de n.b. 0 n.b. + + DNA Tz
méthodes .
Tests de laboratoire 0 + + 0 ] 4+ S+ 4/6
Exagens du pelvis 0 + + 0 + 0 3/6
e CXIQES .
Conventertent + + + +/- + + 6/6
ugnl
Consentement +/- + + +/- + + 5/6
parentai )
Expansi n des types + + + + + DNA 5/5
g: onnel
Changement 538 8/10 Change-
v . 1 ment
+ = réduction significative de Ia barridre médicate réalisée b travers le développement d'une potitique des
services de PF
0 = sucune réduction de Ia barridre médicale réalisée A travers le développement d'une pollitique des services de
PF
+/- = barritre n'existalt pas systématiquement avant le développement de Ia politique des services de PF, et par
conséquent I'amélloration est négligeable
ab. = aucune barridre n'existait avant le développement de Ia politique des services de PF

D.N.D. =données non disponibles pour I'état de base (souvent dd aux contradictions parmi les sources des données)
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PAYNE Lola
Project Courdinator, MotherCuare, Lagos, Nigeria
Promotion of Policy in the Provision of Maternal Services

Background: Approximately S00.0(X) women die cach year from causes related 1o childbearing. Ninety percent
ol these mortalities occur in the developing world and are typical of the high maternal mortality ratios (MMR) in
West Africa. Nigeria has an estimated MMR of 800 - 1500 deaths per 100,000 live births. The Federal Ministry
of Health and Social Services (FMOHSS). in response to this severe crisis, invited MotherCare/JS1, a centrally
funded A.1.D. project. to joint them 1n a strategy designed to sirengthen the quality of maternal care services. To
this end, the state-level interyentions are focused on upgrading and expanding the role of the clinical midwife and
promuting community aw areness of and aresponse to the problems andcomplications whicharise during pregnancy
and puerperium.

Methods: The project, through the FMOHSS. initiated a series of policy meetings and activities tor policy makers,
government ofticials, health professionals and women's organizations to stimulate their awareness of the severity
of the problem and t seek their participation in and endorsement of the strategy. The project also created technical
and policy committees at the state fevel to provide oversight and direction to the state projects and to serve as conduits
for policy change. Seminars for physicians were also added to the project to ensure their consensus for the expanded
role of midwives. The registration body for midwifery education and the medical obstetrical society have been
involved in the project since its incepton.

Results: Although the project s sull in the tull implementation phase. support for this project has been apparent
atall levels. Memos of Understanding, specitying the roles and responsibilities at national and state levels, have
been stgned with federal and state governments. To date, a national policy stimulated similar meetings in the two
targeted states. Two state hospitals, selected as project training sites, have funded the upgrading of their antenatal,
tabor and delivery suites and have nstituted management systems to support quality maternal health services. In
addition. the two state minsiries have now included line items in their budgets to sustain these interventions over
the next vear.

Conclusions: The road to policy change is a route full of curves and surprises. Participation and endorsement of
national, state and local governments are necessary requisites to promote policy change. The effort to bring about
this change demands credibility. perseverance, wit, rapport, patience and skills to continually stimulate and involve
those in authority who will create and implement this change.

Future Challenges: A final national policy meeting will be held at the completion of this project in July, 1993.
Recommendations and models will be presented for expansion in 1994.
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WILSON Ruth Pearl! DARRET Shepou ! PARKER Kathleen AL KALE Kwaome?!, SHAW Estelle?, an
BARKEY Nanette'

International Health Program Otfice, Centers tor Disease Controd and Presention Ministey o Health and Soc
Protection, Abidjan, Cote d'tvoire 'University ol South Florida. Tampa. Florida

Policy Ethnography for Family Planning Policy Development, Abidjan, Cote d’Ivoire, 1991

Background: Cote d[voire has the thurd largest growing population in the developing world and is traditionall
considered a pronatalistcountry. This paper reports results froma [99 1 ethnographic assessment. in the caprtal cit
ot Abidjan. ofissues surrounding populaton policy atthree levels. policy makers, service providers. and consumer
Reported are results from two themes: the changing shape and role of the modern [voirian family (Theme 1. an
the role vl the government, sociely, and the Taiiy in maicind! besith and bink spacing (Theme 1

Methods: [ntervicws with key informants. focus groups, and individual respondents. using a semi-structure
interview gurde. were the pimary source of data collection. A purposive sampling strategy identitied responden
who were most hkely to contnibute o accomplishing the study objectives. Respondents intervicewed in Abidja)
included' 20 policy makers from the Ministry of Health. USAID. WHO and other non-govemmental organization
(Level 1y, 3 ndividual health workers tand others interviewed 1n 1R focus group discussions) from private an
public health tacthiuestLevel 1H: and 150 consumers in 25 focus groups composed of adolescent males and femalg
between the ages of 16-19, single males and temales hetween the ages vl 20-30). single males and temales over U
dge of 20, and murried niales and females (Level 1D, )

Results; Theme | Twokey factors were echoed throughout the three levels of the study: the extended funnly an
tamly solidanty At atl three levels. the Large extended family was the reported desired family form. however. th
whedl did not preclude respondents” support for hniting the number ol biofogic oflspring. Solidarity. the soci;
commitment to provide support for all members of one’s extended famly. 1s the second factor common across of
three levels of respondents. Although respondents” statements suggest an acknawledgement of the limitations ¢
madern, urban lde. “solidarity™ 15 sull a concept that they would like to preserve. Theme [0 Avail three leve
respondents agreed that although a mother 1s responsible for the health of the tamily, family planning decisior
making results lrom . complex web of soctal refations Respondents said that a woman’s decision to Tnt teruliy
1 ntluenced by her mate and other members of her extended tanuly - The governmient was considered responstb
for providing technical assistance (staff. trarning. commodities). and service providers arc needed to educate
population and to provide services. Disagreement hetween Levels I, . and {11 occurred on the responsibility ¢
consumers: Although respondents in Levels | and I were supportive of consumers paying for services. Level |
respondents were not.

Conclusions; Studies of the proximate determinates of fertility suggest that when a womtan's decision to Iinl
tertility isinfluenced by others, family planning programs ase resisted and lertility is likely toremain high. Howeve
results from Thailand (Knodel et al 1984, 1987) suggest that each culture can find innovative ways o inlcgrdl
family planning with traditional values related to the family structure. The values expressed in the lirst theme

this study suggest the Thai results may be applicable for Cote d'lvoire. Implications for program and polig
development are three: there is support for coordinated family planning atalithree levelsof respondents: 2y the targ
for family planning services should include fecund women. their mates. and members of their extended tamily: af
3 the extent to which the population will financially suppon a fee-based family planning service is uncertain an
needs further assessment.

Future Challenges: The need 1o fully access and use data thatexpresses the seatinentsand necds of the populati
when preparing populations policy and developing a program strategy 1s emphasized by the results il
cthnographic study. The challenge ahead lies in the successtul integration w these findings into policy and prugr'.:l
development and evaluation activities.
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MBONKANKU YE Damien' BIRMINGHAM ML DEMING M
Mystere de L Sante du Burundi, Grepa, Burunds Centers tor Disease Control and Preventon. Atlang, (A

The Integration of Family Planning Services with Vaccination and Growth Monitoring Consultations in
Burundi

Background: Burundiis the secondmostdensely populatedcountry in Alrica and tamily plannung (FPYis ananonal
prionty. Despite several years of health worker training. FP health education and the availamlity of contraceptive
supplies at health fucilities, the national annual contraceptive prevalence rate (CPRY isonly 3% Incontrast, 92%
dnd 799 ol infants were vaccinated with DTPL and mieasles respectively by one year of age tn 1991,

A demonstration trial was designed to assess the potential of integrated service delivery toincrease the CPR

Methods: Nine governmient health centers (HCs i the Sector of Muramvya (poputaton H0283) were randomilty
designated as intersenuon or control HOs A haseline census of women 15-49 yedrs ol age was conducted within
a two-kilometer radius of all 9 HCs. At all HCs, a supervisor ensures that FP services are provided to women
requesting thent. Atinterventon HCs. he also ensures that FP services are provided to mothiers when their infants
are vacemated and/or weighed tor growth montoring. Data are collected monthly 1o monitor the study

Results: The basehine contraceptive prevalence within a two-kilometer radius ot inters ention and control HC s was
4 8G and 11 6% respectvely. From January-May 1992, prior to the stant ol the intervenuon, thege was a mean ol
12 new FP acceptors per month at each intervenuon HC and 18 at cach control HC  After two months of
implementation ol the tervention (November and December 19920 there was g mean ol 43 new aeceptors per
intery enuon HC per month and 21 per control HC per month,

Conclusigns: The itegraton ot FPand vacanatioygron th momtorng services was edfecuse during the firsttwo
months ol partal mplementation inincreasing the number ol new FP acceptors  The study is expected o last four
sears and linal vutcome measures witl he vacanation coverage and contraceptinve prevalence



KAGONE Meba
SEATS Resident Advisor, Ouagadougou. Burkina Faso
Integration of FP Service Delivery in MCH and PHC in Burkina Faso

Background: Withapopulationof9. 1 million inhabitants (estimated in 1990), Burkina Faso, an emerging coun
with a high demand for family planning, is one of the poorest in the Sahel with anaverage income ol $1(X). At
same time, its population is expanding. Total feniility rate is 7.2 and the ratc of nawral increase is 2.3%. SEA
has taken advantage of positive policy changes and USAID support to participate in initiating one of the m
dramatic uptakes of family planning in Africa.

Methods: Building onoperations research findings from the late 1980s, SEATS has assisted the Ministry of Hea
1o develop and implement a national family planning strategy, expanding services from Ouagadougou to theen
nation.

Results: Over the life of the project, SEATS will expend 2.1 million dollars in assistance o five organizatio
providing over 200 thousand dollars in clinical equipment, training of hundreds of service providers, and provisi
of a full range of SEATS technical assistance. SEATS assistance also includes the services of a Resident Advis
Dr. Meba Kagone. a committed Burkinabe physician who is responsible tor high level programming.

SEATS supports programs with five Burkinabe organizations, public and private, to provide youth progras
upgrade and cxpand 149 clinical sites, introduce voluntary surgical contraception, introduce and divelos
community based distribution program integrate family planning into work-based health services. and creal
national family planning training team. In addition to devising and implementing a national managem
information system, technical assistance to the Ministry of Health includes the Public Sector Iniegration Proj
which works 10 integrate family planning into 62 Maternal and Child Health clinics in rural and peri-urban are
This expands on work initiated by the Columbia Operations Research Project, and coverage reaches approximat
80 percent of the population.

Conclusions; By the end of the project, approximately 75.6(X) Couple- Y cars of Protection will be generated.

date. 50 clinics have received contraceptive technology and counselling training out of 136 clinics planned. fc
of these have been equippedto provide services. The first voluntary surgical contraception( VSQC)theaterin Burk
Faso has been established by SEATS, and training of the first Burkinabe physicians to provide VSC ic compla!



APLOGAN Aristide,' HUNTINGTON Dale,! KAMPATIBE Nagbandja
‘Ministére de la Santé, Lome, Togo -The Population Council
Testing the Integration of Family Planning and Childhood Immunization Services in Togo

Background: Theintegrationof family planning and other MCH servicesis anexplicitpolicy of many West African
countries that is not often operationalized in clinical services. even among programs that have a common target
population. Ifaneffective link can be demonstrated for joining family planning and immunization services. a step
towardsdeveloping aneffectively integrated family planning program will be taken. The Ministry of H2-"hin Togo.
with assistance from the Population Council's Africa OR/TA project and the Centers for Disease Control's CCCD
project, conducted an operations research study that examined the effects of individuajly referring all EPI clients
to the family planning provider during a childhood immunization consultation.

Methods: A quasi-experimental. two-group study design used a representative sample of eight test clinics and eight
control clinics intworegions of Togo toexamine the impactof individualized referral. The study collected two types
ofdata: (hapre-and post-test exitinterview survey with t OO0 women attending EPI services, (2) Monthly service
statistics from faniily planning and EPI services were collected retrospectively, beginning nine months prior to the
study and continuing through the study peniod. In the test clinics a special stamp was also added to the family
planning services” daily log book that provided information on the number of women referred from EPl set vices as
well as the total number of family planning cheats who vaccinated their child during the study period.

Achievements/Results: The results of the study show that the number of new acceptors of oral contraceptives,
injectablesor IUDs increased signiticantly inthe study s test group (from a pre-test average of 200 clients per month
to an average of M7 per month during the study), yet remained relatively unchanged in the control group.
Approximately fifty percentof the test climes’ new acceptors stated that they had been referred by the EP1 provider.
There wasn'tany evidence of a negative impdct on the EPI services. and a majority of the EPI providers reported
satisfaction with the referral message at the close of the study.

Conclusions: The use of an unobtrusive referral message that linked family planning and EPI services was
accompanied by an increase in both awareness of family planning services and the use of those services by EPI
clients. These results present a compeliing case tor developing links between the EPI and family planning programs
through the use of individualized reterral.

Future Challenges: The study's results indicate the need to address the broader issue of the manner in which IEC
activities are conducted in MCH/FP clinics in West Africa. The use of referral across MCH/FP services is a simple
mechanism for achieving a better o measure of service integration that clearly needs to be examined more closely
by MCH/FP program managers and clinical supervisors.



