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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 t'ie 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 Musind6 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 issue3 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
 
dissemination 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 Musind6, 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 HOtel M6ridien
 
President in Dakar.
 

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

Returned to Lom6.
 

Debriefed at INTRAH/Lom6 with Dr. Aliou Boly,
 
Training and Training Materials Officer, and
 
Mr. Bongw6l Onanga, Evaluation and
 
Supervision Specialist.
 

Debriefed at INTRAH/Lom6 with Mr. Gaye.
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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 5-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/Lom6
 

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
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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 repreoent INTRAH at
 

the forum.
 

IV. 	DESCRIPTION OF ACTIVITIES
 

A. 	 Preparation
 

Preparation was done in two phases, one in Lom6 and one
 

in Dakar.
 

In Lomd, 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/Lom6;
 

- met with Dr. Musind6 of UNICEF/Togo concerning the
 
integration of FP into maternal health services;
 
and
 

- prepared and reviewed the draft paper with
 
INTRAH/Lom6 staff.
 

In Dakar, the Dr. Salami clarified the scope of work
 

and expectations during 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.
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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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Persons Contacted/Met
 

CDC
 

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/Lomg
 

Mr. Pape GAYE, Regional Director
 

Dr. Aliou BOLY, Training and Training Materials Officer
 

Mr. Onanga BONGWELE, Evaluation and Supervision Specialist
 

Others
 

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
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GENERAL PURPOSE
 

To strengthen the capabilities of African decision makers and health professionals to improvc 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 identify constraints and future challenges to Child Survival and Maternal Health in Africa 

To revitalize commitments to Child Survival and Maternal Health in Africa 

SPECIFIC OBJECTIVES 

To gain knowledge on technical updates on EPI, CDD, ARI malaria, HI-V and 
other emerging priorities 

To acquire state-of-the-art information and examples ofapproaches 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 forContinuing Medical Education. Category 1for 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. 

Criteria forawarding 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 earned CME credits will be sent to participants following the conference. 

/. -\i
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BILAN SOMMAIRE
 

PAR DR LATIFOU SALAMI, CONSULTANT 
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INTRODUCTION 

Problematique de l'offre de service de PF 

CONTRAINTES
 

* Libes 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 iornbre Ie plus en plus Imiportant detude-s effe,:tuees daris l.s pa. en 
leveloppement derontrent que I'aqe lie Ia mere, le rang 'Ienais..ancwe et. 
l'espacerent entre les naissances sont lies a Ia sante et a Ia sure de 

.
I enfaIt L, plupart. de ces etudes (coc mlle1:n a Pu Is volW au 'cours je.+

diffrents cxposes issus des enqutes denographique et de sante suqgerent 
gus I f tre re'duite parmortalite infantile et Juvenile peut 

* la aiminution du nombre de naissarces se produisant mons de 

apres urc rmdet, jrn$ dssance precedente. 

Ia di lrnution iunomnbre d'enfants ties de meres tres jeune;. 

la diminution du norobre denfants ns de fermmes en mauvais 

,tat de sante 

* la diminution du noiibre de naissances de rang eleve. 

ActueIlernent on estirne que si toutes @s femmes qul disent ne pas voulor 
de grossesse utilsaent une methode contraceptive efficace, les tau:: de 
mortalite maternelle et infantile seraient reduits de 25 6 40%. 

-ais l'observation de la situation en Afrique subsaharienne oi l'on note les 
taux les plus eleves de rrortalite infanto juvenile et de mortalit, 
maternelIe ailt ressortir une taible prevalence contraceptive, surtout Ians 
les pays francophones 

Pourtant plusieurs facteurs semblent indiquer la possibilite d1'une 
acceptation plus large des rmthodes contraceptives modernes 

- Premierement, le desir despacer les naissances est deja 
tortement ancre dans la plupart des pays subsahariens 

32 



rrtemnerit rriethode 
espacer les nldissances, a savoir un interdit quasi-general de. 
relations sexuelles pendant uine pericide v,anlant lie rn: ,a7 
ans apres 1'accOuchement seion 1es .:n-letes a tendance a etre 
appIllqjee avec l n. ',- rd uelu 

- Epij; , ea t:ajitioriei e enpie, p''tPIr 

En cons:.quence les couples pourraient doric tre ,5la recherche d'autres 
nloyeris dasu,,iir-er-n espacernent des rnai s-ances convenatIble. 

las15 C s rnethodes son t sous le poidscde norribreuses co'ntrairtes SOu:
ciltureIles et aussi instl tutionnelies 

CONTRAINTES 

AL debut des annees '.,si les proqrarnires de lutte contre les 
rna lames de l'enfant cnt benefice dun environneiernt favorable 
caracterise par la reconnaissance de 'arnpleur du probleme de sante 
des enfants, par I'engaijemeiit important 6 tous les niveaux et 
i'adhe;ion de la population, iI n'en est pas de mme pour les 
rograrnmes de planification familiale qui ont connu une situation 

plus difficile et m~me conflictuelle. 

* Liees au concept : 

Contrairement aux autres proqrammes de soins de sante primaires, la 
planification aere pergue comnme synonyme de limitation des
naissances entrainant une r sistance 6 tous les niveaux, du decideur 
au prestataire, et par ricochet aux utilisateurs potentiels. 

Gr6ce aux actions conjuguees des organisations internationales, des 
bonnes volontes, et des associations privees pour ]a promotion de la 
planitication lamiliale soutenues par I'IPPF, et les organisations 
mltilaterales et bilatbrales progressivement tin consensus s'est 
degage autour de concept mieux accepte sur le plan culturel. 

* Concept d'Espacement des Naissances ; 

* Concept de Nais.;ances Desirables. 



' - . , C.1I O't e re f)efo:rcees Cdr dlifferentes t PI*ferer 
lr1 t ernatl r 1'accent sur Ie ,,-,n:ept 

i." 

r .eciales ql on t , lcrs ml- de 11,3t er 
ans Risque. 

* Lies a le technologie nouvelle 

L'apparente complexite, de la technologie contraceptive a abouti a 
1'e,.fication de standards [i.autement restrictifs 

l-e 11m1 v, a1owOuI:IJr con-equences 

' medicalisation excessive de la prestation desune 

r~thodes contraceptives,
 

* une Instauration de nombreuses barrieres que Shelton et col 
ont appelI les barri~res midicales. 

* une disponitilite reduite des methodes contraceptives 
rnolernes Ii intant en consequence l'accesslbillt 

Et en fin de cornpte ces contraintes ont abouti 6 Line 
marginalisation de la planification familiale par rapport aux 
:uttres activites de .urvie de 'enfant. 

i"e st dans cette situation que INTRAH a commence ses projets de 
formations du personnel oeuvrant dans le secteur de la sant. 

5 



CONTRIBUTION DU DEVELOPPEMENT DES POLITIQUES
 
ET STANDARDS DES SERVICES A LA REDUCTION DES BARRIERES A
 

L'ACCES AUX SERVICES DE PF
 

lans sa recherche per-manente d'offrir des prestations de serdv:e ,-e 
plan*fic.3ticon drnrllequdlite et dC.ess'lble a-le 1. population. 
IfJTRAH programme international pour ia forrmation en matlere de 
sante, de la faculte de rnedecine de IIUni i1te de 'a Carolline du 
Nord, paral elernent a son prograrmme de formration, et par
l'intermedialre de son bureau regional d'Afrique a mis I'accent sur 
I'a-:ssistance des pays en matiere de definition et de 
developpement de politique et standards des services de 
planification familiale. 

PRINCIPES DIRECTEURS 

Lengagerment dun pays a definlr une politique et des standards des 

.-ervices de plianlfication fari liale offre l'opportunite. 

ae reactiver la pr-ise de conscience sur I'ampleur 

les problemes lies a la fecondite elevee et aux 
grossesses ahauts risques 

* de poser les bases pour lamelioration consensuelle 

de la qualite des services de planification 
familiale 

et de faciliter simnultanement I'acces 8 la PF par le 
developpement dune meilleure interface avec les 
utilisateurs. 

Cela passe par. 

- l'etablissement dans chaque pays d'un cadre de reflexion 
et d'action pour la promotion tie la planification tamiliale 
et par l'elaboration d'un document qui sert de cadre de 
ref erence pour le developpement des services de 
planification familiale. 

- I'implication des autorites administratives et leur 
engagement explicite 



CONTIENU:
 

Lans son i-oit erpi le1,11curlent le politique et. starTara-d sservices 
donne des repcnses claires auX qI.uestionris fonidarrlerta esI nherentC,; . 
la prestautln dene'- ,,: . vites preventives en1 ge nIral, de plani fi,:atIlor 
larmiliale en particuller 

F'urquoi le service --.le raisons de I'offre de service 

Eie perrnet Ie repornre au : -::ept de planfication
farrn iiale tel ,u'I est adrnis dans le pays 

Actuelernient dans tous nos pais la planification 
ar; i e C;est enr ouragee d'abord en tant que moyen

danel nrer Ia sante lies femrns et des enfants. Et est 
recnnue comme un droit fondamental du couple et de 
1indlvdu 

Faire quiu; 

Elle arnene a rec'enser toutes les composantes de Ja 
plamflcation familliale , 

Elle dolt recenser toutes les methodes admises dans ie 
pays et proposer les ditferentes approches 

Pour qui ? 

Elle dit definir ]a population cible en general et en 
particulier identifier les groupes a hauts risques 

Par quLi ? u Cluand ? Comment ? 

OuelIIes categories de prestataires '?peuvent faire quoi 
et ou(? 

Quel est le nveau rrinimurn de performance acceptable? 



RESULTATS• 

['eptils 1)57, INTPAH, par l'intermediaire de son bureau regional pour 
1Afrique , a e dretea Ponp' ,Afrqfri a ud dlIuJss'l At diue '-ahira 
cut,;. ana, Iu , r i-L- Tanzanne.ina Fas:' e-.U p \'et. Niger ToI). 

iugania) Pour I ci abra 1.1on et 1la diss m nt!ni des PCliti'1ues et dec. 
- a{- I'dILS d iIn~, .I dLe'Ss .-Pe IICes de pIl ( c tIo' 	 iicatr:n famihale' n s lliI ,iiIIi3 

PoUr evileIcr ICn Il ie,s.,on trii I es I es a 1a pres tat ion de iE 
!de pirifi:.iticr farriil1 ,ale dris ut pays, INTRAH a retenu I0 

-
indicateurs des, barriere- medic ales ,ilacce aux, rerices de 
i'l.anilfi,-atal'n famrlil ]e 

Inlarge cho1',-de r inethodes est-II dlspOnible 7 

Le' ':rr'!'lbr'-e le c:les, de CO distribues aclque e.taisite 
iI limite . 

I distribution non medicale de CO est-elle permise 

4 	 L'acces au.:-: injectailes est-11 soumis ai28 comlitions 
restrictlves d'age et de parlte 

5 	 Le consentenent marital est-il exiqe pour les methooes 
revel-ibles ? 

6. 	 L'acces aux services de PF est-il admis pour les 
adolescents 

7. 	 Les exarmens de laboratoire sont-ils systematique ment 
dellandes 2 

8. 	 Les examens pelviens sont-ils oblgatoires pour obtenir 
la contraception iorrnonale ,2 

9. 	 Lal laitement maternel est-il reconnu comme methode 

despacemrent ies naissances '2 

10 Ouelles cate:ories de personnels sont autorisees 



Oin dIspose r rte iait dticondante', publicatilons qUilu". ttflent la 
-eppression de iomtreuses barrlieres redirjales telles 'ue celle. 

enumrees plus haut 

i /on prend I'e:-ernpe du fOGO, en 1. 7ntcr- diu premier recensernent 
des besoins en forniation, les I,)barrieres lue vous avez sous le'; yeux 
1:n tetetco'bSer.ees P tes F'our Iautorisation rnnarrtale, eIIe 
devait non seulement tre-signee par le marl reals en plus le 
prscnnel pou.ssait l -eIcejusqu a exigerla 1arte di dentite du rnarl 

L,5 dlssemination du document de politique et standards des services 
,deplanilfic:ation ftrn11ale pernmiet de 

* promouv-:ir uie rrimage positive de la planiflcation famnliale 

* sensitbliser et d'amI'liorer les connaissances des prestatalres 
et des non prestAtaires 

elaborer ou de reviser les 0ifferents protocoles et fiches 

operationnelles en usage. 

* harrnonlser 'attitude des prestataires de services 

* responsailiser les utilisateurs des rnthodes contraceptives, 

* faciliter la decentralisation et la delegation des prestations 
de methodes contraceptives, 

* reduire les barrieres medicales 

L'evaluation des resultats de la reduction des barrieres concretement 

obtenus au niveau de 6 pays fait ressortir 

* BOTSWANA 5/8 ont fait l'otjet de reduction significative 

* BURKINA 6/10 

* CAIEROUN 9/9 

* TANZANIE 6/8 

TOGO. 10/I0 . 

OUGANDA 5/6
 



CONCLUSION. 

Le developpement et la diffusion des politiques et standards des 
servces constituent un m6canisme important pour rduire les 
barrieres medicales, tout en maintenant 1a qualite des services et 
faciliter I'acces aux services de planfication familiale. 

Les chaigements importants observes sur le plan institutionnel et sur 
le plan de l'attitude du personnel de la santo ouvrent des perspectives 
nouvelles quand lintegration des activit~s de sant6 maternelle et 
infantile et planification familiale. 

Les activites de santo maternelle et infantiles apparaissent comme 
les meilleures portes dentree pour augmenter I'utilisation des 
rnthodes modernes de contraception. II s'agit de redfinir au niveau 
des centres de soins peripheriques ou de premier contact: 

* le paquet minimum d'activites ncessaires 

* les principes directeurs organisationnels 

les outils de gestion de cas de facon 6 y int~grer les 
questions sur ]a planification familiale. 

Ces changements ouvrent 6galement des perspectives nouvelles dans 
le cadre du developpenent de la sante communautaire. 

Aussi Iadecennie 90 promet-elle d'6tre marquee par ]acceleration de 
Vexpansion des services de planification familiale en Afrique 
subsaharienne pour que se rduisent sensiblement la mortalit6 
maternelle et infantile. 

Je vous remercie. 
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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 
0 

* BARRIERES MEDICALES 

* DISPONIBILITE/ACCESSIBILI 

--* MARGINALISATION 



POLITIQUE ET STANDARDS DES SERVICES
 
PRINCIPES DIRECTEURS
 

IPRISE DE CONSCIENCE COLLECTIVE 

I AMELIORATION CONSENSUELLE QUALITE DES SERVICES 

VIFACILITATION DE L'ACCES AUX SERVICES 



Assistance d'INTRAH en ce qui 
concerne les politiques et 
standards nationaux de PF: 

Botswana
 
Burkina Faso
 

Cameroun
 
• Cap Vert 

* Niger 
* Tanzanie 
° Togo 
° Ouganda 



INDICATEURS DE BARRIERES MEDICALES
 

" EVENTAIL DE METHODES DISPONIBLES 

" CATEGORIES DE PERSONNEL AUTORISEES 

" CONSENTEMENT MARITAL 

" ACCES DES JEUNES A LA CONTRACEPTION 

* CRITERES DELIGIBILITE AUX INJECT 

" NOMBRE DE PLAQUETTE CO AUTORISEE /VISITE 

" DISTRIBUTION NON-MEDICAL DE CO 

" EXAMEN DE LABO SYSTEMATIQUE
 
EXAMEN PELVIEN OBLIGATOIRE
 

INTRAH
 



EffeMo dul diveloppement de politiques de services d. PF sur
WS barriiresm~dicales document6s dans 6 Pays
 
Bo 	 Burklna' -Chanem lea Botswana Faso Camr#eun Tgnnzvie T OUC.O._m 
 n.b. + + DNA
Nbde C-OL d:Arl + + 

+ 
+ 

DNA 3/3 
Allaitemnent moiternel 

+ + 660 0 + n.b.CommIMot_~ e F + n.b. 2/4 
Age efplll tit lea ++- + + 

Evm, l 10d de-	 nno 
+ + 6/6

nb. 	 .. + + . 2/3m thodes 
 213 
Tests de laboratolre 0 + + 0 +EXaluens du pelvis A 0 + + 0 + 0 3/6 

oentfete/ I + + ++ + + 
Consentem. + + + + 6/6parental
Expansi n des types + 	 +_-_/6+ + + + DNA 5/Sde personnel 515
Chmnpment 5 8/10 C.' 10;1 5/6 Change

+ 	 I menta rduction signIflcadve de Iabarribre mtddle rt ls eI truvers 1e diveloppement d'une polItIque desservices de PFo 	 = 'ucune r&Iucton de Is barrfire mtdicale rialise Atravers le diveloppement d'une politique des services dePF
+/- = barrire nexistalt pas systimadquement avant le diveloppement de Ia ptltique des services de PF, et par 
ab. 

consequent I'amnlloradon est ngllgeable
N D.N.D. = aucune barrihr nexistalt avant Ied~veloppement de la politique des services de PF= donn6es non disponibles pour I'Etat de base (souvent dO aux contradictions parmi les sources des donn(es) 
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Abstracts from Other Presentations
 
Given During Seminar on FP
 



PAYNE L.ola 

Project Ct.rdinator, MollherC.re. Liagos. Nigeria 

Promotion of Policy in the Provision of Maternal Services 

Background: Approximately 5(X).OtX) women die each year from causes related to childbearing. Ninety percent 
of 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 8(X)- 15(X) deaths per I(XX) li we births. The Federal Ministry 
of Health and Social Services tF*MOHSS). in response to this severe crisis, invited NlotherCare/JSI, a centrally 
funded A.I.D. project, to joint them in astrategy designed to strengthen the quality of maternal care services. To 
this end. the state-level inter%entons are focused on upgrading and expanding the role of the clinical midwife and 
promoting conmunity a., ,arenessot and a resxonse to the problems andcomplications which arise during pregnancy 
and puerperium. 

Method : 'he project, thllroitoh the FMOHSS. initiated aseries of xlicy meetings and activities for policy makers, 
government officials. health pnrlessionals and women's organizations to stimulate their awareness of the severity 
of the problem and it seek their paricipation in and endorsement of the strategy. The project also created technical 
and ptlicy comnimitees at the state level to provide oversight and direction to the state projects and to serve as conduits 
fi r policy change. Semi nars tlr physicians were also added to the project to ensure their consensus for the expanded 
role of midwives. The recistrat on body for midwifery education and the medical obstetrical society have been 
involked in the project since its inception. 

Results: Although the pr'te,. isstill in the tull implementation phase. support for this project has been apparent 
at all le'els. Memos of tlndertaning. specifying the roles and responsibilities at national and state levels, have 
been si2ned with federal and ,tate 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. 
labor and deliverv suites . id hlvw instituted management systems to support quality maternal health services. In 
addition, the two state miliwlries ha,%e now included line items in their budgets to sustain these interventions over 
tie next year. 

Conclusions: The road to p0c', change is a route full of curves and surprises. Participation and endorsement of 
national, state and local goserntments 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. 

FutureChallenges: 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. 

I ... 
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\ILISON Ruth Pearl,' DARRFTSheo(u,,: PARKER Kathleen %..' KAI,E Kviaome:.S IIA\%Estelle', all 
BARKEY Nanettel 

International Healh Program 01 fice. cnlters Ior Discase (oiort iaitP %eniio n1sr% ,,hII and Stunlre %li r I lti 

Protection, Abidjan. Cote d'lvoire Universily of South Florida. Tamipa. Florida
 

Policy Ethnography for Family Planning Policy Development, Ahid.jan, Cote d'voire. 1991 

Background: Cote d'voire has the third largest growing population in the developing world and is traditionall 
considered a pronaialistcountry. This paper reports results frorn a 1991 ethnographic assessment, in the capilal ciI 

Abidjan. oflissues surrounding population policy at three levels policy makers, service prov iders, and conesumer 
Reported are results from two themes: the changing shape and role olkllmodern Ivoirian family Tleinc I). ar 
die tole el . ,cr i. .'iely. and the fadilyIV inm.ii ldl iri-.p:inw iThene li 

,,I 


lhe h',,I1i ,tnd 

Methods: lnurvi,.vs ,ith key informants. focus groups. and individual respondents. using a scmi ,iruciure 
interview guide. %kere lieprimar) source of data collection. A purposive sampling strategy identitied responden 
,.,.howere ms likel, to contibute to accomplishing the study ohjectives. Respondents inter ,e\,ed in Abidja 
included 2) 1polic. makers from the Ministrv of Health. USAID. WHO and other non-governmental oreaniatior 
iltevel I: 3,indi dual health workers (and others interiesed in I ctus group discussions) from priate an 
public health laciliticsi Level II): and 15ttconsuniers in 25 locus groups composed of adolescent males and lenlalc 
between the ages of 10- 19, single males and females between the ages of 20-3(0. single males and temales over d 
ace of 30. and nia-tied niales and females (Le\ cl Ill) 

Results: Thenic I Tv ,okey factors %,ere echoed throughout the dree leels of the study: the extended fanily ar 
tamily solitL t.. all three levels, the large tsrended family %kasthe reported desired family forn. ever. Ih- lirm, 

ideal did not pie lUit respond tns suppori hor limiting the number ot hiologic olspring. Solid~uit. . the so.ii 
t.onmitment ito provide supporn for all members ol one's extended family. is the second faclor comt'on acrossa 
three levels ol respondents. Although respondents* statements su2est an acknowledgement ofIthe limiationst 
nodern. urban tile. solidarity" is still a concept 1ha1 they wo.'ould like to preserve. Theme It:At all thrce leve 
respondents agreed thal although a mother is responsible hor the health o the family. family plannin,'e decisior 
making resulls Irou o.nmplex \sb ofst rc.lliun, Rc,..indenis said that a wonan's decision ,fi tertliltiirii 
is influenced b\ tier nale and other mniembers of her extended lail The government was considered rcsiisibl 
for providing technical assistance (staff. trainng. coninmodities). and service providers are needed to educate II 
population and to provide services. Disagreement between Levels I. It. and Ill occurred on the responsNihility 
consumers: Although respondents in Levels I and II were supporlive of consumers paying tbor services. Level I 
respondents were not. 

Conclusions: Studies of the proximate determinates of leriilil\ suggest that %hen a woman's decision iolin 
tertility isinfluenced hy others, family planni ng programs are resisted and fertility is likely to remain high. How\eyv 
results from Thailand (Knodel et al 1984. 1987) suggest that each culture can find innovative wa)s iointegra 
family planning with traditional values related i the lamily structure. The values expressed in the lirst theme 
this study suggest the Thai results may be applicable for Cote dIvoire. Implications for program and l)it 
development are three: there issupport for coordinated famil yplanning ai all three levels ofresomdents. 2)the targ 
tor family planning services should include fecund .onien. their mates. and members ol'theirextended lamil: ar 
3) the extent to which the population will financiall. supporl a lee-based lamily planning ser, ice i,utiertlain a 
needs further assessment. 

FutureChallengeo The need it)lully access and use data that expresses the sentimcntand needs of the pipulalit 
hen preparing populations polic and deselopin, a program strateg. is emphasi/ed b%the result,, in 11 

ethnographic study he challenge ahead lies ill these lindings into poklic.the successlul integration io and progra 
development and evaluation activities. 

http:lnurvi,.vs
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The Interation (if Family Planning Serices vifli \acc'ination and (;r MionitoringMoth Consultations in 
lurundi 

lackuround: Bunind istlesecond most dcnselyv [pulat.dcounLry in Arica and ainil, plannin UP) is a ntional 
prionty Despite several years ofthealth worker ltaining. FP health education and the av.ailability ofcontraceptive 
supplies at health facilities, the national annual conltraceptive prevalence rate (CPR) isonl, 31-k. Incontrast, 92%7
and 791', of infant. ere vaccinated Aith DTPI and ta',,Sles rcspectiel, h one year of age in 1991. 
A demonstration trial w.as designed to assess the potential of integrated ser, ice deli, ery l4increase the CPR 

Method: Nini tvernment health centers (Il(K, on the Sector of Muraivnva tpopulauon 44t28 3 were rardonily 
tes enatcd as in tersentionor control IC, A haseline cen,,us o women 15-49 years (t age .,asconducted ,ilhin 
a I.o-kiloneter radius )Iall 1) liCs, IP serAt all liCs. a supervisor ensures thidl ices are provided to wten 
requesing lhem. ,\I intervention HCs. Ile als eunsures that lP services are proided to mothers ,hen their ifantls 
are Vaccinated ind!(Jr ,.. Data are colleted nointhlv Itocighed hir gro .lhntmitt inne nonitor the study 

Rulis: Ii e hacine .oniraccptie prealere mitlhim atwo-kiloitt .erradus of inter. entito and conirol H-Cs as 
4 ,17, and II O6-, respectively. From Jaluar.%-May I NJ2. prior to tie sarl ol lhe intenuon. thect; waS amean ol 
12 new FP acceptors per month at each intervention IC and 18 at each control HC After two months of 
impleetntation t tli mitervention Nokten ier and D'ccithcr IY92 . ilhcl w,i. 4 le, acc tors pera ltean tof 
interNenuhn II( per ttntulh anti 21 per c.tmtril IIC per tionit. 

1t.C MiCraion oHFPand I.inaitim ikll notutorin1 sers ices ,a.s, e.n ie durn the tir,, Io 
niontLisf0 partial inplettientalnon in increasine the riuniber of ne , P acceptors The study isepec deto last tour 
Conclusions: a. les.tJ 

tears an, 1i1a tic i IC ileasures, \k,.Illh"\ ,.l nation ck)\ crae and ktitracept\ e pre%al er1 
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KAGONE Meba 

SEATS Resident Advisor. Ouagadougou. Burkina Faso 

Integration of FP Service Delivery in MCH and PHC in Burkina Faso 

Background: With apopulation of9. 1million inhabitants (estimated in 1990), Burkina Faso, an emerging cour 
with ahigh demand for fanily planning, is one of the poorest in the Sahel with an average income of $I0X). At 
same time, its population isexpanding. Total fertility rate is 7.2 and the rate of natural increase is 2.8%. SEA 
has taken advantage of positive policy changes and USAID support to participate in initiating one of the n 

dramatic uptakes of family planning in Africa. 

Methods: Building on operations research findings from the late 1980s, SEATS has assisted the Ministry of He, 
to develop and implement anational family planning strategy, expanding services from Ouagadougou to the en 

nation. 

Results: Over the life of the project, SEATS will expend 2.1 million dollars in assistance to five organi/atic 
providing over 2(X) thousand dollars in clinical equipment, training of hundreds of service providers, and provis 
of a full range ot SEATS technical assistance. SEATS assistance also includes the services of a Resident Advis 
Dr. Meba Kagone. acommitted Burkinabe physician who is responsible for high level programming. 

SEATS supports programs with five Burkinabe organizations, public and private, to provide youth progra 
upgrade and expand 149 clinical sites, introduce voluntary surgical contraception, introduce and dcvelo 
community based distribution program integrate family planning into work-based health services. and crea 

national faily planning training team. In addition to devising and implementing a national managern 
information system, technical assistance to the Ministry of lealth includes the Public Sector Integration Pro 
which works to integrate family planning into 62 Maternal and Child Health clinics in rural ano pei-urban an 

This expands on work initiated by the Columbia Operations Research Project. and coverage reaches approxima. 
80 percent of the population. 

Conclusions: By the end of the project, approximately 75,6(X) Couple-Years of Protection will be generated. 

date, 50 clinics have received contraceptive technology ant coun~selling training out of 136 clinics planned. R 

ofthese have been equipped to provide services. The first voluntary surgical contraception (VSC) theater in Burl, 

Faso has been established by SEATS, and training of the first Burkinabe physicians to provide VSC is cmp!e 



APLOGAN Aristide,' HUNTING [ON Dale,! KAMPATIBE Nagbandja' 

Ministate de la Sant. Lome. Fogo The P pulation Council 

Testing the Integration of Family Planning and Childhood Immunization Services in Togo 

Background: The integration of famil yplanning and other MC Hservices isan explicit policy of many West African 
countries that is not often operationalized in clinical services, even among programs that have a common target
population. If an effective link can he demonstrated for joining family planning and immunization services, a step 
towards developing aneffectidly integrated family planning program will be taken. The Ministry ofHz-h in Togo, 
with assistance from the Population Council "sAfrica OR/TA project and the Centers for Disease Control's CCCD 
project, conducted an operations research study that examined the effects of individually referring all EPI clients 
to the family planning provider during a childhood immuni/ation consultation. 

Methods: A quasi -experi menal, twoi-group study design used arepresentative sample of eight test clinics and eight
control clinics in two regions ol Togo to examine the impact ofi ndividualized referral. The study collected two types
otidata: ( I a pre- and post-test exit interview survey with X.(H)women attending EPI services, (2) Monthly service 
statistics front fan-.ly planning and EPI services were collected retrospectively, beginning nine months prior to the 
study and continuing through the study period. 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 EPI set vice%as 
well as the total number of fam.il planning clients who vaccinated their child during the study period. 

Achievement.Results: The results of the study show that the number of new acceptors of oral contraceptives,
injectablesor ILDs increased significantl, in the study's test group(from a pre-test average of 200clients per month 
to an average ol 3)7 per month during the study), set remained relatively unchanged in the control group. 
Approximately tifty percent of the test clinics new acceptors stated that they had beenreferredby the EPI provider.
There wasn't any evidence of a negative impact on the EPI serv ices. 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 relerral message that linked family planning and EPI services was 
accompanied by an increase in both awareness of family planning services and the use of hose services by EPI 
clients. These results present acompelling case lordeveloping links between the EPI and family planning programs 
through the use of individualized referral. 

FutureChalleo=: 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 ofreferral across MCH/FP services is a simple
mechanism for achieving a better of measure of service integration that clearly needs to be examined more closely 
by MCH/FP program managers and clinical supervisors. 
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