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Preamble 

APAC'S Meeting on Intensified Country Action Planning Process 

Preamble 

The Intensified Country Action Planning Process (ICAPP) meeting took place in 
Nairobi, May 24-26, at the invitation of Kenya's National Council for Population 
and Development (NCPD). The meeting was jointly chaired by the Honorable 
Patrick Balopi, Minister for labor and home affairs of Botswana, chairman of the 
African Advisory Committee (APAC); and Ambassador S.B.A. Bullut, Director of 
the NCPD. 

The meeting was well attended by 28 participants from Burkina Faso, Cote d'Ivoire, 
Ghana, Kenya, and Malawi. Nigeria was not represented, as planned, due to unfore­
seen travel problems. Participants served in the capacity of technical experts, and 
were also formally associated with government national planning councils, minis­
tries, or in nongovernmental organizations providing health, family planning, and 
STD/AIDS prevention services. A list of participants list is attached as Appendix C. 

The purpose of the meeting was to discuss the need for more intensified strategies 
for population and STD/AIDS prevention in countries of Sub-Saharan Africa 
(SSA), with particular attention to more effective implementation. Emphasis on 
"Intensified Country Action Planning Process (ICAPP) for Population and STD/ 
AIDS Prevention" follows a recommendation by the Global Coalition for Africa 
(GCA) at its annual meeting in 1993. This was endorsed by the African Population 
Advisor), Committee (APAC), and encouraged by several countries participating in 
APAC ;,ctivities. 

Discussions were guided by an overview paper prepared by the secretariat of APAC 
(see Appendix B). The overview paper presented the rationale behind ICAPP, its 
principles, and objectives. Discussions were further focused by six country studies. 
Each of these contained a preliminary and exploratory application of the ICAPP 
framework, and analysis of population programs and activities of the six countries 
represented at the meeting. 

Frameworkof the Meeting 

THE FIRST DAY started with a welcoming speech from the Kenya NCPD director 
followed by opening remarks by the Botswana Minister of Labor, current chairman 
of APAC. The latter gave an overview of APAC's history and its Population Agenda 
and explained the purpose of ICAPP. 

Then all participants were taken on a field trip to Machakos, a district located 63 
kilometers from Nairobi, to visit some pilot progran's APAC is involved in. Tile pur­
pose was to show a concrete example to participants of what has really been done in 



Framework ofthe Meeting 

the field, since Kenya was the first country to embrace and adopt APAC's first activ­
ity called "Agenda for Action to Improve Population Program Implementation" 
mostly known as "Agenda." Machakos is one of the four districts where the Agenda 
Process has been adopted and has made great strides. 

In Machakos, participants were welcomed by a very committed and enlightened 
District Commissioner and a very dynamic District Population Officer (DPO) who 
spent the whole day taking us to four of their projects. 

The first project visited was a "Scout" program, an after school and week­
end program fgr youth. It teaches young boys and girls how to protect 
the environment by developing agroforestry. It also has a component of 
family life education with a family planning and reproductive health sub­
component. This project is fully sustainable through the money made by 
selling fruit and flower trees grown by youths. 

* 	 The second project visited was the "Kitathe Women's Group," a women's 
income-generating activity based on making and selling handcrafts. This 
empowered women's group was trained in family planning. Now they 
themselves train other women in the locality about family planning and 
its benefits through community outreach and home visits. 

* 	 The third project visited was a "women's energy-saving project". This in­
come-generating actity develops women's autonomy and self-esteem by 
teaching them how to build and sell energy-saving stoves. They make 
money and save, at the same time, the quantity o woid needed in each 
household. This reduces the number of children needed (fetching water 
and wood is one of the reasons for large family size in rural areas). This 
women's group has also been trained and is used to expand family plan­
ning messages and methods among their peers. 

* 	 The fourth project visited was a "Scout Camp" run by the Scouts (boys 
and girls) that provides refuge and guidance to about 70 school drop­
outs and street children, ranging in ages from 3 to 15 years. With their 
own labor and community participation, they have put up a building 
where the young children can meet and have food. The food is gener­
ated by planting vegetables and keeping small domestic animals. Ar­
rangements were made to send the youngest to school by providing them 
the basic needs (shoes, clothes, and health care). The oldest of the group 
have been trained in peer counselling. As counsellors they inform and 
educate the young children through poems, songs, and sketches that ad­
dress everyday concerns and threats to good health. Particular emphasis 
is on reproductive health (STDs, HIV/AIDS, teen pregnancy and family 
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Framework of the Meeting 

planning). These counsellors will be used for community based distribu­
tion of contraceptives. 

All thc:e projects are beautifully coordinated by APAC, other NGOs, and several
 
ministries: Health, Social Aiffairs, and Education.
 

THE SECOND DAY started with discussions and feedback lbout the field trip. Par­
ticipants were positively impressed by the projects visited. They particularly men­
tioned the sustainability aspect, the harmonious and well functioning integration of 
family planning and development activities, and the excellent coordination in the 
field between the APAC task force, the District officers, and the different Ministries 
involved. 

Then a presentation of the ICAPP paper was made. The rationale was a need for 
intensified efforts to energize national capacities and increase political commit­
ment to population programs as well as promoting more cost-effective strategies to 
strengthen the link between reproductive health, family planning, and the preven­
tion of STD/AIDS. The objectives were clearly stated as well as the goals for the 
framework: (i) help build national leadership, (ii) help build national capacity, and 
(iii) 	 help shift the population process more under the control of government lead­
ership. Then ICAPP's six-steps process was defined and explained to participants, 
and submitted for their discussion, amendment, and adoption or rejection. The 
ICAPP paper is attached in Appendix A, and the summary of the six steps are as 
follows: 

* 	 Step 1: assemble data on the concentration of population/FP services, 
activities, and financial resources by all major service providers. 

Step 2: analysis of data from Step 1, combined with information from 
qualitative assessments, to determine (a) coinplementarities in efforts by 
major players, and (b) supply/demand gaps that need to be filled to pro­
duce an intensified country action plan. 

Steps 3 and 4: prepare a national action plan with a consensus based on 
the results of the first two steps, with emphasis on improved service deliv­
cry, generating demand for services, and appropriate monitoring and 
evaluation. 

* 	 Step 5: carry district level consultations to present and discuss resulting 
Intensified Action Plans. 

Step 6: government-led consultation with donors and NGOs on Intensi­
fied Action Plans. 
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It was made clear that these six steps should not be a onetime exercise but 

continuous. 

Lessons learned from the country studies were also summarized. The country stud­
ies were prepared by the APAC secretariat in Washington, based on the first two 
steps of the ICAPP process to gather donor information about what they are doing, 

and to mobilize data that can be objectively analyzed. The conclusions that can be 
drawn from the lessons learned are 

* 	 A strong partnership is required between Government, church, NGOs, 

and private organizations to launch ICAPP. Government should take the 

leadership. 

* 	 There is a great fragmentation and lack of coordination of FP/STDs/ 

AIDS programs. 

There is a lack of transparency at the central level, of resource mobiliza­

tion and planning. 

* 	 Nothing is known about households' out-of-pocket expenditure for fam­

ily planning. This is a gap for the institution of cost-sharing to sustainable 

family planning and STD/AIDS services. 

After the presentation on ICAPP a number of questions were addressed to partici­

pants (see I(CAlIl paper in Appendix A). Working groups then answered the ques­
tions and made recommendations to be taken to the GCA meeting in Harare the 

following week. 

THE THIRD DAY started with six country studies presented by country representa­
tives and focused on a preliminary and exploratory application of the ICAPP frame­

work and analysis of population and STD/AIDS control programs and activities. 
Discussions followed on how the ICAPP process can be helpfuil to the countries, fol­

lowed by specific recommendations. Major points of discussion and recommenda­
tions have been summarized and follow. 

Major points of discussi ,n 

All participants were in agreement that the ICAPP framework contained essential 
steps to intensify national population and STD/MDS prevention strategies and to 
make them more effective. The first two steps were seen as "baseline data collection 

and analysis" or "basis for determining action;" and the last four steps as "transla­
tion of data into action" or "means of taking action." But they suggested the need to 
add a seventh step, which is operations research. This last point was well taken by 

the APAC Secretariat. 
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Major Points ofDiscussion 

Participants were very receptive to the six-step process envisioned in ICAPP that 
stresses the need for strong links between centrally planned activities, management 
at the decentralized levels, and involvement of beneficiaries in identifying, prioritiz­
ing, monitoring, and evaluating activities. 

There was also agreement that some countries were further along than others in 
taking actions envisioned by ICAPP and linking "bottom-up" with "top-down" activi­
ties. A sharing of country experiences in this regard was therefore welcomed. 

After the review of each country paper, participants agreed on six major points. 

+ 	 First, all country groups agreed that the information sought in the 
ICAPP data tables (oil providers, services, expenditures, geographical 
concentrations) was essential for good planning but rarely available as 
needed. There was agreement that greater endeavors to produce and 
maintain such databases would help reinforce managerial capacity and 
solidify the information base required for improved surveillance, assess­
ments of complementarity of ongoing activities. Such information, it was 
agreed, would be particularly useful in determining the relative re­
sources and strengths of the man), players active in the population field, 
including government, NGOs, the private sector, and donors. Such infor­
mation would also be important in the assessment of the cost-effective­
ness of ongoing and future activities. 

* Second, several country groups conveyed the importance of strong insti­
tutional capacity to carry out the planning process and actions envisaged 
by ICAPP. National Population Councils, or Population and Develop­
ment Units within ministries of planning or health were identified as ap­
propriate places to undertake (APP-type planning. However, several 
limitations and gaps were mentioned. One is that such Councils and 
Units often lack the technical expertise and resources required. For ex­
ample, monitoring the flow of resources and assessing cost-effectiveness 
requires special skills that tend to be in short supply. Another concern 
was about the technical ability to design and manage more decentralized 
programs and grassroots activities with strong popular participation. Les­
sons learned and methodologies involved were familiar to some country 
participants due to their involvement in APAC's Agenda activities, 
whereas they were not faniliar to others. Therefore, APAC's help would 
be greatly appreciatci in this area. 

* Third, and related to the importance of institutional capacity building, 
was a recognized need to promote public-private collaboration far more 
extensively. All country participants acknowledged that some kind of co­
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ordinating mechanism had been established or advocated. Most of these 
brought government and donor representatives together. Sometimes 
consortiums of NGOs were operational. For the most part, however, true 
collaboration and coordination remains very weak. Furthermore, institu­
tional capacity tends to be thought of only in terms of what govetnment 

can do, rather than what the public sector can do in collaboration with 
its partners. Participants, therefore, welcomed the emphasis in ICAPP on 
identifying and developing the role that private voluntary providers and 
private-for-profit providers play in population and STD/AIDS prevention 

activities. 

Fourth, all country groups were concerned about sustainability of their 
population and STD/AIDS prevention programs. The predominant role 
played by donors in financing ongoing programs-as highlighted in the 
ICAPP tables-was particularly noted. Participants were concerned about 

the apparently small financial role of government, the paucity of infor­
mation on household or out-of-pocket expenditures, and overall sustain­
ability were donor sources to dry up. In this regard, AIAC's Population 

Agenda activities were acknowledged to be particularly positive in view of 
their stress on sustainability at the district and community level, and their 
efforts to link population and STD/AIDS activities with technical assis­
tance and seed money support to ongoing income-generating activities. 
A major goal o / all population and STD/AIDS prevention activities-to 
render households more responsible and capable of taking actions to 
improve their own reproductive health-was therefore acknowledged as 

an appealing feature of Agenda activities. 

* Fifth, country groups that have had extensive experience with Population 
Agenda activities-namely Kenya and Ghana-drew strong parallels be­
tween the ICAPP six step process and the structuring of the Population 
Agenda. It was pointed out that the Agenda process (though largely bot­
tom-up and community based) stresses similar elements of planning, in­
cluding (i) a detailed assessment of who is doing what at the subdistrict 
level; (ii) strong involvement of beneficiaries in identification of popula­
tion and development concerns; (iii) consensus building in the form of 
beneficiary participation in the identification of programs/activities; (iv) 
use of community resources to help sustain programs (e.g., in-kind con­

tribution of labor, materials); (v) close accountability for resources and 
expected impacts; and (vi) a natural blending of information, education, 

and communication on the relationship between family planning, repro­
ductive health, and STD/AIDS prevention. Each of these elements was 
viewed as a ke component of an enabling environment for population 
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and STD/AIDS activities. In the Agenda process, it was pointed out, 
projects featuring the above elements initially served as "entry points" for 
initial discussion of population issues and family planning methods. 

* 	 Furthermore, expansion of Population Agenda activities into a larger 
number of districts was viewed as a way of reinforcing govei niment decen­
tralization plans and stronger involvement of district management and 
community participation. Government participation was viewed as instru­
mental, and, once activities had incubated, it was felt they could appro­
priately serve as a symbolic illustration of what could be done, or turned 
over to national or local-level NGOs to manage. 

* 	 Sixth, all country participants felt the exploratory country applications of 
ICAPP represented a good start, as they were a f,-itful way of organizing 
and presenting material, thus laying the groundwork for a more in­
formed approach to strategy development. The country studies were ac 
knowledged to be understandably incomplete and decision for further 
work on them by national experts was made, with a tentative timetable. 

Recommendations 

In support of further action on ICAPP, the group adopted the following general
 
recommendations:
 

1. 	 The group adopted the concept and process of ICAPP as discussed during 
the meeting. The group believes that the ICAPP approach of combining 
bottom-up with top-down approaches has the potential of substantially im­
proving 	the implementation of population and STD/AIDS prevention pro­

grams. 

2. 	 In view of the above, and to begin preparatory work to carry the process for­
ward, each country group described a number of actions that would be 
taken in-country, with an accompanying timetable (see Appendix B). 

3. 	 Since resources, political commitment, and technical assistance will be es­
sential for the support of in-country work on ICAPP, the group requests 
APAC to help its member countries in these respects through its contact 
with 	the Global Coalition for Africa ((;CA), donors, and other agencies. 

4. 	 Databases for performance assessment as well as for training in different 
aspects of programs (particularly management) are important gaps in 
countries seeking to expand on the ICAPP process. Therefore, APAC 
should form a subcommittee to focus on these aspects and organize techni­
cal and financial support to them. 
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Recommendations 

5. 	 The group found the Population Agenda approach to be potentially useful 
in adapting people-oriented approaches, and thus reducing existing 
schisms between preferences and issues identified at the community level, 
and the more objectively defined goals that often form the basis of nation­
ally formulated programs. They would like APAC to continue to strengthen 
and to expand the Agenda. 

6. 	 As STD/AIDS prevention and population programs have considerable 
common interests, they should be closely coordinated in the effort to ex­
pand on the ICAPP process, so as to ensure synergy and make the best use 
of resources available to both programs. 

7. 	 Both for STD/AIDS prevention and for population programs, a steady sup­
ply of contraceptives (particularly condoms) will be critical. APAC may wish 
to define the role it can play in assuring such supplies, such as contacting 
donors and facilitating assessment of local production of condoms. 

8. 	 Exchange of information on successes and failures among countries that 
aim to intensify their population and STD/AIDS prevention programs 
(akin to the process in ICAPP) will be useful, and therefore APAC should 
organize meetings similar to the present one every two years. 

9. 	 To carry out the above activities, APAC should strengthen its Secretariat by 
additional manpower and resources. 

8
 



Sixth APAC Meeting 

Sixth African Population Advisory Committee (APAC) Meeting
 
May 28 to 30, 1994
 

This annual meeting took place in Nairobi, at the invitation of the Kenya APAC 
Country Advisory Team led by the chairman of the National Council for Population 
and D velopment (NCPD). The meeting was chaired by the Honorable Patrick 
Balopi, Minister of Labor and Home Atairs of Botswana, chairman of the African 

Population Advisory Committee (APAC). 

The meeting was well attended by 30 participants from five of the six APAC Agenda 
exercise countries namely Burkina Faso, Cameroon, Ghana, Kenya, and Senegal 
(Nigeria could not make the trip due to last minute problems). Participants were 
members of APAC Country Advisory Teams (CAT) or country task forces, and are 
generally technical experts who have launched and followed the Agenda exercise in 
their respective countries. The meeting was also attended by representatives of sev­
eral donor agencies namely USAID, World Bank, UNFPA, Rockefeller Foundation, 
IPPF, and the Netherlands Embassy. 

The meeting started with a welcoming speech by the Honorable Balopi, followed by 
official opening remarks from the Kenyan Vice-President and Minister for Planning 
and National I)evelopment, the Honorable Professor George Saitoti. Profe.sor 
Saitoti stressed the importance of population matters in Af'rican countries' eco­
nomic development and the need for actions to decrease the high rates of popula­
tion growth. He also emphasized that implementation of population programs in 
Africa as faced several difficulties including lack of political commitment by some 
governments, lack of adequate financial resources, and the absence of a strong in­
stitutional framework in some countries. But the succession of important popula­
tion meetings in Africa-1984 in Arusha, 1992 in Dakar/Ngor, and the coining 
Cairo International Conference on Population and Development-indicate the se­
riousness with which African governments are now taking issues related to popula­

tion and development. 

Dr. Fred Sai made a briefing cn the latest in the population field internationally. He 
pointed out that the consensus is to put emphasis on development, poverty allevia­
tion, and environmental protection in addition to population programs. Popula­
tion should be focused on expressed need, not be target driven. 

Dr. Benjamin Gyepi-Garbrah, from the APAC Secretariat, gave an overview of 
Agenda activities so far in 100 communities in six countries, with emphasis on the 
launching, process, design, and implementation. The constraints faced by the 
Agenda were also stressed: shortage of resources, lack of manpower at the secre­
tariat level, inadequate dissemination of Agenda activities, and lack of reliability 
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among donors. He also made a summary of the ICAPP process and the nine recom­

mendations made by the participants of the preceding ICAPP meeting. 

Then a detailed presentation of Agenda activities was made by each country team. 
These country activity reports gave background information on localities chosen for 
the activities, an overview of the institutional base for the Agenda, as well as the 
roles and responsibilities of the T-isk Forces and Country Advisory Teams, the 
Agenda process, and its findings. A description of the projects (implementation 

and fieldwork activities) and a preliminary assessment of the impact of the process 

were also made by presenters, followed by recommendations for future directions, 
based on lessons learned. Some of the lessons learned are as follows: (i) Communi­

ties are willing to contribute their resources toward development programs they 
themselves identified, if they are involved in the design and implementation. (ii) 
Communities are aware of the relationship between population increase and cost of 

living. But unless family planning is integrated with development issues in develop­

ment programs, it will not make substantial progress. (iii) The Agenda process is 
cost-effective because it combines research and implementation. (iv) There is still a 

gap in knowledge on pot ulation issues among implementers, therefore training 
should be emphasized in the Agenda process. (v) There is a need for intersectoral 

collaboration. (vi) If communities are given guidance about using their funds, they 

move very quickly in using them correctly. 

A monitoring and evaluation framework was presented by the chairman of the 
monitoring and evaluation committee. The committee developed a detailed scope 

of work and methodology of evaluation to look a- country Agenda activities and as­
sess what value the Agenda exercise brought to the areas where it has been estab­
lished. After evaluation, the committee will be able to say exactly what has been 

achieved. The plan is to send external evaluators to evaluate activities in one or two 
francophone countries and one or two anglophone countries and summarize find­

ingi;. Some participants expressed a preference for a cross-country evaluation by 
people who are already familiar with the Agenda process. The final decision was to 
have both external and cross-country evaluations to be scheduled for the next few 

months. 

A decision was made to try to have an APAC symposium at the ICPD in Cairo in 

September 1994. This will allow APAC the opportunity to present to the interna­
tional community their initiative and what they learned about implementation of 
population programs in Africa. A second decision was that the main committee 

should take the document prepared and present it to the governments. 

Comments were made by sponsors/donors who were at the meeting: UNFPA, 
Rockefeller Foundation, IPPF, the Netherlands Embassy, USAID/REDSO, and the 

World Bank. They all are willing to consider further financial assistance to APAC, 
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but they would like to see the planned evaluation carried out, and would like to be 
kept informed on a regular basis on APAC activities. They' support the APAC initia­
tive.and would like to 3ee it presented at the Cairo conference. 

A new APAC chairman was elected in the person of the Honorable Professor 
George Saitoti, Vice-President and Minister for Planning and Development of 
Kenya, for a ont-year term. 

APAC's fLture, membership, and legal status were also discussed. Should APAC be­
come an international nongovernmental organization, an intergovernmental orga­
nization, or keep the same status? It was agreed that, since it has proved to be 
useful, it should continue with the same status. But if activities expand and if finan­
cial resources follow the same growth, the Secretariat should plan to move to Africa 
(from Washington/World Bank). The following achievements and recommenda­

tions were made: 

APAC is responding to one of the development needs: full involvement 
of people in their development planning and implementation. 

* Resources need to be irutensified: need to mobilize internal resources 
from national, nongovernmental, and other organizations, in addition to 
funds from the Secretariat. 

* APAC should be seen as one of the tools for implementing national 
population programs. It should fit upward in policies and downward in 
the grassroots. 

There is a need to advocate for the Agenda. 

* 	 The long-term goal is to expand the Agenda process to other countries 
and internalize it within institutions and programs. It is a labor-intensive 
approach; there should be good coordination between national pro­

grams and APAC. 

Evaluation has been pushed to a secondary level, there needs to be an 
effort to put it high on the list of activities. 

* 	 The link with the Global Coalition for Africa is positive. 
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Contacts in Kenya 

During my stay in Nairobi and Tanzania, I met with representatives from several or­

ganizations. 

AfricanAssociationfor the PromotionofAdolescent Health (AAPAH) 

AAPAH was launchrd at the first Inter-African Conference on Adolescent Health 

held in 1992 in Nairobi. This meeting wasjointly organized by Center for Study of 

Adolescent (CSA), Center for African Family Studies (CAFS), and National Council 

for Population Development (NCPD) and was funded by a group of donors: 

Rockefeller Foundation, Carnegie, Dutch, World Bank, Population Council, Path­

finder International, and the former Center for Population Options (CPO). It 
sponsored 400 delegates comprised if researchers, policy makers, and youth-serv­

ing organizations from 40 African countries including South Africa. 

AAPAH encourages the formation and activities of organizations on adolescent is­

sues. It aims at coordinating continental activities through newsletters, seminars, 

and workshops to raise issues concerning young people with African leaders. OAU 

participated at the first conference, and expressed its willingness to include issues 

raised by AAPAI-I in the General Secretariat's office for presentation to Ministries of 

Health and Foreign Affairs. 

,A-AAH currently encourages the creation of a national association in each country 

to bring together all organizations working on adolescent issues. The national asso­

ciation will be the local cnapter of AAPAH. For example, Kenya already launched 

the Kenya Association for the Promotion of Adolescent Health (KAPAH), hosted by 

CSA and comprised of representatives from different organizations. See Appendix 

1) for objectives and participants list. KAPAH is already very ac'ive at the national 

level and would like to share its experiences with other countries. 

GAPAH, the Ghanaian Association for the Promotion of Adolescent Health, has 

also been launched and is working on its agenda. Several other countries (Tanza­

nia, Uganda, and Zambia) would like to launch their local chapters by organizing a 

national meeting but are lacking funds. 

AAPAH, through its committee chaired by a Kenyan medical doctor, is currently 

seeking funds to strengthen its ability to communicate with other countries and to 

help organize national meetings to launch local chapters. The Kenyan chapter 

(KAPA-I) has a number of studies on adolescent issues it would like to share with 

other countries. Among those studies are a big report from the first Inter-African 

Conference on Adolescent Health and a summarized version on presented case 

studies. KAPAH would like also to share some videotapes on adolescent issues with 
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other countries. Helping in the editing, printing, and disseminating of this informa­
tion will inform and stimulate other groups. This AAPAH group, if strongly sup­
ported by donors, will, I believe, make a big contribution to raising adolescent 
issues and finding national and regional solutions, particularly with the support of 
OAU. 

CenterforStudy ofAdolescence (CSA) 

CSA is a nongovernmental organization created in Kenya in 1986. This group of 
professionals and researchers came together to share research findings, identify re­
search gaps, and conduct research activities to promote advocacy at the policy level. 
They already conducted several studies and would like some help in disseminating 
the findings. See list of research topics in Appendix E. 

The Medical Women's InternationalAssociation (MWIA) 

MWIA is a cry old association that started in 1919 in the United States (New York)
 
when women doctors were constrained in many ways. The legal Head Office of the
 
Association is in Geneva, Switzerland, where the Association was first incorporated.
 

The general objectives are (i) to promote the cooperation of Medical Women in 
different countries, to promote the general interests of Medical Women, and to 
promote friendship and understanding between Medical Women throughout the 
world; and (ii) to offer Medical Women the opportunity to meet so as to confer 
about questions concerning the health and well being of humanity. 

It is a nongovernmental organization. The Association is politically neutral and 
nonsectarian. It has non-profit-seekingaims. It is affiliated with National Associa­
tions in several countries and accepts individual members from countries that do 
not have an affiliated national association. 

The first Regional Congress of the MWIA for the Near East and Africa Region was 
held in Nairobi in December 1993 on the theme "The Health of Women and Safe 
Motherhood." Action plans and recommendations arose from the meeting as well 
as a consensus on the need for a Inechanism to follow up on these actions in coun­
tries. A proposal for such a mechanism is to have an African Regional Women's 
Health Network that specifically addresses issues ielated to the health of the African 
woman and coordinates all activities enhancing women's health. The MWIA is cur­
rently ,,eeking technical and financial support from donors for a needs assessment 
to launch the African Women's Health Network. See Appendix F for action plans 
and proposal for a needs assessment for AWHN. 

The Kenya Medical Women's Association, a chapter of the MWIA, was founded in 
March 1983. It is carrying several activities including (i) free services to needy con­
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Contacts in Kenya 

munities; (ii) continuing medical education for medical colleagues and other pro­
fessionals in the field; and (iii) some projects and publications (e.g., they succeeded 
in the review and adoption of child laws by the Parliament in Kenya; they are carry­
ing out a study on female genital mutilation, etc.). The Association does a lot of lob­
bying and advocacy for health in its wide aspect and includes children's issues in its 
agenda. See specific objectives and activities in Appendix F. (The KMWAjoined 
KAPAH.) 

Centerfor African Family Studies (CAFS) 

A visit was made to CAFS to follow up on the urban family planning situational 
analysis. The analysis is already finished in Mombassa (Kenya) and tie preliminary 
report is ready. The Blanraya (Malawi) and Boulawayo (Zimbabwe) study has 
started and will be finished soon. And the Dakar (Senegal) study is scheduled to 
start in a few months. CAFS is receiving technical support from the Population 
Council for this research. 

PopulationCouncil 

A brief meeting was held with stuff from the Operations Research division to share 
HHRAA/SARA research interests. The Pop. Council is focusing on the integration 
of family planning and STD/HIV prevention. They are in the process of developing 
a proposal with an organization called BONASA (a network of NGOs) in Botswana. 
Population Council OR is planning to do some work on adolescent fertility in 
Kenya, on abortion, on quality of care, and on CBDs providing injectables in Tanza­
nia and Ghana. They are planning to give technical assistance to IPPF in London, 
which would like to carry out research on reproductive health in six African coun­
tries, using a community approach to determine issues of interest by the commu­
nity. 

Representatives from several other organizations were also contacted: 

USAID/REDSO for a brieling about the mission. 

Family PlanningAssociation ofKenya 

AMREF 

PATH 
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Contactsin Tanzania 

Contacts in Tanzania 

Arusha: a visit was made to the Commonwealth RegionalHealth Community
 
Secretariatfor East,South, andCentralAfrica.
 

In the absence of Dr. Kinoti, responsible for the reproductive health research pro­
gram, discussions were held with Professor A. M. Nhonoli, the regional Secretary 
and several other staff members on the research program in general and with 
SARA: reproductive health, abortion study and the communication program. 

Dar es Salaam 

USAID Mission was visited. A briefing about my trip was made to Dana Vogel, HPN 
officer, who also shared the Mission's health plan with me. They have a seven-year 
project to support FP management, training, IEC, research, and evaluation. They 
also have a national AIDS program through NGOs. See Appendix G. 

UNFPA office in Dar es Salaam was visited to share HHRAA/SARA research inter­
ests. UNFPA, in collaboration with USA.JD (through SEATS), is funding a family 
planning unit which is an integrated MCH/FP under the umbrella of Primary 
Health Care. They help on service provision and management, training, IEC pro­
grams on the radio and family life education through rural communities. They are 
carrying out research on message delivery, trying to assess the impact of the IEC 
program in the project areas compared to control areas. They also are doing re­
search on Norplant insertion in collaboration with the medical institution, the Fam­
ily Plar ning Unit, and UMATI. WHO is planning to establish a data bank system for 
adolescent issues, and UNFPA is considering supporting it. 

The Family Planning Unit of the Ministry ofHealth was visited. It is the coordinating 
body for all FP activities. It has a National Advisory Committee. It developed a re­
search agenda with guidelines for application, and also a five year national strategic 
plan. A population policy was adopted in 1992; now they are in the process of devel­
oping guidelines for implementation (a revised form of the 1989 version). 

At Muhimbili University, School ofPublicHealthwe shared common research inter­
ests. They are very active in giving technical assistance to the National AIDS Conti ol 
Program. They would like to be involved in any STD/AIDS/FP research program 

suggested by HHRAA/SARA. 

UMATIis a Tanzania nongovernmental organization involved in family planning. 
They work with several donors and have several programs: a peer counselling 
program in rural areas for youth on FP, STD, HIV; a broader operations research 
program for all ages in reproductive health counselling and services in three ex­
perimental areas with control areas; three teenage mothers' pilot programs (one in 

15
 



Contacts in Tanzania 

Dar es Salaam and two in other sectors) to rehabilitate teenage mothers and help 

them go back to school, and sex education. They would like to expand the pro­

grams to other areas. They also have a CBD program in some areas, focused on 

training, counselling, distribution of contraceptives and referrals. 
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List ofPersons Contacted 

James Ray Kirkland 
Chief, Population and Health Division 
Regional Economic Development Services Office 
for East and Southern Africa. 
P.O. Box 30261,
 
Nairobi, Kenya.
 

Richard B. Sturgis, Ph.D.
 
Regional Health Policy Advisor
 
REDSO ESA.
 
P.O. Box 30261,
 
Nairob, Kenya.
 

Lewis Ndholovu, M.Sc, M.H.S.
 
Associate, Africa Operations Research
 
and Technical Assistance Project
 
Population Council.
 
Chancery Bldg, Valley Road,
 
P.O. Box 17643,
 
Nairobi, Kenya.
 

Wangoi Njau, M.S.W. Ph.D.
 
Executive Secretary
 
Center for Study of Adolescent
 
Jamburi Crescent,
 
P.O. Box 19329, 
Nairobi, Kenya. 

Dr. Kama Rogo 
Chairman of AAPAH and KAPAH 
Nairobi, Kenya. 

Dr. Florence Manguyu 
Chairnan, 
Medici I Women International Association 
P.o. Box 41307 
Nairobi, Kenya. 

Stella N. Abwao, M.D.
 
Programme Coordinator
 
Kenya Medical Women Association
 
Kabaret Road,
 
P.O. Box 49877, 
Nairobi, Kenya. 
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Lorna N. Mbugua 
Associate Progamme Officer
 
PATH.
 
30 Ole Odume Road,
 
P.O. Box 60626,
 
Nairobi, Kenya.
 

Julius N. Kabere 
Programme Officer
 
Kenya Association of YoULh Organizations
 
Electricitv House, Harambee Avenue,
 
I.O. Box 60626,
 
Nairobi, Kenya.
 

Milkah M. Njagi
 
Progamme Officer
 
Kenya Girl Guides Association
 
Arboretum Road,
 
P.O. Bo:x 40004,
 
Nairobi, Kenya.
 

Mary Y Okurmu
 
Country Director
 
Feed The Children
 
1.O. Box 61530,
 
Nairobi, Kenya.
 

l)r. Alpha Diallo 
)irector
 

Center for African Family Studies
 
Nairobi, Kenya
 

Dr. Alois Ilinigunugabo 
Chief Research Unit 
Center for African Family Studies 
Nairobi, Kenya. 

Prof. A. Nhonoli 
Regional Secretary 
CRHCS ECSA 
IRO. Box 1009, 
Arusha, Tanzania. 

Los Mantiziba, BSc, M.Sc 
Administrative Secretary 
CRHCS ECSA 
p.O. Box 1009 
Arusha, Tanzania. 

Bill Musoke
 
UNFPA Country Director
 
40, Bagamoyo Road,
 
Dar es Salaam.
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Walter M. Mbunda 
Researh and Evaluation Officer 
UMATI Family Planning Association of Tanzania 
P.O. Box 1372,
 
Dar es Salaam, Tanzania.
 

Dr. Calista Simbakalia
 
Program Manager Family Planning Unit
 
Ministry of Health
 
P.O. Box 9083
 
Dar es Salaam, Tanzania.
 

Dr. Muhondwa 
Director School of Public Health 
Muhimbili Medical School 
Dar es Salaam, Tanzania. 

Dana Vogel 
P&H Office Chief 
USAID 
Dar es Salaam, Tanzania. 

Michael Mushi 
Assistant Health Officer 
USAID 
Dar es Salaam, Tanzania. 
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ICAPP Country Applications:
 

*Burkina Faso 

* Cote d'Ivoire 
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INTENSIFIED COUNTRY ACTION PLANNING PROCESS (ICAPP) 

FOR POPULATION ACTIVITIES INCLUDING STD/AIDS PREVENTION 

OVEREWPAPER 

INTRODUCTION 

The 1993 annual meeting ofthe Global Coalition for Africa endorsed a report bythe African Pop'ilation Advisory Committee (APAC) which note! progress in the
implementatior, of population plans in the region and recommended actions to help
intensify efforts. 
 Emphasis was placed on increasing political commitment to populationprograms as well as on promoting more cost-effective strategies to strengthen thebeneficial links between reproductive health, family planning, and the prevention ofsexually transmitted diseases, including AIDS. This emphasis is fully consistent withrecommendations and the sense of urgency attached to resolving population pressures atthe Third Annual Population Conference in Dakar, in preparation for the 1994 United
Nations International Population Conference. 

APAC's report to the GCA annual meeting maintained that intensified efforts areneeded to energize and contribute value-added to existing national capacities in view of the
following realities; 

Growing numbers ofAfrican countries have adopted, or are in the process ofadopting,national population programs, including prevention of STDs/AIDS, but commitmentsto operationalizing them still need strengthening. This has been compounded by weakimplementation and critical shortages ofpeople skilled in managing family planning
and related population activities. This shortage is particularly evident with respect tothe technical expertise required to monitor and evaluate the complementarity and cost­effectiveness of resource flows for population activities - for example through
National Population Councils, Ministries ofHealth, Private-Voluntary Providers,
Private-for-Profit providers, and Donors. Such information is critical to forming aclearer understanding ofthe current resource envelope for activities, the recurrent andcapital budget requirements to provide quality services, the financial requirements toattain specific demographic targets, and mechanisms for tracking resource flows. 

Population programs are, in many countries, an assemblage of donor-run projects andactivities, with little appreciation of their combined effects, and inadequate integrationwith national efforts. In many countries, duplication of donor-sponsored studies on
policy, strategy formulation, and research issues is common, and considerable effort
has to be expended to piece together the many activities, and how they may (or may
not) be complimentary to government goals. This contributes to fragmentation ofnational programs, undermines national "ownership", and unintentionally compromises
national capacity building in the process. 
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* 	 Far greater public-private collaboration is required ifnational strategies to achieve 
demographic and reproductive hcalth targets are to succeed. Programs, financing and
facilities under the control ofMinistries ofHealth and National Population Councils
need be complemented by programs, financing and facilities under the control of
Private Voluntary Missions (eg., church missions), international NGOs, Private 
Estates and Companies, and Private-for-Profit providers. 

" Most countries are plagued by problems of implementation right down to the 
community level, suggesting that consensus building is needed on the bottlenecks
involved and the kinds of partnerships required to overcome them. Stronger links are
required between effective leadership at the central level , the district level, and with
community change agents at the local level. It is when the financing and planning of
niational programs is made transparent, including clear government leadership, public­
private collaboration, and consensus building at decentralized levels of
implementation, that "ownership" ofsuch programs can be established right down to 
the community level. 

ICAPP OBJECTIVES 

APAC is continuing to work with countries in the region to strengthen population
activities through the development of an Intensified Country Action Planning Process
(ICAPP) for Population Activities Including STD/AIDS Prevention'. ICAPP objectives
include; 

- Improve implementation oftxisting programs; 
- Bring latest knowledge to bear on program development;
- Assess effectiveness of programs interms of impacts on demographic and related 

indicators; 
- Take additional action to intensify country efforts and their impact; 
- Promote broader participation by households and Africanization of the planning 

and implementation process. 

This overview concentrates on the planning process inherent in ICAPP. This process is seen as an outgrowth and extension of on-going country-level strategies and the
importance APAC attaches to national capacity building in implementing successful
population programs. At the heart of ICAPP is empowerment of the national planning 
process through more effective leadership, greater mobilization and allocation of 
resources, stronger partnerships and collaboration among providers of population services,
and broader participation of communities and households. The balance of this paper
addresses the following; 

" To describe the planning process involved in the development of ICAPP. 

* To impart some general lessons learned in preliminary and exploratory applications of 
ICAPP in Burkina Faso, Cote d'Ivoire, Ghana, Kenya, Nigeria and Malawi.. 

" To share and discuss ideas with African population experts and policy makers on 
critical next steps. 
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ICAPP ACTIONS AND GENERIC FRAMEWORK 

The planning process inherent in ICAPP envisions several specific actions, and a
six step process to achieve them. This is not to say, however, that one 'recipe' or 'generic
framework' is suitable for all countries. The circumstances of each country varyconsiderably, with the strong implication that what follows will require modification to
suit particular country circumstances. Furthermore, some countries are already well
advanced in their population planning and are busy building on lessons learned in the past. 

ICAPPActions: 

* To establish what is being done at the country level in terms of population/FP programs 
(including STDs/AIDS), and how to do it better. 

e To provide a framework to track the financial and other inputs ofmajor providers ofpopulation/FP services - including Government, NGOs, and Donors - and how they are
allocated to improve reproductive health. 

* To assess complementarities in the inputs and expected outputs ofmajor providers of
population/FP services, and to determine critical gaps in facilities, personnel,

programmatic concentration (eg., IEC, contraceptives), and geographical coverage.
 

e To lay the groundwork for preparing a more concentrated and cost-effective program of

actions at country level, aimed at filling gaps, and assessing resource requirements.
 

- To empower the agency or department responsible for population activities (eg., National
Population Council, Ministry of Planning, MOH) in its dealings with the Ministry of
Finance to mobilize additional funds for population/FP activities, and to better discern

where new Donor funding can have greatest value added..
 

* To build a broader base of support for population activities at decentralized levels ofservice delivery on the one hand, and sources of demand - namely at the household and
 
community level - on the other.
 

Six Step Process: 

Step 1: Assemble data on the concentration ofpopulationJFPservices, activitiesand 
financial resources by all major service providers. 

Recuirements: 

- Government and its partners determine an appropriate agency/unit within government or 
an appropriate NGO to serve as lead agency
- Agreement to be reached on the design of appropriate tables to monitor inputs/outputs 
- Intensive initials efforts undertaken to collect information and complete &.-.tables - Provisions to up-date information in tables to reflect and evaluate changing
programs/commiznments over time 
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Expected Product or Outcome: 

Critical Data Base for Assessing, Monitoring and Evaluating Population/FP Activities,
 
identifying;
 
- Expenditures on PopulationfFP (including STDs/AIDS) by Source, and as a Share of

Total Health Expenditures by Major Provider.
 
- Distribution of Population/FP Resources by Source by Major Service or Activity
- Distribution of Population/FP Resources by Source and Geographical Concentration
 

Step 2: Analysis of input/outputdatafrom Tables in Step 1, combined withinformationfrom qualitativeassessmentsto deter:ine (a) complementaritiesin effortsby majorplayers,and (b) supply/demandgapsthat needto befilled to producean 
intensifiedcountry actionplan. 

Reairenients: 

- Government and its partners convene a workshop involving national experts from bothpublic, private voluntary, and private for profit sectors 
- Experts at the workshop formulate and agree on appropriate questions, issues, and 
methods of analysis

- Aworking team of experts undertakes analysis of sector reports on quality of current
 
services
 
- The working team produces a technical report of findings as background study to
 
drafting of ICAPP
 

Expected Product or Output 

- Greater Government visibility in the monitoring and evaluation of all population/FP
 
activities in the country
 
- Identification of service gaps and potential routs to fill them.
 
- Sharper policy analysis of on-going activities and cost-effectiveness 
- Assessment of national capacity building in on-going activities 
- Greater clarity on sustainability of funding 

Step 3: PreparationorStrengtheningofNationalAction Plan with EmphasisonImprovedDelivery ofServices, FactorsAffecting EnhancedDemandforServices, and
AppropriateMonitoringandEvaluation 

Reauirements: 

- Government and its partners identify an appropriate agency/unit to take lead
 
responsibility for formulating an action plan.
 
- Steering body is form,, comprising relevant policy-makers
 
- Collaborative effort commences, involving populationi/FP (including STDs/AIDS)
national planners, PVOs, and inputs from country representatives of donor agencies.
- The steering body subsequently ranks priorities for action with assessment of (a) cost
effectiveness, and (b) funding requirements to improve efficiency and quality..
 



- Government and its paitners subsequently develop plans to establish baseline surveys onquantity and quality of key services , as well as baseline measures of client behaviors, thussetting the stage for monitoring and evaluation of intensified action plan impacts. 

Expecte Product or Output 

- Blueprint for implementation of activities to improve supply/demand gaps, and

determination of resource requirements and time horizon to close gaps.

- Collaborative strategy to tackle supply/demand gaps with expected role of all
 
providers/partners identified.
 
- Framework for appropriate monitoring and evaluation of (a) links in the delivery chain,

and (b)impact on key indicators. 
 Designation ofwho should monitor/evaluation what.- Baseline mechanism to continue cooperative planning process that incorporates new 
information and adapts to new pricities over time. 

Step 4: Enrichment ofCountryActionPlan by Factors Enhancing Demandfor 

Services andKey Community Change Agetisfor Consensus Building 

Rftirements: 

- Government and its partners take the initiative of promoting inter-sectoral collaborationwith other ministries, PVOs, international. NGOs, and others, whose activities impact onfertility correlates and thus demand for reproductive health services (eg., formal/nonformal schooling, safe drinking water, nutritional practices, sanitation, the media)
- All partners identify community change agents effective in mobilizing households to
recognize links between population and development issues, such as APAC's sponsored

Population Agenda activities inBurkina Faso, Cameroon, Ghana, Kenya, Senegal,

Nigeria. 
- Fora to present the ICAPP to select communities (for example, those currently part of

APACs Population Agenda initiative).
 

Expected Product or Outcome: 

-Network of reinforcing interventions by ministries other than MOH, with comparative
advantages in influencing important dimensions ofhousehold well being , attitudes to

reproductive health, and demand for related services.
 
- Ownership of the principles of ICAPP by community representatives. 

Step 5: DistrictLevel Consultationsto Present/DiscussresultingIntensifiedAction 

Plans 

Reauirrments: 

- District level forum with representation by the Chairperson of the District DevelopmentCommittees, District Health Management Team, and relevant District level populauon/FP
(including STD/AIDS) officers, and Local Opinion Leaders and Bcneficiary
Representatives. 
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- Preparation of report based on District level consultations and modification of Draft
ICAPP where appropriate. 

Ex-cted Product or Outcom 

- Greater Ownership of intensified action plans among decentralized officials
 
- Clarity/Agreement on District level functions, responsibilities, and requirements
 
- Transparency
 
- Publicity
 

Step 6." Government Led Consultation with Donors andNGOs on Intensifed Strategy 

- Government would plan a National forum to communicate and discuss th intensified
 
strategy

- Partners would arraxge for combined government representation by lead agency forpopulatioa/FP activitis, Ministry of Planning, MO-, and Ministry of Finance - Widespread donor representation would be invited(both country representatives and HQ
representation). 
- Widespread representation by national and international NGOs. would be invited. 

Expected Product or Outcome 

- Government led strategy
 
-
Clarity on Key roles to by played by domestic and international NGOs
 
- Clarity on where Donors are welcome, and greatest value added
 
- Improved communication among the major players
 

It is important to note that these six steps should not b. interpreted Ps a "one timeexercise". ICAPP represents aprocess that should be repeated, in iterative and dynamic
fashion, as country circumstances evolve and new information sources become available.
 

EXPLORATORY ICAPP COUNTRY APPLICATIONS 

APAC's exploratory application ofthe 'generic ICAPP framework' is modest inseveral senses. First, it concentrateson only two ofICAPP'ssix step process. The reason is simply that these steps are more akin to "objective" analysis of secondary datasources on financing and facilities. They could be undertaken at APAC headquarters withlimited staff and resources, thus fcilitating discussion and paving the way for more in­depth application at country level. Incontrast, the remaining four steps of ICAPP aremore akin to in-country strategy and political mobilization of resources, requiring the
stewardship of country representatives. 

This exploratory application of ICAPP is also modest in its selection of only asmall number of countries. Indeed, the choice of Burkina Faso, Cote d'Ivoire, Ghana, 
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Kenya, Nigeria and Malawi has been dictated largely by prevailing work programs ofAPAC staffand their familiarity with on-going population and AIDS prevention activities
inthose countries. 

Finally, none ofthe country applications presented here aim to produce definitive
findings, conclusions, or policy recommendations. 
 Emphasis, rather, is on experimentingwith the ICAPPprocessto generate certain types ofcritical information, and to determinehow such information might contribute to strategic national planning. 

What do the exploratory ICAPP country applications tell us? With respect to thefirst two steps of ICAPP, the following has become readily apparent; 

It is clear that government financing/facilities represents only one resource component,with the implication that resources of all partners must be enumerated and enlisted ifan intensified country action plan is to be meaningfully launched. For example, fartoo little information is available on private voluntary and for-profit providers, theirlocation, and the services they offer. Gaps in these types of critical informationprevail, making it extremely difficult to assess potential complementarities amongpublic and private providers, and their potential cost-effectiveness in providing familyplanning, STD and AIDS prevention services. 

* Reproductive health and population activities tend to be donor driven, with donorspursuing their own programmatic cycles, budgeting processes, monitoring andevaluation, and geographic concentrations. This situation prevails widely even thoughDonors often moet to discuss their various projects. One implication is that planningand coordinating of financial inputs on an annual basis - to correspond withgovernment budgetary processes - is undermined. This has the effect ofcompromising government's ability to determine the country's "absorptive capacity"for new waves of funds. Another implication is that national planners have difficultyanticipating the budgetary implications of donor funded capital accounts for futuresalary, maintenance, and equipment requirements. To help resolve these problems,government may request donors to format and provide financial information on theiractivities in ways that better comply with annual Government budgeting processes. 

Fragmentation and lack ofcoordination of family planning, STD and AIDS preventionprograms and projects ­ by MOI, PVOs, NGOs, and Donors - manifests in varyingand sometimes unpredictable concentrations of funds on certain services - such astraining ofCommunity Based Distribution agents. This often results in parallel supplysystems (such as for contraceptives), duplication of effort in procurement and
planning, competition for scarce technical skills, and widespread management and
administration problems. 
 This places a premium on government leadership and
 
coordination.
 

Lackof clarity and transparency of central level resource mobilization and planning -by MOIL PVOs, NGOs, Donors ­ becomes even more blurred at different levels ofgeographical concentration where Regional and District Health Officers are attempting
to address reproductive health and population issues. As a result, it is almost
impossible to assess financial and other commitments to reducing poverty and
inequities between rural and urban areas, or among regionally disadvantaged areas.
 



Attempts to identify and mobilize financial resources for family planning and 
SDT/AIDS prevention are undermined by lack of information on out-of-pocket
expenditures by households. This gap prevents assessment of the potential
contributionsof cost-sbaring to sustainable family planning and STD/AIDS services.
It also means that effective demand for services cannot be assessed ­particularly as
clients increasingly perceive benefits - and that potential links betw=n client 
"willingness to pay" and provider "accountability" cannot be established. 

WHERE TO FROM HERE? 

Prmuming this overview, as well as the country applications which follow, providea reasonable introduction to ICAPP and its objectives, it now seems appropriate to 
deliberate on the following questions;
 

a) Would the implementation of the ICAPP planning process, in-country, make a
 
significant contribution to national population and AIDS prevention strategy?
 

b) Who would be best suited/placed to undertake and maintain the kind of analysis

required to make ICAPP an effective planning tool?
 

c) What skill requirements would be needed, and are they available?
 

d) What forums already exist to contribute to/or support an ICAPP planning process 
- for 
example public-private collaboration, donor consortium? 

e) What forums exist or would be needed to assure a broad participatory approach and
 
consensus building in the dvelopment of ICAPP ­ for example district level 
representation, participation and inputs from community change agents? 

f) What kinds of monitoring and evaluation processes need to be set up to assess ICAPP's

contribution to strategy design; the evolution ofmore cost-effective approaches; and
 
impact on indicators family planning, SDT and AIDS prevention?
 

g) How can ICAPP be structured as a 'dynamic process' so as to foster a continuous cycle

ofassessment, analysis, and action.
 

h) How can APAC and Population Agenda Activities in selected countries contribute to the
understanding and implementation of ICAPP planning processes? 

i) How can APAC's expertise and resources for ICAPP augment what countries are 
already doing? 

Micaooft word (ICAPP.ov), May I/94 

http:ICAPP.ov
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ANNEX
 

Activities Planned by Participants at the ICAPP Meeting and Timetable ror Completion 
Nairobi, May 24-26, 1994 

BURKINA FASO 

The following activities will be executed in the next 10 to II months: 

- Undertake a deeper assessment of the preliminary ICAPP Burkina Faso countrystudy presented at the meeting, revise it, and complete tables with missing data. To this end.
the ICAPP country study will be submitted to the Burkina country team working on
population and STD/AIDS issues, along with a "back to office" report on the ICAPP meeting. 

- Develop an ICAPP action plan and submit it to APAC by March, 1995 

- Carry out an in-depth study in some regions of the country on selected subjects
identified by the ICAPP process, pertaining to family planing, STD's, AIDs -- exact studies to
be specified upon consultation with country team upon return to Burkina Faso. 

- Further harmonize Burkina Faso priorities and goals of its work program withconclusions of the 1994 International Conference on Population and Development. and inform
APAC of the implications for future development of the country's population and STD/AIDs
prevention programs. 

- Recommendation: In order to be able to use the "bottom-up" and"top-down"
approach and to have available the information necessary for the development of the ICAPP
Action Plan, we recommend to the APAC permanent Secretariat, that it mobilize - as soon
possible -- resources 

as 
necessary for carrying out relevant in-country work. 

COTE D'IVO!RE 

The following activities will be carried out in the next 6 months; 

- Prepare a short "back to country" report to acquaint those in the country who are

concerned with population issues, on the activities of APAC and its new proposal for ICAPP.
 

- Prepare an ICAPP Action Plan to be submitted to APAC. 

- Prepare a plan to initiate Agenda activities in two regions. 

- Work with the various partners concerned with population issues to identify andprioritize activities to be carried out, and submit a list of prioritized actions to APAC for 
possible financial and/or technical support. 

- Encourage the Ministry of Economy, Finances and Planning to keep the PopulationUnit, which was created for the paeparation of the International Conference on Population andDevelopment, as a functioning unit, and establish new objectives/responsibilities for it to carry 



out. This unit (or another appropriate structure should Government decide not to retain thePopulation Unit). should he responsible for population issues, for carrying out studies, anddeveloping a population policy. Some financing will be necessary for these activities.. 

GHANA 

The following activities will be undertaken within the next 14 months; 

- Conduct expanded Population Agenda exercises in 10 districts to add to the existing
3 districts in the Pilot Areas now with Agenda activities (within 6-12 months). 

- Convene workshops at the nationai, as well as district levei, to disseminateinformation on the Agenda process and its results (within 6-12 months). 

- Identify new projects for Agenda type activities (after 12 months, and before 14 
months). 

- NPC Secretariat will take action to complete data tables in the preliminary ICAPPcountry application for Ghana. To this end, NPCs Technical Committees will takeresponsibility for establishing a data bank as a basis for ICAPP diagrostic analysis,

monitoring and evaluation.
 

- Endeavors will be made to strengthen the institutional framework of NPC and linkswith its collaborators, so as to lay the groundwork for developing an effective plan of action -- involving all partners - as stressed in the ICAPP framework. 

- Take more effective action to mobilize more funds for population and STD/AIDsprevention activities, both internally and externally. 

KENYA
 

The following activities will be undertaken in the next 6 to 12 months;
 

- Commence work on the ICAPP framework, for example, the completion of data
bases needed for better diagnosis, monitoring and evaluation, as suggested in the exploratory
ICAPP country application to Kenya. 

- Organize workshops and seminars to more clearly think out and communicate theplace of the Agenda activities in the overall ICAPP framework, and how the rationale andaccomplishments of the Agenda both parallel, and complement, the broader ICAPP 
framework. 

- Strengthen the moni:oring and evaluation features of the Agenda process. 

. -Extend Agenda activities into 9 more districts, raising Agenda activities from 4 to 13
of the country's 41 districts. 



MALAWI 

Representatives were unable to be as specific as they would have liked. giventhe very
recent change in government and implications for possible restructuring on offices responsiblefor population and STD!AIDs prevention. The following actions %ere. however to be taken 
within the next 8 to 18 months, 

-Brief the office responsible for population and developme..t on the ICAPP process

and its relevance to Malawi's on-going population program acti%iues (within 2 weeks).
 

- Re-affirm the new Government's position on population programs, including thenewly adopted population policy since the new Government may %%ant to re-appraise it to fit
 
into the new Government set-up.
 

- Disseminate population policy to various actors, especialk the rural people
(beneficiaries). Integrate the ICAPP process into Action Plans on the National Population
Policy, including the National Family Planning Strategy (6 to 9 months). 

- Mobilize resources within existing program activities for purposes of completing the
first two steps of the ICAPP process. This will be within whatever institutional framework
the new government will have approved (12 to 15 months). 

- Report on progress to APAC 9 months from now. and again in 18 months from 
now. 
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KENYA ASSOCIATION FOR THE PROMOTION OF
 

ADOLESCENT HEALTH (KAPAH)
 

1. NAME
 

The 	name will be Kenya Association for the Promotion of
 
Adolescent Health herein after referred to as KAPAH. This
 
shall be a non-profit making, voluntary organization, non­
political, non-racial, non-denominational. It will be the
 
Kenyan chapter of AAPAH.
 

2. OBJECTIVES
 

To promote adolescent Health activities in Kenya by:
 

(a) 	Recruitment of members
 

(b) 	Supporting the establishment of adolescent health services
 
including counselling, treatment and community centres.
 

(c) 	Promotion of adolescent-friendly activities by encouraging,
 
public education, primary health care and school education
 
programmes.
 

(d) 	Encouraging positive policies set by the government,
 
Ministries and Local Authorities.
 

(e) 	Networking and communicating with other bodies with similar
 
interest locally and internationally.
 

(f) 	Fund-raising to sponsor adolescent health care activities.
 

(g) 	Supporting adolescent research projects.
 

(h) 	Holding periodic workshops, seminars and conferences on
 
adolescent health.
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3. ADMINISTRATION
 

The objectives of the Association shall be carried out by:
 

(a) General Assembly
 

(b) A Board of Trustees
 

(c) A National Executive Council
 
(d) Additional Sub-Committees (standing) i.e
 

* Education and Information (IEC) 

* Fund-raising/Finance 

* Scientific and Research 

* Service Delivery 

* Advocacy and policy committee 

Sub committees shall be responsible to the National
 

Executive Council.
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1. JOSEPH KARUERU 


2. MAINA KIRANGA 
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26. JENNIFER CHEGE 


27. MONICA MAGADI 


28. NDUNGU KAHIHU 


29. DR. ASHA MOIAMUD 


30. OPIAH MENSAH 


31. PROF. OKOTH-OGENDO 


ORGANIZATION 
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DFH/MOH 


NATION NEWSPAPER 


KMWA 
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PSRI 


NCPD 


KAYO 


SMAK/KYAC 


FEED THE CHILDREN 


CSA 


CSA 


CSA 


PATH 


YWCA 


YOUTH 


CSA 


CSA 


DAYSTAR 


PRIVATE CONSULTANT 


PATH 


PATH 


AMREF 


STANDARD NEWSPAPER 


YOUTH 


PSRI 


KENYA BOY SCOUT 


CPO 


JHU/PCS 


NCPD 
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ADDRESS PHONE 

30581 NRB 215676 

46042 NRB 224646 

43319 NRB 725105 

49010 NRB 221222 
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30197 NRB 334244 

30478 NRB 228411 

60626 NRB 217510 
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76634 NRB 569330 
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2000 WASHINGTON DC
 

20005
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33. GRACE YAMBO KENYA GIRL GUIDES 40004 NRB 729314 
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ABBREVIATIONS
 

1. FPAK 


2. FPPS 


3. DFH/MOH 


4. KMWA 


5. JHU/PCS 


6. PSRI 


7. NCPD 


8. KAYO 


9. SMAK 


10. CSA 


11. PATH 


12. AMREF 


13. CPO 


14. UON 


Family Planning Association of Kenya
 

Family Planning Private Sector
 

Department of Family health/ Ministry of
 
Health
 

Kenya Medical Women Association
 

John Hopkins University Population
 
Communication Services
 
Population Service and Research Institute
 

National Council for Population and
 
Development
 

Kenya Association for Youth Organization
 

Single Mother Association of Kenya
 

Centre for the Study of Adolescence
 

Program for Appropriate Technology in Health
 

African Medical Research Foundation
 

Centre for Population Options
 

University of Nairobi
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STUDr 

Centre for the Study of Adolescence
 
P. 0. Box 19329,
 

Tel 562901
 
Jamhuri Crescent off Ngong/Kabarnet Road
 

Nairobi, Kenya
 

PROSPECTUS 



BACKGROUND AND ORIGIN 

Research interest in adolescen fertility is a 
relatively recent pheonomeon dt uloutgmenare 
the world mid especially son Africa. This 
surge of interest ka grown out of 
recogntion that young people, duriag the 
period of tnitia fron childhood to 
adulthood, exhibit distinct pycho ica 
features, which are characristic of neither 
adulthood nor childhood. Therefore, 
adoleacents contitue a grou of individuala 
with their own special needs and probla, 
especially concerning aexuality and fertility. 

The Kenya Mcdica Associaion, during is 
annal scitifc conference in 1986, 
resolved to pioneer reaearch on adolescent 
feility a Kenya. LAt that year a 
workshop was held at Kwale, Coat 
Provice which brought together a cros-
aection of profeasionala: Lawyers, 
demographer, phyki-n, aociolocgim, 

anthropologists, administratora md 

theologians to discuss isu s related to 

adolescent fertility i Kenya. 

The Centre for the Study of Adokscene 
(CSA) is a vohmteer association of sooe 25 
Kenyan researchers and acadeics. The 
CSA was formed at a workshop held at 

Duduville, Nairobi, in Februry 1988. It
 
was originally calld the Adolescent 

Fertility Oroup (ADOPEG). The Centre: 

wan registered as a no-profit making non-

government oganization on April 4, 

1990. 


EXISTING PROBLEMS 

Kenya. Like many other developing 

countries, lack comprehensive and 

representative data on adolescent fertility. 

Although the effects of increased adoLescent 

sexuality and fertility have been felt md 

recognized by atmot every Kenym, the 

magnitude of the problem cannot yet be
quantified. The'refor, there is an urntqntofcd. Tereforethere at urgenpprotch 
need o snke comprehsenive data available

and to disseminate the information to all 

Kenyans, od inparticular to policy 

makers. 


The dcroograpit profl Kenya indicatesof-" 

that 20 percent of the population is made up 
of persons aged 15 to 24 years. By 1985 
there were 3.1 millo persons in this age 
group. -aing it the fastest growing 
Segment of the population. The problem of 
this significant group, especilly those 
relating to fertility, cannot be ignored
because the consequence are diverse andfar-reaching. 

Pregnancy among teenager, is increasing. 
In the early 1960, the fertility rate among 
15 to 19-year- olda wan 141 births per 

1,000 wonen. In the lie 1970's, the me 
for heaw gup,had risento 168,
despi a decline in the number of married 
teenmrs. Meanwhle, the average age of 

has fallen, wit the average girl 
reaching sexual maturiy at age 13. Coupled 
with tis is the high levels of aexual activity 
among adolea ,, , which also tarts in 
early tocs. Soc mo o these ame 
unprotected, a good proportion of Kenym 
womm will have had at Let one pregnancy 
by age 20; aom of which ed in chil 
birth. The dmzogrihic impication are a 
shortened gionation gap, an extension of 
rroductive age-spas and high population 
growth. 

Adalcent aexuality and fegfility cents
certain health risks. Prtgnancy-related 

deaths md sicknesses am very high md 

pun y out ome a 
 mmOly
unfavourable. The riak of contracting 
sexually trmsmitted diseases is irspertod to 
be very high, particularly among 
adolescas inurban area. 

OBJECTIVES 

The overall goal of CSA is rac 
adolescent fertility mid relied problems in 
the kig trm through the fo owing genera 
objectives: 

to pomote cnaooreenive policies md 
approaches in the management of adokent 
health mid related problem in Kenya 

o to increase the understanding of the 

d imi O adolecen h mi ha 

related problems inK ya 


. to create md promote a co-cedinated 
to understmding and manging 

adokuac health md relatd isues among
the varous interested persons mid 

d 

Inorder to rease these objectives., the CSA 

uses the following state : 

* cdoct, analyse mnd compile all the 
exitig information on adolescent health 

* be involved in carnyng out rmeearches in 
the arca of adolescent heath through its 
members. 

diuamat t omation obtaie 
from the research to the relcvmt parties by 
mems of publications, seminars and 
workshops. 

create md expand a rAwork of 

i individual ad 
ouizntions in order to assure a co. 
ordicated ad collaborativc arc on 
iss-s reltd to Adolescent helth inKenya 

estabishh a funding mechamm through 

it Secretria oasit es r earh. e
 

indere in a t health.
 

PROSED PROGRAMME OF
 
ACT VTES
 
Rarch
 

Research is one of the two primary foci Of 
CSA. Only a few studies have ben 
conducted on adolcscents in Kenya, and 

eo in scope.these have ber linite 
Knowledge is essential for appropriate 
plannin of intervention strategies such as 
sex educati/family life education for 
adolecenu. 

As a reflection of W sope of infomation 
ed, the membrs of CSA a 

comnitted to uadertaking multi-.dipliciy 
and other varied approsc to research on 
adolescence. Five priority areas have been 
idntifed with their specific sub-topics: 

1. Adaluceiv Swalky 

Extent of adolescent sexuality 
in Kenya 
Ddcminints of adolescent 
sexual practices 
Outcome of adolescent scxual 
pactcesEvaluation of interventiond 
measures 

(S).tuionsSus/l trnsaivdDinmse(S D)amon ,4 m 

Extent Of the problem 

Deant of the STDs 
Outcome of STDs 

Evaluation of interventional 
measurs 

3. Abo~tm &AangAdolueente 

Extent of the problems of 
abortion 

t of abotion 
Types abortion 
OutcCrUoof abortion 



Evahaiusio of inleventionlil 
.munes 

4. 	 CwMiahsg hq~rRIey 

Dsermine the magnitude of 
adolescent pregnancies 
Dotorminants of contiui 

ci 
Determination of health services 
Logal and social slaus of 
adolescent mad their 
offspring 
ComPlicstiona 
Evahiation of intertion 
measue 


5. C-s0i--pd f- A larem-

Extent of omrcqtive use 
Factrs which determine 
centracqp€tve use 
Evaluation of intervention 
measures 

Intervention Measures 

The second focus of CSA is designing and 
implementation, of three intervention 
measures: 

* educational progrnmaea for , 

parents, community leaders and teachers 

" counseling facilities 

Spublic information on various asects of 

adolescent health 


Dissemination of trsarch findings will be 
through periodic publications; confenmces, 
symposia, seminar and workshop; and she 
lare mass media, especially to taret 
schools, the community at luge and other 
institutions. 

PAST AND ON-GOING ACTIvTIES 

Since the mid-1980., the CSA researchers 
have documented, through a variety studies 
the socio-medica problems associated with 

youth sesualy, reproduactive heamtand 
abortion in Kenya. 

Duin ita shrt existence, CSA has 
collete, analysed an comi led exist"n 
information on adolescent fhizy and 

abortion in Kenya. Other research 

activities carried out by CA mad ha
 
members amattached (ee list of rsearches 
by CSA members). Through dissemination 
smmear, the CSA has helped So create 
awareess of Adolescent Sexuality and 
Fertility issues amng~ she scientific and
 
NOO communities lacaly mad abroad. 


The CSA initiated and helped to organize 
the First Inter-African Conference on 
Adolescent Health in Nairobi inMarch, 
1992. Following this oonfereace, the CIA 
has produced two video tapes which ar 
available for we by ierated panies. 

CSA is involved in compilin and editing 
the Confance proceedings. 

CSA also organized a diasemaon 

workshop for Abortion Studies haded by 

the Population council at Ie aa Mount 


i 1992. 

OTHER ACTnT S 

1. CA has taken a leading role in the 

launching of the Africra Association For 

the Promotion of Adolesent Health 

(AAPAH) 

2. Inconjuniction with PATH and CPO, 
CSA held the Joint Youth Initiative 
Workshop in Naivasha. This was a pre­
advocacy workshop mpreparation for the 
joint advocacy activities together with youth 
savi organization. 

3. CSA in realizing the goal of networking
with other organizations and individuals 
interested inadolescent healh activities was 
istraum amlauinching and hosing 
Kenya Association for the Promotion of 
Adoleact Health, the Kenyan chapter of 
AAPAH in Naivasha on February, 1994. 
The objoctives of KAPAH arm 

To promote adolescent Health activities in 
Kenya by: 

(a) 	 Recruitment of members 

(b) 	 Supporting the establ shment of 
adolescent health services 
inchiding comseling, treatment 
Md community centres. 

(C) 	 Promotion of adolescent­
friendly activitie by 
encouring public education, 
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prnary health care and school 
education programme. 

(d) 	 Eneourngig positive policies 
set by the govrnment, 
Ministries Ad Local 
Authorities. 

(e) 	 Networking and commicAtio 
with other bodies with shila1r 
interest locally and 
ktrationally. 

() 	 F ad-rii.; to sponsor 
adolescent health can activities. 

(9) 	 SupportiOg adokscn research 
projects. 

(h) 	 Holding periodic workshops,
 
seminars and conferences oa
 
adolescent health. 

The chairman and secretary of KAPAH am 
CSA members. 

4. CSA will be involved in major Advocacy
activities in conjumction with JHU/PCS, 
FPAK, CPO and PATH, beginning March, 

1994. 

Structure 

The Managnment of CSA is carried out by 
the Executive Commiuee consisting of a 
chairman, vic-chr , secretary, 
treasurer, depuy treasure and two co-opted 
members, who srve for three years. 



Exective Committee 

Cbairm Prof. H.W.O. Okoth-Ogando 

CSA 
P. O. Box 19329 
Nairobi 

Vice- C(baibMW& Dr..Khana 0. Rogo 

Deartnt of Obstetrics and Oynaccology, 
University of Nairobi 
P. O. Box 30588, Nairobi, Kenya 

Executive Secretary: Dr. Wangoi Njau 
De aunot of Sociooy 
University of Nairobi 
P. O. Box 30197, Nairobi, Kenya 

Treasurer Dr. Zibcoo Muganzi 
Poulon, hstimst 
University of Nairobi 
P. O. box 30197, Nairobi, Kenya 

Members: Dr. Wanjlu Kabira 
Deparment of Literaure 
University o Nairobi 
P. O. Box 30197, Nairobi, Kenya 

Dr. A. B. N. Maggwa 
CAPS 
P. O. Box 60054 
Nairobi 

There is a Board of Three Trustoea for the CSA, registered tnder the Trustee (pcrpeta Succcsioa) Act, Cap. 164, Laws of Kenya. 

A modest Secretariat ensures proper execution of the services of C&A. This includes a full tinm executive director, who overseas all the programmes, a 
secretary-cum-admiaisrator and a measager/cleaner. This will be expanded to include an acounts off er, a research coordinator and other prsonnel 
deemed necessary by the Exccutive CommiUe. 

Support Group. 

The folowing organizations have supplied administrative suppor, and funding for the inaugural wodrshop, past research and on-going resarch pmjocts: 

- Population Crisis Committe
 
- Population Council, New York
 
- OTZ Support Unit. Nairobi
 
- Ford Foundation, Nairobi
 
- AIDSTECH- Family Health International
 
- PATH - Programme for Appropriate Technology inHealth 
- Contre for Population Options 



CENTRE FOR THE STUDY OF
 

Centre for the Study of 

Adolescence: 1989 


Kidula, N : 1993 


Koigi, K : 1988 


Lema, V. M, Kamau R. K 

and Rogo, K. 0: 1989
 

Lema, V. M and Njau, 

P. W. 1991 


Lema, V. M and Kabeberi 

M. J 1992
 

Magadi, MA and Kuyoh 

M. A: 1993 


Muruli, L. A, Ngumbi M 

and Nguli, M. 1993 


Njau P. W and 

Lema V. M: 1988 


ADOLESCENCE (CSA)
 
RESEARCH PAPERS
 

Proceedings of workshop held in 
Mombasa - Coast Province 
April 28 - 30, 1989 

A survey of knowledge, attitude and
 
Practice- Induced abortion among

Nurses in Kisii District
 

Proceedings of the inaugural
 
workshop held at Duduville -

Nairobi.
 

Epidemiology of Abortion in Kenya
 

Abortion in Kenya. A traditional
 
approach to unwanted pregnancy.
 

A Review of Abortion in Kenya
 

Abortion: Attitudes of medical
 
personnel in Nairobi.
 

A survey of knowledge, Attitudes
 
and Behaviour relating to sexual
 
and contraceptive.
 

A Review of Research in Adolescent
 
Fertility in Kenya.
 



Oniang'o R 


Rogo, K. 0. 1993 


Ongoing: 


Ongoing: 


Adolescent Fertility "Who chooses
 
Abortion" Report submitted to the
 
Population Council.
 

Analysis and Documentation of
 
Research on Adolescent sexuality
 
and unsafe Abortion in Kenya.
 

Compilation and Editing of the
 
First Inter-African Conference on
 
Adolescent Health.
 

Women and Health in Kenya.
 
Funded by the NetherlandSEmbassy.
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BUDGET FOR PUBLISHING THE 1ST INTER-AFRICAN CONFERENCE 
ON ADOLESCENT HEALTH, HELD AT SAFARI PARK HOTEL, 
NAIROBI, KENYA IN FEBRUARY 1992 

Number of copies 1500
 

K- uss 
Typesetting 72,000.00 1075 

Colour separation 12,500.00 186 

Cover Design 5,000.00 74 

Printing 780,000.00 11,641 

Postage I00,000.00 1,515 

Total Ksh. = 969,500.00 US$ 14,493 

See details next page
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BUDGET DETAILS 

For 1500 conies 

Report - 288 pages each 

Size: A4 

Extent: 12 pages 

Material: 110 gm 

Text: 1 colour 

Cover: 4 colour 

Copies: 1,500/= 

Typesetting/layout/Design - 250/=pp 

Cover Design: 5000/= 

Priority Historical - 24 pages - 65,500 

Type setting 

Colour Separation 

Cover Design 

- 72,000 

- 12,500 

- 5,000 

PRINTING 

Postage 

- 288 pages Ksh 65,500 per 24 pages 

- 500 copies at Ksh. 200 per copy = 

= 780,000/= 

100,000/= 



BUDGET FOR PRZNTING OF THE FIRST INTER 
- AFRICAN CONFERENCE
 
REPORT
 

Size : A4
 

Extent : 12 pages
 

Matereal : 110 gm
 

Text : 1 colour
 

Cover : 4 colours
 

Copies : A : 20
 
B : 2000
 

Priority historical - Shs. 65,000 for every 24 pages
 

Document A: 150 pages 'comprehensive report) - 20 copies
 
Document B: 60 pages (summary report) - 200 copies
 

Ksh. US$ 

I. Type setting 
A: 45,000 818 
B: 18,00 327 

II. Cover design 
A: 3,000 55 
B: 3,000 55 

III. Printing 
A: 63,000 1145 
B: 320,000 5818 

IV. Dissemination and 
Postage of Document B 100,000 1818 

TOTAL 552,000 US$ 10,036 

Exchange Rate Ksh. 55 to 1 US $
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DRAFT PROPOSAL FOR A NEEDS ASSESSMENT FOR AN
 

AFRICAN WOMEN'S HEALTH NETWORK
 

INTRODUCTION:
 

In the last two decades or so, global attention has been focused on 
maternal illness arid death. The Safe Motherhood initiative and 
other programs on health have sought to mobilize and expand efforts 
to improve maternal health services. The link between the health of 
women and social, cultural and economic factors has also been 
high].ighted thus broadening the agenda for women's health. 

The interest that has been awakened in women's health is evident by 
the many metings held on women'S health in Africa in the recent 
years. 'Phe first Regional Congress of the Medical Women's 
International Associ ation (MWIA) for the Near East and Africa 
Region, was held in Nairobi from November 29 to December 3, 1.993 on 
1 he t~heme: "The Health of Women and Safe Motherhood". Dtri]ng tIile 

Scnr- plailantinq activities it hocnme clear that a mechanism to 
Follow-ip the action p.ans and recommendations arising froi the 
conncress, woutd be reqired if the congress was not t-o be an end in 
.i s I F. I.t was ejv.i-ageqd Lh.at i fel.t necessary, suchi a meclrini.sm 
a Regional Women's Ilealth Network would emerge from t:he congresns 
deliberations rather than be developed independently. 

An Afr:ican health network coordinated, controlled and owned by 
African women has great potential for enhancing the health of 
Afr.ican women. For several decades, health needs of African women 
have been perceived and defined from external forces. The 
corresponding health services and other interventions have 
therefore been modelled along these external perceptions, values 
and training. If African women are to be expected to understand 
and resolve the numerous constraints to their health and well­
being, the channels of communications from the grassroots level to 
tihe national and international levels have to be strengthened. 
women lhave to begin to understand that their problems though lin Ique 
to them are sha-,:ed by other women on tihe contlinent. A |liml.tH 
letwork will. facilitate the slharing of information on problems and 

po.93 ble so]uti.ons. Such exposure and cross- ferti] ization of ideas 
and experiout iai exchanige and linkage can bring a fresh perspect-fve 
and1 much needed sol.idarity anid pressure from tile women tlhemnelves. 
Stich a network has great pnt:ential for enhancing part tiersihi p 
betweeni prolersi.ona women and women at tihe grass-roots level - Tli.i 
lias major imp] .cations for the development of programs that: are 
sen.Sitive to tile needs of the intended beneficiarle.s. ITL J.s 
anlt:i( iPated that the net:wo .-k will play a major role in enticli.i nq 
inter -liscipli inary atid inter-sectora] collaboration at all levels. 

http:meclrini.sm


All -fr'fr ivr- tIpalt-.h n t-'wrrl, will al.:o a mainrplay i-nl, in sef.l' qtheR hal'l aq-1nda for Afrir-an women and as Surch wnlld serverpiinve t:osnte of the i m1a I ancs that current- 1y exist, whe re A Fri canWomen are releqated tn l:he rnle of passive reci.pients of donoras i srance whether siuch ass i st-ance is deemed by them to he;4pprnprialte or inot. 

Ioispi 1-,- [' fa"l Ha- a r-n is-isuis was -earher nn t'hr- need for
effective Afrircan Women'sW 

an 
llr]i-h Ntf-wnrk it was alsn acknowledgedIhat- some- n-f-wnrks al-ready P×ist in the r-qion. The-ofore in orderfor the nrtwnlrk to sys-em-iairally and qualitatively develop andopera te, tlhe fi rst step wiild ho o t ake stork of where Africanwn,,en are with networkinq and itlefn-ifytn existing gaps. While its recoqni 7r1 t-hat t-h-re are- several national networks and a fewrci]on-spcirFic nnes, t-fher is st i l. no effective network that1 inks uip wninl' 's heal 1-h arilncaf-es, prnqram planners, pol. icy makersal head l prnfssionals ni the Afri an crintinent. rn kepi nq withth- reco,mmnirdat-itns of t-he part-icipayits at the MWIA regionalronqcress we -hei -Fni-r propnse f-lie fnl Inwinlq: 

To develop an effective network for 
the African region that
specifically addresses 
issues related to the health of the
 
African woman.
 

[II odrr t o achieve lhi s objlctiye, ift is necessary fir.tdeftermien whet tier tothere is an actuial need to establish a newnetwork i.n the req.on or whether the strengthening and linkingof a lre(aiy existing netwnrks woiuld be a more 
tip

loqical course ofact-inn. Jf- was therefore recommended that prior to action directedspecrifcal.y at settinq uip a new network i.t is necessary to conducta needs assessment. To facilitate this process, the Kenya MedicalWomen's Assnciat-ion(KMWA) was proposed as the coordinating body.Kcy persnns 'An different countries would be Identified to act as
cnntacts For ohtaininq infnrmatqion on existing information 
 onnownrks wi ['hi n each cnitiry in f:he reqion. The MWJA and the
riot: i nna 1 medi cal wnm-n 
' . associ at inns were proposed as the umbrel I ahodi .s ,,nder which t-he rnnrdinatnr arid key persons wouldfrom . S be dtrawnvera I part icipating couintries at the fj rst regionalcongr-ess suibmit-ted names for the key contact person in thei'r
 
coint ry.
 

r,npist iral Iy set t-inlg nfip the ne twork is envisaged t'oil t' I'ws pa . Phase I w.i 11 i nvol v 
take place

conduct 1 ng a needsass-spntl , anaIysi .s, anrl idet i 7i rat! on of mora I.tnfworl-, I . ies of f-liei f.:hr 1auiel,n-hinq a new network or strerqthli'linq
clk aimntiqI il ll n M isI inq ne f works. Plase TT will i tirlillde plail l'nlqandl .f'ahl ihi ui th type of ne-wor-k iri n. i fied i in Phase 1.Psut- I q su- ni,-"rlaru'e , mrn iltor-:i n andt eval at-ion of f-he network wil Iform I1h marin r'oinpo? inif.s of Phase T I.T. 
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OVERALL OBJECTIVE FOR PHASE I
 

T6 conduct a needs assessment for the launching of the African 
Wbmen's Health Network 

SPECIFIC OBJECTIVES FOR PHASE I
 

1. 
 Identify the existing health networks in the African region
 

2. 	 List the objectives, goals, membership, structures and
 
activities of the existing networks
 

3. 	 Identify priorities of women's groups within the region
 

4. 	 Identify the needs of these networks in relation to technical
assistance, human resource and material needs
 

5. Identify needs, modalities and feasibility of establishing

collaborative activities among the existing networks
 

6. 
 Identify strengths and weaknesses of existing networks
 

7. Identify enhancing and inhibiting factors for establishing
collaborating mechanism
 

To achieve the objectives for Phase I, the processes involved will 
include: 

a) 	 Identification of country contact persons among participants

to the let Regional Congress 
of MWIA Near East and Africa
 
Region.
 

b) The countries that were not represented during the congresswere 	to identify contact persons within their national medical
 
women's organization.
 

r) 
 Where is may take too long in countries without associations. 

The ro.le of the contact person will be:
 

I. 	 To identify organizations both Governmental, Non governmental
and International agencies that deal with women'i health
 
issues in their countries.
 

Process: 	 information various1. 	 Seek from United Nations 
office
 

2. 	 seek directories
 
3. 	 NGO liaison groups.
 

2. 	 Visit the organizations and collect information needed throughthe semi-structured questionnaire appended.
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3. Submit competed questionnaire to Coordinator in Nairobi 

trhe role of the contact person is to .ident:ify existing organization 
dealing with women health issues in their country. This will be 
done using directories (where they 
exist, for eg. the SOMANET 
directory), and information from organizations such as WHO, UNICEF
and the NGO liaison group and others. The contact person would then 
administer semi-structured questionnaires to the identified women's
 
groups (both governmental and non-governmental organizations)

These completed questionnaires would then be submitted to 

. 
the 

coordinator. 

The coordinator will be based in Kenya. Among the tasks of the 
coordinE'tor include; 

I.) identification of country contact person, 

2) design and mail questionnaires; 

3) collate and analyze information received; 

4) based on the findings of the needs assessment, decide on the 
modality of lauinching of the network; 

5) dissemi nate information 
 regarding the needs assessment
 
findinqs and decision on type of network to participating
countries through newsletter, workshops Rnd conferences; 
prepare to launch the network as soon as feasible. 
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WOMEN'S IlEA!,'niI NEjWoRK 

QUESTIONNAIRE TO BE AI)MINISTERED TO ORGANI ZATIONS INVOLVED IN 
WOMEN'S HEATH ACTIVITIES: 

I. COUNTRY: 

2. NAME AND ACRONAME OF ORGAN IZAT.ION:
 

I ADDRESq:
 

4 . PHONE : FAX: 

S. NAME AND TITLE OF PERSON INTERVIEWED:
 

,. TYPE OF ORGIANIZATION:
 

6.1 NGO 

6 . 2 GOVERNMENTAL 

6. 3 INTERNATIONAL _ 

6 . 4 PROFESSIONA]J 

6.5 OTHER (Specify) 

7. WIIAT IS TlE GOAL OF TIlS ORGANIZATION? 

ALtacli broclmlre if any: 

8. WIIAT AR THE OBJECTIVES OF THE ORGANIZATION? 



9 ELIGIBIItTY FOR MEMRERSITP IN THE ORGANTZATTON
 

9.1 	1 J Open to anybody 

9.2 	[ ] Limited membership
 

membership criteria

If limited membership indicate 


10. H1OW MANY ARE TH1E MEMBERS ?
 

WHAT 	IS THE COVERAGE OF THE ORGANIZATION
11. 


11.1 NATIONAL
 

11..2 REGIONAL
 

11.3 INTERNATIONAL
 

WHAT 	ARE THE AFFILIATED ORGANIZATIONS?
12. 


(Please tick
13. 	ACTIVITIES RELATED TO WOMEN'S HEALTH 


appropriate box and explain activity in the space provided)
 

13.1 [ 1 	 NETWORK 

13.2 1 FAMILY PLANNING 

13.3 [ 1 CURATIVE CARE 

COUNSELLING
13.4 [ 1 

13.5 	 1 1 WOMEN GROUP 

OThIER:13.6 1 



14. WHAT ARE THE STRENGTHS Or THIS ORGANIZATION? 

A. 	PERSONNEL:
 

POSITION 

QUALIFICATIONl
 

1.
 

2. 

3.
 

4
 

5,
 

B! MATERIALS!
 

1. TRANSPORt.....................
 

VEHICbES, ..............
 

Ptjts:........................ 
 6
 

2. DOCUMENTATION:
 
COMPUTERS 
.....TYPEWRITER9....................
 

3. COMMUNICATIONS
 
T 8LEPFHONE : . .FACSIMILE "' 
OTA IM 
 ............
 

OTHER
 

WIhAT AREAS DO YOU ThINK ARE DEFICIENT IN YOUR ORGANIZATION47
 

BEST AVAILABLE DOCUMENT
 



FOR AN ArR~I (AN 
~ I N V0111FR IPTNwi. 1W) Y011 Ti INK1MIii!Rl IS~ A MFRRD 

WOMPN ' 1t !A IM1'1 NFIW('RIK? 

1S. 2 [ NO
 

1S l I YRq F, NO)
 

IS. 4 11NOT? RT11?r
 

.. 5.6 1JDON'T KNOW
 

tf6. 	 If ypp t*o fjp .15.nve itirlicstf- what role youl wollid percPeive 
tthi.g nietwork to r-i-forin. 

17i. Ir No, p'Il-asrP qiv- i ioi 

(1pIr.a.c~e aIttach yniir ;;squiriation's brochui.-t detailing activities.) _ 

jB~ kVNWPA'- DQccuu 



MCFO/~ 

Kenya MedicalRoad
 P.O. Box 49877 
Tel/Fax: 560813Women's Association 

The Kenya Medical Women's Association (KMWA) draws its membership
from women medical doctors and dentists registrable in Kenya.
was founded in March 1983. 
KMWA
 

Our main Qbi=jy 
 are:­
1. 
To provide a means of communication to medical women in
different parts of the country and to foster friendship and
understanding amongst them.
 
2. 
To offer opportunities for medical 
women to meet, confer and
take necessary action on matters relating to the health and
well-being of the various communities they serve particularly
relating to women and children.
 
3. 
To afford opportunities for medical 


professional and related bodies. 
women to have a voice in
 

4. To encourage young women to enter into the medical field and
related professions
 
5. 
To encourage, commission and conduct research into health
problems relating to maternal and child health.
 

The major activities of 
 the association 
 fall 
 under 
 three
 
categories:
 

A. ervicetotheCommunity
 
The members of 
the Association have taken
freely 
offer their expertise up the challenge and
country e.g providing maternal 

to the needy communities 
in the
and child health 
care services,
health education, and counselling on topical and relevant issues.
 

I. 
Medical field days in Korogocho and Kangemi villages, Mukuru
and Kibera (urban slums) in Nairobi, Ndeere sub-location and
in Machakos.
2. 

3. 

Tubal ligation at Pumwani Maternity Hospital, Nairobi
Immunization project at Ndeere Health Centre
4. 
Pap smear examination in Siaya District and Dagoretti Health
Centre, Nairobi
 



B Continuing Medical Education
 

KMWA holds annual scientific seminars to promote the advancement of
 
medical knowledge and practical skills not only for medical
 
colleagues but also for other professionals in related fields.
 

The~mes discussed during Scientific Seminars include:­

1985 - Women and Health
 
1986 - The Adolescent - Medical and Psycho-social aspects
 
1988 - Your health is your responsibility
 
1989 - Child abuse and neglect - with published proceedings
 
1990 - Women and health awareness workshop
 

- National Workshop on World Summit for Children: A Kenyan
 
Perspective
 

- Women, Children and AIDS - the occasion of World AIDS Day
 
1991 - Parliamentarian's seminar on AIDS
 
1992 - AIDS orphan survey dissemination workshop
 

- Screening for cancer of the uterine cervix for
 
medical professionals, health visitors and family planning
 
workers
 

1993 - Quality of Care (QOC) and Contraceptive Technology Update 
for medical professionals and family planning managers. 
KMWA/CEDPA. 

- MWIA Regional Congress on the Health of Women and Safe 
Motherhood 

C Projects and Publications
 

1. 	Well Woman Clinic
 
2. 	Technical assistance for Quality of Care (QOC) and QOC
 

Assessment for Family Planning Sub-projects of the Centre
 
for Development and Population Activities (CEDPA) in Kenya.
 

3. 	Intercountry Study on the Health of Women.
 
4. 	Pre-summit workshop - Kenyan perspective (UN World summit
 

for children)
 
5. 	Plan of Action after U.N Summit for Children
 
6. 	AIDS orphan survey in Kibera
 
7. 	Female circumcision study
 
8. 	Review of Child Laws in Kenya
 



APPENDIX A
 

DRAFT 

DRAFT OUTLINE OF ACTION *PLANS ON WOMEN'S HEALTH 

The first Regional Congress of the Medical Women's InternationalAssociation Near East andAfrica region,was held in Nairobi, Kenya from 29 November to 3 December 1993. More than 500 participants attended,from 56 countries. The theme of the Congress was "The Health of Women and Safe Motherhood". Sub­themes included: Socio-Economic and Cultural Factors; Reproductive Health - Sexuality and Fertility;Health of Girls; Maternal Mortality and Morbidity; Reproductive Tract Infections and Related Problems; andNetworking and Communication. The Congress was organised by the Kenya Medical Women'sAssocialion, with support from hternational,regional and local agencies, as well as private sponsors. Thefollowing statement leflects and stumma/izes the discussions during the Congress, and outlines therecommnendations for atfion to improve the health of women ii Africa and the Near East. 

This neetinq highlighted, in convincing and sometimes alarming detail, the healthproblems that afflict females throughout their lives. During infancy and childhood,riialnutrition and infectious diseases kill thousands of girls; in some countries social andcultural practices negate the biological advantage of females, leading to higher mortality forfemales than males in certain age groups (especially 2-5 years). During adolescence, un­wanted pregnancy and sexual exploitation can cause physical, emotional and psychological 
damage, with lifelong consequences. 

The pages that follow outline key interventions to prevent unnecessary death andimprove the health of females throughout their life span, as discussed and recommendedduring the Congress presentations, panels, workshops and discussions. We recognise that
not all countries can implement all of these interventions at once, and that not all the specific
recommendations that were made during the Congress 
are reflected here; priorities must beidentified, national capacities must be taken into account, and different cultural, economic,and social contexts must shape the actions taken by the participating countries. Neverthelesswe, the participants of the Congress, hope and expect that all the countries represented herewill begin the process of implementing the plan of action immediately, arid as delegates tothis Congress we commit ourselves to taking the steps necessary to ensure that this willhappen. This includes working together, as individuals and through our organisations, toensure that necessary investments are made in providing adequate health, education aid 
other social services for girls and women. 



PLANS OF ACTION ON WOMEN'S HEALT-. 
L-IF-TAGES RELATED PROBLEMS STRATEGIES AND ACTIVITIESChildhood(0-10 yrs) All childhood problems * Mobilise political will and public commitment to ensure compliance with U.N. Convention onSWhere appropriate, icreate task force or other body to moniter implementation of NationalPlans/Programmes 	 iof Action following up on World Summit for ChildrenDiscrimination in access to


food, education, and 
IEC and gender sensitization of the community
• Outreach by health workers to ensure equal coverage for allchildren by health services (e.g., for immunisation, ORT, basic curative care)ence) 
 ** School feeding programmes, where feasibleCompulsory education and/or 	affirmative action policies in schools (subsidies/preferentialadmission for female students)Excessive workload for


girs (household tasks, in-
• 
Promotion of labour-saving devices to reduce workload of women and their daughters0 IEC to modify socialisation and childrearing practices with regard to boys, and increase malecluding care of sib lings) involvement in household tasks (including child care)

Female genital mutilation 	 * Legislation to prohibit the practice
* 
 Community education on health consequences of FGM* Culturally appropriate/sensitive IEC to combat the practice
Promotion of alternative sources of income for practitioners of FGM (e.g., TBAs) iChild labour and prostitu- *tion, and other forms of Legislation to protect children's rights, including laws prohibiting child labour, and enforce--
meit and monitoring of those lawsexploitation •IEC for the community 	 ; 

I
* Promote educational opportunities for girls (as above)
Child abuse, including 
 * Enactment of protective legislation, and enforcement and monitoring of lawssexual abuse 
 * Adequate punishment of perpetrators0 IEC/community mobilisation to recognise and combat the practise
* Education/training for health workers to recognise and respond to signs of abuse* IEC/education to encourage parents to spend more time with their children 
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LIFE 
STAGES 
Adolescence 

(10-15 yrs) 

RELATED 
PROBLEMS 
Early sexual 

activity 
0 

0 
0
* 

1A 

Establish minimum legal age at marriage (where necessary) and enforce/monitor legislationCompulsory and free schooling for all childrenPunish sexual exploitation of young adolescentsIEC for community (incl. men) on health and socio-economic consequences of early pregnancy* IEC for adolescents: 
* Use positive mcssages, promote alternatives to early sexual actvity* Address specific knowledge gaps (based* on research findings)Sex education, starting at appropriate age (before sexual activity is initiated):* 
" 

Train teachers to improve their knowledge and communication skillsProduce educational materials specifically targeted for adolescents" Target out-of-school youth" Integrate with moral/religious teaching" Use traditiona channels of information (e.g., aunties, grandmothers, err.) and revive traditional sancions 
against early sexual activity0Education/training for parents to improve communicationEarly and un skills for talking with youth0 Family life/sex education (see above)wanted pregnan- * Ensure 

cy 
access to family planning services, humane treatment of abortion complications and, where leg:isafe abortion servicesEliminate medical and social barriers (e.g., ensure confidentiality at FP clinics, sensitise health/famil,

* 
planning workers to needs of adolescents) 

* 
Design and implement service delivery programmes specifically for adolescentsTrain health workers in management of unsafe abortion, including clinical management andhumane/sympathetic treatment* Establish/strengthen community-level education, training and income-generating opportunities * Rehabilitation for school drop-outs, including continuation of schooling* Establish/expand peer support and counselling programmesSTDs and S 

RTIs,including 
Family life/sex education (see above), including counselling* Ensure access to services for detection and treatmentAIDS a Eliminate medical and social barriers 
*0 Outreach through youth groups, schools,Provision of preventive methods (condom) for those at riskVesico vaginal 

etc. 
" Same as&recto vaginal tor "early and unwanted pregnancy" (see above)0 Promote delivery in health institutions for young mothersfistulae 0 (under age 18,Provide access to rehabilitative and esp. under 16)services (surgery)' 

Malnutritionincl • Target adolescents for food and iron supplementationto prevent cephalo-pelvic disDroportionuding anaemia) * Nutrition education, for adolescents and Parents/community 



LIFE STAGES PELATED STRATEGIES AND ACTIVITIESPROBLEMS 

Reproductive STDs and RTis 
Ages 

(15-49 yrs) 

HIV/AIDS 

Infertility 

0 	 Educate women on preventive behaviour and recognition of signs-of-STDs/RTis ,

o Train health workers in detection and treatment
* 	 Educate community on dangers of traditional practices that put them at risk* 	 Develop community guidelines for education and counselling; involve range of health and community 

1 
leaders, including TBAs and traditional healers 

* Encourage cooperation of men regarding prevention of RTIs and STDs0 Screen clients for risk factors before giving contraceptive method, select most appropriate (e.g., no IUCD 
for women with STr)/RTl)

* Establish "well-women clinics" offering comprehensive reproductive health services (antenatal, family
planning, post-partum, 
treatment of infertility, STDs/RTIs) to help avoid the stigmatization of STD clinics 

a Hold special Congress to develop strategies for dealing with HIV/AIDS* Educate public on dangers of practices that put them at risk of HIV infection
* Sensitise communities on how to support HIV-positive women 
* Educate men regarding HIV transmission, and encourage use of condoms 
e Use traditional folk media to reach people and elicit feedback0 Continue research (i.e.; why high rate of condom breakage in Africa? new trends of transmission?)* Encourage community responsibility and involvement; i.e. parents as role models, peer group counsellino
* 	 Encourage government to commit to HIV/AIDs control as a 

priority 

0 Prevention of STDs and RTIs, as above
* Increase use of post-partum and immunisation clinics to help prevent secondary infertility
* 	 Educate communities regarding causes and treatment of 

infertility 
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LIFE STAGES RELATED STRATEGIES AND ACTIVITIES
 
__ PROBLEMS 

Reproductive STDs and RTIs a Educate women 
Ages 

on preventive behaviour and recognition of signs of STDs/RTIs* Train health workers in detection and treatment(15-49 yrs) 0 Educate community on dangers of traditional practices that put them at risk* Develop community guidelines for education and counselling; involve range of health and communityleaders, including TBAs and traditional healers
* Encourage cooperation of men regarding prevention of RTIs and STDs* Screen clients for risk factors before giving contraceptive method, select most appropriate (e.g., no IUCDfor women with STD/RTI)
* Establish "well-women clinics" offering comprehensive reproductive health services (antenatal, familyplanning, post-partum, treatment of infertility, STDsRTls) to help avoid the stigmatization of STD clinics

HIV/AIDS 6 Hold special Congress to develop strategies for dealing with HIV/AIDS
• Educate public on dangers of practices that put them at risk of HIV infection
* Sensitise communities on how to support HIV-positive women* Educate men regarding HIV transmission, and encourage use of condoms* Use traditional folk media to reach people and elicit feedback* 

* 


Continue research (i.e.; why high rate of condom breakage in Africa? new trends of transmission?)Encourage community responsibility and involvement; i.e. parents a-, role models, peer group counselling* Encourage government to commit to HIV/AIDs control as a 
priority 

Infertility 0 Prevention of STDs and RTIs, as above
" Increase use of post-partum and immunisation clinics to help prevent secondary infertility* Educate communities regarding causes and treatment of 

infertility 



LIFE STAGES RELATED STRATEGIES AND ACTIVITIES 
@%productive PROBLEMSMaternL Set clear objectives for action; i.e., link research findings vvitb clinical service-
Ages (cont.) • 

mortality 
* Change focus of discussion from "causes" and activist groupsof maternal mortality to operational research" and activeprevention 

Establish task forces/pressure groups* at country, regional and international levels to follow-up action
Design action programmes that respond to regional variationsPromote greater community involvement using available structures (women's groups) and channels(TBAs)

Carry out comprehensive Safe Motherhood IEC: 
0 

Promote recognition of Safe ilotherhood as
* Use 

a human rights issue throughout a woman's lifespan* 
mass media to create public awareness of importance of Safe MotherhoodConduct community-based health education targeting women, families, and communities to promote• 


appropriate health behaviour (especially recognition of signs of pregnancy-related complications)
Prorrote community involvement in dealing with obstetric emergencies (e.g., transport andcommunication, blood donation, etc.)0 Provide comprehensive, high-quality maternal health services:* Training of health workers, especially midwives and TBAs, in clinical and inter-personal skills to 
improve the quality of existing servicesEnsure linkages between various levels of the health system in terms of monitoring, supervision,reporting (especially for TBAs)Develop treatment guidelines

* or protocols for the management of maternal complications" 
Provide adequate equipment and supplies for preventive, diagnostic and curative services

Incorporate concept of Safe Motherhood into pre-service teaching curricula for health personnel 
" Strengthen national and regional training institutions to increase their capacity, establish registers of
 

qualified and accredited trainers, and target
provision women in particular for training in research and clinical servic_
* IReview existing policies regarding distribution/location of health facilities and personnel to ensureadequate coverage and accessibility of maternal health services0 Improve the utilisation of documentation for monitoring and evaluating programmatic progress 



LIFE STAGES 	 -7-RELATED STRATEGIES AND ACTIVITIES
PROBLEMS 

ReproductiveAges (cont.)Aes (Co nt.) Unwantedpregnancy andr 	 0g a c n departmentsTake advantage of "missed opportunities"e a t e tunsafe abortion 0 Access to all women, 
to provide family planning; i.e. maternity wards, outpatient

0 Identify and remove 
including unmarried women, adolescents, etc.hurdles, 

• 	 male consent, 

barriers to family planning; i.e. unnecessary requirements, economic, process
etc.Encourage medical community to acknowledge and address abortion as a health problem, and to takeleadership in advocating for legal and programmatic change• Integrate abortion-related care into Safe Motherhood0 Consider 	 strategiesestablishment of multi-disciplinarya Train medical staff in the 	

"safe abortion" task forcesuse of manual vacuum aspiration (MVA)* 

Reproductive 


Provide post-abortion family planning services in appropriate locations (e.g., gynaecological wards)* 
health and 

Improve understanding
Train/educate of women's sexuality
 

sexuality 

health providers to understand the personal needs and constraints of each client as ameans to improve the quality 	of services* 

0 
Improve male sensitivity to women's sexual needs; facilitate communicationCarry out research to identify the predominant norms, values and socio-economic determinants
affecting sexual decisions, risk perceptions, reproductive health practices and health seeking behaviors* Improve reproductive nealth technology 

Cancers (cervix, 

Conduct research into the causes of infertility, including socio-cultural factors, in concert withcate women importance of screening and identification of symptoms for early detection andbreast and 
uterus) 

* Edu'-contraceptiveonmethod research 

treatment of disease; involve 	women's groups in Promoting compliance with regular screening atappropriate intervalsTrain and educate health workers in clinical and interpersonal skills: importance of screening,identification of symptoms,* Provide drugs for pain control
and counselling 

0 Deveiop national screening programmes, including mechanisms for monitoringwomen's health cards and 	 coverage such as the usea national database	 ofMake screening available to all sexually active women, but target some groups; i.e.,sexual partners 	 women with multiple,* 	 or who began sexual intercourse atDevelop protocols for recommended 	 a young age
* 	 age at first screening and frequencyEstablishstrengthen capacity for management of early lesions,* Research the development of lower-cost treatment 

where feasible 
0 	 optionsCreate regional centres for laboratory diagnosis and/or treatment of cancers 



LF S TAGES ASSOCIATED PROBLEMS STRA-TEGIESAND ACTIVITIES
Menopause Problems of menopause 0 Education/EC4 fcr both women and men on:

Symptoms of menopause and explanation of the process 
Recognition of danger signs that are* not related to menopause (e.g., neoplasms)

Training of health workers to recognise menopause and counsel women
Carcinomas Icervix, breast, see "Reproductive Ages" above 
uterus) 

Elder[y (60-) Cancers 
Genital prolapses 0 

• 	
see "Reproductive Ages aboveTrain health workers to recognise and manage health problems of elderlyNutritional deficiencies, incl. * Strengthen social support systems, including:osteoporosis 
0Disabilities 	 Facilities to provide care or accommodation for elderly0 Family and community assistance for disabled elderly* Health education/IEC for elderly on: 
" Adequate nutrition (including calcium)
" Maintenance of exercise/mobility 



LIFE STAGES ASSOCIATED PROBLEMS STRATEGIES AND ACTIVITIES 
All Ages Mental disorders 

Violence 

Occupational and environmental 
hazards (indoor and outdoor) 

0 Prevention of mental disorders: 
" Establish and promote women's support groups
" 
 Address causes of mental stress (social discrimination and low status, workload,marit31 problems, substance abuse, violence, etc.) through counselling and other 

appropriate means 
* Improve existing services: 

* Decentralise treatment centres 
* Recruit/train additional staff 
* Subsidise cost of drugs for treatment

* Educate, sensitise and train all health personnel regarding symptoms and treatment ofmental disorders, through both pre-service and in-service training programmes* Develop alternative community-based approaches to treatment 
* Coordinate with other professionals (e.g., social workers) 
0 IEC to destigmatise mental health problems 
0 Enactment of protective legislation, and enforcement and monitoring of laws 
0 Adequate punishment of perpetrators
* IEC/community mobilisation to recognise and combat violence, including:
 

a Counselling and education for men
 
* 
 Campaign against substance abuse

0 Train health workers to recognise and respond to problems, including:
* Referral to STD services, counselling, and legal advice 
* Humane and sympathetic treatment of victims of violence 
* Collection of evidence, as appropriate

• Establish linkages with legal system and women's groups (for support/counseling) 
* Develop/define an overall policy
• Detection and management of environmental toxins 
* Train health workers to recognise symptoms0 IEC for the community to reduce or eliminate environmental hazards, taking into
* account traditional practicesPromote the development and use of appropriate technologies 
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USAID/TANZANIA STRATEGIC OBJECTIVE 3 

"Increased Use of Family Planning and HIV/AIDS Preventive Measures" 

Overview 

The population of Tanzania has grown from 7.7 million in 1948 to almost 27 million in1993. The growth rate is estimated at over 3%per year, with a concomitant doubling timeof just over 20 years. Population growth rates have increased since independence due tocontinuing high fertility and rapidly declining mortality. Women have an average of 7 birthsduring their reproductive lives, one of the highest total fertility rates (TFR) in the world.The population is also very young: approximately 54% are less than 15 years of age,
implying continued high population growth rates and high dependency ratios. 

Although the infant mortality rate (IMR) has fallen since independence, the present IMR of105 deaths per 1000 live births is still extremely high. Although immunization coverage isgood, other trends -- the spread of HIV, persistent malnutrition, malaria, diarrheal diseases,and other health problems -- will continue to keep IMR figures high. Maternal mortalityremains high as well, with 200 - 400 maternal deaths per 100,000 women. High maternal
mortality implies poor maternal health with negative effects on women's economic
productivity as well as their ability to care for their children. Although Tanzanian women
 are unique in that most of them report for at least one antenatal visit, poor health care
facilities, septic abortion, malnutrition and other health problems are contributing factors.
 

HIV infection rates are increasing rapidly, with national prevalence estimated at about 5% ofthe population. They are highest among the 15 - 45 year age group and infants, and areincreasing among adolescents. Sexually transmitted diseases (STDs) are an important
cofactor in HIV transmission; STDs are among the ten most common causes of outpatient
attendance in Tanzania. Because of the nature of the HIV/AIDS epidemic and the groups itaffects, AIDS will have far-reaching implications for Tanzania over the next several decades.Health and other services will be severely taxed as demands for treatment of opportunistic
infections (e.g., tuberculosis, skin diseases) and full-blown AIDS increase. As the ranks ofworking-age adults decrease, the work force will become younger, less skilled, and less
experienced. The numbers of orphans due to deaths of parents from AIDS has already
increased rapidly in many areas of the country. 

With the myriad of health problems Tanzania faces, USAID has chosen to concentrate its resources in the two areas of reproductive health where it can have the highest impact:
population/family planning; and AIDS control and survivor support. 

Please see the "Fact Sheet" (next page) for a summary of Tanzania health statistics. 
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1 Conclusions 

Fact Sheet 

1988 Population Data' 

Ttal population (milrions) ........................... 23.1 

Urban population (percent) ............................ 18 

Annual natural increase (percent) ...................... 3.1 

Population doubling time (years) ............ 23
........... 

Crude birth rate (per 1,000 population) ................. 46.0 

Crude death rate (per 1,000 population) ................ 15.0 

Life expectancy at bih male (years) ..................... 47 

Life expectancy at birth female (years) ................... 50 


Tanzania Demographic and Health Survey 1992 

Sample Population 
Women age 15-49 ................................ 9.238 
Men age 15-60 ................................... 2.114 

Background Characteristics of Women Interviewed 
Percent with no education .......................... 33.9 
Percent attended secondary or higher .................... 4.8 

Marriage and Other Fertility Deteyminants 
Percent of women 15-49 currenty married .............. 65.4
Percent of women 15-49 ever married ................. 75.6 
Median age at first marriage among women age 25-49 ..... 17.9 
Median duration of breartfeeding (Limonths? ........... 21.6 
Median durauon of postpartum amenorrhoea (in months) .. 13.3 
Median duration of postpartum abstinence (in monhs)2 ..... 6.5 

Fertility 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Mean number of children ever born to women age 0-49 .... 6.9 
Total fertility rate . 6.3 

Desire for Children 
Percent of currently roamed women who: 

Want no more children .......................... 16.6
Want to delay their next bi.h a' least 2 years ......... 23.9 

Mean ideal number of children among women 1549 ...... 6.1 
Percent of women giving a non-numeric response 

to ideal family size ............................. 13.7 
Percent of births in the last 5 years which were: 

Unwanted ..................................... 8.1 
.Misumed ................................... 15.2 


Knoswledge and Use of Faiiy Planning 
Percent of currently married womenl: 

Knowing aily method .. ................... 80.2 

Knowing a modem anihod ..................... 77.6

Knowing .amieni mehod And 

ko" 19 a source Ior Wne ii-hud ............. 71.1 

liAd ccr uscd any ulniiod....................... 25.7 

Curend) uiuig any me'thd....................... 10.4 


Pesni of currently married women currntly using: 

Pill....................................... 3.4
 
UD .......................................... 
 0.4 
Injecti................ 
 ................ 0.4
 
Diaphragm. foam.jay ........................... 0.0
 
Condom ...................................... 0.7
 
Female sterilisaion ............................. 1.6
 
Male mfflisation ...... ........................ 0.0
 
Periodic abstinence ............................. 1.3
 
Withdrawal ............................. 1.9
 
Other traditional ................................ 0.6
 

Mortality and Health
 

Infant mortality e ................................ 91.6 
Under-five mortality rates.........................141.2 
Percent of births' whose mothers: 

Received antestal care from medical provider ....... 91.8
Rctived 2or mome tetarus toxoid injectons ......... 71.5 

Percmt of births6 whose mothers were assisted at delivery by: 
Doctor .............. .................. 6.1 
Midwifelinined nurie/MCH aide.................. 47.0 
Traditional birth attendant ........................ 13.4 

Percent ofchildren 0-1 month who are breastfeeding ...... 99.2
Percent of children 4-5 months who anm breai.feeding .... 100.0 
Perent of cildren 10-11 months who are breasfeedng .... 99.2 
Percent of children 12-23 months who received:7 

BCG ..................................... 
 95.4 
DPT (three doses) .............................. 79.8 
Polio (three doses) .............................. 77.1Measles...................................81.2
 
Allvaccinations ............................. 71.1
 

Percent of children under 5years' who: 
Had diarrhoea in the 2 weeks preceding the survey .... 13.1 

Had a cough accompanied by rapid breathing
in the 2 weeks preceding the survey ............. 8.2Had a fever in the 2 weeks preceding the survey ...... 31.0 

Are chronically undernourished (stunted) ........... 46.7 

Are acutely undernourished (wasted) 9 ............... 5.6
 

1 Based on 1988 census data 
2 Current status estimate based on births during the 36 months 

preceding the survey 
3 Based on births to women 15-49 years during the period 0-2 years

preceding the survey 
4Excludes women who gave anon-numeric response to ideal family 

size 
s Rates are for the period 0-5 years preceding the survey (1987 to1991) 
6 Figure includes births n the perod 1-59 months preceding the 

survey 
7 Based on information from vaccination cards and mothers' reports
6Figures include children bor in the penod 1.59 months preceding 
the survey 

9 Stunted: percentage of children whose height-for-age z-score is 
below -2SI) based on tie NCIIS/ClC/WI0 reference population; 
wasled. perccntage of children \Nhosc hcigh-for-heighl z-scorc is 
below -2SD based on ihe NCIlS/CIX:AVI 1O reference populauon. 

http:Measles...................................81


Opportunities 

On the family planning side, although availability and utilization of FP services is low (useof modem methods is just under 7%), demand for services is high. The 1991/92
Demographic and Health Survey (DHS) indicate that 40% of reproductive age women wouldlike to space or limit births. The Government of Tanzania has developed a national

population policy and a new five year strategy designed to increase accessibility and
availability of FP services. It has encouraged donor technical assistance and deployedadditional personnel to work in the FP/MCH area. The existence of an already existing
integrated FP/MCH infrastructure has facilitated implementation of the National Family
Planning Program, and national efforts in training and information are underway. 

The Government has also established a National AIDS Control Programme which coordinatesnational and donor support in a variety of AIDS control areas. It recently developed its
second five year Medium Term Plan to map out implementation of activities including
condom commodity distribution, information/education (IEC) campaigns, 
 blood supplytesting, STD control, and research. The Medium Term Plan recognizes the contribution ofnon-governmental organizations (NGOs) to the fight against AIDS and has sought to
 
decentralize its programs to the regions and districts.
 

Although USAID has been the major supplier of condoms to the Government's public sector program, there has been growing Government support for alternative channels of condomdistribution. A USAID-funded social marketing program to sell condoms and other health
products on a commercial basis is now underway, and initial sales are 
encouraging. 

USAID Support 

1. Family Planning Services Support(FPSS) 

FPSS is a seven year project, approved by the United States and Tanzania Governments in1990. It provides up to $20 million to the National Family Planning Programme (NFPP) tohelp strengthen family planning/maternal child health (FP/MCH) services in Tanzania. Theproject purpose is to increase contraceptive awareness, acceptance and use. This will bemeasured by an increase in the ccrntraceptive prevalence rate over the life of project (LOP). 

The strategy of the FPSS is to improve the availability and quality of FP services, so as toenhance their acceptance and use by men and women who choose to space or limit theirfamilies. Although use of modem contraceptive methods is low (6.6%) and fertility is high(6.3), both men and women are knowledgeable about at least one modem contraceptive
method. More importantly, 30% of currently married women want to use FP to space
children or limit births altogether, but are not using any FP method. 

To meet this unmet demand, the FPSS provides technical assistance in areas designed
improve availability of contraceptive methods and access 

to 
to different types of services. 
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These areas include management, clinical family planning training, logistics, workplace andcommunity-based FP services, and information/education and communication (IEC). The
project supports national data collection and surveys, including the Demographic and HealthSurvey (DHS) and the Tanzania Situation Analysis (TSAS), as well as dissemination of thisdata to policy makers, health professionals and other groups. FPSS provides commodities inthe form of vehicles and clinic equipment and has helped to equip, hire staff and rent office 
space for the Ministry of Health Family Planning Unit (FPU). FP managers, training teams,service providers and other cadres receive special training through the INTRAH program.
Of special note is the support provided (through the Family Planning Association of

Tanzania, UMATI) to develop a network of trained personnel and service sites to meet thesubstantial demand for voluntary surgical contraception (VSC); and assistance to the NFPP todevelop a national training strategy and national curricula for service providers. Workp!ace­
based family planning and community-based distribution programs are being supported
through Pathfinder International programs with NGOs, specifically, UMATI, the labor union
(OTTU) and Tanzania Occupational Health Services (TOHS). FPSS provides almost 60%
of the contraceptives required by the NFPP, the balance provided by UNFPA and by ODA. 

A variety of cooperating agencies provide implementation assistance. These include the
University of North Carolina/INTRAH, Johns Hopkins University, John Snow Inc., the
Carolina Population Center, Pathfinder International, and the Association for Voluntary

Surgical Contraception.
 

Donor coordination is already active and encouraged. FPSS has worked closely with

UNFPA in areas such as training, logistics and contraceptive commodity support. ODA has
provided support in the area of contraceptive supplies, and extending VSC services. 
 GTZand other implementing agencies have worked closely with the FPU to incorporate national

training standards and curricula into their own programs.
 

Contacts: 

Mr. Rogatian Shirima, Principal Secretary, Ministry of Health
Dr. Fatma Mrisho, Assistant Chief Medical Officer/Preventive Services, MOH
Dr. Calista Simbakalia, Programme Manager, Nationa! Family Planning Programme
Dr. Naomi Katunzi, Executive Director, UMATI 
Dr. Anatole Rukonge, VSC Director, UMATI 

2. Tanzania AIDS Project (TAP) 

The Tanzania AIDS Project (TAP) is a new USAID effort in the AIDS area. This five year,$20 million project was signed by the United States and Tanzania Governments in July 1993.
The project purpose is to increase the practice of HIV preventive measures and to improvethe socio-economic well-being of AIDS orphans. Support for orphans is broadly defined to
include families affected by AIDS. 
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Increased practice of HIV preventive measures is accomplished through encouraging early
identification and treatment of STDs; increased availability of and access to condoms; and
developing and marketing messages to motivate individual and community behavior change
(behavioral change communication or BCC). Activities to improve the well-being of orphans
will include home care, counselling, NGO coordination, and policy research. 

The primary TAP strategy is to use the non-governmental sector to carry out AIDS
prevention and control activities, and to provide support services to AIDS orphans and theirfamilies. Networks of NGOs ("clusters") will be formed to provide a range of prevention
and support services to communities associated with a worksite or other place where large

groups of adults are concentrated. 
 To some extent, project activities will be financed

through contributions from participating businesses. The main implementing agent for this

USAID project is AIDSCAP, a consortium of agencies, under the prime contractor, FamilyHealth International. Population Services International is responsible for the social marketing 
component of the TAP. 

The TAP is now developing strategies to increase STD treatment coverage and will
coordinate with principal donors 
on this issue. Communication for behavior change will
 
occur primarily through worksite and high transmission area peer education programs and

will promote condom use, STD treatment, and individual risk management. At the

community level, communication will encourage coordination of NGO efforts to provide

services and develop community strategies.
 

Since condoms are an important means to prevent STDs and HIV, 25 % of the TAP budget

has been allocated to condoms (private and public sector) and through 1994, USAID remains

the only donor of condoms to the NACP and social marketing program. However, otherdonor support has been successfully sought. Beginning in 1995, UNFPA will meet the entire
public sector condom requirement (for both FP and AIDS) for at least three years; and the
Dutch Government has committed itself to providing up to 40 million condoms for social
marketing over a five year period. Other health products, such as gloves, needles/syringes,
bednets, and oral contraceptives will be assessed to determine their feasibility as products
which can also be socially marketed. 

Orphans and families affected by AIDS will be assisted by NGOs supported through the
TAP. The project is providing support for a national family assessment which will look at
coping mechanisms and possible interventions NGOs can implement in support of the
growing numbers of orphans. Further, the USAID Mission has established a Social Action
Trust, projected to total $40 million by 1997. Proceeds from the Trust will be used to 
support NGOs working to assist orphans and families affected by AIDS. 
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Contacts: 

TAP Resident Advisor (to be appointed), AIDSCAP, Dar es Salaam 
Mr. Tim Manchester, PSI representative, AIDSCAP, Dar es Salaam 
Dr. Rowland Swai, Programme Manager, National AIDS Control Programme
M. C. Njimbay, Social Welfare Division, Ministry of Labour and Youth Development. 

Other USAID-Supported Health Activities 

USAID, through its AID/Washington headquarters, supports the Dodoma Eye Project in 
collaboration with Helen Keller International. The project's main objective is to reduce
blindness prevalence from 7% to 1% by the end of this decade. Because Dodomna region is 
among the very dry regions of Tanzania, blindness is mainly caused by trachoma which has 
rates of 60% among children in primary school and 32% for adult women. Interventions are 
community based and focus mainly on hospital based and outreach cataract operations; mass 
treatment of trachoma; and increased water supply with emphasis on improving personal
hygiene. Project activities are integrated in the other primary health care and community
development activities. Generally, the results are encouraging. 

The Johns Hopkins University has a research grant from AID/W to work in collaboration 
with University of Dar es Salaam on Zanzibar to study the effects of helminths on children's 
nutritional status. This project has just begun. 

In addition, an Africa-wide malaria conference to look at the impact of insecticide­
impregnated bednets on mosquito control is scheduled to be held in Dar es Salaam in
September 1994. This conference will disseminate findings from a three year study in 
Tanzania which looked at the impact of bednets on malaria prevalence in coastal areas of 
Tanzania. 
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Population and Health Office Staff 

Dana Vogel has been at post since January 1991, and serves as the P&H Office Chief.has worked in Sudan, Niger and Bangladesh as a Health/Population Officer, and has been
She 

with AID since 1980. Dana has an M.A. in International Affairs from George Washington
University. 

Michael Mushi is the Assistant Health Officer and is a Clinical Officer by training. Mikehas worked for GTZ and other agencies and has many years of experience in heplth program 
management. 

F. Mburu is the Senior Population Programme Specialist. He has taught at the University ofNairobi and consulted on health projects for UNICEF, WHO, World Bank, Red Cross andother agencies in various parts of Africa. Dr. Mburu holds a PhD. in Health Managementfrom the University of Mississippi and an MPH in Health Planning from the University ofTexas. He has just begun his third year in USAID. 

Susan Hunter is the AIDS Sector Advisor for the Mission and arrived at post in January1994. Susan has taught at Makerere University in Uganda as a Rockefeller FoundationSocial Sciences Fellow; and consulted with Save the Children Fund (UK) and UNICEF.
has a PhD. in medical anthropology from SUNY Albany. 

She 
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Suggested Other Reading 

The project papers for the FPSS and TAP are available upon request. However, includedwith this information are several informational documents. 

1. Tanzania Demographic and i ealnf Survey 1991/92, summary report, Tanzania Bureau of 
Statistics. 

Family Planning Services in Tanzania:2. An Overview, Bureau of Statistics/FPU/PPU,
Tanzania. 

3. Family Planning Saves Lives, 2nd edition, Population Reference Bureau, 1991. 

4. U.S. Population Assistance: Issues for the 1990s, Population Crisis Committee, 1991. 

5. "AIDSCAP in Tanzania," Family Health Internation . 

6. "Tanzania AIDS Project," (descriptive handout), AIDSCAP. 

7. U.S. Aeicy forInternational Development Responds to AIDS, AID/W. 

8. The Impact of HIV/AIDS on Populatic' Growth in Africa, African Population Advisory
Committee, May 1953. 


