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INTRAH is a collaborating agency (Materiel Educatif pour las Personnels
de Sante)

Ministry of Education and Scientific Research (Ministere de L'Education et
de Ia Redlerche Scientifique)

Management Infonnation System (Systeme de Gestion de rlnfonnation)
Ministry of DomesticAffairs, Security Territory Administration (Ministere de

rlnterieure, de Ia sea.mte et Administration Territoriale)
Ministry of Justice and Legislation (Ministere de Ia Justice et de fa

Legislation)
Ministry.ofYouth and Sport
Ministry of Planning and Economic Restructuring (Ministere du Plan et de Ia
Restructuration Economique)
Ministry of Health
Ministry of Labor, Employment, and Social Affairs (Ministers du Travail, de

rEmploi, et des Affaires SOCiales)
Nongovernmental Organization
Non-proect Assistance
Office National pour Ia Scurit Alimentaire
Operations Rosearch
Oral Rehydration Salts (Sels de Rahydratation Orale)
Oral Rehydration Therapy (Thlnpie par Rehydratation Orale)
Benin Office for Radio and Television (Office de RadiocfJffusion et Television

du 8ltnin)
ProjectAssistance
Environmental Plan of Action
National Action Plan for Food and Nutrition
Beni~ennany Primary t ~I;j ~Ith Care Project (projet Benino Allemand de

SSP)
Project tor Family WelJ.being (Projet Bien-6tre FamiliaQ
Project for Health Services Development (programme de Developpement

des Services de Sante)
Primary Health Care (Soins de Sante Primaire)
Center for Population, Health, and Nutrition (USAID)
C8hterfOrMalerriSJ ancflnfSnfPiOteafOil
Benin-Swiss H'ealth Project
National AIDS Program (Programme National de Lutte Contra Ie SICA)
Population Education (Education de Ia Population)
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SNIGS

UNFPA

UNICEF
U.S.
USAID

PSC Personal ServiceS Contrad
PSI Population Services Intemational
PVO PriVate Voluntary. Organization
RAPID Resources for the Awareness of Population Impad on Development Project
ROB Radio [A~ion of Benin (Radio Diffusion du Benin)
RDP Radio Diffu£ion of Parakou (Radio Diffusion de Parakou)
REDSOIWCA Regional Eco.'1Omic Development Services OfficeJWest and Central Africa
RFI Radio France b~temationale

RGPH General Census \)f Population and Housing (Recensement General de Ia
Population et de rHabitat)

Reproductive Health (sante Reproductive)
National Essential Research in Health
Gennan Development Service
Service of Preventive Activities; Structural Adjustment Program
The Family Planning Services Expansion and Technical Support Projed
Epidemiology and Operation Research Department (Service des Etudes

Epidemiologiques et de Ia Recherche Operationnelle)
National Health Management Infcrmation System (Systeme National

, d'information et de Gestion Sanitaire)
National Systems of Statistics
Strategic Objective
Human Resources and Population Service
Sexually Transmitted Disease (Maladies 5exuellement Transrnissibles)
Technical Advisors in AIDS and ChDd Survival
Total Fertility Rate
United Nations Development Program (programmes des Nations Unies pour

Ie Developpement)
United Nations Population Fund (programme des Nations Unies pour les

Activites de Population)
United Nations Children's Fund (Fonds des Nations Unies pour rEnfance)
United States
United States Agency for Intemational Development (I'Agence Americaine

pour Ie Developpement International)
Health Village Unit (Unite Villageoise de Sante)
Video Cassette Recorder
World Food Program
The Worfd Health Organization (Organisation Mondiale de Ia Sante)
Women and Infant Nutrition Support Project
Women of Reproductive Age (Femmes en Age de Reproduction)

RH
RNES
SAD
SAP
SEATS
SERO

SNS
SO
SRHP
STD
TAACS
TFR
UNDP

UVS
VCR
WFP
VVHO
WINS
WRA
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EXECUTIVE SUMMARY

by Deirdre laPin

Purpose ahd Background

Over the past ten years, the Republic of Benin (1994 population 5,185,000) has made
considerable progress in improving the quality and distribution of primary and child health
services throughout the country. Owing in part to a successf'.J1 cost recovery scheme b~llseci 011

a revolving fund for essential drugs, community-level health centers have been able to
maintain child immunization levels at around 70 percent each year since 1990. The incidence
of severe dehydration due to diarrhea has likewise fallen 60-70 percent

During the same period, however, progress in reprodudive healtf".-including family planning
has been slight An estimated one percent of couples use a modem method of famlly
planning. This low contraceptive prevalence rate (CPR) suggests a high unmet need for
improved access and quality to reproductive health services in Benin. Consequences of the
unmet need include a population growth rate of 2.9 percent, with an estimated doubling time of
25 years; a total f9rtility rate of about 6.8; ~ack of accurate and adequate information about
family planning and population issues; prlOfty trained health staff who lack convidion about the
importance of reproductive health; a groW..1g ratEI of unsafe abortions and post-abortion
complications; a high number of low birth weight babies; and others. Potential impacts of the
high rate of population growth include the deflation of gains from economic reform, pressures
on land and ecological systems, and the unequal social and health burden on women.

If Benin's experience in promoting family pl~nning has been weak and fragmented, the causes
are several. No national population strategy or policy has been developed, 'and the 1920
co!onial anti-contraceptive law is still in force. Despite support for family planning at the highest
level of the Ministry of Health, acceptance of the- concept of spacing and limiting family size is
uneven among policy-makers. Consequences of rapid population growth and a high fertility
rate can no longer be ignored in Benin--especially in relation to their negative influence on
matemal and child health.

It is evident that Benin needs 3 strong and forward-looking populationlfamily planning (FP)
program. Even before r3-opening its office in Cotonou in 1991, the U.S. Agency for
International Development (USAIO) noted that hlgh-quality, limited interventions in training,
Information, education, and communication (lEe), and comr.lIodities distribution were needed
to complement the ongoing family planning efforts of the 'J'J~rtd Bank. United Nations
Population Fund (UNFPA), and the International Planned Parenthood Federati~,I1"1 (IPPF). In
addition to its program focus on education, USA,ID has begun to add limited activities in
condom social marketing for HIV/AIDS prevention and health education. By late 1993 USAID
had-GOii'nTriaskir.ed-a-8r"wation-:Analysis of--FamiIyPlanning-Seiviees-in-Benin ftumThe--
Population Council, which was completed in May 1994. At the same time, USAIDlBenin was
encouraged to explore the expansion of its support to population, reproductive health, and
t~lmily planning in the context of it Country Program Strategic Plan (CPSP) 1994-1999.
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From July 3 to August 6, 1994, an assessment team Llndertook a Population Sedor
Assessment to detennine whether it would be programmatically advisable and administratNely
feasible to upgrade the level of Mission emphasis on population from that of a Target of
Oppol'tunity (as presented in the CPSP) to the level of a second Strategic Objective (SO)
alongside the existing SO in the education sector. The purpose of the study was to assess the
national populationIFP sector in relation to others, identify the unmet needs in existing
populationIFP programs, and make re~mmendations of potential areas for future USAID
assistance.

The Population Sedor Assessment Team assembled expertise from a range of irdividuals and
institutions in the population field: Aristide Aplogan (The Population Council), Mamadou Dicko
and Baba Traore (CERPOD), Pape Gaye (INTRAH), Gerald Moore (logistics consultant),
Julienne Ngo Som (WINS consultant), Deirdre laPin (USAIDlWashington, University of
Michigan Fellow), and Mohammed zarouf (team leader and family planning management
conSUltant).

While in Benin, the team carried out a review of the literature; held discussions with officials
from the Ministries of Health, Planning, Labor, and Education; met with bilateral and
multilateral donors, nongovernmental organizations(NGOs), and representatives of the private
sector. In addition, team members, separately or in groups, also visited 23 health fecilities and
three social promotion centers in five of Benin's six departments. Members also interviewed a
range of individuals, from beneficiaries to ministry officials, about their work, experience, and
expectations regarding family planning in Benin.

Scope of Work

The mandate ~i tile Team was thies-fold.

f-irst, the Team sought to describe the current status of public sedor family planning services
in Benin commenting upon strengths and weaknesses of the different essential components of
a FP program. The analysis of strengths and weaknesses would culminate in concrete
recommendations for reinforcing strengths anellor addressing shortcomings in management,
supervision, evaluation; facility-based service delivery sites and alternative contraceptive
distribUtion systems; contraceptive procurement and logistics; staffing levels in relevant
government and private entities; IEC; training; management infonnation systems; record
keeping for $"jrvice statistics; quality of services; operations research; contraceptive pricing,
cost effectiveness, and sustalnability.

In addition, the TE18m assessed the viability of current anellor potential involvement of
indigenous NGOs and other private sedor entities and community groups in providing family
planning informatjon and services. It discussed the experience and potential for both dinic-
basedand!1O!"~bSllCAcladMties.(e.g... sn,..jalmarketing,..community-bascd distribution
[CBD], community health education programs).

Second, the Team addressed key policy issues in the popUlation sector. Specifically, it
reviewed existing and planned official dedarations, policies, anellor legislation that address the
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question of population growth and its impad on general health services, national employment,
food reqLlirements, land distribution, the education sector, public works and utilities, etc. It
assessed the extent to which demographic variables have been/are taken into account in the
development planning process and commented on the existing institutional capacities for doing
so. ~t studied the general political environment in relation to undertaking a strong population
program and studied the current and/or potential involvement and needs of governmental and
NGOs and private sector community groups in promoting population policy initiatives. Finally,
it prescribed a plan of action for the next five years that would address shortcomings and
otherwise strengthen the development planning process i~.: Benin at a macro level.

Third, the Team examined the present and future-planned interventions and activities of other
donors that support family planning activities and population initiatives in Benin. In light of this
examination, it commented on the complementarity of other donors' efforts and made
recommendations concerning future USAID interventions in the population/family planning
sector.

Introduction

The RepUblic of Benin, slightly larger in size than the Commonwealth of Virginia, is situated
west of Nigeria along the Wed African Guinea Coast Over 50 ethnic groups reside in the
country. The estimated 1994 population is 5,185,000 persons, based on the 1992 census at a
growth rate of 2.9 percent There are approximately 1,063,000 women of reproductive age
(15-44) in Benin, and the total fertility rate of 6.8 bears witness to a pro-natalist tradition.
Although family planning is not a popular notion, health and population indicators suggest that
the unmet need for family planning is high. Excessively high rates of mortality-matemal (800
per 100,000 Uve births), infant (105.5 per 1,000), and child (80 per 1,ooo)-support this
conclusion.

Since Independence in 196() Benin has undergone numerous changes of govemment, most
occurring in an earty tumultuous period that ended with a Marxist military regime in 1972.
Democratization began with the "National Conference of the Active Forces of the Nation"
(CNFVN) held in February 1990. The conferenCe lead to a free and fair presidential election
the following year, and since then the country has continued to make progress toward a
pluralistic, democratic government and a liberalized economy.

POPULATION ACTMTlES AND THEIR INSTITUTIONAL CONTEXT

Overview: Structur- and Evolution of Health Services

The organization of public h~alth fadlities In Benin Is congruent wi~ the country's
~clmjnt~tratiye .s.IDIeture..Jbl._d~njral~_d. sY$.tem. fJ!.$~Jl"!bJe~ __itPY'JImld.... Atthell!ltl()!:l@I.level
is the National University Hospital Center (CNHU), responsible for tertiary care and spedalized
medical and surgical cases. At the regional level is the Departmental Hospital Center (CHD, in
four out of six departments). The CHD provides specialized care for complex cases referred
from the peripheral clinics. Management of the CHD falls to the Departmental Health
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Directorate (DDS), which is responsible for implementing national health policies, allocating
resources, and coordinating health services throughout the depar'menl

At the peripheral level are 84 referral centers known either as the, Su~prefeeture Health
Centers (CSSP) or Metropolitan Area Health centers (CSCU). A number of CSSP/CSCU are
ade-1uately equipped and staffed to offer first referral car~ in primary health care (PHC),
maternal and child health (MCH), and family planning for the rural Communal Health Complex
(CCS, 90 in 517 communes) and the separate dispensaries and maternities (an additional 62
facilities). The su~prefecture facilities are managed by the MecJecin Chef, who is the district
medical officer. In contrast, a nurse or midwife manages the CCS, which consti~s the
primary care entry point into the system. In addition, some 313 Village Health Units (UVS),
which pre-date the revised health structure of 1986, continue to sen'e small communities.
Their services are rudimentary, and they are typically not staffed by medically trained
personnel.

The concept of modem family planning has existed in Benin for about 20 years. In 1971, family
planning activities began under an NGO, the National Committee of Benin for the Promotion of
the Family (CNBPF). In 1982, the CNBPF became the Beninese Association for the Promotion
of the Family (ABPF); ABPF is affiliated with IPPF, which provides a portion of its fundinp

In subscribing In 1978 to the Alma Ata Declaration, the Government of Benin also opted for the
provision of family planning services. Initially, ABPF supported family planning infonnation and
supplies in approximately 80 public health centers. By 1983, however, family planning
services were Integrated into government MCH. Public services for family planning were
established With UNFPA funding through the Project for Family Well-being (PBEF). In principle
the program ensures availabil~n all government hospitals, healttl centers, and other health
posts-of methods of family planning which will giva couples and individuals freedom of choice
in the spacing of births and/or limitation of family size.

Substantial progress has been made over the last 10 years in Benin's public health sector with
regard to selected health strategies and interventions. Oral rehydration therapy Is currently
widely understood and practiced throughout the country. Benin's essential dNg program, with
a revoMng fund financed by the community at commune and su~prefecture level, has
provided one model that inspired the 1987 "BalT~ako Initiative.II An independent central
purchasing office socks and'supplles essential drugs to all health centers.as well as to buyers
from the private or NGO sectors. Community participation and financing of rural health centers
through a system of management committees·at commune (the COOEC) and sub-prefecture
levels (the COGES) has helped to maintain full immunization coverage rates nationwide at
nearly 70 percent each year since 1990.

Yet, high infant mortality rates persist, in part, because only half of the population has access
to health services and because one-fifth actually use them. They also persist because
progress in child health has not been matched by comparable advances In maternal and
reprodudiv8 heattiT,-inciuding ialllily planning.--towmodem collbaceptive prevalence rates of
about one percent, combined with poor prenatal and postnatal care, continue tt) bring about
pregnancies that are too early, too frequent, too many, and too late. Other consequences
Indude rising levels of unsafe abortion, postpartum and post-abortion complications, a high
maternal mortality rate, and such social outcomes as abandoned children and infanticide,
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couple infertility, and other deficiencies stemming from early and sudden weaning practices as
a result of multiparity. .

Other key government family planning efforts include establishment of the National MCHlFP
Coordination Committee (CNEEP) and its counterparts at department level (CDEEP); the
National MCHlFPlNutrition Program with the "Alert" System for high-risk pregnancies (1991
1995); and UNFPA-supported programs in policy. anai)·si~J. population education and family life
education. Additionally. in 1993 the Ministry of Planning created a Department of Human
Resources and Population (SRHP) and the National Human Resources and Population
Commission (CNRHP) to oversee development of a national population policy.

Today, despite notable progress in the health sedor, Benin suffers from the absence of a
global MCH and official family planning policy and low quality and use of services. Family
planning is therefore evolving in Senin without a clear definition of target populations,
objectives, or program stratogies.

Institutional Analysis

The Government ofBenin

The Ministry of Public Health (MSP) Is mandated to develop and carry out natio~al health and
family planning policies and strategies; however, its activities are coordinated intorsectorally
with other ministries. They include the Ministry of Planning and Economic Restructuring
(MPRE), the Ministry of Labor, Employment and ,~ocial Affairs (MTEAS), the Ministry of
Education and Scientific Research (MERS), and the Ministry of Culture and Communications
(MCC). Other ministries contribute indireCUy to these activities. These are the Ministry of Rural
Development (MDR), the Ministry of Youth and Sport (MJS), the Ministry of the Interior
(MISPAT), the Ministry of Justice and Legislation (MJt). the Ministry of Defense (MDN). and
the Ministry of the Environment. Housing. and Urban Development (MEHU).

The Ministry of Health coordinates sector policies and strategies and develops
implementation plans from inputs provided by the departmental health dire~ors. other
ministries, NGOs, and donors. It collaborates with the Ministry of Planning in setting annual
health sector budgets. It is also responsibl\~ for setting and enforcing patient care norms and
standards and supervising and eualuating the performance of health facilities and personnel.
Since May 1994, family planning activities have bep,n given greater prominence as a separate
service under the new Directorate of Family Health (DSF). This directorate also includes under
an integrated umbrella other services for MCH activities, nutrition, and HIV/AIDS prevention.
An analysis of family planning service delivery in the pUblic sector appears in Section 1.3
below.

The Ministry of Planning and Economic Restructuring houses the Human Resources and
populatiOn Dif8ClOfatempOl1Sil)le for COOf'dfnatiftgtne fOrmUlation ora nationar1'OputatiOn
policy. It also chairs the National Commission for Human Resources and Population, aeated
in July 1993 to prepare a report for the 1994 International Conference on PopUlation and
Development (ICPD). The perspective of the CNRHP is more demographic than programmatic,
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with passing attention given to reproductive health, family responsibility, and the better health
of women and children. The MSP, despite its critical role in implementing any population and
family planning policy, is not represented in the Commission's Cabinet The absence of
genuine partnership and dialogue between these two key ministries has been an obstacle to
progress in population pelicy development

Other Ministries; support family planning in key ways. The Social Affairs Diredorate (CAS) of
the Ministry of Laber and Social Affairs has a permanent presence in metropolitan areas
through its 71 social promotion centers and 200 social workers. The DAS child nutrition
program offers nutritional and family health education to mothers who come to social
promotion centers to receive food supplements for their children. CAS social workers
trequenUy team up with health center staff to provide health education. Other initiatives which
may serve as entry points to family planning include community-based readaptation, nutrition,
MCH, prevention of sexually transmitted disease (STD)/HIV/AIDS, and skills training for
women.

The Ministry of Education and Scientific Research supports development of curricula in
health and family life education in schools. Institutions for research and training in health and
population under the aegis of MERS include the National Medico-Sociallnstitute (INMES),
which trains nurses, midwives, and sacial workers; the Faculty of Medicine at the National
University of Benin. which includes tmining in reproductive health; the Benin National School of
Nurses and Auxiliary Nurses (ENIIAB) in Parakou; and the Wortd Health Organization (WHO)
Regional Institute for Public Health (IRSP). which offers Masters in Public Health degrees to
students from Francophone V,~ast Africa.

Regional Centers for Action in Rural Development (CARDER). set up by the Ministry of Rural
Development. have played a part in disseminating information to rural farming communities on
such topics as sanitation. safe water supply. and disease prevention. These committees could
also provide reliable information on family planning.

Radio and television are key sources of public information about health in the country.
Historically managed by the Ministry of Culture and Communications. they now come under
the newly created auionomous High Authority for Audiovisual SeMces and Communication
(HAAC), which now pennlts expanded services through private broadcast ventcres In the
country.

The Ministry of National Defense has participated In Immunization and HIV/AIDS prevention
efforts and remains a potential partner in wider family planning information prograrn. Similarty,
the Ministry of Justice addresses the welfare of prisoners and will also become a collaborator
in processing any future repeal of the Law of 1920 forbidding the sale of contraceptives.
Finally, the Ministry of Youth and Sport caters to a key target group for family planning
information.
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NGOs and the Associative Movement

Local NGOs. Historically, local and national NGOs have played a unique role worldwide in
advocating, initiating, and sustaining family planning programs. Their strengths include
advocacy for reproductive rights, civic representation at ihe grass-roots level, innovative
approaches to service delivery, and, often, their sustainability.

The NGO sedor in Benin has grown from an estimated 32 organizations in the early 1980s, to
72 by 1989, to perhaps 500 modem associations in 1994. Several fadors have encouraged
the associative movement First is the model provided by the successful expansion of
community-based health and development committees, the COGEC and the COGES. A
second is the reduction of the civil service staff, stipulated by nation's strudural adjustment
program, encouraging former govemment employees to undertake individual initiatives in the
NGO sector. A third fador is the creation of associations tightly entwined with seleded
po!itical parties. A fourth is the growing number of intemational NGOs or associations seeking
loall affiliates. A final and important reason for the growth of Benin's associative movemenL is
the promise of donor financing and support. A United Nations Development Program (UNDP)
community-based initiatives project, the social dimensions of adjustment initiative, and the
BINGOS NGO Umbrella Projed funded by USAID are rocamples.

The Benin Association for Family Planning, an IPPF affiliate, is the lead NGO in family
planning. It has branches in the six departments and clinics in Cotonou, Porto Novo, and
Parakou. ABPF has 53 staff members and 1,200 volunteers who address a range of family
planning activities including IEC, reproductive health services, and family planning supplies
and equipment for 80 public sedor clinics of the MSP. Currently, ABPF is struggling to identify
a clear role for itself in light of expanded-though still inadequate-govemment services in
family planning. Coordination with the government-based Family Well-being Project, which
supports an additional number of "integrated" clinics, has been limited.

Intematiooal NGOs. Complementing the local NGO movement is a wide variety of
intemational NGO partners. AFRiCARE implements a the NGO umbrella projed BINGOS,
whose purpose is to strengthen management and implementation capacity through training in
democratization and health. Population Services International (PSI) has been working with
its counterpa~ the Benin Association for Social Marketing (ABMS), in Benin since 1990 in the
field of social marketing for contraceptives. The French Association of Volunteers for
Progress (AFVP) supports PHC and AIDS control activities in Benin. Provision has been made
for incorporating family phmning in the AFVP program once a national polley has been
established. The Gennan Volunteer Service provides health technical assistance to
government clinics (CSSP) in 10 sub-prefectures. The U.S. Peace Corps undertakes health
activities in rural and urban areas and could.become a valuable partner in community-based
family planning education activities. "Tern des Hommes" participates In PHC and MCH
activities, with an emphasis on nutritional rehabilitation. Catholic Relief Services has for many
years managed a food distribution program for young children through the social promotion
-centersot1he-DAS. ina-Canadian Solidarity1ll1d Development Organization··(CSDOJ
collaborates with the Ministry of Labor and ~ocial Affairs In activities of promotion of women
and women's status and with the MSP in the Extended Program of Immunization (EPI) and
PHC. It discreetly promotes modem and traditional family planning activities. The
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nongovemmental sector also includes the multiple religious ordera and confessional
institutions that have established health care facilities in Benin.

Private Commetcial SslVices

Private commercial services are at times difficult to distinguish from voluntary
nongovemmental structures. For the sake of discussion, however, the private heallh sedor in
Benin may be said to be comprised of private for-profit and not-for-proflt hospitals, cooperative
clinics, social marketing activities, private health centers and matemities, private medical
practitioners, traditional medicine, and pharmacies.

Known elements in the private health sector infrastructure include 15 hospitals or polyclinics,
46 private surgeries. 56 matamity clinics, 59 private paramedical centers, four pharmaceutical
companies, 86 registered phannacies, and 231 local drug -depots" maintained by drug sellers.
Among other initiatives, the Benin Association for Social Marketing (ABMS) 5ells condoms
through a commercial network of distributors and petty traders to support the national
HIV/AIDS prevention project. A central purchasing office for generic essential drugs. the
Centrale d'Achat, Is a non-profit, independent entity, having a Management Committee and
Administrative Board separate from govemmenl Impetus for the Centrale arose from the
community-based revolving drug scheme, but sales may extend to arit authorized drug outlet,
public, NGO, or private commercial. The scheme, which covers about one-third of the
population, may also be appropriate for future contraceptive distribution. Finally, 10 private
cooperative clinics managed by qualified medical personnal have also been created in
localities seleded by the MSP.

Multilateral Agencies

Multilateral agencies Include notably the World Bank's second Health Services Development
Project (PDSS 11,1995-2000, US$31 million in International Development Agency (IDA) funds,
plus other donor contributions), which will make a concerted contribution to family planning
within an integrated PHClMCHlFP approach. The family planning component (US$2 million)
supports the 8YJ)ansion of FP services and their integration into the minimum package of
service at all levels of tI ,e health system and equipment and a limited supply of contraceptives,
possibly through the Central Purchasing Office for essential drugs. While the policy and
management reforms of PDSS II will benefit a family planning program in combination with the
limited population sectoral funding. this project is inadequate to address the broad range of
population program needs that must be addressed.

UNFPA, in its current program (1995-1998, approximately USS10 million), will continue its
ef'.c:+.s-fR.-erJ'.a."~"...-~"'.or··coordinaticnf population pollc-j··develop.ne.--dj svpport·kJPBEF-a.-td
APBF, and a concerted program of IEC and family life education. UNFPA has been candid
about the weak perfonnance of its past programs and has undertaken course corrections, e.g.
substituting school-based educational interventions with targeted education for women's credit
groups and expanding the thrust of IEC. Historically the design and orientation of UNFPA
programs in Benin have suffered from a lacl< of synergy; typically they contain a number of
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disconnected vertical activities managed by separate ministries or entities. Unforh.lnately, this
tradition has yielded an unfocused program that lacks notable impact.

Meanwhile the office of UNICEF-Benin has yet not applied UNICEPs new family planning
policy to its program; however, its emphasis on promotion of breastfeeding would offer a
suitable entry point The current roles of UNDP, the World Food Program (WFP), and WHO in
family planning are limited, but potentially important

Bilateral Agencies

Assistance from most bilateral agencies, except USAID, only indirectly supports family
planning and reproductive health. Their projects indude health infrastructure support by the
European Development Fund (FED); health management infonnation system (MIS) by the
French Fund for Aid and Cooperation and the Benin-Swiss Medical Project; support to
peripheral health centers by Gennany and Switzerland; and HIVIAIDS prevention from the
FED, Gennany, and USAID.

In the past, USAID has also assisted community-based condom distribution, clinical-based
training in reproductive health, and family planning IEC. Presently it supports health NGO
strengthening, family health education in schools, population policy development, and foresees
additional inputs into the sector in the near term.

Conclusion

The foregoing cursory review of institutional and donor support to population programs in
Benin points to the conclusion that neither the key actors (Ministries of Planning and Health)
nor the key donors (IPPF, World Bank, UNFPA, USAID) have as yet undertaken concerted
efforts to aeate a strong, high-impact faMily planning program in Benin. USAID has
historically shown a comparative advantage in the field population, family planning, and
reproductive health in West Africa and worldwide. USAID has been requested by its potential
donor partners in the population sector to bridge this gap in development assistance by
assuming a leadership role.

Current Status of Family Planning Services

Family planning services are available every day in almost 80 percent of health centers.
Unfortunately, their integration with other MCH activities is rare. Most health centers·throughout
the country have adequate physical facilities for family planning provision, especially a waiting
room; a counseling room; and a clean, well lit, well ventilated room with a safe water supply.
Equipmenlrhowevef, is. Qftenoutdated or incompletEL_Comraceptiv8 supplies are notreliable.
Only 60 percent of health centers have a written inventory and procurement system or
appropriate storage facilities for contraceptives.
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Integnttion of FP into MCH has made considerable progress at the central level. The essential
drugs management model is effective throughout the country. Moreover, central level
management has shown a real commitment to installing a decentralized and integrated policy
for supervision and coordination. At the intennediary and peripheral levels, this integrated
approach to supervision and coordinCiition is already being implemented in certain regions.

Unfortunately, intersedoral coon:Jinatio" in family planning is poorly organized, generating a
duplication of.resources and activities among donors and other actors. Programming,
supervision, and evaluation of FP activities are weak for want of human, material, and financial
resources. Staff profiles and management capacities are unsatisfactory at all levels of the
health pyramid. In spite of considerable effort on the part of the MSP and donors, the health
MIS remains incomplete for family planning data. Finally, prohibitive prices for IUDs and
injectables would seem to limit dient access to these contraceptive methods.

A number of operational obstacles to family planning service delivery are also evident Service
providers consider FP a secondary duty. Only half of FP providers have received clinical
training in FP theory and practice. Moreover, only 25 percent have been trained in IEC for
family planning and less than 20 percent in management and logistics. Counseling is rarely
oriented to the client's reproductive needs. Only 54 percent of new acceptors hear about
injectables, 40 percent about orals and barrier methods, and 18 percent about IUDs. Almost
33 percent of service providers influence client choices, especially in favor of oral
contraceptives.

Meanwhile, absence of service protocols and procedures, a referral and counter-referral
system, effective IEC, a family planning outreach strategy, and a drop-out tracking system all
contribute to the weakness of the Benin FP program. Client follow-up is rare; few clients
receive infonnation on how to cope with side effects or on the possibility of switching to
another method. Discontinuation rates for short- and medium-tenn methods are, therefore,
unacceptably high. Underutilization of FP services is linked to poorly trained staff; inadequate
sensitization of the target population; the absence of activities, training, and materials for
FPneC; and persistent rumors concerning side effects of contraceptive methods.

Many of these insufficiencies may be traced to the absence of a national population and family
planning policy. Current policy for family planning is therefore govemed by the strategies and
guidelines laid out in the Ministry of Health's MCHlFPlNutrition Program. With resped to family
planning, litUe consistency exists between the objectives and proposed strategies for the
program. The conceptual and institutional frameworks for FP are unciear. Existing needs in
family planning are not indicated. Process and impact indicators for evaluating family planning
interventions are not defined. Continuous evaluation for each level of service is not addressed.

Not surprisingly, in light of these constraints, the government's policy of decentralization of
re~ou~sa.ndprerogatives. in family.planning serJicesJs not currently effective.
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GOVERNMENT POUCIES AND STRATEGIES

Political Support

In public declarations on population issues and at international conferences on population,
Benin's political authorities have always demonstrated an awareness of the relationships
between demographic growth and ~evelopment planning. Thus, Benin adopted the
Kilimanjaro Action Program concerning popu!ation and autonomous development in Africa,
which acknowledges that "demographic problems currently constitute an obstacle to economic
develDpment in Africa" (Arusha, 1984).

During the World Conference on Population in Mexico City (1984), the Benin government
declared that it is "making considerable efforts to effectively integrate demographic variables
as endogenous factors of in development models."

In the preface to the 1994 Benin national report for the Intemational Conference on Population
and Development in Cairo, the Minister of Planning remarked that Benin is prepared to adopt a
population p~licy and pointed out that the goal of such a policy would be to specify national
priorities and concems in the area of social development.in the face of the population's
demographic behaviors and trends and in the face of its ability to satisfy its essential needs.

f-inally, in the 1994-96 Economic Policy Framework Document, the govemment expresses the
expectation that it will adopt policies by June 1995 at the latest to contain population growth.

However, despite this often-reiterated political determination, a certain cautiousness, even
resistance, is apparent in creating the legal and political enviR.'nment that enables the
development of a family planning program.

The Legislative and Regulatory Context .

The weight of tradition, pro-natalist attitudes, and a conselVative colonial legal heritage have
deeply impregnated the legislative framework. Family subsidies are paid to workers for up to
six children, and a father of a family with six children pays less in taxes than other persons.

More significant, the Law of 31 July 1920 ouUawing abortion and contraception information is
still in force. Article I of the law forbids the sale, preparation for sale, public offering or
exhibition. display or distribution, public or not, of all forms of advertising in whatever form they
may be-ads. displays. drawings-of contraceptive promotional material. Offenders a,'S liable
to receive criminal sanctions.

h •• The 1920law creates a genuine paradox... The ;overrnT.et"lt·breac:hed-this-lawby aut.....c...;.zm;,
as early as 1972, the creation of the precursor of the Beninese Association for Promotion of
the Family; it has also created govemment services charged with MCH and family planning.
On the other hand. the 1920 law was reinforced by a 1986 decree regarding traditional
medicine practices, stating that they must in no case be used "for destructive purposes, such
as homicide. abortion. adultery......
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A revision of the law is now indispensable in order to adapt it to todays context and to the
govemment's population objectives.

Cross-seetorallmpaet of Population Growth

Although health indicators have shown improvement over the last 10 years, rapid advance has
been stalled by the twofold pressures of demographic growth, which increased the demand for
services, and economic constraints.

Similarly, demographic growth has led to high demand for schooling, which Benin has not
been able to satisfy due to the deterioration of the economic situation. Thus, the percentage
of children in school dropped from 62.21 percent in 1983 to 49.68 percent in 1990, before
climbing back to 59.91 percent in 1992. The teacher-student ratio has declined, going from
one teacher per 33 students in 1988 to one teacher per 40 students in 1992.

The empl~ymel't sector is also experiencing strong tensions due to the increasingly rapid
growth of the workforce (those age 10 and above) and the weak market that is unable to
absorb the supply of labor. Between 1979 and 1992, the workforce experienced an average
annual increase of 4.9 percent The govemment, the main employer of the modem sector until
1986, was then mandated to cut govemment employees by 12 percent and foster private
initiative. Underemployment is extensive, and the infonnal sedor is predominant Official
unemployment is 1.5 percent; however, the real rate of unemployment is certainly greater than
official numbers reveal.

Generally speaking, over the 1970-1990 period, the progress in grain production, with an
annual growth rate of 3.7 percent, dosely approached the growth rate of the population. The
considerable demographic growth, however, especially in urban areas, led to an increase in
the demand for food. Nevertheless, the country is confronted with a problem of protein/energy
malnutrition. According to a survey carried out in 1986, this type of malnutrition reached an
average national level of 21.7 percent, 35 percent in children under five years.

In Benin, demographic growth has consequences for the environment, especially for soil,
wildlife, and urban pollution. Cultivation practices (slash-and-bum shifting cultivation), brush
fires, wood buming for the production of energy for home cooking, and overgrazing contribute
extensively to the environment's deterioration. Demographic pressure (53.5 percent of the
population lives on 10 percent of the land) also leads to the extension of arable lands at the
expense of forests. The lack of a drainage network, the absence of a functional garbage
collection system, the defective condition of the roads, which fosters water stagnation, are
causes of pollution In urban areas•

. --~ - --_ .. ---

The govemment has not yet defined an explicit policy for the advancement of women. In the
1994-1996 Economic Policy Framework Document, however, the govemment Is committed to
'developing a coherent strategy Gonceming the integration of women in development through
the end of June 1995. Therefore, the National Committee for the Integration of Women in
Development (CNIFD) was created. It should be noted that there are of several very dynamic
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women's nongovemmental organizations in Benin induding the Benin Association of Women
Jurists (AFJB) and the National Federation of Women's NGOs.

Population and Development Planning

Demographic variables have scarcely been integrated into the different development plans
developed and implemented in Benin. Structural adjustment programs, given the economic
and financial goals which constitute their prime concems, do not sufficiently consider
demographic effects. In the.area of health, the use of demographic variables for the
development of programs and projects in the sector is significanl In the area of education,
demographic variables are well integrated

The absence of a population policy, however, precludes a reference point to account for these
v9riables in development planning. The low level of integration of demography into planning
stems particularly from a lack of human resources trained in demographics or population policy
and planning. At the Human Resources and Population Service of the Offi!:~ of Planning and
the Pennanent Secretariat of the National Human Resources and Population Commission, not
one official has been adequately trained in this area.

The CNRHP, charged with setting up a population and human resource policy and monitoring
its implementation, is not open to NGOs or society at large. The SRHP, the Permanent
Secretariat of the CNRHP, undertakes most of the technical work. CNRHP displays several
weaknesses: (1) theSRHP employs only~ full-time persons in upper management; (2) the
staff of the SRHP also suffers from a lack of training for integrating demographic variables into
planning; and (3) the Commission is not representative of all stakeholders.

Toward a Population Policy

A framework for such a population policy is offered in the objectives and strategies of the
document prepared by the CNRHP for the 1994ICPD:

Overall Objective: Improve mother and child health in Benin through the reduction of morbidity
and mortality.

Intermediate Objectives:

• Promote and intensify family planning activities.
• Strengthen existing infrastructures to make them suitable for family health activities.
• Improve the quality of family planning services.

• Increase the number of family planning acceptors by 10,000 a year.
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• Increase the national contraceptive prevalence rate (CPR) to four percent overall
and to nine percent among women in priority zones (urban and semi-urban areas)
by the year 2000.

• Reduce by 75 percent the number of undesired pregnanci6~.

• Reduce by 50 percent the number of induced abortions.

The strategies proposed for attaining these objectives include lEe, service delivery, training
and supervision of personnel, operations research, and coordination of activities in the field.
Elements of these strategies include:

• Educate youth about ideas and practices of family life and population.
• Introduce family life education in training programs at all levels.
• Inform and sensitize families, opinion leaders, and decision-makers about family

planning and the role of convenient birth spacing.
• Ensure availability of quality FP services.
• Ensure availability of affordable and effective means of contraception.
• Increase in the numberof MCH facilities and integration of FP activities within them.
• Train the necessary personnel in the application of the national FP policy.
• Revise the 1920 law and elaboration of legislative texts adapted to the national FP

policy.
• Promote and encourage operations research in the area nf traditional

contraception.

The desired improvements in the population iiector will require the following measures:

• Restructuring the organiz&tion of health and family planning service
• Gradual decentralization
• Reinfol'C8ment of cooperation through sectoral coordination, motivation of

community members, and promotion of preventive activities, including family
planning, in the private..sector .

Although development of a family planning policy remains to be undertaken, implementation of
the measures above is nevar'aheless gradually underway owing to public demand and
encouragement from development partners.

INFORMATION, EDUCATION. AND COMMUNICATION

For centuries, Beninese culture has granted a priVileged place to the role of speech In public
and private life. -Saying- Is closely bound up with "doing,- or at least with a commitment to do.
IlisnolsurprisinQ.then•.thSUhewodctofdevelopmenthas heendeeplymuched by. the. ..
communication revolution that has accompanied democratization in Benin. Development as
-act" is preceded by development as -speech." Full participation of the population in
development action implies a free and open eXchange of Infonnation and dialogue. This vision
of speech and its paramount role has encouraged active attention to infonnation, education,
and communication as a part of the development process. It is widely recognized that
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communication policy, coordination, and services need to be improved if the political,
economic. and social development of Denin is to be sustained.

lEe for Family Planning: The Need for an Overarching Strategy

The hear-absence of lEe activities and materials for family planning and reproductive health in
Benin has been lamented r.9peatedly in studies. evaluations, and reports. The govemmenrs
preparatory document for the 1994 ICPO stresses the urgent need to reinforce IEC for family
planning in order to increase demand. A strong consensus has formed in recent years among
gOt'amment staff,· NGOs. and development partners that IEC plays a key role in meeting
objectives in current and future programs for population ~nd reproductive health. However,
field visits undertaken by the Assessmli:l"\t Team in four of the six departments confirmed the
observation made recently in ttt3 family planning Situation Analysis that-despite lEe efforts
made thus far--little IEC activity or impact can be seen in the field. The study also observed
that family planning materials, usually posters, were present in only 29 percent of healt:l
centers visited and that no materials designed for individual clients were available. The most
common props are anatomical models and the contraceptives themselves. Most centers visited
had recently received flip charts developed by the PBEF project about health and family
planning topics for causeries; yet, in most instances they were left to gather dust or remained
in their original cartons.

Early moming IEC sessions are a prescribed feature of prenatal service days; however. only
thre .. '-dUties kept records or plans of such activities. Moreover. the records showed that
faJ7'"',' c1nning topics constitute no more than five percent of the subjects discussed. Only 21
per·'.;::~ of clients in the clinics visited had recoived information from any source on family
planning; in most instances this information was offered only in the privacy of individual
consultation:; initiated by the client

Accurate, reliable. and continuous information on family planning and reproductive health is
needed in Benin. Anecdotal evidence suggests that women. especially young women, want
family planning services that are discreet, private. and unfettered by medical and cultural
barriers. Most of all, men and women of all ages need and want information. A future family
planning IEC (FPnEC) strategy. however. should not consist of isolated lEe-specific or lEe.
intensive projects as a means of encouraging a rise in demand for family planning services;
rather. demand for family planning must be linked to services. well coordinated among all
sectors. and fully integrated into the training, work. and evaluation of health workers. A
harmonized approach, which stresses the role of lEe development but keeps it in step with
other program components. is critically important

o rt iii ..... ...._~- - ~r~· d~...fh •• ·uppo un es ~vonSUalillSW-1CtiTOr , , r nnlng-an · t" "eal 1

Opportunities

Structul',;:S. A variet, of structures exist in Benin to support IEC for family planning and
reproductive health. Progress toward administrative decentralization of powars in health, social
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aff3irs, and communications has expanded available structures by encouraging pragmatic and
localized plan...ing. Opporb.:nities have been added by the proliferation of national NGOs and
associations for progress and development To realize their full potential of IEC, however, all
structures wili need to lYe better utilized and coordinated.

The lEe Servic:e of the National Directorate of Health Protection is in the MSP. The Service
mandate covers IEC planning, conception of IEC materials, coordination, training, research,
monitoring and evaluation, and adviC6 to other health units. Currently, the budget
(approximately US$20,OOO per annum), staff, and office of the Service are relatively small. The
offices are woefully inadequate and in disrepair. Owing to lack of funds for program
implementation and materials development, practical functions of the Service are limited to
technical assistance, training, coordination, and monitoring of health education activities.
Greater emphasis on FPIIEC can be expected in future through the new lEe Unit under the
Family Planning Service In the Directorate of Family Health, which was mandated by the
1994 reorganization of the health ministry.

About one-quarter of funds for the MSP's Project for Family Well-being are earmarked for
IEC training and materials development As numerous evaluations have observed, the rate of
absorption has been low. PBEF does not have a staff member assigned specifically to IEC.
Responsibility for IEC training and materials conception has fallen chiefly to the IEC Service in
the MSP. Three posters and one flip chart have been developed and very recently distributed
to CCSs and CSSPslCSCUs supported by the PBEF. An individualized flyer for clients is in
production and will be the only individualized FPIIEC material available in the country.

Social workers from the Directorate of Social Affairs in the MTEAS have long been associated
with IEC for MCHlFP/Nutrition activities in Benin. They are trained in communications at the
National Medico-social Institute. Social workers are increasingly assigned tasks In FPIIEC at
health and soci~1 promotion centers. In addition, experiments in nutritional outreach supported
by the DAS have incorporated meres-animatrices (mother-promoters) into the communication
network.

ABPF, the 10callPPF affiliate, has long recognized the paramount importance of demand
creation and IEC. Its approaches have been limited by a l:3ck of technical snd financial
resources but include a VJid~ variety of channels for outreach and interpersonal communication
such as volunteers, local development associations, apprentice workshops, markets, health
and social centers, private clinics, youth groups, women's groups, churches and mosques, and
others. Since 1991 ABPF has also produced a quarterly publication for volunteers and
supports radio programming on family health.

Social Marketing. Since 1992, Population Services Ir.temational, through its local affiliate the
ABMS, has pursued an aggressive campaign of HIVIAIDS prevention by marketing condoms
underthe--nudellw iabet:-Tne-projectmay oe-credlted w1thhavtngbeenltRr1irstm-promote
a modem contraceptive method through posters, stickers, media, and targeted interpersonal
communication. Name recognition has been enhanced by three television spots. one run each
evening before and after the evening news. In addition, ORTB (national pUblic) radio runs free
of charge three condom promotion radio spots daily In French and In local languages.
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·Prudence· is also sold in pharmacies and in the informal market by itinerant sellers, barbers,
hairdressers, and in bars and nightclubs, petrol stations, and small comer stands. Wholesalers
in the ·Prudence· sales network are trained in HIV/AIDS prevention messages. These
messages are passed on informally down the marketing chain to end clients.

Family Planning in Formal Education. UNFPA, in its 1994 program, reserved US$625,OOO of
the proposed US$2.8 million for IEC. Activities include (1) teacher training in population and
family life education and (2) support to two documentation centers on popUlation. USAID
envisages a Health Education for Schools projed for 1995-1998 to develop materials and
messages on health, including reproductive health, for primary schools.

Media and ebannels. A wide range of media snd channels are available for IEC in Benin.
Print media include several stable independent newspapers: La Nation (a govemment
supported daily with a print run of 5,000), a high-quality independent daily, La Malin, and other
weeklies. The recent creation of the HAAC, an autonomous nongovernmental regulatory body
for communications, is expected to bring about major expansion of media coverage through
private channels.

Radio is currently the only communication channel having a nationwide reach. Nearly every
Beninese has access to radio broadcasting. "Rural Radio," in local languages, is integrated
into the national radio and is conceived as an IEC organ for the rural population.

Television until recently reached only an estimated one-and-a-half million persons, chiefly in
the southern and central portions served by broadcast points in Cotonou and Parakou.
Television coverage will soon reach the whole of Benin. Health and family planning topics
currently occupy only about one percent of weekly broadcast time each for radio and
television.

Cinema. video, and tape players are popular media, and the existence of '"video clubs" for
cassette rental in the major cities indicates a growing market Tape players and cassette
recordings are extremely widespread and affordable for at least half of the population. A small
number of ABPF and government clinics have installed videos in waiting rooms, but the
selection of videos is very limited.

Impact of broadcast, audiovisual, and print media in rural areas will need reinforcement by
interpersonal or more localized channels. Various mechanisms for lEe outreach in health and
family sector have been attempted by a variety of projects, including volunteer health agents,
sanitation agents, literacy training and reading clUbs, village health committees (ttle COGES
and COGEC), AIDS social marketing agents, social workers, fTH}res an/matrices, the CARDER,
ABPF outreach to markets and villages, use of traditional music and drama, and so on.

Social mobilization campaigns for health have included oral rehydration therapy, the
expande<lprogram.ofimmunization•.anclmore recen~AlDS preventlon.at".d breastfeedir'.g.
Typically, social mobilization relies on a media mix in which oral communication and traditional
arts have had a very large share; only one-quarter of the Beninese population is literate.
Recent revalorization of traditional cultures and their heritage of social institutions and
communication networks has encouraged a revival of traditional arts since 1991.
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Materials Development

A key resource for IEC materials development is the Educational Materials for Health
Personnel (MEPS) center for Francophone Africa, housed within the Regional Institute for
Public Health in Cotonou. Capabilities include desktop publishing and printing; black and white
photographic developing, processing, enlarging, and printing; video production and editing;
and binding, illustration, and design. MEPS continues to serve as a leading source of materials
development for the pUblic health, medical, and development community in Benin.

Media houses are developing at a modest pace since the opening of Benin's free, formal
sector economy. Local advertising and publicity, which grew quickly to meet the demand of
the 1991 electoral campaign, serves the burgeoning commercial sector with the support of
high-quality presses and printing services.

Constraints

In January 1990 the Ministry.of Health undertook an analysis of its IEC activities. Weaknesses
noted included (1) the need for &l nationallEC policy; (2) the absence of coordina'60n; (3) a
didactic, one-way approach ~o communication; (4) failure to recognize cultural conditions
undergirding behavior; (5) the lack of competence in social communication among health
workers; and (6) insufficient material and financial resources.

Absence of an Overarching FPIIEC Strategy. A precondition for developing a na'60nal
population policy is the creation of a consensus environment that would encourage open
exchange of information among poIicy-makers. service providers, and potential clients. This
"communication" environment is needed, not only to encourage policy making in the broad
sense. but for FPIIEC to prosper within such a policy. IEC draws strength from support at all
levels of the dedsion-making hierarchy-from the highest national figures, through the health
and social pyramids, to the t'!ousehold. Without a common vision among the interlocking parts,
no part will succeed. A village health worker, for example, cannot aggressively pursue family
planning counseling if the village opinion leaders strongly disagree with her message.
Similarly, the health ministry will not meet its reproductive health goals if the nation's husbands
vehemently object.

Lack of an overarching FPIIEC strategy also results in poor coordination in FPIIEC efforts
among various actors in the private, pUblic, and NGO sectors, often with "mixed messages"
heard by the public.

Cultural Beliefs Concerning Reproductive Health. A persistent and widespread belief is found
among Beninese men and women at all levels that the principal objective of family planning is
IimititiOn~··anano{spiicrrig', ·oftiil1fiS. -Uoreover,·traCfltioffilrnotionscoricemfrig·fertilitY'andtile
regularity of menstruation result in low tolerance for, and·some religious prohibitions against.
such side effects as spotting and amenonhea which occur with some family planning methods.
At present, cultural ~eliefs, attitudes, and practices toward family planning are poorly
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understood by the public health i:Ommunity. A need for in-depth ethnological studies is evident
in order to understand the beliefs undergirding behaviors toward family planning and
reproductive health.

-
Inadequate Training !n FPIIEC for Health Workers. Absence of accurate and authoritative
infonnation on contraceptives among health professionals leads to application of medical
barriers and lack of conviction about the benefits or appropriateness of certain methods.
Insufficient FP and FPIIEC training-in quality and quantity-for health and social
professionals is evident throughout the health care system in pUblic, private, and NGO sectors.
Moreover, lack of personnel and managerne~t incentives for conducting FPIIEC activities in the
field leads to non-use of the few FPIIEC materials that are currently available. Finally, IEC in
all areas of health has often been entrusted to non-professional or volunteer agents, such as
members of the COOEC and COGES at Village level or petty traders in the condom social
marketing network. Quality control of information and communication skills for family planning
is critically important

Umited Reach of IEC Channels. Overall, limited infrastructures for public communication and
logistics in Benin confine the reach and speed of information exchange. These c:onstraints are
compounded by features of the audience. High illiteracy (75 percent) limits the impact of print
matlarials, and tile reach of radio, television, and traditional media is not universal. Women are
typically the most difficult audience to reach. Few own radios or televisions. Most women live
in a household or compound having a radio, but they rarely select the programs heard. Hours
of health broadcasts often conflict with a woman's heavy daily commitments inside or outside
the home.

Inadequacy of Financial Resources in FPIIEC. Experience in similar countries suggests that
FPIIEC should receive a total population program budget share of around 15-20 percent
Financial resources made available to IEC for family planning so far have not exceeded these
levels, but they have not been fully absorbed. For reasons which are unclear, the IEC Service
in the MSP has relied on funds from other units and projects to fund IEC training and
implementation. Similarly, the incomplete decentralization of lEe budgets, activities, and
resources has also contributed to this paradox. One may note the absence of a separate IEC
budget for the department level, which requires IEC staff to mobilize funds on a "demand"
basis from its colleagues. Finally, because the importance of IEC outreach has not been
stressed, the collective community resources managed by the COGEC and COGES have
never been mobilized for IEC. Finally, all ministries, including the MSP, have funds budgeted
for their 'iaison office" and for communications. These resources have not been galvanized in
order to promote dissemination of health messages in the public interest

Toward a Future Strategy for lEe in Family Plann7Jng and Reproductive Health

The framework for a future strategy for FPIIEC in Ben!" should ensure that the
strategy be:

• Fully incorporated into an overarching program in f::m!~:; pl:::ming and reproductive
health, matching demand creation at all points with the supply of quality services.
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• Multi-pronged, induding (1) advocacy for decision-makers at all levels. (2) demand
creation for potential clients and their families. and (3) training for FP workers in
counseling, dispelling rumors about such side effects as spotting and amenonhea.
outreach, and grOup communication.

• Multi-channeled. drawing upon all potential communication networks. whether
family-based. institutional, mass media. joumalistic. interpersonal. or positioned.

• Multi-media. incorporating all appropriate fonns of verbal and visual modes of
expression--from training ledures to storytelling; from traditional masquerades to
mass media; from a private statement by a satisfied user to an advert; from a
whispered direction to a self-proclaiming logo; from a mother's tentative suggestion
to a heath worker's counsel.

• Fully researched. including (1) initial knowledge, attitudes, and practice (KAP) and
qualitative studies, (2) studies before. during, and after materials production. (3)
analyses for impact. and (4) assessments by beneficiaries.

• Conceived within the framework of an overarching national FPIIEC strategy. which
includes (1} inforTTIation for policy making. (2) fonnal and infonnal education at all
levels. (3) mass media for awareness creation, (4) outreach into rural areas and
urban neighborhoods. (5) systematic counseling about FP at prenatal. postpartum,
and postnatal visits. (6) clinic-based group commul'iication. and (7) development of
appropriate materials. especially for the individual client

• Approached differently·in urban and rural areas. and. where necessary. among
different ethnic groups.

• Developed carefully through the stages of (1) building awareness about the benefits
of family planning. (2) building approval of contraception. (3) increasing knowledge
about specific methods of contraception, and (4) encouraging continued use of
family planning methods among women and men who desire to do so. .

• Be direded towafd both client and decision-making audiences. Client audiences in
order of priority would include adult women. young women. adult men, young men;
influentials include policy-makers. traditional opinion leaders, health and social
workers, teachers. and older female relatives in the household.

• Key promises should tum on the enhancement of personal and family well-being.
national development, the status of women. democratic choice, family economies,
and the image of contraceptives.

• SUb-strategies may focus on policy, urban areas, service points. rural outreach.
adolescent audiences. male responsibility, and the press.

32



Care should be taken that a FPIIEC strategy does not

• Proceed in adv3~ce of audience readiness to accept the next stage of promotion.
• Be undertaken without ensuring the presence of a consensual environment for the

target audience.
• Exclude detradors from discussion, but involve and attempt to persuade them.
• Denigrate relevant cultural traditions or traditional methods.
• Advance the notion that the chief purpose of family planning is the limitation of

births.
• Encourage unnecessary medical or religious barriers to contraception.
• Create an impression of pressure or coercion.

TRAINING AND HUMAN RESOURCES DEVELOPMENT

Training for health and social workers in providing quality family planning and reproductive
health services is not developed in Benin. An assessment of the sector was approached by
interviewing approximately 40 heads of services and representatives of international agencies
and assessing the perfonnance of 40 service providers. Among the persons met were the
managers of 10 organizations collaborating with the Ministry of Health in the context of the
PBEF. They included ABPF, UNICEF, WHO, the Benin-Gennany Primary Health Care Projed
(PBASSP), PSI, MEPS, the Center for Research in Human and Demographic Reproduction
(CRRHO), UNFPA, POSS, and The Population Council. Interviews were also conduded with .
:he managers of three preservice training schools, the faculty of medical sciences, the School
of MidwiveslState Nurses, and the IRSP. Eighteen FP service delivery sites in five
departments were visited and the work conditions surveyed.

Personnel and Human Resources

According to 1992 MSP statistics, the number and distribution of personnel working in the
public health sedor are as follows:

• 244 physicians
• 1118 nurses
• 413 midwives
• 201 lab technicians
• 614 nurse aids
• 10 pharmacists

Statistics on the number of personnel working in the 162 private sector delivery sites are not
available.

According to national MCH/FP officials, approximately 378 service providers have received FP
training, including personnel trained by ABPF. Unfortunately, reproductive health service
policy and post·training guidelines for FP service providers have not been established, and it is
therefore difficult to judge the quality of training in relation to performance expedations.
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Results of the Situation Analysjs for FP $how that

• The general perfonnance of service providers is insufficient in critical fields such as
FPnEC, administration of contraceptives, and "infonned choice" of method.

• 35 percent of Ff» service providers have not had any fonnal training in contraceptive
technology.

• 43 percent of them have not had any practical training.
• Only 24 percent of them benefit from sufficient supervision.

A pool of resoun-e persons for training in reproductive health dues exist at the national level,
inclUding central level ministry officials, faculty members from the University Clinic of
Gynecology and Obstetrics, CNHU, the Central MCH Clinic in Cotonou, the Lagoon Maternity
in Cotonou, and a small cadre of national trainers. The PBEF projed has also, over time,
fanned national and departmental FP training teams.

Infrastruct'Jre for FP Services, Training, and Supervision

One hundred five matemites in five departments were selected to receive priority UNFPA
assistance in the context of the PBEF in order to provide quality services. Training of staff is a
first step toward meeting this objective.

The MSP's training policy seems to center on developing training skills within institutions, from
which training is decentralized using a "training of trainers" or "cascade" approach. Focus of
training is made difficult by the ab5ence of a public health service policy or guidelines.

National institutions s1rongly involved in FP and reproductive health training are at the Ministry
of Health (PBEF, the National Coordination Unit for MCHlFPlNutrition, and the IEC Unit), the
Ministry of Education (the Medical School, INMES in Cotonou, and its equivalent ENIIAB In
Parakou), and ABPF. Complementing these structures are smaller NGOs, such as religious
clinics or hospitals, and the many private clinics and matemities.

Currently, an integrated supervision system is used for MCHIFP services. Although this
approach is economical, technical aspects of FP are often negleded and there is little
emphasis on clinical perfonnance. It is not apparent that the personnel charged with
supervising family planning service perfonnance are themselves adequately trained.

In-service Training

The average duration of the in-service FP training conduded in-country in the period 1982
1990 was 10 days. This duration may be compared with the 4-6 weeks typically allowed for
GIit-ricStiaining-inIOOinseition in neighboring eouniries. -Training is-chiefiy ii leoreticai;-without
practicum in family planning service provision. Scores on standard measuring tools .used in
Francophone Africa for knowledge and perfonnance in family planning showed an average
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"knowledge" score for trainers at 58.3 percent and for service providers at 61.6 percent; the
average "perfonnance" scorn for both categories was 56.3 percent

PBEF has developed draft family planning course syllabi and handouts, and there is a
preliminary service policy document adapted from the Togo national policy and standards.
ABPF has also prepared modules for training in family planning, which could become the basis
for a comprehensive in-service training cuniculum.

Based on analysis, in-service training needs have been identified as follews:

• Refresher training for clinical FP service providers
• Training of administrative officers in management
• Training in evaluation/supervision
• Training of trainers and preceptors
• Review of the training program
• Provision of technical protocols

Preservice Training

Preservice training institutions-the Faculty of Health Sciences (FSS), INMES, and ENIIAB in
Parakou-eJo not have training cunicula; rather they have a list of SUbject areas to cover and a
suggested time frame. The program of the school of state nurses does not include family
planning. All institutions lack lEe materials and demonstration equipment such as models or
sample contraceptives.

The FSS and INMES managers are interested in assistance in the following areas:

• Development and integration of FP modules
• T~ining of trainers and preceptors in pedagogy
• Training of trainers and preceptors in evaluation/supervision
• Provision of demonstration and training materials

Proposed Strategy for Family PlannIng

The following series of aCtivities is proposed as a strategy for beginning the process of building
national capacity and capability to plan, implement, and evaluate training in family planning
and reproductive health.

• A reproductive health/contraceptive technology update should be conducted for a
core of national resource persons. The resource persons should be the current
national trainers and members of the MCHlFP Committee set up b1thePBEF. An
upCfaleshould also-be provided for keyservic:eproViders'seledeci frOmthose Who
are motivated and who will be available to work as trainers or preceptors In the
future.
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• Quality services should be developed in the potential practicum sites through the
provision of equipment and supplies and reference materials. IEC efforts should be
stepped up in those sites.

• The development of national family planning and reproductive health gUides and
guidelines should begin immediately.

• A national strategy should be developed and implemented for training and
supervision in family planning and reproductive health. The strategy should include
the following components at a minimum:

• Training in performance evaluation and supervision
• Development of technical supervision protocols
• Establishment of logistics and finances for supervision activities
• Training of preceptors in precepting skills and reproductive health technologies
• Training of provincial trainers in family planning and reproductive health and in

training methodologies
• Training and updating service providers
• Reinforcement of family planning and reproductive health trainh1g in preservice

institutions

• Family planning and reproductive health service protocols should be prepared
based on the national service policy and standards. These should be widely
disseminated to all service providers who should also be trained in their use.

• Clinical family planning training curricula should be prepared based on the service
policy and standards and protocols. Curricula and modules currently prepared by
the PBEF and ABPF should be used a basis.

BREASTFEEDING

At the 1988 8ellagio Conference in Italy, it was unanimously agreed that women who
exclusively breastfeed their babies for the first six months have only a two percent chance of
becoming pregnant (Perez. 1992). IPPF acknowledges the important role of breastfeeding in
birth spacing. In many developing countries today, breastfeeding prevents more births within a
given period than any other method of family planning (Kleinman and Senanayeke, 1984).

Nutritional Status of Children and Women of Childbearing Age

An assessment of the breastfeeding situation at the country level is the first step in developing
a comprehensive breastfeed,ing promotion plan. Poor health status of mothers and children in
BeilinresurtS-fiOnfffiefifgh prevalence·of tropical·communlca61e·diseases, poor nUtrition, arid
a high fertility rate.
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In Benin, 35-40 percent of children ages 0-3 years suffer from protein-energy malnutrition and
10-17 percent of the babies ~re born with low birth weight (Hessou, 1994). In some areas,
almost 23 percent of women. have a low body mass index (Ague, 1993). Iron deficiency is
found in 52 percent of the children age six months to two years and in 45 percent of pregnant
women. Vitamin A deficiency is a public health problem in the northern part of the country.
Iodine deficiency is endemic'in certain areas of the north. The prevalence of goiter i"anges from
15-61 percent, and it is highest among girls (Hessou, 1994).

The detenninants of the poor nutritional status of Beninese children are mothers' ignorance
abQ~.t~ the nutritional needs of the child, household food insecurity, weaning age, and the
child's sex (Batawila, 1990). Poverty and ignorance are the principal detenninants of the
nutritional status of women in Benin.

Breastfeedlng Practices In Benin

It is generally believed that all Beninese children are breastfed; however, there are no
representative data to support this belief. The only reliable study on breastfeeding practices in
Benin is a thesis conducted at the University of Benin (Ekanmian, 1994). The sample included
500 nursing mothers and 107 health workers randomly selected throughout the country. Based
on the study and on some information gathered during field visits, the current breastfeeding
practices could be summarized as follows: the prevalence of breastfeeding in Benin averages
77.6 percent; it is higher in rural areas (93.7 percent) than in the cities (53.5 percent). Only
seven percent of babies are breastfed exclusively during the first 4-6 months. In urban areas,
45.5 percent of the babies are given breast milk plus infant formula. The duration of
breastfeeding ranges from 18 to 24 months. Complementary food is introduced at three
months.

The detenninants of the prevalence of breastfeedirig Benin are the age of the mother, her
level of education, civil status, and religious affiliation, and the place of delivery.
Approximately 97 percent of Beninese mothers recognize that breastfeeding promotes good
health in children; only 58.6 percent, however, initiate breastfeeding soon after delivery.
Initiation is usually delayed from 1·3 days after birth. The reasons for delay include lack of
breast milk secretion (65.0 percent); mother and baby are separated (13.3 percent); and
Cesarean operation (9.8 percent). The introduction of other liquids before breast milk and
throughout infancy is almost universal in Benin; 92.4 percent of mothers give other liquids
because they think babies are thirsty or mother's milk is not sufficient (49.8 percent). Up to
21.8 percent of the women discard colostrum for the following reasons: it is bad milk (68.8
percent); it is useless (7.3 percent); they are instructed not to use it (11.9 percent); and mother
and child separation (13.9 percent).

Only 42.2 percent of health workers do not know that breastfeeding should start within half an
hour following delivery. In addition, 72.5 percent recommend liquids, such as plain and sweet
~Jeldm~tsol~()ns 9f ~~rP~.roo~. ar'\cJ !ipic:es. However. 85.3 percent of the healtil work~rs
educate mothers about the importance of breastfeeding.
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Breastfeedlng Policies and Support

The Beninese Labor Code provides 14 weeks of paid maternity leave and allocates
breastfeeding breaks for nursing mothers. A national breastfeeding policy for the protection,
encouragement, and promotion of breastfeeding has been adopted by the Benin govemment
(MS~, 1992). A national technical committee has been set up for the follow-up of
breastfeeding activities. The policy Is being Implemented with the assistance of UNICEF
through its Baby Friendly Hospital (BFH) initiative. Breastfeeding is a key strategy in the newly
formulated National Action Plan for Food and Nutrition (PANAN). Breastfeeding is mentioned
in other MSP child survival programs, such as diarrheal disease control and the expanded
program of immunization.

UNICEF is the main actor in breastfeeding promotion in Benin. A vast breastfeeding campaign
through BHF activities is being undertaken in collaboration with the MSP. So far 33 health
establishments in the six regions have been targeted to become BFHs. Their personnel have
been trained. Approximately 10 health facilities already fulfill UNICEPs conditions to become
BFHs.

A national NGO for the promotion of breastfeeding activities in Benin has been recently
formed, IBFAN-Benin, which is the national equivalent of the International Baby Food Action
Network.

Breastfeeding as a Family Planning Method in Benin

Generally, breastfeeding is not being proposed to Beninese women as an altemative family
planning method. Only one matemity (CHD/Oueme) has a clear breastfeeding policy for its
planning family unit; during family planning counseling, breastfeeding is proposed to women as
another method of child spacing. ABPF has developed one rural radio message on
breastfeeding as a family planning method, but breastfeeding is not being proposed to women
attending ABPF family planning clinics.

Breastfeeding as a birth spacing method has not been Int&grated Into family planning activities.
Family planning officials In Benin recognize that IPPF rer.;ommends that breastfeeding be
proposed to women as an alternative child spacing meth,'XI. Beninese health and social
workers involved in.family planning promotional activities ~!so acknowledge that breastfeeding
related abstinence was practiced In the past After delivery, the women was separated from
her husband. It was culturally forbidden to have sex while breastfeedlng based on the belief
that sperm might contaminate breast milk and cause illness in the child. This practice indirectly
contributed to an increase in the Interval between births.

Conclusions

Current breastfeeding practices in Benin do not meet the intemational community's standards
for optimum benefits in child survival and family planning: up to 27 percent of mothers delay
the initiation of brea~tfeedinqfrom 24 hours up to three days; exclusive breastfeeding during
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the first 4-6 months is rare and other liquids are given to the baby right from birth; colostrum Is
still considered "bad milk" and is discarded in many cases; the bottle feeding rate Is relatively
high in urban areas; supplementation starts very early with thin maize porridge; and the
weaning age is declining. There are, however, several supportive fadors for the promotion of
breastfeeding in Benin, despite the constraints.

Supportive Factors for the Promotion ofBreastfeeding in Benin

The following are supportive fadors for the promotion of breastfeeding in Benin:

• There is widespread acceptance of breastfeeding.
• PANAN includes breastfeeding as one of its strategies.
• A national breastfeeding policy is already operational, and a national code for the

marketing of breast milk substitutes has been formulated.
• The Beninese labor Code provides 14 weeks maternity leave with salary.
• A national technical committee on breastfeeding has been set up and is

operational.
• A local NGO for the promotion of breastfeeding activities at the community level,

IBFAN-Benin, has been recently created.
• Numerous opportunities exist to reach a large number of women through health

centers, social welfare centers, village health centers, food and applied nutrition
posts, community-based women's groups, and NGOs.

• The health system is based on the Bamako Initiative with a trend toward integration
of MCHlFP/nutrition activities.

• There is strong involvement of donor agencies and NGOs In the promotion of
breastfeedlng (UNICEF), nutrition, food socurity, and income-generating activities
(United Nations Food and Agriculture Organization, Worfd Food Program, eRSt and
Terre des Hommes).

Constraints

The following are constraints to optimal breastfeeding and its promotion In Benin:

• There is a widespread belief that newborn babies are thirsty and they need water
and other liquids.

• Women's heavy work load Interferes with breastfeeding.
• There is a lack of,representative data on breastfeeding practices.
• There is a lack of financial allocations from the state budget for breastfeeding

promotion activities.
• Health and social workers are inadequately trained in optimum breastfeeding

__ Rractice$.___ - - ---- __ .__
• Insufficient emphasis is put on the nutritional status of pregnant a"~ lactating

mothers.
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FAMILY PLANNING LOGISTICS

The objective of the logistics evaluation was to (1) examine the present system(s) of family
planning logistics existing in the country, (2) assess their relative effectiveness in providing for
the country's needs, taking into account the stated policy and objectives of the govemment
toward family planning, and (3) suggest or recommend any measures that might strengthen or
improve the present system(s) and make them more able to cope with national needs and
achieve stated FP targets.

Contraceptive Prevalence

In 1993 there were an estimated 1,095,000 women of reproductive age (WRA) In Benin out of
a total popUlation of 5.068.004, of which around 74 percent live in the rural areas. The adual
number in 1994 is probably close to 1.23 to 1.3 million. The base data-e.g., actual supplies
consumed, established method mix. etc.-appear to confinn that the level of contraceptive
acceptance is no more than one percent. despite the fact that approximately 46 percent of
married women are said to be aware of modem contraceptive methods (UNFPA, 1992a).
Statistics emanating from clinic records appear to place the CPR at a higher level, two to three
percent However. this higher figure appears to be based on the system of counting acceptors
every time they appear at a clinic to renew their prescriptions. World Bank figures place it
even lower. at 0.5 percent. and the Ministry of Health placed it between 0.7-1.0 percent in
1991.

The lack of adequate planning for supplies to meet the potential demand may have contributed
to a less than active promotion of family planning in govemment healthlFP services. Though
family planning items may be found in most health units. quantities kept in stock are often quite
low.

This situation may be the result of relatively low stocks held in centrally in Cotonou, which
reflects upon the estimates of needs and orders placed with UNFPA, the govemment's main
supplier. The estimates havs tended to be very modest in recent years and not representative
of the country's real needs. Thus the cycle reinforces itself: low stocks in the central store,
low stocks in the health units, low level of FP to potential acceptors, low movement of stocks,
and thus low level of requests for more supplies to UNFPA.

In 1993 the 59 health units visited had given service to 13,643 old acceptors and 4,718 new
acceptors, or an average of ~31 old acceptors and 80 n~ acceptors per health unit In
comparison, in 1993, the numbers of old and new acceptors receiving service in the two clinics
of the ABPF, the private FP organization In Benin affiliated with IPPF, were 6,783 and 3,137
respectively, or an average of 3,391/c1inic and 1,568/cJinic. The comparison serves to show
the difference in acceptor level between a clinic with motivated staff and relatively good
logistics management (ABPF) and those less well served (public health facilities). The number
cffamUypI3r.roing==ptcrs-inBernnin1994 was pr...bably-in theregicn of· 15,000-18,000. .

40



"..

It would appear that one of the reasons for the low CPR in the country is the absence of an
effective govemment (MSP) FP logistics system and management thereof, including the
following:

• Lack of knowledge about the country's present and future needs for contraceptives
• Unrealistic CPR reporting due to inaccurate data or absence of a data recording

system
• Absence of efficient supplies or inventory management at all levels; weak planning,

forecasting, or bUdgeting functions
• Absence of an effective distribution system
• Lack of training in logistics management by headquarters staff and health workers

in FP units
• Precarious system of cost recovery and financial management; lack of clear

direction to which purposes the funds collected should be used; lack of research
into the most effective and acceptable price levels for clients

Situation of Logistics and Supplies

The 1994 Situation Analysis revealed the following facts about tha management of supplies
and logistics at in government "integrated" (MCHlFP) clinics:

• Only 16 percent of health personnel had received training in FP logistics
management

• Seventy-nine percent of MCH patients were not being informed about FP.

• A relatively high 'number of contraceptive products were a'iailable. particularly the
injectable (in stock in 87 percent of health units). the low-dose combined pill (in
stock in 74 percent of units). condoms (82 percent of units); however. the progestin
only mini-pill was availab'~ in only 27 percent of units. IUDs were available in 55
percent, and foaming tablets in 62 percent of health units.

• Only eo percent of health units had any basis for a system of contraceptives
management or suitable storage capacity. This lack was probably a main cause of
stock-outs in 30 percent of the health units over the preceding three months.

• Only 64 percent of the health units had usable FP recorded data. Only 14 percent
of units used their data to strengthen their ordering system to prevent stock-outs.

• Seventy-six percent of units had not received sufficient supervisory visits during the
preceding three months.

Supplies. The present system of ordering supplies does not appear to be based on a well
planned system. This seems to be the case at allievels-CCS, CSSP/CSCU, CHD, and the
center in Cotonou, the PBEF. Units appear to place orders when they start to run out of stock.
and this is frequently too late to avoid stock-outs.
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Orders passed to UNFPA by the MSPIPBEF are uneconomic; only one large order per annum
should be made. This should be based not only on present consumption but on estimated
future needs, taking into account CPR targets. training. IEC. and so forth.

UNFPA and IPPF appear to be able to supply most contraceptive needs (orals, injectables.
spennicides. IUDs, condoms) ~·i1out much difficulty and within country budgets (see Appendix
0-4. 5, 6). When quantities increase, it is possible that supplies from other sources may be
called for; however, for the immediate future, this does not appear to be a requirement

Distribution. The present system of distribution operated by the PBSF does not appear to be
working effectively. It is very much a ·pull" system, rather than a ·push· system. In fact. there
is no effective distribution system at all. The PSSF acts more like a wholesaler, waiting for its
clients to call upon it It has none of its own transport. It carries out litUe or no management
supervision in the field.

The ABPF, on the other hand, appears to have an effective distribution system with its own
vehicles and own regional or. department stores. However, its distribution functions are greatly
reduced, supplying only its three clinics and the 80 integrated clinics of the Ministry of Health.

Cost Recovery

The system of financial management and cost recovery for contraceptive services and
supplies appears precarious. Moreover. the system is managed independently by PBEF and
is not integrated into the essential drug cost-iS~very scheme established through the Centrale
d'Achat. Department directorates and clinics can draw initial supplies from the PBEF, stOnt
without payment; clients are supposed to pay for them after usage, according to a set fee
schedule: orals 100 FCFAlcycle.lnjectables 500 FCFAl1. IUDs 400 FCFAlunit. foaming tabs
and spennlcides 200 FCFAltube, condoms 25 FCFAI2. etc. However, how much of these
client fees is being retained ~y health units and how much is returned to the PBEFIMSP is not
known.

Client payments presently levied for the different types of contraceptives in both government
and ABPF clinics do not cover the full costs of the contraceptives (with the possible exception
of injectables). Prices appear to be agreeable to most acceptors, particularly in the urban
areas; however. they may be an obstacle to contraceptive prevalence In rural areas,
particularly to th9 poorer poti:mtial acceptors. Funds received from client charges appear to be
banked by the PBEF or held at health units without a clear vision of how such funds should be
used (e.g.• improvements to storage conditions, training, repurchase of contraceptives, etc.).

42



Options for Strengthening the FP Logistics and Supply System

Management

The most obvious deficiency in the present system of FP logistics is management at all levels,
e.g., supplies planning, assessment of needs, inventory control, distribution, management
infonnation, supervision and control, and financial management There appears to be no
system in which the PBEF can accurately forecast needs and therefore arrange to have
sufficient stocks. It is also difficult for the departments to arrange to visit Cotonou whenever
clinics run down their stocks. SC'metimes visits are limited by lack of funds for transport. It is
also most uneconomical for each department to have to pick up its own supplies rather than
have supplies delivered on one tour by a centrally located vehicle. Furthermore, once supplies
reach the department diredorate stores, individual health centers are supposed to arrange
their own transport to pick up their own supplies, which at times of scarcity of vehicles and fuel
can be difficult and lead to stock-outs. It would be appropriate, therefore, to consider whether
placing the managem~nt of government FP logistics elsewhere than its present location in the
MSPIPBEF would be desirable.

Centraie d'Achat One option to strengthen FP logistics management might be to take this
function from the MSP/PBEF and place it with the Centrale d'Achat, which manages the
essential drugs program and which appears to have made rapid progress over the past five
years, ensuring a wide distribution of essential drugs, dressings, and other medical supplies on
a cost recovery basis.

There are obvious attractions in this option: The Centrale d'Achat has a spacious and well
organized store, appears to have successfully operated the national essential Jrugs program,
and has a constantly increasing turnover. Approximately 90 percent of health units in the
national system (about 360) are said to be customers of the Centrale d'Achat. However, the
Centrale d'Achat does not have the one element that FP logistics needs: a "pUSh" system of
distribution. Furthennore, the Centrale d'Achat would charge an overhead for its handling and
storage. This would have to be negotiated, but would likely be around 15-20 percent of the
value 01 the contraceptives. The required prepayment may not be acceptable to health units
which receive contraceptives free at present The price of contraceptives to the client might
increase.

The Benines~ Association for t"':q I'romotion of the Family. The ABPF delivers/sells
contraceptives to its own clinics and to 80 of the 260 government health centers and clinics
offering FP services. The government units are provided with contraceptives on a sell and
return basis, I.e., they are initially given free and paid for when sold. The ABPF makes these
deliveries from stores in its six branch offices or Antennes, one in each department Each
Antent;e has a vehicle, and there are three pla..-:ed at headquarters in Cotonou. ABPF also
appears to htive a well-fundioning system of data recording, including data emanating from
government clinics (ABPF ar.mual reports and Appendix 0-9) though there may be multiple
counting or acceptors: ... -. - - .... -

The ABPF has long experience in FP and possesses a small, though relatively efficient,
distribution system. With considerable injection of monetary resources, personnel, and
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equipment, It could, In time, handle the management of a country-wide FP logistics system.
However, the activities of the ABPF may best rest in the private sector, offering an alternative
to gO'iernment clinics. Also, Its awareness raising and motivation program should perhaps not
be diluted by the demands of managing a national logistics system.

Finally, one of the ma;n reasons the PBEF was placed in the Ministry of Health was so that the
MSP could directly manage the national FP program and integrate FP into the MCH system.
Managament of contraceptives logistics should be a key function of a national FP program.
Taking the management out of the MSP would defeat this objective aod may not be in the best
inlerests of the country. •

Due to the relatively low level of staff and logisti<.:s training at all levels of the government FP
system, one option for raising standards of 10gisti'S managemfant in a short (1-2 year) period of
time would be to implement a Family Planning Logistics Management (FPLM) program with
financial.support from USAID. This type of program has been reasonably successful in other
countries and is relatively cost effective and targeted.

Supplies Planning

There is an urgent need for a mu(8 scientific and rational way of estimating contraceptive
needs and ordering them from suppliers. Table X [Morre's Appendix 0-1] could be a
reasonable starting point for a new system of supplies planning and assessment of needs of
contraceptives In Benir-. The analysis assumes a CPR in 1994 of 1.2 percent and 1.29 million
WRA, which appear from all available data to be reasonably accurate. The table calculates
the approximate amounts of different contraceptives needed to cover national needs, based
on the current method mix (Column 2). Needs compared with supplies (Column 3) show that

• Orals were un~fltsupplied by 50 percent of actual needs.
• Injeetables were approximately correct.
• IUDs were oversupplit.:..-d by a factor of three.
• Spermicides and foaming tablets were undersupplied.

Costs of projected contraceptive needs for the year 1994 to 2000 are estimated to increase
from CFA 65,282 to CFA 368,668, based upon actual purchase prices factored upward for
Innation. Revenues, or financiral retums from the sale of contraceptives at current prices plus
innation will increased from CFA 29,363,550 (1994) to CFA 138,527,900. It is further expected
that the distribution share of,costs will fall from 93% in 1994 to 28% in 2000.

Whatever distribution system is used, however, it can safely be said that unless there is a
system of ·push· distribution for the contraceptives to ensure that every health unit offering FP
services has a regUlar supply of needed items, the CPR is unlikely to move upward much from
Its present low level.

44



Storage and Inventory Contfol

The present situation regarding storage and inventory control of contraceptives in the
government MSP system appears to be grossly inadequate at all levels, central (Cotonou),
departmental, and in the health centers themselves. (This observation does not include the
ABPF, which appears to have a relatively well-functioning and efficient storage and inventory
control system in operation.) At present, the typical storage place of contraceptives in health
units are at the bottom of a filing cabinet with little regard for cleanliness, temperature, or
security. The central store of PBEF in Cotonou shows several deficiencies in coping with
national needs (space, ventilation, and recording). Management forms only indicate amounts
in stock and delivered. They do not provide for information on maximum and minimum stock
levels or on levels to trigger new orders. The first-inlfirst-out principle does not appear to be in
use.

Government stock control forms for the central MSP stofe are considerably less informative
and useful than those used t;>y ABPF. Fiches de stock are not widely used. Indeed, no forms
are being used by the majority of health centers or department directorates to place orders,
which accounts for irregular ordering and stock-outs. According to a recent survey, only 10
percent of health units make' any kind of monthly report.

Management Infonnation Systems

The SNIGS (National Health Information Management System) system as presently organized
does not provide for sufficient collection of useful information on FP logistics or usage of
contraceptives, nor does it provide a method of stock conlroVreordering. It also does not
provide for feedback to the health units of useful information. Retro-Information Bulletins,
published once every three months by SNIGS, as well as the annual report do not yet
adequately address FP. The data are often slow to be passed for processing, and this time
lag may be an obstacle to using the SNIGS system as a FP logistics management tool.
However, there is a plan to extend the SNIGS data to follow more closely developments in FP
from 1995.

Supervision

From all observations, ona of the main reasons for the general weakness in the FP sys~em and
low rate of contraceptive prevalence is the lack of adequate supervision.

According to established MSP procedures, each health unit is supposed to receive a
supervisory visit at least once a quarter. The Situation Analysis revealed that there had been
an inadequate level of supervisory visits in 76 percent of health units visited; 18 percent of
them had not been visited at all; and this lack of supervision played a key role in the absence
of enthusiasm and motivaiionamong famiiypianning service-personnet

One of the main functions of. the FP management unit should be to ensure an adequate level
of field supervision, through its own personnel or through those of the department directorates

45



of health. The present level of staffing of the PBEF at the Directorate of Family Heal1h hardly
seems adequate to ensure a regular program of field visits.

MANAGEMENT INFORMAnON SYSTEMS FOR HEALTH AND POPULATION

SNIGS: The National Health Management Infonnation System

The National Health Management Information System receives technical and logistical support
from Cooperation franfE)ise and WHO. Its goals are the following (MSP, 1994):

• Provide quantitative data indispensable for identifying major health problems and
help define and assess Benin's health policy.

• Maintain ongoing dialogue between health statistics producers and users in a
sustained effort to target improvement of SNIGS and adapt it to the country's
needs.

• Contribute to broader and faster diffusion of information.
• Improve the health sedor's management and planning process.

,
SNIGS is a passive system that relies essentially on health personnel who are the producers
and main users of the information that is collected. For it to operate properly, statistical units
must be operational at the level of the CSSPs, CHOs, or private organizations, as well as the
provincial statistics services for epidemiology and documentation at the Departmental Health
Directorate. The statistical units and the provincial statistics services are responsible for
various reports: ccrrectly recording.them, examining and counting them daily, and sending
them out periodically. The requested data pertain to diseases, personnel, infrastructure
(essentially beds and health staff), funding (income and expenses, with sources), maternal and
child healthlfamily planning, and drugs management

The types of data records vary, depending on the resources and staff of the health center.
Separate records are kept for management, health treatment, and MCHlFP. Within each
department there Is a ODS where two statisticians from the SNIGS network work. each DOS
has at its disposal at least one personal computer and SNIGS-specific software programs. In
addition to the DOSs, the Cotonou CNHU is considered a Department for the SNIGS
organization.

Hard-copy records are used at the local level in the CCSs for data collection. These records
are transmitted to the CSSPs, where preliminary data are pooled by hand. The records
obtained In this way are sent to the DDS, which enters them into the computer using the LOGI·
SNIGS software program. The results are sent on diskettes to the MSP, which carries out the
national synthesis.

The record-keeping burden of health workers in Benin is considerable. To illustrate, the types
ofCfafa -tecorasRepraUfie ccsrevel are tfiiffollOWfrig: . .
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• Approximately 20 t}tges of records are kept in the CCS ~ndex cards, other cards,
registers, statements, reports), including record cards for infants, mothers, family
planning, and the detailed daily MCHlFP register.

• Data records kept by the patient/consulting physician: treatment record booklet,
health record booklet

• Approximately 10 data records to be sent to the CSSP Health Center, including the
maternal activity report and the vaccination activity report.

Each CCS is required to forward its report to the CSS, where information is synthesized, at
most five days after the end of the month.

Types of data records kept at the CSSP cover the same infonnation. Each CSSP is required
to send its synthesized report to the DDS at most 10 days after the end of each month. At
year's end, the CSSP may produce a statistical yearbook (20 pages maximum) containing,
among other items. a summary of vaccination, maternity, and MCHlFP activities. A copy of
this annual report is sent to each district health unit to infonn them of the past year's activities.
Two copies are sent to the DDS.

Types of data records kept in the hospitals (CHD, private hospitals, and CNHU) include infant
health record cards, maternal health. and family planning, and the detailed daily MCHlFP
register; records to be kept by the patient/consulting physician; and records to be sent to the
DDS by the CHD or the private hospital to the MSP (sent to the attention of the Statistics and
Documentation Service) by the CNHU. These records contain, among other things, the
matemity activities report and the vaccination activities report.

Each hospital is required to send its report to the designated agency at most 10 days after the
end of the month. At year's end, the hospital may produce a statistical yearbook containing,
among other items, a summary of vaccination and matemity activities. A copy of this yearbook
is sent to each district health, unit to inform them of the past year's activities. Two copies are
sent to the DDS. .

Types of data records kept at the DDS level include one copy each of the reports produced by
the CCS, CSSP, CHD. private hospital, and one copy of each synthesis report received from
the DOSs; records to be sen~ to the MSP for use by the Statistics and Documentation Service.
including synthesis reports on vaccination. matemity, and MCHlFP activities carried out within
the department

Each DDS is at most required to ensure these reports arrive at the MSP 15 days after the end
of the month. The publication of a statistical yearbook at the level of each department is
mandatory. This yearbook must contain, among other things. an up-to-date summary of
vaccination, maternity. and MCHlFP activities. It is intended for use by each District Health
Center (CSD), CHD, private hospital, and the MSP. The central level will compile data from
the departments and the national synthesis will be published in a statistical yearbook intended
forvarious users.
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Types of Information Collected

Health Indicators

At the national level, a full range of health indicators is available in the SNIGS health statistical
yearbook: geographic, socioeconomic, demographic, and health. Infonnation covers the
health system (health-related infrastructures. human and financial resources, the
pharmaceutical sedor); epidemiological indicators (number of cases and deaths declared for
43 surveillance sites, a summary account of the five most-often used reasons for a medical
consultation, summary accounts of the five most-often used reasons for hospital admittance, a
detailed analysis of the main pathologies); indicators pertaining to health services activities,
treatment-related medical activities in the health units, and MCH activities; matemity-related
activities, family planning activities, vaccination activities, and laboratory work.

Epidemiological indicators and certain health service statistics are pUblished quarterly in a
bulletin entitled RETRo-SNIGS. Because the yearbook for a given year is now published
within the following six months. the indicators are available and recent

Family Planning Statistics

Family planning statistics are not complete or reliable. Information on logistical management
of contraceptives are missing from health data publications. Contraceptive prevalence rates
published are overstated. V\'hat is interpreted as the total number of users is, in fact. merely a
monthly compilation of the annual visits of maleJfemale contraception clients. The total
number of these first visits e!fectively corresponds to the number of maleJfemale contraceptive
users.

Other MCH indicators are more reliable, where the number of new clients corresponds with
reasonable accuracy to the number of first visits. An acceptable rate of prenatal coverage,
postnatal coverage. and child consultations would stated the ratio of the number of new dients
and the number of expected pregnancies, births, or children.

The daily logbook for family planning clients calls only for total numbers; adding up these totals
requires the use of an additional record-keeping medium-notebooks, tear-off calendars-as
grids for counting or handling the numbers. In order to limit the risks of counting errors, it is
recommended that the layout for the daily recording of numbers be modified so that it may also
serve as a counting grid.

Family planning file cards am classified chronologically, without using the system of active
tracking batches. Arranged.numerically in batches of 100 cards and often by neighborhood, it
is impossible, for example, to give a year-end count of those who have abandoned
contraception use.
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MIS for Planning and Programming

SNIGS has reached a stage at which data collection. processing. and dissemination no longer
present any major problems. At the present time. emphasis must be placed on engaging
health workers and planners in its use. A computer-based data presentation tool. VISUEL
SNIGS. is being developed for health technical offices. the documentation center. or health
sub-prefedures possessing adequate computer equipment VIS.UEL-SNIGS may be used to
monitor vaccination. matemity. and family planning activities.

The Unk Between SNIGS and the National System of Statistics

Whatever the perfonnance of SNIGS. it cannot produce all the information it requires. In most
cases, the denominators of the health indicators come from the socioeconomic and
demographic data produced by the National System of Statistics (SNS). It is agreed that if the
SNS is strengthened. SNIGS will also benefit by a ricochet effect. In general. population
censuses make it possible to establish population statistics that are used as denominators of
health indicators. and specific surveys and in-depth studies carried out by the SNS make it
possible to reliably assess SNIGS and various health programs. Thus. the National Institute
for Statistics and Economic Analysis (INSAE). under the auspice~ of the SNS. will publish in
1994 the volumes of the 1992 census analysis. including regional population prospects into the
future. The INSAE has fonn,ulated a request, addressed to the participating funding agencies.
to cany out a demographic and health survey at the national level and to undertake short in
depth studies on maternal mortality. handicaps. women's activities. and migration. Ukewise,
INSAE is seeking funding for a seminar to disseminate the results of census analysis.

The Infonnation System of ABPF

ABPF does not have a statistics unit in its clinics. but it produces relatively complete statistics
through its own system. Statistics pertaining to project management, cash flow. the analysis of
income/expenses by donor. as well as statistics for clinical services. lEe. and contraceptive
logistics are published once each year in the activities report. Since 1992. SNIGS has
included statistics for services from ABPF in the national data.

Data-recording media. individual record cards. and registers are kept relatively well. The cards
are not classified by a system of active research batches. They are classified in batches of 50.
by numerical order. The daily count register is done by hand and the record keeping system
does not make it possible to 'count, in the course of the year. the real number of women
accepting contraceptive methods because of counting the same individual several times.

The statistics produced are relatively complete and recent but are hardly reliable. especially
with respect to statistics on services and logistical management of contraceptives. As in the
public sector. it is necessary and useful to clearly define those who have disappeared and
thowwho have-droppedout, asweit-as-insiruciionsfor-counting them. Tnesystemfor
classifying records by active screening batches may be a solution.
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OPERATIONS RESEARCH IN POPULATION AND FAMILY PLANNING

Statistical studies and nationwide research on demographic and FP problems have always
been a major concem for the Beninese govemment and administration. Thus, since 1960,
apart from the national demographic surveys {1961, 1981-1983} and population and housing
censuses (1979, 1992), there have been several population surveys in Benin. For example:

• Multiple round survey (1981)
• Fertility survey (1982)
• Adolescent fertility survey (198S)
• Income and consumption survey {1986-1987}
• Small-scale household survey
• Informal sector surveys and studies program
• Study on male nuptiality and fertility in Southern Benin {1982}
• Study on the impad of migrations on household evolution (1992)

There has been considerable effort in the field of analysis and research on popUlation,
especially in specific areas such as marriage, household and family, population dynamics,
fertilit:l, intemal migration, women's status, and the satisfaction of essential needs.
Unfortunately, with regard to the national FP program, operations research (OR) activities, with
a view to better assessing the needs of the population, have been very limited. Supporting
research institutions for OR activities in family planning is, therefore, necessary to make the FP
program more effective.

Institutional Capacities

Several ministries (Planning, Education, and Health) are involved in FP research activities
through their t9chnical departments or research institutions.

The institutions are the National Institute for Statistics and Economic Analysis; the Population
Training and Research Center (CEFORP); the Regional Center for Health Development
(CREDESA); the Center for Research in Human and Demographic ReproductionlFamily
Health; the Epidemiology and Operations Research Department (SERO): the Beninese
Scientific and Technical Research Center (CBRST); the Faculty of Health Sciences; the
National Medico-social Institute; and the Regional Institute for Public Health.

The National Institute for Statistics and Economic Anafysis

This institution would be the national reference for a demographic and health survey (DHS).
INSAE is a technical department of the Ministrof ~1~J:I!1il"!g.1i!1~~wo~.lncoUIil;)~ra~onViiththe
Hum-an~esources·and-j5()pujation ServiCe-Within the same ministry. This institute is mainly
involved in population research activities (demographic, fertility, marriage, income-consumption
surveys and censuses); economic analysis and statistics activities; and mid-level training in the
fields of demography and economics.
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Population Ttaining and Research center

CEFORP was aeated in 1987 under the Ministry of Education. So far, CEFORP has trained
three classes of 24 senior te:hnicians in demography and sent demographers to Canada,
Belgium, and France for doctoral and Diploma for Specialized Scientific Studies (CESS)
degrees. The human, material, and computer resources of CEFORP are rather limited. This
institution needs logistic and financial support to perfonn more effectively.

Regional center for Development and Health

CRECESA, previously known as the Pahou Health Development Project, is involved in
research, training, and rationalized health care. It was created in 1983 and is located in Pahou
(coastal Benin). CREDESA focuses on participative action research involving service
providers, researchers, and communities in the areas of management, health economics,
epidemiology, community participation, applied nutrition, and so forth. The CREDESA team
includes agronomists, economists, sociologists, social workers, paramedical staff, and
specialized doctors in epidemiology, demography, applied nutrition, public health, and
community health.

Service-type activities are funded by the govemment, communities, and partly by research
funds. Research activities have been financed by the Royal Tropical Institute and the
Regional Center for Intemational Development (IDRC). Training is conducted under specific
grants from UNICEF, WHO, PBEFIUNFPA, and CRS. Contraceptive CBD activities are
supported by USAID.

The Human Reproduction and Demographic Research Center

CRr~HD was created in 1979 and is located within the CNHU in Cotonou. Its activities include
research, training, and service provision. In the health sedor, CRRHD conducts
epidemiological research in gynecological and obstetrical affections, STDslAIDS, matemal and
infant morbidity and mortality, infertility and infecundity, family planning, demography, and
MCH services management

The multidisciplinary team is composed of epIdemiologists, demographers, sociologists, bio
statisticians and computer scientists, medical doctor-biologists, gynecologists, and laboratory
technicians. Computer and iaboratory equipment are of relatively high quality. CRRHD could
be one the best Beninese institutions for conducting OR studies in family planning and
reproductive health. .

The Epidemiology and Operations Research Department

SERa was created in 1990, under the National Directorate of Health Protection (DNPS)IMSP.
It is in charge of providing OR training to doctors in the peripheral areas, supervising OR
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activities, and developing a regulatory framework for awarding research prizes. SERO's
Qlrrent research activities mainly focus on malaria and communicable diseases with a team of
only two epidemiologist/medical doctors and two computers of limited capacity. Under the
1994 reorganization, SERO will be replaced by the Epidemiology and Border Surveillance
Department Research activities will be supervised by a department other than the DNPS.

The Beninese Scientific; and Technical Research Center

In 19n, the CBRST was created to coordinate all scientific and t~chnical research activities in
Benin. This body includes representatives of all the ministries but is headed by the Ministry of
Education. The main responsibility of this center is to coordinate and report yearly on all
research activities undertaken in Benin. CBRST has subscribed to the National Essential
Research in Health (RNES) scheme.

Health Training Institutions (FSS"INMES, IRSPj

The Faculty of Health Sciences,.the National Medico-sociallns:titute, and the Regional Institute
for Public Health are all under the Ministry of Education. These institutions are, respectively, in
charge of training doctors and social workers; nurses, midwives, and social promotion agents;
and public health doctors. Some students of these institutions conduct their thesis or
dissertation research in the area of family planning.

Overall, the research capacities of these institutions are limited to human resources with little
or no training in research techniques. Material and financial resources for research are almost
nonexistent

FSS and INMES students are entitled to a govemment grant in the amount of 90,000 FCFA for
a thesis and 70,000 FCFA for a dissertation. IRSP trainees receive a research allowance from
WHO. Despite the compete:,ce of the various thesis directors, these institutions do not seem
to present the ideal conditions for OR activities in populationlFP due to staff unavailability and
students' time constraints.

Weaknesses

• There is no strudure within the MSP with adequate human, material, and financial
resources that is capable of conducting and coordinating OR activities in family
planning.

• There is a lack of a multi-year research program in populationlFP and of a socio- .
demographic and health data collection and analysis system, which can be an
obstade-to activitiesinthe sector.-

• There is not a human resources policy yet that can help motivate the staff and
facilitate long-tell'll interest in research institutions.
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• NGOs and associations are not much involved in research activities.

• Activities condud~d by existing research institutions are hindered by the lack of
coordination mechanisms, which partly affects the quality and dynamics of certain
operations research activities in the populationlFP sector.

• Operations research is not perceived by MSP officials and service providers as a
critical element for the promotion and improvement of health care, in general, and
family planning, in particular.

• MSP officials and service providers are not very motivated and involved in OR
activities due to the lack of information and training in OR techniques.

• Most of the service providers who received training in public health, epidemiology,
and evaluation research do not have sufficient experience in the design and
implementation of financiall)f acceptable research protocols.

• The lack of technical, material, and financial resources and documentation and
dissemination channels constitutes a major handicap in the promotion of OR in
family planning.

Possible FP Operation Research Topics

KAP studies in FP and other studies on contraceptive continuity, introduction to new
contraceptive technologies such as NORPLAN"", and the acceptability of IUDs and
NORISTERAT would be appropriate for starting FP operations research in Benin. However,
conducting research on certain key topics also Jeems extremely urgent These topics include
the following:

• Demographic and Health Survey on a national scale, including husbands and
unmarried teenagers. This survey will also study contraceptive prevalence,
marriage, fertility, etc., thereby enabling a better understanding of Beninese
population behaviors and creating a wealth of baseline data to be used later to
evaluate the impact of FP interventions (US$500,OOO).

• Situation Analysis of FP in the private and NGO sectors in order to assess the
extent to which these sectors can contribute to the promotion and expansion of FP
services (US$100,OOO).

• KAP-type opinion poll among religious, political, administrative, traditional, and
leilalative 1eadeF&an~ deGlsiorrai"aakers and aniOng service pio;;ldeF.; who
seem to constitute a handicap to FP activities in Benin (US$100,OOO).

• Study of the causes of modem contraceptive drop-out and methods for
tracking lost acceptors (US$40,OOO).
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• Study of the impact of community-based distribution of non-medical
contraceptives on KAPs among men and women (US$60,OOO).

• Study of altemative channels for FPnEC in Benin (US$40,OOO).

• Study to test one or more approaches to the integration of FP with other MCH
activities (US$40.000).
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Benin Population Program (Draft)

GOAL: Increased Participation in Benin's Economic Development

SUB-GOAL: Strengthen Benin's Human Resource Base

Poor family planning and reproductive health indicators:
• Maternal Mortality Rate: 800 per 100,000
• Total Fertility Rate: 7.1
• Contraceptive Prevalence Rate: 1% modem, est.
• Population Growth Rate: 3%

STRATEGIC OBJECTIVE 2.0: (through 1998)

Increased Access to Family Planning and other Reproductive Health
Services

• % of the population with access to quality public sector family planning
services increased from 5 to 15

• % of the population with access to private sector family planning services
increased from 1 to 5

Program Outcome 2.1

Improved Policy Environment for Family Planning

• data for decision-making (DHS, etc.)
• policy change (rescind Law of 1920, national family planning policy in place,

etc.)

Program Outcome 2.2

Increased Supply of Family Planning Services

• # of public health centers (CCS, CSSP) with family planning services
• # of NGO (ABPF) centers with family planning services
• # of private and social marketing outlets with contraceptives and family

planning infonnation

Program Outcome 2.3

Improved Quality of Family Planning Services

• # of public health centers with qualitv family planning serVices (trained staff,
fEC, MIS;-commodltles,-equlpment, etc.) .

• # of NGOhealth centers with qualitv services
• # of private and social marketing outlets with qualitv supplies and

information
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Benin Population Program

illustrative Listing of Activities and Key Inputs

INPUTS FY95 FY96 FY FY FY99 FYOO fY01 FY02 FY03 FY04
97 98

PO 1: Improved Policy Environment for
Family Planning

-DHS X X

• Legislation X X X

- Situation Analysis X X X

PO 2: Increased Supply of Family
Planning Services

• MIS system in place X X X X X etc.

• Logistics ~nd supply system in pliaC8 X X X X X etc.

• Supervisi~n systems In place X etc.
•• Social Marketing Program In X etc.

operation

PO 3: Improved Quality of Family
Planning Services

• Protocols iin place X etc. -
• Training af personnel X etc.

• lEe programs X etc. ...
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SUMMARY OF RECOMMENDATIONS

Strategic Objective in Family Planning

The PopUlation Sector Assessment Team was asked to offer a recommendation conceming
the creation of an additional Strategic Objective (SOz) population for the Benin Country
Program Strategy for 1994-1998 and beyond. This recommendation would also consider
options for managing such an important objective.

The Assessment Team drew several relevant conclusions in its deliberations on a possible
S02. It included the following: (1) Benin has made remarkable progress in promoting
sustainable, community-based primary health care initiatives; (2) at the same time, a very low
CPR (est. one percent for modem methods) and poor reproductive health indicators suggest
that a vast unmet need for family planning exists; (3) current family planning services are
feeble oveiall and reach an estimated 25 percent of the population; (4) donors recognize that
support to family planning, which began with UNFPA in 1982, followed by the World Bank and
IPPF, has been underfunded, poorly coordinated, fragmentary, and without national
development impact; (5) owing to USAID's comparative strength in the population field, donors
would welcome its entry into the sector; (6) the policy environment, until recently pronatalist, is
undergoing a slow, positive evolution; (7) the Ministry of Health underwent a reorganization in
May 1994 which created a new Directorate of Family Health, housing a Family Planning
Service-a new structure that could catalyze population programs in both public and private
sectors; (8) at the present time, USAID-Benin is willing to commit resources, assuming
availability, to a programmatic effort in family planning and reproductive health; however,
human resources in USAID-Benin must be increased to meet the additional management
burden.

It is recommended that USAID:

1. Add improving family planning services in Benin as a Strategic Objective within the
USAID Benin Country Plan. This objective may be formulated in terms of the following
result "Increased access the Family Planning andother Reproductive Health
Services." A schema and details of a proposed objective tree are shown on pages 55,
and 56.

2. Develop a bilateral project which addresses the aims of the Strategic Objective stated
above through direct technical and resource assistance in IEC, logistics and
management, family planning service delivery, policy development and planning, MIS,
and other identified areas.

3. Expand USAID's technical and managerial capacity to include population and family
planning by recruiting the following additional staff:

• A population and reproductive health specialist at mid- or senior-level (preferably
PHN officer or alternatively a TAACS Senior Fellow, etc.)
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• One mid- or senior-level FSN or local PSC who will work closely with the Family
Planning Service at the Ministry of Health.

Type of Assistance

The foregoing recommendations propose that USAID support the new Strategic Objective
through the use of direct "project assistance" (PA). "Non-project assistance" (NPA) in a
proportion to be determined was also considered. NPA typically consists of transfers without
technical assistance as an inducement to policy reform. It assumes a reasonable national
level of technical expertise, infrastructure, and experience in a given sector. Past USAID
experience with NPA to induce health reform in West Africa shows that a non-project approach
is successful in supporting reforms that have already become approved policy before PA
began. However, where local capacity to plan and implement programs in family planning is
very limited, NPA is probably not the best format (Foltz, 1994). Moreover, NPA is typically more
management-intensive for a USAID field office than PA, owing to the burden of financial
accountability.

Given Benin's weak environment for implementing reform and programs in population, family
planning, and reproductive health, it is recommended that USAID:

4. Support the population, family planning, and reproductive health sector chiefly through
technical support and direct project assistance.

Institutional Development

The creation of the Directorate of Family Health-which combines MCH, family planning, and
HIV/AIDS prevention-under the 1994 reorganization of the MSP offers an excellent
opportunity to reinforce government capacity to implement programs in family planning and
reproductive health and to integrate services at the local level.

Therefore, it is recommended that the Ministry of Health:

5. Define clearly the structure, attributions, functions, and mechanisms for the Directorate
of Family Health, and especially the Family Planning Service within it.

6. Develop a strong partnership with other ministries concemed with population, family
planning. and reproductive health and with relevant NGOs and representatives of the
private sector. In particular, a tight integration of social workers into MCHIFP activities
is strongly recommended. They may be trained to provide practical support to the
sector in disseminating general information to communities and clients about MCH/FP,
referring potential clients for FP services, and offering FP counseling to clients where
appropriate.

7. Integrate. in policy and practice, family planning into existing MCH activities, largely
funded by sources other than USAID, to ensure the greatest possible coverage.
acceptability, and attention to reproductive health.
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Population Policy and Refonn

The political environment for population, family planning, and reproductive health reform
remains mixed. Paradoxically, the Law of 1920 forbidding contraception has been neither
abrogated nor fully enforced. A Family Code reflecting the current legal and socioeconomic
environment needs to be developed in Benin. Meanwhile, an excellent ICPO preparatory
document has been prepared by the CNRHP, and Benin has committed itself to developing a
national Population Policy by mid-1995; however, contributions by the NGO community, the
private sector, and even other ministries-especially the Ministry of Health-to this process
have so far been negligible. Elsewhere, coordinated program efforts in family planning and
population are frequently eroded by a ·project mindset,• often fostered by donors, which needs
to be replaced by the development of a national institutional framework. A general strategy of
support to policy reform would therefore consist of strengthening the nation's institutional and
technical capabilities in the development, implementation, and monitoring/assessment of a
national population policy. .

The following government aCtions are recommended:

8. Develop as soon as possible a National Population Policy in concert with the National
Committee of Human Resources and Population Commission relevant NGOs, and key
donors in population.

9. Create a mechanism for genuinely coordinating activities in population and family
planning among all actors. Subcommittees should be established as needed on such
support functions as demography, policy, training, IEC, logistics, MIS, and so on.

10. Further advance the status of women by prioritizing the preparation, adoption, and
implementation of a Family Code.

11. Revise the 1920 Law forbidding the promotion of contraception in order to provide a
clear legal framework to activities fostering family well-being.

12. Revise the decree reiating to the composition of the National Human Resources and
PopUlation Commission to enable NGOs and society at large to join in the preparation
and coordination of popUlation policy.

The following actions are Tecomrnended for USAID:

13. Support the preparation of a national population plan of action by making available
expert international appraisal for the assessment of population programs.

14. Strengthen the Population Documentation Center in the Ministry of Planning to enable
the population unit to become a populatio.'1 refe.re!'.te center.

15. Support the department-level Human Resources and Population Commissions whose
efficiency is limited by the scarcity of human and material resources. The success of
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the population policy will depend, in large measure, on the Vitality of these department
level commissions.

Infonnation, Education, and Communication

Donors, NGOs, and government partners agree that IEC must playa key role in meeting
development objectives; many take as an imperative the increase in demand for family
planning, through multi-channeled and mUlti-targeted family planning IEC. So far, Benin has
seen positive experiences with lEe in EPI and oral rehydration therapy campaigns and in the
FP-related areas of HIV/AIDS prevention and breastfeeding. In addition, a major expansion of
media coverage has taken place through the creation of local and private radio stations,
addition of television and radio relay antennas, and the recent creation of the HAAC.
Unfortunately, IEC for FP is hampered by the absence of a national popUlation policy and
consequenUy the lack of a national plan for FPIIEC. Umited infrastructures for public
communications and logistics in some rural areas confine the speed and reach of infonnation
exchange. More critical, absence of accurate and authoritative information on contraceptives
among health professionals lead to application of medical barriers and lack of conviction about
the benefits of modem family planning methods. Finally, the limited funds available for FPIIEC
are not absorbed, owing to lack of lEO-specific bUdgeting at national and peripheral levels.

In order to increase demand for family planning services, IEC for FP should be greatly
enhanced, adequately funded, and fully integrated into an overarching FP program nationwide.

The following specific actions are recommended:

16. Develop a national strategic plan for FPIIEC that includes, but is n~t necessarily limited
to, advocacy and infonnation for formulating population policy, use of mass media,
development of cliniC-level and individual FPIIEC materials, communication and
counseling training for FP staff, grass-roots interpersonal communication, and
research.

17. Coordinate fully FP/IEC activities and messages among all partners in government,
NGO. and private sectors.

18. Make adequate funds available to the IEC Division within the Family Planning Service
and deparbnent-levellEC services in order to ensure adequate development and
distribution of FP/IEC materialS, coordination of the national FP/IEC strategy, and high
quality FP/IEC training for all relevant staff.

Training and Human Resources Development

Preservice and in-service training in family planning and reprod"Jctive health must be
. str8n.nthenedat an le\lels,witttspecial.ernph~c:is o!'lltte-!ra!nins-ofmidwives,.r.u.~es, anA

social workers. The current MSP policy of decentralization in training should be continued.
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The following actions are t8C0mmended to the government in order to improve training in
family planning and reproductive health:

20. Develop a national population and family planning training strategy that is gUided by
MSP service policy and standards and by the new policy of decentralized training.
Representatives of institutions involved in in-service and preservice family planning and
reproductive health training should participate in the development of the strategy. The
strategy should include options for institutionalizing training capacity and capability. It
should also include the following:

• Development and dissemination of FP service protocols
• Training of trainers and preceptors from the MSP and MTEAS in training

methodologies, evaluation, and supervision
• Training of FP service heads in management
• On-site follow-up of trained participants
• Systematic implementation of a refresher training course for service providers in the

field with particular emphasis on IEC, "infonned choice" of contraceptive methods,
administration of methods, and the health information system

• Reinforcement of,linkages between the in-service training system, preservice
training systems, and family planning and reproductive health service systems

21. Supply potential FP training practicum sites in the departments with necessary
equipment and m~~erials. Practicum sites in Cotonou should be reinforced as a step
toward increasing national family planning and reproductive health training capacity.

22. Provide technical and financial assistance to preservice training sites (e.g., FSS,
INMES, ENIIAB) to allow them to integrate the FP modules into their curricula,
implement a training course for trainers and preceptors in training methodologies, equip
their teaching halls with FP demonstration materials and training materials.

23. Train family planning and reproductive health service managers in the integration of
services. Training curricula for in-service and preservice should also reflect the
integration of all aspects of reproductive health.

24. Provide assistance to social marketing NGOs (e.g., ABMS) in the training of
community-based distributors of contraceptives.

25. Explore opportunities for conducting family planning and reproductive health training
related operations research under the auspices of the CRRHD.

Breastfeeding

There is a widespread acceptance - •• ~astfeeding in Benin; however, current breastfeeding
praetieesdo-not-enst.ife optimum ~ 5 foichiidsurvivai or famiiy pianning; Up to2-r
percent of mothers delay the initiatl",•• ~f breastfeeding for periods ranging from 24 hours to
three days. Exclusive breastfeeding during the first four to six months of life is rare. Other
liquids are given to the baby right from birth, and colostrum is still considered "bad milk" and is
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discarded. Bottle feeding is relatively high in urban areas; food supplementation starts very
tlarly with a thin maize porridge. A major national promotion of breastfeeding is in progress
with support from UNICEF; however, so far there has been little effort to educate mothers of
the contraceptive benefits of exclusive breastfeeding.

In order to heighten and prolong the impact of breastfeeding promotion, the following actions
are recommended:

26. Revise curricula for the training of health and social workers to include updated
infonnation on breastfeeding. Undertake training activities on optimal breastfeeding for
representatives from MPS, MTEAS, MDR, and national NGOs.

27. Improve the quantity and quality of information gathering and research on
breastfeeding, especially in the context of routine MIS for health, family planning, and
nutrition; a better understanding of attitudes and practices is needed to facilitate the
development of communication and counseling messages. Set up a breastfeeding
infonnation system for the collection, analysis, and evaluation of breastfeeding
interventions.

28. Integrate breastfeeding into family planning, health, and nutrition activities. Promote
proper weaning foods and better nutrition during pregnancy and lactation.

Family Planning Logistics and Supplies

At present, commodities for family planning are distributed In three ways: by the government
through the Family Well-being Project, by the locallPPF affiliate, and through the private
commercial sedor. In addition, the social marketing project for HIV/AIDS prevention has
opened the market for condom social marketing. Options for future distribution of commodities
include the above, with the additional possibility of using the Centtafe d'Achat, which currently
distributes generic drugs to health centers and phannacies throughout the country. A review
of pricing and financing of contraceptives is needed, as funds collected from the government
contraceptive distribution program is currently managed separately from the health community
financing system. This review should address the wisdom of combining contraceptive
distribution with that of the Centrale d'Achat. Pending that review. the following tentative
suggestions assume the continuation of distribution through the govemment program.

It is recommended that the government with USAID support undertake the following:

29. Reinforce and strengthen the Directorate of Family Health in FP logistics and supplies
management Provide technical support and training in computer-based commodities
forecasting.

30. Implement a system 9' commodities distribution based upon a "pUSh" rather than a
"pull"_S}'stem.. The MSP mS}'needmseeklogistics-support by-coll~boratinQ-with
donors or NGOs. although a self-sustaining distribution system is the ultimate goal.
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31. Improve stock control, method mix, and supervision by (a) undertaking a survey of
stores at central and departmental levels and in health units; (b) instituting strong stock
reporting systems; and (e) developing a system for regular supervision.

Management Infonnatlon Systems for Family Planning

The National Health Management Information System (SNIGS), while useful for many PHC
health interventions, does not provide for sufficient collection of useful information on family
planning, especially regarding services, utilization, logistics, or stock control. In addition, family
planning statistics suffer from the key weakness that each request for contraceptive
commodities is counted as a "new acceptor" by most health workers.

The following actions are recommended:

32. Change the method used for daily counts and the one used for the monthly reports,
making it possible to count the first visits by female contraceptive cJi~nts, collect IEC
activity data, and manage contraceptive inventory data.

33. Develop a MCHlFP module for the VISUEL-SNIGS database inquiry program.

34. Undertake a DHS near the end of 1995. This survey, which will be nationally
representative, will be the basis for assessing all ongoing health-related activities and a
basis for planning Benin's health programs.

35. Evaluate the SNIGS system for its appropriateness to family planning infonnation and
managem'Jol

Operations Research

36. Organize workshops on operations research for populationIFP with a view to
elaborating a multi-year program of research and setting up an institutional framework
for OR activities.

37. Develop sufficient institutional capacity to conceive and execute an operations research
protocol, notably in the MSP under the responsibility of the Family Health Directorate.
Strengthen the material and technical capacities of existing research centers that are
involved in the populationlFP sector.

38. In the medium term, set up an effective OR unit for MCHlFP that is able to secure
funding for its own research protocols.

40. Provide, as needed, specialized technical assistance to the government, through
intefr'I.ationa! research organizations, for co!,ducting these studies.

65



Financing of Population and Family Planning

41. Owing to the general success-though still uneven-in health services cost recovery by
local health committees (Bamako Initiative), a management review of utilization of
health committee funds is strongly recommended. Government, relevant NGOs, and
donors should jointly consider and establish policies on utilization of health committee
funds, pricing and means testing for services, areas of financial support (e.g., additional
personnel, outreach, training, maintenance, recurrent costs of consumables, and so on.
In addition, the composition and general functioning of the COGEC and COGES needs
review, if possible through operations research).

Action Plan

The Assessment Team was asked to develop an Action Plan for planning activities in a future
population program. An Action Plan will follow the development of a Family Planning Program
Strategy. Meanwhile, an illustrative listing of activities and key inputs into the sector appears in
the table on page 57.
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1 POPULATION ACTIVITIES AND THEIR INSTITUTIONAL CONTEXT

by Mohammed zarouf, Aristide Aplogan, and Deirdre laPin

1.1 Background

1.1.1 Geographical and Historical Setting

The Republic of Benin, a country of 43,484 square miles, is slightly larger in size than the
Commonwealth of Virginia. Situated in coastal West Africa, the country shares its western
border with Togo, joins Burkina-Faso to the northwest, Niger to the direct north, and Nigeria to
the east Uke most countries along Africa's Guinea Coast, it divides roughly into two broad
ecological and cultural zones, Oile being northern savannah and the other southern forest
Over 50 diverse ethnic groups reside in these two regions.

The South is a tropical and humid region characterized by a population of sedentary
agriculturalists, traders, and urban dwellers who reside in the fast growing metropolitan areas
of Cotonou, Porto Novo, and Abomey-Bohicon. Owing to a traditional surplus economy dating
back more than three centuries, southern Benin historically supported a number of centralized
states, including the great Fon empire of Dahomey and the smaller Yoruba kingdom at Ketu,
which recognized the authority of the central kingdom in Oyo (Nigeria). Smaller, coastal
groups include the Adja and Ouatchi. Modem Benin's southem economy is grounded chiefly in
agriculture and fishing.

Benin's northern region has a drier climate. Parakou and Natitingou are the principal urban
centers. The area is moderately watered and supports a mixed economy of nomadic
pastoralists and agriculturalists who were typically grouped into smaller, segmented societies.
Key socio-Iinguistic groups in the North include the Bariba, Dendi, Djougou, Otamari, and both
nomadic and sedentary Peuhl (Fulani). For Benin, as for its coastal neighbors, this
northem/southem axis continues to mark the social, economic, and political development of
the country. Roughly two-thirds of the population currently resides in rural zones. By the year
2000, however, 45 percent of Beninese can be expected to be urban dwellers, increasingly
concentrated in the southem part of the country.

Since independence in 1960 Benin has undergone numerous changes of government, most
occurring in an early tumultuous period which ended with the installation of a Marxist military
regime in 1972. By the mid-1980s, Benin was faced with a severe economic collapse, and the
govemment began to replace its socialist philosophy with a more programmatic approaCh to
the country's economic needs, encouraging Western investment and reorienting Benin's
foreign policy. In June 1989 the International Monetary Fund (IMF) approved a three-year
structural adjustment program and Benin's US$1.5 billion debt was subsequently rescheduled.

Real democratic process began with the "National Conference of the Active Forces of the
Nation" (CNFVN) held in February 1990 that designated a former officlg; of the World Bank,
NicephowSogiu,'as-BeniITs new prime minister.. ·Mr..Sogfo·was'subsequentiyefected
President on March 10, 1991 in a free and fair election. Since that election the country has
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continued to make progress toward a pluralistic, democratic govemment and a liberalized
economy.

Today, the Beninese economy is dependent on agriculture (staple foods, cocoa, coffee,
cotton, and livestock) and fishing. Some minerals are exploited. The manufacturing and private
sectors are being developed, especially in the processing of such raw materials as cotton,
palm nuts, sugar cane, and petroleum. A second phase of the structural adjustment program
(1992-95) aims at greater involvement of the Beninese population in health and family
planning activities. Increasing contraceptive use is viewed as a first step to bringing population
growth in step with available resources.

Administrative geography of th:;t country changed little after the National Conference. Today
Benin has six departments, formerly known as "provinces." They include the Atacora (1992
pop. 649,308) and Borgou (pop. 827,925) in the north; the Zou (pop. 818,998) in the middle
region; and the Mono (pop. 676,104), AUantique (pop. 1,066,373), and Oueme (pop. 876,574)
in the south. The six departments are divided into n sub-prefectures and metropolitan areas;
these are further divided into 517 communes and finally into 3,378 Villages and town quarters.

Benin's total popUlation, according to the 1992 General Census of Population and Housing,
was 4,915,555. A population growth rate of 2.9 percent would yield a 1994 population of
approximately 5,185,000 per:sons. Approximately 1,063,000 are women of reproductive age
(15-44), including 222,000 young women under the age of 20. The total fertility rate of 6.1
bears witness to a pro-natalist tradition.

Benin has not had the benefit of a fertility or demographic survey. Current sources estimate
the contraceptive prevalence rate (CPR) for modem methods at between 0.5 and 2.5 percent
This paper proposes an estimate of one percent (see Chapter 5). The Benin obstetrical
community believes that up to 20 percent of all pregnancies are currenUy terminated by
induced abortions and rates of abortion are increasing. Furthermore, unsafe abortion may
account for as much as one-third of maternal deaths.

1. 1.2 Family Planning in its Socio-cultural Context

Family planning is not a popular notion in Benin; however, health and population indicators
suggest that the unmet need for family planning is high. The rapid decline in infant mortality
over the past 10 years (falling from about 150 per thousand in 1982 to 105.5 in 1992) has not
been matched by improved rates of contraceptive prevalence. The country also manifests
excessively high rates of maternal mortality (800 per 100,000 live births), and child mortality
(80 per 1,000). (For further indicators, please refer to Table 1).
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TABLE 1

BENIN: SOCIOECONOMIC, DEMOGRAPHIC, AND HEALTH INDICATORS

1992

INDICATORS NUMBERIRATE REF. YEAR

1-2.5%

1992
1.5%

59%
16%
2.84% (1985-90)
US$380
2-3%
54.2 years
5.9
30%

1992
19.2 years
47.411000
15.5/1000
800/100,000 (est)
105.511000
8011000
6.1/woman

1994
1992

1992

1992

1992
1992

1992
1992
1992
1992
1992
1992

1994

1992

19~90

1~90

is'.:}?.
1991
1991
1992
1992
1992

1. Population 5.185.000 1994
2. Women at reproductive age 21.3%

[15-44 y] [urban: 38%, rural: 62%]
3. Religion:

Christians 35.4%
Muslims 20.6%

4. Ethnic groups -50
[Fon: 42.0%, Adja: 15.6%, Yorouba: 12.1%, Sariba: 6.6%]

5. Density 431sq km
6. Urbanization 36%
7. Uteracy: [men:38.7%, women=19.1%]

French 28.6%
Dialects

8. Education enrollment
Primary
Secondary

9.Annualpopu~ong~

10. Income per capita
11. Gross domestic produd
12. ute expectancy (men & women)
13. Family size (persons)
14. Polygamy (married men)
15. Age at first marriage:

Men 26.4 years
Women

16. Crude birth rate
17. Crude death rate
18. Maternal mortality
19. Infant Mortality
20. Child Mortality Rate
21. TFR (Total Fertility Rate)

[6.9Iwoman In 1961; 6.1/woman In 1982]
22. Contraception prevalence rate

Source: INSAE. RGPH-1992. February 1994 [and othersources].
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As In most West African socjeties, children In Benin are highly valued and grant status to their
mothers. At the same time, traditional methods for child spacing and contraception are known,
and many--includlng breastfeedlng and postpartum abstinence--were regulal1y practiced In
the past The gradual discontinuation of these behaviors has been joined by strong, pro
natalist influences from colonial, Marxist, and religious thought The Law of 1920 forbidding
contraception promotion and services is extant but not enforced; it nevertheless inhibits
normative change or policy reform. A confluence of forces, then, has created a challenging
policy environment for family planning.

Favorable trends are nevertheless encouraging and growing. Demographic trends may
increase acceptance of family planning. Contraceptive use is now estimated to be highest in
urban areas, and among the nation's largest ethnic groups, the Fon, Adja, and Yoruba. At 52,
life expectancy has now reached the threshold at which a demographic transition is likely to
begin.

Meanwhile, women in some quarters are strenuously advocating greater reproductive rights,
the revision of the Family Code, and access to contraception and safe abortion. AIDS
awareness has increased the mass promotion and availability of condoms. It is also widely
recognized that high fertility,:combined with a GNP per capita of US$380 will lead to a
continuation social misery and poverty, ~nstituting a serious obstacle to national economic
development

1.1.3 The Health Sector. Recent Evolution

In 1972. with the introduction of a socialist govemment, the RepUblic of Benin adopted a
health policy that emphasized the installation of health infrastructures, especially in the most
deprived rural areas. Modem preventive medicine was emphasized over curative or traditional
care. These policies were reinforced when Benin subscribed to the Alma Ata Declaration in
1978.

By the mid-1980s, however. it was clear that implementation of the primary health care policy
had been only partially successful. The Ministry of Health (MSP) managed approximately five
percent of the national bUdget but devoted more than half of this amount to cosUy tertiary care.
In contrast, a community self.help approach to primary care left most rural areas with health
centers that were crumbing or uncompleted. Few had a trained health worker or were supplied
with drugs, safe water, or functional basic equipment For most rural Beninese, the nearest
referral centers were situated at the sub-prefecture (formerly "district") capitals, often at too
great a distance and with Inadequate maternal, preventive, or curative services. Infant
mortality rates remained very high, at around 150 per thousand.

Following a diagnostic study carried out in the health sector (1986-1989), Benin defined and
adopted a new health policy whose principal objective was to improve health indicators by
expanding primary health care coverage throughout the country. Accessible, better quality
community health centers were to be established at the "commune" level, midway between the

. ym~Q!!_~_m:ttheJ~u~p~f~~r~,- Th~!;_~cente~.-9!f~~_g_C()mbil1e~~~_ryl~.~Jrtb..Q~J~__ri_ma~_
health care (PHC) Clnd maternal and child health (MCH). Strategies envisioned for Improving
health indicators were, first, the development of preventive care, Including Immunization, family
planning, the prevention of sexually transmitted diseases (STDs) including AIDS, and
information, education, and communication (lEe); and second, the reinforcement of curative
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services, including establishing a program of essential generic drugs (Bamako Initiative), the
rehabilitation of existing infrastructures, ser.:lce for the sick child, and reproductive health care.

Substantial progress has been made over the last ten years in Benin's public health sector with
regard to selected health strategies and interventions. Oral rehydration therapy (ORT) is
currenUy widely understood and practiced throughout the country; cases of severe dehydration
due to diarrhea are reportedly rare. Benin's essential drug program, with a revolving fund
financed by the com:!lunity at commune and sub-prefecture level, has provided one model that
inspired the 1987 "BG..•1ako Initiative." The increased community participation and financing
resulting from the system helped to maintain full immunization coverage rates nationwide at
nearly 70 percent each year since 1990. By 1992 infant mortality rates (IMR) had dropped to
105.5 per thousand, a significant improvement over one decade earlier, though still
unacceptably high.

High IMRs persist, in part, because progress in child health has not been matched by
comparable advances in matemal and reproductive health, including family planning. Today
Benin suffers from the absence of a global MCH policy, low quality and use of services, and
the need for a population and official family planning policy. Family planning is theraforo
evolving in Benin without a clear definition of target populations, objectives, or program
strategies.

1.2 Background to Family Planning and Reproductive Health Services

The concept of modem family planning has existed in Benin for about 20 years. In 1971, family
planning activities began under a nongovernmental organization (NGO), the National
Committee of Benin for the Promotion of the Family (CNBPF). In 1992, the CNBPF became
the Beninese Association for the Promotion of the Family (ABPF); the International Planned
Parenthood Federation (IPPF) provides a portion of its funding.

In subscribing in 1978 to the Alma Ata Declaration, the Republic of Benin also opted for the
provision of family planning (FP) services. Today, however, the political and cultural
environment is still very cOnf!Jsed regarding FP activities. The Benin government has pursued
a "laissez-faire" attitude toward family planning services: they are quietJy accepted, without
being publicly promoted. Th~ absence of clear guidelines for family planning providers creates
major insufficiencies in the deliv9ry of FP services, in the coordination, follow-up, and
e~aluation of activities, and in the performance of service delivery sites.

There has been effort on the part of the government to correct this situation. In 1983 Benin
officially integrated family planning services into MCH. Public services for family planning were
establist"sQ "..nth UNFPA funding through the Project for Family Well-being (Projet Bien-6tre
Familial, PBEF). In principle the program ensures availabilily-in all government hospitals,
health centers, and other health posts-of methods of family planning which will give couples
and individuals freedom of choice in the spacing of births and/or limitation of family size. In
practice~howeYert-public services are .notadequate.in.terms of access or quality•.

Other government efforts include establishment of the National MCHlFP Coordination
Committee (CNEEP, 1989) and its counterparts at the department level (COeEP); the National
MCHIFPlNutrition Program with the "Alert" System for high-risk pregnancies (1991-1995); and
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additionaJ UNFPA-supported programs in policy, analysis, population education, and family life
education. Additionally, in 1993 the Ministry of PlanniniJ created a Department of Human
Resources and Population (SRHP) and the National Human Resources and Population
Commission (CNRHP).

Meanwhile, public and NGO .servlces wem complemented in 1992 by the onset private
commercial sec!or activities.. Condom promotion and distribution for HIVIAIDS prevention
began through the Benin Astociation for Social Marketing (ABMS). ABMS, which receives
technical and financial support from PopUlation Services Intemational (PS!), focuses on
condom sales for HIV/AIDS prevention, with corollary benefits to family planning.

Through these public, nongovernmental, and private commercial initiatives, the aCC' Issibility of
family planning services has grown substantially over the last decade; still, the qUl.:auty and
utilization of the&8 and other reproductive health services are generally disappointing. Low
modem contraceptive prevalence rates of about one percen~ combined with poor pre-natal
and post-natal care, continue to bring about pregtlcmcies that are too early, too frequent, too
many, and too late. Other consequences include rising levels of unsafe abortion, postpartum
and post-abortion complications, a high maternal mOltallty rate, and such social outcomes as
abandoned children and infanticide, couple infertility, and other deficiencies stemming from
early and sudden weaning practices as a result of multiparity.

1.3 The Public ~ector

The Ministry of Health is mandated to devr,iop and carry out national health and family
planning policies and programs; however, its activities are coordinated interseetorally with
other ministries. They include the Minisiry of Plannin~ and Economic Restructuring (MPRE),
tha Ministry of Labor, Employment, and Social Affairs (MTEAS), the Ministry of Education and
Scientific Research (MERS), and the Ministry of Culture and Communications (MCC). Other
ministries contribute indirectly to these activities: the Ministry of Rural Development (MDR), the
Ministry of Youth and Sport (MJS), the Ministry of the Interior (MISAT). the Ministry of Justice
and Legislation (MJL), the Ministry of Defense (MDN), and the Ministry of the Environment,
Housing. and the Ministry of Environment, Housing, and Urban Development (MEHU).

1.3.1 Ministry ofHealth

Preventive and clinical activities in family planning are undertaken chiefly in public health
facilities throughout Benin, although the IPPF affiliate ABPF. cooperative clinics, and the
private sector also provide some services. Until May, 1994, these activities were managed by
the Preventive Services Unit (SAP). under the National Directorate of Health Protection
(DNPS). (See Table 2). In the current MSP organizational scheme (See Table 3), family
planning activities are given greater prominence as a separate service under the Directorate of
Family dealth (DSF). This directorate will also include under its integrated umbrella MCH
aetlvltles-anctHlV/AtOSprevention. _. -
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Overall, the structure of family planning and reproductive health services in Benin is organized
through the health ministry to match the country's administrative divisions. This decentralized
system has a pyramid structure. (See Table 3.) At the national level is the Central Teaching
Hospital in Cotonou (CNHU), responsible for tertiary care and specialized medical and surgical
cases. The CNHU trains physicians, midwives, nurses, and technicians and undertakes
medical research.

At the regional level is the Deparlmental Hospital Center (CHD, in four out of six departments).
The CHD provides special;~ed care for complex cases referred from the peripheral clinics.
Management of the CHD falls to the Departmental Health Directorate (DDS), which is
responsible for implementing national health policies, allocating resources, and coordinating
health s~rvices throughout the department

At the peripheral level are 84 referral centers known either as the Sub-prefecture Health
Centers (CSSP) or Metropolitan Area Health Centers (CSCU). A number of CSSP/CSCU are
adequately equipped and staffed to offer first referral care in PHC, MCH, and FP for the
Communal Health Centers (CCS, 90 in 517 communes) and individual dispensaries and
maternities (an additional 62). The sUb-prefecture facilities are managed by the Medecin Chef
or district medical officer. Typically, a nurse or midwife is assigned to the commune level to
manage the CCS, which constitutes the primary care entry point into the public health system.
In addition, some 313 Village Health Units (UVSs), which pre-date the revised health structure
of 1986, continue to serve small communities, although their services are rudimentary, and
they are typically not staffed by medically trained personnel.

An Important feature of Benin's decentralized health structure is the community management
committee at the CSSP/CSCU and the CCS levels. These are known respectively as the Sub
prefecture Health Management Committee (CaGES) and the Commune Level Health

. Management Committee (COGEC). Among other tasks, these committees are responsible for
health promotion in the commune and maintain the heaith centers' local policies and accounts
from paid curative services. Fees are set by the national revolving drug fund scheme. The
sense of ownership and autonomy that has been generated through this community
management system has accounted in large measure for the revival of primary health care in
Benin. The community-managed health care system and its ~volving fund offers an ideal
setting for integrating family planning counseling and services into an auto-financing scheme
that could be extended to include contraceptives.

1.3.2 Ministry ofPlanning and Economic Restructuring

The Human Resources and Population Department of the Ministry of Planning is in charge of
coordinating activities with the aim of developing a draft National PopUlation Policy. In order to
accelerate this process, the National Human Resources and Population Commission was
established on July 9,1993. One of the tasks assigned to the CNRHP is to .,ropose adraft
.population-pcliC'ltc-the·90vemlnent.-.-To this-8nd,·tha-CNP~LJP.commjss:Grt6d-th&-~-a.~of-

the pre-Intemational Conference on Population and Development (ICPD) Conference report
"The Demographic and Political Situation and Population Programs in Benin." It has requested
ongoing data collection and analysis by the National Institute for Statistics anC: Economic
Analysis (INSAE). It organized two regional conferences and one national conferencc.t in

75



August 1994 with the task of making recommendations on orientations for population policy in
Benin at the ICPD in Cairo.

The Cabinet of the CNRHP is composed of the Minister of Planning (President), the Minister of
Labor and Social Development (1st Vice-president), and the Minister of Environment, Housing,
and Urban Development (2nd Vice-president). Members include the Ministry of Rural
Development, the Ministry (if Justice and Legislation, the Ministry of the Interior, the Ministry of
the Environment, the Ministry of Finance, the Ministry of Youth, and the Ministry of Health.

Given the central place of the MSP in the fonnulation of policies for family planning and
reproductive health, it would seem appropriate that the MSP be granted CNRHP Cabinet
status; rather, it is ranked as a member of the full Commission and its Technical C~rdination
Group. In addition, NGOs, which spearheaded family planning programs in Benin, have not
been included in the CNRHP deliberations. One may conclude that the perspective of ","'Ie;
CNRHP is therefore more demographic than programmatic, with passing attention given to
reproductive health, family responsibility, and the better health of women and children.

1.3.3 OtherMinistries

IEC sensitization activities for family planning and population offer a positive example of the
interdepartmental and intenninisterial cooperation necessary to making a complete and
successful national family planning program. IEC efforts are carried out in health facilities by
service providers with technical assistance from the IEC unit in the DSF, in cooperation with
the lEe service of the DNPS. Social Promotion Centers, managed by the Social Affairs
Directorate in the Ministry of Labor and Social Affairs, are among the most effective sources of
family planning IEC in department capital towns. These activities are carried out by social
workers and social promotion agents, who are based in Social Promotion Centers in key towns
and cities. Meanwhile, in schools and colleges, FP/IEC is carried out through population
education and family education programs managed by the Ministry of Education. The mass
media at the Ministry of Culture and Communications especially the radio, are beginning to
sensitize people to population issues through special programs on health.

A brief list of current and potential public sector partners in a Benin population program
follows.

Ministry of Labor. Employment. and Social Affairs. MTEAS is an important partner in family
planning education though its Social Affairs Directorate (CAS). The CAS has a pennanent
presence in metropolitan areas throughout the country through its social promotion centers
and social worker staff. In addition, DAS collaborates actively with other ministries and
international institutions. Its child nutrition program offers nutrition and family health education
to mothers who come to social promotion centers to receive food supplements for their
children. More important, DAS social workers frequently team up with health center staff to
nmvid~ ..._..1610. MII"!!llfiO'" _""'"8 I"\A~ ..........._ .... I 'udss ............_:..I+l ...tlvas u......:..... ma,\l. ........~~·U-7··,... ~~~ - -- _w th -".\--ioH"\W-JnW~'.II' not vvtGt "UIRl Tttuwr-.1 o;n;n ....... g ... _11
points to family planning. Among them are community-based readaptation, nutrition, MCH,
prevention of STDIHIV/AIDS, and skills training for women.

The CAS has currently 71 social promotion centers, 17 specialized social offices, and eight
MCH Medical Action Centers. They serve schools, soldiers, hospitals, and communities. Two
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hundred social workers undertake health and population educational activities with the help of
community committees, women's "groupements," and women's leaders at the level of districts
and villages. They also visit ~omes and provide counseling on health issues, including oral
rehydration therapy. These structures and activities fir.d close parallels in family planning
education activities

Ministry of Education and Scientific Research. MERS is a privileged partner in conducting
demographic and medical research and providing accurate, reliable inform'ltion about
popUlation and family planning to students and health professionals and social workers in
training. USAID and UNFPA, in addition to some NGOs and bilateral institutions, collaborate
with MERS in supporting the development of curricula in health and family life education in
schools. Sixty percent of out-of-school children in Benin are girts, and only four out of five
women are literate. In view of the statistical association between female education and fertilil)
decline, these data present a special challenge to MERS and population policy-makers.

Institutions for research and training in health and population under the aegis or MERS include
the National Medico-social Institute (INMES), which trains nurses, midwives, and social
workers; the Faculty of Medicine at the National University of Benin, which includes training in
reproductive health with limited emphasis on family planning methods and counseling;
research through the Center for Reproductive Health Research and the Regional Center for
Health Development (CREDESA); and the WHO Regional Institute for Public Health (IRSP)
housed in the Faculty of Medicine and which serves Francophone West Africa.

Ministry of Rural Development and Cooperative Action. MORAC has activities integrated with
rural development through the Regional Center for Action in Rural Development (CARDER).
Over the past 15 years, CARDER has played a part in disseminating information to Nral
farming communities on such topics as sanitation, safe water supply, prevention of Guinea
Worm disease, and so on. Such committees could be engaged in promoting other health
seeking behaviors and in disseminating reliable information on family planning.

Ministry of Culture and Communications. Historically, broadcast media in Benin have been the
responsibility of the MCC. Radio and television are key sources of public Infonnation about
health in the country. Three transmitting stations assure radio ~\ nationwide reach, with the
exception of small unreached pockets in the north. The range of television has been limited
until recently to about one quarter of the population. Expanded broadcast services are
expected under the newly created autonomous High Authority for Audiovisual Services and
Communication (HAAC), which will permit private broadcast ventures in the country.

Mlnistrv of Defense. This ministry has participated in immunization and HIV/AIDS prevention
efforts and remains a potential partner in wider family planning information program.

Ministry of Justice and Legislation. The MJL represents an obvious ally owing to the great
number of prisoners who depend on its welfare. Inforrr.iJtion on HIVIAIDS prevention and

··fa.nily-planning-infwnratkir'rare-eUt"TentJy-beingdissemiftatecHr"l-p.":aSuraSiar'thougttiil-a-fuTn~ed

manner. In addition, this Ministry will become a collaborator in processing any future repeal of
the Law of 1920.

Ministry of Youth and Sport. Considering the importance of youth to this Ministry, its role may
be reviewed to integrate HIVIAIDS and FP activities and messages into its programs.
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1.4 NGOs and the Associative Movement

1.4.1 Background

Self-help for health and development has long been a national policy in Benin. The
dismantling of the single party structure in 1991 resulted in a dissolution of official party-based
associations among local youth, women, agricultural cooperatives, and other groups. Action
favoring the social mobilization of Beninese men and women for public causes has
inaeasingly fallen to the independent associative movement Such organizations range from
legally registered associations sans but lucrst;' (ASBLs, non-profit organizations), the Scouts,
traditional and modem religious organizations, professional groups, associations de
developpement rural (ADRs, rural development associations), public and private interest
groups, traditional marketing associations, and so on. In many instances the objectives of
NGOs, ADRs, and other vol~ntary associations mix politics, profit. and public interest

The NGO sedor of the civil society has grown markedly, from an estimated 32 organizations in
the early 1980s to 72 by 1989 to perhaps 500 non-traditional associations in 1994. The
uncertainty of the total number bears witness to the considerable momentum underlying the
associative movement and the government's slowness in accrediting and monitoring them.

In Benin an NGO, ADR, or ASBL is registered by the Ministry of Intemal Affairs following
receipt of a constitution, minutes of the constituent general assembly, personal histories of the
four principals, and a fee of 3,000 FCFA. For NGOs wishing to undertake technical projects in
health or family planning, written agreement from the DNPS is requested.

Several fadors have encouraged the associative movement First is the model provided by
the successful expansion ofcommunity-based health and development committees, the
cOGec and the COGES. Second the reduction of the civil service staff, stipulated by the
nation's structural adjustment program, has encouraged former govemment employees to
undertake individual initiatives in the NGO sedor. A third fador is the creation of associations
tightly entwined with seleded political parties, currently estimated around 100. A fourth reason
is the growing number of intemational NGOs or associations which seek to create local
affiliates (Rotary, Uons ClUb, Soroptimists, Scouts) or which aim to fonn partnerships or
networks with local NGOs. Currently, over three dozen international non-profit organizations
are present in Benin.

A final and important reason for the growth of Benin's associative movement is the promise of
donor financing and support. First. beginning in the 1980s, the United Nations Development
Program (UNO?) pursued a program to encourage community-based initiatives called Fonds
d'appui aux initiatives de base (FAIB, Fund for Community-based Initiatives). Reinforcement of
local NGOs has been the principal objective of the FAIB. Second, the effort to mitigate the
immeljlate r.egati'le-effec+.s-of-t!le-str-:ct'Jral-adj~'l'lent-program..!ed-if'o-1992to--the-creat!on-of

the Agence pour la dimension socia/e de devaloppement (AGDSD, Agency for Social
Development) in the MPRS. In principle, this agency was charged with the double task of
carrying out two components of the government's Social Action Program. First. an "Emergency
Program" for infrastructure development in the social sector was mounted. Second, the
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AGDSD was charged with channeling funds for small-scale social development projects
through local NGOs. This second component has not been executed.

A reorganization of these two initiatives was proposed in a Round Table on the Social
Dimensions of Adjustment held in mid-1994. It was suggested that the FAIB and the AGDSD
be combined under a single independent unit within the Planning Ministry. This unit, to be
called Agence pour la gestion des projets aux initiatives de base (AGEPIB, Agency for the
Management of Community-based Projects), will serve as a regulatory channel through which
donor assistance passes to the NGO sector. The proposal remains controversial because of
its potential for centralizing and stifling grass-roots initiatives. Proponents of the proposal,
however, point out the need for vigilant monitoring of the sector owing to common weaknesses
of NGOs in technical capacity, project preparation skills, monitoring and evaluation,
transparent financial management. democratic management, and sustainability.

USAID has recently funded BINGOS (Benin Indigenous NGO Strengthening Project), executed
by AFRICARE, to pursue activities in health, family planning, and democratic govemance by
supporting local NGOs and associations. The project will select 20 to 30 organizations having
competence in these fields. On the basi~ of an initial institutional needs analysis, AFRICARE
will make available, among other assistam-:e, training in administration and finance; project
design, management, and evaluation; long-tenn planning; identification of funding; and funding
for micro-projects. Meanwhile, other bilateral donors such as the Netherlands and Gennany
continue to support the NGO sector. A key purpose of the BINGOS project is to identify,
strengthen, and orient these organizations toward meeting specific health and family planning
objectives.

Project implementation is on!y one of the multiple roles which Beninese associations and
NGOs may play to support reproductive health and family planning. Equally important are their
contributions to policy development through advocacy and the political process and their
function as channels of communication about family planning to their members, friends, and
neighbors.

1.4.2 NGOs and Family Planning

Historically, local and national NGOs have played a unique role worldwide in advocating,
initiating, and sustaining family planning programs. Their contributions and strengths include
their advocacy for sexual and reproductive health rights; their catalytic role in policy dialogue;
their civic representation at grass-roots level; their flexibility and responsiveness; their
innovative approaches to service delivery; their testing and reinforcing of cross-sectoral
linkages; and, often, their self-sustainability.

Regional or local development associations have indirectly supported family planning by
establishing and staffing private health centers and hospitals, complementing the efforts of
public health cer.tQr-manags"'n&t"'llc:o.'TnTdttee&,"or saaking-tha·assistar.=-of Gft'18fr.al·NGO&-in
the health field.

Several studies of the sector have flowed from the new emphasis on building the capacities of
NGOs and local organizations and harnessing their resources for development Thesestudies
suggest that, at present, only a small number of viable associations are active in the health
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sector. Local groups which might currently assist in implementing f.llmily planning programs
either through project implementation or advocacy support-include the following: (1) ABPF
(Beninese Association for the Promotion of the Family) (an IPPF affiliate); (2) Association of
Benin Midwives; (3) Inter-African Committee on Traditional Practices Affecting the Health of
Women and Children; (4) Survie (Child and Mother Survival); (5) The Beninese Red Cross; (6)
Association of Private, Religious, and Social Medical Action in Benin); (7) Association for
Training, Health, and Development; (8) Mothel and Child Survival Association; (9) International
Center for Social Development and Community Health in Benin; (10) Benin Association for
Social Marketing; and of special importance (11) Regional Center for Health and Development
(CREDESA).

1.4.3 Benin Association for Family Planning

Precursor of the present ABPF was the National Committee of Benin for the Promotion of the
Family. Created in 1972., CNBPF started its activities in 1973 and joined IPPF in 1975. Its
headquarters is in Cotonou with branches in the six departments. It has three clinics in
Cotonou, Porto-Novo, and Parakou; two additional clinics are planned to be established in the
Atacora and the Mono departments.

ABPF has 53 staff members and 1,200 volunteers. Through the efforts of this staff, the NGO
addresses a range of family planning activities. Among them are sensitization, IEC, family
planning services, and social marketing for contraceptives. These services include pre- and
post-natal consultations in its own clinics; they also include family planning supplies and
equipment in 80 public sector clinics of the health ministry, which it supports as "integrated"
FPIMCH clinics. In 1991-1993 ABPF undertook an experiment in community-based
distribution of non-medical contraceptives in Cotonou, but discontinued the activity for lack of
funds.

Several constraints currently face ABPF. Funding to support new initiatives to supplement its
clinic-based cost recovery is limited. Currently, ABPF fundinp comes mainly from IPPF and
UNFPA, which contributes some contraceptives and clinical training activities. In addition,
ABPF is struggling to identif}r a clear role for itself in relation to government services.
Coordination with the government-based Family Well-being Project-which supports an
additional number of "integrated" clinics-has been limited.

1.4.4 NGOs In Related Sectors

In addition, approximately two dozen associations and an equal number of NGOs target the
development. promotion, and rights of women. The National Federation of Beninese Women's
Associations, the Beninese Women's Association for Development. the Association of
Beninese Businesswomen and Company Heads, and the Benin Association of Women Jurists
(AFJB) are broad structures which have also emerged as potential forces In promoting the

..ri;hts.~.welf&recf wc:;'.en.\'Vcmef'~ associaticn$-and-NGOs-offer i.'Tlport.antchal,nels-of
communication and support to family planning programs in Benin.

Finally, several associations and NGOs may be noted in the communication field. Their
expertise may be hamessed for activities in advocacy, publicity, reporting, and social
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mobilization. Figuring among them am the following: (1) Association of African Professional
Women in Comli,unication; (2) Media i:lnd Peace; (3) African Association of Journalists for
Health and the Environment); (4) Beninese Association of Writers in National Languages
(ABEL); (5) Group for Studies and Rest'!arch in Communication - Media South); (6) Society of
Editors in the Private Press; and (7) Beninese Association of Promoters of Private Radio and
Television.

1.4.5 International NGOs

Complementing the local NGO movement is a wide variety of international NGO partners.

Among them. AFRiCARE has received US$4.6 million from USAID to implement a private
voluntary organization (PVO) umbrella projel:t entitled BINGOS. The project intends to select
20 to 30 NGOs in ordei' tQ strengthen their management and implementation capacity through
training in democratization and health; it expe.lcts to fund small-scale projects in three
departments where FP activities are already underway.

Population services International (PSI) has been working with its counterpart ABMS in Benin
since 1990 in the field of social marketing for contraceptives. Owing to an extremely
aggressive media promotion and distribution program, it sold 1.5 million units of "Prudence"
condoms in 1993 alone and expects to double that number in 1994.

IPPF assists ABPF by supplying contraceptives and making advance payments available for
planned activities. Its average annual assistance package is approximately US$400,000.

Other groups include the following:

• The French Association of Volunteers for Progress (AFVP) supports PHC and
AIDS control activities in Benin. Provision has been made for incurporating family
planning in the AFVP program once a national policy has been established.

• The Gennan Volunteer Service provides health technical assistance to
government clinics (CSSP) in 1°sub-prefectures.

• The U.S. Peace Corps undertakes health activities in urban areas and could
become a valuable partner in community-based family planning education activities.

• "Terre des Hommes" participates in PHC and MCH activities, with an emphasis on
nutritional rehabilitation.

• Cathwell (Catholic Relief Services, CRS) has for many years managed a food
-distr,b"..ti~.,p ...cgram- fer young childr'en thrcugh the-~p...omotio.., =nte.~~t.".e
DAS.

• cseo (Canadian Solidarity and Development Organization) collaborates with the
Ministry of Labor and Social Affairs in activities that promote women and women's
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status and with Ministry of Health in the Expanded Program of Immunization (EPI)
and PHC. It discreetly promotes modem and traditional family planning activities.

The nongovemmental sector also includes the mUltiple religious orders and confessional
institutions that have established health care facilities in Benin. These clinics and hospitals
typically offer services of high quality. The four visited by the assessment team offered family
planning services and a range of methods, but usually excluded injectables and surgical
techniques. Strong support for HIVIAIDS prevention and breastfeeding are in evidence. Such
facilities are generally well staffed and equipped, and staff members are trained under an
apprenticeship approach to standards set by the supporting institution. They also enjoy a
large dientele, despite prices for services which frequently exceed those of government
hospitals and dinics.

1.5 Private and Commercial Family Planning Services

In reality, a strict demarcation between voluntary nongovernmental and the for-profit
commercial structures is difficult to draw. As NGOs are being increasingly urged to recover
costs, their non-profit relationship to the consumer differs little in practice from that of profit
making ventures. For the sake of discussion, however, the private health sector in Benin may
be said to be comprised of private for-profit and not-far-prOfit hospitals, cooperative clinics,
social marketing activities, private health centers and matemities, private medical practitioners,
traditional medicine, and pharmacies.

1.5.1 Private Health Sector

Ministry of Health statistics for 1993 note the following known elements in the private health
sector infrastructure: 15 hospitals or polyclinics, 46 private surgeries, 56 maternity clinics, 59
private paramedical centers, four pharmaceutical companies, 86 registered pharmacies, and
231 local drug "depots" maintained by drug sellers. The number a traditional practitioners, who
are generally part-time specialists, is not known, but it is assumed to be quite large. Traditional
practitioners typically continue to be a favored point of contact for treatment among rural
Beninese.

1.5.2 Social Marketing ofContraceptives

The Benin Association for Social marketing (ABMS) is a fledgling NGO created to support the
USAID-funded HIV/AIDS condom social marketing project. This activity is executed through a
grant to the Washington-based contraceptive social marketing firm Population Services
International. Originally a component of The National AIDS Prevention Project, the social
m8jketing scheme underwent a course correction in 1992 by changing its "brand" of condoms
arad-bewrniiig independent under-ABMS:---Between-Decemberi992-andJune-1994, two .
million condoms have been sold and a sophisticated mass media marketing campaign
undertaken. Special IEC activities are undertaken among such target groups as students, lorry
drivers, commercial sex workers, and military men. Donated condoms are packaged by ABMS
and distributed at 20 FCFA for a package of four condoms. A marketing network of
wholesalers and petty traders sell the product for a retail price of 50 FCFA per pack. In the
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future \BMS would be willing to add oral contraceptives to is product range, f!xpanding its
venture more directly into family planning.

1.5.3 The Pharmaceutical Central Purchasing Office, the ·Centrale d'Achat"

Benin's scheme of community health center management through the CO(;EC and COGES is
financed through paid treatments and other services that rely on a revolving fund for essential
drugs at each center. Generic pharmaceuticals for the scheme are supplied through a central
purchasing office for essential drugs, the Centrale d'Achat. Effective cov1arage of the
population by this scheme is estimated to be around 30 percent Utilizaticm rates have been a
rather low 20 percent; however, the 1994 devaluation of the FCFA incret3Sed drug prices in
private pharmacies to non-competitive levels, thereby making the CSSP/CSCU and the CCS
more attractive to the population.

By presidential decree, the Centrale d'Achat is a non-profit, independent entity, having a
Management Committee and Administrative Board separate from govlamment Members of the
Board represent govemment, NGO, private commercial, and donor interests. Impetus for the
Centrale arose from the community-based revolving drug scheme, but sales may extend to any
authorized drug outJet-public, NGO, or private commercial. About 40 percent of drugs are
purchased from local suppliers and 60 percent from overseas imporf;s. The Management
Committee sets the wholesale and retail prices of the drugs; in periclds of price shock, as in
1994, the Committee may propose to regUlate prices through subsi,jies in order to ensure that
drugs remain accessible to the population.

1.5.4 Cooperatiw Clinics

An innovative quasi-private sector health scheme funded by UNr,p and managed in
cooperation with the government, hbS encouraged the establishment of cooperative clinics by
qualified medical personnel. The cooperative receives a loan in lump sum at the outset, which
it repays with interest over six years. By mid-1994, 10 such clinics had been created in
localities selected by the MSP.

1.6 Multilateral and Bilateral Support to PopUlation Acti"ities

1.6. 1 Multilateral Agencies

Benin's steady advances in the health sector over the last 10 years may be attributed in no
smail measure to its active collaboration with donors. Many donors currently support an
integrated approach to public health services that includes f;lmily planning and reproductive
health.

The World Bank, in its first Project for Health Services Development (PDSS I), supported
family planning activities chiefly through an emphasis on training and infrastructure
development PDSS II (1995-2000, US$31 million in Intemational Developmen~Agency [IDA]
funds, plus other donor contributions) will make a more concerted contribution to family
planning within an integrated PHCIMCH/FP approach. Project components will include (1)
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developing and expanding family planning program and services; (2) Improving the quality and
efficiency of priority health services; (3) strengthening and streamlining sector management
and administration; (4) strengthening partnerships for health, including intersectoral
coordination and community participation.

Activities specific to family planning (about US$2 million) are expected to include (1) supporting
the expansion of FP services and their integration into the minimum package of service at all
levels of the health system; (2) developing the first- and second-level referral centers for family
planning in three departments; (3) supporting central and peripheral restructuring, including the
creation of the Family t-'~alth Department in the MSP which embraces MCH, STO/HIVIAIDS
prevention, and family pi~f,;jing; (4) adding health staff at the peripheral levels through a
special fund for use by local management committees; (5) providing equipment and a limited
supply of contraceptives, possibly through the Central Purchasing Office for essential drugs.

UNFPA, in its current program (1995-1998, apprOXimately US$10 million), will continue its
efforts in the following areas: (1) improving capacity of the CNRHP to conceptualize,
implement, and manage population policies and coordinate donor activities at the department
level; (2) supporting development of a system for data collection and analysis on safe
motherhood, and research into popUlation and demographic issues by INSAE in the Ministry of
Planning; (3) continuing general support to PBEF, especially in the areas of IEC, training,
counseling, contraceptive supply, and rehabilitation of 120 health centers; (4) launching a
community-focused family life (FL) and population education project for empowering women
through women's craft associations, replacing an earlier school-based FLE approach; (5)
strengthening the capacity of ABPF to provide outreach services in rural areas; (6) reviewing
the national MCHlFP program in light of the restructuring efforts of PDSS II.

UNICEF supports child survival, with an emphasis on EPI and the Bamako Initiative. The
relevant areas of the 1994-98 program include (1) PHC and health system strengthening; (2)
safe motherhood; (3) HIV/AIDS prevention; (4) health and family planning communications;
and (5) child nutrition and a breastfeeding campaign. A family planning policy paper Issued in
1993 expressed UNICEPs renewed interest in providing limited support to family planning as
part of a reproductive health and child survival strategy. UNICEF-Benin has not applied this
new policy to its program; however, promotion of breastfeeding would offer a suitable entry
point

While UNDP has in the past funded a number of health activities executed chiefly by WHO, it
currently does not contribute to the health and population sectors, apart from supporting the
Round Table on Health scheduled for January 1995. Past activities have included (1) support
to primary health care by improving the community-based management of resources,
availability of essential drugs, and improvement of health coverage; (2) supply of teacJ.ling
materials to the Faculty of Health Sciences through the Educationai Materials for Health
Personnel (MEPS) project; (3) establishing 10 cooperative health clinics (1987-92) ~n~dm~~~! to
give loans to qualified, young, jobless health graduates. UNDP will continue support ~.o t~;~

'---healtiTsectorthrougtrthe-cooperative-dinics project and the rehabltltatlon 'ot some, laeatth- '.
training centers.
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World Food Program (WFP) has provided food incentives for the training of village health
workers. Five hundred women have been trained to mobilize other women in rural areas with
a view to adopting a method of family planning.

WHO provides ongoing technical advice as requested to the UNFPA program in Benin. It
participates in the training of midwives in human reproduction together with the National
University Teaching Hospital. It also participates in primary health care activities, training and
equipment, and in the National AIDS Program (PNLS).

1.6.2 Bilateral Agencies

The European Development Fund (FED) provides assistance to the health and population
sectors chiefly through infrastructure development, rehabilitation of health centers and
facilities, and the provision of equipment Its current program focuses on integrated rural
development, which includes construction and rehabilitation of health clinics.

USAlD, which did not have a country presence in Benin between 1982 and 1991, continued to
provide a~sistance to health and family planning through its USAID Affairs Office in Lome. A
major effort in community-based water supply, sanitation, and health education was
undertaken in cooperation with UNICEF (1986-1994). During the same period limited
assistance to family planning activities included support to ABPF for (1) a pilot project in
Cotonou for community-based distribution of condoms, (2) family planning IEC, and (3) clinical
training of primary health providers in family planning and reproductive health.

Proposals were also advanced concerning development of RAPID modules to sensitize
decision-makers about population and family planning issues; these discussions continue at
the present time. Similarly, a social marking scheme for contraceptives was suggested.
Cummtly, the USAID program includes Indirect assistance to population and family planning
through t~e HIV/AIDS social marketing program conducted by the local NGO ABMS with
technical and financial assist;)nce from PSI. In addition, the SINGOS umbrella NGO project
executed by AFRICARE and a new health education project for schools provide additional
structures for future family planning and IEC services.

The Fund for Aid and Cooperation (FAC), suppc-.qd by the French government, provides
funding, equipment, and technical assistance to a nUlnber of selected projects. They include
SNIGS, the National Health Management Information System; epidemiological surveillance
and lEe for HIV/AIDS prevention; EPI through UNICEF; and donations of essential drugs to
the Central Purchasing Office and the National University Teaching Hospital since the 50
percent devaluation of the FCFA currency in early 1994. An amount of15 million FF is
budgeted for FAC assistance in the next three-year-period, 1995-1998.

The Benin-Swiss Health Project (PMSBS) began assistance to the Benin health sector in
1983:ACtiVitieSfl~"ernerUdecrsuppoi'fUWijUgh-tJie Wond-S-anl(PDSSTproIea- to departmental
health directorates in the Oueme, Zou, and Borgou departments for construction, equipment,
rohabilitation, training, and improved management The Swiss were among the early donors to
support the community financing system based on·a revolving drug fund.
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Currently, three projects supported by the Swiss are worthy of note: an experimental health
information system that is being piloted in three departmental health directorates;
establishment of a health information documentation center for the MSP; and the publication of
a bulletin entitled "RelnrSNIGS," which provides feedback to health centers on the quarte!1y
data colleded by the central health information system (SNIGS).

A Benln-Gennan Project, currently in its fourth phase (1994-96,1.02 billion FCFA), began in
1980 by establishing cooperative links between the German Association for Technical
Cooperation (GTZ) and the Gennan Development Service (SAD). The project works In close
collaboration with other projects and donors and targets technical ~ssistance to local rural
community heardl centers and their management committees (COGESICOGEC) in order to
enhance their institutional capacity. Ten sub-prefecture health centers are currently receiving
assistance, grouped into six geographical zones. Two are at a pilot stage. Projed
components include support to the following areas: PHC and quality of care; decentralized
mana,ament structures; IEC; STD/HIVIAIDS; and promotion of women's status. A family
planning component is also planned but as yet has not begun.

Special interests of the Benin-German Project include: operations research into PHC with
CREDESA at Pahou, construction of CCSs (community health complexes), and training and
supelVision of village health workers.

1.7 Current Status of Service Delivery for Family Planning

1.7.1 Infrastructure, Equipment, and Supplies

Family .,Ianning services are available every day in almost 80 percent of health centers.
Unfortunately, their integration with other MCH activmes is rare. Most health centers throughout
the country have adequate physical facilities for family planning provision, especially a waiting
room, and a counseling room, a clean, well-lit, well-ventilated room with a safe water supply.
The major problem is the lack of visual and auditory privacy.

EqLlipmen~ available for adequate service proviSion is outdated in i ;10st healih centers, and in
centers with highest attendance rates it is insufficient Sterile conditions are poor in most
centers; more than half of the health centers do not have sterilizers.

Insufficiencies can also be observed In the logistics and supply of contrl'ceptives. Since 1982,
when the PB,EF began, only oral contraceptives, injedables (Noristerat), intrauterine devices
(IUDs), condot'ls, and spennicides have been offered in all the regions ot the country.
Availability of methods, however, is not cansis/(ent from one health center to another. Indeed,
there is a high predominance of injectables followed by combined ol'Pls. On·the othor hend,
pmgesterone-only pills, IUDs, and $pennicides are available in only a few health centers.
Surgical methods and NORPLANr are not available to clients. Tubal ligation is VtlJry rare and
is performed only in exceptional cases.

Commodities management is still precariuus. Only 60 percent of health centers have a written
inventory and procuremant system or i'il~propriate storage facilities for contraceptives.
Contraceptives are currently not supplied through the Cel1tral Purchasing Office for essential
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.
drugs, therefore requiring a parallel system of supply. These shortcomings often result in
steck-outs at the health centers.

1.7.2 Staffand Training

FP service providers are mostly health professionals (90 percent) mainly paramedicals, of
which 75 percent are midwives and nurses. Most consider FP as a secondary activity. Only
half of FP providers have received clinical training in the theory and practice of FP. Moreover,
only 25 percent have been trained in IEC for family planning and less than 20 percent in
management and logistics.

Given staff shortages, more than 10 percent of the health centers are obliged to use nurse's
aids for FP activities, following a brief training "on the job.II Because FP personnel are often
those with least professional training, contraceptive choice is (\~en compromised. According to
national standards, contraceptives can be prescribed by the following categories of personnel
(and at the following health centers, in parentheses):

• Non-medical methods only: traditional midwife, first aid worker, social worker (UVS)
• Non-medical and oral contraceptives: educated nurse's aid (CSSP-CSCU.CCS)
• Non-surgical: physician, nurse, midwife (CSSP, CSCU, CCS)
• All methods: specialist physician (CNHU. CHD)

FP training needs remain very critical in Benin. Half of the service providers have no training
and almost half of the trained personnel received .heir last training more than three years ago.
As a result, training in clinical FP and IEC is neecl,d at all levels.

Training of health workers in FP service delivery is in principle a prerequisite to the
implementation of any FP program. Unfortunately. no national training program in integrated
MCHlFP is offered in Benin. Since 1982, the UNFPA-sponsored PBEF has helped train some
of the MCHlFl~:i~ff abroad (in Belgium. Mauritius. Rwanda, Tunisia. Morocco) and In Benin
through regional and interrf'gional seminars. At the national level. training focuses almost
exclusively on MCH with very little emphasis on practical FP. From 1982 to 1990. about 360
health workers were trained in Benin; however, this training was mostly clinical. and the
practical phase was usually too short. .

1.7.3 IEC and Outreach Activities

In the absence of a national family planning IEC program (FPIIEC), objectives. strategies. and
educational materials. IEC outreach activities are insufficient or ev.qn nonexistent in most
health centers offering MCH and FP services. Apart from a few posters in some health
centf'is. FPIIEC materials are severely lacking. Brochures and pamphlets to assist clients in
their decision making simply do not exist

Faced with such a completE "~bsence of lEe materials. service providers are obliged to use
anatomic models and contra~. 'tive samples during their co Jnseling and educational talks.
Tr :s is obviously not the best approach to winning new clients anJ ensuring long-tenn
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acceptance of modem FP methods. In addition, very few service providers have been trained
in FPIIEC. In order to increase people's awareness of the benefits of FP, an IEC program
must be developed by the technical personnel of the health ministry in collaboration witiI the
other adors in the FP sector. IEC materials, especially those designed to inform the indMdual
user, must be developed and distributed in all communities and health centers.

1.7.4 Quality ofCare

FP service delivery currenUy poses- serious obstacles to method choice. During counseling,
service providers do not present all the methods available. Thus, only 54 percent of new
acceptors hear about injectables, 40 percent about pills and barrier methods, and 18 percent
about IUDs. Almost 33 percent of service providers influence client choices, especially in favor
of pills. Information given to acceptors on each method is therefore insufficient and
essentially relates to the use of the method. More than ao percent of clients do not receive
information on side effects or the advantages of each method.

More needs to be done to improve service providers' overall performance, especially by
increasing their knowledge of FP methods. (utilization, managemel,t of side effects), clinical
examination procedures, and sterile safeguards.

Provider-client interaction is generally satisfactory in terms of ti"le allowed; however, during
counseling, service providers are rarely concerned with their clients' own objectives regarding
reproduction. All health centers also have a recaption system (first in, first served basis) and
the waiting time seem·s reasonable, ext:ept in health centers with a high attendance rate.

Unfortunately, client follow-up is rare; very few health centers keep a precise record of their
clients for possible home visits or reminders in case of missed appointments. Consequently,
few c1ientl receive information on how to cope with side effects or on the possibility of
switching to another method: Discontinuation rates for short- and medium-term methods are,
therefore, unacceptably high.

1.7.5 Management

The management of equipment, personnel, and activities is still poor. For example, personnel
job descriptions are available in only 40 percent of health centers; descriptions of FP program
activities are kept in ~nl:l 29 'percent; and FP objectives are spelled out in only 50 percent
This situation creates a number of Insufficiencies for the planning and organization of
personnel duties and workload.

The intennediate and peripheral levels are scarcely involved in the planning ""f FP activities.
Most health centers do not keep written records of tilelr daily FP activities. Racorcts and
statisti~ management is not satisfactory, especially with respect to the filing of client data for
medical follow-up, the home tracking of drop-outs, activity records keeping,and the design and
ltJlization ofactivit'irepcn1.t;.

The MSP has set up a decentralized system for follow-up and supervision of MCHlFP
activities, but it is not yet effective in all the regions of the country. In most cases, super.:ision
is carried out without any supervision tools. A supervision document for MCHlFP activities has
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been developed at the central and ir.cermediary levels. but it is unsound in many respects.
Currently supervision of FP activities is carried out as part of supervision for MCH, but in
practice it is often neglected and is reduced to the mere count of FP service cards. In truth. FP
supervision Is left to regional officers according to their convictions.

Current practice does not match the standards set for health supervision, which call for the
central level to carry out biannual supervision nf regional health centers. the intermediary level
(department) to carry out a quarterly supervision, and the peripheral level (sub-prefecture),
monthly supeNision. Budgetary, logistical, and organizational CQnstraints result in very weak
supervision as compared with fuese national standards. In addition. at the qualitative level, the
lack of indicators. specific objectives, and immediate feedback do not allow this supervision to
improve the quality of services, ensure in-service training, or motivate the FP service providers.
Supervision should focus more on technical support.

1.7.6 Po/icy and Practice

In 1989, with a view to improving the coordination of MCH/FP/Nutrition activities. the Ministry of
Health set up a National Coordination Committee. Unfortunately. this committee has not led to
an effective coordination of these activities owing to structural. functional, and resource
constraints. Moreover, the attributes and activities of the committee are not dearly defined. As
a consequence. integlcition and coordination in the field among the different actors in FP is
inadequate.

In the absence of a definitive govemment population and family planning policy, current policy
Tor family planning is govemed by the strategies and guidelines laid out in the Ministry of
Health's MCHlFP/Nutrition Program. With respect to family planning, however, weaknesses in
the program-in addition to those of integration and roordination-are also apparent 'We
consistency exists between the objectives and proposed strategies for family planning. The
conceptual and Institutional frameworks for FP are unclear. Existing needs in family plc:nning
are not indicated. Process and impact indicators for evaluating family planning interventions
are not defined. Continuous evaluation for each level of service is not addressed.

Not surprisingly. in light of these constraints. the decentralization of resources and
pre~atives in farll'~~' planning is not effective. As regards the organization of services, the
integration of FP with other MCH activities is at. best geographical In most health centers.
Mechanisms for the resl and, operational integration of FP into other MCH activities are not
proposed.

Clearly, it is time for Benin to develop a firm policy for planning. implementation. and
evaluation of population. family planning. and reproductive health activities.

1.8 Toward a Family Planning Policy for Benin

So far, responsibility for development of a national family planning policy in Benin has fa"·JO
chiefly to the public sector. The NGO and private commercial sectors have been marginally
incLlded in this process. but most often in the role of private cimens rather than Institutional
voices.
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Because overall social well-being is closely intertwined with population, it is important that
Benin elaborate in the very nearMure a national population policy. The policy should include
a framework for action and guidance to all family planning providers. Movement in this
direction has been made in several recent preliminary reflections on the population sector by
Beninese governmental institutions and their cooperating agencies (MSP 1991, Aplogan
1994c. UNFPA 1994. CNRHPIMPRE 1994).

The decree 93-159 of July 9, 1993. establishing the CNRHP offers an institutional s~tting for
the elaboration of population policies. This body is charged with overseeing C1itid coordinating
the policy planning process. So far, it has commissioned elaboration of a natitmal report on
the demographic situation of popula'don programs in Benin for the Intemational Conference on
PopUlation and Development Subsequently, it will organize two regional conferences in the
country and follow them by a National Conference on Populatiort. It is expected that the
outcome of these events will facilitate the elaboration of a national. population policy.

A framework for such a policy is offered in the objectives and strategies of a proposed
population and family planning program developed for the ICPO and were elaborated as
follows:'

Overall Objective: Irnprove mother and child health in Benin through the reduction of
morbidity and moiU'.iity.

Intennediate Objectives: .

• Promote and intensify family planning activities.
• So strengthen existing Infrastru..1ures to make them suitable for family health

activities.
• Improve the quality of family planning services.

Specific Objectives:

• Increase the number of family planning acceptors by 10,000 a year.
• Increase the national contraceptive prevalence rate to four percent overall and to

nine percent among women in priority zones (urban and semi-urban areas) by the
year 2000.

~ Reduce by 75 percent the number of undesired pregnancies.
• Reduce by 50 percent the number of induced abortions.

The strategies proposed for attaining these objectives include IEC. service delivery. training
and supervision of personnel, operations research, and coordination of activities in the field.
Elements of these strategies include:

• Educate youth to Ideas and practices of family life and popUlation.
.tII _ 1"-!rP~~c;:ef~mily~f~f3du~tiorlintralnjl}apr9g~r.ns a.t alllev~ls.
• Infonn and sensitize families, opinion leaders, and decision-makers about family

planning and the role of convenient birth spacing.
• Ensure availability of quality FP services.
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• Ensure availability of affordable and effective means of contraception.
• Increase in the number of MCH facilities and Integration of FP activities within them.
• Train the necessary personnel In the application of the national FP policy.
• Revise the 1920 law and elaboration of legislative texts adapted to the national FP

policy.
• Promote and encOurage operations research in the area of traditional

contraception.

The desired improvements in the population sector will require the following measures:

• Restructuring the organization of health and family planning service
• Gradual decentralization
• Reinforcement of cooperation through sectoral coordination, motivation of

community members, and promotion of preventive activities, including family
planning, in the piivate sector

Although development of a family planning policy remains to be undertaken, implementation of
the above measures is alrea~y underway.

1.9 Conclusions

1.9. 1 Political and Institutional Levels

Positive Aspects. The govemment of Benin has demonstrated a strong commitment to
improving health conditions for Beninese families by setting up various structures to deal with
population issues. li',cluding a Family Healtrl S"3rvice within the MSP. FP activities have been
carried out in Benal.' for over 20 years and throughout the country for more than 12 years. A
wide range of actor~are involved in FP in Benin, inclUding Ministries (Health, Labor and Social
Affairs. Rural Development, etc.); NGOs (ABPF, women's groups. etc.); donors (UNFPA.
World Bank, UNICEF, UNDP. USAID, etc.); and the private sedor. Health structures and
institutions are found at all levels (central, intermediary. and peripheraQ throughout the country.

Negative Aspects. The political and cultural environment is confused and characterized by an
absence of a population policy and the persistence of the Law of 1920 prohibitir.g the sale of
contraceptives in Benin. Currently. several decision-making centers exist as regards FP
(DNPS. SAP. PBEF. MCHlFP Coordination Committee, ABPF). programming and planning of
FP activities is very weak, which constitutes a handicap to program perfonnance. The heavy
involvement of the Ministry of Planning in population activities. given its slow administrative
procedures, is an obstacle to the rapid promotion of family planning in the country.

1.9.2 Management of Services

Positive Aspects. ·lntegratlon of FP Into MCHhas macfe conslcferabte progress at the·central
level. Meanwhile. the essential drugs management model (Bamako Initiative), as part of
community financing, is effective throughout the country. This model could seNe as an ideal
framework for the purchase and distribution of contraceptives. Moreover, central level
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management has shown a real commitment to installing a decentralized and integrated policy
for supervision and coordination. At the intermadiary and peripheral levels, this integrated
l.~pproach to supervision and ccordination is already .being implemented in certain regions.

Negative Aspects. Intersedoral coordination is poorly organized and almost nonexistent,
generating a duplication of resources and activities. The verticality of programs, especially at
the intennediary and peripheral levels, does :;oi toster effective integration of FP and MCH
activities. Programming, supervision, and evaluation of FP activities are weak for want of
human. material. and financial resourc.~s. The inconsistency between program objectives and
strategies and the lack of perforrmmce indicators constitute major handicaps for the
development and harmonious management of FP activities. Staff profiles and management
capacities are unsatisfadory at aI/levels of the health pyramid. In spite of considerable effort
on the part of the MSP and donors. the health Management Information System (MIS) remains
Incomplete and poorly used. Finally. prohibitive prices for IUD and injectables limit client
access to these contraceptive methods.

1.9.3 Service Delivery

Positive Aspects. Infrastrudure. human resources. and FP services are available at many
service points throughout the country. Women appear to favor FP. with hormonal methods
most often adopted by new FP acceptors.

Negative Aspects. A number of obstades to family planning servi-.e delivery are evident in
Benin. Many men and certain political and religious leaders oftr clard FP negatively and
discourage women from using family planning methods. Servk i oviders consider FP a
secondary duty. thereby adopting a passive attitude toward that activity. Absence of service
protocols and proCF;dures. a referral and counter-referral system. an o\ltreach strategy, and a
drop-out tracking system all contribute to the weakness of the Benin FP program.
Contraceptive method mix is incomplete. and poor management of contraceptives leads to
frequent shortages In some health centers. The quality of services is hardly acceptable due to
the insufficiency and outdat~dness of the equipment. inappropriate work conditions, and the
lack of qualified staff. Under-utilization of FP services is linked to inadequate sensitization of
the ~rget population (women. men. adolescents, opinion leaders); the absence of activities,
training. and materials for FPIIEC; and persistent rumors concerning side effects of
contraceptive methods.

1.10 Recommendations

1.10.1 General Recommendations

At the political and institutionalleve!s:

e. Acce1etate-processes.for deve!oping-anational population policy, revising the UrN
of 1920, and revising the family code.

• Develop and disseminate a RAPID model with sp~cial attention to political and
religious leaders to encourage their commitment to FP.
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• Make the new MSP organigram operational, especially the Family Health
Directorate (DSF).

• Define clearly the struduring, attributions, functioning, and the coordination and
collabor"'tion mechanisms of the C'3F with the other sectors im,olved in
PopulationlFP.

• Refocus MSP attributions in the populationlFP sector and strengthen the leadership
of the intersectoral coordination at the central, Intennediary, and peripheral levels.

• Develop a real partnerst.ip between the MSP and the other Ministries (Labor,
Education, Planning, Communication, and Rural Development), NGOs, and the
private sector.

For manag:f3ment and service delivery:

• Hefonnulate the national MCH/FP program by (1) better specifying quantifiable
objectives for FP and at each levfl!: (2) defining clearly the reference framework for
the technical assistance financed by donors and NGOs; (3) specifying modalities for
intervention by private implementing agencies and associations.

• Develop and disseminate policy standards and procedures for M(~HJFP as well as
for FP service quality, which will pennit hannonization of service protocols,
development of instruments for supervision and perfonnance evaluation, and the
preparation of training curricula.

• Develop a national MCHlFP training policy based on a training needs assessment,
an identification of the types and contents of training, the development of training
modules, the selection and technical and pedagogical training of It group of
t.-ainers, and the development of instructional materials.

• Ensure that servic;:e providers are trained in contraceptive technolclgy, IEC, and
contraceptive management and logistics.

• Improve supervision, monitoring, and evaluation of activities by reinforcing the
cascade and integrated supervision strategy, developing technical supervision
instruments based on program process and impact indicators, planning supervision
activities, and providing supervisors with appropriate logistics.

• Improve infonnation available to populations on FP services by dev1eloping FPIIEC
activities targeting women of reproductive age, adolescents, men, and opinion
leaders, promoting lEe in health centers through interpersonal communication and
education8tsmaH-groupdtseusswnsm the waiting rooms; and-throughiES on
family planning during advanced strategy sessions for vaccination.
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• Develop and test integration guidelines for total and effective integration of MCH
and FP services.

• Make FP services available in all CSSP, CSCU, and CSS facilities and promote
community-based distribution of non medical contraceptives.

1.10.2 Support to the Program

Future USAID support should suit the country's national MCHlFP program in coordination with
other donors. USAID could, therefore, assist Benin with the following initiatives:

• Development and quick adoption of a national population policy and revised family
code

• Revision of the 1920 law

• Reformulation of the MCH/FP program, including setting objectives and developing
appropriate process and impact indicators for evaluation

• Development and implementation of an affective FP IEC program

• Setting up find implementing a national MCHlFP training policy including the
revision of the training modules and the development and dissemination of
standards and procedures and instructional materials

• Reorganization of services and provision of equipment and contraceptives

• Training service providers in FPIIEC, FP activities and contraceptives management,
and contraceptive logistics
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2 GOVERNMENT POLICIES AND STRATEGIES

by Mamadou Dicko

In 1990 Benin became the first African country to establish a National Conference as an
instrument to foster the establishment of democracy.

Adopting the constitution on December 11, 1990, and organizing free elections made the
fonnation of Democratic Renewal possible. This Renewal, created new areas of freedom and
enabled the development of associations and nongovernmental organizations, some of which
are actively involved in solving Benin's demographic problems.

Although the country's population remains of modest size in tanns of numbers, Benin is
experiencing significant demographic problems due. in part, to very rapid population growth
and a persistent economic crisis.

The demographic and economic situation that is analyzed in the first part of this chapter
reveals a peculiar overall C(lntext; a diagnosis of that context is the subject of the second part
of this chapter.

In the third part. a program is proposecl and recommendations are made. These are followed
by proposals :-alative to a draft plan of action for a possible intervention on the ilart of USAID
anJ a table giving the main details of the plan of action. The draft is meant to be merely a tool
for fostering thought and action.

2.1 The Demographic and Economic Situation In Benin

2.1.1 The Demographic Situation

Benin's population is estimated to be 5,200,000 inhabitants in an area of 114,763 square
kilometers, yielding a mean density of 45 inhabitants per square kilometer. this population, 51
percent female and 49 percent male, is experiencing rapid growth. The intercensal growth rate
(1979-1994) was 2.84 percent, whereas the natural growth rate resulting from the natural
increase of the population w~s 3.15 percent.

The population is distributed on a very unequal geographic basis. Thus, 53.4 percent of the
population is concentrated on 10 percent of the land, especially in the South.

A breakdown by age shows that 48.5 percent of Beninese wer& under age 15 In 19&2 and only
5.5 percent were 60 or more years old. The sex ratio, which differs between urban and rural
settings, was 94 males per 100 females in 1992, but for the 15-29 age group, the ratio was 84
males per 100 females.-_.. .

Urbanization underwent significant development, increasing from 27 percent in 1979 to 36
percent in 1994. The Atlantic department (capital: Cotonou), 58 percent of whose population
is made up of city dwellers, is the most urbanized region in the country.
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Fertility. With an average 6.8 children per woman (compared to 6.4 for Africa as a whole),
Benin has one of the continent's highest birthrates. This near-natural fertility r-clte is closely
linked to a marriage rate that is marked by its intensity (almost all women marry at least once)
and its precociousness (at age 20, 60 percent of women are already married). Polygamy,
which affects one out of three men, is also ~aracteristic of the marriage rate in Benin.

Since 1960, fertility has scarcely dropped in Benin.

Mortality, Mortality dropped considerably, from 26 per 1,000 in 1961 to 20.6 per 1,000 in 1980
and 17 per 1,000 in 1990. Although dropping. infant and child mortality remain high: in 1992,
105.5 children out of 1,000 live births died before their first birthday, while an additional 70.5
children out of 1,000 were to die before the age of five (MRI, 1993a). In 1961, infant mortality
was 210 per 1,000 and in 1982, 137 per 1,000.

Matemal mortality remains a subject of concem, being 800 deaths per 100,000 live births.
Non-spontaneous abortions account for 33 percent of matemal mortality.

Ufe expectancy increased from 37 years in 1961 to 54.2 year'$ in 1992 (General Census,
1992).

Migration. Migration is an area in which very few studies have been undertaken.

Within the country, the cities of Cotonou and Parakou are important arrival points, while the
regions of Mono and Atacora ~n the North) are settling points.

UttIe is known about intemational migration. However. the low sex ratio for the 15-59 age
group (84 males per 100 females) could be explained by heavy male out-migration.

Perspective on Population Growth. Given its high growth potential, Benin's population will
continue to grow during the coming years and may reach 10.7 million by the year2015.
Should a slow decline in fertility take place and should lower mortality be pursued, Benin's total
population may pass the 14 million mark in the year 2025 and reach 14.4 million (CFRP and
UPP, 1991)-nearly three times the 1992 popUlation.

This demographic vitality will. exert very great pressure on resources and will generate huge
needs in the areas of health, education, employment, and the environment
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2.1.2 The Economic Situation

During the 1980s, Benin entered a period of severe economic and financial difficulty that was a
consequence of the failure of the Marxist regime that govemed the country from 1972.
Economic growth was slower than demographic growth. This economic crisis was
characterized by a "large drop in per capita income, by a rapid deterioration of the economic
and social infrastructures, by an acute liquidity crisis,and by a worsening of intemal and
extemalimbalances"(MinisteredesFinances, Favrier'1994). In 1989, Benin implemented,
with the support of the Bretton Woods institutions (the World Bank and the International
Monetary Fund), a structural adjustment program (SAP) to create the conditions for sustained
economic growth and reestablish a viable internal and extemal financial situation.

In 1989-90, the country's socio-political instability, which led to the National Conference of the
Nation, made it impossible for the SAP to reach its expected performance. Belween 1991 and
1993, a slight uptum resumed economic growth: gross domestic product (GOP) increased 4.7
percent in 1991 and 4.3 percent in 1992 and 1993 (Ministere des Finances, Fllvrier 1994).

Nonetheless, despite some progress, Benin's economy remains fragile: agriculture, dominated
by cotton, is scarcely diversified; the secondary sector remains very limited and dominated by
small-scale businesses (96 percent of the 8,905 industrial concems that were counted In 1992
employed fewer than 10 persons [MPRE, 1993a]). In addition, domestic savings and
investment remain low in a cpuntry belonging to the group of the least developed countries
(LDCs) with a per capita incOme less than US$400 in 1992.

This context Is worsened by extemal adjustment (the devaluation of the CFA franc) to which
Benin, along with other countries in the African Financial Community (CFA) zone, signed in
January 1994.

Benin again agreed to strengthened structural adjustment by signing, with the World Bank and
the IMF, a 1994-1996 structural adjustment program, the main goal of which is to raise the
GOP growth rate to an average level of 5-5.5 percent per annum beginning in 1995.

The new SAP will pursue the following three objectives:

• Reduction of domestic and foreign imbalances
• Reduction of poverty and better protection of vulnerable groups in the population
• Reparation of social and material infrastructures and promotion of human resources

development

Since 1989, as a requirement of the structural adjustment program, Benin entered into
medium- and short-tenn programming. This could explain, in part, the country's delay
in developing a population policy as a long-term solution for demographic problems.
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2.2 General Diagnosis of Population Policies and Programs

2.2.1 Political Determination

Political detennlnatlon makes the development of population programs possible. In public
declarations relative to population issues and at international conferences devoted to
population, Benin's political authorities have always demonstrated an awareness ofthe
relationships between demographic growth and development planning. Thus, Benin adopted
the Kilimanjaro Action Program concerning population and autonomous development in Africa,
which acknowledges that "demographic problems currently constitute an obstacle to economic
development in Africa" (ARUSHA, 1984).

During the World Conference on Population in Mexico City (1984), the Benin government
declared "that it is making considerable efforts to effectively integrate demographic variables
as endogenous factors in development models" (UNFPA, 1984).

In the preface to the Benin national report for the International Conference on Population and
Development in Cairo, Egypt, September 1994, the Minister of Planning and Economic
Restructuring, after remarking that Benin is prepared to adopt a population policy, pointed out
that the goal of such a policy would be to specify national priorities lind concelns in the area of
social development in the face of the population'S demographic behaviors and trends and in
the face of Benin's ability to satisfy its essential needs.

Finally, In the 1994-96 Economic Policy Framework Document, the government expects to
adopt policies by June 1995 at the latest to contain population growth.

However, despite this often-reiterated political determination, there is a c'1rtain cautiousness,
or even resistance, to preparing or creating the legal conditions for the development of the
planning program.

2.2.2 The Legislative and RegUlatory Context in the Ama ofPopulation

The weight of traditions, very pro-birth attitudes, and a repressive colonial legal heritage with
rasped to contraception have deeply impregnated the current legislative framework. i., Benin in
the area of population. Thus, in the araa of social policy, family subsidies are paid '0 workers
for up to six children, and a father of a family with six children pays less in taxes than a father
with fewer children or a unmarried person.

The July 31, 1920 French law outlawing abortion and information on contraception is still in
force. This brings about a genuine paradox: the government was the first to break this law by
authorizing, as early as 1972. the creation of the Beninose Association for Promotion of the
Family, creating services charged with maternal and child health and family planning, and
implementing a "National Program for MCHlFP/Nutrition and System of Alert."

On the other hand, the 1920 law was reinforced by decree number 86-f385 of April 13, 1986,
conr,ernlng traditional medicine practices in Benin. By the provisions of this decree, traditional
merli.:ine must in no case be used "for destructive purposes, such as homicide, abortion,
adultery."." Article I of the 1~20 law forbids the sale, preparation for sale, public offering or
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exhibition, display ordistribution, pUblic or not, of all forms of advertising In whatever form they
may bo-ads, displays, drawings-of contraceptive propaganda. Offenders are liable to
re\;8lve criminal sanctions.

The most immediate consequence of this lavls existence Is that pUblic participants (the
gOt/emment) and private participants (the ABPF), as well as bl- and multi-lateral organizations
that carry out activities in the areas of family planning, do so completely illegally.

A revision of the 1920 law is now indispensable in order to adapt it to today's context and to
the government's population objectives.

2.2.3 The Health Sector

The overall health sitrJation has severely deteriorated due to the twofold pressures of
demographic growth, which increased the demand for services, and the economic crisis, which
put the cost of health care, In general, and medication, in particular, out of the reach of a large
portion of the population. Thus, only one out of two Beninese has access to health services
and about one out of flve Beninese uses health services (ICPD, 1994).

The rate of health coverage in Benin is below WHO's recommended stancJards: one medical
doctor for 14,768 inhabitants (versus the WHO recommendation of one per 10,OOO); one
midwife for 10,530 (versus the WHO standard of one per 5,000 inhabitants); but one nurse for
3,447 inhabitants (versus the WHO standard of one per 5,000 inhabitants).

The government has implemented a health development policy that favors prevention activities
and the rehabilitation of existing health infrastructures, among other goals.· The government
has also implemented a program for matemal and child health and family plannin,
(MCHlFPlNutritionlSystem of Alert) and has created a national coordinating committee for
MCHlFP.

These efforts, however, are impeded by a low level of coordination of activi~es, an insufficient
integration of family planning into rnatemal and child health, and the modest nature of lEe
activities. These circumstances lead to a low prevalence of contraception. Esdmates, which
need to be fine-tuned, place the national contraceptive prevalence rate for modem methods at
1.5-2.5 percent

2.2.4 The Education Secto

Demographic growth has led to high demand for schooling, which Benin has not been able to
satisfy due to the deterioration of the economic situation. Thus, the percentage of children in
school dropped from 62.21 percent in 1983 to 49.68 percent in 1990, before climbing back to
59.91 percent in 1992. The teacher-student ratio has deteriorated, going from one teacher per

-35·students In 19Sato one- teacherper-40·studems--in·1992. . ..... - ..

The ratio of gir1s to boys In school, although low, did nonetheless advance, Incrr.asing from 35
glrfs per 100 boys in 1960 to 47 per 100 in 1980 and to 50 per 100 in 1992.

99

/'- :-.'J.,7 .- , - '-•.-.-'---:--r.----:-.---~~---.-'4- -'---- 1,-'-"- ---:- ------:.~-.-. __.- : __.~L---:_j--·-.-.~ --- - ~--,.--~ .--- ---'.----:-



r

The rebJming student percentage remains low at the primary school level (the pass rate from
one dass to the next is 25 percent; the drop-out rate is 15 percent) and the secondary level
(retention rate, about 30 percent; drop-out rate, 25 percent).

With an annual average school population growth rate estimated at five percent for the period
1992-2027, Benin will need 76,435 teachers to ensure the teacher-student ratio that was
reached in 1992 (with 1~S,422 teachers).

In 1991, the go"emment. which devotes more than 30 percent of its budget to education,
adopted a policy framework document for education that states among its goals the
consolidation and broadening of primary education and the improvement of education quality.

2.2.5 The Employment Sector

The employment sector is also experiencing strong tensions due to the increasingly rapid
growth of the workforce (those age 10 and above) andihe weak market that is unable to
absorb the supply of labor. Between 1979 and 1992, the workforce experienced an average
annual increase of 4.9 percent .

The govemment. the main employer of the modem sector until 1986, was then mandated to
cut govemment employees by 12 percent and foster private initiative.

Underemployment is extensive, and the informal sector is predominant Official unemployment
is 1.5 percent. however, the real rate of unemployment is certainly greater than official
numbers reveal.

The govemment has implemented program~ for unemployed graduates who are entering the
workforce or who have not yet entered the workforce, particularly by setting up the Small
Business Development Center (CEPEPE) and the National Fund for the'Promotion of
Employment It should, however, be noted that the CEPEPE's performance was modest It
has no funding to help graduates who have not yet entered the workforce find jobs, and 80
percent of the graduates were finally recruited by the government As for the National Fund
for the Promotion of Employment. it has not yet been effectively implemented.

2.2.6 Food Security

The total production of produce (grains, tubers,legumes) between 1978 and 1993 underwent
an irregular evolution. Produce production rose until 1982 when it approached 1.5 million tons
and dropped appreciably in 1983 and 1985. From 1986 on, food production has been
constantly above 1.5 million tons; it even surpassed 2 million tons in 1989, 1991, and 1993,
but with periods of sizeable drops. Generally speaking, over the 197Q.1990 period, the
pregress in"~'lp."Cductic~with an&'1o"lual·grcwth rate of 3.7 percent, dosely approachatl.the
growth rate of the population. The considerable demographic growth, however, especially in
urban areas, led to an increase in the demand for food.

From the point of view of food production, Benin's situation is better than that of many other
African countries, but it must nevertheless import food, particularly rice and wheat Rice
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imports went from 161,000 tons in 1990 to 273,000 tons in 1992, before dropping to 198,000
tons in 1993.

The country is confronted with a problem of protein/energy malnutrition. According to a survey
carried out in 1986, this type of malnutrition reached an average national level of 21.7 percent

Benin does have a political instrument to combat these food problems: the Rural Development
Policy Declaration Letter (May 1991) and a national strategy of Food insecurity Prevention.
The implementation of this strategy, however, is dependent upon partners in development the
Worfd Bank; the GTZ; and the FAO. It is possible for food production to cover the nation's
needs, but the most significant problem remains market balance.

2.2.7 The Environment

In Benin, demographic growth has noteworthy consequ',:mces on the environment soil and
wildlife deterioration and urban pollution. Cultivation pnactices (slash-and-bum shifting
cultivation), brush fires, wood burning for t"'e production of energy for home cooking, and
overgrazing contribute extensively to the mvironment's deterioration.

Demographic pressure (53.5 percent of the population lives on 10 percent of the 1Md) also
leads to the extension of arable lands. This extension is undertaken at the expense of forests.
The lack of a drainage network, the absence of a functional garbage colledion system, the
defective condition of the roads, which fosters water stagnation, are causes of pollution in
urban areas.

It is estimated that less than :35 percent of refuse and household garbage is colleded in urban
areas, out of an annual prodUctiO~1 of 226,000 tons. The capital city of Co\,mou produces
143,000 tons annually, of which only 20 percent is collected.

In 1990, the supply of wood-based fuels (Hrewood and charcoal) represented 44.70 percent of
the demand for energy; in the year 2005, only 21.76 percent of the demand will be covered by
this supply, without additional deforestation. Unless there is vigorous promotion of the use of
other sources of energy (such as natural gas), there is great risk of extensive deforestation.

Since 1993, Benin has had an Environmentai Plan of Actit)n (PAE) whose major goals are the
following:

• Promote a change in attitudes relative to the environment
• Gain control of the development of natural resources and foster better management

of biodiversity.
• Improve the standard of living for all Beninese.

TrwPAE, which is madErup of seve.ai majorprograms, aims atemphasizing environmental
education among its other activities. By working with the Ministry of Education, the PAE hopes
to introduce programs on the environment into the school curriculum.
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The PAE is currently seeking financial supporters. Its cost is estimated at US$SD-100 million
over a 15-year period.

2.2.8 Woman's Status and Advancemen

Women make up more than 51 percent of Benin's total population. The :1990 constitution
acknowtedges the same rights for men and women. In reality, however, the advancement of
women in development has yet to be completed.

The schooling of girls is constantly increasing; however, despite government efforts (free
schooling for girls in Nral areas), the percentage of girls in school remains loW; the schooling
of boys was twice that of girls in 1992.

The extent of polygamy, the very heavy weight of tradition, and a high rate of illiteracy are
among the factors that contribute to the current situation of women in·Benin. The absence of a
family legal code also constitutes a handicap for the advancement of women.

The government has not yet defined an explicit policy for the advancement of women. In the
1994-1996 Economic Policy Framework Document, however, the government states its
commitment to developing a coherent strategy concerning the integration of women in
development Therefore, the National Committee for the Integration of Women in
Development (CNIFD) was created.

It should be noted that there are of several very dynamic women's NGOs in Benin including the
Benin Association of Women Lawyers and the National Federation of Women's NGOs.

2.2.9 The Contributions ofNongovemmental Organizations

NGOs have been present in the area of population activities in Benin for some time.
Demoaatic Renewal has made it possible for new organizations to flourish, e.g., the Benin
Association of Women Lawyers, the National Federation of Women's NGOs, and the
Association for Nature Conservation (Benin-Nature). Some NGOs have joined together to
created the NGO Coalition for Development.

A few NGOs carry out very significant activities in the areas of family planning and the
women's advancement Following are two examples:

The Benjn Association for the Promotion of the Family. Since its recognition by the
government in 1972, the ABPF has increasingly ext~1ded its activities to field offices in each
of the country's six departments, three of which have health care clinics.

Th_.~.BeE_has_11~.OO V()lunt~ersJOro.ughout the country aD~ ..a~taff Qf.!i3.persons; th~_rne~ical

activities of its clinic in Cotonou are run bJ one doctor and two midwives. The ABPF is
involved in family planning IEC, as well as in providing family planning services. The ABPF
has also helped the govemment train doctors and midwives in contraceptive techniques.
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The problems encountered by this NGO are found at several levels: scarcity of human
resources, especially in the area of research and in-depth analysis, and a difficult legal dimate
with the existence of the 1920 law. In addition, ABPF has not been integrated into population
coordination structures, especially into the the National Human Resources and Population
Commission.

With USAID's indired support (by means of The SEATS Project/lome), ABPF has successfully
completed an experiment in community-based distribution (CBD) of contraceptives. The
ABPF's program could be supported in the follo\\1ng areas:

• ABFP's pennanent staff, as well as its volunteers, need appropriate training,
especially in lEe.

• The establishment and operational support of an organization for operations
research. Program development could also be included in this phase.

• Contraceptive products could be supplied.
• Intervention capability could be strengthened by building new clinics and youth

centers.
• Support for extending the CBO experience into rural areas is needed.
• A statistic unit for data management could be created and supported.

The Benin Association of Women Lawyers. Created in 1990, the AFJB has fought for the
advancement of Beninese women by defending women's and children's rights and making the
public, especially women, knowledgeable of the law.

AFJB's activities include the following:

• Involvement in developing a draft Family Code, submitted to the government in
1992.

• The development of a Legal Guide for Beninese Women in 1992. This Guide has
been translated into the country's two national languages.

• Opening and running a Legal Aid Center with two women on staff.
•. Running mobile legal aid centers.

Thoughtful proposals concerning revision of the 1920 law were made by one of the
Association's officials.

AFJB, which believes the government has not involved the association sufficienUy in the work
leading to the development of a national population policy nor in setting up the CNIFD, needs
multi-faceted support in order to pursue its actions. This support could involve training
paralegals and strengthening institutions.

Generally speaking, the Beninese NGOs need support in the form of stronger institutions in
order to carry out their missions more effectively. The NGO Coalition for Development is
particularty destitute, and its activities are worthy of support.
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2.2.10 The Parlners'Role in Development

Many partners in development are involved in the BeninC:ise population activities, but only the
United Nations Population Fund supports the Ministry of Planning and Economic Restructuring
in its efforts to develop a national population policy. The other partners have special areas of
concentration. In addition to USAID, the most important participants are the UNDP, UNICEF,
UNFPA, and the World Bank.

The United Nations Oe"elopment Program. UNOP's activities in the program completed in
1994 are the following:

• The Health Education Project with support for the production of educa~onal
materials and investigation into attitudes concerning AIDS

• Support for the development of a plan of action concerning women and
developrT'ent and for the International Conference on Women (Beijing, 1995)

• The project for "Cooperative Health Clinics." This fIVe-year project made it possible
to set up 10 cooperative health clinics with a funding of US$400,OOO. About eight
of the dinics are currently operational

• Support for the "General Census of Population and Housing" (RGPH, 1992)

UNDP's new program in Benin begins in 1995. In the course of the next program, emphasis
will be placed, among other things, on the following activities:

• S'Jpport for Economic Management The Social Dimensions of Development The
Agency for the Social Dimension of Development is to be set up during this
program.

• NGO support to better meet the needs of the population

• Support for the government to help it prepare for, and participate in, the
Copenhagen Conference on Social Development and the Beijing Conference on
Women in 1995

The United Nations Children's Fund. In the course of its 1990-1993 program, emphasis was
placed, among other things, on the following aspects:

• Strengthening the vaccination program
• Strengthening outlying health services with support for the communities'

organization for the management of health training
• Food ser;urity: support for soybean production in the Zou department

In its next program (1994-1998), UNICEF will assist the government in certain areas, including
the following:

• Support for a health program with three main components:
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• Development !Jf a health program with strengthening of services and support for
a health information system

• A broadened vaccination program, diarrheal disease and malaria prevention,
prenatal care, family planning, and risk-free childbearing

• Nutrition: food deficiency prevention, nutritional supervision, and food security

The cost of the program is estimated at US$9 million.

The United Nations Population Fund. This is the only development partner currently
supporting the Human Resources and Population Service (SRHP), which, at the Ministry of
Planning, is responsible for carrying out activities relating to the formulation of the Declaration
of Population Policy.

In addition to this support, the UNFPA has intervened in the following areas:

• The MCHlFP Project. UNFPA support supplied equipment for 120 maternity clinics
involved in the project.

• Data collection and analysis, with funding participation for the second General
Ccncus of Population and Housing (RGPH 1992).

• The Family Ufe and Population Education Project (FUPopEd) in schools. This
project is currently active.

• Academic training: scholarships for doctoral training in the areas of demography
and population and development

• Support for the Population Training and Research Center and for the National
Committee charged with integrating women into development

All these activities were included in the 1992-1994 program.

UNFPA's new program is currently being developed. The areas of emphasis will indude the
following:

• MCHlFP
• Strengthening lEe activities
• Strengthening the FP/PopEd Project to increase its coverage
• Support for the Population Training and Research Center in order to integrate it into

the university
• Support for formulating population policy

The Wodd Bank. The assessment team did not meet with officials of this institution to take
stock o' programs currently supported or to be supported in the future. Nonetheless, World
Bank support for the development and implementation of the Envirommental Action Program is
considerable.

The World Bank will also be supporting a Health and Population Project which is in preparation
(Economic Policy Framework Document, 1994-1996).
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In the area of education, the Worfd Bank is funding an Education Sedor Development Project
expected to begin in 1994.

The Worfd Bank also supports the development of activities generating income (for women) in
the context of a Food Security and Nutrition Projed targeting rural communities, expeded to
be implemented in 1994.

2.2.11 Taking Demographic Variables into Account for Development Planning

Benin went through several development planning experiences depending on the political
regimes in power: 1960-1972 was the period of classical planning; 1972-1989 was the
revolutiona'/ period but lacked rigor in carrying out the planning. Thus, the 1983-1987 Plan
was carried out without being adopted, and the 1980-1993 Plan was neither adopted nor .
carried out Since 1990, however, Benin has been undergoing a new political experience with
Democratic Renewal.

Long-term planning gave way to strudural adjustment programs that have short-term and
medium-term perspedives. It should be noted, however, that demographic variables were
scarcely integrated into the different development plans that were developed and
implemented. The SAPs, given their limited perspedive in time and macroeconomic and
macro-financial goals, which constitute their prime concems, do not sufficiently integrate
demographic variables into the programs.

Health and education are the sedors in which demographic variables are best integrated. In
the area of health, the use of demographic variables for the development of programs and
projeds in the sector is signifiaml In the area of education, demographic variables are well
integrated, in particular in the Population Education Project The absence of a population
policy, however, does not provide a reference point in order to account for those variables in
development planning.

The low level of· integration of demographic variables into planning stems particularfy from a
lack of human resources trained in this area. Thus, at the Human Resources and Population
Service and the Permanent Secretariat of the National Human Resources and Population
Commission, not one official has been adequately trained in this area.

2.2.12 The Institutional Framework

In order to coordinate preparation for the national policy on population, the government
created the National Human'Resources and Population Commission by Decree 93-159 on July
9, 1993. This CNRHP is charged with setting up the agencies involved with population issues,
a population and human resource policy, and monitoring the policy's implementation (Article 3,
Paragraph 2 of Decree 93-159).

At the department level, a Human Resources and Population Commission was also created. A
technical coordination group was aJso created to serve as the technical organ of the CNRHP.
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The CNRHP and the technical group are interministerial agencies not open to NGOs or society
at large. The Human Resources and Population Service (the Permanent Secretariat of the
National Human Resources and Population Commission) undertakes most of the technical
work.

The current institutional framework presents a few weaknesses:

• The SRHP does not have a sufficient number of managers, and the agency set up
by the National Human Resources and Population Commission employs only two
full-time persons in upper management

• The staff of the SRHP also suffers from a lack of training for integrating
demographic variables into planning.

• The Human Resourcess and Population Commission is not adequately
representative of all those involved in the area of population (e.g., NGOs are
excluded from it).

At the present time, intersectorial coordination is not very operational, except in specific cases
such as preparation for the ICPO in Cairo. In fact, no institutional framework exists for
coordinating the current program; the one that was created targets, instead, the preparation of
a declaration of population policy. In addition, a formal system for permanent coordination and
dialogue on the side of the partners for development does not exist

Adopting the population policy ought to make it possible for the country to have an institutional
framework for coordination and operational monitoring/assessment

2.3 Proposals for a Plan of Action

2.3.1 Justifications

The maintenance of a high fertility rate has negative consequences on the supply side in the
areas of education, health, employment, and the conservation of a healthy environment
Benin is a developing country that is also experiencing economic difficulties.

The deterioration of the general health situation (less than 25 percent of the population has
access to health services), the deterioration of the educational system (with a school
attendance rate less than 60 percent), and the increase of unhealthy living conditions,
particularly in cities (where less than 35 percent of household waste is colleded), are subjects
of concern. The slow progress made in the area of contraceptive prevalence (prevalence rate
under2.5 percent for modem methods) justifies the doubt concerning a rnedium-tenn shift in
fertility.

The current dissipation of development efforts through insufficiently integrated sectors and the
ttprojeet minCfSer mat eftfveS SOm~ pafficipanfs beg (he creation-oran institutronal frameWork
for the coordination of monitoring and assessment of population activities.
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All these reasons explain the need to develop a national population policy as an overall frame
of reference. To undertake this effort, Benin needs the support of all its partners, and USAID,
along with UNFPA and others, should find a niche in ordf'r to support efforts that have been
undertaken.

2.3.2 The Proposed Program

USAID's support should target the following objective: Find an appropriate relationship
betwHn demographic growth and economic growth by progressively gaining control of
fertility. The general strategy would consist of strengthening the nation's institutional and
technical capabilities in the development, implementation, and monitoring/assessment of a
national population policy.

The specific strategies or this plan could include the following:

1. Strengthen institutions. This support ought to benefit both govemmental agencies
(Ministries of Planning and Health) and NGOs (the ABPF, the AFJB, the NGO Coalition for
Development, etc.).

2. Support the creation of a definition of a nationallEC strategy in the area of population. In
Benin, the awareness of decision-makers and opinion leaders about population issues is
not satisfactory. The developmant and dissemination of a model for creating awareness
and helping decision making, of the RAPID model variety, is desirable.

3. Strengthen training activities. Training would be for government technicians in the areas of
miaocomputer use (the use of software relating to population studies) and integrating
demographic variables into development planning (by organizing a national workshop with
the support of international African expert appraisal of variable integration). In addition,
NGO volunteers and leaders need improved IEC population training.

4. Support the preparation of a national population plan of action. Assistance in this area
could be provided to the government by making expert international appraisal for the
assessment of population programs available. This activity could take place in 1995.

5. Strengthen the Population Documentation Center. This will enable the unit to become a
population reference center.

6. Support the regionalization of population policy. There are department-level Human
Resources and Population Commissions whose efficiency is limited by the scarcity, or even
nonexistence, of human and material resources. The success of the population policy
depends, in part, on the vitality of the department-level commissions. This activity could
span the years 1995-1998.
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2.3.3 General Recommendations

For the Government The many important efforts that have been made are worthy of being
pursued, amplified, and consolidated. The political detennination that has been expressed
must be translated into concrete acts. NGO activities must continue to be taken into account
in order to tum them into genuine partners.

The following activities should be undertaken by the government

• Development and implementation of a national population policy with the
involvement of NGOs, in particular

• Further advancement of the status of women by prioritizing the preparation,
adoption, and implementation of a Family Code

• Revision of the 1920 law in order to give a legal framework to activities fostering
family well-being

• Revision of the decree relating to the composition of the National Human
Resources and Population Commission to enable NGOs and society at large to join
in the preparatio" and coordination of population policy

For Partners in Development. Given the economic situation, and especially the acuteness of
population problems, the partners in development must become keenly interested in Benin in
order to bring the govemment suitable support in finding the best solutions for an appropriate
relationship between demographic growth and economic growth. In this context, particular
support should be granted to the formulation and implementation of a national population
policy.

2.4 Conclusion

Benin's population problems run the risk of hindering the country's development if appropriate
solutions are not implemented raasonably soon. In light of the country's economic situation,
the demographic growth rate presents a challenge and an obstacle for any attempt to
significanUy improve the population's quality of life. Indeed, it can be observed that, in recent
memory, no country has been able to trigger sustained economic growth and durable
development with such a high rate of demographic growth.

The existing political detennination must be supported by Benin's partners. Moreover, the
present appears to be a sui~ble time for better coordination of the country's partners'
population activities, as the principle partners are in the process of preparing their assistance
programs for the next five y~ars.

An increase in and aflatter cootdinafion of the partners' support for deveJopment W11Jel1abJe
the govemment to create legal and consensual bases for effective action to solve Benin's
population problems.
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TABLE 4

OBJECTiVE
Help reach a
more appropriate
relationship
between
demographic
growth and
eoonomic growth

STRATEGIES
General strategy: Strengthen
institutional and technical
capabilities through the
development, implementation,
and monitoring/assessment of
the national population policy.

SPECIFIC STRATEGIES
1) Help strengthen the
institutions of governmental
and nongovernmental
agencies that are involved.

PERIOD
1994-98

1995-98

EXPECTED RESULTS
Improvement of
coordination and
management
capabilities of
population policies and
programs

2) Support the definition of a
national IEC strategy in the
area of population
3) Help strengthen training
activities in the areas of
population

4) Help regionalize population
policy
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1995-96 Coordination of IEC
activities in the field

1995-98 Improvement of national
capabilities in research
studies and population
Droblem analvsis
Foster improved
accounting of the local
needs and problems in
implementing the
population poliCY



3 INFORMATION, EDUCATION, AND COMMUNICATION

by Deirdre laPin

3.1 Introduction

The Republic of Benin is ~urrently at the threshold of a communication revolution.
Uberalization of the press followed the National Conference on demoaatic elections in 1990.
In July 1994 the High Authority for Audiovisual and Communication (HAAC) was created, an
autonomous regulatory body independent of the state. Privately owned newspapers now
exist, and under the new policy private transmitting and broadcasting stations will likely follow.

For centuries, Beninese culture has granted a privileged place to the role of speech in public
and private life. ·Saying" is closely bOUild with "doing," or at least with a commitment to do. It
is not surprising, then, that the world of development has been deeply touched by the
communication revolution. Development as "act" is preceded by development as "speech."
Full participation of the population in development action implies a free and open exchango of
information and dialogue.

This vision of speech and its paramount role has encouraged active attention to lEe as a part
of the development process. It is widely recognized that communication policy, coordination,
and services need to be improved if the economic development of Benin is to be sustained.

The purpose of this chapter is to situate the future of IEC within the context of family planning
and reproductive health. It will first summarize the strengths and weaknesses of the sec:lor. It
will then review the socia-cultural environment undergirding behavior in family planning and
reproductive health. Subsequently, it will discuss current interventions in the sedor by
government, NGOs, and private partners. It will proceed to a review of available
communication channels. The chapter will offer proposals for a future IEC strategy which may
figure within a bilateral family planning project. Finally, the chapter will conclude with general
recommendations concerning family planning IEC In order to raise current levels of knowledge
about modem methods from under 5 percent of men and women of reproductive age to
around 50 percent

3.2 A Summary of Opportunities and Constraints

3.2. 1 Opportunities

1. Strong consensus and project support among donors, NGOs, and government partners in
the social sector conceming the key role that must be played by IEC in meeting objectives
in development, particularly in population cmd reproductive health.

2. Decision by the Ministry of Planning to develop a national population policy before the
Close·of1994.
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3. Reorganization of the MLr,istry of Health, leading to the creation of the Diredorate of Family
Health and, underneath, a separate service for IEC.

4. Positive past experience with social mobilization in the Expanded Program of Immunization
and more recently with the impact of IEC in FP-related areas of AIDS prevention and
breastfeeding.

5. Uberalization of all pUblic and private channels of communication within the
democratization process, permitting the use of media to promote condoms for HIV/AIDS.

6. Progress toward administrative decentralization of powers in health, social affairs, and
communications which encourages pragmatic and localized planning.

7. Revalorization of traditional cultures and their heritage of social institutions and
communication networks.

8. Proliferation of national NGOs and associations for progress and develofjmenl

9. Major expansion of media coverage through the creation of local and private radio stations,
addition of television and radio relay antennas, and the recent creation of the autonomous
nongovernmental regulatory body for communications, the HAAC.

10. Existence of IEC support stru'..,ures in the governmental, NGO, and private sedors which
complement Health Ministry '.EC and which demonstrate willingness to collaborate in
FPIIEC.

11. Positive experience in the f\Jlmal and informal private sedor with a small, high-impad
condom social marketing program for HIVIAIDS prevention; intention to expand the
program to include contraceptive pills.

12. An expressed desire by many women and men for high-quality, discrete, and affordable
services without cullural and medical barriers.

13. A major national campaign to increase awareness of the advantages of exclusive
breastfeeding as a nutritional method, opening the way to its use as an entry point for
family planning among postpartum women.

14. Successful experience in the use of television and radio for condom promotion to prevent
HIV/AIDS, an opportunity which may be built upon for mass media information and
promotion of family planning.

3.2.2 Constraints

1. A persistent and widespread belief among Beninese men and women at all levels that the
principal objective of family planning is Iimitation-and not spacing-of births.

112



2. The absence of a national population policy, which reflects the larger, underlying problem
of a missing consensus environment that would encourage open exchange of infonnation
among policy-makers, service providers, and potential clients.

~. Lack of an overarching FPIIEC strategy, resulting in poor coordination in FPIIEC efforts
among various actors in the private, public, and NGO sectors.

4. Absence of accurate and authoritativd infonnation on contraceptives among health
professionals leading to application of medical barriers and lack of conviction about the
benefits or appropriateness of certain methods.

5. Insufficient FP and FPIIEC training-in quality and quantity-for health and social
professionals.

6. A high illiteracy rate of 75 percent

7. Umited infrastructures for public communication and logistics, confining the reach and
speed of information exchange.

8. Need for in-depth ethnological studies in order to understand the beliefs undergirding
behaviors toward family planning and reproductive health.

9. Recent tendency to create projects that adopt a vertical approach to FPIIEC without
ensuring its integration into an overarching FP strategy for improving the quality of
services.

10. Inadequate financing of f=PIIEC-and absorption of available funds-by government and
external Coope:aUng Agencies; atsence of a separate IEC budget for the department
level; rare mobilization for lEe activities of collective community health accounts managed
by the COOEC and COGES.

11. Lack of personnel and management incentives for conducting FP/IEC activities in the field,
leading to non-use of the few FPIIEC materials available.

12. Traditional notions concerning fertility and menstruation which encourage pro-natalist
behavior and low tolerance for-and some religious prohibitions against-such side effects
as spotting and amenorrhea.
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3.3 The Soclo-Cultural Context of Family Planning and Reproductive Health

3.3.1 A Socio-cuitural Owtview

Family planning is not a popular collective notion in Benin. Nevertheless, personal comments
and behaviors suggest that the unmet need for family planning is high. A rapid decline in
infant mortality has been seen in the past 10 years (falling from about 150 to less than 100
per 1000). This positive outcome of child survival programs has not gone unnoticed by mamed
women. At the same time, maternal mortality i:.:tes remain unacceptably high at an estimated
level of 800 per 100,000.

Youth have their own needs for contraception. A 1988 study shows that 69 percent of urban
youth surveyed were favorable toward contraception. A 1990 INSAE study estimated that
between 14 percent and 18 percent of adolescent girls had ended an unwanted pregnancy by
induced abortion. Physicians and midwives at maternities and referral hospitals often report
cases of complications following attempts to induce abortion. Some note that-owing perhaps
to current economic stress-the number of cases seems to be increasing.

Such statistics are closely bound with the status of women. Resistance by husbands is
consistently given as the key reason for low contraceptive use among women. The high
popularity of the injectable Noristerat, a discrete method, would seem to confinn this
observation. Under Beninese law a man may divorce his wife for adultery and sterility, but a
woman may make the same demand only if her husband has had relations with her sister.
Polygyny, practiced in about one-third of households, encourages reproductive competition
amcng wives, especially for male children.

As in most West African societies, traditional methods for child spacing and contraception are
known, and many-including breastfeeding and postpartum abstinence-were regularly
practiced. The gradual discontinuation of these behaviors has been joined by strong, pro
natalist influences from colonial, Marxist, and religious thought The law of 1920 forbidding thIS
promotion of contraception is still in force. Marxist teaching under the Kerekou govemment
viewed family planning as an extemally conceived plan to limit the size of Benin's population.
The Beninese Roman Catholic Church is conservative. While the majority of Beninese
practice traditional religions (35 percent), Roman Catholics (26 percent) figure most
prominently among Beninese of influence. Islamic leaders tend to teach their followers (21
percent) the incorrect view that contraception is disallowed by the Koran.

A confluence offorces, then, has created a challenging policy environmentfor family plannii'lg.
The absence of a general consensus-or strong sectoral support from medical practitioners
has meant that most midwives or nurses are reluctant to include family planning in their pre- or
post-natal counseling or to follow up contraceptive defaulters. Practitioners need to liberalize
existing palidas that limittheuS3 of io"ljedables to high parous women or to ¥/OtT.en ¥n"lo have .
had at least one pregnancy. Appropriate training for counseling is needed to dispel rumors
and increase tolerance of such side effects and spotting or amenorrhea. Most of all, public
and medical opinions need to hear the view that, in a modem democracy and free economy,
family planning is in the best national interest and in the interest of family health.

114



Favoral,le trends are enoouraging and growing. Women in some quarters are strenuously
advocating greater rights, the revision of the Family Code, and ticceSS to contraception and
safe abortion. AIDS awt.treness has incre3sed the mass media promotion and availability of
condoms. Training of h'ealth workers in family planning communication and methods has won
genuine converts in the medical community. A midwife in Abomey, for example, attributed the
SUCC8S'S of her family planning program to her technical skiU,c=, conviction, and willingness to
counsnl reluctant husbands. Demographers and intellectuals charged with preparing the
country's policy for thfJ ICPD undertook their task with intelligence, precision, and care. The
policy advocates an increase of contraceptive prevalence to 10 percent by the year 2000.

Demographic trends may also increase acceptance of family planning. At present, levels of
modem contraceptive use are estimated to be highest among the nation's largest ethnic
groups, the Fon (42 percent), the Adja (16 percent), and the Yoruba (12 percent). Sixty
percent of the population now lives in the southern coastal region. By 2000, the urban
population, now 37 percent, Will reach 45 percent, and the three main towns are growing at z
rate of eight percent Such concentration of the population will increase the need for access to
information, services, and awareness the benefits family planning may offer.

3.3.2 A~urate Information on Family Planning: A Need Felt Among Women

A notebook of lEO field visits made by animatrices of the ABPF in the Porto Novo area bears
witness to the importance ABPF places on understanding the socio-cultural environment in
which it works and on monitoring the social appropriateness of its IEC activities.

In general, the notebook also offers insights into the preoccupations of men and women
concerning family planning services. The most recurrent questions recorded in the notebook
includa the following: "Can women come to your center alone [without their husbands or
parents]?" "Can minors come to your center?" "Can teenage mothers come to your center?" "Is
it true that the IUD [or pills] causes cancer?" "Can you get AIDS from coitus intemuptus?" "Are
there pills for men?" "Where is your center?" "Does it provide general health services?" "Why
is Noristerat not given to young women?" 'Why is it necessary to have the husband's
agreement before receiving a contraceptive method?"

Porto Novo women, the notebook suggests, want family planning services that are discreet,
private, and unfettered by medical and cultural barriers. Young women are especially
interested in having access to services. Most of all, women of all ages need and want
accurate and credible information about family planning and reproductive health.
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3.4 FPneC Acti."iities, Planning, and Coordination

3.4.1 Owtview

The near-absence of IEC activities 2nd materials for family planning and reproductive health in
Benin has been lamented repeatedly in studies, evaluations, and reports. A beneficiary
assessment of health programs in 8enin undelt~ken by the World Bank noted, "The results of
the survey revealed inadequacies in the social communication program that was designed to
sensitize the population about specific aspects of health care.· In its evaluation of the Benin
health sector, AFRICARE observed: ·Un programme de planification fami/ia/e devrait
comprendf8 un valet information avec des hommes et des femmes.· In a recent Aide
Memoire, UNFPA once again deplc:"red the absence of an IEC strategy for population. A
Situation Analysis of the family planning sector undertaken by The Population Council noted.
·Le materiellEClPF manque cruellement dans les 59 FS visitees.- Finally, the govemmenrs
preparatory document for the 1994 ICPO stresses the urgent need to reinforce IEC for family
planning in order ~o increase demand.

In the face of this conser~sl,.lS, the response has been to create lEe-specific or lEe-intensive
projects in order to encourage a rise in demand for family planning services. The govemment
target is to increase contraceptive prevalence to 10 percent by the year 2000.

Recognition of the key role Qf IEC in behavior change is welcome, appropriate, and necessary.
At the same time, the low absorption of IEC funding thus far suggests that weaknesses in
communication are bound t~ programmatic weaknesses elsewhere. Success In FPIIEC will
require a coordinated effort that touches upon all aspects of population programming, most
notably on policy and planning, training, management, contraceptive supply, and monitoring.
A hannonized approach, which stresses the role of IEC development but keeps it in step with
other program components. is critically important The support functions discussed in this
chapter are only of value when they are vitiWed as integral moving parts of a programmatic
whole.

3.4.2 Past and Ongoing IEC in Health and Family Planning

In January 1990 the Ministry of Health undertook an analysis of Its lEe activities. Weaknesses
noted included (1) the n~ed for a nationallEC policy; (2) the absence of coordination; (3) a
didactic. one-way approach to communica'don; (4) failure to recognize cultural conditions
undergirding behavior; (5) the lack of competence in social communication among health
workers; and (6) insufficient material and financial resources.

!he lee Service. Ministry of Health. This reflection led to the creation of an lEe Service under
.tJ1eN.a_t1QnaU)i~c::to~t~_otH~~lttLPfote~Qn(ONPS)JntheMinistryotHealth. .ThaService
was charged with IEC planning, materials conception, coordination, training. research,
monitoring and evaluation, and advice to other units. So far, the Service has undertaken a
knowledge, attitudes, and practice (KAP) stUdy in the health sector, fonnulated a well
conceived national health IEC policy, and laur.ched a cascading program in healthllEC
training, beginning with 10 master trainers selected from health and social service staff in each
department These in tum train 30 persons from health, social affairs, rural development,
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education, and literacy programs. Competent training modules have been developed, a series
of five for the master trainers and one for IEC at the field level.

Currently, the bUdget, staff, and office of the Service are relatively small. The staff is headed
by one medical doctor currently pursuing a Masters in Public Health with IEC emphasis at
Tulane University; ather staff members include a second medical doctor trained briefly at the
RegionallnstitutEi lor Public Health in IEC, two midwives, a nurse, and a graphic artist Total
estimated annual government budget for the Service is approximately US$20,OOO; modest
support has been provided in the pa$t through the PDSS I Project. UNICEF, the Swiss
government, WHOIUNDP (until 1992), UNFPA, and indirectly thFOugh the MEPS project (see
below). The offices of the Service are woefully inadequate and in disrepair.

Because the lEe Service has limited program funds, it is chiefly a point of technical referral,
coordinating its IEC activities and training with ather health and family planning projects. It
also monitors activities with the IEC Service staff (usually one person) at the department level,
which-like the central Service-typically relies on other project funds for its lEe activities.

One positive example of collabcration is in the development of materials for the National AIDS
Program. This project has jt~ own small, but capable, IEC Unit and has produced by far the
best IEC health materials in range and quality. A second example is assistance in training and
materials development to the MCH/FP p~ject (The Project for Family Well-being). A
cascading training program for FP, following the model described above, is currently in its first
stage and is integrated into an Jverarching FP training program. One module for this training
activity is devoted to IEC.

Various mechanisms for IEC outreach in the health sector have been attempted by a variety of
projects, induding the AVS (volunteer health agent for Guinea Worm eradication), the
sanitation agents, village health committees, the COGES and COGEC as health promoters,
and so on. Success of these efforts is variable. Few have been sustained throllQh local
resources.

The Directorate of Social Affairs. The DAS, under the Ministry of Labor, Employment, and
Social Affairs, has lang beer1 associated with health actiilities in Benin. Assistants sociaux,
(sodal workers) are trained at the National Medico-social Institute, the institution which al~o

trains nurses and midwives. Fallowing the recent strengthening of the health system and the
inaeased workload of health workers, social workers are increasingly assigned tasks of health
and FPIIEC in health centerS and the DAS's Centers for Social Promotion (CPSs) in the
departments and sub-prefectures. Their training at INMES stresses communication.

The raison d'f!tre of mast CPS activities continues to be nutritional support to under-fives
through nutrition lEe and distribution of food aid. In addition, experiments in nutritional
0utr'each s.~ppo,rted tlytheDASl:lav'J incorpol1ited me~s-al'Jimatdcestroother-promQt'rs)into

the communication network. Similar outreach experiments are being attempted elsewhere.
SOMe CPSs successfully draw upon community volunteers for IEC.

Strengths of the DAS include its close contact with marginal groups, e.g., prostitutes, school
drop-outs, teenage mathers, street children, orphans, delinquent children, and so an. The
DAS sets social targets for Health activities, e.g., to eliminate practices hannful to women's
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health, induding early marriage, excision, nutritional taboos, etc. It also pror'- ,tes women
through self-help and skills training (e.g., soap, cereals, baby food, sewing ~·,Jrkshops. fish
smoking. and credit groups). These contacts offer important opportunities for IEC and have on
occasion baen utilized for this purpose.

As a result of the recent reduction in government staff. the DAS now has only 59 social
workers. 41 animateurs, and 55 health and management staff persons throughout the country.
Department level statting ranges from 13 in Atacora to 31 in Oueme. Observation suggests
that the CAS could provide important services in FPJIEC through a well-designed scheme.

Rural Development Agents. These agents. attached to the Regional Center for Action in Rural
Development, generally promote agricultural innovations and techniques. They have been
used successfully in agricultural and nutritionallEC, but their role in health promotion is
occasional.

Lneracv Training and Reading Clubs. Under the Literacy Directorate in the Communication
Ministry. these groups have been targeted, often at considerable expense. for health
education. For example. booklets on "seven health preoccupations" were developed with
UNICEF assistance and translated into ni~e national languages. Given that one percent of the
Beninese population is literate in a national language. the impact of this effort is likely to be
very small. UNFPA has also supported literacy modules counseling against rural out
migration.

project of Famnv Well-being~ Supported by UNFPA under the MCHlFP Service of the DNPS,
about one-quarter of total f.unds in this small FP project were earmarked for IEC trafning and .
materials development As r:tumerous evaluations have observed. the rate of absolption has
been low. Unlike the national AIDS project (PNLS), PBEF does not have a staff merr.ber
assigned specifically to IEC, although one member has attended the "Advances in Family
Health Communication" workshop at Johns Hopkins University. Responsibility for IEC training
~nd materials conception has fallen chiefly to the IEC Service in the Health Ministry. A
redoubled IEC effort began in early 1994, and since that time the project has trained 40 master
trainers in FPnEC (three days) and other program components in four of the six departments
and expects to train 20 in the remaining two departments. In addition, three posters and one
flip chart have been developed and very recently distributed to the Communal Health Complex
and the Sub-prefecture Health Center supported by the PBEF. An individualized flyer for
clients is in produc1.ion and will be the only individualized FPIIEC material available in the
country.

family planning in Formal Education. In HI current 1994 program UNFPA has reserved
US$625,000 of the proposed US$2.8 million for lEe. This support does not include the PBEF.
Activities include (1) training in population and family life education of teachers in the teacher
training schools, a program fully integrated into the department of the Ministry of Education in
cnargioTcumculuril-revisiol'l-and (2J-aocumerifClUon ccmfers- in-the PoptifaUol1-PJannil1gUnif 11'"1
the Planning Ministry and a researr..h center in demography at the Universite du Benin.

program for Health Servlc9s Development (PDSS I). This integrated health. nutrition. and
family planning project financed principally by the World Bank has supported overseas training
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for the IEC Service chief and the development of IEC materials. FPneC has not received
specific support.

ABPF. ABPF, the 10callPPF affiliate, has long recognized the paramount importance of
demand creation and IEC, but its approaches have been limitsd by a lack of technical and
financial resources. Since its inception in 1972, ABPF has explored a wide variety of channels
for outreach and interpersonal communication (IPC). They include such diverse groups as its
own volunteers, local development associations, apprentice workshops, markets, health 2nd
social centers, private clinics, youth groups, women's groups, churches and mosques, and
others. Since 1991 ABPF has also produced a quarterly publication for its volunteers and
supporters entitled Bien-Naitre (a French language pun combining the notions '"to be born well"
and "well-beingj. ABPF has supported radio programming on family health for a number of
years.

With assistance from the USAID-funded SEATS Project in Togo, in 1992 the ABPF began to
produce family planning posters for health centers (five at 1,000 copies each) and print T-shirts
for community-based distributors of condoms and creams in Cotonou. APBF puts
considerable emphasis on promotional outreach. For example, the Porto Novo office has two
animatrfces who work within:a 2Q-kilometer radius of the city. Male or mixed teams undertake
long-distance or evening outreach. The office records that between Ja i'luary and June 1994,
529 men (202 young men) and 2700 women (398 young women) were grouped in markets,
nutritional centers, health centers, garment workshops, and peri-urban communes for
presentations on child spacing and contraception. In some instances a Yoruba-Ianguage film,
-My Brother's Children- (1960), made in Nigeria was shown.

APBPs FPneC materials warrant detailed description, as they are well conceived and of high
material quality. At the same time, they illustrate the need for further technical support in
materials developmenl

Logo: APBF has developed a disk-shaped logo depicting rounded and stylized images of a
man, a woman, and an infant in a nesting motif. The name of the Association Is written out in
full around a rim surrounding the central image. At the bottom of the logo the abbreviation
"ABPP appears in large letters. The logo may appear in four colors (yellow, black. red, green)
or in a more easily repro:!uced version in shades of black on white. The difference between
the two versions of the logo may have an impact on logo recognition.

Posters: Five posters produced recently by ABPF were designed and illustrated by a local
artist The Images are simple, uncluttered, and clear. The messages are brief and
straightforward ("Before becoming a father, be a mature and responsible man" -I am a student
and pl'Ggnant; what future do I have?" "Planned family, happy family" "Spaced births, a happy
and healthy family" "Hannonize burdens with income; this will contribute happiness to his

._.!al!l!~y'l_T~ p~~tt:lrs, mt:l~/}! .!P.be u~_edt~gt:l!her,. rmay be Uf1cfeJstoocfprindpallYtJ1~Llgh their
images. One midwife In Ndali described a ''typical'' (and appropriate) interpretation of these
posters by her clients. Two other posters, targeting students, assume a literate audience.
Each poster carries the ABPF logo.

Finally, ABPF uses video monitors in its clinic waiting rooms. Two video cassettes were
available.
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pr;vate Religious Hospitals. Hospitals supported by the Catholic Church in Benin generally
provide a range of contraceptives. The two privat~ hospitals visited by the team prominently
displayed posters for HIVIAIDS prevention and breastfeeding. Contraceptive services are
offered when requested or when they are medically indicated; family planning and
contraceptives are not promoted and FPneC is not pursued.

Current Government IEC Campaigns: HIV/AIOS Prevention and Breastfeeding. Two integrated
IEC strategies are underway in Benin. Their apparent impact bears witness to the success of
well-planned health promotion and social mobilization in Benin. The national HIVIAIDS project,
which benefits indirecUy from a related social marketing effort (see below), has developed an
excellent strategy that includes a variety of posters, a quarterly bulletin, educational materials
for primary and secondary schools, programs on the "Rural Radio," a flip chart for group IEC,
videos, a modem play, nnd tape recorded songs. In large measure the campaign owes its
success to the adoption of an unequivocal national HIVIAIDS policy, a coordinated strategy
among over a halt dozen donors, and a social environment of consensus. In addition, the
program has hamessed promotion directly to condom supply.

A second integrated campaign on the nutritional benefits of exclusive breastfeeding has been
no less aggressive. The strategy relies heavily on counseling and IEC training for health
workers; creation of "Baby Friendly" service points; creation of a large and attractive poster
displaying a local personality breastfeeding twins; creation of songs for entertainment in health
center waiting rooms; and posters with specific instructions to health workers for postpartum
counseling in breastfeeding. By targeting its efforts specifically to pregnant and postpartum
women, the campaign benefits once again trom the dual strategy of promotion and voluntary
supply of the desired prodUct.

Social Marketina. Since 1992, Population Services International through its local affiliate the
Benin Association for Social Marketing, has pursued an aggressive campaign of HIVIAIDS
prevention by marketing condoms under the "Prudence" label. In the past 18 months, ABMS
has sold over 2 million condoms at a retail price of 50 FCFA (US$0.10) for a package of four.

The project may be credited with having been the first to promote a modem contraceptive
method through posters, stickers, media. and targeted interpersonal communication. Name
recognition has been enhanced by three television spots, one run each evening before and
after the evening news. For this televised service a social price of US$4,OOO was negotiated
with the national broadcasting entity (ORTB) for one year. In addition, ORTB-radio nms free of
charge three condom promotion radio spots daily in French and in local languages.

"Prudence" posters, developed in Benin,or nearby countries, are evident throughout the
countryside. They carry such slogans as "Confiance d'accorrJ, mais Prudence d'abord';
"Abstinence, Fide/itil, et Prudence"; and "Aimez avec Prudence." Many are displayed in health
ce-rifers Where staff persons may pal1rCipafe in IhePruaeJice mai'keting nefWOi'KanagiTn-a ---
smail profit from sales. Otherwise, Prudence is sold in pharmacies and in the informal market
by itinerant sellers, barbers, hairdressers, and in bars and nightclUbs, petrol stations, and small
comer stands.
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ABMS also pursues interactilfe IPC with the help of local NGOs. Teams visit selected
audiences (military camps, truck drivers, sub-prefecture health centers, schools, youth
organizations). In addition, the wholesalers in the Prudence sales network are trained in
HIV/AIDS prevention messages. These messages are passed on infonnally down the
marketing chain to end clients.

This first experiment in social marketing in Benin would suggest that the use of private sector
approaches yields a positive synergy with a national health program (PNLS). The experiment
merits evaluation. Meanwhile, ABMS plans to add contraceptive pills and oral rehydration salts
(ORS) to its product mix in the near future.

Bilateral Assistance to IEC. Nearly all actors working in the Benin health sector include IEC
and social mobilization as a component of their interventions. Often, these efforts are highly
localized, but some serve as interesting experiments for futl.!re FP/IEC planning. For example,
the Programme Medico-Sanitaire Benino-Swisse supports a planning process for certain
departmental health centers; social mobilization is encouraged. A German-assisted health
center (CSSP) in Cove (Zou department) undertook tw'.:J !EC initiatives: (1) a youth training
program in AIDS and reproductive health which would lead to youth-te-youth sensibilisation in
local schools and (2) a locally produced video on AIDS. The Cove CSSP has a VCR and
monitor and an array of IEC materials from Benin and nearby countries.

3.4.3 New Structures and Projects for FPIIEC

Reorganization of the Ministry of Health. Family planning will assume greater prominence and
more likely integration into MCH services following the reorganization of the Health Ministry,
approved in May 1994. The new structure foresees a Family Health Directorate, having three
Services: Mother and Child Health, Nutrition, and Family Planning. The Family Planning
Service will comprise two divisions: Family Planning IEC and Family Planning Services.
Following the example already set by the IEC Unit of the HIVIAIDS Prevention Project, the
FPIJEC division chief will work in close collaboration with the lEe Service in the DNPS.

Reinforcement of the DNPS IEC Service: Support to IEC Activities in PopUlation and Health
(1993-1996). UNFPA seeks to reinforce the IEC service in the Ministry of Health and at tha
department level by improving IEC planning capability, offering operations research training to
senior IEC staff, and offering counseling training to 120 health workers and 30 sodal workers.
The project also seeks to improve coordination in FP/IEC by creating a structure for this
purpose in the lEe Service.

Owing to delays in meeting preconditions, the project has not begun. Because the project was
conceived chieny to reinforce an existing govemment structure, the restructuring of the MSP
may require a revised design.

Family Life and PODEd for Craft Associations (1994-1996, 18 months). UNFPA proposes to
replace its earlier school-based family life education activities with a small pilot projed in the
infonnal sector. The project is grafted onto two ongoing artisan group support projects funded
by UNDP. One hundred fifty women and 90 men will benefit from the development of
research-based materials (to be produced by MEPS), training of in-group animatrices, and
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monti i.y group discussions meant to encourage household dialogue. Distribution of
contraceptives during these discussions is not envisaged.

PDSS II (1995-2000). The Worfd Bank is proposing, for Intemational Development Agency and
complementary bilateral funding, a follow-on to the current PDSS I project. The project will
fund the cost of producing educational materials for better health, safe motherhood, family
planning, nutrition education, STO and AIDS preventi'ln, and household and environmental
sanitation. A KAP survey will be undertaken, together with training of COOEC and COOES
members in health promotion. Beneficiary assessments will monitor the impact of the effort.

A corollary activity of the project will strengthen the management and technical capacity of the
IEC staff within a newly created IEC division under the Family Planning Service of the Health
Ministry's Family Health Diredorate. In addition, it is expected that similar support will be given
to selected lEe personnel at the department level.

Health Education in Schools (1995-1998). USAID envisages a project, possibly to be .
managed by a U.S.-based NGO, that will develop materials and messages on health for
primary schools. The project offers an important opportunity for introdUcing notions of family
planning and reproductive health to school-going youth.

3.4.4 A Proposal for an Autonomous Center forDevelopment Communication: National
Program ofCommunication for Development

With democratization, the opening of communication channels brought about a relaxation of
government control but also raised new concems about what kind of information would pass to
the public and In what form. A communication policy was needed, some said. For the donor
community a liberalized press expanded the possibilities for IEC, and indeed "/'lEO' is widely
viewed as essential to all development interventions.

Because Benin has had little experience in IEC, apart from two major health campaigns,
extemal Cooperating Agencies, undel'the leadership of UNDP, met in early 1992 to discuss
three issues: (1) the usefulness of a national poRcy for development communication that would
encourage access to communication channels; (2) the need for stronger sectoral and
Intersectoral coordination in message development; and (3) the need to expand access to
communication services at a reasonable and fair price. Concern was raised about the
apparent proliferation of development messages and lEe activities in pursuit of aims that are
duplicative or contradictory. In addition, the independent pricing policies of the ORTS tended
to cede media expression to projects or initiatives having generous budgets for
communication.

A national policy for development communication was suggested and the establishment of an
autonomous-, subsidized eenterforDeveiopillent Communication proposeci"in orderto
harmonize government development policies with information provided to the popUlation,
especially those persons in rural areas targeted by the programs of Rural Radio.

No practical action followed, but discussion and debate continued through 1993. The "need"
for the communication center continued to be expressed by some donor agencies, but without
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precision. At the same time a spirit of caution took root among govemment specialists directly
engaged in health communication. A centralized and heavily regulatory approach, it was felt,
may little advance positive hannonization of development objectives. Rather, it could do hann
to development by curbing the free flow of infonnation and participation in the social sectors by
dampening IEC initiatives of technical ministries, diverting financial resources toward structures
and studies and away from development action, and opening the way to potential censorship.
Some donors interested in supporting the communication sector viewed the center concept as
a source of delay to operationalizing their support.

Mid-1994 saw a revival of the concept-no longer a "center" but reformulated as a national
"program" in development communication governed by an overarching "policy." Meanwhile, in
May 1994 the Ministry of Culture and Communication (MCC) officially nominated a
"coordinator" for the "center," whose future existence still remained uncertain. In addition the
recent creation of the HMC (an autonomous communications regulatory body), the imminent
approval of private radio channels and the important future for media in the 1995 elections
have introduced further unknowns into the future of development communications.

An effort to gain dear understanding of communication needs for development is currently
envisaged over a six-month period. During that time a team of intemational and local
consultants is expected to sound out the major actors in the communication and development
fields. On a needs basis, the team will develop a concrete proposal for a development
communication program. The proposal merits careful elaboration and study by all partners,
given the risks of regulation policies in a newly democratic environment where development
communication needs are very great Thought must also be given to the Interests that
undergird the development Communication "center" initiative and whether the new scheme
might not in fact duplicate-at unnecessary cost to donors-existing communication structures
(e.g., MEPS, ORTS) or dampen the development of local, private sector communication
initiatives.

3.4.5 Financing and Sustainability of lEe for Family Planning and ReprodUctive Health

Funding for FPIJEC is infrequently isolated in govemmen~ donor, or NGO bUdgets. An
accurate account of the resources available to the sector is difficult to obtain. An infonned
impression suggests that, while financial resources made available have not been generous,
they have not been fully absorbed. Training programs and studies have mobilized funds most
successfully; materials development has been less aggressive; outreach has received and
absorbed a very low proportion of funds. Finally, radio is occasionally used for FPIJEC and,
more recently, television for ~ocial marketing and programming preceding the ICPO.
Unfortunately, the cost of media programming is often an obstacle.

A tradition of small-scale, verticallEC projects, unlinked to service objectives, should be
-repliC8dby acoori:ffrultea, acfequately.furided, and susf8il1sbleClel1lsnd andsuppl)' effoifthat
wrgets the public, private, and NGO sectors simultaneously. A broad mix of communication
channels, including multi-media and village-level outreach, is needed. At the outset, funding
for this effort must be provided by donors. Experience in similar countries suggests that
FPIIEC should receive a total population program budget share of around 15-20 percent
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Meanwhile, Benin's health services cost recovery program, through the Centrale d'Achat for
distnbuting generic essential drugs and its local management by health center committees
(COOEC and COOES), offers one potential source of local health ful"'ris that may be used for
financially sustainable strategies in IEC. The recent experience of social pricing for taievised
spots on HIVIAIDS prevention further suggests that media channels are available at affordable
cost As all ministries, the MSP has a media liaison office and a budget for communications,
but this opportunity is underutilized. Benin, through its membership in the French international
television network, also has opportunities to sell its television productions.

Finally, family planning services must appear to health personnel as a good business for their
cost recovery program. Promotion, combined with high-quality services, will help to realize this
objective and create incentives for better and sustainable FPIIEC.

3.4.6 lEe for Family Planning: The Need for an Overarching Strategy

The plethora of new and ongoing activities in health and family planaing IEC, reassuring at first
blush, is deceptive. Field visits undertaken by the A~sessment Team in four of the six
departments confirmed the observation made recently in the family planning Situation Analysis
that-despite IEC efforts made thus far-little IEC activity or impact can be seen in the field.
The study also observed that family planning materials-usually posters-were present in only
29 percent of health centers visited and that no individualized materials were ava::able. The
most common props are anatomical models and the contraceptives themselves.

This observation parallels the health IEC situation generally, which the team noted to be weak
overall. Apart from a wide variety of posters, often framed and carefully displayed on walls,
few materials (flip charts, training guides) are being utilized in health and social promotion
centers. While most centers have received recently distributed government materials, they are
commonly left to gather dust on bookshelves or remain in their original crates or cartons
shoved under cabinets or tables.

The placement of IEC materials out of reach suggests that visual props are rarely used.
Nearly every health and social worker questioned by the team replied that early morning IEC
sessions were a standard feature of prenatal service days; only three facilities (CSSP
Tchaourou, center for Maternal and Infant Protection [PMIl-Cotoncu, and ABPF-Porto Novo)
kept records or plans of animation activities. While breastfeeding figured prominently-owing
to the current campaign-family planning topics constiMed no more than five percent of the
subjects discussed in non-ABPF dinics. The Situation Analysis also noted that only 21 percent
of dients in the dinics visited had received Infonnation on family planning and that in most
instances this information was offered only during individual consultations. .

Clearly. a well-conceived, muscular FPIIEC strategy is needed in the spirit of past Benin health
., campaigns (ORT,EPI) or current effortS (HlV/AIDS prevention arid breastfeedillg). Such a

strategy must be well coordinated among all sectors and fully integrated into a service delivery
scheme.
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3.5 Material for the Future: Media and Channels for IEC

3.5.1 Social Mobilization

Benin has enjoyed considerable success in social mobilization for health, beginning with the
national campaign to promote oral rehydration therapy of 1986 and the more recent Expanded
Program on Immunization (1990). Before 1991, social mobilization was officially realized
through the Party structure, having representatives at all administrative levels. Health
campaigns and the 1991 election prized opgn additional channels, including such
nongovemmental structures as NGOs, associations, cooperatives, religious organizations,
market and trade groups, and others. Certain traditional religious groups based on worship of
the voudoun C~' orisha, together with some apostolic sects, have lent promotional support to
health campaigns.

In govemment, structures for IEC outside the MSP include the social assistants and medical
personnel of the Socia~ Affairs Directorate, the ABPFIIPPF, the program in school health, the
CARDER, and possibly political parties.

Common social meeting points have been successfully targeted for social mobilization,
including markets, water points, and health and social centers.

No less important to social mobilization is the extended structure of the Beninese family in
which the considerable authority of elder male and female members is exercised over a group
which is large, diversified, and often widespread. Families often serve as important links
between rural and urban centers. In many localities, entire Villages or town quarters have a
common historical lineage which encourages a high level of social exchange.

Successful social mobilization campaigns in Benin have relied on a media mix in which oral
communication and traditional arts have had a very large share. Only one-quarter of the
population is literate. It is widely observed that radio and group meetings are the most
successful mobilizing vehicles, especially in rural areas.

Two govemment structures are directly concemed with inter-sectoral social mobilization. The
Ministry of Partiament Relations houses a Service for Social Mobiiization; the Communications
Ministry has a social mobilization committee.

3.5.2 Print Media

An initial flowering of independent newspapers following democratization yielded several
stable titles: La Nation (a govemment-supported daily with a print run of 5,000) and a high
quality independent daily, La Matin. La Croix, a Catholic bi-weekly, has been joined by several
otflerweeklies-ordailies in FrenCh. Nearly aU rndependent newspapers receive some eXternal
subsidies.

The new Beninese constitution guarantees free expression (Article 23) and a free press
(Article 24). These freedoms are vigorously exercised and protected.
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Local language newspapers attract intense interest and curiosity, but they are generally
~rregular and usually promoted by local literacy committees and the government agents who
organize them. The only offset titie is Kparo, published in Batounou lali~!Jage. Because only
about one percent of the Beninese population is literate in any of the 50 or so local languages
(compared to 23 percent in French), their impact and reach is extremely limited.

3.5.3 Radio and Television

Until the initiation of the HMC in JUly 1994, the ORTB under the Communications Ministry was
the sole broadcast organ in Benin. The HMC, an autonomous body, now replaces the state
as the regulatory agency for owmmunication. HAi~C has received a large number of
appllcations for rights to broadca~t on private FM radio channels that are expected to be
established in near future. Four local FM radio stations have been started in rural areas of
Mono, Zou, Borgou, and Oueme departments and are expected in Atlantique and Atacora.

Radio. National radio is currently the only communication channel having a nationwide reach.
In theory nearly every Beninese has access to radio broadcasting. Reception at certain times
of day is faint in hilly areas and along the western border. Two of Benin's three major
transmitting stations broadcast in Cotonou, one in AM (Radio Diffusion du Benin [ROBD and a
second retransmits Radio France Internationals (RFI). A smaller FM station alternates its
schedule with ROB to cover the broadcast day. In Parakou the AM station Radio Diffusion
Parakou (ROP) has erected new relays to improve coverage in the North.

.. .vo-thirds of ROB's 105weekly hours of programming are produced in French and the
(emainder in 18 local languages. A microwave connection to Parakou provides news and
other program feeds. Otherwise, the two stations produce their radio programs independently.

"Rural Radio," in local languages, is integrated into the national radio. Programmed by a
national committee, it is conceived as an IEC organ for the rural population. Impact is limited
because of the didactic tone of programs; producers have few opportunities or means to report
on development initiatives or to create human interest stories where they occur.

Television. Until recently it was estimated that only 1.5 million persons had access to
television In Benin, chiefly in the southern and central portions served by broadcast points in
Cotonou and Parakou. With the addition of a relay station in Natitingou in July 1994 and others
in Dassa and Kandi in 1995, television coverage will soon reach the whole of Benin.

Benin's one television station broadcasts for 7.5 hours daily except for Mondays and
Thursdays when broadcast time is'one hour less. The iiroadca:its are complemented for some
viewers by access to broadcasts from Togo, Nigeria, and by satellite from France and other

.. gl~J:~~Ic:h~I'!I'l~ls. Y~Llngu~an. aUdl~!,CE!~ gel1~~lIy p~fer tI1.~F!I!m:I"lP109~m.~~ .Ia_enio
television relies on CFI-France for about 70 percent of its broadcast material, but it wishes to
have the means to undertake more local pro~uction. In general, Benin television can be
e)tpected to ",main attractive to local audiences, especially those desiring programs in local
languages.
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Health and familr planning topics currently occupy only about one percent of weekly broadcast
time for radio and televisiol' each. Rural Radio in Cotonou and Parakou each assigns a
specific produCf:tr to health issues. Recent topics indude the ICPD summit Current radio
broadcasts of interi:1st to ;iealth and family planning include weekly programs on health
(totaling one hour) and selected women's programs. A bi-monthly television program "Diles
mo; Docteut" has recently touched on .ttle country's high rates of induced abortion, causes of
sterility, and the importance of population 'in development planning.

The use of radio or television for mass information about family planning should figure as part
of any FPIIEC strategy in Benin. At present this opportunity has not been explored for family
planning and has been little used for health promotion. Editorial freedom on all govemment
owned stations is respected. Despite the law of 1920 inhibiting promotion of contraception, a
discussion of modem methods for family planning was aired recently on Benin television.

Impact by broadcast media on individual men and women in rural areas will need
reinforcement by interpersonal or more localized channels. Typically, women have less access
to media than do men. Few women own radios or televisions. Although most women live in a
household or compound in which at least one member owns a radio, their choice of
programming is limited. In addition, it has long been observed that broadcast hours often
conflict with a woman's heavy daily commitments outside the home.

3.5.4 Cinema, Video, and Tape Player

The number of video cassette players in Benin is difficult to estimate, but the existence of
"video clubs" for cassette rental in the major cities of Cotonou, Porto-Novo, Abomey.Bohicon,
and Parakou indicates a growing market Video cassettes, locally copied, are sold in every
urban and some rural markets. Itinerant or independent video cameramen are found
throughout the country and'have, in many instances, replaced local photographers where
affordable. Typically, they are hired to record maniages, funerals, training seminr.rs, and
similar group events.

Tape players and cassette recordings are extremely widespread and affordable for at least half
of the population. Increasingly they are purchased in combination with radios.

Cinema has a diminishing importance. Cotonou has two functioning cinema houses and
Parakou one.

Some ABPF and govemment clinics have Installed videos in waiting rooms. The choice of
video cassettes is often limited to one on family planning and a second on AIDS.

A consensusview..of health professionals.ls-thatvideomonitors..would.be anexcellentaddition
to waiting rooms in electrified portions of the country. This communication point, combined
with personally owned video and tape players, offer an important opportunity for transmitting
messages on family planning and reproductive health.
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3.5.5 Communication Ads: Modem and Traditional

For many centuries Benin has been recognized for the diversity and quality of its
communication arts. "We," observed one 10cailEC specialist, "are ora/isles above all."
Traditional narratives, songs, poems, and masquerade dance perfonnances continue to
enthrall a population which. since 1991, has participated in the active revival of its cultural
heritage. Songs on health themes are sung on occasion in Social Promotion or Health
Centers to enliven health talks or to lighten the boredom of waiting.

Health campaigns have also mobilized traditional and modem theater troupes. A recent
example is the play, SIDA (AIDS), conceived by the local writer Hippolyte da Silva. Recent
liberalization of expression has encouraged a flowering of modem artists, writers, and
musicians. A motion picture indUStry has not developed. Associations of writers and
musicians exist, including the Beninese Association for Writers in National Languages.

3.5.6 lEe Materials Development

Educational Materials for Health Personnel. Intended as an African regional program, MEPS
was established in 1981. By 1987 Benin became the center of the Francophone African
regional MEPS network, and it is now housed within the Regional Institute for Public Health in
Cotonou. Until very recently, UNDP and WHO supported The MEPS Project, the first providing
equipment for desktop publishing and printing; black and white photographic developing,
processing, enlarging, and printing; video production and editing; and binding, illustration, and
design. In 1994 extemal financial assistance to MEPS ended.

MEPS continues to serve as a leading source of materials development for the public health,
medical, and development community in Benin. MEPS is a recurrent and salient feature in
health centers in the field. The unit offers services at competitive prices in conceptualization,
illustration, desktop publishing design, pretesting, duplication and serigraphy, medical and
illustrative photography, binding, and-minimally-VHS video production. MEPS prodUcts are
also of competitive quality and include booklets for literacy training in French and local
languages, posters, flyers, stickers, T-shirts, one film in video, training manuals, calendars, and
periodicals.

Technologically, MEPS is not highly advanced but makes good use of its available skills and
equipment It contraet5 out color photography and printing jobs to local, good-quality firms. Its
capabilities in color separation and video production are limited. Affiliated with the Benin
University Faculty of Health Sciences, MEPS is housed at no cost in a spacious facility; its
director is a salaried university professor, and its medical photographer is also university staff.
Currently, MEPS's volume is small (about US$2,OOO per month in receipts) but covers
recurrent costs of consumables, equipment repairs, and 11 full-time local contrael employees.
A-modeslt weH-organized,"documeillation"center refieson iree publications-and"materials that
it shares throughout the regional network. A WHO-funded technical assistant ended her
contract in July 1994. Additional technical assistance Is provided from Canada through World
Universities Welfare and Aid-Canada (EUMC), a university exchange network. A sustainable
future for MEPS will In large measure depend on its ability to meet an increased demand for
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materials development by enhancing the technical and production capacities of locally
recruited staff.

Media Houses. Benin's free, fonnal sector economy opened in 1991. Local advertising and
publicity, which grew quickly to meet the demand of the 1991 electoral campaign, continues to.
develop at a modest pace. So far, most name brand advertising in print and on television is
produced in France or Cote d'ivoire. At present. Cotonou has one privately owned media
house that is equipped to produce modem print and video materials. In general, lo,:al
businesses rely on a growing number of independent artists and producers. Some have
opened small agencies of two or three persons. For video production, nearly all independents
or small agencies rent or subcontract equipment or services from ORTB. ORTB tel6\vision,
with two-dimensional computer-based production facilities, sells services locally and to
neighboring oountries for advertising or promotional and electoral campaigns.

Demand for advertising is still very low. Pricing for illustrations, spots, or video films and
promotions is highly variable but is in large measure guided by ORTB as the predominant
market force. In general, ORTB television prices are high for the local market 250,000 FCFA
(US$~nO) to develop a one-minute spot and equivalent amount for each broadcast Radio
spots are much less expensive at 7,500 FCFA (US$12.50) for a one-minute announcement
ORTB pursues an informal policy of social pricing, applied on a case-by-case basis.
Competition from within the communication sedor will likely increase over time, both within
Benin and from bordering countries. Meanwhile, most advertising and media production is
pursued within what is called I'informelle (the infonnal economy).

Presses. Cotonou has over a dozen presses, four of which are considered to be diverse and
of high quality. A press in Porto Novo, launched with German assistance, provides good
services, and Parakou has one strong, quality press. An expanding market for newspapers,
magazines, trade or professional joumals, and publicity undergirds the relative high quality of
printed materials in Benin.

3.6 Toward a Future Strategy for lEe in Family Planning and Reproductive Health

3.6.1 Do's and Don'ts for FPREC in Benin

Eartier sections of this review concluded that a future strategy in FPnEC should be:

• Fully incorporated into an overarching program in family planning and reproductive
health, matching demand creation at all points with the supply of quality services.

• Multi-pronged, including (1) advocacy for decision-makers at all levels, (2) demand
creation for potential clients and their families, and (3) training for FP workers in
co.unseling•.disp.ellin9-Nmors about sucn.side effeets.as spotting and ameno.~
outreach. and group communication.

• Multi-channeled, drawing upon all potential communication networks, whether
family-based. institutional, mass media, joumalistic, interpersonal, or positioned.
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• Multhmedia, incorporating all appropriate forms of verbal and visual modes of
e~ression-from training lectures to atoryteUing; from traditional masquerades to
r,rtass media; from a private statement by a satisfied user to an advert; from a
whispered directi6n to a self-proclaiming logo; from a mother's tentative suggestion
to a heath worker's counsel.

• Integrated, wherever possible, into reproductive health and MCH activities.

• Fully resaarched, inciudino (1) initial KAP and qualitative studies, (2) studies before,
during, and after materic:!s production, (3) analyses for impact, and (4) assessments
by beneficiaries.

• Conceived within the framework of an overarching national FPnEC strategy that
includes (1) information for policy making, (2) formal and informal education at all
levels, (3) mass media for awareness creation, (4) outreach into rural areas and
urban neighborhoods, (5) systematic counseling about FP at ~renatal, postpartum,
and postnatal visits, (6) clinic-based group communication, and (7) development of
appropriate materials, especially for the individual client

• Approached qifferently in urban and rural areas, and, where necessary, among
different ethnic groups.

• Developed carefully through the stages of (1) bUilding awareness about the
benefits of family planning, (2) building approval of contraception, (3) increasing
knowledge about specific methods of contraception, and (4) encouraging.continued
used of family planning methods among women and men who desire to do so.

A FPIIEC strategy should NOT:

• Proceed in advance of audience readiness to accept the next stage of promotion.
• Be undertaken without ensuring the presence of a consensual environment for the

target audience.
• Exclude detractors from discussion, but involve and attempt to persuade them.
• Denigrate traditional methods.
• Advance the notion that the chief purpose of family planning is the limitation of

births.
• Encourage unnecessary medical or :-aUgious barriers to contraception.
• Create an impression of state pressure or coercion.

... . _3__~2 Target /4udiences

Client audiences for a FPnec strategy should include both young and adult clients, in many
contexts, addressed separately according to gender. In order of priority these groups may be:
adult women, young women, adult men, young men.
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Audiences of influentials indude policy-makers, traditional opinion leaders, health and social
workers, teachers, and older female relatives in the household. At initial stages of the
strategy, approval from this group will be aitically important

3.6.3 Key Promises: A Basis for Message Development

The "key promises· of the message development strategy will vary according to target
audiences. In the Beninese context, they may indude the following:

• Family planning enhances national social and economic development
• Family planning improves the status of women.
• Family planning is another form of democratic choice (an "election").
• Birth spacing improves family health, especially for women and young children.
• Family planning enhances family resources and well-being.
• Contraception prevents unwanted pregnancy and induced abortion in young

women.
• Contraceptives are safe; effective, and reversible; such side effects as

ammenorhea and spotting are nonnal and will not affect fertility or purity for
religious worship..

3.6.4 Sub-strategies

Specific sul>strategies will figure within an overall FPIIEC plan. Important sul>strategies may
include the following:

• Policy strategy. Advocacy and information for policy-makers, using the RAPID IV
model among other communication tools. Family planning may be included in
political party platfonns.

• Urban strategy. Cotonou, Abomey-Bohicon, and Porto Novo should be the focus of
a southern urban strategy relying on mass media, posters, personalized client
materials, neighborhood outreach, and counseling. A separate northern strategy in
Parakou and Natitingou may also be considered.

• Clinic and service-point strategy. Intensive communication and counseling training
for health and social workers may be supported by the production of counseling
guides and consulting room posters, videos in waiting rooms, additional waiting
room posters and entertainment, and regular clinic-based group counseling. In
time, a strategy to promote the trained provider and Improved service point may be
considered.

• Rural outreach strategy. By far the most convincing and important communication
channel for men and women in Benin is the recommendation of family, friends, and
neighbors. Outreach t.~CMms based at nearby service points and APBF volunteers
may be used to launch a village-based information program. Ideally, this effort will
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be combined with village-based distribution of contraceptives. Consideration should
be given to grafting this effort into vaccination outreach.

The rural outreach strategy may be supported by (1) the creation of local family
planning committees of advocates or satisfied users (ideally composed of a young
woman, an adult married woman, a young man, and an adult married man), (2)
local radio broadcasts in local languages, (3) personal visual and possibly sound
tape materials, and (4) visits by local personalities.

• Youth strategy. Materials and channels targeting youth should be considered,
especially school-based efforts, mass media, and materials designed for display or
distribution at common youth meeting points.

• Male strategy. Materials and discussion groups for men should be considered in
urban and rural areas. Male personalities in sports, politics, and religion should be
solicited for this effort.

• Social mobilization. This strategy will incorporate all of the above and target the
entire popUlation through every available communication channel.

• Evaluation strategy. The entire FP/IEC effort should be closely monitored and
evaluated for impact. Materials and strategies that do not work (currenUy flip charts
and booklets in local languages) should be discarded and resources redirected.

• Joumalist strategy. Support groups of journalists should be created and furnished
with appropriate information and materials.

• Study tours. Selected key actors In FP and policy making should visit countries
having developed successful FPnEC programs in similar socio-cultural
environments.

3.7 Recommendations for the Future of FPnEC

3.7.1 General Recommendations

In order to increase demand for family planning services, IEC for FP should be greatly
enhanced, adequately funded, and fully integrated Into an overarching FP program nationwide.
The following specific actions are recommended:

• Full coordination of FPnEC activities and messages among all partners in
government, NGOs, and private sectors

• Development of a national strategic plan for FP/IEC which includes, but is not
necessarily limited to, advocacy and information for formUlating population policy,
use of mass media, development of clinic-level and individual FPIIEC materials,
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communication and counseling training for FP staff, grass-roots interpersonal
communication, and research

• Conception and implementation of innovative and socio-culturally appropriate
strategies for FPIIEC outreach

• Creation of an IEC division within the Family Planning Service whose task is to
ensure the development and distribution of FPIIEC materials, coordinate the
national FPIIEC strategy, and ensure FPIIEC training for all relevant staff

• Contin~ation of the department IEC service and its reinforcement in FPIIEC to
ensure implementation at its level the tasks described in the preceding point

3.7.2 Specific Recommendations

The "strategy" section that precedes contains a number of implicit recommendations for the
future. Additional proposals follow:

1. Intensive technical assistance should be foreseen for the early stage of the FPIIEC
program, possibly with the support of a resident technical advisor. The purpose of
the support should be to build local capacity to conceive, design, produce,
distribute, monitor, and evaluate the program.

2. Funding levels should reflect the broad consensus on need for strong reinforcement
of FPIIEC; 20 percent "-1 total program budget is suggested, or approximately
US$400,OOO to US$500,OOO per year.

3. Private sector materials production should be encouraged.

4. Special attention should be paid to building local FPIIEC capacity at the district and
sub-prefecture level. Improved management, communications training, planning,
and evaluation and correct and consistent use of print and audio-visual material
should be encouraged.

5. The government should be encouraged to increase its share of funding of FPJlEC
and health IEC in general. Broadcast time at no or social cost should be made
available. Communications bUdgets in ministries should be exploited for their
original purpose. Local resources to support IEC efforts, especially outreach,
should be mobilized. A policy on the use of the COGEC and COGES funds for IEC
Is strongly suggested.

6. An operations research plan should be developed in concert with other donors,
espeCiatrytfte WoncfSlink and UNFPA.· TopICS may inclifcfe-l1fafLiIJ fifemfure
search, (2) analysis of modem and traditional beliefs or attitudes toward
reproductive h9alth and contraception, (3) appraisal of past FPIIEC efforts, (4) a full
technical analysis of mass communications capabilities and reach, and (5)
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identification of natural institutional communication networks among women and
men in representative areas, including traditional marketing and product
associations.

7. Local NGOs should be closely associated in strategies for rural outreach and
specific target audiences.

8. Indicators for FPIIEC (and health IEC generally) should be developed and included
in management information systems. An incentive mechanism for health and social
workers who reach FPIIEC targets should be considered.

Practical and updated curricula for IEC training should be developed for INMES, IRSP, and in
service training conducted by the MSP. All midwives, nurses, and physicians should be
trained in lEe and communication techniques.
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4 TRAINING AND HUMAN RESOURCES DEVELOPMENT

byPapeGaye

4.1 Background

In early April 1994, assistance was requested from the Program for Intenlational Training in
Health (INTRAH) to plan and condud a family planning training needs assessment It was
expeded that the needs assessment would yield data to be used in fonnulating options for
USAID assistance in the area of population and family planning. The Regional Economic
Development Services OfficeJWest and Central Africa (REDSOIWCA) and USAID/Benin asked
that INTRAH participate in a sector assessment scheduled for late June/early July 1994.
INTRAH suggested that the assessment be conducted in two phases prior to the sedor
assessment team's arrival in order to coiled as much data as possible.

A preliminary assessment was thus conduded April 15-26, 1994, by INTRAH consultant
Joanny Kabore. This first visit aimed at updating and collecting available data on general
health statistics, the national policy for popUlation and MCHIFP, the national MCHlFP program,
the national capacity to provide and manage national MCHlFP services, the status and
conditions of MCHlFP services delivery. the MCHIFP projects and Cooperating Agencies, and
MCHlFP training capacity. The assessment also solicited expectations of health center
managers and other partners' suggestions for USAID's possible interventions in family
planning and reproductive health training. The INTRAH consultant worked closely with a
Population Council consultant and used data available from the recently completed Situation
Analysis.

A second assessment was conducted June 2-17. 1994, by an INTRAH team of Mr. Kabore
and Emilie Mensah, INTRAH dinical consultant The purpose of the second visit was to
conduct an inventory of FP clinics in the country to assess provider perfonnance to coiled data
on potential family planning clinical practicum sites and on the existing family planning and
reproductive health guides and guidelines.

The presen~ report is a synthesis of the two assessment reports and summarizes major
findings, condusions. and recommendations. Its was prepared bast; ct on guidelines provided
by the sector assessment team.

4.2 Methodology

During preparation in Lom6, information on the national program for MCH. family planning.
safe motherhood. and nutrition (1991-1995) was reviewed. Sources of information in Cotonou
were identified and supplemented with a briefing with USAIDl8enin. Data collection
instrumentswere drafted in Lom6 and Jin~~~ed_ il)-~t.,IntrywiUJ n~tionalcounterparts. For the
cUnic Inventory, instrumentS for Togo (for FP and knowledge assessment) were adapted and
the same standards used.
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Data collection consisted of interviews, document review, and discussions on the preliminary
results of the Population Council Situation Analysis recently completed.

The document review focused on the statistics from the Ministry of Health, the preliminary
results of the second population census conducted in Benin (1992), the preliminary results of
the Situation Analysis on FP in Benin, and the national health strategy project (1994-1999).

The interviews were conducted with a guide reflecting the objectives of the activity and
INTRAH's data collection approach. Approximately 40 heads of services and representatives
of intemational agencies were interviewed during the two visits and the performance of 40
service providers assessed. Among the persons met were the managers of 10 organizations
collaborating with the MSP in the context of the Project for Family Well-being (PBEF). They
included ABPF, UNICEF, WHO, the Benin-Germany Primary Health Care Project (PBASSP),
PSI, MEPS, the Center for Research in Human and Demographic Reproduction (CRRHD),
UNFPA, PDSS, and the Population Council. Interviews were also conducted with the
managers of three preservice training schools, the faculty of Medical Sciences, the School of
Midwives/State Nurses, and the IRSP. Eighteen FP service delivery sites in five departments
were visited and the work conditions assessed.

INTRAH participated in work sessions to discuss the preliminary results of the Situation
Analysis and in the formal dissemination meeting held in May 1994. Meetings organized by
UNFPA were also attended, and briefing and debriefing meetings regularty held with USAID
and the Ministry of Health to discuss accomplishments and preliminary results.

4.3 Major Findings and Conclusions

4.3.1 Institutional Level

National family planning and reproductive health service policy or standards do not exist in
Benin. This is partly due te) the lack of a population policy and the existence of the 1920
contraceptive law which, contrary to other African countries, seems to constitute a major
obstacle.

An integrated supervision system is used for MCHlFP services. Although it is more
economical, technical aspects are often neglected. There does not seem to be any emphasis
on the clinical tasks of service proViders, and the absence of any service delivery guidelines
makes it difficult It is not apparent that the personnel in charge of supervising family planning
are adequately trained.

The Ministry of Health's training policy seems to be based on the institutionalization of training
skills, decentralization of training using the "cascade approach." .The Ministry of Health and
officials of the PBEF would I~ke to see all of their partners respect this policy.

- ,--

There are a large number of private practices and health delivery centers. These need to be
taken into account when designing a new FP/reproductive health program. The private sector
can playa key role in expanding FP services and access.
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National Institutions strongly involved In FP and reproductive health training are at the Ministry
of Health (the PBEF, the National Coomination Unit for MCHlFP, and the IEC Unit), the
Ministry o·f Education (the Medical School, the INMES in Cotonou, and the Benin National
School of Nurses and Auxiliary Nurses [ENIIAB] in Parakou), and among the NGOs, the ABPF.

The IRSP staff believes that there is no clear health policy in Benin. As a result. there is no
coordination between interventions and FP services integration.

There does not seem to be any clear policy about FP and reproductive health services for
adolescents.

4.3.2 Health Infrastructure, Personnel, and Human Resources

Infrastructure. In Benin, there is one National University Hospital Center (CNHU), three
Departmental Hospital Centers (CHDs), 19 Sub-prefecture Health Centers (CSSPs) and Health
Centers of the Urban Communes (CSCUs), and over 208 Communal Health Complexes
(CCSs) that include communal health centers and matemites. There are also 293 village
health units (UVSs). According to MSP officials, family planning services should be available at
the CNHU and in all CHDs and CSSPslCSCUs. One hundred five matemites in five
delJartrnents were selected to receive priority UNFPA assistance in the context of the PBEF.
There are an additional 162 private health service delivery sites and 85 phannacies in the
country.

The CRRHD, the IRSP, and the ABPF are institutions involved In f'::Imily planning and
reproductive health. Prof. Eusebe Alihonou, Dean of the medical !Ochool at the National
University of Benin and a renown West African reproductive health resource person, is the
head of the CRRHD. Prof. Alihonou has a wide network in the country, and his center has
initiated most of the family planning and reproductive health research efforts in the country.

Preserviee training and education institutions are the Faculty of Health Sciences (FSS) and the
National Medico-social Institute.

Personnel and Human Resources. According to 1992 MSP statistics, the number and
distribution of personnel working in the pUblic sector are as follows:

• 244 physicians
• 1118 nurses
• 413 midwives
• 201 lab technicians
• 614 nurse aids
• 10 phannacists

.
Viable statistics on the personnel working in the private sector are not available.

Data on personnel trained In family planning are sketchy. According to national MCHlFP
officials, approximately 378 service providers received FP training. The figure includes
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personnel trained by ABPF. According to the same source there should be approximately
three service providers trained oversees and 60 in-country in each department Clearly stated,
post-training functions and tasks for service providers have not been established.

There is a pool of resource persons at the national level, including central level ministry
officials, faculty members from the University Clinic of Gynecology and Obstetrics (CUGO) and
CNHU, the C~Il.~1 and maternity in Cotonou, and national trainers. There are also national and
departmental teams formed in conjunction with the national P8EF program.

4.3.3 In-setvice Trainina

There has been no training of trainers in andragogy and training methodologies. Personnel in
service delivery sites used as practicum sites have not been trained in precepting skills, and
national trainers have not been trained in training evaluation.

The average duration of the FP training conducted in-country from 1982 to 1990 Is 10 days,
whereas comprehensive clinical training with intrauterine device insertion in neighboring
countries has lasted 4-6 weeks. Furthermore, there has not been any practical training for
family planning, and the courses have been mostly theoretical.

Using an acceptable level of FP knowledge and performance of 70 percent (as in Togo), the
average score for trainers for FP knowledge was 58.3 percent and for service providers 61.6
percent and 56.3 percent for performance of providers and preceptors.

The preliminary results of the Situation Analysis for the FP sector published in May 1994 show
that:

• The general perfonnance of the service providers is insufficient in critical fields such
as FPnEC, administration of contraceptives, and "informed choice" of method.

• 35 percent of FP service providers have not had any formal training in contraceptive
technology.

• 43 percent of them have not had any practical training.
• Only 24 percent of them benefit from sufficient supervision.

Although the Situation Analysis recommended that the training curricula be revised, additional
training and update are scheduled. The Situation Analysis data also show that the supervisors
rarely use supervision instruments. The existing supervision instruments do not allow for the
analysis of the service provider performance.

The Ministry of Health has adequate training rooms and furniture at central and departmental
levels. However, capacity for duplicating training materials is very limited.

Work conditions in clinics inventoried were not satisfactory, as the majority of the clinIcSdid not
meet the criteria for becoming practicum sites. Two sites did meet the criteria: the ABPF clinic
in Cotonou and CUGO in Cotonou.
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The PSEF has developed family planning course syllabi and handouts, and there is a
preliminary service policy document adapted from the Togo national policy and standards.
These documents are in draft It is not clear who has been involved in the process of
developing the draft service policy or what sanction was given by the Ministry of Health.

The ABPF has prepared modules for training in family planning. The modules ouUine the
sessions but do not provide many details. They could become the basis for a comprehensive
in-service training curriculum.

Outside technical assistance to the PBEF has been provided by Prof. Leke from Cameroon.

The PBEF has set some short-term objectives which include working toward repealing the
1920 law and preparing national FP service policy and standards, service delivery guidelines,
and training guides. It also intends to train trainers in the use of the guidelines and plans to
resume training and refresher training of service providers which were temporarily suspended.
Funding for these activities could come from UNFPA.

The ABPF expressed the following training needs:

• Refresher training fer clinical FP service providers
• Training of administrative officers in management
• Training in evaluation/supervision

Other non-expressed needs:are the following:

• Training of trainers and preceptors
• Review of the training program
• Provision of technical protocols

UNICEF is interested in assisting with the improvement of the draft protocols and the training in
evaluation and supervision in order to revitalize the quality of services.
PSI is interested In the training of community-based distributors In contraceptive technology
and the development of guidelines for these distributors.

PDSS hopes that USAID will provide financial and technical support for the following:

• Training
• Transportation for supervision
• IEC materials

\

4.3.4 Preservice Training

At FSS and INMES, where midwives and state-certified nurses are trained, there are some
courses and a practicum in contraceptive technology. Four practicum sites are used in
Cotonou (CUGO, ABPF, Lagoon Maternity Hospital, and the PMI).
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The preservlce training institutions-FSS, INMES, and ENIIAB in Parakou-do not have
training cunicula; rather they have a list of subject areas to cover and a suggested time frame.
The program of the school of state nurses does not include family planning. The preservice
schools lack lEe materials and demonstration equipment such as models or sample
contraceptives.

The FSS and INMES managers are interested in assistance in the following areas:

• Development and integration of FP modules
• Training of trainers and preceptors in pedagogy
• Training of trainers and preceptors in evaluation/supervision
• Provision of demonstration and training materials

Prof. Alihonou at FSS is working on modules on family planning and reproductive health; his
current project is funded by UNFPA in the context of the PBEF.

The INMES managers highlighted the lack of contact between their institution and the system
of continuing education at the Ministry of Health.

There is a need for a national strategy to integrate family planning and reproductive health
teaching and training in preservice education. This should be taken into account when
developinQl a national training strategy.

4.4 Recommendations

The following recommendations are made to the Ministry of Health and USAID based on the
findings of the two needs assessments conducted:

1. There should be coordinated efforts to abolish the 1920 contraceptive law. While this is
being undertaken, family planning and reproductive health service policy and standards
should be prepared under the guidance of the Ministry of Health. The process of
developing the policy and standards should involve NGOs and the private sector. The
policy should c1earty spell out which services are available for adolescents.

·2. A r~rm~rship approach between the MSP, NGOs, and the private sector should be
developed and implemented for the promotion of family planning and reproductive health
services. In order to increase access to services, primary health care should be promoted
and the MSP should complete information on the minimum package of services according
to level and types of infrastructure. Training of service providers should reflect this
partnership.

3. A coordination and consuttationmechanism should be established among all partners
involved in family planning and reproductive health.
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4. The linkages between the in-service training system, preservice training system, and family
planning and reproductive health service systems should be reinforced. The process of
this reinforcement could begin with the preparation of a national training strategy.

5. A national training strategy should be prepared that is guided by the service policy and
standards and based on the current MSP training policy of decentralization. The strategy
should include options for in~J~~~onalizing training capacity and capability. It should also
include the following:

• Development and dissemination of FP service protocols
• Training of trainers and preceptors in training methodologies
• Training of FP service heads in management
• Training of trainers, supervisors, and administrative officers of MCH/FP ser/ices in

evaluation/supervision
• On-site follow-up of trained participants
• Systematic implementation of a refresher training course for service providers in the

field with particular emphasis on iEC, "informed choice" of contraceptive methods,
administration of methods, and the health information system

Until the strategy is prepared, the MSP should de-emphasize current FP training efforts.
The emphasis should instead be placed on defining the post-training functions of service
providers.

Representatives of institutions involved in in-service and preservice family planning and
reproductive health training should participate in the development of the strategy.

6. Potential FP training practicum sites in the departments should be supplied with necessary
equipment and materials. Practicum sites in Cotonou should be reinforced as a step
toward increasing national family planning and reproductive health training capacity. This
reinforcement could be achieved through the following:

• Providing supplies and equipment to the practicum sites
• Developing and/or proViding lEe materials and FP record keeping forms
• Reinforcing the e~sting contraceptive supply systems
• Instituting an appropriate supervision system

7. Technical and financial assistance should be provided to preservice training sites (e.g.,
FSS~ INMES) to allow them to

• Integrate the FP modules Into their curricula.
• Implement a training course for trainers and preceptors in training methodologies.
• Equip their teaching halls with FP demonstration materials (models) and training

materialsfi;e;.foi1natheques)~

8. Training of family planning and reproductive health service managers in the integration of
services should be promoted. Training curricula for in-service and preservice should also
ref/ed the integration of all aspects of reproductive health.
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9. Assistance may be provided to PSI in the training of community-based distributors of
contraceptives.

10. Opportunities should be explored for conducting family planning and reproductive health
training-related operations research under the auspices of the CRRHD. For example, the
national strategy to be developed could include implementing new training approaches,
such as distance learning, on-site training, and studyilig the impact of the differE!nt
approaches on the quality of services.

4.5 Proposed Stnitegy for Family Planning Training

The following series of activities is proposed as a strategy for beginning the process of building
national capacity and capability to plan, implement. and evaluate training in family planning
and reproductive health. Implementation of these activities could begin during the bridge
period from the present to the development of a USAID-funded population project.

1. A reproductive health/contraceptive technology update should be conducted for a core of
national resource persons. The resource persons should be the current national trainers
and members of the MCH/FP Committee set up by the P8EF. An update should also be
provided for key service providers selected frem those who are motivated and who will be
available to work as train'ers or preceptors in the future. This activity should be conducted
before the end of 1994.

2. auality services should be dElveloped in the potential practicum situs through the provision
of equipment and supplies arid reference materials. lEe efforts should be stepped up in
those sites. .

3. The development of national family planning and reproductive health guides and guidelines
should begin immediately. The action plan prepared by Dr. Zomahoun and Mme Gbaguidi
during the regional conference on guides and guidelines in Lome, July 18-22, 1994, should
be implemented.

4. A national strategy sh" ... be developed and implemented for training and supervision in
fQmily planning and r...pruductive health. The strategy should include the following
components at least

• Training in performance evaluation and supervision
• Development of technical supervision protocols
• Establishment of logistics and finances for supervision activities
It Training of preceptors in precepting skills and reproductive health technologies
• T~JniogQf p.royin~;:Iltrain~rsin f~mily planning and reproductive health and in

training methodologies
• Training and updating service providers
• Reinforcement of family planning and reproductive health training in preservice

institutions
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5. Family planning and reproductive health service protocols should be prepared based on
the national service policy and standards. These should be widely disseminated to all
service providers who should also be trained in their use.

6. Clinical family planning training curricula should be prepared based on the service policy
and standards and protocols. Curricula and modules currently prepared by the PBEF and
ABPF should be used as a basis.
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5 BREASTFEEDING: THE SITUATION IN BENIN

by Julienne Ngo Som

5.1 Introduction

Two of the key objectives of USAID for population and health over this decade include the
reduction of child and maternal mortality by one-third and one-half, respectively. USAID's
Center for Population, Health, and Nutrition (PHN) has identified the following priority program
components to achieve these objectives: (1) family planning and related services; (2) safe
pregnancy services, improvement of women's nutritional status, and the promotion of .
breastfeeding; and (3) the prevention and management of HIVlSTDs. One of the elements in
family planning programs to be addressed includes the availability of a wide range of
contraceptive methods, including breastfeeding.

At the 19S8 Bellagio Conference in Italy, it was unanimously agreed that women who
exclusively breastfeed their babies for the first six months have only a two percent chance of
becoming pregnant (Perez, 1992). IPPF acknowledges the important role of breastfeeding in
birth spacing. In many developing countries today, breastfeeding prevents more births within a
given period than any other method of family planning (Kleinman and Senanayeke, 1984).

Contraceptive effects and maximum nutritional benefits are best achieved when breastfeeding
is practiced according to certain standards established by the intemational community.
WHOIUNICEF (1989) have issued "Ten Steps to Successful Breastfeeding.- The Institute for
Intemational Studies in Natural Family Planning (1990) has also issued recommended
behavior for successful breastfeeding. USAID has developed a -Breastfeeding for Child
Survival Strategy" (USAID, 1990). The assessment of the breastfeeding situation at the
country level is the first step in developing a comprehensive breastfeeding promotion plan.

5.2 Scope of Work and Methodology

This assessment has been requested by REDSOIWCA and USAID/Benln. Specific objectives
were to (1) review the current breastfeeding practices in Benin; (2) assess the policies and
programs in support of breastfeeding; (3) assess the extent to which breastfeeding is proposed
to the Beninese as an altemative method of family planning; (4) identify supportive factors and
constraints to optimal breastfeeding in the country; and (5) make recommendations for the
promotion of breastfeeding in Benin as a strategy for birth spacing and, therefore. for matemal
and child survival.

Activities to accomplish this work included (1) a review of literature; (2) interviews with
ga."emme"t .N~q~,.and don()r agency offlci~ls; health, s()cial, andcommlJnity worke_rs; and
women's groups; and (3) site visits to maternities and social welfare, health, and rural
development centers.
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5.3 Country Background

5.3.1 Maternal and Child Mortality and Morbidity

The poor health status of mothers and children in Benin results from the high prevalence of
tropical communicable diseases, poor nutrition, and a high fertility rate. The leading causes of
morbidity and mortality in children are malaria, acute respiratory infections, diarrhea, measles,
and malnutrition. Acc.ording to the Worfd Bank's 1993 Worfd Development Report, infant and
under-five mortality rates are estimated at 111 and 172 per 1000, respectively; maternal
mortality is 800 per 100,000 live births.

5.3.2 Nutritional Status ofChildren and Women ofChildbearing Age

In Benin, 35-40 percent of children ages 0-3 years suffer from protein-energy malnutrition and
10-17 percent of the babies are born with low birth weight (Hessou, 1994). In some areas,
almost 23 percent of women have a low body mass index. Iron deficiency is found in 52
percent of the children age six months to two years and in 45 percent of pregnant women.
Vitamin A deficiency is a public health problem in the northern part of the country. Iodine
deficiency is endemic in certain areas of the north. The prevalence of goiter ranges from 15-61
percent, and it is highest among girls (Hessou. 1994).

The determinants of the poor nutritional status of Beninese children are mothers' ignorance
about the nutritional needs of the child, household food insecurity, weaning age. and the
child's sex (Batawila, 1990). Poverty and ignorance are the principal determinants of the
nutritional status of women in Benin.

5.4 Breastfeeding Practices in Benin

5.4.1 Current Breastfeeding Practices

It is generally believed that all Beninese children are breastfed; however, there are no
representative data to support this belief. The only reliable study on breastfeeding practices in
Benin is a thesis conducted at the University of Benin (Ekanmian. 1994). The sample included
500 nursing mothers and 107 health workers randomly selected throughout the country. Based
on the study and on some information gathered dUring field visits. the current breastfeeding
practices could be summarized as follows: the prevalence of breastfeeding in Benin averages
n.6 percent; it is higher in rural areas (93.7 percent) than in the cities (53.5 percent). Only
seven percent of babies are breastfed exclusively during the first 4-6 months. In urban areas,
45.5 percent of the babies are given breast milk plus infant formula. The duration of
breastfeeding ranges from 18-24 months. Complementary food is introduced at three months.

The determinants of the prevalence of breastfeeding Benin are the age of the mother. her
level of education, civil status, and religious affiliation. and the place of delivery. See Table 5.
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5.4.2 Knowledge, Attitudes, and Practices ofMothers and Health Personnel

Approximately 97 percent of Beninese mothers recognize that breastfeeding promotes good
health in children; only 58.6 percent, however, initiate breastfeeding soon after delivery.
Initiation is usually delayed 1-3 days after birth. The reasons for delay include lack of breast
milk secretion (65.0 percent); mother and baby are separated (13.3 percent); and Cesarean
operation (9.8 percent). The introduction of other liquids before breast milk and throughout
infancy is almost universal in Benin; 92.4 percent of mothers give other liquids because they
think babies are thirsty or mother's milk is not sufficient (49.8 percent). Up to 21.8 percent of
the women discard colostrum for the following reasons: it is bad milk (68.8 percent); it Is
useless (7.3 percent); they are instnJded not to use it (11.9 percent); and mother and child
separation (13.9 percent).

In Benin, 42.2 percent of health workers·do not know that breastfeeding should start within half
an hour following delivery. In addition, 72.5 percent recommend liquids, such as plain and
sweet water, and solutions of herbs, roots, and spices. However, 85.3 per~nt of the health
workers educafe mothers about the imporlance ot breastfe-eding.

68.2%
86.7%
93.0%

26.7%
80.9%
91.6%
55.6%

42.2%
66.6%
92.3%
94.4%
93.9%

RELIGION

OCCUPATION

PLACE OF DELIVERY

Christians
Muslims
Animists

Office workers
Small traders
Housewives
Laborers

CNHU
CHD
CSSP
CCS
Home

89%
75%
76%

91.5%
72.5%
53.8%
35.3%

78.6%
60.0%
66.7%
73.5%
84.6%

AGE (years)

CIVIL STATUS

LEVEL OF EDUCATION

<20
20-30
>30

None
Primary
Secondary
University

Married
Single
Widow
Monogamic
Polygamic

TABLE 5
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5.5 Breastfeeding Policies and Support

5.5.1 National Policy andLegislation Affecting Breastfeeding in Benin

A national breastfeeding policy for the protection, encouragement. and promotion of
breastfeeding has been adopted by the Benin govemment (MSP, 1992). A national technical
committee has been set up for the follow-up of breastfeeding activities. The policy is being
implemented with the assistance of UNICEF through its Baby Friendly Hospital (BFH) initiative.
Breastfeeding is a key strategy in the newly fonnulated National Action Plan for Food and
Nutrition (PANAN). Breastfeeding is mentioned in other MSP child survival programs, such as
diarrheal disease control (COD) and EPI.

A national code for the marketing of breast milk substitutes in Benin has been drafted.
Meanwhile, the MSP has issued instructions forbidding the sale and advertisement of infant
fonnulas in health establishments.

The Beninese Labor~de provides 14 weeks of paid maternity leave and allocates
breastfeeding breaks for nursing mothers.

5.5.2 Breastfeeding Promotion Efforts

UNICEF is the main actor in breastfeeding promotion in Benin. A vast breastfeeding campaign
through BHF activities is being undertaken in collaboration with the MSP. So far 33 health
establishments in the six regions have been targeted to become BFHs. Their personnel have
been trained. Approximately 10 health facilities already fulfill UNICEF's conditions to become
BFHs.

A national NGO for the promotion of breastfeeding activities in Benin has been formed
recently, ISFAN-Benin, which is the national equivalent of the Intemational Baby Food Action
Network. ABPF has chosen breastfeeding as a topic for its IEC activities in July 1994.
Infonnation on breastfeeding has been broadcast in local languages through rural radio.

Breastfeeding is a nutrition education theme that is carried throughout the country by social
welfare centers (CPSs), food and applied nutrition posts (PANAN), matemities, health centers,
and local communities. These activities are jointly carried out by the Ministries of Labor,
Employment, and Social Affairs, Rural Development, and Health.

5.5.3 Women's Work and Support Groups

Women make up approximately 35 percent of the Beninese labor force. They spend long
hours in domestic work. Many of them are engaged in agricultural production, small trading,
and streetsaies; Asmaii percentagEr ara empioyed in govemmentor private oifices. They are
engaged for a large proportion of the day, and this may interfere with optimum breastfeeding.

There is a limited effort to support child care. No facilities are available in govemment or
private work places to allow nursing mothers to breastfeed at work. However, there are many
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women's groups throughout the country. The Regional Center for Action for Rural
Development has created women's groups throughout the s~ national departments. One of
them has a opened a rural day care center at Oetepka village in the Zou region where
approximately 50 children ages Q..4 years are taken care of while their mothers are busy in the
farms. There are also several women's NGOs in Benin that could form breastfeeding support
groups.

Within the framework of the BFH initiative, breastfeeding support groups are being created
both at the health facility and community levels. So far six community-based breastfeeding
support groups have been fonned and are operational.

5.5.4 Training and Research Programs Related to Breastfeeding

The preservice training of health personnel is carried out in the following schools: the National
Medico-social Institute, the Faculty of Health Sciences, the School of Nurses and Assistant
Nurses, and the WHO regional Institute for Health. Nutrition topics with chapters on
breastfeeding are included in the training programs. The curricula, however, have not yet
been revised to include updated information on optimum breaslfeeding and its relation to child
spacing. Health workers leam more about nutrition and breastfeeding during in-service training
through workshops and seminars. Under the framework of the MCHlFP/Nutrition program of
the MSP, a series of three-week training workshops are under way with the support of the
Wortd Bank. Breastfeeding is included in the various nutrition topics.

Training and research activities related to breastfeeding are still very limited. One research
project in this area is a studenfs thesis (Ekanmian, 1994) from the FaCUlty of Health Sciences
at the National University of Benin. Some aspects of breastlssding practices are also
examined during community nutrition surveys carried out by the Regional Center for Health
Development (CREDESA).

5.5.5 Financial Support for Breastfeeding Promotion

There is no provision in the government budget to support breastfeeding activities. UNICEF
has been the main donor for the promotion of breastfeeding through the BFH initiative. The
newly created ISFAN-Benin is planning to engage in fund-raising operations to support its
breastfeeding promotion activities.

5.5.6 Information, Educatiofl, and Communication Efforts

On many occasions, breastfeeding has been the main theme of communication efforts that are
part of nutrition education campaigns. Breastfeeding messages are transmitted to women
ihrougiT severat channels.

Communication in Local Languages. Sreastfeeding is selected as a theme during specific
nutrition education sessions carried out in CPSs, maternities, health centers, village health
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units, or community-based women's groups. The aspects of breastfeeding developed during
these sessions deal mainly with its nutritional value and advantages as compared to formula.

Songs and Slogans. Breastfeeding messages have been developed into songs and slogans
in local languages. One example of a slogan is "Breast milk is very important because it
contains the four food groups." A song ~oes, MBreast milk is very nutritious for the baby. It
allows him to grow and develop well."

Posters. Posters targeting health and social workers are found in many maternities and
pediatric units. They have been developed within the BFH framework and convey messages
on the "Ten Conditions for Successful Breastfeeding" and policies to be implemented within
the health facility. The CHD of Oueme in Porto Novo, for instance, has developed posters with
written messages on the breastfeeding policies of the Oueme Regional Hospital. Clearly
defined breastfeeding protocols are found in the following MCHlFP sectors: prenatal
consultation, family planning, Cesarean operations, delivery rooms, and pediatrics.

Pictures. Pictures of breastfeeding mothers are found on the walls of some maternities.

Rural Radio Messages in Local Languages. ABPF has recenUy chosen breastfeeding as a
theme for its family planning IEC. The messages were translated into local languages and
broadcast through the rural radio.

.EiI!n!. At the launching of BFH activities in Benin, a film was made about the advantages of
breastfeeding and projected at various maternities. Another film is currently being made on the
activities of six community-based breastfeeding support groups.

5.6 Breastfeeding as a Family Planning Method in Benin

Generally, breastfeeding is not being proposed to Beninese women as an altemative family
planning method. Only one matemity (CHD/Oueme) has a clear breastfeeding policy for its
planning family unit; during family planning counseling, breastfeeding is proposed to women as
another method of child spacing. ABPF has developed one rural radio message on
breastfeeding as a family planning method, but breastfeeding is not being proposed to women
attending ABPF family planning clinics.

Breastfeeding as a birth spacing method has not been integrated into family planning activities.
Family planning officials in Benin recognize that IPPF recommends that breastfeeding be
proposed to women as an alternative child spacing method. Beninese health and social
workers involved in family planning promotional activities also acknowledge that breastfeeding
related abstinence was practiced in the pasl After delivery, the woman was separated from
her husband. It was culturally forbidden to have sex while breastfeeding based on the belief
tha~sperm_rnlght contaminate breast milk and causE! illness in the child. This practice indirectly
contributed to an increase in the interval between births.
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5.7 Conclv.sions

Current breastfeeding practices in Benin do not meet the international community's standards
for optimum benefits in child survival and family planning: up to 27 percent of mothers delay
the initiation of breastfeeding from 24 hours up to three days; exclusive breastfeeding during
the first 4-8 months is rare and other liquids are given to the baby from birth; colostrum is still
considered -bad milk- and is discarded in many cases; the bottle feeding rate is relatively high
in urban areas; supplementation starts very early with thin maize porridge; and the weaning
age is declining. There are, however, several supportive factors for the promotion of
breastfeeding in Benin, despite the constraints.

5.7. 1 Supportive Factors for the Promotion ofBreastfeeding in Benin

The following are supportive factors for the promotion of breastfeeding in Benin:

• There is widespread acceptance of breastfeeding.
• PANAN includes breastfeeding as one of its strategies.
• A national breastfeeding policy is already operational, and a national code for the

marketing of breast milk substitutes has been fonnulated.
• The Beninese labor code provides 14 weeks matemity leave with salary.
• A national technical committee on breastfeeding has been set up and is

operational. .
• A local NGO for the promotion of breastfeeding activities at the community level,

IBFAN-Benin, has been recently created.
• Numerous opportunities exist to reach a large number of women through health

centers, social welfare centers, Village health centers, food and applied nutrition
posts, community-based women's groups, and NGOs.

• The health system is based on the Bamako Initiative with a trend toward Integration
MCHlFP/nutrition activities.

• There is strong involvement of donor agencies and NGOs in the promotion of
breastfeeding (UNICEF), nutrition, food security, and income-generating activities
(FAO, the Worfd Food Programme, eRSt and Terre des Hommes).

5.7.2 Constraints

The following are constraints to optimal breastfeeding and its promotion in Benin:

• There is a widespread belief that newborn babies are thirsty and they need water
and other liquids.

• Women's heavy work load interferes with breastfeeding.
e There is a lack of representativGdata on breastfeedinif p.'QEtlm.."'eS.

• There is a lack of financial allocations from the state budget for breastfeeding
promotion activities.
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• Health and social workers are inadequately trained in optimum breastfeeding
practices.

• Insufficient emphasis is put on the nutritional status of pregnant and lactating
mothers.

5.8 Recommendations

5.8.1 General Recommendations to Support Breastfeeding in Benin

Training.

1. Curricula for the training of health and social workers should be revised to include updated
information on breastfeeding.

2. A series of training activities on optimal breastfeeding involving representatives from
MTEAS, MORAC, MSP, and national NGOs (ABPF, IBFAN-Benin) engaged in
MCHlFP/nutrition promotion activities at regional, district. and community levels should be
organized. Ignorance about breastfeeding (based on current international standards) is still
widespread.

Research. Monitoring. and Evaluation.

3. Nationally representative breastfeeding data should be collected along with information on
breastfeeding-related abstinence and other traditional family planning methods; a better
understanding of attitudes and practices is needed to facilitate the development of
communicatiun and counseling messages.

4. Healthlfamily planning/nutrition information should include breastfeeding indicators;
breastfeedin91 information should be analyzed and interpreted in order to determine the
impact of intervention programs.

Intearation of MCH Activities.

5. Program managers of family planning, EPI, acute respiratory illness (ARI), and COD/ORT
should place 4!mphasis on effective breastfeeding integration and promotion into their
respective activities through training, IEC, and social mobilization of women's groups.

6. Proper weaning foods and better nutrition during pregnancy and lactation should be
promoted through training, IEC, and income-generation activities.
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5.8.2 Recommendations for USAIDlBenin

7. USAIDlBenin should include a breastfeedinglmatemal nutrition component in its
populationlfamily planning program. In close collaboration with MTEAS, MORAC, MSP,
ABPF, and IBFAN-Benin, USAID/Benin should undertake the following:

• Provide its leadership in the organization and conduct of a survey on breastfeeding
practices in Benin as part of a demographic and health survey (DHS).

• Provide assistance and guidance for the training of trainers at regional, district, and
community levels.

• Help promote breastfeeding, weaning food, and maternal nutrition activities through
IEC.

• Set up a breastfeeding information system for the collection, analysis, and
evaluation of breastfeeding interventions.
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6 FAMILY PLANNING LOGISTICS

by Gerald Moore

6.1 Objective

The objective of the logistics evaluation was, as part of a POPTECH consultancy team to
USAIDlBenin, to (1) examine the present system(s) of family planning logistics existing in the
country, (2) assess their relative effectiveness in providing for the country's needs, taking into
account the stated policy and objectives of the government toward family planning, and (3)
suggest or recommend any measures that might strengthen or improve the present system(s)
and make them more likely to be able to cope with national needs and achieve stated FP
targets.

6.2 Toward a National Family Planning Policy

6.2.1 Consequences of Unrestrained Population Growth

It is recognized that the present total fertility rate (TFR) of 6.8 and an annual population
increase of around three percent, combined with a stagnating or even declining GNP/capita of
US$ 380/annum will only lead to a continuation and even increase of social misery and
poverty, an unacceptably high maternal and child morbidity and mortality, and a serious
obstacle to national economic development.

By the year 2000, without a more effective family planning intervention, it is estimated that the
population of Benin will increase by another million, and by the year 2023, it is expected that
the present population of five million will double.

During this period, the majority of the population will be young (more than 50 percent below the
age of 15), and consequently there will be a heavy burden on the productively active
population and a limitation on the capacity for savings and investment necessary for sound
economic and social development (Republique du Blmin, 1993).

Furthermore, with a continuing high population increase, there is little likelihood of a reduction
in the excessively high rate of matemal mortality (800 per 100,000 live births), the infant
mortality (89 per 1000), and the mortality of children under age five (149 per 1000). as well as
the numbers of induced abortions, said to be up to 20 percent of all pregnancies and
contributing to approximately 33 percent of all maternal deaths (MPRE, 1993b and Republic of
Benin, 1994b).
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6.2.2 Population and Family Health Targets

Recognizing the demographic, health, social, and economic problems resulting from
unrestrained populatior. growth, the Government of Benin proposes to undertake a series of
measures designed to strengthen the national family planning program, including (1)
awareness raising of the population to family planning, (2) assurance of access and
availability, at affordable prices, of methods of family planning in health centers and clinics to
couples and individuals wishing to make choices concerning child spacing, (3) improving and
extending family planning services throughout the country, and (4) setting population growth
targets (Republique du Benin, 1993 and Republic of Benin, 1994b).

6.2.3 Maternal and Child Mortality

The Government of Benin also intends to reduce the mortality rate of children under five from
150 per 1000 in 1990 to 100 per 1000 by the year 2000 and the maternal mortality rate from
eight per 1000 to four per 1000 over the same period (Republic of Benin, 1994b).

6.2.4 Family Planning Targets

Though th9re appears to be 'no clear government policy on the subject, various fC1mily
planning~ and health-related targets for Benin have been put forward at different times and by
different proponents as follows:

• Inaease the number of family planning acceptors by 10,000 a year (MSP/Cabinet,
1991 and Aplogan, 1994c).

• Increase the contraceptive prevalence rate to 5-10 percent of women of
reproductive age (WRA) by the year 2000. (UNFPA, 1992-1994).

• Increase the overall contraceptive prevalence rate to four percent and that of
women in priority zones (urban and semi-urban areas) to nine percent by the year
2000 (CNRHPIMPRE, 1994).

• Reduce by 75 percent the number of undesired pregnancies (Aplogan, 1994c).

• Reduce by 50 percent the number of induced abortions (Aplogan, 1994c).

6.3 Contraceptive Usage

6.3.1 WOIr.an ofRapr-vductivs Age

In 1993 there were an estimated 1,095,000 WRA in 1993 in Benin out of a total population of
5,068,004, of which around 74 percent live in the rural areas. At an expected average annual
increase rate of three percent, this will be 1.12 million or 21.5 percent WRA out of a population
of 5.22 million in 1994 (MSP, 1994).
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However, other reports (UNICEF, UNFPA, and the National Program on Maternal and Child
Health. MSP, 1991) have estimated that the numbers of women of reproductive age represent
24-25 percent of the total population, which would give a figure of 1.25 to 1.3 million WRA.
The difference is important when it comes to planning for FP supplies and services.

6.3.2 Supplies Planning

The lack of adequate planning for supplies to meet the potential demand (see Appendix 0-1)
may have contributed to a less than active promotion of family planning in government
healthlFP services. Though family planning items may be found in most health units,
quantiti9s kept in stock are often quite low.

This situation may be the result of relatively low stocks held in Cotonou, which reflects upon
the estimates of needs and orders placed with UNFPA, the government's main supplier. The
estimates have tended to be very modest in recent years and not representative of the
country's real needs. Thus the cycle reinforces itself: Low stocks in the central store, low
stocks in the health units, low level of FP supplies to potential acceptors, low movement of
stocks, and thus low level of requests for more supplies to UNFPA.

In some health units, family planning in Benin may not receive the attention and emphasis it
does in other countries of the region, e.g., Mali, Where there !s active management and
promotion of FP down to the lowest level of the health care system.

For all these reasons, it is likely that the CPR in Benin among WRA was more Iil'\ely one
percent than two percent in 1994. An analysis of acceptors compared with population target
groups in two health centers in July 1994 (field visits Queme and Mono departments), while not
attempting to arrive at national figures, tended to show that the lower figure was probably more
aca.lrate. The figure one percent also seems to be borne out by the supplies currenUy ordered
by the Ministry of Health from UNFPA and by ABPF from IPPF (see Appendix 0-1).

6.3.3 Conttaceptive Prevalence Rate

The base data-e.g., actual supplies consumed, established method mix. etc.-appear to
confinn that the level of contraceptive acceptance is relatively low in Benin. at only one
percent, despite the fact that approximately 46 percent of married women are said to be aware
of modem contraceptive methods (UNFPA, 1992a). (UNFPA figures for 1992 give a
prevalence rate of three percent; however, in lightof all recent data, this is believed to be
excessively high.)

Other statistics emanating. from clinic records ap-p.eCir tQ pla.~ the CPR§t a higher level, 2~3
percent However, this higher figure appears to be based on the system of counting acceptors
every time they appear at a clinic to renew their prescriptions for pills (four times a year) or
injectables (six times a year). It is therefore likely to be overstated, and the acceptance rate is
more likely to be around one percent Wortd Bank figures place it even lower, at 0.5 percent,
and the MSP placed it between 0.7-1.0 percent in 1991.
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Before measures can be suggested to improve or increase tha low contraceptive prevalence
rate, the reasons for the low level of acceptance must first be ascertained. SOMe reasons
given for this comparatively low CPR have been given:

• Absence of a clear national population policy. in particular, one focusing on the
possibility of limiting the number of births rather just child spacing

• Relatively low levels of FP service, which has tended to be reactive rather than
proactive

• The fact that access to pub.•c health facilities is limited to ~bout 50 percent of the
total population (UNFPA estimates)

• Socia-cultural obstacles, in particular the domi!1ant role of the manlhusband in
deciding the number of children, which ten~1 to be unrestrained, the effed of
polygamy, etc. It is reported (ABPF interviews) that many women are still
apprehensive about the use of contraceptives, fearing sterility, cancers, and other
health hazards.

• Absence of effective IEC activities (Aplogan, 1994c)

In its 1992-1994 Countr}' Assistance Report, UNFPA describes the reasons for the relatively
low impact of its previous population assistance program as follows: "contrCllr,~ptive prevalence
remains low....the implementation of the projed was affected by the lack of management
resulting in irregUlar supply (,)f contraceptives, the insufficient commitment of the staff, the lack
of regular technical backstopping, the absence of IEC strategies, and the weakness of
relationships with other national bodies involved in FP, espeaally NGOs."

These obstacles can be overcome by relevant lEe programs, as well as a more determined
national will to reach sound population goals through modem FP methods. However, the
questions to be addressed in this assignment are the following: (1) To what extent are
logistics, or lack thereof, the reason for the poor level of contraceptive prevalence? (2) Can
strengthening logistics playa role in, improving the low CPR? (3) If so, how?

6.4 Situation Analysis

6.4.1 Findings

A recent Situation Analysis (May 1994) of maternal and child health clinics in Benin revealed
some interesting facts and seemed to confirm earlier assessments of the family planning
situation by UNFPA, the World Bank, anj others:

• Only 16 percent of health personnel had received training in FP logistics
management
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• Very little IEC material was available. and what little was available was not widely
used (79 percent of MCH patients were not being informed about FP).

• A relatively high number of contraceptive products were available, particularty the
injectable Qn stock in 87 percent of health units); the low-dose combined pill Qn
stock in 74 percent of units). condoms (82 percent of units). however, the progestin
only mini-pill was available in only 27 percent of units. IUDs were available in 55
percent, and foaming tablets in 62 percent of health units.

• Only 60 percent of health units had any basis for a system of contraceptive
management or suitable storage capacity. This lack was probably a main cause of
stock-outs in 30 percent of the health units over the preceding three months.

• In the majority of health units there was no written documentation giving guidelines
for the management of FP activities.

• Only 64 percent of the health units had usable FP recorded data. Only 14 percent
used their data to strengthen their ordering system to prevent stock-outs.

• Seventy-six percent of the health units had not received sufficient supervisory visits
during the preceding three months.

According to the Situation Analysis, in 1993 the 59 health units visited had given service to
13.643 old acceptors and 4,718 new acceptors. or an average of 231 old acceptors and 80
new acceptors per health unit

In comparison. in 1993. the numbers of old and new acceptors receiving service In the two
clinics of the ABPF. the privclte FP organization in Benin affiliated with IPPF. were 6.783 and
3,137 respectively, or an aVElrage of 3,391/clinlc and 1.568/clinlc.

The ABFP estimates that thE!re were a total of 7800 new and 24,000 existing acceptors
nationwide in 1993 (from ABPF clinics and Cliniques Inb~grees [Cis]. government health center
family planning units) (ABPF 1993). (As mentioned above. this figure is believed to be
considerably overstated due to the practice of counting acceptors every time they enter a FP
clinic for further supplies, wh'ich is normally four to six times a year). However. the above
comparison serves to show the difference in acceptor level between a clinic with motivated
staff and relatively good logistics management (ABPF) and those less well served (CI).

The actual figure in 1994 of women contraceptive acceptors is probably in the region of 15
16.000 (see Appendix 0-1).
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6.4.2 Conclusions

These figures, and the findings of the Situation Analysis above, tend to reinforce the
conclusion that. although some stocks of contraceptives are to be found in most Cliniques
Integrees, they are not being used to any large extent, certainly far less than they are being
used in the ABPPs clinics, and that this is the main reason for the low CPR in the country.

This leads to the conclusion that the difference in contraceptives usage probably is due to the
degree that FP is actively promoted in the Cliniques Integrees, for FP client charges are the
same in both types of clinic. There appears to be only a passive type of FP service in many
Cis, with a low level of acceptors and virtually no system of management or data recording.

The low CPR in govemment clinics could also be due to a generally low level of supplies and
stocks. FP service providers are apprehensive about promoting FP to many clients for fear the
stocks will quickly run out and FP would have to be discontinued. The low usage would reflect
a low level of orders to Cotonou; this would then lead to a low level of orders to suppliers, and
thus the low supply-usage level would continue.

The system of recording and reporting acceptors in Cis, both new and existing, appears to be
inaccurate and may not refle.ct the actual situation in department and community health
centers. There is a lack of stock control and inventory management which leads to frequent
stock-outs and does not give adequate management information to the MSP headquarters in
Cotonou for supplies plannirig.

The:-; is, therefore, no sound basis for calculating supply needs from the present recorded
usage figures of Cis, and in this situation, over- and under-ordering would be a common
occurrence, as can be seen in Appendix 0-1.

The recording system of the ABPF appears to be more realistic. However, even with this
system, new acceptors may be counted more than once a year. Furthermore, it appears likely
that a considerable number of acceptors stop using contraceptives after a time, which again
might account for some of the discrepancy between the numbers of acceptors recorded and
the low actual usage of contraceptives. This factor may be more important in Benin than in
other countries. ABPF service providers report drop-outs as being a common occurrence in
the ABPF clinics (interview with midwife providers at the ABPF clinic in Cotonou).

6.5 FP Service Infrastructure

6.5.1 ABPF

The governmentCliniques Integrees are staffed with trained personnel and provided with
equipment and contraceptives through an ongoing UNFPA support program (see Appendix 0
2,3). In addition to the Cis, there are now three (two in 1993) urban clinics operated by the
ABPFtnat also proviCfeFPcounsenngandlnformationservlces to the publfcthroughABPF's
six branches, one in each department.
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Until 1993, A8PF was the main distributor of contraceptives and related materials to the Cis.
Since then, under an agreement with the Ministry of Health, all but 80 of the Cis have been
supplied by the MSP FP unit, the P8EF, which is presently situated under the National
Directorate of Health Protection but which will soon be relocated to a new directorate that has
been created, the Directorate of Family Health.

The A8PF has its own three clinics plus the 80 Cis to supply, which it does from its depots in
Cotonou and its five other branches on a sale and refund basis. In addition, the A8PF carried
out a C8D program in Cotonou using condoms and spennicides (mousse and foaming tablets)
under a SEATS project. A8PF is mainly supplied with contraceptives by IPPF in London,
USAID under the SEATS program, and P8EF for the Cis.

6.5.2 PBEF and UNFPA

The PBEF, which is still a "project" rather than a full-scale department or operating unit, is
supported technically and materially by UNFPA, which supplies contraceptives and other FP
materials, training, and ope~tions research under a comprehensive population program
(1992-94). The goals of the US$2.7 million P8EF/UNFPA program include increasing the
CPR to 7.5 percent by 1994. For the reasons mentioned above, this rate has not likely been
achieved. This conclusion is, also deduced by the amount of contraceptives imported by
UNFPA (and the A8PF), which indicate a CPR of one percent in 1994.

The P8EF program appears to have trained considerable numbers of health personnel in FP
services; however, so far it does not appear to have touched the subject of logistics
management The PBEF is itself seriously understaffed. The system of distribution is non
existent Relatively small stocks are kept at a central store in Cotonou, and department
officials are expected to come to Cotonou and draw supplies whenever their stocks run down.
In some cases, the CI staff members may also come in and pick up supplies directly.

There appears to be, however, no system in which the PSEF can accurately forecast needs
and therefore arrange to have sufficient stocks. It is also difficult for the departments to
arrange to visit Cotonou whenever the Cis run down their stocks. Sometimes visits are limited
by lack of funds for transport. It is also most uneconomical for each department to have to
pick up its own supplies rather than have supplies delivered on one tour by a centrally located
vehicle. Furthennore, once supplies reach the department directorate stores, individual health
centers are supposed to arrange their own transport to pick up their own supplies, which at
times of scarcity of vehicles ~nd fuel can be difficult and lead to stock-outs.

In many cases still, the A8PF is called upon to replenish stocks at Cis from its branches, which
it does so on a supply now/pay later when sold basis.

Very litHe feedback on usage or future needs is received by the P8EF main store; orders are
placed with UNFPA as stocks dwindle, on a sporadic basis. Not only does this risk stock-outs,

.. out ItpresentsUNFPA wiln an ir'leffiCfEHltorderirigpafferT'l, having to CfealWith several smaO
orders instead of a large annual one.
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6.5.3 Conclusions

Supplies. The present system of ordering supplies appears to be haphazard, ad hoc, and not
baseo on a well-planned system. This seems to be the case at allievels-CI, department, and
the center in Cotonou, the P8EF. Units appear to place orders when they start to run out of
stock, and this is frequently too late to avoid stock-outs.

Orders passed to UNFPA by the PBEF are uneconomic; only one large order per annum
should be made. This should be based not only on present consumption but on estimated
future needs, taking into account CPR targets, training, IEC, and so forth.

UNFPA and IPPF appear to be able to supply most contraceptive needs (orals, injectables,
spermicides, IUDs, condoms) without much difficulty and within country budgets (see Appendix
0-4, 5, 6). When quantities increase, it is possible that supplies from other sources may be
called for; however, for the immediate future, this does not appear to be a requirement

Distribution. The present system of distribution operated by the PBEF does not appear to be
working effectively. It is very much a "pull" system, rather than a "push- system. In fact, there
is no effective distribution system at all. The PSEF acts more like a wholesaler, waiting for its
clients to call upon it It has none of its own transport It carries out little or no management
supervision in the field.

The ABPF, on the other hano, appears to have an effective distribution system with its own
vehicles and own regional or department stores. However, its distribution functions are greatly
reduced, supplying only Its three clinics and the 80 Cis of the Ministry of Health.

6.6 Cost Recovery

6.6.1 Findings

The system of financial management and cost recovery for contraceptive services appears
precarious. Department directorates and clinics can draw Initial supplies from the PSEF store
without payment They are supposed to pay for them after usage, according to a set fee
schedule: orals 100 FCFAlcycie. injectables 500 FCFA/1, IUDs 400 FCFAlunit, foaming tabs
and spermicides 200 FCFAltube. condoms 25 FCFA/2, etc. However, how much of these
client fees is being retained by health units and how much is returned to the PSEF is not
known. .

The PSEF reports 12 million FCFA in the bank so far, approximately US$23,OOO, so the
system must be working to some extent, although in a national health policy document, it is
reported that some 25 percent of health units are not recovering their costs. The objective is
to reduce this figure to 10 percent by 1998.
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6.6.2 Conclusions

The client payments presently being levied for the different types of contraceptives in both CI
and ABPF clinics do not cover the full costs of the contraceptives (with the possible exception
of injectables). Payments appear to be set at a level acceptable to most acceptors, particularty
in the urban areas, however, they may be an obstacle to contraceptive prevalence in rural
areas, particularty to the poorer potential acceptors.

Funds received from client charges appear to be banked by the PBEF or held at health units
without a clear vision of how such funds should be used (e.g., improvements to storage
conditions, training, repurchase of contraceptives, etc.).

There would appear to be a need for financial management guidelines and appropriate training
at all levels in the healthlFP system. It must be clarified the proportion of client fees to be held
by the health units, directorates of departments, etc., and how much returned to the MSP. It
should also be clarified how such funds should be utilized.

6.7 Logistics: Overall Conclusions

It would appear that one of the reasons for the low CPR in the country is the absence of an
effective government (MSP) FP logistics system and management thereof, including the
following:

• Lack of tJlowiedge about the country's present anci future needs for contraceptives

• Unrealistic CPR reporting due to inaccurate data or absence of a data recording
system

• Absence of efficient supplies or inventory management at all levels; weak planning,
forecasting, or bUdgeting functions

• Absence of an effective distribution system

• Lack of training in logistics management by headquarters staff and health workers
in FP units

• Precarious system of cost recovery and financial management; lack of clear
direction to which purposes the funds collected should be used; lack of research
into the most effective and acceptable price levels for clients

In effect, the MSP, through the PBEF, has taken over most of the FP supplies and the logistics
function for the country (from ABPF) without having the necessary systems, personnel, or
trainins-inplace.. This has led' ~"GSentc,''laotic,.ineffiGient,and-insbifrcientsituatknr.
Unless this vital function is iml- J, there is little chance, even with the best IEC campaign,
that the levels of FP usage will increase significantly.

163



6.8 Options to Strengthen the FP Logistics System

In the following discussions, options are considered that would have the effect, short-tenn and
long-tenn, of strengthening the national system of contraceptive logistics and management

6.8.1 Management

The most obvious deficiency in the present system of FP logistics is that of management at all
levels and in all aspects of logistics, e.g., supplies planning, assessment of needs, inventory
control, distribution, management infonnation, supervision and control, and financial
management

It would be appropriate, therefore, to consider whether placing the management of FP logistics
elsewhere than its present location in the MSP/PBEF would be desirable.

Centrale d'Achat One option to strengthen FP logistics management might be to take this
function from the MSP/PBEF and place it with the Centrale d'Achat, which manages the
essential drugs program and which appears to have made rapid progress over the past five
years, ensuring a wide distribution of essential drugs, dressings, and other medical supplies on
a cost recovery basis.

There are obvious attraction;; in this option: The Centrale d'Achat has a spacious and well
organized store in Cotonou under the management of phannacists. It appears to have
successfully operated the national essential drugs program and achieved wide distribution. Its
tumover continues to increase (735 million FCFA or up 63 percent from 1992 to 1993 and up
66 percent in the first quarter 1994 versus the same period 1993, at constant. i.e., pre
devaluation, rates of eXchange). Its client base hovers around the 200/month mark.
Approximately 90 percent of health units in the national system (about 360) are said to be
customers of the Centrale d'Achat (see Appendix 0-7).

However, the Centrale d'Achat does not have the one element that FP logistics needs: a
"pUSh" system of distribution. In fact, it has no system of its own distribution at all. Clients
must come to Cotonou to pick up their supplies. Therefore, placing contraceptives with the
Centrale d'Achat would not solve the present problem of distribution.

Furthermore, the Centrale d'Achat would charge an overhead for its handling and storage.
This would have to be negotiated, but would likely be at least 15-20 percent of the value of the
contraceptives (as for essential drugs). This would either have to be paid by health units on
collection from the stores in Cotonou, which may not be acceptable to health units which
receive them free at present and pay back later, or amounts would have to be claimed back
from the health units after sales, a somewhat complicated procedure.

In either case, the price of contraceptives to the client would immediately increase by the
amount of the Centrale d'Achafs charges, and healthlFP units would be likely to increase their
charges by a similar amount This might lead to a reduction in the level of acceptors,
particularly in the rural areas.
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The Centrale d'Achat has been instructed by the government not to increase its prices of
essential drugs after the 50 percent devaluation of the FCFA for at least a year. In order to
keep its old prices and still carTy on business, the Centrale d'Achat has requested
compensation for it~ loss of profit, its devalued monetary assets, its stocks, as well as its new
orders, at a value of approximately 1,600 million FCFA (approximately US$3 million). This
support is apparently being guaranteed by France, Denmark, and Switzerland, as well as by a
credit from the World Bank (see Appendix 0-8).

However, this support is unlikely to be provided indefinitely. Once it ceases, the viability of the
Centrale d'Achat depends on it being able to sell its products at the new, increased prices. It
may take some time for the Centrale d'Achat to implement these, and during this period, its
level of operations may suffer.

Placing the six or seven FP products with the Centrale d'Achat might also risk their being
neglected among the 250-300 pharmaceutical and medical prodUcts that the Centrale d'Achat
handles. Furthermore, it is not certain if UNFPA would deliver its contraceptives to a
commercial, privately-run company. In addition, the decision by the MSP to allow
contraceptives to be handled by the Centrale d'Achat is not yet certain.

For the above reasons, it may not be the best option to place the management
(storageJhandlinglsale) of FP contraceptives with an organization such as the Centrale
d'Achat

The Beninese Association for the Promotion of the Familv. The ABPF has been in the FP
business in Benin since 1971. It has been the prime mover in promoting FP and providing FP
services in the country up to and through the formation of the Ministry of Health's FP unit. the
PBEF, in 1982.

Today, the ABPF possesses its own clinics, one in Cotonou, one in Oueme, and a third in
Parakou. It would eventually like to have a FP clinic in all six departments.

The ABPF delivers/sells contraceptives to its own clinics and to 80 of the 260 government
health centers and clinics offering FP services. The government units are provided with
contraceptives on a sell and return basis, i.e., they are initially given free and paid for when
sold•.The ABPF makes these deliveries from stores in its six branch offices or Antennas, one
in each department Each Antenna has a vehicle, and there are three placed at headquarters
in Cotonou.

ABPF appears to have a well-functioning system of data recording, including data emanating
from government clinics (ABPF annual reports and Appendix 0-9) though there may be
multiple counting of acceptors.

~Bf)J=='~as~ig!led role, hO'!Y.ever, is to SLiPPor1the governmental FP sys!em. not replace it It
should focus on awareness raising of the population, i.e., motivation, education, and
information, referring potential users to government clinics when visits to ABPF clinics may not
be feasible.
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Therefore, the efforts of the ABPF concentrate on projects such as the following:

• Awareness raising and motivation of women of reproductive age
• Participation of men in FP
• Preparation of the young for family life
• Media and FP

In addition, the ABPF has been involved in a test CBD project in the Cotonou area using non
medicinal methods such as condoms, spermicides, and foaming tabs. This has been carried
out in conjunction with The SEATS Project. Current funding runs out in April 1995.

The ABPF has long experience in FP and possesses a small, though relatively efficient,
distribution system. With considerable injection of monetary resources, personnel, and
equipment, it could, in time, handle the management of a country-wide FP logistics system.
However, the activities of the ABPF may best rest in the private sector, offering an alternative
to government clinics. Also, its awareness raising and motivation program should perhaps not
be diluted by the demands of managing a national logistics system.

Finally, one of the main reasons the PBEF was placed in the Ministry of Health was so that the
MSP could directly manage the national FP program and integrate FP into the MSP MCH
system. Management of contraceptives logistics should be a key function of a national FP
program. Taking the management out of the MSP would defeat this objective and may not be
in the best interests of the country.

Recommendations. For the above reasons, it is recommended that the management of FP
logistics in Benin be maintained, though reinforced and strengthened, at the level of the
Ministry of Health, Directorate of Family Health. Functions of this management would be the
following:

• Planning and assessment of needs
• Supervision
• Effective storage and distribution (the distribution function possibly through a third

party for the next 3-5 years)
• Financial management, including the level of acceptor charges, cost recovery, and

the use of funds
• Training in logistics management, headquarters and field workers (midwives,

storekeepers)
• Development of an adequate management information system
• Coordination with donor, supply, and technical assistance agencies

Due to the relatively low level of staff and logistics training at all levels of the FP system, one
option for raising standards of logistics management in a short (1-2 year) period of time would
be to implement a Family Planning Logistics Management (FPLM) program with financial
supportfrcm USAiD. This type of program has been reasonabiy successful in other countries
and is relatively cost effective and targeted. Approximate costs for a 1-2 year program:
US$250,OOO.
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FPLM focuses on management of FP logistics at the central. regional. and health unit levels.
usually with a resident adviser placed within the central Ministry of Health MCHlFP unit; setting
up appropriate management systems. including assessment of needs; carrying out training
programs at all levels; and developing appropriate management information systems.

6.8.2 Supplies Planning/Assessment ofNeeds

Contraceptive Supplies. There is an urgent need for a more scientific and rational way of
estimating contraceptive needs and ordering them from suppliers. Appendix 0-1 could be a
reasonable starting point for a new system of supplies planning and assessment of needs of
contraceptives in Benin.

The analysis and projections assume a CPR in 1994 of 1.2 percent and 1.29 million WRA.
which appear from all available data to be reasonably accurate.

According to the method mix presently in use in the country (Aplogan. 1994c and other data.
e.g.• ABFP) the approximate amounts of different contraceptives needed to cover the national
needs ~n be calculated (se~ Appendix 0-1, column 2).

The comparison of needs so calculated with supplies actually made for 1994 by UNFPA and
ABPF (Column 3) show that

• Orals were undersupplied (by 50 percent) of actual needs.
• Injectables were approximately correct.
• IUDs were oversupplied by a factor of three.
• Spermicides and foaming tabs were undersupplied.

The projections of annual needs on the basis of 1994 until·the year 2000 (columns 4-9 of
Appendix 0-1) take into account a steady increase in the numbers of WRA in line with
expected population growth. as well as a CPR increasing to meet the national target of four
percent by the year 2000.

These can be said to be reasonable assumptions; however. the increase in CPR will also
depend upon the success of other measures. such as IEC and training of FP providers. as well
as the general acceptance of the current contraceptive charges.

It is important that orders for annual needs are passed to UNFPA in a rational manner. i.e.,
one order per annum containing full quantities and not in several small orders as from a
wholesaler (see AppendiX 0-10). It is also important that sufficient lead time is given to
UNFPA to deliver. At present, UNFPA needs at least 6-9 months after the supply order is
placed for delivery to the destination.

Recomm~ndatians:Supply Sources. According to present and futlohre levafs- of r.aads-,
assuming continued availability of contraceptives from the two main sources. UNFPA and
IPPF. and given more rational supply planning, it does not appear necessary for other
contraceptives (except for condoms, spermicides. and foaming tabs. etc. for social marketing
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and CBD programs) to be supplied by other donor or aid agencies, at least not until the year
2000.

UNFPA and IPPF would appear to have the budget and the commitment to the national
program to cover needs of orals, injectables, IUDs, and spermicides, at least for the next five
years. However, clear planning of supply needs according to established criteria must be
undertaken by FP logistics managers and such needs communicated to main supply sources
in a rational manner with adequate lead time.

Cost of Supplies. The costs section of Appendix 0-1 informs management what the projected
needs for the years to 2000 will cost for purchasers. e.g., UNFPA, IPPF, or others. These
costs are based upon actual purchase prices of the above agencies in 1993/94, factored
upward in line with expected inflation over the years to 2000. This information may be useful
to MSP, ABPF, and UNFPA planners in preparing budgets.

Expected Revenues/Cost Recovery. The revenues section of Appendix 0-1 shows what
financial returns can be expected by the sale of the total amounts of contraceptives provided
at the present level of client charges for 1994/95, then factored upward by 2.5 percent a year
to the year 2000. Thus, by the year 2000, revenues of approximately 138 million FCFA from
the sale of contraceptives might be expected by the MSP and the ABPF combined, at a CPR
of four percent, more if it is h,igher.

It is not known if the present level of charges for contraceptives is an obstacle or not to the
uptake of contraceptive usage. It has been postulated that a price of 100/cycle, which means
a constant outlay of 100 FCF.Almonth, might be a barrier to some women, particularty the
poorer ones in the rural areas, and might be leading to a high rate of FP abandonment The
cost for an injection, 500 FCFA, giving two months of protection, is even highor per month,
though this does not appear to be an obstacle for those who insist on this method, particularty
in the urban areas.

There appears to be a need to carry out a stUdy into the levels of charges and their
acceptability to determine both the upside potential as well as the downside. The present
levels do not cover even the,base purchase price of the items, even at lowest wortd market
levels. It might be possible to have higher charges in the urban areas, possibly according to a
means test, and subsidized charges in the poorer, rural areas. This should be established by
the study.

Distribution Costs. Distribution costs have been worked out to cover the costs of moving the
total amounts of contraceptives estimated per annum from a central store in Cotonou to the
end users throughout the country, i.e., department directorate stores, district and community
health centers, and matemity units. (Note: These figures have been provided by the condom
social marketing project, ABMS, supported by PSI. Other possible distribution agencies, e.g.,
ABPF, may have different figures.)

Appendix 0-1, bottom line, shows that, as contraceptive supplies and revenues increase in line
with expected usage, the costs of distributing these supplies to the nation's health units go
down as a percentage, snd projecting onward into the next century, it could be expected that
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distribution costs would be reduced to 15-20 percent of sales, approaching a nonnal
percentage for any commercial operation.

Whatever distribution system is used, however, it can safely be said that unless there is a
system of "pUSh" distribution for the contraceptives to ensure that every health unit offering FP
services has a regular supply of needed items, the CPR is unlikely to move upward much from
its present low level.

It may also be appropriate, with a more effective distribution system, to move from the present
method of "supply first/pay later" under which the health unit appears to gain little or no
revenue, to one where the distribution agency pays a certain price to the MSP on collection of
the items and sells them on with an agreed mark-up to the health units. The health units would
then sell them to the clients. Under this system, each player in line would make a certain
profit, and each would have a motivation to ensure an efficient distribution/sale to clients. This
system could be studied by a small task force of representatives of the MSP, UNFPA, and
USAID.

Recommendations: Supply Planning. A new system of needs assessment should be
adopted, based on current levels of WRA and method mix, and not on what is presently being
supplied by the UNFPA and ABPF, and sound projections should be made for future needs
based on these assessments. Such assessments will provide the basis for orders to supply
agencies from 1995.

To calculate future needs more precisely, a computer-operated program, such as Cocoplan or
NewCPT, as developed by The FPLM Project, might be used.

Recommendations: Distribution. It is recommp,nded that a new system of distribution of
contraceptives be implemented in the country, particularly for MSP/UNFPA supplies, based on
a "push" rather than a "pUll" system and on a regular delivery schedule to all major users. If
adequate transport facilities do not exist in the MSP, a distribution contract should be made
with another agency, e.g., ABMS or ABPF. Both of these agencies have the basics for a
distribution system in the coyntry; both are experienced in carrying contraceptives; both could
also use the distribution function to carry out promotion and awareness-raising activities.

According to estimates from ABMS/PSI, which presently distributes and promotes the use of
the Prudence condom in the country, distribution of the MSP's contraceptives nationwide
would cost about 30 million FCFA (approximately US$57,OOO) in the first year of operation,
1995, rising to 39 million FCFA (US$74,OOO) by the year 2000.

These costs are primarily based on fuel needs, vehicles and maintenance, and personnel.
Because some of the costs would be already covered under the regular distribution program,
the costs to the MSP would only be a part of the true costs; in other words, distribution of the
MSP's contraceptives would be subsidized by using either of these two agencies.

r

Because of the MSP's financial constraints and the urgent need to improve the present
distribution system, it is recommended that USAID finance the majority of costs of distribution
at least between 1995 and 1'999. Costs are estimated at US$323,OOO (ABMS/PSI figures).
The MSP could possibly be asked to co-finance the distribution at 20 percent beginning in
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1998 and increase 20 percent per annum to take over the full costs of distribution by the year
2003.

Another option would have ~ distribution agency purchase the contraceptives from the MSP for
an agreed price and selVdistribute them to health units for an agreed mark-up. Health units
would then sell the contraceptives to clients with a reasonable mark-up. This would mean that
the MSP's revenues would be less, but distribution costs would be at least partially covered,
and the health units would gain some profit (ABMS/PSI condom social marketing system,
Appendix 0-11). This option should be studied by a small MSP/UNFPAlUSAID task force with
the assistance of a distribution agency such as ABMS/PSI or ABPF.

Recommendations: Cost-Recoverv and Client Charges. It is recommended that a study be
carried out by the MSP with the assistance of external consultants of the level and
acceptability of current FP client charges; whether these are now or will be an obstacle to FP
prevalence; whether possibilities exist to adjust charges more in line with actual contraceptive
costs and/or the ability of clients to pay and/or adapt charges to the levels of purchasing power
of poorer groups, particularly in the rural areas; and to study the CPR and financial revenue
consequences of making any changes thought appropriate.

It is recommended that this ~tudy be financed by USAID. Approximate cost US$20,OOO (2-3
weeks of a 2-3 person team, 1-2 local consultants, one external).,

6.8.3 Storage and Inventory Control

The present situation regarding storage and inventory control of contraceptives in the MSP
system appears to be grossly inadequate at all levels, central (Cotonou), department, and in
the health centers themselves (Aplogan, 1993c, UNFPA reports, observations on field visits,
July 1994). This observation does not include the ABPF, which appears to have a relatively
well-functioning and efficient storage and inventory control system in operation.

Storage. To store the quantities of contraceptives needed according to the supply plan 1995
2000, space will have to be expanded at the central level in Cotonou, in the department stores,
as well as in the individual health units (for health infrastructure and chain of supply please
refer to Appendix 0-9). At present, the typical storage place of contraceptives in health units is
at the bottom of a filing cabinet with little regard for cleanliness, temperature, or security (field
visits, July 1994, UNFPA reports). The central store of the PBEF in Cotonou shows several
deficiencies in coping with national needs (space, ventilation, and recording).

Management forms only indicate amounts in stock and delivered. They do not provide for
information on maximum and minimum stock levels or on levels to trigger new orders. The
first-inlfirst-out principle does not appear to be in use.

Regarding storage space needs, 0.5 million cycles of.oralcontraceptives .would need
approximately 17 cubic meters of space; therefore, for FP needs of a client population of
45,000 a year (by 1998), storage space needs of oral contraceptives and condoms alone
would be some 32 cubic meters. However, this represents the storage area for the two types
of contraceptives alone. Approximately 50 percent must be added for aisles, handling, and
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ventilation, which totals 48 cubic meter!;, cmd additional space will be needed for injectables,
IUDs, and spermicides.

Stores should have good ventilation, with temperatures ranging 15-25 degrees centigrade, and
must be protected from high humidity, insects, and rodents. Inventory management must
operate on the first-inlfirst-out basis, or better, first expiring/first out, to avoid exceeding
shelflives. This il,~plies good principles of store management and record keeping.

Recommendations. It is recommended that the PBEF make a survey of stores at the central
and department level and in the FP health units to detennine their adequacy for contraceptive
storage and to make improvements and/or extensions, if necessary, in line with expected
storage needs as indicated in Appendix 0-1. Costs of this survey and the improvements to be
earned out should be borne by the PBEF, using some of the funds gained through the cost
recovery system, running at approximately 20 million FCFA.

Stock Control. Appendices 0-12 and 0-13 show the stock control form in the central MSP
store and the main MCH/FP clinic in Cotonou, respectively. These may be compared with the
fonn used by the ABPF (Appendix 0-14) that is considerably more informative and useful.

Appendices 0-15 and 0-16 show the two forms that should be completed by health centers
(CS and A3). C6 goes to thE) department directorates where the information is collated with
others completed at the department level (Appendices 0-17 and 0-18) and finally sent to the
headquarters of SNIGS in Cotonou on diskette where it is included in the annual report on
health information. As the report for 1993 was only published in July 1994, it is doubtful if the
FP information, which only reveals the numbers of acceptors and methods, will be of much use
to the central level of FP, thE[! PBEF.

The Fiche de Stock, (Appendix 0-16), is not widely used and is. in fact, out of stock in most
units. which is the main reason for its non-use. This form is sent to the department level, but
transmission seems to stop there. The information on stocks at the health center level is
therefore not reaching the ~ntral store in Cotonou.

As was confirmed by the Situation Analysis carried out in May 1994, there are no forms being
used by the majority of health centers or department directorates to place orders, which
accounts for irregular orderin:J and stock-outs. According to the above survey. only 10 percent
of health units made any kind of monthly report.

Recommendations: Stock Control and Inventory Management It is recommended that the
method of stock control and reporting be strengthened throughout the MSP FP service system.
This ,"'lculd be the SUbject of a special study. taking into account the special needs of Benin.
available resources, and experiences of other, neighboring countries, e.g., Mali, that have
developed a relatively efficie'nt. manual stock control and ordering system and forms. This
study. which should be assisted by an international consultant, should be carried out by the
MSP/PBEF•. Estimated cost US$20,OOO(2-3 weeks). eossib!efunding might be forUlcomir,g
from USAID and/or UNFPA.

It is not recommended at this time that the SNIGS system of health data recording and
collection be e.d~pted or expanded to include FP stock control data. First, the needs of the FP
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program ~nfonnation, fonns, etc.) should be closely defined, including the methods of
recording, transmission, utilization, feedback, and so iorth.

Subsequently, SNIGS may te evaluated as a suitable method of collecting and transmitting
such information promptly or whether a separate channel should be established for FP as part
of the improved management information system. (See section on MIS below, as well as thll
chapter on MIS).

6.8.4 Management Information System

The SNIGS system as presently organized does not provide for sufficient collecaon of useful
information or. F? logistics or usage of contraceptives, nor does it provide a method of stock
control/reordering. It also does not provide for feedback of useiul infonnation to the health
units.

The Retro-Information Bulletins, published once every three months by SNIGS, as well as the
annual report, contain interesting and valuable d~ia on epidemiology and morbidity but do not
yet adequately address FP..The data are often slow to be passed for processing, and this
time lag may be an obstacle to using the SNIGS system as a FP logistics management tool.
However, there Is a plan to extend the SNIGS data to follow more closely developments in FP
from 1995. The health centers should be com~cJterized between 1996 and 1997, and data l:'JiIl
be passed to the department directorates f:Jvery month.

The SNIGS system, with some adaptation and with a more precise form of reporting from the
health units, could well be used to gh:e a clearer p:cture of the CPR en a quarterly and annual
basis. Clear guidelines, however, have to be given on how to register new and old acceptors
to avoid multiple counting.

Recommendations: MIS. It is recommended that the system of reporting contraceptive
prevalence, stock movements, maximum and minimum stock levels, and levels for reordering
be .strengthened by the design and implementation of new forms, training of health workers
and storekeepers on how ,0 use them, and their rapid transmission through department
directo:ates to the centralleyel in the MSP.

It is recommended that a central FP logistics unit in the MSP be organized, computerized, and
trained in the collection and analysis of such data, including adequate field supervision, and in
the feedback of relevant information to department directorates and healthlFP units. This
could be achieved in the framework of an FPLM project.

It i~· NOT recommended (contrary to the MIS chapter's recommendations) that a database be
esta!:llished at USAID office~ in Cotonou. The approplic-te place for this would be at the
Ministry.of Health. family planning IQg.;stics management

It is recommended that support be given to the ABPF ,,0 establish a strengthened and
computerized MIS at its offices in Cotonou and in Its Antennes which would provide valuable
complementary information to the MSP's system.
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6.8.5 Supervision

From all observations, one of the main reasons for the general weakness in the FP system and
low rate of contraceptive prevalencfl is the lack of adequate supervision.

Accorr:~~ng to established MSP pro~:ldures, each health unit is supposed to receive a
SUper>iisory visit at least once a quarter. The Situation Analysis revealed that there had been
an inadequate level of supervisory visits in 76 percent of health units visited; 18 percent of
them had not been visited at all; and this lack of supervision played a key role in the absence
of enthusiasm and motivation among family planning service personnel.

One of the main functions of the MSP's FP management unit should be to ensure an adequate
level of field supervision, through its own personnel or through those of the department
diredorates of health. The present level of staffing of the PSEF at the Diredorate of Family
Health hardly seems adequate to ensure a regular program of field visits.

Recommendations: Supervision. It is recommended that a regular system of supervision and
field visits be drawn up at the central and department levels. If present levels of staff are
insufficient for this purpose, additional personnel should be recruited or responsibilities
reallocated to allow sufficient time for supervisory duties. Regular reports should be made and
their conclusions aded on by department directorates and the central unit at the MSP.
Feedback should be provided to health units and remedial actions taken.

6.9 Summary

The above sections assess the present system of logistics of FP in Benin, analyze its strengths
and weaknesses, and offer solutions to reinfon~ th~) strengths and overcome the weaknesses.
In conclusion, the present system of FP 10gis!iC!;; at a national level is generally weak and
obviously contributes to a continuing low CFR, around one percent of WRA. This is also a
major reason for the continu~ng high level of maternal and child mortality in the country.

Unless the FP logistics system is strengthened, little improvement or Increase in the CPR can
be expected, and the national target of four percent CPR by the end of the century is unlikely
to be reached. The high rates of maternal and child mortality will not show much improvemenl
In addition, socioeconomic conditions will continue to suffer under the heavy burden of
unrestrained population gro~ on a stagneiing or even declining GNP/capita.

Several recommendations are made which should help strengthen FP logistics and, together
with other measures such as an effective IEC program, increase the national CPR. These
recommendations focus on the management of logistics from rational supplies planning and
assessment of needs down throt.lgt1.~t.f~~v.~di~Y;.~~~9n.,c:.Q.st reC()v_@r.y,al}dfil"lan~al

manageirlenLbaCkecfby appropriate management information systems. Training of personnel
in FP logistics management at all levels will be a crucial element of this program. A
supply/revenues plan has been drafted which may be used as the basis for stronger FP
logistics management (see Appendix 0-1).
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Cost estimates for the strengthening of these functions have been made and are presented as
a basis for possible external funding support (see Appendix 0.19).
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7 MANAGEMENT INFORMATION SYSTEM

by Baba Traore

In Benin. matemal and child health activities that are combined with family planning activities
are essentially preventive and promotional; they represent a large number of activities.
especially for health care training in outlying areas. They are worthy of special attention due to
their share of health carP activities. the importance given to women and children in the process
of sustainable socioeconomic development. and finally because most disease and health
problems for which the population continues to pay heavily can be avoided by simple
preventive measures if they are carried out in time. The management of health care activities
in general, and of MCHlFP in particular. is based on a well-developed. operational information
system at all levels of the health pyramid.

7.1 Diagnostic Report of SNIGS in the Ministry of Health

7. 1.1 Organization ofthe Health System

The health system is divided like govemment agencies; it has the structure of a three-level
pyramid:

• The centraVnationallevel. where the National University Hospital Center is located
and where the following activities are undertaken: [generaij medicine. pediatrics.
surgery, gynecology/obstetrics, radiology. laboratory, otorhinolaryngology,
ophthalmology, and other specializations.

• The intermediate/department level. where the Depamnental Hospital Center is
located and where the following activities are undertaken: [generaij medicine,
pediatrics. surgery. gynecology/obstetrics. radiology,laboratory, and other
specializations. .

• The outlying level is made up of three sublevels:

• The sub-prefecture where the Sub-prefecture Health Center or Sub-district
Health Center carries out the activities of [general] medicine, surgery, maternal
care, radiology, laboratory, and pharmacy.

• The commune where the Communal Health Complex is located and where the
following activities are carried out: clinic. maternal ca~, and phannacy.

• The village or city neighborhood where the Village Health Unit undertakes the
activities OfgelietaT care, childbirth. and presCription payments.
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7.1.2 Goals ofSNIGS

The MSP's National Health Management Information System (SNIGS) receives technical and
logistic support from CooplJration frangaise and WHO. Its goals are the following (MSP, 1994):

• Provide quanil~th/e data indispensable for identifying major health problems and
help define and assess Benin's health policy.

• Maintain ongoing dialogue between health statistics producers and users in a
sustained effort to target improvement of SNIGS and adapt it to the country's
needs.

• Contribute to broader and faster diffusion of information.
• Improve the health sector's management and planning process.

7.1.3 Description ofSNIGS

SNIGS relies essentially on health organizations that are the producers and main users of the
information that is collected. For it to operate properly, statistical units must be operational at
the level of the CSSPs, CHDs, or private organizations, as well as the provincial statistics
services for epidemiology and documentation at the Departmental Health Directorate. The
statistical units and the provincial statistics services are responsible for various reports:
correctly recording them, examining and counting them daily, and sending them out
periodically. The requested data pertain to diseases, personnel, infrastructure (essentially
beds and health agencies), funding (income and expenses. with sources). maternal and child
healthlfamily planning. and medication management

The types of data records vary, depending on the resources and staff of the health
organizations. These data records are numbered by type:

"A" followed by a number is a management document
"8" followed by a number is a health treatment document.
"C" followed by a number is a MCH/FP document.

Data Records at the Communal Complex Level. Types of data records kept at the CCS level
are the following:

• Approximately 20 types of records to be kept in the CCS (index cards, other cards.
registers. statements, reports), including record cards for infants (C2). mothers (C3),
family planning (C4), and the detailed daily MCHlFP register (C5)

• Data records to be kept by the patient/consulting physician: treatment record
booklet (82). health record booklet (C1)

• Approximately 10 data records to be sent to the CSSP and CSD, including the
matemal activity ceport (C6) and the vaccination activity report (C7). Reports
pertaining to fa:nily planning are not affected in this case because the CCSs are not
involved in family: planning.
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Each CCS is required to forward its report to the CSSP at most five days after the end of the
month.

Data Records at the SUb-prefecture Health Center. Types of data records kept at the CSSP
for districts that include several city health precincts or sUb-prefectures are the following:

• Approximately 10 types of records to be kept at the CSSP level, not counting copies
of reports received from the CCSs and sent to the DDS. Included among these
types of records are infant care, maternal care, and family planning record cards,
and the detailed daily MCH/FP register

• Records to be kept the by patient/consulting physician

• Records to be sent to the DDS, including vaccination activity synthesis reports (CS),
maternal care activity synthesis reports (C9), family planning activity synthesis
reports (C10), and MCH care activity synthesis reports (C11)

Each CSSP is required to s~nd its report to the DDS at most 10 days after the end of each
month. At year's end, the CSSP may produce a statistical yearbook (20 pages maximum)
containing, among other items, a summary of vaccination, maternity, and MCHlFP activities. A
copy of this annual report is sent to each district health unit to inform +.hem of the past year's
activities. Two copies are sent to the DDS.

Data Records in the Hospitals. Types of data records kept in the hospitals (CHO, private
hospitals, and CNHU) are the following:

• Records to be kept at the hospitals, including infant health record cards, maternal
health, and family planning, and the detailed daily MCHlFP register

• Records to be kept the patient/consulting physician

• Records to be ser;1t to the DDS by the CHD or the private hospital to the MSP (sent
to the attention ot the Statistics and Documentation Service) by the CNHU. These
records contain, among other things, the maternity activities report and the
vaccination activities report.

Each hospital is required to send its report to the designated agency at most 10 days after the
end of the month. At year's end, the hospital may prodL!ce a statistical yearbook containing,
among other items, a summary of vaccination and maternity activities. A copy of this yearbook
is sent to each district health unit to inform them of the past year's activities. Two copies are
sent to the DDS.
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Data Records in the Department Office. Types of data recor; .. kept at the DDS level are the
following:

• The records to be kept at the DDS level (one copy of the reports produced by the
CCS, CSP, CHD, private hospital, and one copy of each synthesis report received
from the DOSs)

• The records to be sent to the MSP for use by the Statistics and Documentation
Service, including synthesis reports on vaccination, maternity, and MCH/FP
activities carried out within the department

Each DDS is at most required to ensure these reports arrive at the MSP 15 days after the end
of the month. The publication of a statistical yearbook at the level of each department is
mandatory. This yearbook must contain, among other things, an up-to-date summary of
vaccination, maternity, and MCH/FP activities. It is intended for use by each CSD, CHD,
private hospital, and the MSP. The central level will compile data from the departments and
the national synthesis will be published in a statistical yearbook intended for various users.

Data Processina Organization of SNIGS. Within each department there is a DDS where two
statisticians from the SNIGS network work. Each DDS has at its disposal at least one personal
computer and SNIGS-specific software programs. In addition to the DOSs, the Cotonou CNHU
is considered a -Departmenr for the SNIGS organization (Tchabo, 1994).

As mentioned earlier, hard-copy records are used at the local level in the CCSs for data
collection. These records are transmitted to the CSSPs, where preliminary data are pooled by
hand. The records1 obtained in this way are sent to the DDS, which enters them into the
computer using the LOGI-SNIGS software program. The results are sent on diskettes to the
MSP, which carries out the national synthesis.

7.2 Diagnostic Factors for SNIGS

7.2.1 Health Indicators

At the national level, a full range of health indicators is available in the health statistic
yearbook: geographic, socioeconomic, and demographic indicators; indicators pertaining to
the health system (health-related infrastructures, human and financial resources, the
phannaceutical sector); epidemiological indicators (number of cases and deaths declared for
43 surveillance sites, a summary account of the five most-often used reasons for a medical
consultation, summary accounts of the five most-often used reasons for hospital admittance. a
detailed analysis of the main pathologies); indicators pertaining to health services activities,
treatment-related medical activities in the health units, and MCH activities; matemity-related
......:..:.:...... #a-'llu ...I"'n-:-- ...~lv·lties ..~-~·l--H il a......l.nties a....-l la"'~-·-:'V ~.rl.
_"'I~I "I J fila UIt'¥c::nIU , y=~ .-.au , ""Un " 1."",- UUtl:l\Ul J ........ 1\.

1There are seven types of computerized records: the monthly disease report (B5), the
monthly medical activity report (87), the monthly medical consultation report (811), the
monthly vaccination activity report (C8), the monthly maternity activity report (C9), the
monthly family planning activity report (C10), and the monthly MCH activity report (C11).
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Once each year, the entire range of indicators is updated at the national and department level.
For the purposes of epidemiological surveillance, epidemiological indicators and certain health
service statistics are published quarterfy in a bulletin entitled RETRO-SNIGS. Because the
yearbook for a given year is now published within the following six months, the indicators are
available and recent. The 1993 yearbook went to press in July 1994.

The published health services statistics are relatively complete, except for family planning
data, which are supposed to pertain to the total number of male and female contraceptive
users, but which, in reality, are probably statistics of female user visits. Statistics relating to
the logistical management of contraceptives are missing from health data pUblications.

Regarding the reliability of available indicators, more attention should be paid to the CPR
published in the yearbooks. This indicator seems neither correct nor reliable. Such as it
appears in the yearbooks, it is the year's number of male/female contraceptive users divided
by the total number of women in their childbearing years (15 to 49). But by examining the
periodical reports and the way in which they are filled out. one realizes that what is interpreted
as the total number of users is, in fact, merely a monthly compilation of the annual visits of
malelfemale contraception clients. This number is not converted to the number of visits in
terms of female users referred to in the yearbooks. If the number of visits Is considered as the
total number of female userS of contraception, then the CPR published in the yearbooks is
overstated. SNIGS will have to modify the daily detailed record-keeping method for family
planning in order to count the year's first visits of both new and previous (female)
contraception clients. The:total number of these first visits effectively corresponds to the
number of malelfemale contraceptive users. As for the other MCH indicators, they can be
considered to be correctly estimated and reliable for the simple reason that, with the prenatal
count as an example, the number of new clients corresponds to the number of first visits as
well as the number of women counted, one time each, in the course of the year. It is, thus,
acceptable for the rate of prenatal coverage to be stated as the ratio of the number of new
clients and the number of expected pregnancies. It is the same situation for the rate of
postnatal coverage and child consultations.

7.2.2 Concepts and Definitlons

Although the concepts of new and previous clients makes it easy to count the number of
persons involved in prenatal:and postnatal visits, such Is not the case with family planning
visits. Since a new family planning client is defined as a client who accepts a contraceptive
method for the first time, it is' not always easy to count the total number of users of
contraceptive methods using the number of visits by new and previous clients. Thus, at the
Cotonou MCHlFP Center, all visits of new contraception clients are recorded In comparison
with new clients dUring the year. and all visits by previous ones are also recorded on behalf of
thapre'Jious ones. Thadefini+Jons do not differat-the Lagoon-Matemity care CenterOf' at the
MCHlFP Center. On the other hand, statistical statements at the two centers do not make
reference to those who have disappeared or who have dropped contraceptive use. These two
concepts should be clearly defined so that the monthly statistical reports of services
account for the number of women who abandon contraceptive use during the year.
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7.2.3 Management ofMCHIFP Cams and Client Counts

Pursuant to the evaluation team's visit to the MCH/FP Center of PBEF and to the Lagoon
Maternity Care Center, it can be said that the ~ifferent types of data records pertaining to
various MCHlFP services are regularly filled out Given the fact that the daily logbook must be
filled out using only numbers, the counting operation requires the use of an additional record
keeping medium, the nature of which varies from one service to another and within the same
center. Some use notebooks; others, tear-off calendars. These additional media are grids for
counting or handling the numbers. In order to limit the risks of counting errors. it is
recommended that the layout for the daily recording of numbers be modified so that it
may also serve as a counting grid.

SNIGS describes the billbook or active research batches as being a set of 14 batches
corresponding to the 12 months of the year; the thirteenth and fourteenth are reserved,
respectively, for classifying women who have disappeared and women who have completely
dropped out or correctly completed the expected services. The file cards are to be classified
by appointment month during which a specific action is to take place. Infants' file cards sliould
be classified in the same way in order to facilitate monitoring vaccinations, height, and weight;
likewise for MCH file cards for prenatal monitoring and family planning file cards for monitoring
visits for supplies or inspections. At the MCHlFP Center. as well as at the Lagoon Maternity
Care Center In Cotonou, the file cards are not classified using the system of active
tracking batches. They are classified numerically in batches of 100 cards and often by
neighborhood, which makes it impossible, for example, to give a year-end count of those who
have abandoned contraceptive use.

7.2.4 Analysis and Utilization

With the exception of certain family planning indicators, such as the CPR and indicators for
contraceptives logistics management, the other indicators are evaluated relatively well by
specific data analysis software programs produced by SNIGS. As for the CPR, it is a problem
involving improvement of the data collection tools at the level of the health units and clear
definitions of the concepts Of disappearance and drop-oul Thus, it will be possible to assess
two contraceptive prevalence indicators: prevalence over a period of time, for example, the
civil year in which all women:who have used contraception during that period constitute the
numerator of the rate and the total number of women of childbearing age (15-49 years or 15
44 years) constitute the denominator and prevalence at a point in time, calculated, for
example, on December 31 of the current year by subtracting the number of women who
dropped out from the number of women using a contraceptive method in the course of the
year.

An accurate, rigorous monitoring of the instructions for filling out and classifying the SNIGS
data records by service providers makes it possible to facilitate the daily management of health
services. RegUlar supervision is needed to be sure the instructions given are followed. One of
the main cause~ of failure for most health programs and projects is the near total
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absence of regular supervision (MSP, Notions preliminaires sur Ie systeme national
d'information et de gestion sanitaires).

The coordination of SNIGS activities is satisfactorily carried out at the central level by the
Programming and Coordination Unit at the MSP. At the department level, it is done by the
Department Health Office. These two levels of coordination are evident in the semiannual
meetings of the various Department Health Offices.

Past activity information is carried out from the central level to the level of the departments
through the regular annual publication of national statistical yearbooks and quarterly
epidemiological and statistical bulletins (RIETRQ-SNIGS) and by supplying monthly (on the
30th of the month) two national databases on magnetic recording media: the LOGI-SNIGS
and VISUEL-SNIGS databases. Likewise, the past activity information is ensured by CDS for
health sub-prefectures by the publication of department yearbooks.

7.2.5 Planning and Programming

SNIGS has reached a stage in which data collection, processing, and dissemination no longer
present any major problems. At the present time, emphasis must be placed on the
appropriation of various participants at the MSP and satellite institutions.

Consideration is being given~ in the short term, to installing the VISUEL-SNIGS software and
databases in the various MSP health technical offices that are eqUipped with a computer able
to use them. Likewise, consideration will be given to installing those tools at the
documentation center for access by visitors to the MSP and partners in development who
might request to do so, such as the European Development Fund. Consideration is also being
given to having the DOSs disseminate the VISUEL-SNIGS tools among the health sub
prefectures possessing adequate computer equipment

Medium-tenn perspectives include considering extending VISUEL-SNIGS to monitor
vaccination, maternity, and family planning activities.

Consideration is being given, in the long term (19516-19517), to decentralizing data entry at the
sUb-prefecture level. Each health SUb-prefecture will have to possess adequate computer
equipment and software for data entry and processing. Data from the sub-prefecture will have
to be exported to the DOSs each month. The DOSs will need to reconstitute the departmental
database before exporting it to the central level.
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7.2.6 The Unk Between SNIGS and the National System of Statistics

Whatever the performance of SNIGS, it cannot produce all the information it requires. In most
cases, the denominators of the health indicators come from the socioeconomic and
demographic data produced. by the National System of Statistics (SNS). It is agreed that if the
SNS is strengthened, SNIGS will also benefit by a ricochet effect. In general, population
censuses make it possible to establish population statistics that are used as denominators of
health indicators, and specific surveys and in-depth studies carried out by the SNS make it
possible to reliably assess SNIGS and various health programs. Thus, the National Institute
for Statistics and Economic Analysis, under the auspices of the SNS, will publish in 1994 the
volumes of the 1992 census analysis, including regional population prospects into the future.
The INSAE has formulated a request, addressed to the participating funding agencies, to carry
out a demographic and health survey at the national level and to undertake short in-depth
studies on maternal mortality, handicaps, women's activities, and migration. Ukewise,lNSAE
is seeking funding for a seminar to disseminate the results of census analysis.

7.2.7 Constraints

The decentralization of the computerization of SNIGS at the level of the health sub-prefectures
and districts is linked with the institutional plan for internal restructuring within the MSP. Itwill
require many material, human, and financial resources; it will probably be necessary for the
MSP to broaden the number of development partners interested in strengthening SNIGS.

In addition, a heavy decentralization of the computerization of SNIGS requires that the SNIGS
network be closely directed, that maintenance of computer equipment and software be
regularfy ensured at all levels, and that effective supervision be regulal1y ensured in order to
comply with SNIGS procedures, including complying with due dates for sending reports and
magnetic media.

7.3 The Infonnation System of the ABPF

The ABPF does not have a statistics unit in its clinics, but it produces relatively complete
statistics through its own system. Statistics pertaining to project management, cash flow, the
analysis of income/expenses by donor, as well as statistics for clinical services, IEC, and
contraceptive logistics are published once each year in the activities report Since 1992,
SNIGS includes statistics for services from ABPF in the national data.

Data-recording media, individual record cards, and registers are kept relatively well. The cards
are not classified by a system of active research batches. They are classified in batches of 50,
by numerical order. The daily count register is done by hand and the record keeping system
dees not:r.ake itpo:isibleto ~nt, in-the course oftheyear,·U".e·realnumberofwOtT.en
accepting contraceptive methods because of counting the same individual several times.

The statistics produced are relatively complete and recent but are hardly reliable, especially
with respect to statistics on services and logistical management of contraceptives. The fonner
relate to the number of visits by female clients without counting the real number of menlwomen
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accepting contraception during the year, which makes any calculation of prevalence
impossible. The latter contain inconsistencies in the totals of quantities of contraceptives
distributed by method, and non-standardized norms are used to convert them into the number
of couple years of protection.

As for the definitions of the concepts of new and previous contraception clients, there are no
differences with SNIGS. Nonetheless, documentation of women who leave govemment
services for ABPF clinics is importanl As in the public sector, it is necessary and useful to
clearly define those who have disappeared and those who have dropped out, as well as
instructions for counting them. The system for classifying records by active screening batches
may be a solution.

In terms of future prospects, the ABPF's president is very interest~d in setting up a research
.department at the Cotonou clinic to improve the quality and quantity of family planning services
in Benin.

7.4 Recommendations

1. So that family planning statistics might be complete, the evaluation team recommends that
short-term activity be undertaken by the MSP in order to change the method used for daily
counts and the one used for the monthly reports, making it possible to count the first visits
by female contraceptive clients, collect lEe activity data, and manage contraceptive
inventory data .

2. In the medium tenn, USAID could support the MSP to develop a MCHlFP module for the
VISUEL-SNIGS database inquiry program. In this way, the database could be set up in
USAID's office in order to daily monitor health programs in general and MCHIFP programs
in particular.

3. The team encourages the MSP to proceed, as was expected, with the intemal assessment
of SNIGS. It recommends that USAID fund a demographic and health survey to be carried
out near the end of 1995. This survey. which will be nationally representative, will be the
basis for assessing all ongoing health-related activities and a basis for planning Benin's
health programs.

4. In the long term (1996-1998) and through co-funding with other partners in development in
Benin, USAID could support the computerization of health districts and health sub
prefectures, depending on how extensively the govemment will decentralize.

In order to promote family planning rapidly in Benin, a reliable infonnation system will have to
be developed in the clinics run by the ABPF. To this end, it is recommended that USAID help
develop a statisticahmit in th& clinics and str~.,g~~ntha ooeinCotonou in ol'da;lo sa,,)' out
research on the extent and quality of family planning services.
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8 OPERATIONS RESEARCH IN POPULATION AND FAMILY
PLANNING

by Aristide Aplogan

8.1 Background Elements

The definition of an effective ~...;;,~t1ation program requires an accurate knowledge of the
problems and behaviors of the target population. Statistical studies and nationwide research
on demographic and FP problems have always been a major concern for the Beninese
government and administration. Thus, since 1960, apart from the national demographic
surveys (1961,1981-1983) and population and housing censuses (1979,1992), there have
been several population surveys in Benin. For example:

• Repeated survey (1981)
• Fertility survey (1982)
• Adolescent fertility survey (1986)
• Income and consumption survey (1986-1987)
• Small-scale household survey
• Informal sector surveys and studies program
• Study on male nuptiality and fertility in Southern Benin (1992)
• Study on the impact of migrations on household evolution (1992)

There has been considerable effort in the field of analysis and research on population,
especially in specific areas such as marriage, household and family, population dynamics,
fertility, internal migration, women's status, and the satisfaction of essential needs.
Unfortunately, with regard to the national FP program, operations research (OR) activities, with
a view to better assessing the needs of the population, have been very limited. Supporting
research institutions for OR activities in family planning is, therefore, necessary to make the FP
program more effective.

8.2 Institutional Capacities

Several ministries (Planning, Education, and Health) are involved in FP research activities
through their technical departments or research institutions. The institutions are the National
Institute for Statistics and Economic Analysis; the Population Training and Research Center
(CEFORP); the Regional Center for Health Development; the Center for Research in Human
and Demographic Reproduction/Family Health; the Epidemiology and Operations Rese~rt:..'1
Department (SERO); the Beninese Scientific and Technical Research Center (CBRST); ih~1

FaGW..'y-of-HealthSelencesi the NaoonalMedico-seciallnsutute;and th&Regiona~lnstitfJi~ fef
Public Health).
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8.2. 1 The National Institute for Statistics and Economic Analysis

The INSAE is a technical department of the Ministry of Planning and works in collaboration
with the Human Resources and Population service within the same ministry. This institute is
mainly involved in population research activities (demographic, fertility, marriage. income
consumption surveys and censuses); economic analysis and statistics activities; and mid-level
training in the fields of demography and economics.

This instiMe has important human resources including statistical engineers and economists.
sociologists, and computer scientists, as well considerable computer resources. Given the
capacities and experience of the staff and the computer resources available at INSAE, this
institution remains the national reference for a demographic and health survey. Staff salaries
and operational costs are supported by the government. INSAE also receives grants from
donors such as UNFPA and UNDP to implement specific population activities.

8.2.2 Population Training and Research Center

CEFORP was created in 1987 under the Ministry of Education but started research activities in
1989. So far, CEFORP has trained three classes of 24 senior technicians in demography and
sent demographers to Canada, Belgium, and France for doctoral and Diploma for Specialized
Scientific Studies (DESS) degrees.

I

As far as research is concemed. CEFORP has conducted a study of Cotonou women and the
decision-making process (1991); the current and future status of the Beninese population
(1991-1993); men's fertility and marriage (1992); and the impact of migration on households
(1992).

The human, material. and computer resources of CEFORP are rather limited. CEFORP
receives funding mainly from the government for salaries and operational costs from UNFPA
for training and research activities. This institution needs logistic and financial support to
perfonn more effectively.

8.2.3 Regional Center for Qevelopment and Health

CREDESA. previously known as the Pahou Health Development Project, is involved in
research. training, and rationalized health care. It was created in 1983 and is located in Pahou
(coastal Benin). CREDESA focuses on participative action research involving service
providers. researchers, and communities in the areas of management, health economics.
epidemiology. community participation, applied nutrition, and so forth.

An in-house computer unit enables data processing and analysis. The CREDESA team
includes agronomists, economists, sociologists. social workers, paramedical staff, and
specialized doctors in epidemiology, demography, applied nutrition, public health, and
community health.
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Various funding sources are available to CREDESA depending on the type of activity.
Service-type activities are funded by the government, communities, and partly by research
funds. Research activities have been financed by the Royal Tropical Institute In The
Netherlands from 1986 to 1989 and, since 1990, b~ Canada through the Regional Center for
International Development (IDRC). With regard to training, CREDESA has received specific
grants from UNICEF, WHO, PBEF/UNFPA, and CRS. Service rationalization and grassroots
development activities have been financed by the Canadian International Development
Agency (CIDA), IDRC, and CRS, while contraceptive CBD activities are supported by USAID.

8.2.4 The Human Reproduction and Demographic Research Center

The CRRHD was created in 1979 and is located within the CNHU in Cotouou. Its activities
include research, training, and service provision. In the health sector, CRRHD conducts
epidemiological research in gynecological and obstetrical affections, STDslAIDS, maternal and
infant morbidity and mortality, infertility and infecundity, family planning, demography, and
MCH services management

The multidisciplinary team is,composed of epidemiologists, demographers, sociologists, bio
statisticians and computer scientists, MD-biologists, gynecologists, and laboratory technicians.
Computer and laboratory equipment are performing relatively well.

Staff training, computer and laboratory equipmlJnt, and documentation have baen provided by
WHO. Financial resources ~re provided by the Long Tenn Institutional Development Grant
under the WHo-Geneva special program; WHO, UNICEF, the International Children's Center
(CIE), INSERM, The Rockefeller Foundation, USAID, ar.d UNFPA through financing of
research protocols; and service charges (for research expertise, training, and laboratory
analyses). CRRHD could be one the best Beninese institutions for conducting OR studies In
family planning and reproductiVt~ health.

8.2.5 The Epidemiology and Operations Research Department

SERO wa~ created in 1990, under the DNPSIMSP. It is in charge of providing OR training to
doctors in the peripheral areas, supervising OR activities, and developing a regulatory
framework for awarding research prizes.

SERO's current research actjvities mainly focus on malaria and communicable diseases with a
team of only two epidemiologistIMDs and two computers of limited capacity.

,
Wor1dng conditions are rather poor, al,d SERO has no financial resources to support' its
activities. The very few activities conducted by SERO were supported by WHO. SERO's
fyllcticmalcapacities are.very.weak due tothelac.ltof human, materiaJ,and-financial-· .
resources. In addition, in the new MSP organogram. SERO will be replaced by the
Epidemiology and Border Surveillance DeplJrtmenl Research activities will be supervised by a
department other than the DNPS.
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8.2.6 The Beninese Scientific and Technical Research Center

In 1977, the CBRST was created to coordinate all scientific and technical research activities in
Benin. It is located in Cotonou and includes representatives of all the ministries but is headed
by the Ministry of Education. The main responsibility of this center is to coordinate and report
yearly on all research activities undertaken in Benin. CBRST has subscribed to the National
Essential Research in Health (RNES) scheme.

8.2.7 Health Tlsining Institutions (FSS, INMES, IRSP)

The Faculty of Health Sciences, the National Medico-social Institute, and the Regional Institute
jor Public Health are all under the Ministry of Education. These institutions are, respectively, in
charge of trainillg doctors and social workers; nurses, midwives, and social promotion agents;
and pUblic health doctors. Some students of these institutions conduct their thesis or
dissertation research in the area of family planning.

Overall, the research capacities of these institutions are limited to human resources with IiWe
or no training in research techniques. Material and financial resources for research are a.:lmost
nonexistent

FSS and INMES students are entitled tr a government grant in the amount of 90,000 FCFA for
a thesis and 70,000 FCFA for a dissert.ltion. IRSP trainees receive a research allowance from
WHO. Despite the competehce of the various thesis directors, these institutions do not seem
to present the ideal conditions for OR activities in populationlFP due to staff unavailability and
students' time constraints.

8.3 Studies In Family PI~nning

Various studies have been conducted in the area of family planning in Benin by CRRHD, the
University Clinic of Gynecology and Obstetrics, IRSP, and FSS, as follows:

• Family Planning in Developing Countries: Its Rofe and Place in the Development of
a Nation (MEGNIGBETO A.ltoinette; 1977)

• The Future of Pregnancies, Knowledge, Attitudes, and Practice (KAP) in School
and University Environment in Benin (AVODAGBE Valentin; 1988)

• Contraception in Gakpe Rural Area: Analysis of KAPs and Contraceptive Neads
Among 280 Men and 264 Women (HOUETO Colette; 1988)

• Contr?~ption in Rural Environment in the Pahou and Avlekete Communes:
Analysi~ "f KAPs in Contraception Amt)ng 724 Men and 767 Women, and of
Reasons tur Rejecting Contraception (TOSSOU Yelognisse; 1988)
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• Summary Review: of Family Planning by Artificial Contraceptive Methods in Be:-::a:
Preliminary Study (EKANMIAN Gatien; 1989)

• Contraception in Cotonou Based on Needs, KAPs Among 635 Women Surveyed in
a Hospital Environment (HOUNDJRESO Armand; 1989)

• Contraception at the Postpartum Consultation Section of CNHU: 1,038 Patients
Surveyed from 3/1/87 to 2129/88 (DOVONOU Marie-Anne; 1988)

• KAP in STDs, Contraception and Sexual Education Among 234 Secondary School
Teachers in Cotonou (AUGOU Thomas)

• IUD and Its Acceptance in three FP Centers in Cotonou: Among 1,020 Users and
223 Non-users (ASlEY Pascal)

• Noristerat and Its Acceptability and Effectiveness in Three FP Centers in Cotonou:
on 1,137 Users, 32 Endometer Biopsies and 81 Biochemir.al Analysis (MITOHADE
Aime; 1989)

• Adolescent C"ntraception Based on a Study Among 513 Students and Seamstress
Apprentices in th~ Ouidah I Urban Area (SANTOS Paul)

• Changing Contraceptive Knowledge, Attitudes and Practices in Rural Benin:
Elements of Success in a Community-based Family Planning Intervention
(GANDAHO Timothee; 1993)

• Home-based Monitoring of Acceptors and Contraceptive Continuity Rate in Benin:
Excluding Natural Methods (GOUFODJI Sourou and ALIHONOU Eusebe; 1994)

• Integ~Uon of FP in Mother and Child Health Care Activities in Benin (SANOUSSI
Lamatou; 1982)

• Contraceptive KAP in Two Secondary Schools in Bohicon (ZOMAHOUN Suzanne;
1991)

• Study of the Characteristics and Continuity of Contraceptive Methods Acceptors in
Benin (Ministry of Health, Pr:>ject BENJ88/P03; 1991)

• Situation Analysis of the FP Program in Benin (Ministry of Health, USAID/Benin,
The Population Council; 1994)

• The Effect of the Community-based Distribution on Artificial Contraceptive
Acceptance in Ouidah(CRRHD; in process)

• Sexuality and Contraceptive KAP of Adolescents in School j:nvlronmant in Cotonou
(FSS; in process) .
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• Voluntary Abortion in Three Maternities in Cotonou (CRRHDIWHO; in process)

• Family Planning KAP of Health Personnel in Cotonou (FSS; in process)

8.4 Global Diagnosis of OR Activities in PopulationlFamily Planning

8.4.1 Positive Aspects

• There are various research centers with adequate functional capacities and which could be
used for future population/family planning OR activities. .

• There are a considerable number of researchers in socio-demography, biostatistics, ami
reproductive health in Benin.

• Baseline data exists, and although they are insufficient, they are also very useful for the
populationlFP sector.

• Recent data on population anet housing surveys are available (RGPH, 1992).

• A nationwide Situation Analysis of family planning in the pUblic sector has recently been
undertaken (1994).

• Several donors are very committed to supporting OR activities in populationIFP.

8.4.2 Negative Aspects

• There i~ ~10 structure within the MSP with adequate human, material, and financial
resources that is capable of conducting and coordinating OR activities in family planning.

• There is a lack of a multi-year r",st;a;~ch program in populationlFP and of a socia
demographic and health data collection and analysis system, which can be an obstacle to
activities in the sector.

• There is not yet a human resources policy that can help motivate 1he stafi: and facilitate
long-term interest in research institutions.

• NGOs and associations are not much involved in research activities.

• Activities conducted by existing research institutions are hindered by the lack of
coordination meChanisms, which partly affects the quality and dynamics ofcert~in

operations research acth,:ities in the popu!ation/FP sector.
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• Operations research is n'=)t perceived by MSP officials and service providers as a critical
element for the promotiot"l and improvement of health care, in general, and family planning,
in particular.

• MSP officials and service providers are not very motiva: Jd and involved in OR activities
due to the lack of information and training in OR techniques.

• Most of the service providers who received training in public health, epidemiology, and
evaluation research do not have sufficient experience in the design and impls.1lantation of
financially acceptable research prolvcols.

• The lack of technical, material, and financial resources and docL;menlation and
dissemination channels constitutes a major handicap in the promotion of OR in family
planning.

8.5 Possible FP Operation Research Topics

KAP studies in FP and .lther studies on contrace..ptive continuity, introduction to new
contraceptive technolC'Jgies such as NORPLANr', and the acceptability of IUDs and
NORISTERAT would be appropriate for starting FP operations research in Benin. However,
conducting research on certain key topics also seems extremely urgent These topics include
the following: :

• Demographic and Health Survey on a national scale, including husbands and
unmarried teenagers. This survey will also study contraceptive prevalence,
marriage, fertility, etc., thereby enabling a better understanding of Beninese
population behaviors and creating a wealth of baseline data to be used later to
evaluate the impad of FP interventions (US$500,OOO).

• Situation Analysis of FP in the private and NGO sectors in order to assess the
extent to which these sedors can contribute to the promotion and expansion of FP
services (US$100,OOO).

• KAP-type opinion poll among religious, political, administrative, traditional, and
legislative leaders and decision-makers and an10ng service providers who
seem to constitute a handicap to FP activities in Benin (US$100,OOO).

• Study of the causes of modem contraceptive drop-out and methods for
tracking lost acceptors (US$40,OOO).

• Study onne impact ofcomlTlul1ity-based distribution of non-medical
contraceptives on KAPs among men and women (US$60,OOO).

• Study of altemative channels for FPnEC in Benin (US$40,OOO).
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• Study to test one or more approaches to the integration of FP with other MCH
activities (US$40.000).

8.6 General Recommendations

1. Train a pool of staff in the public, private, and NGO sectors in OR techniques and
methodology and assist them in the design and implementation of at least one OR activity
in populationlFP.

2. Organize workshops on OR in populationlFP with a view to developing a multi-year
sedoral research program and setting up an institutional framework for OR activities as
well as effective coordination mechanisms.

3. Sensitize and involve N~Os and associations in OR activities regarding populationlFP.

4. Set up a system for sharing results among all the actors in the sector and a mechanism for
large-scale dissemination of OR results.

5. Develop capacities for th'e design and implementation of OR protocols, especially within
the MSP.

6. Streng\~en existing research centers with technical, material, and human resources.

7. In the medium term, set up within the MSP a perfonning and effective OR unit for MCHlFP
that is able to secure funding for its own research protocols.

8.7 Recommendations for USAID

After this diagnosis, USAID ~uld support OR activities in FPJPopulation by:

1. Assisting the MSP in setting up, in the medium term, an OR unit for MCHlFP activities.
;

2. Funding, partially or totally, the studies identified above as priorities.

3. Assisting the govemment of Benin in seeking additional funding, if necessary, for these
priorities.

4. Providing specialized technical assistance to the government, through intemational
rasearoh- organizations, far conducting these studies.

, 5. Strengthening the material and technical capacities of existing research centers which are
involved in the populationIFP sector.
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APPENDIX A

STATEMENT OF WORK

ARTICLE I - T.a.TLE : Population/Family Planning Assessment
in Benin

ARTICLE II - BACKGROUND:

As a direct result of Benin's high population growth rate, the
average Beninese today is poorer than elders were at
Independence. Real gross domestic product (GOP) growth
projecti.ons is estimated at 3 percent which means that the 3.1
percent population growth rate threatens to deflate any gains to
be realized from reform. This growth rate will lead to a
doubling of the current population within 25 years, which in turn
will put undue pressure on the country's already insufficient
public institutions.

Per capita income in Benin has been estimated at $380 and real
economic growth has not surpassed the popUlation growth rate.
The popUlation of over 5 million inhabitants is unevenly
distributed with nearly 66 I?ercent f?~" 1::he total. oc~upying 12, _ :
percent of the land area in the south where the country's' two' ......•..
largest cities are located. The overall unemployment rate was
nearly 31 percent in 1990. The situation is not expected to
improve in the near future.

• population: > 5 million inhabitants (1992).
• Life expectancy: 51 years; infant mortality: 115/1000 live

births and US~: IS0/l000; population per physician:
: 1:14,768 (ct. OMS standard 1:10,000).

• Pr~ary education: 59\ ·net enrollment (girls 42\, boys
74\); secondary: 16\ enrolled, adult literacy: 23\.

• COntraceptive prevalence rate (CPR): c. 1\; Total ~ertility

Rate (TFR): 7 children/woman.
• Average annual population growth rate: 3.1\ (1985-90)
• population Density: 42 inhabitants per square

kilometer (national average, masks density imbalances
between regions); 27\ urban, 73\ rural.

Equally striking is the undesirable impact that popUlation
pressures are exerting on the fragile land and ecological
systems. Studies done in the 1970s argued that an average family
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needed 5 hectares to produce an adequate food supply. In
Southern Benin, the average family farm plot is about 1 hectare
today. Annual forest loss is 1.7% and it has been estimated that
by the year 2000, .Benin will be able to produce enough to feed
only 95 percent of its people.

Benin's experience in promoting family planning (family planning)
has been weak and fragmented. There is no national popUlation
strategy or policy, and the 1920 colonial anti-contraceptive law
is still on the books (even if it is not systematically
enforced). D~spite support for FP at the highest level of the
Ministry of Health, acceptance of the concept of FP is mixed
among other elements of the leadership class. Nonetheless, the
impact of unchecked population growth and a high fertility rate
can no longer be ignored in Benin -- at a minimum, in regard to
their nefast influence on maternal and child health.
It is evident from the above that Benin needs a strong and
forward-looking population/family planning program. Although
family planning services were integrated into the pUblic health
system 10 years ago, services could be improved, are not
available everywhere, and have not resulted in any significant
increase in contraceptive prevalence in the country.

ARTICLE III - OBJECTIVE:

USAID/Benin wishes to undertake a population/family planning
sector assessmen~ to determine whether. it is feasible to upgrade
Mission emphasis on'population'to a strategic Objective, or
whether it is more sound to continue addressing the sector as a
Target of Opportunity. For this reason, the assessment will
analyze the national family planning situation and population
policy and related issues in other sectors in order to identify
unmet needs and recommend potential areas of focus for future'
USAID assistance.

ARTICLE IV - SCOPE OF WORK:

1. Description and Analysis of Family Planning
Services:

• Describe the current status of pUblic sector family planning
services in Benin commenting upon strengths ana weaknesses
of the different essential components of a FP program.
Analysis of strengths and weaknesses should culminate in
conCE"sts E'scommendations for reinforcincg strengths and/or
addressing shortcomings noted in each of these components:

C Management, supervision, evaluation -- at central,
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regional and local levels;
C Facility-based service delivery sites and alternative

contraceptive distribution systems;
C Contraceptive procurement: Logistics system,

distribution, recordkeeping, ordering, supplies,
equipment, etc;

c Staffing -- current and projected levels;
c Information, Education and Communication (IEC):

counseling, mass media;
C Training -- magnitude of needs for clinical training,

IEC, logistics, management, supervision, evaluation,
etc. ;

C Management Information System; record keeping for
service statistics;

C Quality of Services (access, method mix, new
acceptor and continuation rates, information
given to clients, etc.);

C operations Research (past, current, planned,
needed, capacity);

C contraceptive pricing, cost effectiveness,
and sustainability.

• Assess the viability of current and/or potential involvement
of indigenous nongovernmental organizations (NGOs) and other
priv~te sector entities and community groups in providing
family planning information and services; discuss the
experience and potential for both clinic-based and
nonclinic~basedactivities (e.g., social Jl'larketing,
community-based distribution, community health education
programs).

• Describe the pharmaceutical sector in Benin and actual and
potential roles played by pharmacies in providing FP
information and methods to the popUlation •

.
2. Description and Analysis of population and Sectoral
Issues:

• study and comment on existing and planned official
declarations, policies and/or legislation which address the
question of popUlation growth and its impact on general
health services, national employment, food requirements,
land distribution, the education sector, pUblic works and
utilities, etc.

• Assess the extent to which demographic variables have
beenlare taken into account in the development planning
process and comment on the existing institutional capacities
for doing so.

• Assess the extent to which the general political environment
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is currently conducive to the undertaking of a strong
population program.

• Assess the current and/or potential involvement and needs of
governmental and nongovernmental organizations (NGOs) and
private sector community groups in promoting population
policy initiatives.

• Prescribe a plan of action for the next five years that
would address shortcomings and otherwise strengthen the
development planning process in Benin at a macro level.

3. Description and Analysis of Other Donors' Programs:

• Describe the present and future-planned interventions and
activities of other donors which support family planning
activities and popUlation initiatives in Benin, assess their
relevance in regard to GOB needs and their effectiveness in
achieving stated objectives.

• Comment on the complementarity of other donors' efforts and
the recommendations made by the assessment team concerning
future USAID interventions in the population/family planning
sector. To what extent are the team's recommendations
contingent upon assumptions concerning other donors' future
levels of support to the sector?

ARTICLE V - SCHEDULE AND REPORTS:

1. Schedule: The consultancy shall be conducted in Benin over a
5-week period. The contractor shall brief with the USAID
Representive and his designees upon arrival in country to clarify
scope of work and timetable for submission of required reports.
The USAID Representative will appoint·a USAID/Benin employee to
act as the principal contact person for this consultancy.

2. Repor~s: All reports shall be in English, using WordPerfect
5.1., unless otherwise agreed upon by the USAID Representative.
At the end of week 2 of the consultancy, the contractor will
provide, to USAID for review and comments, an detailed outline of
the assessment report. A draft written report of the
contractor's findings and recommendations should be presented to
USAID/Benin, for review and comments, at the end of Week 4 of the
consultancy. The final vri~teD report ("hard" paper copy plUS
computer diskette copy) must be sUbmitted to USAID within 20
calendar days of team leader's departure from Benin.

The following apply to the content and recommendations of the
final report:

• The report shall clearly recommElnd to USAID/Benin ~'1hether,
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given findings on constraints, opportunities and USAID
management capabilities, population/family planning should
remain a Target of opportunity or should become a strategic
Objective in the Mission's overall development program. The
strategic analysis which led to the team's recommendation
must be clearly articulated in the report.

• Each recommendation concerning potential activities must
include a discussion of local USAID and GOB management
requirements as well as an illustrative timetable, and
approximate bUdget (where relevant) for proposed activities.

Underlying assumptions, possible risks, potential executing
agencies (both off and on-shore) and anticipated outcomes
should be delineated.

• The report should demonstrate, by providing a succinct
description of each component, that the essential elements
of a FP program (see Article IV.!. above) were studied to
ascertain strengths and weaknesses. Private sector and NGO
programs shall be considered in addition to the pUblic
sector program. Recommendations to satisfy unmet needs
should specify not only actions which need to be taken (by
sector) but also should suggest appropriate sources (G/POP
contractors, grantees, local resources, etc.) for
implementing recommendations.

• The report shall outline options (e.g., working with private
sector, pU~lic sector, or both) for increasing contraceptive
prevalence'(e.g., promotion of long-term methods, initiating"
postpartum programs, community based distribution,
contraceptive social marketing) and for ensuring quality FP
services in Benin. The report shall propose specific
steps/measures (for each option recommended) to achieve
these objectives under either the Target of opportunity or .
strategic objective scenario.

• In addition to addressing the points listed in Article IV.2
on population policy, the report should include a discussion
of policy initiatives that have been successfully undertaken
in other African countries and which might be appropriate
for Ben.Ln.

• The report should discuss the relationship and overlap
between population/family planning issues and the critical
concerns in the education sector which receive major
attention under USAID/Benin's overall development portfolio;
suggest ways in which USAID activities and management
efforts in the education sector mi9ht reinfo~ce or be used
as leverage to maximize efforts in the pop/FP sector, and
vice versa.
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ARTICLE VI - PERFORMANCE PERIOD:

Services are to start on/about June 27, 1994.
including the complete Draft Report, is to be
29, 1994. The Final Report must be sUbmitted
later than August 19, 1994.

ARTICLE VII - DAYS ORDERED: 89

position

Field work,
completed by JUly
to USAID/Benin no

1. Family Planning Program Management Expert (Team Leader ••• 30
wo=k days, 35 total days)

Graduate degree required and at least 12 years experience in
design, management, strategic analysis and planning, supervision
and evaluation of population/ family planning programs in Sub
Saharan Africa, including at least two francophone countries.
Preference will be given to candidates who have managed
indigenous FP programs (as opposed to donor-designed projects).
Very good knowledge of management information systems (MIS) is
required. Must be very familiar with requirements of USAID
assistance programs, and USAID Global Bureau population/family
planning resources. Must be a team player and be able to
collaborate with and orchestrate work efforts of other assessment
team members, including those who may not be fielded by Poptech
(team may comprise as many ~s 7 members). At.rican national
preferred. . ..

In regard to final report, the Program Manager Expert will have
primary responsibility for writing section on FP MIS, private
sector FP, sustainability issues, and alternative service
delivery systems (CBD, CSM, etc.). In addition, will be expected
to discuss and analyze written contributions of other team
members and incorporate their contributions into the final
"synthesis" report which clearly states whether (and why)
population should remain a Target of opportunity or become a
Strategic objective for the USAID/nanin.

The Program Manager Expert (Team leader) will be responsible for
administrative and logistical requirements of the consultancy
(car rentals, room rentals, hiring secretarial services, faxes,
etc.) and for providing the draft final report prior to leaving
Benin.

2. .:J:BCSp~cialist••• 15 work days, total 19 days

Graduate degree ~equired in pUblic health, communications or
related discipline, with expertise in family planning IEC
programs. A minimum of 10 years experience in FP health
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education and IEC programs including a minimum of 5 years
experience working in Sub-Saharan African countries.

The IEC Specialist will produce a report (for incorporation into
the final assessment report) which describes and analyzes FP lEe
activities (current and planned) in Benin, and makes
recommendations for strengthening FP/IEC in the country.

3. FP Logistics system Expert••• 15 work days, total 19 days

Minimum 7 years experience working in commodity logistics
systems, including 3 years evaluating and trouble-shooting for
contraceptive logistics systems. Must have good knowledge of
pUblic health drug and medical supplies distribution systems in
Sub-Saharan Africa 4nd be able to make recommendations concerning
Push/Pull distribution systems, inventory systems and controls,
recordkeeping ,. ordering procedures, contraceptive l'equirements of
recommended activities, etc.

The Logistics Expert will be responsible for producing a report
which describes and analyzes the contraceptive distribution
system in Benin especially in regard to its efficiency,
effectiveness and sustainability. Slhe will make specific
recommendations, complete with plan of action~ implementation
schedule and approximate bUdget, designed to improve the system.

4. F..ily PlaDDing Training Expert••• 12 days, total 16 day.

M. D., registered nurse, or certified. nurse-midwife with .. minimum 5
years experience in FP training, including minimum 3 years
experience in the development and implementation of service
standards and protocols for FP service providers in Sub-Saharan
Africa.

The FP Training Expert will ~roduce a report which describes FP
curricula content and duration of FP training in Benin (both pre
service and in-service); the number, type and skills of service
providers trained to date; existence and quality of local
training capacity; training plans for new and old service
providers; area and magnitude of perceived needs; and, specific
recommendations, including a plan of action and approximate
budget, for future USAID interventions in the FP training area.

Illustrative Breakdown of Writing Responsibilities for
InfOrmation Which will be Incorporated into the Final Report

C Management and Supervision - Public Sector (Local
re!;Ql}.J;<;~ ~r$on to be contracted directly by
USAID/Benin

o Management and Supervision - Private Sector (FP
Management Expert)
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c

c
c

c
c

c
c

c

c

c
c

Facilities and alternative contraceptive
distribution systems - (Public Sector - Local
resource person; private sector - FP
Management Expert)
Logistics/supplies/Equipment - (Logistics Expert)
staffing - (Public Sector - Local resource person;
private sector - FP Management Expert)
Training - (FP Training Expert)
Information, Education and Communication (IEC) - (IEe
Expert)
Record Keeping - (FP Management Expert)
Quality of Services (dropout rates, new
acceptor rates over time, etc.) - (Local
Resource Person and FP Management Expert)
operations Research (past, current, planned,
needed) - (Local Resource Fc~son)

Cost effectiveness and sustainability
issues - (FP Management Expert)
population Policy - (Policy Expert from CERPOD).
Family Planning and Breastfeeding - (GIN Regional
Nutrition Advisor)

ARTICLE VIII - SPECIAL PROVISIONS:

a. Duty Post: Benin.

b. Language Requirements: Fluency in English and French (3+
level). Reports must be prepared in English in WP5.1 unless
otherwise authorized by the USAID/Benin Representative.

c. Background InfOrmation on Benin will be provided by
USAID/Benin in Cotonou.

d. Office Space. computer rental. secretarial. photocopy. fax.
phone services. To be provided by the contractor.

e. In-Country Travel/Transportation Shall be the
responsibility of the contractor. Approximately 2 weeks
shall be spent visiting service delivery sites and meeting
officials in the interior of the country.

f. Hotel Reservations will be made by USAID/Benin when
itinerary is received from the contractor.

9. Work Week: A si~-day work week is authorized.
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APPENDIXC

LIST OF CONTACTS

MINISTERY OF HEALTH CENTRAL. ADMINISTRATION

Veronique LAWSON, Ministerof Health
Geogette DOSSOU, Cabinet Director
P. Doussou TOGBE, Adjoint Cabinet Director

DNPS

SAP
Cyriaque GNITOUNGBE, Office Head

~

Emile AKOWANOU, Office Head
Mme DASSI, Nurse
Mme DOSSOU, Midwife
Mme KOFFI, Midwife

SSCSH (Hospital and Community Care Office)
Victor HOUNKONNOU, Office Head

SERO
ComIan COMLANVI, Head Manager
Leon KOHOSSi, Cadre

CNHU MATERNITY
Lucie CAPO-CHICHI, Midwife

Central Maternity of Cotonou
Sikiratou GOUTON, FP Manager
Mme BOUSSOU, Social Assistant

CUGO Maternity Hospital of Cotonou
Thimotee GANDAHO, Deputy Medical Director of CRRHD
Lydie KANHNOUNOU, CRRHD Sociologist

-laaune- Maternity of Cotonou
Alfred C. KOUSSEMOU, Director
Beatrice AGUESSY, Medical Director and President of the Beninese Reproductive

Health Research Unit
Alphonse GBANGUIDI
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PBEF
Jonathan BALlEY. Program Manager
Suzanne ZOMAHOUN, Program Manager

PNLS
Nicaise DAVO. Coordinator
Celine SEIGNON, IEC Coodinator

SNIGS
Brigitte HELYNCK, Tehnical Assistant and French Technical Health Assistance

Coordinator
Mathias FINOUDE. Assistant .

Centrale O'Achat des Medicaments (Bamako Initiative Central Store)
Kokou AFOGBE. Deputy Director
Marie Paule FARGIER. Tehnical Assistant

DOSs

DDS of Boraou
Laurent ASSOGBA. Deputy Director
Sylvie AMADOU. FP-MCH Manager
Saloumou ALEUKOUTOU, IEC Manager

DDS of Oueme in Porto Novo
Danielle ACHIRON. Departmental MCH-FP Manager

DPS ofZou
Lucien KOUNIHANDE, Director
Solange OGOUBIYI, MCH-FP Manager
Dominique DD-REGO, Chief Statistician of SSED
Charles da SILVA, Adjoint Director

CHDs

CHDlBoraou Maternity Hospital
Jean KOUASSI, Medical Director

CHD/Queme MaternitY Hospital
Urbain KOFFI. Medical Director
Lucien AKOCHON, Departmental ABEF Project Manager
Jeanne TOPANOU. MCH-FP Manager

CHDlZou
Louis AHOKPOSSI. Director
Adisso VICENTIA, Social Worker
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CSSP/CSCU

CSCU in Abomey
Etienne DOUSSANOU, Chief of Medicine
Josette Johnson, Midwife

CSSP of BohiCflf1
Hilaire DOSSOU, Medical Director

CSSPofCove
Oscar DJIGBENOUDE, Medical Director
Raoul EDEMESSI, Deputy Medical Director
Clarisse SOZONLIN, MCH-FP Manager

CSSP of Glazoue
Anatole B. AKOYI, Medical Director
Therese FAKAMBI, MCH·FP Manager

CSSP of N'Dali
Theophila HOUNOU, Senior-level Nurse
Mme ALYAROU, Midwife
MmeYACOUBOU, Nurse

CSSP of Nikki
Salamatou YOUSSOUFOU, Midwife

CCSP of Parakou {induding members of the COGES
Ali ALAMOU, President
Chabi BOUKOU, Treasurer
Ibrahim COULIBALY, Secretary
Yacoubi BABONI, Member
Bemard GNAHOUI DAVID, CHD Medical Director

ccs

~S of Birou (NikkD
Florence DABA, Nurse
Florenr.e SEGDO, Nurse

CCS of Kpebie (Parakou)
Felicien AZONHATIN. Senior-level Nurse
M-rne. MAMOUOOUrMidwife
Mme ZOUDEHOUGAN, Midwife

CCS of Tchaourou
Salifou KABIBOU, Medical Director
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Fidele AGOSSOU, MCH-FP Manager

CCS of Zebou (Porto Novo)
Laetitia DOVONOU, FP Manager
Aimee DEGNOU, Deputy FP Manager
Antoinette MEDO, Nurse

UVS

UVS OF TAMOUROU (Subprefecture of N'Dali)
Mr OUROUGAIN, First Aid Worker
Mme GANDI, Traditional Midwife

MINISTRY OF LABOR. EMPLOYMENT, AND SOCIAL AFFAIRS

Social Affairs Directorate
Victorine HOUNSINOU, Director of the D.A.S
Louise TAUZIET, Interim Head of the SFPF (Family & Woman Promotion Office)
Pierre C. AYE80A
Z. 8amabe

CPSs

CPS of Contou
Valente TOUSSOU, Departmental Soe~al Assistant

CPS of Parakou
Sidika CHALA
Pauline KOURIKOU GNEN

CPS of Sohlcon
Catherine AGOSOUVO, CPS Manager

CPS of AbomeylZou
Benoite HOUNDIGANDE, Social Action Technician

DANA
Falilou AKADIRI, Director
Makina SEPHOU, Nutritionist
JosephD. HESSOU, Nubitionist
Yessoufou ALAMON, Head, Quality Control Laboratory
Boniface B. YEHOUENOU, Microbiologist, Food Quality Control
Gilbert C. DAGBA
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MINISTRY OF PLANNING AND ECONOMIC RESTRUCTURING

Human Resources and Population Office
Julien GUINGNIDO GAYE, Head

and Pennanent Secretary of the CNRHP
Fran~ise ALODJOGBE, Statistician Demographer
Marc AGONSANOU, Adjoint Cabinet Director
Nicaise KODJOGBE, National Institute of Statistics and Economic Analysis (INSAE)

MINISTRY OF ENVIRONMENT, HOUSING, AND URBANIZATION

Jean-Roger AHOYO, Minister
Damien HOUETO, Environment Director
Marcel BAGLO AYITE, PAE Coordinator

MINISTRY OF EDUCATION AND SCIENTIFIC RESEARCH

Center for Development and Research in Population
Akouma KOUNI, Research Manager
Appolinaire TOSSOU, Demographic Economist
Moustaou AMADOU-SANNI, Demographer
Denis AMOUSSOU-YEYE, Psycho-sociologist

MEPS
Raphael DARBOUX, Corrdinator
Ina BOSCH, \A!HO Associate Expert
Madeleine Anne DECKER, Documentarian

INFRE
lrenee B.D. ZEVOUNOU, Education/Planning
Euphrasie SALAKO, Primary Education Inspector

MINISTRY OF CULTURE AND COMMUNICATION

ORTS
Constant AGBlt'INOUKOUN, TV news chief editor
Martial L GOSSY, Regionai Director
Noellie PatienCfJ LALUPO, Audiovisual Documentarian
Cyrille S. OGNIN, Chief of English Service
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UNITED NATIONS AGE~JCIES

FAO
Jean J. SAHOU, Project Director
Lode DELBARE, Program Officer

UNDP
Babacar CISSE, Deputy Representative
Anne Birgilte HANSEN, Principal Professional Manager

UNFPA
Adeleki Isai ESO, Regional Representative (Bamako)
Micheline ZINSOU, Program Officer in Cotonou
Florentin DONADJE, Program Officer

UNICEF
Alegria R. MENDOZA, Representative
Odile AKPAKA, Education Program Assistant
Andree COSSI, Planning, Follow-up, and Evaluation Assistant
Maria Theresa GONCALVES, Social Mobilization Officer
Aboudou Karimou ANDELE, Program Officer, Health and Nutrition
Michele Akan BADAROU, IEC Officer
Mohamed CISSE, Project Officer, Health

WFP
Emmanuel T. DANHOUNSI, Program Officer

WHO
B. KAMBIRE, WHO Representative, Cotonou

The World Bank
Michael AZEFOR, Principal Health and Population Specialist
Robert LEKE, MCH-FP Consultant Specialist
Aboubacar MAGASSOUBA, Project Management Specialist
Christian LOUPADA, Program Officer

BILATERAUCOOPERATING AGENCIES

The Benin-Switzerland Health Project
Jean Pierre EPAILLARD, Medical Advisor and Programs Manager

FAC
Jean Fran~is LANTERI, French Health Technical Assistance Coordinator
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USAIDlBenin
Thomas CORNELL, USAID Bureau Representative in Cotonot~

Sherry SUGGS, Program Officer
Jean-Claude CRINOT, Program Assistant-Health, Program Assistant-Education

u.s. Embassy in Benin
Ambassador Ruth DAVIS

NGOS

ABPF

Central Office
Francis AVODAGBE, President
Guy KPAKPO, Interim General Secretary and IEC Manager
Hortense AHOUANDJINOU, Health Promotion
Julien AYIVI , Program Coordinator for the Atlantique Department
Innocent DEGBOEVI, Equipment Manager
Lcdovic SAEDLER, Deputy General Secretary of the Executive Bureau

ABPF Clinic of Cotonou
Rebecca GBAGUIDI, Clinical Manager and Midwife
Boniface YEHOUENOU, Administrator
Prudencia TOKPLO, Midwife

ABPF Regional Representation of Parakou
Ibrahim BANIGORO, Regional Coordinator
Diomama LAHANATOU, Clinical Manager and Clinic Midwife
Lahanatou DIOMAMA, Animator

ABPF Regional Representation of Porto Novo
Flavien B.M APLOGAN, Regional Coordinator

ABPFlZou
Akiyo J. ADEWALE, Family Planning Agent

AFJB
GrAce d'ALMEIDA ADAMON, President

Jl.FPJCA.~

Daniel Eric GERBER, Representative
Brownie LEE, Program Coordinator

APFEM
Innocentia GUEDEGBE, President
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I

Mr DjiVOH, Member
Djeffa Village
Ekpe Village

Coalition des ONG pour les Developpement
Toussaint HINVI, President
Noel DOSSOU-YOVO, Technical Counselor
Valentin HOUNSA HOUNSOU, President, GSr:.:C Promotions

CREN
Marie Bottineau, "Terre des Hommes·, BohiconlZou
Martine D'ALMEIDA, Head MCH/CREN, Ouando/Oueme

eRS
Ange TINGBO, Director
Rigobert K HOUNNOUVI, Head, CRSIMTEAS Food and Nutrition Project

GTZ
Emmanuel GBAGUIDl, Project Manager

IBFl\N
Mr MOUDASHIROU, President, IBFANlBenin

ONASA
Benjamin K. SOUDE, PILSA Project Manager

PSIIABMS
Auguste J.M. KPOGNON, Representative
Paige HOLT, Assitant Coo~inator

PANA
Therese KPATINDE, Head, PANA Dasa Village
Genevieve ETEKA, Head, PANA Soclogbo Village
Hounhowedo J. ZOKPEME, Head, PANA zakpota

CREDESA of Pahou
Eusebe ALIHONOU, Director
Thimotee GANDAHO, Deputy Medical Director
Gbangbade SOUROU
Seraphin VISSOH
Marguerite VIGNIGBE, Midwife, Nutrition Education

PRIVATE COMMERCIAL ENTITIES

Pharmacies

Phanna-Quick
Monique SOMDA-CEAUX, Commercial Manager
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GAPOS
Jalilou ADEBO, General Director

Phannacie Tranza in Parakou
Natougou Benoit DAKOU, Phannacist and Biologist

Private HospitalS/Clinics

"Clinique Cooperative" of Parakou
Yessoufou SAFIOU , Deputy Medical Director

Hospital Saint Jean de Dieu of Boko
Edith BIAOU, Nurse

Hospital of SANOU-SEROU in Nikki
Cr DIJKRSTK. Medical Director

Hospital Saint Martin
Guy LAURENT, Mer.lical Director
Alain SANTOS, Surgeon

ORCH
Hospice SECLONDE COMLAN, Director

Food Processing

SUPER FARINE BESE PROCESSING PLANT <Weaning Food)
Rocco CONTE, Director
Robert Z. METOHOUE, Head of Production

OTHER

Muslim Community of Djeffa
Ali Karim BEDOUNOU, Imam
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2. SYSTEME DE SANTE

2.1. Organisation du systeme national de sante
A "I\.ex 3

-- ---:=.

Le systeme de sante est calque sur Ie decoupage administratif. II a une structure
pyramidale a trois niveaux :

- Ie niveau central ou national;

- Ie niveau intermediaire;

- et Ie niveau peripherique.

Ce systeme est resume par Ie tableau n07.

SYsTEME NAT1CNAL OE SANTE· BENIN, , 993.

NIVEAUX INSi1TtJTIONS . $'i'RUCTURES I SPECtAUTESIHOS?tTAUERES ET
I SANITAJRES I,

1_ Medec:ne
I 1- P~iatrie

Minist~re I Centre National 1- Chirurgie1

C~Al. de la SantI! Hospitalier et - Gvneeo~bs
(MS) Uni'..ersitaire - Radielogie

!C~JHU) - LabClratoire

I
- O.R.L, OPH
- Autres
sD~Jit~s

- Mt!decine
- P6diatrie

INTEnMEOIAIRE Oirectien : Centre hoslJitalier - Chirurgie
au d6panementale d6panemental - Gynko-cbs

oEPARTEMENTAL de la Sant6 (CHO) - Radielogie
(OOS) - Laboratoire

- AutreS
sc6cialit6s
- M6decine

Chef lieu de seus- Centre de santI! de Centre de sant" de • Chirurgie
prefecture eu de scus-grllfecture ou sous-gr6fectUre QU • Matemitd
circanscription de circonscription de Circonscription - Radielogie
urbaine urbaine urbaine - Laboratoire

(CSSP/CSCU) (CSSP/CSCUI - Pharmicie

Chef lieu de Camplexe Complexe - Oispen:saire
PEnIPHERIQUe commune Communal de Communal de SantI! - Matemite

santI! (C.C.S.) (C.C.S.I • Pharmacie

Village ou Quartier Unite villageoise Unitlt viJIagecise - Soins
de ville de santlt de samlt - Accouchements

{U.y.s.} (U;y.S.} - CaIsse cia
pharmacie

Soyrce ; MS-SESP

----- -----------------------------------------------



.INr:~AS~l)C":1JRES SANI'iAIReS ~'JeL!CUeS ?AR DE?ARTEMENT .A~
31" 2/93. -

At3cora IAtfantlQUe I Borgou I Mono I Oueme I Zou I B~ln

I
CNHU 0 I 1 I 0 a I 0 0 I 1

CHO Corrlonnes 1 0 1 I 0 I 1 1 I 4

Non Contcrmes 0 0 0 0 I 0 I 0 I 0

CS·S? ou Conformes 3 1 I 3 I 2. I 3 I 6 I 18

CS-C~ Non Contormes 10 13 I 11 10 I 13 I 9 I 66

CCS Corrlonnes 33 I 42 40 32 I 34 I 37 I 21a

OisQenSaire se1J1 13 8 16 2 I 10 22 I 71

I Matemit~ seUIe I a I 4- I 2 I 1 I 1 I 11 I 19

Dispens;a're:5 LsoIes 13 I 11 I 13 I 2 I 6 I 6 ! 51
r

Matemltes IsOlees a I 1 I 1 I 5 i 2 I 2. I 11
I

Canre Psyc:niatnQUe a I 1 i 0 I 0 , 0 I 0 I 1,, l

~e ae ;:IneUm~OlOQie 0 I 1 I 0 I 0 I
,

I 0 I ?..
Ca1tre de trartemern 2. I 1 I 2 I 1 I 1 I 2. I 9

anti.;~ore

Infirmeries SCewres 0 I 12. I 4 I 1 I 10 I 0 I 27

UvS 122 I 11 I 76 I 2.5 I 17 I 62 I 313

UlS d'hospitalisatlor1 310 6<JS I 145 I 108 I 4.32 I 311 I 1912

Uts de Matemn6 345 494 230 I 235 I 5S9 I 4-14- I 2287

Soyrce ; SeS?!MS

Le secteur prive peut se subdiviser en 2 categories : Ie secteur prive a but non
lueratif (hdpitaux confessionnels ou associatifs) et Ie secteur prive a but lucratif
(cabinets prives).

La situation de ce secteur prive a but lucratif est difficile a cerner avec
exactitude. En eftet nous assistons a une proliferation des cabinets medicaux,
cabinets de soins et cliniques d"accouchement depuis 1987, date a laqueJle Ie
recrutement CfU personner crans'ta fonction· publique Sdninoisea ete' gate.
L'lnstaJlation de ces cabinets et cliniques ~tant souvent anarchique et sans
autorisation du Ministere de la Sante, it n'est pas possible, surtout dans les
departements du sud au Ie phenomene est tres important, de ~onner une
situation exacte sans un recensement des formations sanitaires privees. Les
chiffres que nous presentons sous estiment done tres probablement la realite.

0-3



'J ,.1 .f.. 1".::'

IJIiOI)IJ "('S GON'I'IiAG":I-''I'1 ...S CClMHAN nl-:s ":N , 993

II
i

II
II II

DR. t.P. OP. II N' Hem OP. (:oIDID:l.nrlp. NR.tn rp. rill IJroriu it. Qt.P. 1:0111: II
1ip'<:PoP't. ; on II II

II iI
II II
II 1/
II II

.In i 11 P.t. 1!19:~ II lJ.O, '1'(:-1'9:'1-95 nO!i!iS !iOn \:01 i ~ rip. 147 r:ononms 7:'1500 1.290 5i II
II "" 12 Ho...hro 1Q9~ II

iI
I 1/I

II I ' Mi~ro~ynnn :'10 10:1> 10''': 7000 II
II I TAH :1 x 2~ II
II I II
iI I

":II~ynon :10 10:1> 1''':
I 7000 41,922,56 s I

II I . I
TAH :'1 x 2A I

"'R. i 19S:1 II !J.O. i,H-Io'9~-95 00025 I
Nori~t.p.rllt ~mJ'lolJlp.~ I :100II I

II II 100 x 1 ml I I
I II

II II Mi~rollJt. Tllhlp.t.t.p.~ I 111 iIII .
II iI 100 x :15 I \I
" il I I IIII Int.rllllt.p.r i nPo Contrllr.p.nt i vP. I
II cfp.vi~p. I I
II Or:t.ohrp. 199:~ IJ.O. w-Io'9~-9!i On02:l I :loon I 1 ,92n Si

I I

II
rill 07 MR.r~ 199:1 \. CUT :lAO A I I:1000 1 ,:120 Si

II
II \. CllT 200 H I I

II I "j

/I II IHnp-t.on I I II
II Io·p,vrip.r 199:'1 lI!J.n. "(;-Io'9:l-95 00!i5~ of 12 vlu~inR.l I :l000 I R.!ifiO $ III JJR.~kR.l(p'~ I I 1/
II " of 12/11/9:'1 I t.R.h 1P.t~ I IIiI II I I
II I( I I I II
II " I I I II
li It t I I II

" I I I II

" I I $
II

TOTAl.

II I I \55 ,OOR. 56
II

II I ".- I I"!i! I' r
II.. /~ ),-],"" II

II I 'I I II

" I , I !1



C
-)TA'l'UTS ~E Lt'o C<ITP';.LE D' ACHAT ~ES l·IEDIC~ L.NTS- ,..
r r::r.S'atTL'!L.S 'E"]'·cor!.SOr,j!.i\BLES HEDICf~UX

CHAPrn;:E F1\"EHI~ DE LA DEFWrTIOH, DU SIEGE SOCIAL. DE L 'OBJET
ET DU CAPITAL SOCIAL

. .~

ARTIQE lER:

ARTIO-E 2:

ARTra.E 3:

ARTIa.E 4:

°ARTIa.E S:

ARTIClE 1:1':"

Il est crl!e en Rl!publique POjJulai~ du Benin une Centrale
d'Achat odes N~icaments essentlels et ConSOCl.Glables cedic:au:c
dans 1e cOadre. du F:"OgraJlUlleO de Qeveloppet:lent des Ser-vices de
Sant~.

~ Centrale d'Achat est dotee de la personnalite civile et de
l'autcnccaie financ:it!r-e.

'.."..'

Le sit!ge social de h. Centr.a.le.est fixl! ~ Cotanou. 11 peut
etre transfe~ en tout autre .lieu du terr-itoire national.

La Centrale d'Achat a pour objet:

- 1'~provisionnecDent en ~ica.Dents essentieis e~
consOGiUbles Edic:mx des forcaticns sani tai~·c:; pcl:liques et
privees ~ but nen lucI"atit.

- la passoa.tion ~ l'intel"ie1:lr et a l'etc-angel" des c:ollllllatldes
~~ des foum isseul"S

'"
- 101. c:ecsion .t un prix Scc~.ll.aaa.iS ~.w'Ier...teur pour la

Centroa.le aux 'fONlatiO"lS sanil:aires publiques et privees "
but non luc:ra~i'f des objets susaentionn~.

,0

le ~leaaent jntl!rieur de °1• Centrale sera l!tabli POLl' 101.
Dlrectiata et scuais au Coed tl! de 6estien pour fixer les
c:onditions d~s lesquelles 101. Centrde effectuera les

° ~~rations correspaadmt c\ son obje.~.•.•0. ...

. .
les ressources de 101. centrale SQClt C:iJnsti tu~es par:

- une dotoa.ticn .in-Hide: en nUGlel"aires au .edicaaents cais c\ 1a
disposition de 14 Centrale par les bailleurs de fonds

- loa valeur des iMeubles .is c\ la dispositicn de 1a Centrale
d'Ac:hat par l-Etat '

- In r-ecettes issues des cessions de aal!dic:ac:. its

- des produi ts des p lad!lIents de fends

- des subventions
et toutes autres r.r.ssourc:es attribu~es c\ la Centrale par un
OLcte international au u~ texte l~9islatif au rtgle.entaire.



OWITRe: II

AATICLE 7:

~RiICLE 8:

ARTIClE 9:

DU COHlTE DE SCSTHlN

La Centrale d'Achat est adlllil1istr~:::!par un COlllite de Gestion
investi des pou,,'-cirs les plus' ~te:'1G:.Js ;:lour agir en toute
circonstar~e au n~ de la Centrale. Illes exerce dans la
lilllite de SM objet.

le Coaaite de G.:!stion .. nota::.=l:nt liE'; p.:-t..:...Cil'S ::...:i"';':l~'" .;;.:-,:'
l"~UQeratial n 'est pas lilllitative:

- il elabare 1a politique generale tie la Centra.lei
I :
I . I

"- 1i ~oit direc:tecent CCGUllunication. des rapports
triClestriels annuels et delibl!re .\ ·ieur.sujet;

- slJr- proposition le Cocaite de Gestion exui;:2 9~ approuve
chaque aMee:

it l'~tude previsionnelle sur les perspe-_. ~·.cs
d'.ctivit~s de la. Centrale pour 1"exerclc2 s;.avanl:;

.. les cCimptes de 1 'exen:ice ecoulei

- ~1 propose par-'un rapport.motiv~ ~~~tes modif;cations :~=

statuts Qui lu.i paraissent utiles au indispen;ables po.:r'
Jssuri!r Ie bon fonc:tioMement 00 Ie develoPPelIent de 10

dentrale• ./

-- h proc~e au contrele et donne Sal avis sur ~es procedures
~ ·.u:h.ats y cocapris la N!9ulari te de celles-ci'f les ChOLX des
cl1-ents et il apprcuve les prix, assure la gesticn
at4rielle et fl~il!re des lIledic~ts et ordonnance de la
anit!re et awe conditions qu -n juge ccnvenable les
controles, audits et inspections apprcpril!s.

- 11 exerce toutes actions jUdidai,-es, tant en dem.ande qu"en
d~fense,-.

.. ,
Le Co.it~ de gestion se ri!wli t chaque 10is que necessaire en
tout une fois p.ar triMstre 15 jcurs avmt le sessions du
~lIli te de revue. En taut ~tat de cause i 1- es~ tenu de se
r~ir:

- une 10i5 dans les tnJis llOis prk~d~t la fin de :. 'exercice
pour e::aainer Ie praQrUllle et le budget de l-exerc:ice ~

veniri
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Retro-snigs
Bulletin trimestriel d'informations6pid~miologiques et statistiques du ministerede lasant6 du B~nin

-~~'(,.',; '''\,..if 'l~"'\f. ' " '--, -,' ,1 )' J..,
~r,,,,,:,~:r. ~. " J~ . • . ' . . ' -, ,. • ' '., Inume. llUUh:ru _ .

Devaluation du FCFA et approvisionnement du Benin en medicaments
Au l~ndemain de 1'8DI1OIlCC de]a 4 f6vrier 1994, c:ertaiDs patteDai- La mise en oeuvre de l"ensemble
d6valuaDondufraDcCFA..leGou- res au dbe10ppement du sccteur de ccs mcsures par la Centrale
vemementb6linoisenaccordavec de 1a saot6 ODt d6jl aDDOnc6 des d'Achat a pennis jusqu'A~
les bailleurs de fonds, a pris]a inlemi.ons de CODlIibuUoDS finan- d'assurer 1a disponibili~ sur I'en
~ision de bloquer, pourI'~ ci=s A1a recapilalisation de Ia semble du tenitoire Dalional des
1994Iesprix de cessiondesm~- CeD1Iale d'AcbaL m~cameD1S de bonne~ lun
cameD1S essenIiels au niveau de ]a A cc jour, la Centtale d'Acbat a prix abordable 1 la majori~ des
Centraled'Acbatetdes fomlaJioDS ~jA obtenu pIusi~ subVentions populations.
sanitaires pUbliques au tarif de pour faiIe face 1 ses commandc:; Ceci a 6t6 facile au BWln.
1993; Ceue mcsw:e salutaiIe cIe- urgentes. rmdnes ~essams par cootrail'ementauxautrespaysclela
vmt pem1etqe de retaJder 1es ef- Ia fone augment¢ion des ventcs zone, grIce 1 un atout majeur :
lets douloureux de]a ~alualion depuis ladtvaluaJion: l'existeDce d'UDC stn1CtUre unique
sur eeue gamme de prodDits et de -1S0miDionsdeFCFAdclaFr.mce d'approvisimmemeut d11 pays en
garandr lUX populations les pius ~ja~etutili*pouradJe- m~cameuts essentie1s : la Cell
dUavons=;r~ fiDan- terlesm~cameo1S lPbalmaquick. trale d'AcIJat.
ci~ <It: ccs m~cameors essen- - 250 millions de Fa:A, promis Toutefois, pour assmer que rim
tids. par Ie Danemm. en cours de pactde ces subventions atrelgDCDt
Cette ~cision IeVient 1 subven- dkaissement. seroat~ pour effectivemem les populations ~
tionncr Ie prix des m~caments l'acbatdessolutionsdeperl'usionl ~ciaires. a,est urgent que les
g~riquespourUDmODl3Dt~aU Bio-B~ autorit= sanitaires renfOrceDI Ies
leur valeur nominale en FCFA, -200miDionsFCPA,promisparla actions de sc:nsibilisad.on du pu
puisque 1ad6valuatfcndevaitcon- Suisse etqui seroot~ SODS bUe, de conttOle ~maJique des
duire grossi~ent 1 un double- peu.seront~pourl'achatdes cemres de sanl6 et 6ventuellement
ment du prix d'acba1 des produits. consommablesm~caux. I.e teSte dcsmesuresdesanctionsdesagems
Pour permettre 1 la Centrale des besoins finanders sera foumi de~ en cas de d6viations qui
d'Achat des ~camemsEssen- parlaBanqueMoodialesousforme ~entnulslesefl'onsentrepris

tiels de laire face aux cons6luen- de atdit. pour garanlir Atous des soins de
ces de cctte~on etde pouvoir En outre Ie Gouvememem a 01>- quali~ Aun coOt abordable.
saIisfaire l'augmenwioD de la de- tenu de 1a France une subvention Entin, Uest oppomm de convier
maude pour ccs produits, qui dolt de 200 millions de FCPA pour 1a cbacunloeuvrerdans Ieseas de 1a
erl reswter, 1a Centrale d'Acbat ~ation. au niveau de laPbamla- ~lltiondecejoyauqu'estpour

aura beSOfudYim appoitfiJWiCict CiedifCNHU;cl'UDellDite de" ces-' ·le Benin; fa Ctnbate d'Adla£ des
supplbnentaire estim.~ pour I'an- siondem~camentsessemidsgE- ~cameots Essentie1s. Ceci De
n~ 1994 1 1,6 milliard FCFA. ~ques et cc daDs Ie souci d'ac- sen possible qu'Aun prix : renga
Ceacsommeluipermettradereva- croltrclacouverturepbarmaceuti- gement de tous pour Ie
lorisersonstoek,revalonsersatre- que de la ville de Cotonou. renforcement de l'autonomie ft.
sererie et compenser Ia perte en Par aDleurs, Ie Gouvemement a nanci~re et de gestion de la Cen
chi.ffred'affairessursesacbatsqui ~vu une enveloppe de 200 mil- trale d'Achat, conform~ment aux
seront vendus en 1994. lionsde FCPApourl'approvision- Jtsolutionsdes~delaSan~

ConfolDl=emaux resalutionsde nementparlaCentraled'Acbatdes de la Zone Franc 1 Abidjan Ie 18
la ~union de conccrtation des officiIles priv6:s en m~camenlS mars 1994.
bailleurs de fonds. teDue l Paris Ie essentie1s ~~ri cs.

0-8



~

~

4 ••

. :Ii
..0,·

RAPPORT. AHHURL: 1 9 9 3. .

D-9

f'

SIl'UATIOf{ DES SORTIES DBS CONTRACKP'l'IPS

1800.

1000

1800

68 /1}

240C

66'1)

1200

289

5000

2001

tHy!)

1200

8&3
1258

9}48
1~68~l

.
4097: 3000

~19 :
2439 ;

53445 : 201200

~ 1~4oo0 ~ 266303

:SIOC1<S :RECUS :TOTAL. : SO; R T I B S
,:DE&Tr :PElIDAHT :DISPONI-: '.':.' .
:PERIODB:LA PKIUo-~BLE :AUTRES ·ACCEP/APp·P·t7'DD'Un'I" ·DONS! .1J"O't.1'T1tl''' PRIX' UNI :, : . S'J;'9gC, •• ~.&... • VW1.&.~ • TIHJHTOO'TQTAL:' PDf"

:OB : :AGENCES :GRATUITS :PBRTES :F.crIAHTIL. :CLIBNTS ;CO~C~' :wrr.rns:·;sQRf·IBs PimI·~··____• • : :. : .' : .. ' .... ....•. . :.;,. .-.:.....:;fX.-·,
16191 : 392 : 296': . - : i - : 9990 : 111,}'7 ;1112625; 10678': '~:':;;B1S
7089: _ : 147 . : _: - : 3878: 106,10 : 411490: '402:5.. ' 3064· . . . .. . ..
8571 : 39':":: ....,6~ ;:.:~:. .. ~"" - .... ':~~i,~;It,t!+.;·:i : 108, 11::.jk~8804~~:~~f 411:§.~· 38551i
2063: _.: 79' : -' - : 1446: 115,28: 16670<'-;' 1525~" 5}~
2258 ~ 13;.. ·2Z·:.::.i:' -: - ~ 11.91~:: 120 ,l!3~~" 1432~9t .:•.1~.?~ ~.-' 10·'
3000: _: 111''': _: - : 2445: 105,?o·:2584·Si2t'·· ..·2459 f 541"

• : :. : : I .. ;.... ~'. . ~i·· :: - . : : ~
289 : _: 2~: -: - ; 267; 153,?4 -.: 410 59Yf ,2~. - . -;:. ,.

3801: _: 1~' .,~ ,..: .• : .-!- : 1844: 108,9C!::·~.~O~50.. ;~~· . .~1~t 1 1941;
3006; 197 .:.;" 29 .:;:.~ .;~ ..::. ~ .'~. 936:, 48.4,·85.;,:,·.4.2574P::fl?·:;\16~~ 1S4~~

• . ~ ";:.:-:::- .. ~i.~ .' ..... .• .' I'''!'''. • ...•. .. ... ,,·.;:::t:. .e!:~· ~.:

7097 ; 696 '::~. ~ 60 ·:~r~.·~· .' 9":' -. :.;.:~: :. ?prn .~1~!::1":::~~75?J;: }9~. ~ 3148
}O19: 2042';:· 70 ;>:X: 3;7'; -;:: .' . -570 : . 123.9185~.'~136~~'· 301'~' it ~..:· . '. . ;.:.::' '. i' '':~ ....: ". '.... ~,.:.. ·"1 ':, . :1- ., •.
2439' 1219:. 4? ::'::. r: ; ; ~'.': 680.: 2111?~:"''l44ba<;f1'''' 194~~; 49}: : '.: . _ • . • ......: '. .:'f.'-'. 0 .. :i~' -#1 ' - o' •

254645: 56200 ~.'.. 4822..;'::;'" .~:: .;. . .1 :';,; 44951 ; :1~..~f.~~;::f~?~7~: 10~9 ~ "1;14~?~ r
3803ln: 103742":: 194}2 .·r -.': - : 58586: 10~Q~~t~7}cgz:·f;i8~7 ·3i19854~.r.

• ,: . . ,::". :, • .: ,..;.,..:::.~~..; ;'.'•.-!: {'~.':'.~ ,;.; "'. . ';;
.• . .e" • • ' ~;: .,.'p'.-'" "'l:'~~(,"; .,' I'i; {f ~ I .., :",j, .~. .;. '. . '.i.!~;h.· , <i',: (,,~;.I' .'.:;

o. ~ ....

. . ..' .:;:. ~.' I: ~~.,..
~. . : .":. . : .

___: I : : I : ".:,

., ~~r;Iij(~~dD~. .. :':~~~!':::':'~+'., ..:: .
Suite a 1iharlll(1nisatinn des prix des pmduits cnntraceptifs, l' ABsoci.~tfon a connu deu.A:·p:~riC)d·eS'·:d.e.;v~.D..t~.~."w.:/:
cours de l'annee. Ainsi les prix unitaires de vente t:1'nnt pas ate identiquesda,ns. tou~.es les AntenneB~·:;P'ilr:',:~··.~·
ai).leurs chaque Antenne a accorde une cnmmissinn sur vente de 10 % Ii ses clients. C' est 'ce qUi juetifie tes' ,
preaents prix unitaires moyens.- " .. . "

COlITRACEPTIFS.

APF: A.B. P.F'. UP. '1186 CO'l'(lt\'OU

(HEP. llU !n~ IN)

NORISTERAT

••1.

EUG'!!~orl 3c ill Fe

OVIlAI. 28

·DIU Copper Tcu 380 A:

~1ICOOGYNON 3c En Fe

If mOYNON fll i-e

"OVRE'l"l'E

EXllJ'l'ON

i.o FEMWAL

.NO:i>E'ITE 21

: ;

I':·OOMMENTAIRES

DELFEN + APPLICAT.

KOHOMEX

-:CoNCEPTOOL COMP.

';:~NDOI-lS.. ;;~.\.,
" ,

~

~~
~
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1/!30il ~E c-or1i-iANDE ~ tr;;r/rrr
LIONE BUDGETAIRE 44

$ us 50 000 -
___ e e_e ... . . . . . .

DESIGNATION QUAJ.'ITITE CONDITIOGN"Et1E~~T PROVENA1~CE

!v!icrogynon 5 000 Botte de :; p~aquettes Schering AG Post

Eugynon 2 000 11 " " Fach 650:;11
D '106 Berlin

65 w

Tember WEKE
Speton 1 500 Botte de 12 comprimes P.O BOX 2269

Narburg
Fed Rep of Germany

Latexprophy SEOHUNG Industrial

Latex 2 778 Botte 144 unites CO, LTD KPO

Condoms BOX 721 Seoul
KOREA

... ......
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PSI/Benin
Condom Social Marketing Project

Distribution System

PSI/Benin's distribution system is key to the project's success, and has
systematically disseminated nearly 4.5 million condoms throughout Benin in
only three and a half years. Although the project relies heavily on educational
and promotional activities to create demand for the product, it is the
distribution system that meets this demand efficiently.

The sale of Prudence condoms starts with a pricing policy that gives incentives
at evexy level of the sale. The price breakdown is as follows:

Distributor's price:
Wholesaler's price:
Retailer's price:
Consumer's Price:

20 F CFA/packet (of 4 condoms)
30 F CFA/packet
40 F CFA/packet
50 F CFA/packet

At each level, the vendor is recelvmg a commission, while still leaving the
consumer price affordable to the entire population.

PSI has its own distributors and wholesalers who are largely responsible for
product distribution, and for whom a system of quotas and bonuses is in place.
The distributor for the North (based in Parakou) has a warehouse where he
stores a two months' supply of product, and comes to Cotonou to restock evexy
other month. He is responsible for the Borgou, Atacora, and Northern Zou
departments, and has two salesmen with mopeds who follow the distribution
system, restocking in small supply and alerting the distributor when a larger
amount of stock is needed for a client. A Southern distributor is responsible
for the Oueme (outside Porto NO'IO), Mlono, Atlantique (outside Cotonou), and
Southern Zou areas. Both distributors make sales tours each month, focusing
on one department or region at a time, reaching both major cities as well as
villages. Two other salesmen, equipped with mopeds, are responsible for all of
Cotonou and Porto Novo.

Additionally, PSI works with outside distributors such as private
pharmaceutical wholesalers like SOPHABE and GAPOB, and a major consumer
product distributor, the CFAO (who supplies the COOP, Benin's only chain
supermarket with outlets nationwide).

----Non-=govemmetital organiZations" nave"a!sobecome an integratpan of the-
project's distribution system. Several NGOs in Benin provide assi~tance in
some way or another to the public health sector, and have collaborated with
PSI in disseminating condoms and AIDS information. TheseNGOs include
ABPF, OCSD, GTZ, UNHCR, Survie de la Mere et l'Enfant, and the Red Cross
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Nom de Ia formation sanitairtl : Mois de 19 ..

TOTAL O'ACCOUCHEMENTS .

ACCOUCHEMENTS EUTOCIQUES .
ACCOUCHEMENTS DYSTOCIQUES ..

dont :

. CESARIENNES .

. FORCEPS ..
VENTOUSE ..
AUTRES ..

TOTAL DE NAISSANCES VIVANTES .
MORTS-NES ..
ENFANTS NES VIVANTS DE POIDS<2500 9 .
AVORTEMENTS .. .

OECES MATERNELS .

OECES D'ENFANTS <07 JOURS .
PARTURIENTES EVACUEES : ..

HOSPITALISEES ..
JOURS D'HOSPITALISATION ..

REPURUgUE DU BENIN

MINISTERE DE~SANTE PfJBLlQtJE

DEPARTEMENT DE: .

C.C.SJ CS 'SP • CS I CU 'C.H.D. HopilaJ priv~/CNHU

RAPPORT SUR LES ACTIVITES

DE MATERNITE

(C 6)

RAPPORT SUR LA SANTE MATERNELLE ET INFANTILE
CONSUL TATIONS

DES MERES CONSULTATION DES ENFNlTS BAINS

CONSULTATION calSULTATICH DE PLANNING
PRENATALE POST· NATALE FAMIUAL 0·11 MOlS 12 ·35 MOIS

NOUVEAUX (ELLES) calStJLTANTS res)

ANCIENS INES) calSULTANTS (ES)

TOTAL DES calSUlTATIONS

~RE DE GROSSESSES
It RISQUE OETECTEES

NOUBRE DE CAS AEFEAES

RAPPORT SUR L'ACCEPTATION DES METHODES CONTRACEPTIVES

METHODES

ACCEPTANTES CISPOSmF CONTRACEPTIF CONTRACEPTIF 'CITE
INTRA· UTERtN ORAl. INJECTABLE BARRIERE'

(O.U. ) (C. 0.) (C.INJ,)

NOUVEu.ES ACCEPTANTES (1)

ANCIENNES ACCEPTANTES (2)

ACCEP'TMITES ~LES (3)
_.... _..• -

AABET9 POUR : HOMBRE:

• DESIR DE GROSSESSE .............................
• GAOSSESSES A~CIOENTELI ,ES •••••••••••• 04 ..............

• PEROUES DE VUE ............................
• ABANDON ............................

Signature
D .. Nom ..
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FICHE DE STOCK N- (A 3)

CSD ccs _

Article _

.,
Stock de Securit8 _

Forme Dosage _

Point de Commande _

Dill Pm • Dest • A,aries Entrees SIlrties Stock
Date de

Observations SignaturePeremption

-



,~ "- RUBRIOUeS
-

.DISPOSITIF INTRA CONTRACEPTIF ORAL CONTRACEPTIF
"- UTERIN (0. L U.) (C. 0.) INJECTABLE (C. INJ.) ARRETS POUR

-"'~ NowI", AnclennI, AccleplNl'" NoweIlN Anc:....... AcclepCanla' Nouwlel Anc:lennel AccepIInlal DtIlr de 010...... PIIl11iJ de Abandon
~AHI"""ES ICIClIPtarlru.cceplen1lLl 10"":11 lICCIplNl"l~ Io~ eceeplanlel IICQlIplanlll Iolalu Clro"lIH Aoclden..11 ~

._~._.-

._--._-

......__ .._.. -

--._-.-

_._- ..

_._ .....

-- ,
t

- .._..-

-_..__ .

_...._.
-._. -

_ ......_-
Ensol.bIo Sa.;:o-PI"eclUll
au ct. II~paIlemem :.

..;;;;;;..- i

Nom

MOIS DE : 19 .

(C 10)

Signature
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RAPPORT DE SYNTHESE SUR L'ACCEPTATION DE METHODE

CONTRACEPTIVE DE" : .............................................................•..........

• Rayer t., mention inutile

Dal'!

,)EPJo,R"' EMENT DE : ;..•...._.

IU:lJl1H(IQUE IlU Rf.NIN ;
- I

"'NIHUE IJF. I.A SANTE PU....qUE

~~



1II·I'lIHI ItJlIE UU OF-NIN

\lI'\IS Inil" U~: I.A SANTF. I'UBI.IQl'F.

DEP/,R'I EMENT DE : .

(C 9)

RAPPORT DE SYNTHESE DES ACTIVITES DE MATERNITE

DES FORMATIONS SANITAIRES DE :

Mois de : ........•.•....•...................... 19 .....

~~

r"~
-

RUBRIQUES ACCOUCHEMENTS NAISSANCES
"-. VIVANTES

DECES ll1l1r$ Ull
UYSTOCltJUllS TOTAl. Enfanl$ Tnlal MORTS AVORlF.- Parlu- hosl'i- d·hos· de

EUTO BUNT: UES nes vivanls IIcs NF~c; MHNTS Maler· F.nranl rienles tali· ..ilali- Maler-
l-lIltt-11\nON!' ellJUES A("("Oll· I'llids nail' ncls <7 ~vacuiel Ices salinn niles
S!\NITAmFS Ccsa Fllr- Ven· TO· em:.- iuL- SOlIll:es jnllrr

riclI' l"l'PS h,", AIIIIC, TAl. MI·NTS 2~(KI" vivilliles
lies 51:

~._. . .. ..

-'-
--.
--
-_.
_._.
-'--
_.

-'-'
-'-'
1---._-

_.-.
En'=III"I~ dc ...........................===,-_...-.--.

......
Signalure

t)a f ,- : •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• Nilin : .
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BENIN
STRENGTHENING OF FP LOGISTICS

July 1994

US$ OOO's

COMPONENT 1995 1996 1997 1998 1999 TOTAL

7347572164181242TOTAL US$

I. Manageme(lt (MOH/DSFl 100 100 50 250
e.g., FPLM, i~cluding:

-- Resident Adviser
-- Training
-- MIS
-- Technical Assistance

II. Consultanc;;ies
1. Cost Recovery/Client fees 20 20 40
2. MIS 20 10 30
3. Storage Facilities & Stock
Control 20 20 40
4. Distribution study 15 15

III. Distributign 57 61 64 67 70 319

IV. Data CollflctionlAnalysis
(ABPF) 10 10 10 5 5 40

---
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CIR CUlT

PBEF

DDS

NlVEAU ACHA'1' DE HEDICAHmTa ESBEli'1'IELa '

RELATION ADiINISTRATIVE

} Relation adninistratiV8

J r P p FB P F
- S E A '1' 8

CRiDESA
( .) ,

P 8 I

P III L S

I >CLINIQUES E'1' CENTRES INTmRES

D'APPRO

VISIONNE-'

KENT
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D N P S : DIRECTION NATIOOAlal: DE LA PROiECTlOO
SANITAIRE

D P H L : DIRECTIOO DES PHAllMACIEs E'1' DES LASO
RATOIRES

lES ORGANISMES..CI - APRES :

( .) - C RED E SA: CW2:ku: REGIONAL DE DEVE
I.DPP~T sANITAIRE

- PSI I POPUL.ATIOO SERVICES INTER 
NATIONAL

- P N L 8 : PllOGRAHM& NATIOiAL DE
LU'l'rE OONTRE LE SIDA

( Approvieionne_nt I tant 1'1. B P F que les
communautes ).- •



1.- ORGANIGRAMME DU M£NISTERE DE LA SANTE

MINISTRE

Consc:iIJcrs
Tcclmiqw:s

1.-

D N P S: DIRECTION NATIOOALE DE LA PROTECTION SANITAIBE

DIE H: DIRECTION DE L'INFRASTRUCTlJRE, DE L'F,QtJIPEHQiT ET DE LA KAIN'mIANCE

D H A: DIRECTION DE L'HYG:mfE ET DE L'ASSAlNISSEKENT

D P H L: DIRECTIOO DES PHARMACIES ET DES LABORATOIRES .-

2.-

P B E F : PBOJET DE BIEN - ETBE FAMILIAL (PROJET GOUVEBNEMmTAL)

A B P F : ASSOCIATIOO B:DUNOISE POUR LA PROHO'nON DE LA FAMILLE ET SES CLINl~UES

I P P F : FEDERATION IN~ATIOOALE POUR LA PLANIFICATION FAMILIALE

SEA T S : PROJET D'EXE'ANSICfi ET DE SCOTIEN 'lECHNIQUE AUX SERVICES DE PLANIFICATIai
FAHILIALE

DDS : DIBECTICIi DEPARTEMENTALE DE "~ ",SANTE

OR D LC!1ImE BOSP!'l'ATTr:"O m:P~'rAI.

CSSP

CSCtJ

C C S

cmTRE IE SANTE DES SCUS - pREFECTtJRES

CiNnu; DE SANTE DES CIRaJNSCR!PTICfiS URBAINES

cmTRE COMKtlNAL DE SANTE.-
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APPENDIXE

ETHNIC MAP OF BENIN

KEiou.. Boldface town = name of
town and "klngdom" or
seat of a "king"
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