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NIGER FAMILY HEALTH SERVICES PROJECT: PHASE I 

EVALUATION OF FAMILY HEALTH MOTNATION AND REFERRAL 



SUMMARY 

Use of modem contraceptives in the African Sahel remains low. However, in a 
community-based knowledge, attitudes and practices (KAP) survey conducted in Niamey, 
Niger, two years after the initiation of the first public sector family planning program, 
contraceptive prevalence was found to be higher than expected. Prevalence of modern 
methods use was 8.5 percent among women aged 15 to 49, and 9.7 in the subgroup 
currently in union, possibly representing the highest level in the Sahel at the time. Over 
75 percent of adult females knew of at least one modern method. Among males, 58.9 
percent knew of the pill and reported use of a modem method by the respondent or 
female partner was 11.6 percent. Radio and television had reached a larger proportion 
of the population than had the more traditional method of communication, the 
community meeting. Focus group data reinforced impressions that the concept of child 
spacing and contraceptive use are accepted. 



INTRODUCTION 

The franco hone Sahelian countries of Africa1 have very low rates of modem 
contraceptive use! This has been attributed to many factors, including the economic 
value of children; the desire for multiple offspring because of relatively high infant and 
childhood mortality; government policies inimical to contraceptive distribution (the French 
law of 1920, prohibiting contraceptive promotion and distribution, remained in force into 
the 1980s in all but one of the Sahelian countries); conservative attitudes towards the role 
of women; and the lack of family planning information and services. This report, which 
summarizes selected findings of an operations research project conducted in Niamey, 
Niger, suggests that as changes occur in the factors above, including family planning 
promotion and availability, increases in prevalence rates may be expected in the Sahelian 
region. 

BACKGROUND 

Niger, a landlocked country with a total estimated population of 7,200,000, is 
experiencing a rapid rate of natural population increase. Based on preliminary data from 
the 1987 national census, the annual rate of natural population growth is approximately 
3.1 percent. Niger is one of the poorest countries in the world: the World Bank 
estimated that the annual per capita GNP in 1986 was $260 US. Economic problems in 
the 1970s and 1980s, engendered by the oil crisis and severe drought, have led to the 
recognition by Nigerien policy makers that already inadequate social services cannot keep 
pace with the growing population. This realization, and a growing appreciation of the 
health benefits of adequate childspacing, are resulting in increased family planning 
services within the public sector. The Law of 1920 prohibiting contraception has been 
abrogated and Niger is developing a population policy. In November 1984, the Ministry 
of Public Health and Social Affairs (MOPHSA) instituted Niger's first official family 
planning program. 

Program initiation was vigorously encouraged at the highest level of government, 
including the Presidency. The program was initially conducted solely in the capital city 
of Niamey. At that time, the program's focus was the Centre National de Sante Familiale 
(CNSF), the National Family Health Center. Located in a residential neighborhood, the 
CNSF serves as a family planning clinic and is the primary family health training and 
research center for the country. 

Prior to the inauguration of the CNSF, a small number of private and public sector 
physicians and midwives in Niamey had offered limited family planning services, 
consisting primarily of oral contraceptives. At the time the CNSF opened its doors, the 
ministry requested that all other public sector family planning services be temporarily 

'Burkina Faso, Chad, Mali, Mauritania, Niger and Senegal 

'Modern methods as defined here include oral contraceptives, the IUD, injectables, 
female barrier methods, condoms, voluntary sterilization and modem natural family planning. 



stopped, in order to permit the Center to consolidate program planning, service delivery, 
and training for family planning providers. Consequently, the CNSF became virtually 
the sole source of public sector contraceptive supplies in the capital city until 1987, at 
which time limited services were decentralized to maternal and child health clinics. (In 
the interim, an unknown but small number of private practitioners continued to provide 
contraceptive services in an unofficial capacity.) 

During its first two and a half years of operation, the CNSFs staff of trained 
midwives, backstopped by physicians, offered oral contraceptives, injectables, IUD 
insertion, male and female barrier methods, and referral for tuba1 ligation. The latter was 
available for medical reasons through physicians working in private and public sector 
clinics. CNSF medical and social senrice staff also provided gynecological and limited 
pediatric services; conducted contraceptive service delivery research; and participated in 
family health information, education and communication (IEC) activities. The IE&C 
consisted of two major approaches, a mass media component and community meetings. 

In the mass media approach, CNSF personnel gave numerous radio, television and 
newspaper interviews regarding the benefits of child spacing and obtained coverage of 
all conferences held at the Center. The presence of national religious and political leaders 
at the conferences was highlighted. For example, three months after the inauguration of 
the CNSF, the MOPHSA co-sponsored a national conference on family health. The 
conference brought together represents tives from relevant ministries, influential religious 
and secular leaders, and the press. Discussions were publicized widely via the media, 
as were the statements supportive of child spacing made by religious and political 
leaders. Other news stories regarding the CNSF and its services appeared monthly in the 
media. 

In early 1986, as part of the community outreach component, a team of CNSF and 
MOPHSA staff conducted a series of family planning IE&C meetings in the 50 Niamey 
neighborhoods. Such talks, conducted outdoors, are a traditional means of providing 
information to the community in Niger. The number of new and return visits to the 
CNSF increased by 25 percent in the two months immediately following the activity. 
Within three months, however, the numbers had decreased approximately to their 
previous level. 

In 1987, the CNSF conducted repeat meetings in half the neighborhoods, with a 
strengthened family planning message. The 25 community meetings were held in the 
evenings and lasted approximately two hours. Each meeting was conducted by trained 
CNSF staff in a central place in the neighborhood. Residents in the neighborhoods were 
notified of the sessions in advance and invited to attend. During the meetings, the 
advantages of family planning were discussed and methods were described. Female 
participants were invited to come to the CNSF for family planning advice and 
contraceptive services; males were urged to encourage their spouses to attend family 
planning sessions at the Center or to come thenselves to receive condoms. Between 200 
and 350 adults attended each meeting, for a total of 7,000 participants out of an estimated 
adult population of 100,000 in the intervention neighborhoods. Approximately twice as 
many women as men attended. 



Before proceeding with additional activities, including decentralization of services, 
the MOPHSA wished to answer a number of questions: Are community meetings an 
effective way of reaching the population with family planning messages? What is the 
family planning coverage provided by the CNSF? What population characteristics are 
associated with attendance at the CNSF and family planning acceptance in the population 
of Niamey? 

The operations research project was developed to explore these questions. Focus 
groups and two community-based knowledge, attitude and practice (KAP) surveys were 
conducted, one with adult men and one with women, as a means of assessing the effects 
of the CNSF service delivery and IEC program. 

DATA COLLECTION 

KAP surveys 

The female KAP survey was conducted during a six-week period in April and 
May 1987, following the second round of neighborhood family health information 
sessions. The 50 neighborhoods of Niamey were stratified into three socioeconomic levels 
on the basis of housing stocks and population density. Twelve neighborhoods were 
randomly selected according to their socioeconomic stratum, to yield two high, six middle 
and four low-level neighborhoods to be included in the survey. 

Subsequently, in each of the 12 neighborhoods, five clusters of 20 households were 
randomly chosen. Each cluster was visited prior to the survey for the purposes of 
conducting a census of eligible women in each household, and randomly identifying one 
eligible respondent to be interviewed per household. Eligibility criteria for respondents 
were age (15 to 49 years) and residence in Niamey for at least six months of the previous 
year. In total, 100 women were selected per neighborhood (20 women in each of the five 
clusters in each neighborhood) for a projected sample of 1,200 respondents. 

A total of 1,149 interviews were successfully completed. Only seven subjects 
refused to be interviewed. Another 44 could not be reached despite three return visits 
to the household. 

The KAP data were weighted to adjust for neighborhood size in relation to the 
overall population of the city. Weighting also adjusted for the number of eligible women 
present in each sample household, since the sampling scheme underrepresented women 
residing in multiple female households (including women in polygamous households). 
Overall KAP results are reported for the weighted sample. In reporting contraceptive 
prevalence, selected unweighted data are also presented. Each use of unweighted data 
is noted in the text. 

A sample of 509 men, aged 18 to 59, was obtained through a quota sampling 
method, with quotas determined according to the 1977 Department of Niamey General 
Population Census. The respondents were interviewed at their place of work or in 
meeting areas such as the markets and outside offices or mosques. Aside from the 
questions regarding obstetrical history and breastfeeding, the male questionnaire was 



essentially the same as that used for the female survey. 

Focus groups 

A total of 6 focus groups on family planning issues were conducted with women. 
Two of the groups were composed of young unmarried women, two with young mothers 
(aged 19-24) and two with older mothers (age 25 and over). Group facilitators were 
trained social workers from the CNSF and the development division of the City of 
Niamey. The group sessions, each lasting approximately 1.5 hours, were tape recorded: 
a trained observer was also present to record interactions and take notes. 

FEMALE KAP SURVEY FINDINGS 

Characteristics of the KAP Survey Respondents 

Major sociodemographic characteristics of the respondents are shown in Table 1. 
The average age of the respondents was 27.3 years and the great majority, 97.6 percent, 
were Muslim (not shown). Over two thirds of the sample had migrated to Niamey after 
age twelve, and most of the migrants came from rural zones or smaller Nigerien cities. 
The migration data are compatible with the rapid growth of Niamey: in 1977, its 
population was approximately 240,000; by 1987, estimates placed the population at 
400,000. 

Fifty-three percent of the sample had received no formal education and another 
10 percent had attended Coranic school, which is primarily religious in nature. Just over 
60 percent of the entire sample said they were unable to read a letter or a newspaper. 
Thirty-nine percent of the respondents reported being involved in income generating 
activities. As one indication of socioeconomic level, respondents were questioned 
regarding possessions in the home, specifically radios, televisions, motorcycles or motor 
scooters, and cars. Twenty-nine percent reported having no such equipment in the home. 
Thirty-four percent had no radio or television. The distribution of radio and television - 
important for mass communication campaigns - is reported in Table 1. 

Forty-six percent of the respondents were currently in a monogamous marriage. 
Twenty-eight percent were married to men having two or more wives (polygamous 
marriage). Eight percent were in consensual union, defined as partners residing together 
continuously or for portions of the year without formal marriage. Just over 10 percent 
of women below age 25 were in polygamous union, a proportion which increased to 
almost half for women above age 35. The data may indicate a trend towards fewer 
polygamous marriages in the population over time: however, this is inconclusive since 
the husbands of younger women are on average themselves younger and may enter into 
additional marriages in future years. 

Average age at first marriage for the 918 ever married women in the sample was 
25.6 years, and fifteen percent had married under age 13. Age at first marriage did not 
vary significantly by ethnic group, but marked differentials were noted by age group, 
level of education, and by whether the respondent was in a monogamous or polygamous 
marriage (Table 2). Given that just over half of the women below age 20 had not yet 



entered into a formal marriage or consensual union, the average age at first marriage for 
this cghort will increase over time as more of these young women enter into union in 
future years. 

Fertility 

Fifteen percent of the currently married women in the sample were currently 
pregnant. (Seven percent of the 89 women who were in consensual union - not formally 
married - were also pregnant.) The average number of children born live to the 918 
ever-married women in the sample was 4.2. Table 3 shows parity for ever married 
women by selected soaodemographic characteristics. Parity was lower among women 
with higher educational levels and for those in monogamous marriage, compared with 
those in polygamous union. Standardization by age reduced but did not eliminate the 
parity differentials associated with education and type of marriage: data on duration of 
marriage by type of union were not collected to permit standardization of parity by this 
variable. 

Half of the ever-married respondents who had experienced a live birth had done 
so before age 18. Average age at first live birth increased from 17.6 for women with no 
or only Coranic education, to 18.4 years for women who attended primary school, to 20.3 
years for respondents who had received secondary or post secondary education. 
Similarly, women in the lowest socioeconomic group (as measured by a lack of all the 
household possessions listed previously) experienced their first live birth at 17.7 years on 
average, compared to 19.3 years for women in the highest bracket (as measured by the 
presence in the household of a car and at least one other possession such as a radio, 
television, bicycle or motorcycle.) 

On average, respondents who had already experienced a live birth had lost 0.8 
children through death. The average number of deceased children increased from 0.2 for 
women with some secondary education or higher (a ratio of 1 death to 14 children born 
alive to this group of women), to 1.0 for women with no schooling (a ratio of 1 death 
per 3.9 children ever born live). 

In the sample, 728 women had at least two children. The average interval 
between the last two births was 34.7 months, which closely approximates the three-year 
duration of spxing indicated as being ideal by the majority of respondents. However, 
29.8 percent of women with two or more children reported 24 months or less between 
their last two births. (Wherever possible, interviewers verified childrens' birthdates 
by examining avil registration cards.) 

Traditional postpartum abstinence in Niamey tends to be relatively short, in 
keeping with the Islamic practice of 40 days. A quarter of respondents had abstained 
for only one month, and another quarter for two months. Fewer than 10 percent of 
respondents reported abstaining for over six months. The average duration of 
breastfeeding was 19.8 months. Shorter breastfeeding durations were associated with 
higher socioeconomic status and increased educational level. 

For the sample as a whole, the average desired number of children was 5.4. 



Women who did not yet have children indicated on average that they desired 4.4 
children (a mode of 3 children), whereas those already having children indicated on 
average that 5.8 children (a mode of 5) were desired. When women with living children 
were asked how many additional children they wanted, the total desired family size 
which resulted from adding current plus desired children was 5.9, close to the overall 
number of 5.8 children this subgroup stated they wished to have. Fewer than 15 percent 
of respondents stated they did not know how many children they desired or gave 
nonnumeric answers such as "It's God's decision." Eighteen percent of all respondents 
said they did not want to have any additional children, a percentage that increased to 
25.1 for women aged 30 to 34, and 55.8 percent for women aged 35-49. Twenty-one 
percent of women with 3 to 5 children desired no more, as did almost 60 percent of 
women with 6 or more children. 

Family Manning Knowledge 

Knowledge of modern family planning methods in this population was high (Table 
4). Seventy-six percent of all female respondents could name at least one modern 
contraceptive method without prompting (not shown); and 92.7 percent recognized at 
least one method with prompting. Knowledge of all methods was highest in the 30 to 
34 year age group, and lowest among women under 20. However, even in the latter 
group, upon prompting, 79.4 percent recognized at least one modern method. 

Knowledge of more traditional methods of family planning (withdrawal, 
abstinence, rhythm based on traditional systems, charms and herbs) was lower than that 
of oral contraceptives among the female respondents (Table 4). The highest levels of 
knowledge of rhythm and abstinence were found in respondents over 40 years of age. 
Interviewers were trained to probe knowledge of "calendar" and "rhythm" methods in 
order to distinguish between traditional rhythm methods and modem natural family 
planning (NFP). No evidence was found of usage of modem calendar methods, basal 
body temperature, or cervical mucus monitoring - findings that are compatible with the 
absence of an NFP program in the city. 

Family Planning Use 

The current prevalence rate of modem method use, weighted for neighborhood 
size and the number of eligible women per household, was 8.5 percent, a high level for 
a Sahelian city. Another 16.9 percent of the sample reported current use of other 
methods (withdrawal, rhythm, abstinence, and traditional charms and herbs). In the 
original unweighted data, use of modem methods was reported by 10.6 percent of 
respondents, and use of traditional methods by 18.3 percent. Over a quarter of all 
respondents thus report current attempts to control their fertility. 

When use of modern methods was examined by subgroups, weighted prevalence 
was 9.7 percent for women currently in union, and 15.2 percent for the group of 
respondents who were currently married, not pregnant, and not in the period of 
postpartum abstinence. 



Oral contraceptives represented the modem method used most frequently in this 
population, followed by the IUD. Just under one percent of the sample reported use 
of tubal ligation. The latter questionnaires were rechecked and the responses were found 
to be plausible with respect to age and parity. It is known that tubal ligation is 
performed in Niamey for health reasons. It is of course possible that some women had 
confused other gynecological procedures for tubal ligation. 

No respondent under age 20 reported current use of a modem method; 6.9 percent 
of women in this age group reported use of traditional methods including withdrawal 
and rhythm. Current use of modern methods was highest in the 30 to 34 age group, 
with 15.8 percent of respondents reporting use. The relationship between age and use 
of modem methods was highly si@cant (p <.001, by Chi square). 

Current use of modern methods also varied significantly with parity, number of 
living children, education, marital status, place of residence until age 12, and household 
and neighborhood socioeconomic level (Table 5). The proportions currently using a 
modern method increased with number of living children (from 1.3 percent for women 
with no children to 14.9 percent for those having 6 or more), and with educational level 
(from 5.3 percent for women with no formal education to 12.2 percent for women with 
secondary/post secondary schooling). Women in monogamous marriages had a 
prevalence rate of 11.4 percent, as did women who had resided in Niamey since 
childhood (before 12 years of age). Differences among ethnic groups were not large but 
were statistically significant at the .05 level. 

By neighborhood socioeconomic level, the prevalence rate - unweighted for 
neighborhood population size - for the combined population in the four lowest-level 
neighborhoods was 2.9 percent (range from 0 to 5.2 percent by neighborhood); in the six 
intermediate neighborhoods, 9.1 percent (range from 6.5 to 12.2 percent) and in the two 
highest neighborhoods, 27.2 percent (prevalence rates by neighborhood of 22.5 and 31.0 
percent) (Table 5). Prevalence rose from 4.5 percent among the 338 women with no 
household possessions (no radio, television, motorcycle, or car) to 23.1 percent for the 229 
women having a car and at least one of the other possessions (not shown). 

Just over fifteen percent of all respondents reported ever use of modem methods. 
Of the 79 women (6.9 percent of all respondents) who had previously used a modern 
method but were not currently doing so, approximately half were not using any family 
planning and half stated they had switched to a traditional method. Modem methods 
were not readily available prior to the inauguration of the CNSF in late 1984, which 
suggests that many of the cases of discontinuation had occurred among women who 
initiated use within the two and a half years of the current program. Two-thirds of 
previous pill users had discontinued use or switched method, as had half of IUD and 
injectable users, and three-quarters of previous users of barrier methods. Forty percent 
of the previous users indicated they were currently pregnant, had been so recently, or 
desired a child. A quarter reported health concerns, cost and distance to service sites as 
reasons for discontinuation. 

The CNSF represented the single most important source of contraceptives in Niamey, 
cited by over half of current users. MCH clinics and maternities were cited by over a 
third of current users, a finding that is compatible with the 1987 decentralization of 



family planning services to selected sites. Ten percent of respondents named other 
sources, such as clinics in the private sector. (A proportion of respondents naming 
maternities may also have received methods from private maternity centers: The 
questionnaire did not specifically differentiate private from public sector sites.) In 
addition, two-thirds of all respondents had gone to an MCH center for maternal or child 
health care at least once during the two years prior to the survey, which suggests that 
these sites afford an important opportunity to reach target women with family planning 
information and services. 

An association was noted between distance to the CNSF (the major source of 
contraceptives) and neighborhood prevalence level, although the distance from the CNSF 
to the most outlying survey point was relatively short. The prevalence rate (unweighted 
for neighborhood size) among respondents in the seven neighborhoods within two 
kilometers from the CNSF was 12.1 percent, whereas 7.0 percent of the respondents 
residing in the five neighborhoods two to five kilometers from the center were current 
users. However, neighborhoods with higher educational and socioeconomic status tended 
to be closer to the CNSF. Multiple regression analysis indicated that the effect of distance 
on prevalence rates was not statistically sigruficant, once one controlled for the 
educational and the socioeconomic levels of respondents. 

The most common reasons given for not using family planning were recent, 
current or desired pregnancy (33.4 percent of nonusers) and lack of information, 
particularly of personalized communication, reported by 25.1% of nonusers. The latter 
group of respondents made statements such as: "No one talked to me about family 
planning," "I've never thought of it," or "I need more information.'' Husband's 
disapproval, religious constraints, fear of health effects, and difficulty in acquiring 
methods were each cited by fewer than 5 percent of respondents. 

Only a third of respondents stated that they had ever discussed family planning 
issues with their spouses. Just two percent indicated that their spouse was an important 
source of information on the subject. 

Eighty-seven percent of respondents indicated an interest in using family planning 
in the future. The proportion stating such an interest was highest among women aged 
15 to 24 (95 percent) and lowest in the 40 to 49 age group (44 percent). 

Family Planning IEC 

As stated, one goal of the project was to assess the effects of family planning IEC, 
including the neighborhood meetings. A total of 132 respondents (11.5 percent) 
indicated they had themselves attended a family planning meeting. Within this group, 
82 indicated they had been present at the most recent series of meetings in the 25 
neighborhoods, conducted in 1987. Attendees demonstrated greater knowledge of family 
planning methods: 90.2 percent spontaneously cited at least one modern method, 
compared to 74.1 percent for the remaining respondents. However, no statistically 
significant differences in contraceptive prevalence rates were discerned between those 
saying they had attended a CNSF session (earlier or most recent meetings) and those who 
had not. 



Almost twelve percent of all respondents said they knew someone who had 
attended a meeting. Fifteen percent stated they had received family planning information 
as a result of the meetings, either directly or from another person who attended. The 
importance of these meetings as sources of information for the population as a whole 
appears relatively limited compared to that of the mass media. When respondents were 
asked to name sources of family planning information, 63 percent stated they had 
received information directly from the media, particularly radio and television. (As noted 
earlier two-thirds of respondents had a radio, television, or both in the home, and almost 
40 percent were literate.) Next in importance as sources of information were MCH clinics 
(29.9 percent) and friends (29.0 percent). 

MALE KAP SURVEY FINDINGS 

Among the 509 males surveyed, 29.7 percent were under age 25 and 8.6 percent 
age 40 or older. The majority (60 percent) belonged to the Djerma ethnic group, followed 
by the Haoussa group at 21.4 percent. Fifty-eight percent had never attended school and 
close to 40 percent were in the lowest socioeconomic stratum, as measured by possession 
of household' items. More than half (59.1 percent) were married and 50.1 percent were 
in a monogamous union. 

More than one-third of the male respondents (37.8 percent) said they wanted six 
or more children; 42.2 percent wanted three to five children. Less than ten percent said 
that it is God who decides. Among those with children, one quarter had more than four 
living and 22 percent had at least one deceased child. 

The proportion of males with knowledge of modern methods of contraception was 
smaller than that of females, although 58.9 percent named the pill without prompting. 
Use of a modern method by self or partner was reported by 11.6 percent (condom, 7.1 
percent; pill, 3.7 percent; injectable, spermicide or IUD; 0.8 percent). 

The majority of the sample expressed favorable attitudes toward family planning, 
even among those aged 30 and older. Sixty percent of that group favored family 
planning. 

Radio, television and the press were the major sources of information on family 
planning. One respondent in five had personally attended a community meeting. The 
source of information, however, does not appear to be associated with use. 

FOCUS GROUP FINDINGS 

Focus group participants generally expressed positive attitudes regarding family 
planning and the use of contraceptive methods. Reasons frequently cited for the positive 
orientation were the need for women to rest between pregnancies, the desire for healthy 
infants and, to a lesser degree, financial considerations. Participants indicated that child 
spacing had traditionally been practiced in Niger and they were aware of changing social 
norms which reduce the use of traditional modes of spacing births. Although a few 
women indicated the belief that frequent births were hereditary and thus could not be 



avoided, or that only God can select the timing and number of children a couple has, 
more common comments included: 

"A long space'between children is good, since everyone wants strong children." 

"I know how bad having many babies close together can be for one's health, 
because I saw my sister suffer in this way.- 

"I don't want to have too many children, because life these days is very 
expensive." 

"Before, there weren't many babies born close together because women didn't get 
their periods after the last birth for a year or more. Now, women see their 
periods very soon and get pregnant quickly." 

Family size aspirations reported by respondents tended towards a reduced number 
of children compared to traditional norms. Typical comments included: 

"I want only three children because life these days is so expensive." 

"I don't want to have more children than I could care for myself, if necessary." 

"Having more than five children these days is very hard. I wouldn't want to do 
it." 

Although much of the discussion centered on the desired number of children, 
participants generally expressed more comfort with the idea of child spacing than with 
the concept of consciously using contraception for limitation of family size. Concern was 
voiced that the Islamic religion sanctioned the former but not the latter, except in cases 
of severe health risk. 

"A long space between births is fine, but you shouldn't decide on the number of 
kids you have." 

"The Koran accepts child spacing ... and even limiting the number of babies a 
women has, but only if her life is in danger." 

"If you only have a few children, what will happen if some die?" 

Few concerns arose regarding health risks associated with the use of contraception. 
The perception that men may be less favorably disposed to family planning was raised 
and participants tended to agree that women did not discuss the issue with men very 
openly. 

"Our (male) friends and spouses won't vant us to use modern methods, because 
they think we'll be unfaithful to them." 

"Men want lots of kids - it makes them feel strong." 



However, responsibility for avoiding unwanted pregnancies was generally - but 
not exclusively - acknowledged to be the woman's. 

"It's a girl's responsibility (to take precautions), because once you're with (your 
boyfriend/partner), you can't refuse." 

"There are a few young men who buy ... methods ... to avoid having children." 

DISCUSSION AND CONCLUSIONS 

Survey data indicate that the female population of Niamey has many characteristics 
common to African societies: early age at first marriage and childbirth, high parity, and 
a relatively long breastfeeding period. In addition, the proportions of respondents aged 
25 to 39, of those having received any formal education, of those in polygamous union, 
and of those reporting the presence of a radio or television in the household, were 
similar to the proportions determined in separate community surveys conducted in 
Niamey and other capital cities of the Sahel. Socioeconomic status, as measured by 
educational levels and household possessions, was low for the majority of respondents. 

Nonetheless, the prevalence rate of use of modern contraceptives methods, 8.5 
percent for respondents aged 15 to 49, and 9.7 percent for those currently in union, was 
higher than expected, particularly since the official government family planning program 
(the predominant source of contraceptives reported by respondents) was initiated only 
two and a half years prior to the survey. Dakar is the only other Sahelian city with a 
documented contraceptive prevalence rate in a similar range (7.5 percent for women in 
union) and the family health program in Senegal officially started almost a decade earlier. 

Sociodemographic variables associated with greater use were similar to those found 
in other African surveys: higher educational and socioeconomic levels, higher parity, and 
age between 30 and 35 years. Urbanization, as measured by residence in Niamey before 
age 12, was also associated with greater use. Even among women with no education, 
however, over 70 percent could spontaneously name at least one modern method and 
over 50 percent indicated an interest in using contraceptives in the future. Average 
desired family size for women who do not yet have children is just over 4, a substantial 
decline from African levels in the past. 

Results from this cross sectional survey cannot be used to determine the rapidity of 
family planning acceptance in Niamey. However, the limited data available suggest a 
trend in rising contraceptive use and that the new government family planning program 
is contributing to this trend. . A 1985 Vanguard study interviewed 166 randomly selected 
first time clients to the CNSF a few months after the center opened: only 6.6% were 
already using a modem method. Given that women who attend clinics are frequently 
among the more motivated and are otherwise not completely representative of the general 
population - 80 percent of the Vanguard sample came seeking family planning services - 
their prevalence rate at entry probably represents an overestimate of general community 

prevalence in 1985. Two community based IEC surveys were conducted in Niamey in 
1988 and 1989 by Population Communication Services (PCS). Women in both surveys 



were selected through random household cluster sampling similar to - but independent 
of - the study reported in this paper. In the 1988 survey, 13 percent of the respondents 
of reproductive age reported current use of modem methods, as did 22 percent of those 
in the 1989 survey. Respondents in the 1988 PCS survey were questioned regarding their 
source of contraception: over 90 percent reported receiving their service from the public 
sector, as did over 80 percent of current users in our survey. 

Since the samples were not all drawn in the same manner and the respondents 
may not be directly comparable, the data cannot be interpreted as definitive proof of an 
increase in prevalence between 1985 and 1989. However, the results suggest a trend and 
may indicate that, where service delivery exists and is well publicized, an increase in 
prevalence levels can occur fairly rapidly even in a conservative African Moslem aty 
such as Niamey. Careful monitoring of public sector family planning program statistics 
supplemented by additional community surveys can be used to determine the extent and 
magnitude of any trend. 

In this milieu, with high baseline levels of family planning knowledge, project 
results suggested that community meetings - a time honored Nigerien method of 
providing information to the general public - do not serve a particularly efficient role in 
promoting family planning. The proportion of persons reached directly by the meetings 
is low compared to those who receive their information from the mass media. Over 60 
percent of respondents possess a functioning radio, television or both in the home and 
two-thirds of respondents reported that such media represent for them an important 
service of information. Survey data show that the level of spontaneous knowledge of at 
least one modem method was over 70 percent in the overall sample; over 90 percent of 
respondents knew of at least one method with prompting. In such a setting, additional 
gains in knowledge can be marginal at best. Contraceptive prevalence levels among 
community meeting attendees (the group most directly touched by the program) were not 
statistically different from the overall survey population. 

The KAP survey and focus group data indicated potential directions for program 
improvement. A response which merits testing are interventions directed at decreasing 
contraceptive dropout rates. Although it is recognized that 40 percent or more of 
dropouts may have done so because they had been using a method for spacing and 
stopped to have another child (a percentage similar to that found in the 1988 IEC 
survey), another quarter appear to have discontinued because of health concerns, cost, 
or other reasons amenable to program improvement. Such improvements could include 
increased emphasis on selecting the most appropriate method for each client, improved 
client counseling, follow-up of discontinuers, and greater dissemination of the information 
that methods in the Niger program are provided free of charge to women with financial 
need. 

Outreach and education directed at underserviced groups, including residents in 
lower soaoeconomic neighborhoods represents another potential opporhnity to increase 
usage. Outreach directed at young women is particularly important given the low age 
at first marriage and first birth in this population: although no respondents under 20 
admitted to use of modern family planning methods, five percent in this age group used 
withdrawal or rhythm and ninety percent stated they were interested in family planning. 



A cohesive IEC program appears desirable to address the problem of high level 
of kngwledge and stated interest in using family planning, with substantially lower rates 
of use. The KAP finding that non-users indicated they "had never thought of family 
planning" suggests that more personalized messages which will stress the relevance of 
family planning to individuals with different life situations and needs may be effective 
in settings such as Niamey. 

Focus group data reinforce the impression that the concept of child spacing and 
contraceptive use are well accepted and that family size norms are declining. 
Clarification of Islam's position on planning the number of one's children (which includes 
the concept that each family should not have more children than it can care for) may 
require further emphasis through the mass media and other avenues of communication, 
such as religious gatherings. In the male KAP survey conducted in Niamey in the same 
time period as the women's study reported here, the majority of the men interviewed 
expressed positive attitudes towards family planning. Such data need to be publicized 
to potentially encourage more discussion of family planning issues by partners. 

As a result of survey findings, particularly the overall acceptance of the concept 
of family planning, the recently created Direction de la Planification Familiale in the 
Ministlre des Affaires Sociales et de la Promotion de la Femme, the CNSF, and the 
MOPHSA are implementing greater decentralization of service delivery points, are 
exploring the possibility of training paramedical staff in family planning, and, with donor 
support, are developing IEC strategies which concentrate on the mass media approach 
and which include non-didactic forms of delivering messages, such as dramas. 

The Nigerien family planning program appears to be addressing important needs 
in Niamey. Current use of modern contraceptives may be higher than in any other 
Sahelian capital city. Studies such as the one described have provided data which can 
be used as a basis to develop additional strategies and which indicate areas requiring 
further evaluation. The experience acquired to date will serve to guide national family 
planning program expansion. 



TABLES 



TABLE 1 

Distribution i r i  percent of respondents, 
by selected sociodemoyrapiiic variables (N=1149) 

&IS - % Ethnic Group - % 

15-19 18.7 
20-24 2 2 . 5  
25-29 21.0 
30-34 16.9 
38-39 11.5 
40-44 7 . i  
45-49 2.0 
Unknowni 0.3 
NR ---- 

D jerma 
Haoussa/Peuhl 
0 ther Niger 
Other Country 
Unknown/NR 

Total 

Total 100.0 

Educational Level Place of - % 
Residence 
up to Age 12 

Niamey 32.1 
Other City 
Niger 10.9 

Rural 45.2 
Other Country 11.7 
UnknownjNR ---- 0.i 

None 
Coranic 
Primary 
Secondary j 
Post secondary 
Unkriowri / NR 

Total 100.0 Total 

Profession - - % Marital Status 

Eousewi f e 52.7 
Small 
commerce/ 
agriculture 32.3 
Skilled worker 6.7 
Student 8.2 

Monogamous 
Polygamous 
Corisensual union 
SingleiWidowed, 
Divurcedjseparated 
U:iknown jNR 

Total 

Total 100.0 

Radio and Television st; 
Teievision and radio 31.4 
Television only 2 . 5  
Radio orily 31.6 
No Television or radio 34.1 
UnknowniNR 0.4 

Total 100.0 



TABLE 2 

Average age at first marriage* for ever married respondents**, 
by selected sociudemoyraphic variables jN=918) 

Average Age 
at First idarriage 

Total 

Educational Level 

No formal education 
Coranic 
Primary 
SecondaryiPost Secondary 

Marital Status 

Polygamous 
Monogamous 

* refers to formal marriage 
* *  includes 69 women who are currently widowed, divorced or 
separated. 



TABLE 3 

Mean parity for ever married responder its:^ with at least one live 
birth, by selected sociodemographic variables (N=318) 

Mean Parity 

Total 4.2 

Educational level 

No Education 
Some Coranic 
Some Primary 
Secoridary/Pos t Secoridary 

Marital Status 

Monogamous 
Polygamous 

. . - - ---. - - - - -- --- - 
* Irrcludes 69 women who are currently widowed, divorced or 
separated. 



TABLE 4 

Knowledge, ever use arid current use of modern contraceptive methods, 
in percent ( N = l  i49 j 

X Knowing Method 36 Ever Use 36 Current Use 
( prornp ted) 

Modern 

Oral 85.5 
contraceptive 

IUD 78.5 
Tubal Ligation 80.5 
i r i  jectabie 70.3 
Condom 47.3 
Sperrnic-es - 28.3 .- - -- .- 

Total Modern 92.7 15.4 

Other 

Abstinence* 57.5 
Rhythm method 57.1 
Withdrawal 31.9 
Traditional -- 66.4 

Total Other 78.1 30.5 

"Most cases refer to post-partum abstinence. 



TABLE 5 

Prevalence of current use of modern methods, by 
selected sociodemographic characteristics. 

Current Use % 

Living children ** 

Educational levelq* 

No Formal Education 
Coranic 
Primary 
Second/Post Second 

Marital status ** 

Monogamous 
Polygamous 
Consensual Union 
Singie/Divorced/Widowed 

Ethnic Group * 
D jerma 
Haoussa 
Other Nigerien 
Nun Nigerien 

Place of residence 
until age 12 * 

Ni amey 
Other city, Niger 
Rural Niger 



TABLE 5 (con't) 

Neighborhood socio- 
economic level 
i Unweighted f o r  neighborhood 

popuia t i o n  s i z e )  

Xigh 
Medium 
Low 

::::: S t a t i s t i c a l l y  s i g r l i f i c a r i t  a t  p 1 . 0 0 1 ,  Chi s q u a r e  t e s t .  
* Staiistically s i g n i f i c a n t  a t  p < .05, Chi square t e s t .  



SUPERVISION STRATEGIES FOR FAMILY PLANNING SERVICES 

The Ministry of Health and Social Affairs of Niger (Ministere de la Sant6 Publique 
et des Affaires Sociales) undertook operations research on strategies for supervision in 
the national family planning program. Guidelines for supervision were drafted, tested, 
revised and retested. The following is a report of the seminar held in December 1989 to 
evaluate the guidelines and forms, and to make final recommendations for their adoption. 



REPORT OF THE EVALUATION SEMINAR 
ON THE OPERATIONS RESEARCH PROJECT 

TO DETERMINE SUPERVISION STRATEGIES IN NIGER 

An evaluation seminar on supervision strategies was held in the National Center 
for Family Health (Centre National de SantC Familiale) from December 19 to 21, 1989. 
Participating at the seminar were the coordinators of Maternal and Child Health/ Family 
Planning and Social Action from the Ministry of Social Action and Women's Development 
(MSA/WD) as well as coordinators from the regional health education posts of Tahoua, 
Maradi, Dosso, Zinder, Tillabery and the Urban Community of Niamey (see list, 
Appendix 1). 

The objective of this meeting was to finalize guidelines for the supervision of 
family planning services. The original and revised drafts (Appendix 2) and the results 
of their field trials were the subjects of this seminar. The purpose of the guidelines was 
to enable users to evaluate family planning activities in the health centers and detect any 
shortcomings and to assess the needs in equipment, contraceptive supplies and family 
planning training. 

Overall, it was unanimously recognized that the revised guidelines were too long; 
one full working day was required to thoroughly and accurately follow them. Moreover, 
they did not include the results from previous supervision visits, a feature in the first 
draft of the guidelines which the supervisors found very useful. 

Despite these shortcomings, the guidelines did assist the supervisors in identifying 
problems within the Ministry system which impeded the flow of family planning services. 
These included: 

deficiencies in contraceptives supply, materials and trained personnel 

lack of region-specific action programs 

the absence of numerical objectives for family planning at the national and regional 
levels 

poor quality of care 

insufficient education of the population, explaining the poor utilization of health 
centers and the refusal to use certain contraceptive methods 

inadequate technical and audio-visual materials and skills. 

During discussions on the revised supewision instrument, observations made by 
the staff of the National Family Health Center and the Direction of Family Planning of 
the MSA/WD on the original version were communicated to the seminar participants. 
These observations contained recommendations regarding the supervisory tasks and sub- 
tasks. With these changes, certain observers preferred the first draft to the revised 



version, which included many other changes, because they found it suited both the 
supervisors' and the workersJ needs more adequately. The majority of the seminar 
participants agreed with this opinion. It was therefore decided to retain the original 
version, with the addition of a checklist (Appendix 3), as the official supervision 
guideline. 

In discussing potential supervision strategies, two major types were identified. 
The first consisted of a supervisor reviewing all the tasks at a health center and the 
second type, the review of a specific task during any single supervision visit. Variations 
on these strategies were also considered; for example, the tasks could be divided into 
three groups, with each of these groups as the object of a supervision visit. Another 
proposal advocated the development of an integrated, multi-disciplinary supervision team 
at the departmental level. 

After discussing the advantages and disadvantages of each strategy, it was decided 
that the local circumstances would determine which would be applied. However, the 
principle of supervisory responsibility flowing from the national level to the departments 
and from the departments to the regions would be retained. Since the coordinators were 
overwhelmed with responsibilities from several programs, the creation of the post of 
Supervising Midwife was deemed necessary. 

As noted above, supervisors compiled lists of equipment and materials needed 
at the health centers during their field visits. As a result, posters, forms, and data 
collection materials were distributed in all departments. 

Recommendations 

Following the three days of reflection, the following recommendations were made. 

Ensure the complete training of regional supervision teams (clinical, IEC, IUD 
insertion, management, evaluation, supervision, curriculum development). 

Ensure regular documentation in the area of family planning. 

Define a numerical national population objective. 

Publicize and activate the national family planning action program. 
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