" BRINGING FAMILY PLANNING TO THE PEOPLE




TABLE OF CONTENTS

Introduction

Community-Based Distribution

The Zimbabwe National Family Planning Council’s Community-Based

Distribution Programne

The Family Educition Programme in Bas Zaire
A Community-Lased Distribution Project in Ovo State, Nigeria
The Lay Educators Project in Kenya

Specialized Services

Training Traditional Midwives

The Midwives Community-Based Distribution Programme in the Sudan

Programmes Sponsored by Womens Groups
Maendeleo va Wanawake, Kenva

Programmes Sponsored by Church Groups
CORAT /Kenva

Private Sector Initiatives _

The Family Planning Private Sector Progranmune in Kenva

SS 0O OHELH X DU

_

Community-Based Distribution: Common Elements

Commercial Distribution of Contraceptives

—
IS

—
0

Ghana Social Marketing Programimne
The Market Traders Project in Ibadan, Nigeria

The Private Sector Family Planning Project in Nigeria

Innovative Approaches for Clinic-Based Services

Chogoria Hospital, Kenya

Conclusion




[ATE -
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POLICY PLANNER MEDICAL

" COMMUNITY
“Whom do I want to reach? ’

“How do [ want to
divide my resources?”

“What contraceptive
methods are best?”

DELIVERY SYSTEMS

o Clinics
o Community-Based Distribution

e Commercial Distribution of
Contraceptives

o Private Secior Programmes

INTRODUCTION
R

Throughout the developing world
there is increasing interest in and com-
mitment to family planning. This decli-
cation is reflected not only by the
expansion and improvement of family
planming services oftered in clinics but
also by new programmes to deliver
services to clients bevond the reach of
the traditional clinic environment.
These approaches are especially impor-
tant for rural areas where most of the
developing world’s population lives and
where social services of all kinds are
scarce,

Over the past 15 years, a wide
variety of family planning approaches
have emerged with such titles as “com-
munity-based distribution of contra-
ceptives,” “village delivery systems.”

"o

“household distribution,” “contracep-
tive retail sales,” “social marketing,”
and “commercial distribution” Gener-
ally these approaches can be divided
into two broad strategies: community-
based distribution and commercial
distribution.

These new strategies increase the

reach of family planning services
beyond those delivered through clinics,
hospitals and private physicians. Mo
single approach is best. Family plan-
ning programmes will vary according
to the characteristics and needs of the
clients, the types of contraceptive
methods offered, the setting (rural or
urban) and the resources available. A
comprehensive family planning strac-
egy should include several approaches
in order to seive the needs of a varied
clientele. (See Figure 1.)

In sub-Saharan Africa most family
planning programmes focus on clinic-
based services. More and more African
governments as well as private agencies
and companies include community-
based and commercial distribution of
contraceptives among the services they
offer. This booklet reviews several suc-
cesstul programmes that show how
these innovative approaches can be
adapted to the needs of African men
and women.




COMMUNITY-BASED
CiSTRIBUTION
N\ : "

Communitv-based distribution
(CBD) programmes bring family plan-
ning to people where they live—
sometimes directly to their homes.
Communitv-based family planning pro-
gramimes were initiated in the early
1970s in Latin America. and later in
other regions — East Asia, Southeast
Asia, South Asia, North Africa and
sub-Saharan Africa.

Community-based distribution
programmes build on the social struc-
tures of the communities they serve. In
some projects, services are provided
through labor unions and women’s
cooperatives. In others, prominent
community members such .3 health
workers or traditional birth attendants
distribute contraceptives. Worker s dis-
tribute a variety of contraceptive meth-
ods including condoms, spermicides

and oral contraceptives. They also refer
clients to clinics for IUD insertions or
other medical methods.

In community-based distribution
programmes, workers make house-to-
house visits to educate and motivate cli-
ents and to distribute contraceptives.
The local people recruited to work in
community-based programmes usualiv
are not health professionals, and many
of them cannot read or write. However,
they are taught to follow simple medi-
cal protocols to match clients and con-
traceptive methods. They often work
with clinics to provide safe, reliable
services,

The tocal workers receive several
weeks of specialized training in how to
motivate family planning clients, screen
for medical indications against certain
methods, recognize complications and
calculate the needs for future contra-
ceptive supplies. Rescarch in Asia and
Latin America has shown that clients
who receive contraceptives, including
oral contraceptives, from local workers
in community-based programmes ex-
perience no greater health risks than
clients who receive contraceptives from
health professionals.

Research worldwide shows that
community-based distribution is a suc-
cessful way to increase contraceptive
prevalence —the percent of women
using modern contraception. Involve-
ment of the local community and its
leaders in the introduction of new
ideas and technologies is very impor-
tant, especially in rural areas. Success
of the progranmune also depends on a
regular system of supervision to guar-
antee that the local workers maintain
the house-to-house rounds and follow
the necessary procedures. An effective
system to order and receive supplies is
also essential so that clients who adopt
family planning can get contraceptives
when they need them.



Community-based programmes
usually are less expensive than clinic-
based programmes. Training costs and
workers’ salaries are lower and little
equipment is needed. Many com-
munity-based programmes charge
small fees for contraceptives, which can
be used to offset programme costs.

In some countries, community-
based distribution programmes focus
only on the delivery of family planning
services. in others they have been eftec-
tively integrated with community-based
health programmes so that the same lo-
cal distributors dispense contraceptives
as well as aspi~n, malaria medicine,
oral rehydration salts and other simple
health treatments.

Following is an illustrative and de-
scriptive catalogue of the growing
number of community-based distribu-
tion activities in sub-Saharan Africa.
The examples outlined below serve to
highlight the broad range of activities
which can be emploved to bring family
planning to the people.

The Zimbabwe National Family
Planning Council’s Community-Based
Distribution Programme

Almost 30 percent of the married
women aged 15-45 in Zimbabwe are
using modern contraceptive methods:
the highest national contraceptive
prevalence in sub-Saharan Africa. Fam-
ily planning, particularly to space
births, is becoming an accepted aspect
of family life in Zimbabwe. There are
three main reasons for this: 1) the so-
cio-economic situation of the country
—relatively high per capita GNP in-
creasing female education, urbaniza-
tion, and falling infant mortality; 2) the
ettorts of the Zimbabwe National Fam-
ily Planning Council (ZNFPC); and 3)
private commercial distribution.

The Councit carries out about half
of the family planning work in Zim-
Habwe and runs 28 family planning
clinics around the country. However,
most of ZNFPC’s services are provided
by 600 community-based distributors,
over 90 percent of whom are women.
These distributors are selected by their
communities to receive four weeks of
training before being supplied with a
bicycle and contraceptive supplies.
Each distributor then regularly visits

households in an area with 3,000 to
20,000 people to provide family plan-
ning education, motivation and medi-
cal screening as well as oral contracep-
tives and condoms. In 1984, the pro-
gramme served 275,000 contraceptive
users.

Several factors have contributed
to the success of ZNFPC's community-
based distribution programme:

1. Closc ties between the local

workers and ZNFPC family plan-

ning clinics;

2. Regular upgrading of workers'

skills, including first aid, blood

pressure monitoring and hygiene;

3. Astrong management and

supervisory system int which group

leaders at the district level are
responsible for ten to twelve
distributors;

4. Relatively good pay for the

distributors — 135 Zimbabwean

dollars (USS88) per month;

5. Strong central government

commitment to family planning

including support for a popula-
tion education curriculum in sec-




ondary schools, a number of
broadcasts on local radio stations
to cover population topics and
support from the women's branch
of ZANU, Zimbuabwe’s mnain politi-
cal party.

SOURCES: 1) Population Growth and Policies

in Sub-Saharan Africa, The World Rank, 1986.
2) Direct communication from Esther
Boohene, Director of the Zimbabwe National
Family Planning Council.

The Fumily Education
Programme in Bas Zaire

Since 1980, the Baptist Com-
munity of West Zaire has operated a
community-based distribution project
called Le Programme d’Education Fa-
miliale (Family Education Programme)
in Bas Zaire. The project has both an
urban and a rural component. The
urban programme focuses only on the
distribution of contraceptives while the
rural part focuses on distribution of
contraceptives, oral rehvdration salts.,
plus drugs to combat iniestinal para-
sites and malaria.

The project, known locally as
PRODEL also conducts research on
the effectiveness of community-based
distribution. Both the urban and rural
areas were divided into two compo-
nents; one with only increased avail-
ability of contraceptives at local
outlets, the other with increased avail-
ability plus outreach —home visits to
potential family planning users. Con-
traceptive prevadence, initially at 2 to 5
percent, increased throughout all the
project areas. However, in both the
urban and rural areas the outreach
components achieved slightly higher
prevalence: urban /outreach — 194
urban/without outreach — 164 ; rural /
outreach — 139 rural/without out-
reach — 10¢¢.

Analysis of the Bas Zaire project
found that:
1. Use of non-professionals to
distribute contraceptives is accept-
able to community officials and
the general public;
2. Promotion of family plasinng
services in rural areas is facilitated
if integrated with child services.
but this does not seem to be essen-
ttal in urban areas;

3. Houschold distribution of
contraceptives achieves levels of
awareness and use much more
quickly than simply making con-
traceptives more available;
4. Coinmunity workers need
regular supervision if they are to
serve a productive role in the
project;
5. Indeciding between merely
stocking contraceptives and
household visits. a trade-off exists
between contrac-ptive prevalence
rates and programme costs. Out-
reach services are more costly than
depots, vet they reap greater bene-
fits in terms of increased con-
traceptive prevalence.
SOURCES: 1) Jane T. Bertrand, Nlandu Mangani
and Matondo Mansilu, “The Acceptability of
Household Distribution of Contraceptives in
Zaire.” International Family Planning Perspec-
tives, March 1984. 2) Jane T. Bertrand and
Nlandu Mangani, “Family Planning,
Operatiuns Research: The Prodef/Tuiane
Project in Bas Zaire, Final Report. 3)
Population Growih and Policies in Sub-Saharan
Africa, The World Bank, 1986.




A Community-Based Distribution
Project in Oyo State, Nigeria

In 1980, the Fertility Research
Unit of the University of Ibadan’s
University College Hospital initiated a
community-basec distribution project
in rural Oyo State. The project rained
a cadre of village-level volunteers and
traditional birth attendants to provide
primary health care services, including
family planning. A significant benefut
of the programme was the emphasis
placed on serving the entire popula-
tion rarner than the 25 to 50 percent
who had been secking services at clinics
in the area. The first two years of the
project were so successful that the Ovo

State Ministry of Health agreed to
participate in an expanded pro-
gramme, which is still going on.

Comparing surveys taken before
and after the project’s first two years,
50 percent of residents living in project
villages approved of family planning,
up from 20 percent before the project.
In addition, 34 percent of the women
said they would like to postpone their
next birth bevond the traditional
period of postpartum abstinence. This
is also an increase from the pre-project
period when 15 percent of woinen said
they preferred a longer birth interval.
Knowledge of specific modern family
planning methods almost doubled,
from 24 percent to 45 percent. Con-
traceptive use also increased.

Family planning services were in-
tegrated with a broader community-
based distribution programme which
provided other basic headth services.
This led villagers to associate family
planning with much valued health serv-
ices and served as an ideal way to intro-
duce villagers to the maternal and child
health benetits of family planning.

SOURCE: E. Weiss, O. Ayuene, O.A. Ladipo and
E Bamgoye, " Nigeria: Community-Based
Family Planning, Salubritas, Vol. 9, No. 2, July
1986.

The Lay Fducators Project in Kenya

In 1978, the Family Planning Asso-
ciation of Kenva launched the experi-
mental Lay Educator Project in the
Tetu and Vihaga Divisions of rural
Kenva. Influential community members
were traimned to be volunteer lay edu-
cators in family planning. They agreed
to devote half a day per week to the
project, eNCouraging conumunity in-
volvement in family planning. The lay
educators were supervised by the Famn-
ily Planning Association’s paid field
educators.

By October 1979, it was evident
that the lay educators, serving commu-
nities under 15,000 people, were better
at identifving the family planning and
healths needs of their people than the
full-time field educators assigned at
that time to areas with 50,000 people.
As active members of community
groups, lay educators were better able
to encourage open discussions about
family planning. A follow-up study of
two arcas served by lay educators
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found that a higher percentage of these
villagers accepted family planning than
those in villages not served by the proj-
ect. In the six-month period from Jan-
uary to June 1984, lav educators in the
Tetu and Vihaga Divisions referred
3400 mothers and childrea to clinics
for a range of services including family
planning. immunization, ante-natal
services and civil birth registration.
Overall. lay educators have proved to
be an effective and inexpensive means
of extending the work of field edu-
cators in focal communities.

SOURCE: Family Planning Association of Kenya.
“Report on the Lay Educator Project.” June
1984.

WORLD BANK




SPECIALIZED SERVICES
R

Fa:nily planning strategies often
include several other specialized serv-
ices which differ from those described
above only because they focus on par-
ticular providers or clients. These pro-
grammes can play a major role in
increasing the number of contraceptive
users. They include:

Training Traditional
Midwives

Traditional midwives can be
trained to include family planning
among the services they provide. Tradi-
tional midwives deliver most of the
babies bora in Africa and therefore
have direct and often influential con-
tact with village women. Although
sometimes reluctant to change their
traditional practices, these women have
a strong incentive to offer services that
will enhance the health of their clients
and the babies they deliver, for example
encouraging birth spacing of at least

two years. Projects in Asia and Latin
America have been successful in en-
couraging traditional midwives to in-
clude family planning among their
activities by training them in ways that
respect their traditional skills. The
potential for traditional midwife pro-
grammes in Africa is great because
most Africans live in rural areas and
rely on traditional health practitioners
where other health care services are
not available.

The Midwives Community-Based
Distribution Programme in the Sudan —
Starting in 1980 as part of a pro-
gramme to improve the availability of
family planning and maternal and child
health services, 103 village midwives
from rural areas near Khartoum were
selected for two-week training courses
to introduce three simple health inter-
ventions: oral rehvdration therapy,
family planning and nutrition educa-
tion. These services were delivered
during home visits linked to a mass im-
munization campaign. Family planning
proved to be acceptable to the con-
servative villagers and the project
showed that family planning services
could be successfully delivered by tra-
ditional health practitioners, not just

physicians, in the Sudan. Contraceptive
prevalence increased 36 percent toa
level of 13.9 percemt, during the first
year of the project and preliminary evi-
dence from a more recent survey indi-
cates contraceptive prevalence has
continued to increase.

SOURCE: John Ross, “Family Planning Pilot
Projects in Africa: Review and Synthesis,” PHN
Technical Note 85-7, The World Bank, July 1985.

Programmes Sponsored by
Women's Groups

Throughout Africa, women have
established self-help organizations and
women’s clubs. These groups, which
build on communal traditions of coop-
eration, serve many functions. They
not only help individuals obtain assist-
ance from governmental agencies (for
example, agricultural credit) but also
provide a setting for educational pro-
grammes and social services. Because
family planning is an important health
intervention for women and children, it
is one of the services women's organiza-
tions are beginning to provide.




Maendeleo ya Wanawake, Kenvo —
Almast 22 percent of Kenvas women
belong 1o 1ts largest women's organiza-
tion, Maendeleo va Wanawake. With
some 7.500 local groups, M:eudaleo
spensors projects which assist in raising
the living standards of its members.
Fifty percent of the projects generate
income, such as raising poultry; 25 per-
cent are self-help projects such as dig-
ging wells: 15 percent involve credit:
and 10 percent are health projects
which include family planning. Maen-
delea has been working in the area of
family planning since 1979

To emphasize the health benefits
of family planning. Maendeleo enlists
village volunteers to provide health and
family planning education in a pro-
gramme which now reaches most of its
members. The volunteers receive two
weeks of training after which they hold
regular village meetings to discuss fam-
ily planning issues. Women interested
in practicing family planning are given
information on all methods and then

referred to nearby government or pri-
vate clinics. The success of this educa-

tional effort is clear since -0 percent of

Maendeleo members report using
some form of contraception.

More recently the Maendeleo
velunteers have also begun to provide
family planning services directly in
close collaboration with clinics. The or-
ganization has ongoing community-
based distribution projects in two of
Kenya’s rural districts, Kakamega and
Muranga and is training village distrib-
utors in four additional districts.
SOURCE: Population Growth and Policies in Sub-
Sahavan Africa, The World Bank, 1986,

Programmes Sponsored By
Church Groups

Throughout Africa, churches pro-
vide a lurge proportion of health care
services. Some have developed innova-
tive strategies for family planning that
can he applied to large-scale pro-
grammes, whether offered by the gov-
ernment or non-government
organizations.

CORAT/Kenya — Since 1982,
CORAT (Christian Organization Re-
search Advisory Trust) /Africa, a

church-oriented management organi-
zation, has collaborated with four
church-run community-based distribu-
tion projects in rural Kenya. The proj-
ects are in 1) the Anglican Diocese of
Mount Kenya East, 2) The Anglican Di-
ocese of Maseno South, 3) the African
Gospel Church’s outpatient program at
Tenwek, and 4) The Catholic Diocese
Project at Nyahururu. The goals of the
first three projects are to train com-
munity health workers in family plan-
ning. integrate family planning into
health services and improve logistics
and evaluation. The fourth project
focuses on providing natural family
planning training. CORAT /Africa has
provided assistance in the areas of cost-
cffective program management and
simple research techniques to improve
planning and evalnation.




While each of the projects was de-
signed to meet the unique needs of the
community in which it operated, there
are lessons to be learned from examin-
ing the common elements:

1. Their strong tradition of offer-

ing services to their people and

their established ties within the
communities enhanced the
churches’ success with experimen-
tal approaches.

2. CORAT introduced manage-

ment and evaluation techniques

which improved the projects.

SOURCES: 1) M. H. Labbock and E Shah, “Trip
Report, Site Visit JHU/CORAT Projects,
Kenva, November 1985, 2) R L. Pavker, M. H.
Labbok, M1 Jacobson, WR. Temu, “Primary
Health Care and Family Planning Operations in
Church-sponsored Community Programs in
Renva!” 1986.

Private Sector Initiatives

Workers' unions and businesses —
factories, service industries, parastata
organizations and plantations —can
play a major role as family planning
service providers. Services can be of-
fered to workers cither in clinics at the
workplace or through health care pro-
vided elsewhere. Although this type of
programme is not yet widespread in
Africa, such private sector initiatives
do account for much of the contracep-
tive distribution in other parts of the
developing vrorld, especially in Asia.
The potential for rapid expansion of
family planning services through pri-
-ate initatives is great in African coun-
tries where the private sector is
beginning to provide a variety of health
services for its workers.

The Family Planning Private Sector
Programme in Kenya— In November
1983, the Family Planning Privare Sec-
tor Programme was initiated to encour-
age Kenyan plantations, factories and
parastatal organizations to include
family planning services among the
health services offered to their em-
ployees. The project has been very suc-
cessful and at present is the second
largest provider of family planning
services in Kenya.

Initially, the project did not in-
clude an information and education
component. However, management
and medical personnel noted that fac-
tory and plantation workers did nat
have ready access to family planning
information. Therefore, creating mate-
rials such as posters, slide presenta-
tions and waped messages has become a
vital aspect of the project and a focus
for community involvement.

As the Family Planning Private
Sector Project developed, the staff has
observed the complicated relations
among private and public sector serv-
ice providers. Yor example, pro-
grammes speasored by private sector
businesses, non-governmental organi-
zadons, church groups or trade unions
sometines fear government inter-
ference. Conversely, the government's
programme may feel threatened by si:e-
cessful private programmes. The Tam-
ily Planning Private Scctor Programme
staff points out that because inaovative




private sector schemes often require

intensive training and other kinds of as-
sistance before they can stand on their
own, both innovative private sector
and traditional public sector pro-
grammes are needed in a comprehen-
sive family planning strategy.

SOURCE: Joha Snow. Inc., “The Kenva Family
Planning Private Sector Programme;” draft
report, 1986,

COMMUNITY-BASED
DISTRIBUTION: COMMON
ELEMENTS

S N R M5

In general, community-based dis-
tribution efforts in sub-Saharan Africa
have been successful in serving the
family planning needs of a variety of
communities. While much of the suc-

cess of these programmes lies in their
diversity and responsiveness, there are
common threads among them:
1. Distributors are selected locally
and usually receive short but in-
tensive practical training;
2. The programmes deliver serv-
ices to each community or each
houschold and sometimes do not
depend on clinic attendance;
3. Programme workers operate
relatively independently in their
communities but are supervised
regularly;
4. Simple diagnostic, screening
and record-keeping systems are
developed for the community
distributors who may not have the
time or skill for more elaborate
procedures;
5. The whole community co-
operates and is involved with the
programme;
6. Distributors are trained to refer
clients to clinics for clinical con-

traceptive methods or to treat
complications.

WORLD BANK



COMMERCIAL DISTRIBUTION OF
CONTRACEPTIVES
I

Commercial distribution, also
commonly called contraceptive social
marketing (CSM), uses marketing tech-
niques to promote and distribute fam-
ily planning products at relatively low
prices. The salient feature of commer-
cial distribution is its use of existing
marketing channels. Contraceptive
products are offered to clients in retail
outlets at the same time that advertis-
ing creates a mass market for their use.
In many countries, commercial distri-
bution programmes dramatically in-
crease the availability of contra-
ceptives.

To be successful, social marketing
programmes must be perceived as ben-
eficial by both the retailer and con-
sumer. The retailer, provided with
good products at low subsidized costs
and the means to promote them, hopes
to make additional profit for his or her
business —usually a pharmacy although
it may be another kind of shop, stall or
kiosk. The consumer has ready access

to high quality, inexpensive products in
an atmosphere of relative anonymity
and without having to wait for sched-
uled clinic hours or home visits.
Clients who might not be reached
by other programmes may take advan-
tage of cuntraceptive social marketing
programines — in particular young
men and women or villagers who live
far from clinics. Inexpensive, “non-
clinical” contraceptives —condoms and
spermicides —are appropriate choices
for social marketing programmes.
However, pills may be included in the
contraceptive marketing network in
countries without legal restrictions.
The success of contraceptive com-
mercial distribution programmes de-
pends on sound marketing principles:
identifying the appropriate customers,
advertising, packaging, and establish-
ing a reliable source of supply. In
countries without existing commercial

distribution systems for other basic
pharmaceuticals, introduction of con-
traceptive marketing may be pre-
mature. In some countries, public
advertising of contraceptive products
may violate cultural norms. However,
where acceptable, commercial distribu-
tion is an eftective, inexpensive addi-
tion to family planning services offered
by clinics and community-based dis-
tribution programmes. In Africa, more
experience is necessary to determine
under which circumstances commercial
social marketing will be most success-
ful. The following examples illustrate
the potential for commercial distribu-
tion of contraceptives in various Af-
rican settings.

Ghana Social Marketing
Programme

The Ghana Social Marketing
Programme, launched in the spring of
1986 is designed to make low-cost,
modern contraceptives available to
Ghana’s urban population. Danafco
LTD., a private Ghanaian firm which
manufactures and distribute. pharma-
ceutical products, directs the pro-
gramme under contract to the
Ghanaian Ministry of Finance and Eco-




nomic Planning and the sponsorship of

the Ministry of Health. In the first step,
condoms have been introduced into re-
tail outlets in Accra. As the programme
develops, three contraceptive methods
— foaming tablets and oral con-
traceptives in addition to condoms —
will be sold throughout the country.
The Ghana Social Marketing Pro-
gramme has two other important fea-
tures. First. the pharmacists and
chemical sellers receive training in fam-
ilv planning. the correct use of con-
traceptives and customer screening for
oral contraceptives. Second, the Pro-
gramme plans a carefully researched.
culturally sensitive advertising cam-
paign run by a local advertising com-
pany. The advertisements, which are
scheduled to show on television, radio,
in print and at point of purchase, stress
the healih benefits of family planning,
contraceptive safety and personal
choice.

SOURCE: *Ghana SCM Programme Launched.”
SOMARC: Social Marketing for Change.
{Newsletter from the Futures Group, Washing-
ton, D.CC), Summer 1986.

The Market Traders Project
in Ihadan, Nigeria

This project. begun in July 1985,
is a cooperative effort carried out by
the University of Thadan’s University
College Hospital and the Committee
on Women and Development, a local
voluntary organization.

The project asks this question:
Can market traders, of whom there are
some 33,000 in Ibadan, successfully
provide selected family planning com-
madities to the communities they
serve. In addition, the project aims to
inerease treatment of children under
five for maluria and dehvdration due to
diarrhea and to refer women to clinics
for clinical family planning methods or
maternal /child health services includ-
ing immunization.

The project also has a research
component 1o help identify the charac-
teristics of the market traders and stalls
that are most effective. Initial findings
indicate that 1) female agents were sig-
nificantly more successful than male
agents, although the participation of
male traders “legitimized” the project;
2) age was not a factor for female

agents but Vounger men were more suc-

cessful than men over 56 years old; 3)
educational status was not a significant
factor; 4) female agents who had never
lost a child and had four or more chil-
dren were most successful with treat-
ments for children under five; 5)
whether or not sellers had ever used
umlmcepli(m was not a performance
factor, given a thorough training of all
agents; and 6) traders with covered,
lockable stalls and such items as canned
goads and plastic items were generally
more successful than those with open
stalls and such products as cassava,
meat and fish.

SOURCES: 1) Eugene Weiss, “Market-Based CBD
Project,” draft report, March 1986. 2)Don
Weeden, “Ibadan Market-Based Health/Family
Planning Project.” draft report, April 1986.
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The Private Sector Family Planning
Project in Nigeria

Since June 1985, Sterling Products
(Nigeria) Ltd., a pharmaceutical man-
ufacturer affiliated with Sterling Inter-
national Group, has been coordinating
this two-pronged project.

One part of the project provides
family planning education and low-cost
contraceptives in factory health clinics
in Lagos. Sterling has trained 40 com-
pany educators and 20 company nurses

and helped initiate family planning ed-
ucation programmes in 20 factories.
The health clinics sponsored by these
factories also sell condoms and oral
contraceptives at subsidized prices.
The second part of the project,
which began in November 1985, pro-
vides low-cost contraceptives to retail
stores throughout Nigeria. Duiring the
first four months of operation, a
monthly average of 1.25 million con-
doms and 125,000 cycles of oral con-
traceptives were sold to Sterling’s
existing network of 115 distributors
and 9,000 sales outlets. These con-
traceptive sales earned US$700,000 for
the project, 20 percent of which re-
verted to Sterling to cover operating
costs. The remainder was recycled into
project development. For example, a
mass advertising campaign was initi-
ated in February of 1986 including
posters, pampkhlets and television
advertisemers,.
SOURCE: Draft summay of FPIA Nigeria-18
Project, FPIA, 1986.




INNOVATIVE APPROACHES FOR
CLINIC-BASED SERVICES
L]

Family planning in Africa began
with services offered at clinics, particu-
larly maternal and child health clinics.
Clinics continue to be important, pro-
viding needed medical back-up and ac-
cess to contraceptive methods such as
the intra-uterine device (IUD). Many
clinics in Africa have initiated efforts
to improve both the quantity and qual-
ity of their services, including ex-
panded days and hours, more reliance
on paramedics for screening, and inno-
vative funding approaches.

Chogoria Hospital, Kenya

Chogoria Hospital operates 27
daily clinics in Central Kenya. At each
clinic one nurse, assisted by ¢ne or two
helpers, offers all services every day, so

that a mether could have her child im-
munized, have her sore throat treated
and be given her family planning pills
—all by one nurse at one visit.

Clients pay small service charges
and an additional charge for drugs.
Overall, the clinics are entirely self-sup-
porting; the clinics in the more pros-
perous zones make a modest profit
which is used to subsidize the clinics in
the poorer areas. Curative services are
deliberately priced higher so that their
profits can be used to subsidize the
lower fees charged for preventive
services.

According to the Chogoria Hospi-
tal, “The common wisdom on primary
health care is that it is very expensive to
operate and that it must make heavy
losses to the service provider. At
Chogoria we feel that we have proved
that this need not necessarily be the
case. When preventive services are well
integrated with other services, it is pos-
sible to offer comprehensive services
without bankrupting the institution.”

Source: “PC.E.A. Chogoria Hospital Annual
Report,” 1985.

CONCLUSION
I

The examples cited in this study
are all effective in their own settings
and therefore offer valuable concepts
for planners. But bringing family plan-
ning to the people is a continuous
process of experimentation and inno-
vation. African leaders must search out
for themselves those sysiems that are
effective and appropriate for their

people.




