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Dr. Fred T. Sai has had a long
and distinguished career dedicated
to addressing the health risks
women and children face as a
result of frequent childbearing.
The highlights of his career
include co-founding the Planned
Parenthood Association of Ghana
and the Africa region of the
International Planned Parenthood
Federation (IPPF) and serving as
senior population adviser to the
World Bank, chair of the 1994
International Conference on
Population and Development

and President of IPPF. He received
the 1993 UN Population Award
for his involvement and global
leadership in this field.

aving devoted much of my

life to improving the health

of women and children in
sub-Saharan Africa, | am happy to see
African governments enthusiastically
embrace the agenda adopted by the 1994
International Conference on Population
and Development (ICPD). The concept of
total reproductive health speaks to Afri-
cans. We see not only a need through
family planning to prevent the health
risks of frequent childbearing, but also to
reduce the high toll of illness and deaths
associated with pregnancy and childbirth
and to prevent the spread of sexually
transmitted diseases (STDs), including
HIV/AIDS. Yet despite a sea change from
their earlier passivity, most governments
in the region could do much more to
improve reproductive health.

Although we Africans face enor-
mous challenges in the area of reproduc-
tive and child health, I am optimistic that
we are making headway. Infant and child
death rates had been declining steadily
across the continent until economic prob-
lems and the AIDS epidemic recently
slowed progress. Contraceptive use is
increasing and birthrates are falling in
several countries, although it is too early
to see an impact yet on population
growth. Botswana, Kenya, South Africa
and Zimbabwe are leading the way, and
| expect my own country, Ghana, to join
their ranks soon.

Nevertheless, there are several areas
where major changes are still needed.

As a physician, it is my view that
reproductive health generally and family
planning in particular have received too
low a priority in Africa. Family planning
remains overly medicalized, especially in
light of the huge unmet need for services
and the scarcity of doctors in rural areas.
African governments need to relax re-
strictions on contraceptives that have a
safe record of use elsewhere — the pill
over the counter is better than a risky
abortion. Health care workers need to
listen to people to learn the best ways
to reach them with services.

Governments also cannot do it
alone. Private groups were in the van-
guard of reproductive health and early
family planning efforts in Africa. Even

vi  Africa’s Population Challenge

though governments are now strengthen-
ing services at public sector health facili-
ties, private groups still have a pioneering
role to play in identifying creative new
approaches. The challenge now is to
mobilize different groups and harmonize
their contributions.

The ICPD has made it possible for
Africans to talk about previously taboo
topics such as female genital mutilation
and unsafe abortion. But our deep
ambivalence about adolescent sexuality
is causing us to fail our rapidly growing
population of young people. These young
people are Africa’s future, and we need to
make sure they get the information and
services they need to protect themselves
from AIDS and other STDs and early
pregnancy. Over the long-term, efforts to
help young people postpone pregnancy
will also benefit society by increasing the
span between generations and slowing
population growth. The clock is ticking
and time is of the essence if we are to
avoid losing a generation.

| am struck that all these problems —
unwanted pregnancy, risky sexual behav-
ior contributing to AIDS and other STDs,
infant and child deaths, poor access to
education — are interrelated, as are their
solutions. There is mutual synergy, for
example, between educating girls and
expanding reproductive health services.
When mothers use family planning, their
daughters are less likely to stay home
from school to help care for younger
siblings and help with housework. If
teenage girls have access to good family
life education and reproductive health
services, they are less likely to get preg-
nant or get AIDS and drop out of school.
When women are educated, they can
more easily insist that their partners
use condomes.

Finally, solutions to these problems
require the sharing of experiences — both
within Africa and with other regions. |
am delighted to see the increase in South-
to-South exchanges and partnerships,
including within Africa. As a member of
Population Action International’s Board
of Directors, | hope this report in its own
small way can contribute to the sharing
of African experiences.

Dr. Fred T. Sai



ub-Saharan Africa* is experienc-

ing a period of extraordinary

change. Across the continent,
policy reforms are contributing to
dynamic economic growth. Greater
political openness has strengthened the
commitment of African governments
to meeting the basic needs of their
people.

Despite these positive trends,
sub-Saharan Africa faces a develop-
ment challenge greater than any
other region. Much of the continent’s
population remains desperately poor.
With record numbers of adolescents
entering their childbearing years, in
less than three decades Africa’s popu-
lation is projected to double again
from the current level of 620 million.
Meanwhile, many African nations
are struggling to provide health and
education services to populations
expanding at about three percent a
year. In many countries, rapid popu-
lation growth is contributing to
degradation of the environment and
undermining prospects for prosperity.

Africa’s hopes for a better future
depend in large part on improving
the health of its people. Better access
to good quality reproductive health
services, particularly family planning,
is key to improving health status —
especially for women. The reality of
reproductive health in Africa, however,
is far from ideal. Women begin child-
bearing in their teens and have an
average of six children. Just 18 percent
use contraception, and the level of
unmet need for family planning —
over one-quarter of married women
or more than 22 million women — is
higher than in any other region. Early
and frequent childbearing means that
1 in 15 women in Africa dies in preg-
nancy or childbirth. Meanwhile, AIDS
has struck hard in eastern, central, and
southern Africa, where roughly 1 in 10
adults — both men and women — are
infected with HIV.

Yet traditional attitudes favoring
large families are changing rapidly,

*The terms “sub-Saharan Africa” and “Africa”
are used interchangeably.

owing to the growth of cities, the rising
cost of living and lower child death
rates, among other factors. Demand for
family planning has increased dramati-
cally in some countries, and the decline
in birthrates — limited as recently as a
decade ago to only a few countries in
the region — appears to be spreading
steadily across the continent.

In much of Africa, however,
large families are still the norm. This
situation is reinforced by low levels of
education, particularly among women,
and social barriers to the full economic
participation of women. Yet, school
enrollment rates declined or came to
a standstill during the economic crisis
many African countries experienced in
the 1980s.

Compared to countries in other
developing regions, African countries
have only recently begun to adopt
population policies and initiate family
planning and related reproductive
health programs. Since the 1980s,
however, African governments increas-
ingly recognize the individual and
societal benefits of smaller families. In
the last decade there has been steady
growth in the number of countries
establishing national family planning
programs and in the scope of these
efforts. In Botswana, Kenya and
Zimbabwe, which established family
planning programs early on, family
planning use now approaches or
exceeds 40 percent of married women
of childbearing age.

Still, Africa has a long way to
go. In addition to meeting the growing
need for family planning and repro-
ductive health services, African coun-
tries must expand access to education
for girls and economic opportunities
for women. This will require signifi-
cantly increased financial contributions
from African governments and house-
holds, as well as international donors.
In sum, addressing poor reproductive
health and rapid population growth
is a daunting task requiring compre-
hensive action on many different
fronts. Priority areas for action by
governments and international
donors are summarized below.

Population Action International
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Government
health services,
despite their weak-
nesses, are the
primary source

of contraceptive
Services.

Expanding and

Improving Family Planning
and Related Reproductive
Health Services

With only half the population
having easy access to health care, most
countries face an enormous challenge
increasing the coverage and quality of
family planning and reproductive
health services.

Expanding Access

Governments must increase overall
coverage of basic health care to
expand access to family planning
and reproductive health services.
Over the long-term, governments need
to aggressively expand primary health
facilities and staff — especially in rural
and urban areas lacking adequate ser-
vices — and raise the quality of basic
health services. Health sector reform
efforts must include family planning
and other reproductive health services
within the package of basic health
services they support.

Governments need to complete the
process of building capacity within
existing public sector health services to
provide quality family planning care.
Government health services, despite
their weaknesses, are the primary
source of contraceptive services and
often the only source of modern health
care for the poor. Governments must
ensure that all public sector health
facilities have the trained staff and
supplies they require to consistently
offer an appropriate range of contra-
ceptive services.

Governments need to expand and
strengthen outreach efforts at the
community level.

Community outreach programs can
extend family planning education and
services beyond the clinic and help
bridge the cultural divide between
the client and the clinic setting. To
strengthen these programs, govern-
ments should allow community work-
ers to distribute oral contraceptives,
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while providing training and adequate
medical back-up to address concerns
over nonprescription distribution of
this method. Outreach programs need
to build stronger referral networks to
clinical services, intensify the coverage
and frequency of home visits, and in-
crease involvement of the community
in all stages of program design and
implementation.

Governments must remove legal

and regulatory barriers that limit
access to family planning and repro-
ductive health services.

Governments should move quickly

to repeal the outdated laws prohibiting
the sale and promotion of contracep-
tives still in effect in some French-
speaking countries, and ensure that
the legal system supports efforts to
implement reproductive health pro-
grams. They also need to remove
import duties and taxes that contribute
to higher commercial prices for contra-
ceptives. With doctors in short supply,
governments should modify regula-
tions preventing trained nurses and
nurse-midwives from performing
procedures such as Norplant and

IUD insertions.

With the support of donors,
governments need to strengthen

the basic management systems that
support these services, especially
contraceptive supply.

Public sector health and family
planning services are expanding across
Africa; at the same time, countries are
decentralizing the management of
these services. To meet these chal-
lenges, countries need to expand and
improve training of managers and
technical personnel at all levels. In
particular, if services are to satisfy the
rising demand for contraception, gov-
ernments and donors must improve
contraceptive supply systems by train-
ing staff and upgrading management
information systems.

Governments and donors must
intensify efforts to tap the full
potential of the private nonprofit
and commercial sectors.



Nongovernmental organizations
(NGOs) in Africa continue to pioneer
new approaches to family planning ser-
vice delivery and to play an important
advocacy role. Governments should
draw on NGO expertise in areas such as
training, and strengthen links between
NGO outreach programs and public
sector clinics. Meanwhile, international
donors should expand funding for
NGO services while helping NGOs
move towards greater self-sufficiency.

Although many Africans cannot
afford even low-cost health services,
the private, commercial sector has
some potential to expand its provision
of family planning and related repro-
ductive health services. To encourage
greater participation of the private
sector, governments must create a
more positive legal and regulatory
climate for private activities.

Social marketing programs, which
promote and sell subsidized contracep-
tives through commercial networks,
have expanded rapidly in sub-Saharan
Africa. With AIDS prevention as their
primary goal, most programs have
focused on condom distribution. Social
marketing efforts need to broaden the
range of contraceptive methods pro-
vided, including highly popular oral
and injectable contraceptives. Govern-
ments should also work to eliminate
barriers to the effectiveness of these
programs such as advertising bans
and restrictions on sales outside of
pharmacies.

Improving Quality

Both government and NGO

programs must shift towards a

more client-oriented approach to
reproductive health services.

Both the choice of contraceptive meth-
ods available to African couples and
public knowledge of these methods
have steadily increased. Still, health
staff in many countries place unwar-
ranted obstacles to family planning
use and clients do not always receive
accurate and complete information. Im-
proved support to front-line health
staff is crucial to address these prob-
lems and improve counseling and

service quality. Programs should use
supervisors more in training of field
staff and raise the frequency of super-
visory visits. To correct misperceptions
on the part of health workers about
contraceptive methods, governments
need to give field staff clear guidelines
for provision of contraceptives based
on medically sound criteria. To
complement these efforts, public edu-
cation must build a better base of
knowledge about reproduction and
contraception at the community level,
including information on sources of
services.

To promote availability of a

broader choice of contraceptive
methods, family planning services
must also include access to long-
acting clinical methods.

Interest in clinical methods such as
voluntary sterilization has been
steadily growing in Africa, but access
to such services and levels of use
remain very low. As a practical
approach to meeting the demand for
clinical methods, governments should
establish services selectively in sites
where quality — especially with respect
to counseling and infection prevention
— can be maintained. Programs also
need to work to dispel rumors and
misinformation through better
counseling and information about
clinical methods. With the increasing
popularity of injectable contraceptives,
programs should test safe and effective
ways for health auxiliaries and
community agents to administer
injections.

Reaching Adolescents and Men

Governments must ensure that
young people have the information,
skills and means to protect themselves
from unwanted pregnancy, AIDS and
other STDs.

Despite growing awareness of the

risks associated with unprotected
sexual activity among adolescents,
access to reproductive health services
and information for young people
remains severely constrained by laws,
policies and the biases of health work-

To encourage
private sector
family planning
Services, govern-
ments must create
a more positive
legal and regul-
atory climate.

Population Action International
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Although

African men play
an important role
in childbearing
decisions, family
planning programs
have for the most
part ignored

their needs.

ers. Governments need to expand

and improve school-based sexuality
education, and make information and
services more easily accessible to out-
of-school youth, for example through
community-based peer education
programs. Public sector clinics need to
make adolescents feel more welcome;
where feasible, governments and NGOs
should also establish special youth-
friendly clinics or centers which
provide both reproductive health

and other services.

Family planning and reproductive
health programs need to encourage
men to take more responsibility for
contraception and be more supportive
of their partners.

Although African men play an impor-
tant role in childbearing decisions and
are crucial to efforts to prevent sexually
transmitted diseases (STDs), family
planning and reproductive health
programs in the region have for the
most part ignored their needs. To
address this gap, clinics providing
contraceptive services must be made
more comfortable and welcoming to
men. Countries must also expand the
pool of physicians able to perform
vasectomy and improve training to
counteract the negative attitudes many
health workers have towards the
procedure. Public education efforts —
especially those emphasizing AIDS

and STD prevention — should strongly
encourage men to use condoms consis-
tently with casual partners and to
improve communications with their
partners on reproductive health issues.

Improving Population Policy

Governments must strengthen
formulation and coordination of
population policy.

Agreement at the 1994 International
Conference on Population and Devel-
opment (ICPD) on a comprehensive
approach to slowing population
growth raised awareness of a whole
host of needs relating to improving
reproductive health and women'’s
status. To meet this new set of chal-
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lenges, governments must strengthen
existing national institutions charged
with development and coordination
of population policy. With support
from the international community,
they should build the capacity of these
institutions to analyze the potential
impact of demographic trends on
various aspects of development.
Population policy institutions also
need to address concerns about the
impact of AIDS on population growth.
These institutions need to stress the
health benefits of family planning
and reinforce the synergies between
family planning and AIDS/STD
prevention. Such institutions should
provide policymakers with current
and accurate information on important
trends relating to AIDS — for example
projections that population will likely
continue to grow even in the hardest
hit countries.

Strengthening Links Between
Family Planning and Other
Reproductive Health Services

Programs should improve links
between family planning and other
reproductive health services.

Despite growing evidence of the
advantages of a comprehensive
approach linking related reproductive
health services, existing family plan-
ning programs have had difficulty
effectively incorporating such services,
especially in the area of STD preven-
tion. To successfully integrate services,
programs must train workers in new
skills, make equipment, drugs and
other medical supplies required for
diagnosis and treatment available,
adapt client counseling and informa-
tion, and broaden public education
campaigns. To achieve effective links,
programs must carry out thoughtful
testing and introduction of new strate-
gies. While broadening the scope of
population programs, governments
must take care not to undermine
family planning services, which are
still new, weak and badly needed.



A top priority is for health and
family planning services to do more
to prevent the spread of HIV/AIDS and
other sexually transmitted diseases.
The seriousness of the AIDS epidemic
requires urgent government action.
Family planning programs represent
an important but underused vehicle
to reach those at risk of HIV infection —
especially women. In the absence of a
low-cost treatment for AIDS, programs
should emphasize preventive efforts
through education, promotion of
condom use and infection control in
clinical procedures. At the same time,
health services should seek to improve
STD screening and treatment — espe-
cially since treatment of common
sexually transmitted diseases appears
to significantly lower chances of HIV
transmission.

To lower risk of maternal death,
governments must improve access

to emergency obstetric care, with
special emphasis on expansion of
postabortion services.

Despite heightened awareness, mater-
nal death rates in Africa show no sign
of decreasing. To prevent maternal
death, countries must make long-term
investments in upgrading facilities,
equipment and staff skills to make
emergency obstetric care broadly
available. In the short-term, efforts

to prevent maternal death should
emphasize community-wide education
to help identify potentially dangerous
situations in pregnancy and childbirth,
and when and how to take action. The
establishment of emergency transporta-
tion networks at the community level
should also be a priority.

To complement these efforts,
health ministries and NGOs should
continue to educate policymakers and
the general public about the prevalence
and health impact of unsafe abortion.
Meanwhile, governments should re-
double efforts to train health workers in
emergency postabortion care, including
easier access to family planning infor-
mation and services for women treated
for abortion complications.

Improving the
Status of Women

The lack of gender equality in
Africa affects the ability of women to
use contraception and other reproduc-
tive health services and increases their
risk of unwanted pregnancy and AIDS
and other STDs. The most effective
long-term strategy to empower women
is to encourage parents to send their
daughters to school — and keep them
enrolled — while simultaneously
expanding economic opportunities
for women.

Governments need to strengthen
efforts to raise school enroliment

for girls.

Governments must apply a broad
range of interventions to address the
complex reasons that prevent girls
from entering and completing school.
Governments need to find ways to use
existing facilities more efficiently and
shift spending from higher education
to primary and secondary education.
Priorities include lowering the direct
and indirect costs of attending school
for girls and their families, and recruit-
ing more women teachers. Increasing
enrollments will also support the
desire of many young women to
delay marriage and childbearing, with
important consequences for future
population size in the region.

Countries must eliminate institu-
tional and legal barriers that prevent
women from becoming equal part-
ners in development.

Governments can help empower
women by ensuring that women —
who do the bulk of farming — obtain
better access to farm technology and
credit. Through efforts to reduce em-
ployment discrimination, governments
can also improve the chances of formal
sector employment for women and
give parents further motivation to keep
their daughters in school. Governments
should also ensure that legal systems
promote equal rights for men and
women, especially in matters such as

Population Action International
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Given the
poverty of the
region, donors
must continue
to bear a large
share of the costs
of providing
reproductive
health services.

inheritance and property rights within
marriage.

Efforts to halt the practice of female
genital mutilation must focus on
community education and involve
health professionals.

Female genital mutilation (FGM) affects
half of all women in sub-Saharan
Africa and contributes to women'’s
reproductive health problems. African
societies must bear the primary respon-
sibility for efforts to end FGM, although
the support of the international com-
munity remains important. Health
professionals should expand their
involvement in efforts to educate men
and women about health problems
associated with the practice and recog-
nizing and treating complications of
FGM. Ultimately, both formal and
informal education is likely to be key
to ending this deep-rooted cultural
tradition.

Assuring
Adequate Funding

Some wealthier countries in
Africa can bear a greater proportion of
the costs of family planning and other
reproductive health programs. But most
countries are extremely poor, and both
governments and individuals are lim-
ited in their ability to pay for services.
Current funding falls far short of the
estimated $2 billion in the year 2000
and $3.5 billion by 2015 required to
meet projected family planning and
reproductive health needs in the re-
gion. Mobilizing the resources to bridge
this gap is thus an enormous challenge.

Governments, private households
and international donors must all
increase their financial contributions
if countries are to reach the goal of
universal access to the basic package
of reproductive health services by

the year 2015.

African governments spent only
about $200 million in 1990 for all
preventive health services, including
family planning and reproductive
health services. Many African govern-
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ments could increase spending on
basic health care by shifting priorities
from military to social spending,
reallocating resources from curative
to preventive services, continuing to
decentralize health services and gradu-
ally introducing appropriate user fees.
Given the poverty of the region
and the magnitude of resources
required to implement ICPD objectives,
donors must continue to bear a large
share of the costs of providing repro-
ductive health services in the region.
To meet the commitments made by the
international community at the ICPD,
donors must at least double their col-
lective contribution for family planning
and reproductive health in the region
by the year 2000 from the current level
of roughly $500 million annually.

Donors and governments must work
together to make better use of limited
population assistance.

Donors need to overcome differences
in style and purpose to work together
more effectively for the benefit of
national programs. To help build
sustainable programs, donors should
maximize use of local family planning
and reproductive health experts, and
support increased collaboration and
sharing of experience among African
countries.

The comprehensive agenda described
above will require enormous effort

by donors and African governments.
The task is large, yet attainable if gov-
ernments increase their commitment
to reproductive health and family
planning programs. Africa’s relatively
recent adoption of population policies
and programs has given its policy-
makers the chance to learn from both
the mistakes and achievements of
other regions which have grappled
with the problems of poor reproduc-
tive health and rapid population
growth. African countries — with help
from the world community — can build
on these experiences and achieve their
own full potential for development.



he potential for economic

development in sub-Saharan

Africa is greater now than at
any time in the past quarter century.
With the spread of democracy to more
countries, a new generation of leaders
appears more responsive to the needs
of their people. Although civil strife still
plagues parts of the continent, many
long-running conflicts have ended,
sparking hope for greater political and
economic stability. A recent upturn in
economic growth has generated opti-
mism about the long-term prospects
for improving incomes.

However, continued rapid
increases in population could derail
these fragile political and economic
gains. Never has a region faced such
sustained, high population growth on
its path to development. Increasing at
almost three percent yearly since the
mid-1970s, the population of sub-
Saharan Africa has doubled in just 25
years. Since large families are still the
norm and a huge group of young
people is about to enter their repro-

ductive years, in less than three
decades Africa’s population is projected
to double again from the current level
of 620 million — even after taking into
account declining birthrates and rising
deaths from AIDS.

Solid improvements in health
over the last half-century are part
of the story behind Africa’s unprec-
edented population growth. Successful
public health measures to control
infectious diseases — especially among
children — have helped cut death rates
in half. In contrast, use of contraception
has increased more slowly and, largely
as a result, family size has only recently
begun to fall.

POPULATION &
REPRODUCTIVE
HEALTH:
CRITICAL FOR
AFRICAN
DEVELOPMENT

Family Planning and
Reproductive Health: Key
to Individual Well-Being

To a large extent, Africa’s hopes for
achieving economic prosperity and
improving the health of its people
hinge on better access for all African
couples to quality family planning and

Increasing at

yearly since the
mid-1970s, the

FIGURE 1
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Just 1 in 10 of

the world’'s women
live in sub-Saharan
Africa, but the
region accounts for
40 percent of all
pregnancy-related
deaths worldwide.

related reproductive health services.
Improved access to these services will
have enormous benefits for individual
Africans and, at the same time, contrib-
ute to slower population growth,
which in the long run will benefit
African society as a whole.

Nowhere, however, is the reality
of reproductive health farther from the
ideal than in Africa. Women bear the
burden of frequent high-risk pregnan-
cies; of raising large families; and, in-
creasingly, of the AIDS epidemic. They
also must perform household chores
and most agricultural work. Together,
these conditions have devastating con-
sequences for the health and well-be-
ing not only of African women, but
also of their families.

m Just 1 in 10 of the world’s women
live in sub-Saharan Africa, but the
region accounts for 40 percent of all
pregnancy-related deaths worldwide
— 215,000 deaths every year, or
one every two and a half minutes.
Childbearing is riskier in Africa than
anywhere else — one woman dies
for every one hundred births — and
most women have numerous preg-
nancies. Less than half of women
receive any kind of skilled maternity
care and half are anemic. During her
lifetime, an African woman has a 1
in 15 chance of dying from reasons
related to pregnancy, odds over 200
times greater than those faced by
women in the United States. The
risks are somewhat lower in south-
ern Africa, where incomes are higher
than elsewhere in the region, access
to health care is better, and women
bear fewer children.

®m Young women face heavy social
pressure to marry and bear children
early; more than half of women
give birth by age 20, a proportion
that has remained substantially
unchanged over the years. Early
childbearing increases the risks of
complications during pregnancy
and reduces the chances of survival
for children. It also shortens the span

8 Africa’s Population Challenge

between generations, contributing to
greater population momentum and
higher rates of population growth.

m Although the chances of survival
for African children have improved
markedly over the past four decades,
one in six children still does not
live to see his or her fifth birthday.
Moreover, the region-wide economic
slump has slowed progress in bat-
tling child deaths in Africa since
1980. Child immunization rates of 50
percent — already the lowest in the
developing world — are only slowly
rising. Fewer than half of pregnant
women are adequately immunized
against tetanus, resulting in the
deaths of thousands of newborn
infants annually.

Meanwhile, there is strong
evidence of a trend towards smaller
families as African couples increase
their use of family planning. The
potential beneficial impact of this trend
on the health of women and children
is enormous. As women bear fewer
children, their exposure to the risks
of pregnancy decreases; the children
they have are more likely to survive
and live a better life.

m A fundamental shift in attitudes
towards childbearing has taken place
in Africa. Over the past two decades,
ideal family size has decreased con-
siderably across the region. The
decline has been particularly steep
in Kenya, where desired family size
has dropped from seven to four, and
in Nigeria and Senegal, from eight
to six. Roughly a quarter of married
women surveyed — triple the pro-
portion in the 1970s — want no more
children. In Kenya, the percent is
over half and in Madagascar and
Uganda, over a third want to limit
family size.

m Demand for family planning has
increased dramatically in some
African countries, although contra-
ceptive use is still quite low for the



region as a whole. Use of family
planning in countries such as
Botswana, Kenya and Zimbabwe
grew rapidly in the 1980s and 1990s,
and now approaches or exceeds 40
percent — levels similar to those
observed in Bangladesh and India.
As a result, overall contraceptive use
for the region has grown at about [
1 percent per year — a modest
increment compared to other
regions, but nevertheless a notable

improvement after decades of little
or no progress. Still, just 18 percent
of married women of childbearing
age use family planning — one-third
the average for other developing
regions; use of modern methods,

at 12 percent, is even lower.

Changes in desired family size and
increased contraceptive use have
stimulated a substantial fall in
birthrates in a number of African

FIGURE 2

Average Number of Births Per
Woman in Sub-Saharan Africa
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FIGURE 3

Unmet Need for Contraception
Sub-Saharan African Countries and Selected Regions
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countries, a trend that is spreading
rapidly. For the region, average fam-
ily size is about 6, down half a child
from historical rates. A few countries,
however, have experienced substan-
tially larger declines. In Kenya, fam-
ily size has fallen from 8 in the 1970s
to 5.4; Zimbabwe has seen fertility
decrease by a third since the 1980s
to 4.3 children; between the 1980s
and 1990s, smaller, but still impor-
tant declines on the order of 10 to

30 percent have taken place in Cote
d’'Ivoire, Senegal, Zambia and at least
six other countries. Both the size and
speed of these declines are strikingly
similar to those in other developing
countries early in their transition to
low fertility. Furthermore, in Africa
as elsewhere, couples in cities are
leading the downward trend in
childbearing; family size is one to
two children lower in urban than in
rural areas.

Although the gap between the
number of children women say they
want and the number they have is
small, it is widening — a strong indica-
tion that many women who wish to
limit their family size face difficulty
in doing so. In fact, many women in
Africa want to delay or avoid another
pregnancy, but are not using contra-
ception; 26 percent of married women
of childbearing age (22 million women)
fit this definition of having an unmet
need for family planning — a propor-
tion higher than any other region
of the world. Strikingly, in only 12
countries does unmet need exceed 30
percent of married women; 11 of them
are in Africa. The rates are exception-
ally high in Coéte d'lvoire (43 percent)
and Malawi (36 percent).

High levels of unmet need for
family planning result in numerous
unwanted pregnancies and abortions.
Given the severe legal restrictions on
abortion in most countries, the vast
majority of abortions — an estimated
3.2 million yearly — occur under unsafe
conditions. Because most women lack
access to good medical care, death rates

from complications of unsafe abortion
are extremely high; about 22,000 Afri-
can women die each year from unsafe
abortion — roughly a third of all such
deaths worldwide. For each woman
who dies, many more suffer permanent
injury or infections which can lead to
infertility. Unsafe abortion also places a
strain on scarce health resources; large
hospitals in Kenya and Nigeria report
that 60 percent of women admitted for
gynecological problems suffer from
abortion-related complications.

The worldwide HIV/AIDS
epidemic has hit Africa especially
hard. Currently, nearly 21 million
adults and children are living with
HIV/AIDS in sub-Saharan Africa. The
virus has already killed over four mil-
lion Africans — 90 percent of all AIDS
deaths in the developing world. Unlike
some other regions, HIV in Africa is
transmitted mainly through hetero-
sexual contact, and rates of infection
in men and women are roughly equal.

The HIV/AIDS epidemic is most
severe in eastern, central and southern
Africa, where infection rates among
adults — especially in urban areas — are
staggering. More than 1 in 10 adults in
Botswana, Malawi, Uganda, Zambia
and Zimbabwe are infected with HIV;
10 other countries have infection rates
of between 5 and 10 percent. In several
large cities, more than 1 in 5 men
and women carry the HIV virus; at an
antenatal clinic in Harare, the capital
of Zimbabwe, 32 percent of women
tested positive for HIV in 1995,

Other sexually transmitted
diseases (STDs), such as syphilis and
gonorrhea, are also more common in
Africa than in other regions. World-
wide, one out of five new cases of
sexually transmitted diseases occurs
in Africa. The health consequences of
these diseases disproportionately affect
women. In addition to the discomfort
and shame women experience, sexu-
ally transmitted diseases contribute to
stillbirths and infant deaths; chronic
pelvic pain and infertility; life-threat-
ening tubal pregnancies; and cervical

High levels of
unmet need for
family planning
result in numerous

unwanted pregnancies

and abortions.
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Rapid increases

in population
continue to frustrate
efforts to boost
African living
standards.

cancer — thought to be the most
common cancer in Africa. Moreover,
the inflammation often associated with
untreated sexually transmitted diseases
increases the odds of HIV transmission.

STDs are closely linked to the
problem of infertility, which is espe-
cially acute in central and south-
central Africa. In countries such as the
Central African Republic, Congo and
Mozambique, roughly 10 to 20 percent
of women are infertile — the highest
infertility rates observed in the world.
But in other countries, studies show
high rates of STD infection even among
groups previously perceived to be at
low risk — for example, adolescent girls
in rural Nigeria. In a culture that puts
a high premium on childbearing,
many infertile women are stigmatized
by their communities and even
abandoned by their husbands.

Africa also faces the challenge
of record numbers of adolescents
entering their childbearing years. The
number of women in the region aged
15 to 19 is projected to almost double
to 62 million by the year 2020.
Although pregnancy rates in this age
group have fallen, they remain ex-
tremely high and the declines have
been less steep than in other develop-
ing regions. Roughly 15 percent of
African adolescents give birth each
year, two and a half times the rate in
the United States and more than twice
the average rate for other developing
countries. The number of births to ado-
lescents in Africa — about 4.5 million
yearly — is on the rise because of the
rapid increase in size of the adolescent
age group.

Despite the risks of early preg-
nancy, married adolescents are only
half as likely as older women to use
contraception and have considerable
unmet need for family planning.
Many unmarried adolescents are also
sexually active and are at high risk of
contracting AIDS or other STDs. While
they are more likely to use contracep-
tives than married teens, they too
have a substantial unmet need for con-
traceptive services. As a result, many
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adolescents with unwanted pregnan-
cies resort to unsafe abortion.

The Impact of Rapid
Population Growth on
African Society

The trend towards smaller families is
an encouraging sign that, in the distant
future, population growth in sub-
Saharan Africa could achieve a balance
with the resources available for sus-
tainable economic development. In the
meantime, however, rapid increases in
population continue to frustrate efforts
to boost African living standards, still
among the lowest in the world. For
more than 20 years, population in-
crease has outpaced economic gains as
well as increases in food production,
leaving the average African 22 percent
poorer than in 1975. With 11 percent
of the world’s people, Africa produces
just one percent of the world’s goods
and services. Currently, about 40 per-
cent of Africans — 242 million people —
live on less than $1 a day.

Poverty is most severe in rural
areas, where 7 of 10 Africans still live.
Africa’s economic health depends
largely on the efforts of its farmers,
yet it is in rural areas that rapid popu-
lation growth most threatens the
region’s overall prospects for develop-
ment. Agricultural practices such
as slash and burn cultivation and
nomadic livestock raising originated
in an era when per capita availability
of land was much higher than today.
Now, however, land is scarcer as a
result of population growth, and
opportunities to expand the produc-
tive land base are fewer. Farmers have
moved into newer, less fertile areas
more prone to environmental degra-
dation. The traditional style of agricul-
ture is now working against farmers
who have not been able to adapt
production techniques quickly enough
to these challenges. The pressure to
grow more on less productive land
has strained scarce and fragile natural
resources to the point where small
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Key Social Indicators for
Sub-Saharan Africa and Other Developing Regions
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Almost 40 percent
of Africans are
chronically under-
nourished and
nearly one in
three children—
some 30 million—

go hungry.

landholders can no longer easily raise
crop yields.

Evidence of the negative environ-
mental effects of population growth is
mounting:

m Fresh water — essential for urban and
industrial growth and for increasing
farm production — is becoming
increasingly scarce. By 2025, a
projected 6 of every 10 Africans —
four times the current proportion —
will live in countries that lack
adequate water supplies.

m As the demand for firewood and
new farmland accelerates, forests
are disappearing at ever faster rates.
Africa lost one-fifth of its forest
cover between 1960 and 1990, and
the continent now loses 38 thousand
square kilometers of woodlands
each year — an area roughly the
size of the Netherlands.

m The loss of trees has resulted in the
degradation of one-fifth of Africa’s
farmland, eliminated over half of the
continent’s original wildlife habitat,
and contributed to adverse changes
in weather and the encroachment
of the desert onto previously arable
land.

The deterioration of land quality,
in combination with poor agricultural
policy, has left Africa less able than
ever to feed itself. Food output per
person has dropped by 16 percent
since the early 1960s, one of the main
reasons that almost 40 percent of
Africans are chronically undernour-
ished and nearly one in three children
—some 30 million in total — go hungry.
This malnutrition is a major factor
underlying continuing high rates of
child mortality.

Future prospects for food security
in Africa are sobering. Even under
optimistic projections for fertility
decline and increases in food produc-
tion, the number of malnourished
children in Africa is almost certain to
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FIGURE 5

Declining Natural
Resource Availability in
Sub-Saharan Africa
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continue to rise well into the next
century. African farmers would have
to increase production five-fold just to
meet the region’s basic food needs in
the year 2050. To do so would require
increasing farm yields to levels close
to the maximum seen in the most
successful of the Green Revolution
countries in Asia. While not impossible,
achieving this goal will be difficult
without raising levels of education and
improving road and communication
networks — areas where Africa still lags
far behind Asia. A rapid decline in
population growth rates would make
it much easier for the continent to
achieve food self-sufficiency.

High rates of natural population
increase, coupled with migration from
rural areas to cities, have in the last
half of this century spurred unparal-
leled growth in the size of Africa’s
urban population. Annual urban
growth rates in excess of five percent
in many African countries are putting
enormous strain on the urban envi-
ronment and on the capacity of local
governments to provide basic services.

The number of people in both urban
and rural areas with access to safe
water doubled in the 1980s, but
because of rapid growth in the urban
population there were actually more
city dwellers without safe water at the
end of the decade. One result of the
rapid growth of cities is that the quality
of life — as measured by child survival
rates — has improved only marginally
in the largest cities of sub-Saharan
Africa, and has actually declined in
smaller cities.

As development successes else-
where have shown, investing in people
is key to economic and social progress.
In Africa, however, population growth
is overwhelming public services such
as health and education, which are
already suffering from years of eco-
nomic decline and shrinking govern-
ment budgets. Previous gains in school
enrollment in many countries have
been halted, and governments face a
formidable task in simply maintaining
current enrollment rates in the face of
a projected doubling in the number
of children of primary school age

FIGURE 6
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FIGURE 7

Growth in Numbers of School Age Children
in Sub-Saharan Africa, 1995, 2010 and 2025

350
Secondary School Age

. . 300 (12-17 years) [

InveStIng In . F;nﬂary School Age
- years)

people s Key to so B
economic and
soma_ll progress, £ 200 -
but in Africa, Z
population growth
Is overwhelming 2

public services.

1995 2010 2025
SOURCE: United Nations. World Population Prospects: The 1996 Revision. New York: United Nations, 1996.

between 1995 and the year 2030.
Faltering human investments not
only endanger prospects for economic
growth, but also feed the cycle of
poverty, poor health and low educa-
tional attainment that contributes to
pressures for large families.
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ub-Saharan Africa is home to
thousands of ethnic groups with
distinct languages and customs.
The present report cannot do justice
to this cultural diversity, which greatly
complicates attempts to generalize
about African culture or beliefs. Never-
theless, African societies share some
traditional social and cultural practices
affecting family structures, childbearing
and rearing, and sexual behavior.
Moreover, across the region — and
especially in urban areas — social and
economic changes have had consider-
able impact on Africa’s traditional cul-
ture of high fertility. In many cases
these changes were first stimulated by
colonial rule and have accelerated with
the region’s increasing integration into
the world economy. The rapid growth
of cities, economic pressures and gains
in child survival are also weakening the
traditional preference for large families.
In many parts of Africa, however,
large families are still the norm. Tradi-
tional family structures, the pronatalist
views of men, and lack of educational
and economic opportunities for women
continue to reinforce the desire for
large families. Economic pressures
have heightened demands on women’s
time, and their increasing reliance on
children to perform housework may
also be working indirectly to keep
fertility high.

Family and
Community Institutions

Although traditional African customs
and beliefs sustaining high fertility
are eroding, they nonetheless remain
strong, especially in rural areas. These
traditions evolved when children were
highly valued for their contribution to
farm production and many did not
survive to adulthood. Large families
were considered essential to ensure that
enough children survived to continue
the family line and fulfill important re-
ligious, social and cultural obligations.
In many African countries,
the extended family remains a strong

institution and helps to spread the
responsibility of childrearing. Biological
parents rarely absorb the full costs of
raising their own child — thus reinforc-
ing the tendency towards larger fami-
lies. In West Africa, it is common for
close relatives and friends to serve as
foster parents or share child-care tasks;
in Liberia, for example, children spend
an average of one-third of their child-
hood living away from their mothers.
Relatively weak ties between
African husbands and wives are also
thought to contribute to high fertility.
In many countries, spouses commonly
live apart and keep separate incomes
and budgets; mothers assume most
of the costs of raising children. In
countries such as Ghana, Kenya and
Namibia, women head over 30 percent
of households. Under these conditions,
a wife may want many children as a
way to maintain the bond with her
husband. Moreover, the husband and
other relatives — who receive much of
the benefit but share little of the costs
of having children — are more likely
to prefer large families.

Traditional family
structures, the
pronatalist views

of men, and lack

of educational and
economic opportuni-
ties for women
reinforce preferences
for large families.

Marriage Patterns

Patterns of marriage and other
relationships in which sexual activity
occurs are important not only for their
impact on fertility but also for their
effect on the spread of HIV/AIDS and
other STDs. Marriage in Africa takes on
different meanings depending on the
society. In many African cultures, it is
common for men and women to move
in and out of relationships. Recent sur-
veys show that up to a third of women
in their 40s have remarried following
divorce or widowhood.

Since virtually all African women
marry and most marry young, they are
sexually active and exposed to the risk
of pregnancy for a large portion of
their lives. In most African countries,
half of all women marry by age 18;
women in rural areas tend to marry
even earlier. Although age at marriage
is beginning to rise in some African
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Biological
parents rarely
absorb the full
costs of raising
their own child.

countries, for example Liberia and
Senegal, there does not appear to be
an appreciable decline in early child-
bearing, possibly because more single
women are becoming mothers.

Polygyny — the practice of a man
taking more than one wife — continues
as a common arrangement, with the
proportion of women in polygynous
relationships reaching 50 percent in
some West African countries. In addi-
tion, many men who have only one
wife have less formal relationships
with other women, thus raising the
risk of STD transmission.

The impact of polygyny on
fertility, however, is unclear. Women
in polygynous relationships have the
same and sometimes fewer children

than do women in monogamous
marriages, perhaps because polygyny
facilitates the traditional practice of
sexual abstinence after childbirth

and may also reduce the frequency

of intercourse for a woman. On the
other hand, there is some evidence
that polygyny may indirectly raise the
fertility of women in monogamous
unions; a woman in such a union may
accommodate her husband’s prefer-
ence for more children for fear he

will divorce her or take a second wife.

Breastfeeding and
Postpartum Abstinence

In the absence of widespread use of
modern contraception, prolonged

FIGURE 8
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breastfeeding, which can provide
contraceptive protection by suppress-
ing ovulation, and sexual abstinence
following childbirth have been impor-
tant natural checks on fertility. These
traditional customs help to delay the
next pregnancy, benefiting the health
of both mother and child. On average,
African mothers breastfeed their babies
for 21 months; however, the degree to
which women breastfeed exclusively —
which affects the contraceptive and
health benefits of the practice — varies
considerably across the region. Simi-
larly, postpartum abstinence averages
one to two years in West Africa, while
in most of eastern and southern Africa
three months is the norm. For the
region overall, the duration of both
breastfeeding and postpartum absti-
nence appears to have stabilized since
the 1970s, after falling since the early
20th century.

Male Views on
Reproduction

Male attitudes towards childbearing
and contraception vary significantly
across Africa. In East Africa, men and
women share similar family size pref-
erences and attitudes towards family
planning, a situation that is typical in
most of the developing world. In West
Africa, however, views of men and
women are markedly different. Men
in four of five West African countries
want between two and four more chil-
dren than their wives. In Cameroon,
Mali and Senegal, fewer than half of
men and fewer men than women
approve of family planning. By con-
trast, in East Africa, with the exception
of Tanzania, over 90 percent of men
and women favor family planning.

Spousal communication on
reproductive matters is rare. Most
women have never discussed family
size preferences with their husbands.
Again, this problem is more acute in
West than in East Africa.

Men in many African societies
have a greater say than women in

childbearing decisions. Thus, large
differences in family size preferences
such as those seen in West Africa

may help to explain low levels of con-
traceptive use. There is, nevertheless,
encouraging evidence that these atti-
tudes are not immutable. In Ghana,
between 1988 and 1993, the expansion
of family planning services and rising
contraceptive use were accompanied
by a large drop in the number of
children men say they want and by
increased male support for family
planning.

Access to Education

In Africa, as elsewhere, a woman’s
education is one of the most important
determinants of family size. Countries
such as Botswana, Kenya and Zimba-
bwe, which have invested heavily
in education, have been the first to
experience falling fertility. An African
woman with some secondary educa-
tion has more than two fewer children
on average than a woman with no
schooling. Girls who stay in school
are more likely to marry later, have
greater options in the job market and
to have a greater say in household
and reproductive decisions.

As more girls move through
secondary school, age at marriage
is likely to increase and fertility to
decrease. So far, however, few African
women have gone beyond primary
education. Indeed, in many countries,
more than half of women have never
attended school. llliteracy rates in
Africa are decreasing, but remain
among the highest in the world; one
third of all men and half of all women
cannot read or write. The male-female
literacy gap is widening, and 62 percent
of all illiterates are women, up from 60
percent in 1980.

Furthermore, girls have a
harder time than boys gaining access
to education; about 10 million more
boys than girls attend school. The solid
progress in girls’ education since inde-
pendence is at a standstill. During the

Men in West
African countries
want between two
and four more
children than
their wives.
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Iliteracy rates

in Africa are
decreasing, but
remain among
the highest in the
world; half of all
women cannot
read or write.

1980s, school enrollment rates for girls
fell in several African countries, and by
more than 10 percent in Madagascar,
Nigeria and Tanzania. By 1994, girls’
primary school enrollment had crept
back up to 67 percent — roughly the
same as in 1980, but still far below
the developing country average of 93
percent. Girls’ secondary enrollment
has risen slowly to about 20 percent,
only half the average for the develop-
ing world.

Erosion in girls’ education has
occurred within a wider educational
crisis in Africa. Government spending
on education fell from $41 per capita
in 1980 to $32 in 1994, while increasing
by greater than 50 percent for the
developing world as a whole. A combi-
nation of falling incomes and rising
school costs has put education out of
the reach of many poor families. The
cost of education is also higher for girls
than for boys, because of the higher
cost of uniforms for girls and because
concern for the physical safety and
chastity of girls requires extra money
for transportation.

Girls in Africa encounter many
of the same barriers to education as in
other developing regions.

m Parents are often more reluctant to
invest in educating a daughter than
a son when most women have lim-
ited income-earning opportunities,
and in those cultures where a
daughter’'s economic contribution
to her family ends at marriage.

m The quality of instruction is gener-
ally poor and schools frequently
teach skills irrelevant to real-world
employment needs.

m Teacher attitudes, gender stereotypes
in textbooks and sexual harassment
contribute to a poor climate for girls’
educational achievement.

® In many countries, school policy and
social pressures force most pregnant
schoolgirls to either drop out or re-
sort to unsafe abortion. In Botswana,
typical of many African countries,
teenage pregnancy is the cause of 60
to 90 percent of schoolgirl dropouts.

FIGURE 9

Trends in Primary and Secondary School
Enrollment, 1960-1990, Sub-Saharan Africa
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Women'’s Economic
Opportunities

Lack of access to education, credit
and formal sector job opportunities
inhibit African women’s chances for
economic advancement. Meanwhile,
formal legal systems have tended to
reinforce customary discrimination
against women in economic as well
as family matters.

Women have a dominant role
in growing food crops, yet they are
disadvantaged in access to the knowl-
edge and resources needed to improve
farming techniques. Despite their
importance to the rural economy,
women receive just one-tenth of the
credit available to small farmers.
Female traders and small business
owners fare no better. Furthermore,
just five percent of women have jobs
in the modern wage sector.

The lack of economic opportuni-
ties reduces girls’ aspirations and
discourages them from pursuing an
education. Without education and
work options, many marry young and
have large families. Moreover, in the
absence of national pension systems
and other forms of social support,
women who lack job opportunities
and schooling must depend on their
children for support in old age, a fur-
ther incentive to have many children.

Changes in the structure of
African economies are also working
to keep fertility high. The shrinking of
job opportunities in the modern wage
economy, which has accompanied
recent economic austerity programs,
has disproportionately affected women,
further closing off their options for
employment.

Moreover, economic pressures
have forced many men to migrate in
search of work and to spend more time
producing export crops such as cocoa
or coffee — traditionally a male respon-
sibility. As a result, customary arrange-
ments for men to help women with
food production are breaking down,
increasing the time women must spend

on farming. Many women already
travel long distances and spend many
hours collecting fuelwood and water
for cooking and cleaning; deforestation
and water scarcity are adding to this
burden. With demands on their time
increasing, more mothers feel a neces-
sity to keep their daughters at home

to help with household tasks, and the
need for extra help around the house
may also serve to maintain a desire for
more children.

Violence Against Women

Violence against women in Africa is
widespread as economic and social
change weaken traditional protections
for women and girls. Surveys in Kenya
and South Africa show that between
17 and 42 percent of women are bat-
tered by a domestic partner. Partly
from fear of violence, many African
women exercise little control over con-
traception, including condom use, and
thus are more vulnerable to pregnancy
and HIV/AIDS and other sexually
transmitted diseases. Refugee women,
in particular, are exposed to violence;

a recent study found that one-quarter
of women in Burundian refugee camps
in Tanzania were exposed to sexual
violence during their stay in these
camps.

Harmful
Traditional Practices

The widespread traditional practice

of female genital mutilation contributes
to women'’s health problems in Africa.
The procedure, which removes the
external female genitalia in varying
degrees, can cause infection and bleed-
ing — sometimes leading to shock

and even death. Long-term effects
include scarring, which can cause life
threatening complications in childbirth,
chronic infection and infertility.
Women subjected to the practice often
experience psychological trauma,
painful intercourse and menstruation,
and diminished sexual pleasure.

Partly from

fear of violence,
many African
WOmen exercise
little control over
contraception.
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The widespread
traditional practice
of female genital
mutilation contrib-
utes to women’s
health problems

in Africa.

Female genital mutilation
affects half the adult female population
of sub-Saharan Africa — 110 million
women. Each year roughly 2 million
girls — mainly ages 4 to 12 — undergo
the ritual. No religion requires the
practice; it is done mainly to preserve
virginity, as a rite of initiation to
adulthood and to control women’s
sexuality. Many men will only marry
women who have undergone genital
mutilation.

Social and
Economic Change

In some countries in Africa, increased
use of contraception and the trend
towards smaller families have gone
hand in hand with improvements in
child health. The three countries where
fertility has fallen first — Botswana,
Kenya and Zimbabwe — have also
made the greatest gains in lowering
child mortality. When their children
are less likely to die, parents apparently
feel more secure that they can achieve
their ideal number of surviving children.
Still, in many other countries, fertility
has not yet begun to fall, despite a de-
cline in child death rates. Many couples
— especially in rural areas — may not
yet have adapted their childbearing
behavior to the lower risk of losing a
child. Moreover, the impact of rising
child deaths from AIDS on desired
family size is still unclear.

Other forces are weakening
traditional supports for high fertility.
Increased seasonal migration and rapid
urbanization have strengthened ties
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between the city and countryside and
are eroding rural customs and cultural
beliefs. Although Africa still lags behind
other regions, since 1970 individual
ownership of radio and television has
increased 4 and 20-fold respectively,
exposing people to new ideas that
influence their decision to have smaller
families.

Moreover, many parents can
no longer afford large families. Where
land has become scarce, children have
lost much of their economic value.
Increasing numbers of parents see
education as a strategy to improve the
chances that their children will eventu-
ally find good jobs and contribute to
the family’s income. Meanwhile, the
decision by a number of governments
to raise school fees has further fueled
demand for small families. The average
family in Kenya must now pay 10 to 15
percent of annual household income
just to send one child to school.

In addition, as the extended
family assumes less direct responsibil-
ity for raising children, parents are
shouldering a greater share of the costs
of childrearing. The struggle to make
ends meet also appears to be fostering
closer financial partnerships between
spouses, who increasingly must pool
their resources to educate their sons
and daughters.



ompared to countries in other

developing regions, African

countries have only recently
begun to formulate population policies
and implement family planning and
related programs. Beginning in the
1980s, however, African governments
have increasingly come to appreciate
the individual and societal benefits of
smaller families. Most governments
in the region now actively seek to
improve access to family planning
and other reproductive health services
and to lower high rates of population
growth.

Emergence of
Population Policies

Following independence in the 1960s,
African leaders showed little interest in
the links between population growth
and development. At the time, natural
resources were more abundant than
today, and economies were growing
fast enough to outpace the increase in
population size. Policymakers lacked
basic demographic information, and a
strongly pronatalist culture discouraged
leaders from promoting fertility reduc-
tion. Moreover, religious and ethnic
rivalries within many newly-indepen-
dent states magnified the importance of
population size and made any attempt
to promote smaller families politically
sensitive.

Africa lagged behind other regions
in articulating population policies.
Kenya in 1967 and Ghana in 1969 were
the first countries in the region to view
population growth as an obstacle to
development, and remained the only
countries with national policies for
almost two decades.

Government attitudes towards
population growth and family planning
began to change in the 1980s. Leaders
became increasingly aware that high
rates of population growth threatened
economic progress. Surveys gave
policymakers a more complete picture
of Africa’s health problems, fertility
behavior and use of family planning.

Throughout this period, international
agencies played a crucial role in the
development of population policies
and programs through their support
for data collection, training and infor-
mation exchange.

The Second African Population
Conference held in Arusha, Tanzania,
in 1984 was an important milestone.
For the first time, African leaders recog-
nized the need for policies addressing
population growth and jointly
formulated a program of action.

By the early 1990s, a critical mass
of African countries had acknowledged
high fertility as a problem, giving the
issue legitimacy as a topic of national
and regional concern. At the 1992
African Population Conference held
in Dakar as a prelude to the 1994 Inter-
national Conference on Population
and Development (ICPD), regional
policymakers strongly endorsed gov-
ernment efforts to increase the use of
family planning and slow population
growth. Virtually all African countries
signed onto the 1994 ICPD Programme
of Action affirming the right to family
planning and to better sexual and
reproductive health.

The change in attitudes towards
population issues is reflected in the
upsurge in the number of countries
with official population policies within
the last decade. From just 2 in 1986,
the number of countries with popula-
tion policies had grown to 12 by 1992
Currently, some 25 countries in sub-
Saharan Africa have official policies.
Another measure of the important
shift that has taken place is evident
in the responses to periodic United
Nations surveys on government atti-
tudes towards population. In 1976, a
third of countries in sub-Saharan
Africa believed their fertility rates were
too high and only 1 in 5 was taking
action to encourage couples to have
smaller families. By 1995, 37 of 47
African countries thought their fertility
rates were too high, and two-thirds
had programs of some sort intended
to lower birthrates.

By the early
1990s, a critical
mass of African
countries had
acknowledged
high fertility as
a problem.
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Development of Family services in over 500 clinics across the
Planning Services region. These efforts, however, served
just a tiny portion of the population
Private groups, especially national and were concentrated in former
family planning associations affiliated British colonies. In most former French
with the International Planned Parent- colonies, the climate for family plan-
hood Federation (IPPF), were the first ning was hostile in part because of
Currenﬂy some to provide family planning services in laws enacted during French colonial
. Africa. By 1974, national associations rule banning contraceptive distribution
25 countries In in 18 countries offered contraceptive and promotion.
sub-Saharan Africa
have official fF'GURE 10 | |
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In a few countries, governments m Following independence in 1980,
made family planning services a prior- Zimbabwe's government strength-
ity and saw increased contraceptive use ened family planning efforts
and reduced maternal risk. through a national council and
made contraceptive services avail-
m Botswana added family planning able through community workers
to government health services in and all government health facili-
1973; by the mid-1980s, 33 percent ties. By 1984, 27 percent of women Private groups
of married couples were using a were using contraceptives. ) !
contraceptive method. especially national
family planning
_ FIGURE 108 . associations
Government View of Current Fertility Level, 1995 - .
affiliated with

IPPF, were the
first to provide
family planning
in Africa.
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In varying
degrees, most
African countries
have incorporated
family planning
into national
health services.

The vast majority of countries,
however, lacked organized national
family planning programs. Even in
Kenya and Ghana, which adopted
strong policies early on, effective efforts
to make family planning services avail-
able did not get off the ground until
the early 1980s. By the mid-1980s,
fewer than 5 percent of African women
used contraception, while prevalence
levels in developing countries outside
the region had already reached 50 per-
cent.

In the last decade, however, there
has been solid growth in the number
and scope of family planning pro-
grams. In varying degrees, virtually all
African countries have incorporated
family planning into national health
services, almost always adding family
planning services into existing infra-
structure for maternal and child health
services. This improvement is also
taking place in a number of French-
speaking countries.

m Senegal has invested significantly in
primary health care, but until very
recently family planning services
were not widely available at govern-
ment clinics. A national family
planning program began in 1991
and is now extending its reach to
smaller towns and rural areas. Use
of contraception rose from 5 to 13
percent between 1986 and 1997.

m Similarly, the government of Burkina
Faso increased the number of clinics
offering family planning from 90 to
750 between 1991 and 1996.

Meanwhile, efforts in the private
sector have also mushroomed. Na-
tional family planning associations
now operate in virtually every country
in the region. Social marketing pro-
grams for the subsidized commercial
sale of contraceptives existed in just 4
African countries in 1985. A decade
later, 22 countries had social marketing
efforts, although many of these are

FIGURE 11

Trends in Contraceptive Use
Selected Countries in Sub-Saharan Africa
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condom distribution programs focused
on HIV/AIDS prevention.

As a result of the proliferation of
activities, the gap in family planning
program effort between sub-Saharan
Africa and other regions has signifi-
cantly narrowed since the early 1980s.
By 1994, an index of program effort
rated the region only moderately lower
than North Africa and the Middle East,
and Latin America. This represents an
impressive improvement over the early
1980s when 31 of 35 African countries
were rated as having very weak or
nonexistent programs.

Still, Africa has a long way to
go. Most family planning programs,
especially in the former French colo-
nies, are new and in need of strength-
ening. Moreover, throughout the post-
colonial period, political instability,
civil unrest and natural calamities have
periodically halted and even reversed
promising efforts to mount family
planning programs in a number of
countries. These include both some
of the largest on the continent, such
as the Democratic Republic of Congo,
Nigeria and Ethiopia, and smaller
countries such as Rwanda, which had
one of the strongest family planning
programs in French-speaking Africa
before its recent troubles. Family plan-
ning, like other social programs, has
also been an easy target for govern-
ments looking to slash budgets under
the economic austerity packages of the
1980s and 1990s. Indeed, international
donor assistance has been crucial to
meeting the growing demand for
services during this period.

Current Policy Issues

Policymakers in Africa face a new

set of challenges in formulating and
implementing population policies.
Government commitment to popula-
tion and family planning programs has
been crucial to their success in Africa.
Yet, high levels of official commitment
are still the exception rather than the
rule across much of the region. There
is also much room for improvement in

national and regional institutions that
formulate and coordinate population
programs and policy. In addition,
while the ICPD's call for a broader
reproductive health approach has
raised awareness of a whole host of
related women'’s health needs, African
policymakers and governments are
struggling with how to implement
the new approach. Meanwhile, the
AIDS epidemic presents population
policymakers with the challenge of
responding to charges that family
planning programs are no longer
relevant, given the potential for AIDS
to lower population growth rates.

Strong national
leadership is a
prerequisite for a
successful popula-
tion policy, but
official commitment
IN many countries

Enhancing Government o
is still low.

Commitment

In Africa, as elsewhere, strong

national leadership has almost always
been a prerequisite for successful
implementation of population policy.
Political support gives programs public
legitimacy and the stability to with-
stand changes in leadership, and helps
to assure adequate funding. Yet official
commitment in many countries is still
low. Politicians are rarely knowledge-
able or serious about population issues.
Most governments neither spend sub-
stantial amounts of their own resources
on family planning services nor assign
high quality leadership to manage
population programs. Rapid turnover
among top managers is common.

The high level of donor support
for family planning, although key to
the development of effective programs
in many countries, is partly responsible
for low government funding since it
has also permitted governments to
focus domestic resources on the many
other pressing health sector priorities.
As with other programs that receive a
large portion of their financing from
external aid, national officials often do
not feel strong “ownership” of popula-
tion and family planning programs.

Those African countries with
successful family planning programs
have enjoyed strong government
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Ghana’s
leadership, at the
highest political
levels, strongly
and publicly
supports family
planning.

support — with or without explicit
population policies — over long periods
of time. Kenya’s government has been
seriously tackling its population prob-
lem for almost two decades; long-term
commitment is also a hallmark of
efforts in Botswana and Zimbabwe. All
three countries have enjoyed relative
political stability with little turnover

in population program leadership, in
contrast to many other countries in

the region. Still, even in Kenya, political
support has flagged in recent years,
raising concern that lack of visible
support from national leaders will
undermine progress.

Meanwhile, there are hopeful
signs of increased government support
in some countries. Ghana's leadership,
at the highest political levels, strongly
and publicly supports family planning
and assigns great importance to slow-
ing population growth. Ghanaian
officials seem willing to address critical
issues including the need for adoles-
cent services. Benin, in French-speak-
ing West Africa, also appears to be
increasing its commitment to popula-
tion and family planning programs.
The government recently put in place a
new population policy and is reported
to be deeply committed to carrying
out the policy. Political commitment
has also increased in other French-
speaking countries, for example
Burkina Faso, Mali and Niger.

The Role of National and
Regional Policy Institutions

A number of African countries

have established national population
councils responsible for coordinating
population activities, attracting external
donor resources for population pro-
grams, providing relevant information
to policymakers and integrating
demographic concerns into develop-
ment planning. In practice, however,
other branches of government usually
pay little attention to these national
coordinating bodies. Most of these
councils are also highly dependent
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on international donor funding.

Most councils lack the resources
and qualified staff to perform the in-
depth policy analysis and coordination
of programs needed to exert leadership
on population matters. Insufficient
analytical capacity hampers the ability
of national councils to convey demo-
graphic and health information in
ways that are understandable and
useful to policymakers and program
managers. Decentralization of health
and family planning services is further
stretching the already limited capacity
of council staff as the need for coor-
dination and advocacy at the
subnational level increases. Ghana’'s
national population council has
responded to the government’s
decentralization efforts by establishing
offices in all 10 regional capitals and
forming regional population advisory
committees.

A further challenge is that
national councils — like the planning
ministries within which they typically
reside — are often without real deci-
sion-making power, and lack strong
ties to the health ministries and non-
governmental organizations (NGOs)
that provide family planning and re-
productive health services. Thus, these
population councils are having diffi-
culty defining their role in the wake
of the ICPD, especially as the emphasis
of population policy has broadened
from family planning to reproductive
health. Nevertheless, Ghana’s national
council has been instrumental in
moving the government towards tack-
ling the controversial issue of adoles-
cent reproductive health, and Kenya'’s
national council has helped to bring
HIV/AIDS issues to the forefront.

At the regional level, a variety of
institutions are involved in population
policy development, but their record
is also mixed.

m The Center for Applied Research
on Population and Development
(CERPOD), based in Mali, has effec-
tively promoted development of
population policies in the countries



of the Sahel (the region bordering occurs only at large regional or in-
the Sahara desert). CERPOD is also ternational conferences. In addition,
a regional leader in population it has had some small-scale success
policy research and analysis. in promoting greater participation of
local communities in the design of
m The African Population Advisory population policy and programs.
Committee includes prominent
Africans working in population, m The United Nations Economic Com-
health and education. The Commit- mission for Africa has historically
tee creates a high-level forum for played an important role in raising
the kind of dialogue that normally awareness of population issues
FIGURE 12

The HIV/AIDS Epidemic in Sub-Saharan Africa
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In many

African countries,
the AIDS epidemic
has helped speed
acceptance of
family planning
through more
open discussion

of sexuality.

and helping countries collect and
analyze demographic data, but it
has been less effective in working
with institutions directly involved
in provision of family planning
services.

m The Organization of African
Unity (OAU) — the most important
regional political body — in recent
years has consistently endorsed the
view that slowing rapid population
growth is key to the continent'’s
economic and social development.
The OAU established the African
Population Commission in 1994 to
provide leadership on population
issues, but its capacity to give tech-
nical guidance has been limited.

Adapting Population
Policies to ICPD

The emphasis at the ICPD on meeting
individual reproductive health needs
and improving women's status has
had special resonance with African
policymakers and helped to further
legitimize family planning programs.
African leaders have been influenced
by the evidence showing links between
family planning use and lower mater-
nal and child mortality. The Cairo
conference also led a number of Afri-
can countries to initiate discussions
relating to unsafe abortion, adolescent
reproductive health needs, and AIDS
and other sexually transmitted diseases
— topics which in many settings were
previously considered too controversial
for public debate.

Revising population policies
and programs to reflect ICPD principles
is a slow process, but one that coun-
tries in the region have begun. Ghana,
for example, revised its population
policy in 1994 to better take into
account the Cairo approach. The ICPD
has spurred a number of other coun-
tries to include adolescent health as
an integral component of population
policy. Kenya released a draft national
population policy for sustainable

30  Africa’s Population Challenge

development in 1995; South Africa is
also in the process of reformulating
its population policy.

AIDS and
Population Policy

The growing AIDS epidemic in Africa
has major implications for population
policy. Lack of good information on
current HIV prevalence and unpre-
dictability about the course of the
epidemic make it difficult to forecast
exactly how AIDS will affect population
size in a particular country. Most pro-
jections indicate that deaths from AIDS
will not stop population from continu-
ing to grow for Africa as a whole, nor
cause a net loss of population in any
country in the region. Some projec-
tions, however, show AIDS eventually
producing negative population growth
in Botswana and Zimbabwe, two of
the hardest hit countries.

The uncertainty over the impact
of AIDS on population growth rates
has led some African policymakers to
question the need for family planning
programs. Still, no country has changed
its population policy because of the
AIDS epidemic, perhaps because health
concerns, rather than concerns over
rapid population growth, have been
the driving force behind establishment
of population policies. Indeed, in many
countries, the AIDS epidemic has
helped speed acceptance of family
planning through more open discus-
sion of sexuality and intensive promo-
tion of condom use, combined with
greater understanding of the health
benefits of contraceptive use. Even so,
the increasing burden of the epidemic
on national health systems is raising
difficult questions relating to the allo-
cation of resources between HIV/AIDS
prevention and other health services,
including family planning.



espite the positive change

in official attitudes towards

population issues, African
governments still face enormous chal-
lenges in making high quality family
planning and other reproductive health
services widely available. Health sys-
tems across the region are improving,
but still do not adequately cover large
segments of the population. Knowledge
of contraceptive methods and the
range of methods available has grown
considerably over the past decade,
but programs often place unnecessary
barriers to contraceptive use. Finally,
in spite of the enthusiasm for imple-
menting the broader reproductive
health approach advocated by the
ICPD, there is still a great need to
improve links between family planning
and other reproductive health services.

Expanding Access
to Family Planning
Services

As governments increasingly provide
support for family planning services in
most countries in the region, African
men and women are better able to
obtain contraceptive services. Between
1982 and 1994 availability of contra-
ception increased faster in sub-Saharan
Africa than in other developing regions.
Kenya, Zimbabwe and countries in
southern Africa have made solid
progress towards improving access

to family planning.

Still, overall shortcomings in
health systems — particularly in rural
areas — are preventing more rapid
increases in contraceptive use. The
public sector, while an important
source of contraceptive services in
most countries, is struggling to make
more efficient use of its limited
resources. Meanwhile, private groups —
both for-profit and nonprofit — have
yet to reach their full potential to
complement government efforts.

As a result, serious gaps in
coverage remain. Demand for family
planning continues to outpace services,

and millions of couples who want to
delay or avoid another pregnancy are
not using family planning. The average
African couple still had poorer access
to family planning in 1994 than
couples in other developing regions
had a dozen years earlier. Fewer than
two of the five most common family
planning methods are widely and
easily available. Most rural women
must travel an hour or more to
obtain contraceptive services; in
Zambia, half of all women must
travel two hours to reach a source

of family planning.

Health Services in Africa

In general, family planning programs
are stronger in countries where an
increased emphasis on primary and
preventive care has broadened access
to health services.

Countries with relatively effective
family planning programs, such as
Botswana and Zimbabwe, showed a
commitment early on to the expansion
of public sector primary health care;
both countries provide virtually uni-
versal access to health services.

However, progress on health
care coverage varies considerably
across the region. Despite impressive
gains since independence, health
services — both public and private
sector — still reach only slightly more
than half of Africa’s population. In
many countries, health care coverage
is still appallingly low, especially in
rural areas. In Mozambique, where
the population is two-thirds rural, just
15 percent of the rural population is
within an hour of a health facility; in
Sierra Leone, the figure is 11 percent.

Quialified health workers are in
short supply in many African countries
compared to other regions. The ratio
of doctors to population is lower than
1 to 10,000 in Africa; the world average
is 1 to 800. Nurses are somewhat more
abundant, but Africa still has only
about one-third as many nurses per
capita as the rest of the world.

Demand for
family planning
continues to
outpace Sservices.
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The ratio of budgets remain sharply skewed in

doctors to population  ing expensive treatment.
is lower than 1 to

Moreover, many African Access to Public Sector

governments inherited health systems Family Planning Services
from the colonial era oriented almost

exclusively to curative care. Although
efforts to redress this imbalance are
underway in a number of African
countries, many government health

Despite the fact that many African
governments have only recently begun
to offer family planning services, the
public sector is the primary source of
contraceptive services in the region.

favor of large, urban hospitals provid- On average, over 65 percent of women

10,000 in Africa; FIGURE 13

the world average
is 1 to 800.
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practicing modern family planning
obtain services from the public sector —
a proportion significantly higher than
in most other areas of the world. In
fact, the more successful programs in
the region tend to have a very high
degree of public sector involvement.

In Zimbabwe, for example, the govern-
ment supplies 85 percent of family
planning clients.

Almost all governments in Africa
provide family planning within exist-
ing maternal and child health services.
A notable exception is Zimbabwe,
which also provides contraceptive
services through specialized family
planning clinics and outreach activities.
Given the severe budget constraints
most African governments face, inte-
gration of family planning and health
services appears to be an efficient use
of scarce resources. Creating a large,
parallel infrastructure to provide
family planning services, as in some
Asian countries such as Pakistan, is
simply not an option for most African
countries.

Many of the current efforts to
strengthen contraceptive services are
focused on rural areas, where weak
health infrastructure is a major barrier
to contraceptive use. For example,
Ghana, like many African countries,
has historically neglected investment
in primary health care and rural out-
reach in favor of large hospitals and
curative services. Family planning
clinics in urban areas are relatively
well-equipped and adequately staffed,;
in contrast, rural areas have insufficient
staff and infrastructure and outreach
programs are lacking. In Mankranso,

a rural district of Ghana with a popula-
tion of 118,000 for example, the gov-
ernment operates one health center
and employs just one doctor and five
nurse-auxiliaries to provide a full
range of preventive and curative
services. To improve coverage in areas
such as Mankranso, the government
of Ghana has set up district-level
health management teams to plan and
implement health services, including
family planning and reproductive

health services. Compared to Ghana,
in many other countries, especially in
French-speaking Africa, coverage is
much worse.

In African cities, where public
sector health services are concentrated,
access to family planning services is
generally better than in rural areas.
Urban government hospitals and
health centers often place family plan-
ning clinics side-by-side with busy
antenatal and well-baby outpatient
services. Nevertheless, high rates of
urbanization across Africa may be
contributing to a steady deterioration
in the availability and quality of family
planning services in cities — especially
in those peri-urban areas housing
new migrants.

Because of deficiencies in cover-
age in rural and peri-urban areas, and
the poor range and quality of services
frequently offered in those facilities
that do exist, many clients for both
health and family planning services
prefer using larger, better-equipped
urban clinics, even if it means longer
travel time and higher cost. Conse-
quently, family planning services in
many large urban hospitals are heavily
used, resulting in long waiting times.
In Kenya, where demand is growing
rapidly, district hospital family plan-
ning clinics commonly serve 200 clients
a day. At the same time, facilities in
rural and peri-urban areas are often
underused. Studies in Nigeria, Tanzania
and Zimbabwe have found that a
quarter of facilities serve over 80
percent of all family planning clients.

Support Systems for
Public Sector Programs

One of the greatest challenges govern-
ments face is improving the systems
that support the delivery of family
planning and reproductive health ser-
vices in government health facilities.
Most public sector family planning
services require enhancements in man-
agement and supervision, staff training,
and the supply of contraceptives,
essential drugs, and medical supplies.

Studies in

Nigeria, Tanzania
and Zimbabwe
have found that a
quarter of facilities

serve over 80 percent

of all family
planning clients.

Population Action International

33



FIGURE 14

Travel Time to Family Planning Services
for Married Women Using Modern Contraceptives
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Management and Supervision

The quality of leadership of health
and population programs in Africa has
improved immensely in the past two
decades. Countries have accumulated
experience in designing and running
programs, and African governments
have made efforts to expand and pro-
fessionalize the cadre of public health
managers.

A critical mass of qualified
family planning and reproductive
health professionals is gathering
strength in West Africa, although it
has yet to reach levels already achieved
in eastern and southern Africa. All over
the continent, Africans now occupy
technical assistance positions for major
international agencies working in
reproductive health and population —
in contrast to the past, when expatri-
ates almost exclusively held these
posts.

Still, as is the case with the public
sector in general, there is a shortage
of professionals qualified to design,
manage and evaluate health and
family planning services. This shortage
has been exacerbated as international
donors have cut back funding for long-
term training of health professionals.
Furthermore, AIDS has decimated the
ranks of young, educated health sector
managers in several countries, includ-
ing Malawi and Zimbabwe.

Management shortcomings
diminish the capacity of programs to
effectively absorb additional funding,
a serious concern in countries where
rapid expansion of services is needed.
Frequent turnover in top management
positions and the continuing exodus of
highly-qualified staff in search of better
paying work and greater opportunity
for professional advancement outside
the region undermine program conti-
nuity. Low salaries and lack of oppor-
tunities for advancement affect staff
motivation and contribute to personnel
shortages.

Program supervision is another
area that needs strengthening virtually
everywhere in Africa. Funds for super-

vision are often minimal, resulting in
infrequent visits. For example, a 1995
study in Kenya found that, in the six
months prior to the study, 43 percent
of Ministry of Health clinics had
received no supervisory visit; a 1994
study in Senegal found an even lower
frequency of supervision. The quality
of supervision is also of great concern.
Lacking the resources and skills to
help workers resolve service delivery
problems, supervisors often focus

on administrative and data collection
tasks.

Training

The quality of national training
programs varies greatly. Countries
such as Ghana, Mali and Zimbabwe
now design and conduct training

successfully without external assistance.

Yet, despite significant investments,
many African countries still lack suffi-
cient, trained health workers with

the skills to provide quality family
planning and other reproductive
health services. In particular where
governments have only recently
introduced family planning services,
training workers has proved to be a
difficult and costly task.

Moreover, most countries face a
shortage of skilled trainers and a lack
of appropriate materials and curricula.
The rote learning tradition, particularly
strong in French-speaking countries, is
a formidable obstacle to introducing
competency-based training approaches
that emphasize practice and mastery
of essential skills that trainees will use
on the job. In addition, training often
ignores management and supervisory
skills. Finally, trainee follow-up and
evaluation rarely occur according to
plan because of budget and time
constraints.

Governments and donors are
responding to the need to lower
costs and increase training efficiency
through two fundamental shifts in
approach. The first is a move towards
on-site training of staff as a team in
the clinics where they work. Training

Despite
significant

Investments, many

African countries
still lack sufficient,
trained health
WOrkers.
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availability of family
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in regional or national training centers
tends to be expensive, is rarely sustain-
able without significant donor financ-
ing, and disrupts services by taking
clinic staff out of the field for extended
periods. Moreover, it generally does
not replicate the conditions in which
most health personnel work on a daily
basis. While training staff in the clinics
where they work may be more cost-ef-
fective, it also requires better and more
frequent supervision and follow-up.
The second change in approach
is a greater focus on improving the
family planning skills health workers
learn during their initial or preservice
training. This method has the advan-
tage of training larger groups of
workers at lower cost, helping to
institutionalize services on a broad
basis and creating a critical mass of
trained personnel. After a steady
growth in interest since the early 1980s,
most African medical, midwifery and
nursing schools now include instruc-
tion on family planning. Currently,
many schools aim to develop compre-
hensive curricula covering both family

planning and related reproductive
health skills.

Contraceptive Supply

An adequate and regular supply of
contraceptives for both clinics and
outreach workers is a crucial but often
overlooked component of program
effectiveness. There are probably few
problems that are more likely to dis-
courage a new family planning user
than traveling some distance to a clinic
and not being able to find the contra-
ceptive method of his or her choice.
Marked improvements in
contraceptive supply systems over
the last 10 years are part of the reason
for the rapid increase in availability of
family planning services. In Kenya, a
sustained technical assistance effort
supported by U.S. funds has signifi-
cantly raised the consistency with
which contraceptive supplies are avail-
able; similar progress has been made
in Tanzania, also with U.S. support.
Still, most contraceptive supply
systems continue to need upgrading

FIGURE 15

Source of Modern Contraceptive Methods
Sub-Saharan Africa
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SOURCES: Sian L. Curtis and Katherine Neitzel. Contraceptive Knowledge, Use, and Sources. Demographic and Health Surveys Comparative Studies,
no. 19. Calverton, MD: Macro International, Inc., 1996; PRB. 1997 World Population Data Sheet; various Demographic and Health Surveys.
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and are ill-equipped to meet the rising
demand for contraception in many
countries. In varying degrees, all con-
traceptive distribution systems in Africa
suffer from some common problems,
many related to wider inadequacies in
the procurement and management of
essential drugs. Reliable information on
numbers and patterns of contraceptive
users are often unavailable, clinic staff
typically have no background in sup-
ply management, and policymakers
rarely understand the importance of

a well-functioning contraceptive
distribution system. Lacking good
information, planning is usually weak
and procurement often inefficient

and wasteful.

As a result, the supply problems
that afflict family planning programs
worldwide are particularly severe in
Africa. Clinics around the region are
frequently without adequate stocks of
contraceptive methods. Shortages are
particularly acute for IUDs, injectables
and progestin-only oral contraceptives;
it is not uncommon for half or more
of clinics to be out of one or more
methods on a given day.

Access to Family Planning
Through the Private Sector

There are promising opportunities for
expanding the role of the private sector
in provision of family planning and
reproductive health services in Africa.
The Cairo conference gave private
efforts a boost in the region by recog-
nizing the potential contribution of
NGOs, including women'’s groups.
Furthermore, governments increasingly
recognize that, with declining resources
and deteriorating health systems,
private sector partners can help share
the responsibility of providing health
services. Finally, the rapid expansion
of African social marketing programs
is an encouraging sign that consumers
are willing to purchase subsidized
contraceptives through existing com-
mercial networks.

Compared to some other
regions, however, the private sector

in Africa currently plays a relatively
small role in provision of family
planning services. On average, non-
governmental organizations and
private for-profit clinics serve roughly
1 in 5 contraceptive users, somewhat
below the developing country average
of almost 30 percent. Commercial
pharmacies supply about 1 in 10
contraceptive users — about the same
as in other developing countries.

The Contribution of NGOs

The pioneering efforts of private,
nonprofit groups in Africa laid the
groundwork for transforming public
attitudes and government policy in
favor of family planning. African NGOs,
particularly national family planning
associations, have also been in the
forefront in testing and implementing
new approaches such as community-
based distribution of contraceptives,
adolescent services and male involve-
ment in family planning. Currently,
many of these organizations are
breaking new ground in incorporating
related reproductive health services
into existing family planning
programs.

A second important private
source of family planning services —
especially in English-speaking
countries such as Kenya, Nigeria and
Zambia — are clinics run by Protestant
churches. The Christian Health Associa-
tion of Kenya, a coalition of over 200
of these clinics, provides almost 10 per-
cent of contraceptive services in the
country. (Church institutions, including
the Catholic Church, provide 40 per-
cent of all health services in Kenya).

Increased external assistance
will most likely be necessary if private
voluntary groups are to significantly
expand their current limited role in
providing family planning services.
Some of the more well-established
national family planning associations
are poised to substantially expand
their efforts. However, overall, NGOs
account for only between 5 and 10
percent of all health care spending in

The pioneering
efforts of private,
nonprofit groups
laid the groundwork
for transforming
public attitudes

and government

policy.
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most African countries. Most NGO
family planning programs — especially
in French-speaking West Africa —
remain small and urban-based, and
their management capacity is limited.

The relationship between govern-
ment and family planning NGOs varies
considerably from country to country.
In Ghana, Kenya and Senegal there is a
healthy partnership between the public
and private sectors. In countries such
as Ethiopia, however, governments still
place important legal and administra-
tive barriers to the work of NGOs.
These barriers reflect the discomfort
some governments have with the role
of NGOs as advocates for the poor and,
in some cases, as competitors for scarce
international aid.

Private For-Profit
Health Providers

The private, commercial sector is
smaller in Africa than in other develop-
ing regions, but has the potential to
expand its role both as an advocate
for family planning and related repro-
ductive health services and as a direct
provider of such services. Professional
associations of doctors, nurses and
midwives have in many parts of the
region been important catalysts for
improving public health policy. Fur-
thermore, across Africa, private health
practitioners are getting more involved
in provision of contraceptive services.
In Ghana, for example, many midwives
maintain private practices and include
family planning among their services.
In 1996, 500 midwives — mostly in rural
Ghana — served 20,000 new family
planning clients. Similar efforts to
encourage private midwives to provide
family planning services are underway
in Nigeria and elsewhere in Africa.
Programs to promote employer-
based family planning services have
had some success in Africa. With
modest amounts of technical assistance,
many such programs have become
almost wholly sustainable with private
resources. In Zimbabwe, where the
employer-based approach has been
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particularly intensive, roughly 70 large
companies directly provide some type
of family planning service through
existing company health clinics. A
number of large employers in Kenya
provide similar services.

Efforts to include reimbursement
for contraceptive services in private
insurance plans have also proven suc-
cessful in Zimbabwe and Madagascar.
In Zimbabwe virtually all plans —
covering seven percent of the popu-
lation — pay for family planning;
in Madagascar, 12 of 22 national
employee insurance plans, covering
390 businesses and 12,000 workers,
have added contraceptive services
and STD prevention activities.

The Role of Social
Marketing of Contraceptives

The importance of social marketing
programs, which promote and sell
subsidized contraceptives through
commercial networks, increased dra-
matically in Africa during the 1990s.
Between 1991 and 1995, the number
of countries using the social marketing
approach grew from 8 to 22. Initially,
the U.S. foreign aid program was the
sole supporter of social marketing
efforts in Africa, but by 1995 other
donors were financing a third of
existing African programs.

African social marketing pro-
grams differ from those in Asia and
Latin America in that most began with
AIDS prevention rather than family
planning as their primary goal. As a
result, most programs have focused
on condom distribution. Condom sales
quadrupled between 1991 and 1995
to 166 million annually — one-quarter
of worldwide social marketing totals.
Yearly sales of 55 million condoms in
Nigeria and 20 million in Ethiopia
place those programs among the 10
largest contraceptive social marketing
programs in the world.

The emphasis on AIDS prevention
has increased support for social mar-
keting programs by African govern-
ments. For example, concern over high



AIDS prevalence in neighboring
countries persuaded the government
of Chad to approve a condom social
marketing program in 1996, despite
earlier misgivings. Resistance from
religious conservatives has been less
than expected, and condom sales in
1997 reached three million, in a
country of just seven million people.
In some countries where social
marketing programs have made
good progress with AIDS prevention
campaigns, efforts are now underway
to expand the focus to include family
planning. For example, the formerly
condom-only project in Cote d'lvoire
has launched a brand of oral contra-
ceptives and is marketing a new brand
of condoms to married couples.
However, major barriers remain
to broadening the scope and coverage
of social marketing programs. Promot-
ing condoms for family planning and
prevention of sexually transmitted dis-
eases requires distinct sales messages,
packaging and distribution channels,

yet markets in most countries are not
big enough to support separate brands
cost-effectively. Donors have often
earmarked funds specifically for AIDS
prevention, and have lacked the flex-
ibility to expand social marketing pro-
grams to include contraceptives other
than condoms. Coordination is often
difficult between separate national
AIDS control and family planning
programs. Except for some of the more
developed countries of the region, such
as South Africa, commercial networks
outside cities are weak, limiting distri-
bution efforts in rural areas.

In addition to the emphasis
on STD prevention, strong legal and
regulatory barriers have hampered the
introduction of other contraceptives —
particularly oral pills and injectables —
into social marketing efforts. Conserva-
tive medical groups generally oppose
over the counter sales of oral contra-
ceptives and have prevented the
launch of an oral pill in Zambia.
Pharmacy owners often block sales

FIGURE 16

Sales of Condoms Through Social Marketing
Programs in Sub-Saharan Africa, 1991-1996
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of social marketing products outside
of formal commercial channels, thus
cutting off distribution channels
through the far more numerous
chemist shops and retail outlets.
Many countries — including those
with relatively strong family planning
programs, such as Zambia, Kenya and
Malawi — restrict television and radio
advertisements for contraceptives.

The Importance
of Outreach Programs

Many years of experience in Africa
and elsewhere show that community
outreach programs can effectively

extend family planning education and
services beyond the clinic while ensur-
ing client safety. Especially in rural
areas where family planning is new,
trained volunteers or paid workers
from the community can help bridge
the cultural divide that usually exists
between the client and the clinic-based
health worker.

The environment for community-
based family planning in Africa has
improved dramatically since the
1980s; virtually all countries now have
some type of outreach program. Yet,
in contrast to Asia, most are small-
scale, private efforts; there are still few
large-scale government ventures.

Community-based family planning programs in Kenya are many and

varied, and have made a significant contribution to the success of national
family planning efforts. Each program focuses on bringing appropriate fam-
ily planning counseling and supplies out of the clinic and into the commu-
nity, although programs differ in size, field worker selection, compensation
and supervision, range of methods and services, and ties to clinical services.

A recent review of selected programs shows that field workers can be
extremely effective in serving their local communities. In the areas they
cover, outreach workers supply 40 percent of all women who use oral
contraceptives, condoms or spermicides — the principal methods that field
workers distribute. Yet, national surveys have tended to understate the effec-
tiveness of the community-based approach. For example, the 1993 Kenya
Demographic and Health Survey reports that outreach workers supply just
2.5 percent of users of modern contraception. The low figure reflects in part
the limited geographical range of the field workers; only between one-fifth
and one-half of Kenyan women live in communities served by outreach
workers. In addition, many clients have family planning needs which the
field workers cannot directly meet given the limited range of methods they
provide.

Field workers do, however, play a significant role in referring clients
for clinical contraceptive methods. Rural outreach workers in the various
programs refer on average between 3 and 35 clients annually for methods
such as injectables, IUDs and female sterilization. Because of gaps in report-
ing, these numbers most likely substantially underestimate the true volume
of referrals.

The visibility and active involvement of outreach workers have been
crucial components of program success. In communities served by outreach
programs, nearly 60 percent of both women and men know a field worker.
Furthermore, of current contraceptive users that know a field worker, 35
percent of condom users and 57 percent of oral contraceptive users obtain
their supplies from that worker.
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Some of the countries in Africa
where family planning programs have
been most successful have invested
heavily in community outreach. Kenya
pioneered the community-based
approach in Africa in the 1980s; it now
has the most extensive outreach effort
in the region, with 25 programs em-
ploying roughly 17,000 community
agents, including 9,500 government
workers.

Zimbabwe’s 800 paid full-time
community family planning workers
are the cornerstone of its successful
national program; community workers
supply one in five users of modern
contraceptive methods. Mali’s govern-
ment has placed male-female outreach
teams in almost 600 villages, with
plans to expand to an additional 1,320
villages by the end of 1998. Govern-
ments in Tanzania and Uganda are
also moving rapidly ahead with
community-based programs.

One obstacle to progress is the
need and the time required to reaffirm
in every country that nonclinical
program strategies such as commu-
nity-based distribution of contracep-
tives are viable and safe for clients. In
most countries, community workers
are only permitted to distribute
condoms and spermicides in addition
to their responsibilities for client edu-
cation on family planning and referral
for clinical services. Despite research
showing that community workers
spend more time with clients and are
just as good as physicians in identify-
ing precautions for use of oral contra-
ceptives, African doctors and even
some family planning program
managers remain cautious about non-
prescription distribution of hormonal
contraceptives via community workers.
Nevertheless, in countries such as
Guinea and Mali, women who obtain
a prescription and initial supplies from
a clinic can obtain subsequent supplies
from community workers.

Setting up and running outreach
programs is also a complex undertak-
ing. Inappropriate selection of outreach
workers is a common problem and a

heavy reliance on volunteers makes it
harder to motivate outreach workers.
Although community workers need to
be supported by trained health staff
and facilities, many outreach programs
lack adequate links between commu-
nity workers and clinics. A lack of
effective management and supervision
also make it an enormous challenge
to blend outreach schemes with exist-
ing government services. Moreover,
programs are often designed without
adequate community involvement,
and do not take local cultural condi-
tions sufficiently into account.

Improving the
Quality of Family
Planning Services

Improvements in the quality of family
planning services are an important
complement to expanded access to
services. Africa has made substantial
progress in raising the quality of family
planning services, and the choice of
contraceptives has steadily expanded.
Still, long-term methods such as steril-
ization are largely unavailable; many
programs create unwarranted obstacles
to family planning use; and safety
measures such as infection control
remain a critical concern. Knowledge
of family planning methods has greatly
increased in the past decade, yet pro-
grams can do more to provide accurate
and complete information to clients.

Contraceptive Choices

Africa’s relatively recent adoption of
population policies and programs gives
its governments the unique chance

to draw on almost 50 years of interna-
tional experience in building popula-
tion programs in other regions. An
important difference in Africa is that
health concerns, rather than concerns
over rapid population growth, have
been the primary force behind the
expansion of family planning programs
in the region. As a result, African pro-
grams have avoided the emphasis of

Africa has made
substantial progress
In raising the
quality of family
planning services,
and the choice

of contraceptives
has expanded.
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some older Asian programs on meeting
numerical goals for recruitment of
family planning clients. This target
orientation has been associated with
lapses in voluntarism and an overreli-
ance in some Asian countries on
sterilization. In contrast, African
programs have been generally free of
abuses and have relied more heavily
on contraceptive methods that are
appropriate for couples who want to
space births.

m Oral and injectable contraceptives
account for two-thirds of all modern
method use in Africa. Several brands
of oral contraceptives are available
in most countries, but supplies are
often uncertain and government
programs often substitute brands
without regard to client preferences.
There is a high demand for proges-

tin-only pills in many countries
because breastfeeding women prefer
them, but programs do not consis-
tently stock them.

m Use of injectable contraceptives is
increasing rapidly in Africa. Almost
half of the recent rise in modern
method use in the region can be
attributed to the growing popularity
of injectables. Rural women espe-
cially prefer the convenience of only
having to visit a clinic once every
two or three months (depending on
the brand) for injectable contracep-
tives and like the injection because
it allows them to keep their contra-
ceptive use confidential.

m Imported condoms — either
subsidized social marketing brands
or commercial products — are

An innovative project in Ghana is demonstrating that it is possible
to increase acceptance of family planning even in conservative rural areas
of Africa. The Community Health and Family Planning project was begun
in 1994 and is managed by the Navrongo Health Research Center of the
Ghanaian Ministry of Health. Operating in a rural district where family
planning use has traditionally been extremely low, the project upgraded
health clinics and trained government community health nurses (CHNs) and
village volunteers to provide contraceptive services and other basic health
care. Rather than waiting for clients to come to them in the clinics, CHNs
now make scheduled visits on their motorcycles to every family compound
in the villages they serve. Nurses persevere despite rough roads and bad
weather to provide basic preventive health care, including family planning
counseling and supplies of oral contraceptives, condoms, injectables and
foam tablets. Each village has prepared a house for their CHN where she
lives throughout the work week, and it is not unusual for a nurse to wake
in the morning to find a line forming at her door for care.

Full community participation is a hallmark of the effort. Project staff
have continuously involved chiefs, elders, soothsayers and others with in-
fluence over reproductive decisionmaking in developing and carrying out
activities. The project also uses traditional channels of leadership, communi-
cation and participation, such as village meetings and social groups.

The investment in understanding the cultural setting and the compre-
hensive approach to community outreach appears to be paying off. When
the project began, just 2 of 900 women in pilot villages were using modern
contraceptives; after one year, 255 women became contraceptive users.
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increasingly accessible in pharma-
cies, shops and health clinics. By
international standards, availability
of condoms as well as oral contra-
ceptives is close to the developing
country average. For the region as

a whole, condoms still account for

a relatively low share of modern
method use, just 4 percent. However,
condom users make up a significant
proportion of family planning
acceptors in Cote d’lvoire (49%),
Central African Republic (31%),
Zambia (24%) and Ghana (22%).

m Studies in a number of African

countries have shown relatively
high levels of acceptability for the

female condom, currently the only
product controlled by women that
protects against both STDs, including
HIV/AIDS, and pregnancy. Despite
the high cost of the female condom
relative to the male condom, interest
in the method is growing. In Zam-
bia, for example, the government
recently acquired 500,000 female
condoms for distribution at
government clinics and through
commercial outlets as part of the
contraceptive social marketing effort.

Offering a wide range of

contraceptive methods is important
to improving client satisfaction and
is generally linked to higher family

FIGURE 17
Contraceptive Method Mix, Sub-Saharan Africa
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SOURCE: UN Population Division. Levels and Trends of Contraceptive Use as Assessed in 1994. Population Studies Series, no. 146. New York: UN
Department of International Economic and Social Affairs, 1996.
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planning use. In Africa, however, the
limited access to long-term methods
of family planning remains a major
constraint to expanding contraceptive
choices.

m |UD use is low, just 8 percent in
Africa compared to 13 percent for
developing countries, excluding
China. A growing problem is that
health workers are reluctant to
perform 1UD insertions owing to the
lack of adequate supplies such as
gloves to help protect them from
exposure to HIV/AIDS. Low IUD
caseloads also limit training oppor-
tunities in insertion and removal. In
addition, given the high prevalence
of STDs in many countries and the
limited diagnostic tools available,
many health workers are concerned
about the increased risk of pelvic
infection associated with IUD use
in women who may have an STD.

m The contraceptive implant Norplant
has been introduced in a number of
countries in sub-Saharan Africa, but
has yet to have a major impact on
contraceptive use. Studies in Ghana,
Kenya and Nigeria have shown that
African women like the convenience
of Norplant. However, removal of
the method remains a problem in
countries where there are still few
sites for removal, underscoring the
importance of follow-up care. The
higher initial cost of the device rela-
tive to other long-term methods
such as the IUD has also limited the
quantities that donor agencies have
been willing to provide.

A further obstacle to expanding
method choices is that, except in a
few African countries, there is little
domestic capacity for producing drugs
and medical devices of any kind,
including hormonal contraceptives.
Most countries depend on imported
contraceptives and other essential
drugs, and are likely to do so for the
foreseeable future.
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Access to Sterilization

Female sterilization is the most

widely used contraceptive method in
the world, but levels of use in Africa
remain extremely low. Even though
roughly one-quarter of married African
women do not want more children,
only about one percent currently rely
on sterilization.

Nevertheless, evidence points
to a growing interest in voluntary
sterilization. Clinics in nine countries
supported by AVSC International
reported almost 25,000 procedures in
1994. In Kenya, where nearly 14,000
procedures now occur a year, the pro-
portion of married women for whom
sterilization is the method of choice
more than doubled between 1984 and
1993, to 5.5 percent. Doctors in Ghana
performed 2,300 sterilizations in 1996,
a 50 percent increase over the previous
year. Demand in Malawi, Tanzania and
Zambia appears to be strong and
growing.

Strong cultural factors, in part,
continue to inhibit demand for steril-
ization. African women often refrain
from choosing permanent contracep-
tion out of fear that they may want
another child in the event of divorce
and remarriage or the death of a child.
Additionally, women considering steril-
ization often face strong opposition
from husbands and extended family
members.

until recently, female sterilization
services were virtually unavailable
across much of Africa. The lack of
services has contributed to low levels
of public awareness; on average only
half of African women know of female
sterilization. Moreover, health workers
typically fail to counsel clients on
sterilization, and when they do, often
exaggerate the side effects. Even in
Kenya, one of the only countries in
Africa with some access to female
sterilization, as recently as 1995 only
one-third of family planning clients
were receiving information on the
procedure during their visit to a clinic.

Contrasting experiences in Kenya



and the Democratic Republic of Congo
confirm the interplay between service
availability and attitudes towards ster-
ilization. In parts of Kenya with large
numbers of satisfied sterilization users,
the general population has very posi-
tive attitudes towards sterilization. In
the Democratic Republic of Congo,
where few services are available, feel-
ings about permanent contraception
continue to be negative and rumors
are widespread.

In practice, access to sterilization
is difficult even at those sites where
services are nominally offered. Public
sector hospitals have chronic shortages
of the expendable supplies required
for surgery; clinics may schedule pro-
cedures only one day a week; doctors
and facilities assigned to perform
sterilizations are often diverted to
other more urgent surgical needs.

Many of the same factors that
limit access to female sterilization also
severely restrict the use of vasectomy.
Five percent of couples worldwide
use vasectomy for family planning. In
Africa, however, vasectomy is virtually
unknown. Among men, fewer than 30
percent have heard of the procedure.

Where it is known in Africa,
vasectomy often still carries great
stigma, even where female sterilization
is becoming increasingly accepted.
Both men and women wrongly believe
that vasectomy harms a man’s health
or sexual function. Family planning
workers are uninformed about the
procedure and biased against it.
Furthermore, until recently, few doctors
were trained in vasectomy. Pilot vasec-
tomy services are now available in a
few countries, including Ghana and
Kenya, where knowledge has increased
substantially. Still, the number of
vasectomies performed yearly probably
does not exceed 100 in any country in
the region.

Safety of
Clinical Procedures

Evidence from Kenya suggests that
sterilization in Africa can be as safe as

in other settings; a rate of 5.5 deaths
per 100,000 procedures in Kenya is
slightly below the average rate of 5.9
per 100,000 found in an analysis of
sterilization experience in 35 countries.
Safety in Kenya has been enhanced by
attention to quality and the widespread
use of simpler techniques using local
rather than general anesthesia. The
less complicated procedure eliminates
overnight hospital stays, cutting

down on costs and adding to client
confidentiality.

Nevertheless, proper infection
control in clinical procedures remains
a crucial concern for family planning
programs in the region, given the high
prevalence of HIV/AIDS and other
infectious diseases. Health personnel
need to protect both themselves and
clients from disease transmission dur-
ing voluntary sterilizations, IUD and
Norplant insertions, administration
of injectable contraceptives and pelvic
examinations.

In many African clinics, however,
lack of running water and inadequate
staff training result in an absence of
even the most basic infection control
practices. One study showed that in
Senegal just 14 percent of workers
wash their hands before performing a
pelvic examination; the proportion in
six other countries ranges from 49 to 83
percent. Many facilities are also chroni-
cally short of infection control supplies
and equipment, leading health workers
to reuse gloves and other materials
without proper disinfection.

Regulatory Barriers
and Staff Biases

In many African countries, the choice
and availability of contraceptives is
further confined by outdated laws,
regulations based on misperceptions
about health risks and lacking a
medical rationale, and biases among
health workers. These barriers tend
to be greater in French-speaking than
in English-speaking Africa, partly
because of the legacy of anti-family

Proper infection
control in clinical
procedures is a
crucial concern for
family planning
programs.
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planning laws dating from the French
colonial era.

In some former French colonies,
these laws are still in effect. Although
they are not strictly enforced, together
with other restrictions on contraceptive
availability these laws inhibit the
development of family planning pro-
grams by maintaining legal ambiguities
that can block access to specific contra-
ceptive methods. In Cote d'lvoire, for
example, there is a widespread belief
among family planning staff that steril-
ization is illegal. In fact, the lack of
availability of sterilization appears to
be the result of discretionary action by
health authorities rather than because
of a specific law.

Clinic workers across the region
commonly, and unnecessarily, restrict
contraceptive use based on a woman'’s
age, number of children and marital
status. Studies show that many of the
health staff who create these barriers
believe they are acting out of concern
for the safety of their clients. However,
these workers often lack adequate
knowledge of the contraindications,
benefits and potential side effects to
the use of specific family planning
methods. As a result, they often do
their clients more harm than good by
overemphasizing the potential dangers
from contraception.

In Zimbabwe, for example,
many program staff set minimum age
requirements for use of contraceptives,
despite guidelines dictating that family
planning services be available to
everyone regardless of age. Likewise,
over half of health workers in Zanzibar
set unwarranted age restrictions on
all contraceptive methods, and many
refuse to provide injectable contracep-
tives — the most popular method — to
women with fewer than three children.

Zambia recently dropped its
requirement that women obtain writ-
ten permission from their husbands to
receive government family planning
services. Government regulations in
many other African countries, however,
require spousal approval for female
sterilization; many field staff also apply
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this restriction to other methods. For
example, between 30 and 40 percent
of family planning workers in Ghana
require consent of the spouse before
providing women with oral contracep-
tives, IUDs and injectables.

Contraceptive availability is
further restricted by regulations that
allow only physicians to provide family
planning methods such as Norplant
and IUDs — despite studies showing
that trained nurses and midwives are
just as competent in performing the
procedures. Moreover, some countries
impose prerequisites for contraceptive
use that go far beyond internationally
accepted norms for counseling and
medical testing. A 1994 study in
Senegal found that, to receive Norplant,
most women had to wait over two
months and make more than four
clinic visits for various tests and coun-
seling. Clients wanting sterilization
faced similar hurdles.

As an important first step to
addressing biases among health staff
and unwarranted program restrictions,
several African countries have devel-
oped and disseminated standardized
national guidelines for providing fam-
ily planning services. However, the
effectiveness of these guidelines in
removing unnecessary barriers thus
far has been uneven. In Cameroon,
the introduction of service guidelines
in 1993 did not diminish biases among
health workers, in part because the
new rules were not specific enough in
their guidance to field staff. The guide-
lines also failed to address the most
important bias among health workers
— the erroneous belief that women
menstruating the day of their clinic
visit are ineligible to receive oral
contraceptives. In Kenya, in contrast,
improved medical guidelines are
thought to have played a role in
large increases in referrals for female
sterilization.

Client Counseling

Insufficient training, poor supervision
and lack of basic client education



materials leave most family planning
workers in Africa with weak counseling
skills. In large, busy family planning
clinics, workers often lack the time to
adequately counsel each patient on
contraception; they have even less
time available to discuss broader
reproductive health topics such as
prevention of HIV/AIDS and other
STDs. Furthermore, as in many regions,
clinic staff traditionally have not given
clients enough information to make
knowledgeable choices about family
planning. Under these circumstances,
many clients choose inappropriate
contraceptive methods.

Many family planning workers
in Africa do not educate clients suffi-
ciently about correct use of their cho-
sen contraceptive method, what side
effects to expect and how to manage
side effects should they occur. A study
of family planning services in 10
African countries found that although
two-thirds of clients on average receive
information on how to use the method
they choseg, clinic staff consistently tell

less than half of new family planning
users about potential side effects. The
percentage receiving information on
how to manage possible side effects
is even lower — ranging between 1
percent in Cote d'lvoire and 42 percent
in Burkina Faso.

When clients do experience
side effects from contraceptive use,
field staff typically fail to adequately
address client concerns — a shortcom-
ing that is a major factor in the deci-
sion by many clients to discontinue
family planning use. In studies in
Ghana, Nigeria and Tanzania, workers
discussed the possibility of switching to
another method with fewer than a
third of clients experiencing problems
with their contraceptive method.

Challenges to Effective
Mass Communication

Public awareness of contraceptive
methods in Africa has increased
dramatically in recent years as a result
of the expansion of family planning

FIGURE 18
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programs and public education efforts.
On average, 77 percent of married
women in Africa now know of at least
one modern contraceptive method.
Still, levels of knowledge in most
African countries remain below the
average for other developing country
regions, and public awareness varies
substantially from country to country.

In Zimbabwe and Kenya,
sustained public information cam-
paigns through mass media and
community outreach have helped
achieve almost universal knowledge
of modern contraception. In contrast,
where family planning programs are
weak or nonexistent, knowledge of
contraceptive methods is generally
low. However, some African countries
have made extraordinarily rapid
advances. In Mali, the proportion of
women knowing at least one modern
contraceptive method rose from under
30 percent in 1987 to 65 percent
by 1995.

A region-wide shortcoming is
that many public information efforts
fail to give potential family planning
clients specific information about how
contraceptive methods work, which
methods are most appropriate for them
and, most importantly, where to obtain
contraceptive services. Indeed, almost
everywhere in Africa, substantially
fewer women know the source for a
contraceptive method than know of
the method. A good example is
Burkina Faso, where 63 percent of
women know of at least one modern
method of family planning, yet only 28
percent know where to obtain contra-
ceptive services. The national program
in Ghana is attempting to increase
knowledge of family planning sources
by developing a communication strat-
egy that will bridge the gap between
knowledge and use.

To succeed, public education
programs in Africa must overcome a
number of difficult obstacles. Both gov-
ernments and donor agencies tend to
undervalue the long-term impact of
health communication, relative to the
pressing need for health and family
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planning services. Professional oppor-
tunities for health educators in Africa
are extremely limited, and Africa still
lacks enough health staff who under-
stand health education and can design
and implement high quality, effective
educational programs and materials.
Weak communication infrastructure
and lack of local technical expertise
complicate program design and
implementation. Moreover, lack of
coordination among international
donors, governments and family plan-
ning NGOs often results in fragmented
and ineffective public education efforts.

Most family planning mass
media campaigns use radio, the most
cost-effective channel for reaching
large numbers of people, especially in
rural areas of Africa. Still, exposure to
radio and other mass media is low in
Africa compared to other developing
regions. Radio costs are rising as sta-
tions increasingly charge market rates
to air health education messages. Also,
in many countries, the government
tightly controls mass media outlets,
and often restricts the broadcast of
potentially controversial messages on
population and family planning.

The relatively underdeveloped
state of the mass media in Africa has
stimulated development of other, less
hi-tech approaches for disseminating
health and population messages, and
produced some of the world’s most
creative family planning communica-
tion efforts. One such program in
Kenya integrates family planning and
reproductive health messages into
traditional forms of entertainment such
as street theater, dancing, singing and
puppet shows.

Beyond Family
Planning: Broadening
Population Programs

The ICPD Programme of Action empha-
sizes the goal of universal access to
basic reproductive health services. In
addition to family planning, essential
elements of the reproductive health



care package agreed to at the 1994
conference include pre- and postnatal
care and safe delivery; prevention and
management of complications of un-
safe abortion; prevention of HIV/AIDS;
and prevention and management of
sexually transmitted diseases. The
Programme of Action also recognizes

the importance of extending family
planning and reproductive health
services to previously underserved
groups such as men and adolescents,
and of eliminating harmful practices
against women, including female
genital mutilation.

The intersection of all these
issues makes the Cairo agenda
especially relevant to Africa, where,
as in other regions, governments face
the challenge of implementing a sig-
nificantly broader scope of health
services. Important questions remain
unanswered regarding which services
to provide, in what combination and
at what level of the health system.
Financing the expanded package of
reproductive health services is an
important issue for Africa, where
health care resources are extremely
limited. Additionally, governments in
many African countries have only
recently incorporated family planning
services into health systems. With
family planning services new and
government commitment to these
services still fragile, there is concern
that adding other reproductive health
services could undermine progress to
date in expanding access to family
planning.

Linking Family Planning
and Related Reproductive
Health Services

There is still only limited information
on efforts to link family planning with
related reproductive health services.
The preliminary experience suggests
that some degree of integration can
enhance the effectiveness of the vari-
ous components of reproductive health
services. In many instances, such inte-
gration has been implemented without

undermining family planning efforts;
in some cases, it has actually bolstered
use of contraceptive services.

m Countries such as Uganda and
Zimbabwe already have integrated
family planning and reproductive
health services in training curricula
for health workers. Workers now
learn screening and management
of reproductive tract infections as
part of an integrated curriculum, a
skill that allows them to better meet
client needs and ensure safer IUD
insertion.

m Many contraceptive supply systems
in Africa were initiated separately
from public sector systems for the
distribution of essential drugs. To
some degree, the better-functioning
family planning programs owe their
success to a single-minded focus on
the efficient supply of contraceptive
methods. Now, however, govern-
ments are taking a fresh look at
supply systems dedicated to contra-
ceptive distribution alone, and are
beginning to explore integrated
models that may be more cost-
effective in the long run. In Kenya
and Eritrea, systems originally set
up to manage contraceptive supply
are now being used to manage
supplies of essential drugs as well, to
the benefit of both family planning
and STD prevention efforts.

m A number of African countries,
including Tanzania, Uganda and
Zambia, are combining mass media
messages on family planning and
reproductive health and at the
same time working to improve the
counseling skills of health workers
in both family planning and STD
prevention. Moreover, there is
growing interest on the part of
African health education programs
to incorporate messages on double
protection — using condoms for
disease prevention together with
a more effective contraceptive
method such as hormonal
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contraception or sterilization for
preventing pregnancy.

Despite these positive develop-
ments, the synergy between family
planning and other reproductive
health services has yet to be fully
developed. At existing family planning
clinics, there is often too little integra-

STD prevention. Moreover, the quality
and scope of these other services are
highly variable. Smaller facilities do
not offer the range of reproductive
health services seen at larger hospitals.
However, in hospital settings, family
planning is also more likely to be
physically separate from other repro-
ductive health services.

tion of family planning with other
related reproductive health services,
such as counseling for HIV/AIDS and

A further barrier to integration
is that AIDS and STD prevention
programs typically are administered

A recent effort in Kenya illustrates some of the challenges programs
face in integrating STD prevention with maternal and child health and family
planning (MCH/FP) services.

Before 1990, women in Nakuru, a city of 220,000 located 160 kilometers
northwest of Nairobi, had few options when seeking diagnosis or treatment
for sexually transmitted diseases. STD services were available only in the
curative wings of the five clinics operated by the Nakuru city council and

the health ministry hospital. Information and counseling on HIVV/AIDS and
other STDs were virtually nonexistent.

As a result of growing concern over the spread of HIV/AIDS, in 1990
health officials designed an approach to better identify and treat women at
risk of infection. HIV/AIDS and STD services were introduced at the outpa-
tient MCH/FP clinics which for many women serve as their only contact
with the health system. At the same time, the hospital in Nakuru established
a special clinic for STD treatment.

Training and adequate drug supplies have been the cornerstones of the
integration effort. Staff at the outpatient clinics learn to counsel women and
assess their risk of infection. They also receive training in simple techniques to
screen and treat clients for common STDs and in notifying partners of clients
suspected of having an STD to prevent reinfection. The project also aims to
keep clinics well-stocked with drugs for treatment of common STDs.

In practice, the approach has faced some difficulties. While the city
council clinics have adequate supplies of the essential drugs needed to treat
common STDs, the provincial hospital and the STD clinic often have short-
ages. Furthermore, because of Kenyan regulations prohibiting nonphysicians
from prescribing antibiotics, nurses at the city council clinics still must refer
STD clients to a doctor for treatment. Most clinics also lack sufficient quanti-
ties of brochures, posters and pamphlets for client education on STDs and
HIV/AIDS.

Counseling efforts also face a number of obstacles. Few women receiving
MCH/FP services know that STD services are also available within the same
clinic. Client knowledge of STD symptoms or modes of transmission of HIV/
AIDS is often poor. Moreover, clinic staff are successful in notifying partners
for just one-third of clients with syphilis and just 10 percent of women diag-
nosed with symptoms of other STDs.

The experience in Nakuru is typical of the challenges facing programs
across Africa. The seriousness of the AIDS epidemic will require health officials
to intensify efforts to seek effective models of STD prevention and treatment.
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and funded separately from other
health services, often leading to dis-
agreement among program officials
over strategy and priorities. For
example, in Ghana the government

is attempting to introduce STD preven-
tion and treatment at clinics providing
family planning and maternal and
child health services; however, poor
communication between the two
programs has held up these efforts.

Key Challenges

The following are key challenges
programs face in more fully capitaliz-
ing on the synergies between family
planning and other reproductive
health services.

Preventing HIV/AIDS
and Other Sexually
Transmitted Diseases

In sub-Saharan Africa more than in
any other region, sexually active men
and women have closely related needs
to protect themselves from unwanted
pregnancy as well as from debilitating
and often life-threatening disease. With
HIV prevalence high in many countries
and other sexually transmitted diseases
common throughout Africa, there is

a strong likelihood that many family
planning clients already have or are

at high risk of contracting a sexually
transmitted disease. Despite some
progress, health and family planning
services have not adequately
responded to this reality.

At the clinic level, there are still
many missed opportunities to provide
clients with information about sexually
transmitted diseases. A study in 10
African countries revealed that health
workers discuss sexually transmitted
diseases with only 1 in 10 new family
planning clients; HIV/AIDS was dis-
cussed with just 1 in 14 new family
planning clients.

Lack of training in proper man-
agement of STDs and the reluctance
of health workers to discuss sexually

transmitted diseases with clients are
major reasons for this serious omission.
Clinic staff often believe married
women are at low risk of infection and
are uncomfortable raising such a sensi-
tive topic. Yet, studies show that many
women perceive themselves to be at
high risk and want to hear about STDs.
By failing to adequately assess a client’s
risk of sexually transmitted disease,
health workers miss an opportunity

to both prevent new infections and to
use simple and effective approaches

to diagnose and treat common STDs.

Moreover, STD testing and
referral services are weak and few
family planning clients are even aware
of the availability of such services. One
cross-country study found that fewer
than 40 of over 2,500 women seeking
family planning services received an
STD laboratory test or referral; less than
10 percent of clients were aware of STD
or HIV/AIDS services available at the
clinic they were visiting. These results
are hardly surprising. Outside of large
cities, few laboratory facilities exist for
accurate diagnosis, and drugs for STD
treatment are often in short supply,
especially in public sector programs.
Also, across most of sub-Saharan
Africa, only physicians are allowed to
prescribe the antibiotics that are used
in STD treatment.

Additionally, in most African
countries, STD/HIV screening and
treatment services have almost always
been focused on specialized urban
clinics serving high risk groups such
as commercial sex workers. Women
from the general public shun these
facilities because of the stigma attached
to being identified as carrying an STD
and because of the judgmental atti-
tudes of many of the staff at these
clinics. As a result, even those women
who suspect they may have an STD are
unlikely to seek treatment at special-
ized facilities; as in other developing
regions, most women in Africa with an
STD go undiagnosed and untreated.

To help increase the chances
that women will seek and receive
STD screening and treatment, African

At the clinic

level, there are
still many missed
opportunities to
provide clients
with information
about sexually
transmitted
diseases.
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A recent study
shows that local
communities want
outreach workers to
provide information
on HIV/AIDS and
other STDs.

program managers are testing various
strategies to incorporate STD services
into existing family planning and
maternal and child health programs.

m Training of health and family plan-
ning staff in management of STDs is
moving forward in some countries.
By 1995, 50 percent of family plan-
ning staff in Kenya and 66 percent
in Botswana had received training in
management of sexually transmitted
and reproductive tract infections;
less than a quarter, however, had
received training in HIV/AIDS
counseling.

m Mass media campaigns to inform the
public about sexually transmitted
diseases have been implemented in
a number of African countries, often
in conjunction with condom social
marketing programs. These public
education efforts have successfully
raised awareness of AIDS; over 90
percent of adults surveyed know
of the disease. Still, information
campaigns have been uneven in
their scope and effectiveness, and
knowledge does not necessarily
translate into behavior change.

m A recent study in Kenya showed that
local communities want outreach
workers to provide information
and counseling on HIV/AIDS and
other sexually transmitted diseases.
Moreover, the study showed that
communities also support education
for young people and single men
and women, a further sign of the
seriousness of local concern over the
impact of the AIDS epidemic. While
many outreach programs in Africa —
especially those run by NGOs —
have already taken steps to incor-
porate AIDS and STD prevention
activities alongside family planning
information and services, they still
face many challenges in effectively
implementing this new approach.

m Research on the cost of adding STD
services — a concern to governments
everywhere in Africa — is also un-
derway. A recent study in Kenya
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found that the cost of providing
integrated family planning and STD
services is up to one-third lower
than providing the two services
separately, mainly because of
savings in staff time and economies
of scale from sharing space. Never-
theless, the laboratory and drug
costs associated with most STD
services are high. Clients will likely
have to share some of the cost of
these services, but setting prices too
high may put services beyond the
reach of many poor Africans.

Reducing
Maternal Mortality

It has now been 10 years since the
1987 Safe Motherhood Conference

in Nairobi — a landmark event in the
effort to combat high maternal mortal-
ity in Africa and other regions. Yet,
despite heightened awareness among
policymakers of the magnitude of the
problem in Africa, maternal death rates
in Africa show no sign of decreasing,
and may even be on the rise in some
countries.

Along with expanding coverage
of family planning services, the most
effective strategy to reduce maternal
risk is improving essential obstetric
care for pregnant women. Yet, because
of limited access to overall medical
care, use of maternal health services
is poor; resources to handle obstetric
emergencies are limited and becoming
scarcer in some countries. From Nige-
ria, for example, there is evidence that
deepening poverty and increased client
fees have caused a drop in the number
of women using health facilities for
normal delivery services, although
women with complications are still
being seen with the same frequency.

Ghana, Nigeria and Uganda are
attempting to address the need for
emergency care through improved
training of clinic and hospital staff,
and improved community education.
In part because of the difficulty of
measuring maternal deaths within
a relatively small population, these



programs have not yet demonstrated
a clear impact on reducing maternal
risk. In Tanzania, however, one re-
gional hospital was able to show a
substantial decrease in maternal mor-
tality at the facility after implementing
a program to improve quality of care.
In practice, African governments
have done little to address the problem
of maternal death; those programs that
exist are small in scope. Also, experts
acknowledge that initially too much
effort went into approaches that
proved relatively ineffective in
reducing the risk of maternal death,
including training of traditional birth
attendants and the development of
screening tools to identify pregnant
women at high risk of complications.
Improved maternity care includes
outreach to women who deliver at
home; referral as needed for manage-
ment of complications; and improved
transportation for women in need of
emergency care. Better treatment of
complications requires improvements
in facilities and staff training, especially
at health centers and hospitals. By con-
trast, the bulk of family planning and
other reproductive health services such
as STD prevention can be provided at
smaller health centers and posts, and
through outreach workers. Therefore,
at the operational level, opportunities
for integrating family planning services
with activities to prevent maternal
death are relatively few.

Improving
Postabortion Care

One bright spot in the battle to reduce
maternal risk is the headway being
made on expanding emergency care
for women suffering complications
from unsafe abortion. The high num-
ber of deaths from unsafe abortion
has helped spur public debate in a
number of African countries, and
some governments are at last taking
effective action to deal with the enor-
mous health consequences of unsafe
abortion. Programs to expand access
to emergency treatment of abortion

complications and postabortion family
planning and reproductive health
counseling and services are growing.

Manual vacuum aspiration
(MVA) — a safe, simple and low-cost
technique for treating incomplete
abortion — has now been introduced
into at least nine countries in sub-
Saharan Africa, including Ethiopia,
the Gambia, Ghana, Mozambique
and Zambia. The new technique has
lowered treatment costs and helped
save the lives of many women.

The postabortion care programs
in Kenya and Nigeria, both begun in
1987, are the most advanced in Africa.
The Kenyatta National Hospital in
Nairobi, the country’s most important
teaching hospital, has trained over 200
Kenyan doctors in the MVA technique,
and now trains physicians from
around the region. Introduction of
MVA at one facility in Kenya reduced
the cost of treating a woman with an
incomplete abortion by 66 percent.

In Nigeria, virtually all large teaching
hospitals now train doctors in
postabortion care; training for staff at
several smaller state-run hospitals and
for private practitioners is expanding.

Efforts to train nurses and other
health auxiliaries in emergency
postabortion care are also gaining
ground. The presence of trained per-
sonnel at the nearest health facility,
which often has no physician on staff,
will allow women to obtain emergency
services more quickly. Ghana is one
of a number of countries around the
region training midwives in post-
abortion care; some 40 Ghanaian
nurse-midwives — mostly in private
practice — have received training and
equipment to perform MVA. Changes
in national policy support these efforts.
Ghana's new national reproductive
health service guidelines require that
all doctors and midwives receive train-
ing in emergency postabortion care
and that MVA equipment be available
at all health centers and hospitals.

Family planning services are an
integral part of postabortion care.
Women who have undergone abortion

Programs to expand
access to emergency

treatment of abor-

tion complications

and postabortion
family planning
are growing.
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High rates of
unintended teen
pregnancy, unsafe
abortion and
HIV/AIDS have
contributed to a
public awareness
of adolescent
sexual health
needs.

are often in immediate need of family

planning services; many are highly

motivated to use contraception. How-

ever, links between family planning
services and emergency postabortion
care are still weak in most of Africa.
Family planning services themselves
are still not widely available in many
countries. Even where they exist, the
two services are often provided by
different staff and in separate facilities.
Health workers providing emergency
treatment may not view contraceptive
provision as their responsibility; even
those clinic staff willing to provide
family planning services to abortion
patients often know little about which
contraceptives are appropriate to
provide to women who have just
undergone an abortion.

A number of countries are taking

steps to expand access to safe abortion.

South Africa changed its abortion laws
in early 1997 to allow elective abortion
during the first trimester of pregnancy
and for a range of reasons later in
pregnancy; similar legislation is being
considered in neighboring Namibia.
Participants from 18 African countries
at a recent symposium on removing
legal barriers to sexual and reproduc-
tive health recommended that safe
abortion be available in cases of rape,
incest, early pregnancy and congenital
malformation.

Even in countries such as Ghana
and Zambia, where the law permits
abortion on broad social and health
grounds, access to safe abortion —
especially for rural women — is still
difficult. Neither the public nor health
workers have a good understanding
of laws regulating abortion, and the
vagueness and cumbersome adminis-
trative requirements of the law leaves
many doctors reluctant to provide
abortion services.

Meeting Adolescent
Sexual Health Needs

High rates of unintended teen preg-
nancy and unsafe abortion, coupled
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with the heavy toll that HIV/AIDS is
taking in young lives, have contributed
to a growing public awareness of ado-
lescent sexual health needs in Africa.

A number of innovative initiatives are
underway to meet these needs.

m In Kenya, Madagascar and Nigeria,

among other countries, special
clinics provide STD prevention
and contraceptive information
and services for young people.
Elsewhere, youth centers provide
contraceptive and other reproduc-
tive health services as one element
of more comprehensive programs
including recreation, education or
job skill training.

m Community-based outreach

programs using youth peer counsel-
ors often have a contraceptive
distribution and clinical referral
component. One program in Ghana
teaches young men in rural villages
traditional handicraft skills while
educating them about important
reproductive health issues such as
prevention of sexually transmitted
diseases. However, most of these
activities remain small-scale,
private efforts, and few have been
rigorously evaluated for their
effectiveness.

m Contraceptive social marketing

programs in African countries such
as Nigeria have had success market-
ing condoms to young people. By
making contraceptives available in
commercial outlets, social marketing
programs offer youth an alternative
to the potential embarrassment of

a clinic visit. In the Nigerian social
marketing program, a youth-
oriented radio series and peer
education efforts complement
commercial condom distribution.

m In addition, most national family

planning education campaigns

in Africa now have special youth
components. Radio programs geared
to young people in Kenya, Nigeria



and Uganda transmit messages

on sexual responsibility and infor-
mation on AIDS and pregnancy
prevention.

Yet, despite greater understanding
of the high rates of teenage pregnancy
and elevated risks of childbearing
that young African mothers face,
reproductive health services for
adolescents remain inadequate virtu-
ally everywhere in Africa. In most
countries, the provision of sexual and
reproductive health information and
services to unmarried young people
remains highly controversial. Laws
and policies severely restrict their
access to reproductive health services.

The attitudes of health workers
are another major obstacle to the
effective provision of reproductive
health services to adolescents. Field
staff often refuse to provide unmarried
or childless young people — especially
young women — with contraceptives.
As a result, many young people feel
unwelcome in regular health clinics.
A 1995 study in Kenya found that
three-quarters of community family
planning workers are unwilling to
provide contraceptives to young
women who have not yet given birth.
By contrast, 80 percent of these workers
said they would give contraceptives to
young men, regardless of the number
of children they have.

In varying degrees, almost every
country in sub-Saharan Africa now has
some sexuality education in schools,
yet implementation of these programs
has encountered numerous problems.
Specific information on family plan-
ning methods and STD prevention
is often absent from the curriculum;
when it is included, it often comes
in secondary school — too late for the
majority of youth who have already
dropped out. Moreover, teacher
training and materials are generally
inadequate; even when more specific
information is given, it tends to be
scattered throughout the curriculum,
undermining the extent to which

students absorb and comprehend
this information.

Despite the vital importance
of sexuality education programs in
promoting healthy and responsible
sexual behavior, conservative religious
forces often strongly oppose such pro-
grams for young people. In Kenya, for
example, the Catholic church has been
a major obstacle to implementing
large-scale adolescent reproductive
health programs. Under church pres-
sure, the Kenyan government has all
but terminated sexuality education in
the schools.

Men and
Reproductive Health

African men play an important role
in decisions about the number and
spacing of children. They also bear
the prime responsibility for efforts to
prevent the spread of HIV/AIDS and
other sexually transmitted diseases.

Programs in a number of African
countries are attempting to enhance
the participation of men in family
planning and reproductive health and
increase male support for use of family
planning by their partners. The prime
example of this strategy is social mar-
keting programs, which across Africa
have successfully encouraged men to
use condoms for both STD and preg-
nancy prevention. Several information
campaigns in Africa have helped
to improve men’s knowledge of family
planning and STDs, while also contrib-
uting to better communication
between spouses.

Other small-scale efforts to
provide services for men have had
encouraging results. Community out-
reach efforts in Cameroon, Ghana,
Kenya, Mali and Swaziland have
provided men with information and
contraceptives in their homes and at
their places of work. A program in
Cameroon enlisted male community
leaders in rural areas; after one year,
knowledge of condoms among men in
the project communities rose from 52

Programs in
some African
countries are

trying to encourage

the participation
of men in family
planning.
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The deep cultural
roots of female
genital mutilation
have made it
difficult to mount
successful efforts
to diminish this
practice.

to 81 percent. In Ghana, an information
campaign designed to encourage men
to visit Ministry of Health facilities in-
creased discussion of family planning
between men and their partners, as
well as use of contraceptive methods.
Male-only clinics have also been tried
in a few African countries, with mixed
results.

In spite of these efforts, family
planning and reproductive health pro-
grams in the region for the most part
continue to ignore the needs of men.
Most men lack good information on
family planning and reproductive
health; existing services are rarely
geared towards meeting their needs.

In the vast majority of clinics, men still
feel neither welcome nor comfortable
asking for family planning services.

Female Genital Mutilation

The deep cultural roots of female
genital mutilation (FGM) have made

it difficult to mount successful efforts
to diminish this practice. The most
promising approaches thus far appear
to be those that combine community
education on the harmful effects of
FGM with activities to persuade
women who perform FGM to abandon
the practice. Although in most cases

it is too early to know whether these
efforts are successful, one program in
eastern Uganda lowered the incidence
of the practice by 36 percent between
1994 and 1996. Community leaders in
the program area agreed to replace the
traditional ceremony with symbolic
gift giving, while preserving all other
aspects of the rite of passage of girls to
adulthood. The project combines edu-
cation on FGM with delivery of family
planning and other reproductive
health services.
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The introduction of legal
prohibitions appears to have had little
impact on the practice. Anecdotal
evidence suggests that enactment of
anti-FGM laws simply drives the prac-
tice underground. Moreover, most
African governments are reluctant to
take a strong stand in opposition to
FGM, in part because of continuing
high levels of popular support for the
procedure, including among women.
In Mali, for example, where 94 percent
of women have undergone FGM, fully
three-quarters of women continue to
support the custom. Eradication efforts
are meeting vocal public resistance
and are increasingly becoming a
volatile political issue in countries
such as Sierra Leone.

An exception to government
inaction has been Burkina Faso,
which in 1996 became one of the first
countries in Africa to ban the practice,
as part of a comprehensive national
eradication program. Strategies to
address the health consequences of
FGM include training all staff in
health ministry clinics to identify and
treat complications related to FGM;
establishing a referral system for
women suffering complications; and
employing mobile surgical teams to
treat complications.

However, in Burkina Faso,
as in other areas where FGM is preva-
lent, the role of health workers in
prevention efforts is unclear. While
health professionals can participate
in activities to raise awareness of the
harmful health effects of the procedure,
their influence may be limited by
strong social and cultural factors.
Ultimately, reductions in the practice
of FGM may depend on overall im-
provements in the status of women
within African society. Survey evidence
shows that women (and men) who are
more highly educated are less likely
to support the continuation of FGM.



mong African countries, the
ability and commitment to
finance the costs of providing

family planning and other reproduc-
tive health services varies widely. Some
wealthier countries in the region can
bear a greater proportion of the costs
of national programs. But most coun-
tries are extremely poor, and both gov-
ernments and individuals are limited
in their ability to pay for services.

In Cairo in 1994, the international
community set the goal of achieving
universal access to basic reproductive
health care by the year 2015. Africa,
because of its poverty and current low
base of services, faces perhaps the
greatest challenge of any region in
mobilizing the financial resources
needed to reach this goal.

m With demand for family planning
services increasing rapidly, the
number of contraceptive users in
Africa is projected to double be-
tween 1993 and 2000, to 33 million,
then triple to 100 million by the
year 2015. Millions of Africans
also have a need for other repro-
ductive health services, including
STD prevention and treatment, and
maternal and postabortion care.
Countries also face the challenge of
improving and expanding services
for young people and men.

m Meeting these needs will require
an enormous increase over current
funding levels. To insure access to
quality contraceptive services alone,
spending on family planning will
have to increase from an estimated
$300 million in 1993 to $1.1 billion
in the year 2000 and $2.4 billion by
2015. Adequate provision of related
reproductive health services will
require at least an additional $900
million annually by the year 2000,
and $1.4 billion by 2015. The re-
source gap for related reproductive
health services is also large, since
both governments and donors have
thus far made relatively negligible
investments in these services.

Mobilizing the resources to
bridge this funding gap will be no
easy task. It will require increased
contributions from a variety of financ-
ing sources — national governments,
international donors and private
households — as well as concerted
efforts to address current obstacles
to increasing spending on reproduc-
tive health.

National Governments

Compared to governments in other
regions, African governments contrib-
ute a relatively small share of total
spending on family planning — only
about one-fifth on average, a reflection
of the low priority most African gov-
ernments have given to population
and family planning. Even in Kenya,
where the family planning program is
among the strongest in the region, in
1993 the government share of family
planning program costs was only
about 10 percent.

Inadequate spending on family
planning and reproductive health is
also a reflection of the relatively small
public sector role in health care financ-
ing; African governments on average
finance only one-third of all health
care costs; donors cover another 20
percent, while private households
pay for the remainder.

Low spending on family
planning and health in general also
reflects misplaced priorities. Most
African governments spend more on
the military than they do for health
services. Furthermore, government
expenditure on health is heavily tilted
towards expensive curative services
that benefit a relatively small group of
people. Of the roughly $2 billion that
African governments spent on health
care in 1990, at most only $200 million
— 10 percent — went for preventive care,
including family planning and basic
reproductive health services.

Moreover, many health needs
compete for available primary health
funds. African governments continue

Compared to
governments in
other regions,
African govern-
ments contribute
a small share of
total spending on
family planning.
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International
donors provide
almost two-thirds
of the financing for
African family
planning services.

to battle long-standing and serious
health problems such as diarrhea,
malaria and acute respiratory infec-
tions, which together account for a
third of the burden of disease in
sub-Saharan Africa. Stronger govern-
ment commitment is key to ensuring
that family planning, HIV/AIDS and
STD prevention, and other pressing
reproductive health needs receive their
fair share of limited resources. This is
an emerging problem in Zambia, for
example, where the government is
integrating all special programs into a
single package of basic health services.

International Donors

As a source of both financial and
technical support for population
programs, international donors have
played a more central role in Africa
than in any other developing region.
Bilateral donors and multilateral
development banks provide almost
two-thirds of financing for African
family planning services; the share in
other regions ranges from just 5 per-
cent in East and Southeast Asia to 40
percent in South Asia.

The dependence on donor popu-
lation assistance is virtually uniform
throughout sub-Saharan Africa. Exter-
nal aid represents less than half of total
expenditure on contraceptive services
in only 3 of 36 countries studied in
1995 — Mauiritius, South Africa and
Sudan.

Since the early 1980s, the volume
of population assistance to Africa has
increased notably. After adjusting for
inflation, grant aid for population pro-
grams in Africa tripled between 1984
and 1994; meanwhile, Africa’s share of
global population assistance jumped
from 12 to 25 percent. Population aid
to Africa in 1994 totaled $252 million,
an increase of more than 50 percent
over 1993. Figures for 1995 show
another large increase, to $361 million;
however, part of this rise appears to
reflect the use of a broader definition
for population assistance.

Donor support has been
concentrated in a relatively few African
countries. Kenya and Nigeria have
consistently been among the top three
population aid recipients in Africa,
each receiving on average over $15
million per year between 1985 and

FIGURE 19
Trends in Population Assistance to Sub-Saharan Africa
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1994. However, in terms of aid per
woman of reproductive age, many
of the smaller countries in Africa, for
example, Swaziland and the Gambia,
have received relatively high amounts
— over $4 per woman compared to
between $2 and $4 in larger countries
such as Kenya, Ghana and Uganda.
Using the same measure, many
African countries also receive greater
amounts of assistance than most other
developing countries. For example,
Bangladesh, the world’s largest recipi-
ent of population funds, receives about
$3 per woman; other large beneficiaries
such as Indonesia, India and Pakistan
all receive less than $1 per woman.

Bilateral Donors

The United States has been the most
important source of donor funding
for population programs in Africa.
U.S. bilateral population assistance,
managed through the U.S. Agency for
International Development (USAID)
and its network of private technical
assistance agencies, accounts for
roughly half of all population aid to
Africa; between 1989 and 1996, U.S.
funding for family planning activities
in the region rose from $72 million
to $127 million.

In a number of African
countries, the United States has
provided consistently high levels of
support. U.S. population assistance
to Kenya, for example, averaged $16
million a year between 1991 and 1996.
The United States has shown signifi-
cant levels of commitment in Nigeria
($12 million a year) and Ghana ($7
million a year). Fifteen of 20 USAID
country offices fund major population
and health programs; 14 support HIV/
AIDS prevention activities. Beyond its
financial importance, USAID — through
its network of technical agencies — has
been the only donor with the breadth
and depth of expertise to provide
hands-on assistance to all key elements
of national family planning programs.
It has been responsible for much of the
progress in African countries to date.

Yet U.S. leadership on population
issues in the region is in danger of

slipping.

m Major cuts in overall U.S. population
funding threaten to harm efforts in
Africa, as well as elsewhere. Global

U.S. family planning funding was cut The United States
by 35 percent between 1995 and

1996; 1997 budgets rose slightly, but has been the most
are still 30 percent below 1995 levels. important source

m USAID has greatly reduced the
number of countries in Africa to
which it provides comprehensive
assistance. Nine field missions —
mostly in West Africa — were closed
between 1994 and 1996. A regional
effort in West Africa provides limited
continued support to population
programs in four countries — Bur-
kina Faso, Cameroon, Cote d’lvoire
and Togo — where USAID has closed
field missions. It is too soon to say,
however, whether this arrangement
will prove effective. The agency
withdrew from Niger in 1997, and
expects to withdraw from Zimbabwe
and Guinea-Bissau within five years.
Staff cuts, combined with mission
closings, have reduced the number
of USAID population and health
experts in the field by over one-
third and have left some country
programs without adequate techni-
cal oversight.

of donor funding
for population
programs in
Africa.

m Because of disagreement over the
pace of democratization, in 1997
USAID slashed its support to Kenya
by half — just as demand for family
planning was skyrocketing. The cuts
have affected NGO programs the
most; support to some NGOs has
already ended, and funding for
others will be phased out.

In recent years, Germany
has emerged as an important donor
to population programs in Africa,
although on a smaller scale than the
United States. In 1995, Germany gave
roughly $70 million to fund family
planning and reproductive health
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UNFPA is the
only population
donor with a
presence in
virtually every
African country.

programs in 22 African countries.
Substantial, further increases in
German population assistance appear
unlikely, however, in light of recent
cutbacks in foreign aid.

Like Germany the United
Kingdom has expanded its popula-
tion assistance in Africa, and funded
programs in 12 African countries in
1995. In 1996, the United Kingdom
donated $27 million for family plan-
ning and reproductive health projects
in the region.

Many other bilateral donors
provide support to population
programs in Africa in a smaller way.
Finland, the Netherlands and Sweden
work in a few selected countries. Four
of 12 priority countries under Japan’s
Global Initiative in Population and
AIDS are in sub-Saharan Africa,
although Japan provides very little
direct support to family planning
service delivery. The European Union
is moving to expand its population aid
to Africa, but is still very new to the
sector. Despite its strong links to former
French colonies, France has provided
virtually no support to family planning
efforts in the region; it has, however,
provided limited assistance for AIDS
prevention efforts.

Multilateral Donors

The United Nations Population
Fund (UNFPA) is the only population
donor with a presence in virtually
every African country. The Fund
provides about one-quarter of total
population grant assistance to sub-
Saharan Africa. Roughly a third of
country program allocations go to
Africa; in 1995, UNFPA support for the
region totaled $73 million — double
the 1993 level.

However, prospects for increased
UNFPA funding remain uncertain.
Although Africa is likely to receive a
greater share of funds under the Fund'’s
new system for allocating resources,
UNFPA's overall income plateaued
in 1996 and — due to losses from
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exchange rate fluctuations — fell by
about five percent in 1997.

Moreover, because its resources
are spread relatively thin among many
countries, the impact of UNFPA pro-
grams in any particular country has
been limited. In 1996, UNFPA budgets
for 30 countries in the region were un-
der $2 million annually. The thinness
of the Fund’s professional field staff
has further limited the effectiveness
of UNFPA programs in Africa.

Relative to the important role
the World Bank has played in sup-
porting population programs in other
regions — especially in Asia — the
Bank’s efforts in Africa have been
disappointing. Until the early 1980s,
Kenya was the only country in Africa
receiving World Bank loans for popu-
lation. Since then, lending has risen
substantially; between 1990 and 1996
the Bank committed about $70 million
per year for population and reproduc-
tive health programs in 28 African
countries. Still, this amount represents
only about one-fifth of the Bank'’s total
lending in the sector, and lending for
population in recent years is down
considerably from levels achieved in
1990 and 1991.

Except in a few countries, the
Bank is moving away from stand-alone
family planning projects such as those
previously supported in Kenya, Niger
and Nigeria. Moreover, the Bank is
increasingly placing higher priority
on health financing and sector reform
over direct support for family planning
and reproductive health services.
Although this shift in lending strategy
may help countries improve the over-
all efficiency and effectiveness of health
services, the change in the Bank’s focus
has diminished its leadership in the
family planning and reproductive
health field in Africa. This trend is
further exacerbated by the inadequate
numbers of Bank staff with expertise
in reproductive health, especially at
the field level.

The International Planned
Parenthood Federation (IPPF) is an
important source of funds for national



family planning associations in Africa.
IPPF provided $17 million to its African
member associations and other private
groups in 1995 — almost 60 percent of
their total funding. As in the case of
UNFPA, the share of IPPF resources
going to Africa — currently about 30
percent — is expected to increase as

the agency implements new funding
guidelines. Still, a recent large fall in
IPPF income threatens future levels of
assistance to Africa

Private Households

Consumers in Africa, as elsewhere,

are willing to pay for quality curative
health care services. Indeed, private
African households account for almost
half of all health care expenditures,
including outlays of close to one billion
dollars annually on drugs alone. But it
is unclear how much consumers are
ready to pay for family planning and
other preventive reproductive health
services. African households pay about
15 percent of family planning costs, a
proportion higher than in most Asian
countries, but only about a third of the
share consumers pay in some other
developing regions.

In varying degrees, almost all
African countries have now instituted
user fees in public sector facilities as
a way of increasing revenues to help
cover the cost of health care services.
Yet, so far, these efforts have fallen
short of expectations. On average, cost
recovery programs have generated
only 3 to 5 percent of recurring health
costs, rather than the expected 20
percent.

The degree to which family
planning services are included in
cost recovery efforts in Africa varies
considerably. In Ghana, the govern-
ment charges for most health services,
including family planning. Kenya and
Senegal do not charge for contracep-
tives, although there is a small user fee
for a clinic visit.

It is unclear how charging for
contraceptives effects the use of family

planning services. Program managers
often express concern that charging
for contraceptives — especially in
fledgling programs and in rural areas
where people have little cash — can
discourage family planning use. Most
evidence, however, indicates that
charging small amounts for contracep-
tives does not significantly dampen
demand for services. One indication
that some people are willing to pay for
contraceptives is the growth of social

One indication
that some people
are willing to pay

marketing programs. However, many for Contraceptives

of these programs continue to provide is the grovvth of

contraceptives at prices far below . .

market rates. social marketing
A further sign of the willingness programs.

of consumers to pay for health services
is the success of the Bamako Initiative,
a region-wide effort in part aimed at
improving the availability of drugs

in rural clinics. Participating local
communities purchase essential drugs
from governments or donors, then
charge community members a modest
fee and use the proceeds to support

a revolving fund to ensure adequate
drug supplies. However, the commu-
nity drug committees which manage
these revolving funds typically do

not yet value contraceptives, and
prefer to purchase antibiotics and
other essential curative drugs.

Issues Iin
Program Finance

Boosting Levels of
Population Assistance

Total donor assistance to population
programs in Africa appears to have
risen substantially in 1994 and 1995,
in part reflecting the stimulus to donor
country commitments provided by
the ICPD. However, the picture for
1996 and beyond suggests that the
international community faces a
serious challenge in maintaining this
rate of increase. A number of donor
countries are cutting back their popu-
lation assistance because of overall
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The ability of
African govern-
ments to maintain
programs after

the termination

of donor funding
Is a crucial issue.

reductions in development assistance
budgets. Income levels for UNFPA and
IPPF dropped significantly in 1997.
Should the stagnation in overall donor
assistance continue, the donor commu-
nity will be hard pressed to meet the
ICPD’s year 2000 goal of $5.7 billion

in population assistance in constant
1993 dollars, a large share of which is
required to respond to the enormous
needs in Africa.

Improving Effectiveness
of External Assistance

With population aid levels in danger
of stagnating or even falling, improving
the effectiveness of donor assistance
has become even more important.
Some of the major areas in need of
strengthening include the following.

m Building national capacity. The
technical assistance provided
by expatriate health and family
planning professionals has been
of enormous importance to the
development of African population
programs. Yet, it has often been at
the expense of building African
capacity to manage programs. In
their eagerness to get population
programs off the ground quickly,
donors have not drawn enough on
African resources, nor have they
done enough to create effective
local policy and service delivery
institutions. Especially in the public
sector in Africa, institutions remain
weak and human capacity limited,
diminishing the long run effective-
ness of population programs and
hampering the capacity of the health
system as a whole to function effi-
ciently with minimal external aid.

m Donor coordination. Governments,
lacking adequate managerial and
technical capacity, often do not take
enough of a leadership role in donor
coordination. Greatly differing
donor styles and systems are
frequently counterproductive to
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effective implementation of national
programs. Donors have made some
progress in improving collaboration
and consultation in the design of
projects, but the lack of in-country
technical staff often leads to poor
coordination during implementation
and fragmented, wasteful efforts.

As population programs have
come to encompass other reproduc-
tive health services in addition to
family planning, coordination has
become more complex. Kenya hosts
20 official donor agencies working
in population and health. In the
past, donors held fairly effective
bimonthly population coordination
meetings; now that these meetings
deal with broader reproductive
health programs, participants find it
difficult to maintain the same depth
of discussion that took place when
the donor group addressed only
family planning issues.

m Promoting sustainable programs.
In the context of heavy reliance
on external donor assistance, the
ability of African governments to
maintain programs after the termi-
nation of donor funding is a crucial
issue. Donor cutbacks are occurring
despite dramatic projected increases
in resource needs; a 1995 study in
Kenya shows yearly family planning
financing requirements almost
doubling from $23 million in 1993
to $43 million in 2000. The abrupt
withdrawal of USAID assistance has
posed a major setback in Kenya and
several other countries.

Sustainability
of NGO Services

The cutbacks in USAID funding also
raise the issue of the sustainability

of NGO programs. In many African
countries, NGOs have been heavily
dependent on donor support. Mean-
while, government policies often con-
strain the ability of NGOs to recover
costs through client fees. In Kenya, for



example, the government has required
that family planning services be free,
limiting the ability of NGOs to charge
for services and their sustainability.

NGO program managers also
express concern that raising fees will
cause their clients to shift to cheaper,
public sector services or discontinue
contraceptive use. Because cost-recov-
ery is particularly difficult in the poor
areas served by community-based
distribution programs, these programs
are especially vulnerable to the with-
drawal of donor support. However, a
study in Kenya found that 82 percent
of clients in communities served by
outreach workers were willing to pay
for family planning services; a very few
clients said they would stop contracep-
tive use altogether if asked to pay a
minimal amount.

The Kenyan government is now
reconsidering its policy on charging
for services in light of shrinking donor
support to NGOs. Meanwhile, most
community-based family planning
programs in Kenya are moving to-
wards charging for services as a way
of recovering some costs, including
such strategies as instituting small,
annual “membership” fees.

The Importance of Donors
in Contraceptive Supply

Donor financial support has been cru-
cial in the purchase and management
of contraceptive supplies for use in
family planning and STD prevention
programs in Africa. The potential for
domestic production of contraceptives
is extremely limited, and most African
countries cannot afford to pay for
imported contraceptives. External
technical assistance has also played
an important role in strengthening
contraceptive distribution systems.
However, donors appear to be
losing interest in supplying contracep-
tives. Sweden has sought to shift its
longstanding financial support for oral
contraceptives in Kenya to other
reproductive health activities. USAID’s

role in contraceptive supply has been
crucial — it has been the major source
of technical expertise in strengthening
overall supply management systems,
and has a central procurement system
with a strong track record of providing
adequate supplies of contraceptives to
countries in a timely manner. USAID’s
pullback in several West African coun-
tries has reportedly left contraceptive
supply systems in disarray — just when
contraceptive prevalence is starting to
rise in some of these countries.

The Potential of the
Private, Commercial Sector

Although for the foreseeable future
the vast majority of Africans will
remain extremely poor, with limited
ability to afford even low-cost health
services, there are opportunities for
the private, commercial sector to serve
a larger share of wealthier family
planning clients. Rising incomes, the
growing application of means testing
at public sector facilities, and more fa-
vorable government attitudes towards
commercial sector health activities are
all key ingredients to making this
gradual shift.

Nevertheless, important
barriers continue to limit the private,
commercial sector's engagement
in reproductive health and family
planning. Because few Africans have
formal sector jobs, most are not cov-
ered through employer health insur-
ance schemes. Legal and regulatory
barriers inhibit private, commercial
health activities in many countries.
In Zimbabwe, for example, qualified
nurse-midwives outnumber doctors
more than four to one; because of
cumbersome regulations, however,
few are in private practice. Moreover,
most public health care systems con-
tinue to provide highly subsidized
services to clients regardless of income
level, thus hampering the development
of private health care markets.

Donor financial
support has been
essential for the
purchase and
management of
contraceptive
supplies.
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opulation programs in Africa

are at a crucial stage in their

evolution. The intersection
of increased government support for
family planning and growing public
demand for contraceptive services pre-
sents countries with the opportunity to
accelerate their efforts to address the
problems of poor reproductive health
and rapid population growth. Yet, the
scope of the task is daunting, especially
since it will require comprehensive
action on several different fronts. In
addition to meeting the growing need
for family planning and reproductive
health services, African countries must
make substantial investments in girls’
education while expanding economic
opportunities for women. These
actions will require significantly higher
amounts of funding from African gov-
ernments and households and higher
levels of assistance from international
donors. The following recommenda-
tions identify priority areas for action
by both governments and international
donors.

Expanding and
Improving Family
Planning and Related
Reproductive Health
Services

There is an urgent need in Africa

to expand and strengthen family
planning and related reproductive
health services. By giving African

men and women the opportunity

to improve child spacing and end
unwanted childbearing, expanded
access to family planning will contrib-
ute to better health for mothers and
children, while reducing reliance on
abortion. Providing contraceptive
services to the millions of women with
an unmet need for family planning
would also bring African countries
one-third of the way closer to the

two-child average family size consistent

with population stabilization — and

advance the attainment of sustainable
development.

Significant progress has been
made in coverage of reproductive
health care in countries such as
Zimbabwe and Botswana. However,
most African countries face an enor-
mous challenge in rapidly increasing
family planning and reproductive
health coverage for the millions of
couples — especially those living in
rural areas — who currently lack access
to services.

Expanding Access

m Over the long run, governments
must increase overall coverage
of basic health care to improve
access to family planning and
reproductive health services.

With only half the population in
Africa having easy access to health
care, it is crucial for African govern-
ments to aggressively expand primary
health care facilities and staff — espe-
cially in rural and urban areas lacking
adequate services — and raise the
quality of basic health care. Without
such improvements, efforts to expand
access to family planning and
reproductive health services will be
extremely difficult.

At a time when African
countries face so many competing
health concerns, it is essential that
the package of basic health services
supported by health sector reform
efforts include family planning and
other reproductive health services.
International donor agencies and
family planning leaders must empha-
size to governments the importance
of these services to reducing infant
and maternal mortality as well as to
preventing the spread of HIV/AIDS
and other STDs.

m In the short term, governments
need to complete the process
of incorporating quality family
planning care into existing
public sector health services.

African
governments

need to aggressively
expand primary
health care

Services.
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Governments
should review
all laws relating
to reproductive
health to be sure
legal systems
support efforts
to implement
programes.

Government health services, despite
their weaknesses, are the primary
source of contraceptive services in
Africa, and are often the only source

of modern health care for the poor.
African governments must ensure that
the existing network of public sector
health facilities offers quality family
planning services. This requires that
they put in place trained staff with
adequate supplies and equipment,
offering the full range of contraceptive
services appropriate to each level of
the health system. Consistent availabil-
ity of contraceptives and improved
quality of services will help attract
more family planning clients to the
many underused public sector facilities
in rural and peri-urban areas.

For the most part, countries
should be able to accomplish these
steps with existing staff and facilities.
However, activities such as additional
training and improvements in supervi-
sion, management and contraceptive
distribution will require significant
additional funding.

m Governments must
greatly increase the scope and
effectiveness of community
outreach efforts to more quickly
expand access to contraceptive
services in rural and marginal
urban areas.

Governments can extend the reach of
existing facilities by expanding com-
munity outreach programs — especially
in West Africa, where the cultural
barriers to family planning remain

the greatest.

Governments should eliminate
restrictions on distribution of oral
contraceptives by community workers.
A broad-based international experi-
ence has already demonstrated that
community workers — with proper
training in counseling and screening
of clients — can safely and effectively
distribute oral contraceptives. At
the same time, community-based
programs should build in adequate
medical backup to address legitimate
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concerns over nonprescription
distribution of oral contraceptives.
Strategies to strengthen
community outreach efforts should
include building stronger referral sys-
tems between community workers
and clinics, which provide methods the
workers do not distribute themselves.
Intensifying the coverage and fre-
quency of home visits is another
strategy which has had great success
in North Africa and in Asian countries
such as Bangladesh. Greater involve-
ment of the community in all stages
of program design and implementation
— for example, consulting local leaders
in the selection of community agents —
is also important for increasing the
effectiveness of outreach programs.
There is also still a need to
continue testing outreach approaches
to identify those best suited to a
particular country or region. It is im-
portant for donors to maintain support
for operations research on the design
of culturally appropriate models for
delivering services along the lines of
ongoing efforts in the Navrongo region
in Ghana. Donors and governments
should also encourage greater sharing
among African countries of lessons
learned from such research.

m Governments must
remove legal and regulatory
barriers that limit access to
family planning and other
reproductive health services.

Governments should move

quickly to repeal the outdated laws
prohibiting the sale and promotion

of contraceptives still in effect in some
French-speaking countries. Although
these laws are rarely enforced, they
contribute to ambivalence about family
planning on the part of many medical
professionals — especially in the private
sector. Governments should conduct

a thorough review of all laws relating
to reproductive health and ensure

that legal systems support efforts to
implement reproductive health pro-
grams. Local NGOs, with the support



of international donors, have an
important role to play in encouraging
governments in these activities.

Governments must also lift
regulatory barriers that prevent
trained nurses and nurse-midwives
from performing procedures, such as
Norplant and IUD insertions; this kind
of regulatory change is underway in
some countries, for example in Kenya,
and could significantly expand access
to such methods. Governments also
need to lift import duties and taxes that
contribute to higher commercial prices
for contraceptives.

m Especially as service delivery
networks expand, governments
need to greatly strengthen
management of the basic
systems that support the
delivery of family planning and
reproductive health services,
with a special emphasis on
contraceptive supply systems.

Virtually all African countries need
more and better trained managers

and technical specialists to administer
increasingly complex national-level
reproductive health efforts. In addition,
governments must develop manage-
ment capability at the district and

local levels as countries accelerate the
decentralization of health services.

To a large extent, efforts to im-
prove management of family planning
programs will depend on broader ef-
forts to improve public administration
in Africa. Governments must redouble
their efforts to professionalize the civil
service, especially through better train-
ing and by improving compensation
and other benefits.

Long-term commitment by
both governments and donors to
improve distribution and management
of contraceptive supplies is needed if
family planning services are to respond
to the large anticipated increase in
demand for contraception. Govern-
ments should concentrate on training
staff and upgrading management
information systems as they relate

to contraceptive supply; initial training
of relevant health personnel should
include instruction on supply manage-
ment. Governments should implement
efforts to integrate contraceptive and
drug supply systems in a careful and
gradual way so as to maintain the
effectiveness of existing contraceptive
distribution networks.

m The weakness of public sector
health and family planning
services in many countries
requires an intensified effort
to tap the full potential of
the private nonprofit and
commercial sectors.

Governments should remove
unnecessary restrictions on NGOs,
and limit legal and regulatory barriers
on private, commercial activities to
those necessary to ensure the safety of
clients. At the same time governments
should encourage private practitioners
— especially nurse-midwives — to
provide family planning services.

Governments should draw on
NGO expertise for activities such as
development of national service stan-
dards and design and implementation
of training. Furthermore, NGO and
government family planning programs
need to strengthen service links,
particularly between NGO outreach
workers and public sector clinics.
While recognizing that governments
bear the main responsibility for service
provision, international donors should
increase funding for NGO family plan-
ning and reproductive health services
while helping NGOs improve their
management and move towards
greater self-sufficiency.

Social marketing programs need
to broaden the range of contraceptive
methods they provide, with special
emphasis on highly popular oral and
injectable contraceptives. Governments
should work with drug companies
and associations of pharmacists to lift
restrictions on social marketing sales
outside of pharmacies and allow
advertising of specific contraceptive

Governments

should encourage

private doctors and

nurse-midwives

to provide family

planning services.
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decisions often
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extended family
and community.

methods and brands. National social
marketing programs should consider
collaborating to market brands on a
regional basis, in order to improve the
efficiency of distribution networks.
This would require, however, that
governments lower existing barriers to
the development of regional markets.

Improving Quality

m Quality improvements are
needed to help shift health
services towards a more
client-oriented approach
and thus ensure the future
sustainability of both govern-
ment and NGO programs.

Better training, supervision and
counseling, along with improvements
in public education on family plan-
ning, are all important to enhance
the quality of services.

Governments should accelerate
the trend towards use of supervisors
for on-site training of service delivery
teams, both to increase the cost-effec-
tiveness of training and to improve
the relevance of training content to
real world working conditions. To
support this approach, governments
must strengthen the ability of supervi-
sors to provide technical support
to field staff, raise the frequency
of supervisory visits and budget
adequately for transportation costs
associated with supervision. Health
ministries must also ensure more
relevant instruction on family planning
and related reproductive health topics
in the initial training health workers
receive.

To improve counseling and
ensure that clients are able to make
informed and appropriate contracep-
tive choices, governments need to give
field staff clear guidelines for provision
of contraceptives based on medically
sound criteria. Where these guidelines
do not yet exist, governments should
develop national standards for family
planning and reproductive health

68  Africa’s Population Challenge

services; good models for such guide-
lines now exist in a number of African
countries. These guidelines should be
disseminated to all health facilities
through intensive on-site orientation
of clinic staff. Supervision should rein-
force these guidelines and ensure that
clinic staff are correctly applying estab-
lished standards. Governments should
also incorporate these standards into
both initial training for health workers
and refresher training for workers
already posted at health facilities.
Public education efforts can
support these improvements in
services by giving clients better
information on how contraceptive
methods work and where to obtain
them. Information campaigns must
take into account that childbearing
decisions often involve the extended
family and community, and focus
on a broad audience for messages
on population, family planning and
reproductive health.

m While ensuring wide access to
a broad range of contraceptive
methods, family planning
programs must respond better
to client needs for long-term
contraception by expanding the
availability of clinical methods.

Given the lead time required to de-
velop well functioning clinical services
and to change attitudes among both
the public and health workers, efforts
to establish high quality sterilization
and other clinical contraceptive ser-
vices should start early in the evolution
of national family planning programs.
Sterilization training should begin with
initial medical education in order to
increase the numbers of trained physi-
cians, and be reinforced with refresher
training for those physicians who,
following their education, regularly
perform the procedure.

In the short run, a practical
approach to meeting the demand for
clinical methods is for governments
to establish clinical services in a few,
selected sites where quality — especially



with respect to counseling and infec-
tion prevention — can be maintained.
Programs also need to work to dispel
rumors and misinformation through
better counseling and information
about sterilization and other clinical
contraceptive methods.

To make injectable contraceptives
more accessible — especially in rural
areas — programs should test feasible,
safe and effective ways for health
auxiliaries and community agents
to administer injections, an approach
that has been successful in Bangladesh
and some other countries. This ap-
proach will require better training
of field workers to maintain injection
schedules, provide good counseling
and follow-up, and ensure proper
infection prevention.

Reaching
Adolescents and Men

m Governments must ensure
that young people in Africa
have the information, skills and
means to protect themselves
from unwanted pregnancy,
AIDS and other STDs.

Governments need to expand and
improve school-based sexuality
education, introducing programs early
enough to reach children before they
become sexually active. Information
campaigns are also needed to reassure
parents that good sexuality education
does not encourage early sexual activ-
ity or promiscuity, but rather promotes
the delay of sexual initiation and more
responsible sexual behavior. Schools
across Africa — not only in those
countries currently hard-hit by AIDS —
should quickly incorporate HIV and
pregnancy prevention education into
their curricula, beginning at the
primary level. In the African context,

it is also very important to expand
programs that make information and
services easily accessible to the large
numbers of out-of-school youth;
community-based programs involving

youth who reach out to and counsel
their peers is one low-cost and effective
strategy.

Information aimed at youth
must be accompanied by improved
access to services. Making existing
public sector services more attractive
to adolescents is an important first step
in this effort, but one that will require
changes in policy and in the attitudes
of the many health workers who are
currently reluctant to provide contra-
ceptive services to young people.
Where feasible, and especially in
urban settings, governments and NGOs
should also establish special youth-
friendly clinics or centers to provide
health and other services.

m Family planning and
reproductive health programs
also need to encourage
increased male involvement in
contraceptive use and greater
efforts by men to support the
reproductive health needs
of women.

Family planning and reproductive
health programs must shift their
almost exclusive focus on women

to better recognize the needs of men
and the important role they play in
reproductive decisions. Public informa-
tion campaigns can be effective in
increasing men’'s knowledge of family
planning methods and shaping their
attitudes towards family size and
contraceptive use. At the same time,
clinics providing contraceptive services
must be made more comfortable and
welcoming to men. As part of these
efforts, programs should encourage
greater communication between
couples on reproductive matters, and
public education efforts should include
special campaigns aimed at men.

More training is needed to
expand the pool of physicians able to
perform vasectomy and to counteract
the negative attitudes of many health
workers towards the procedure.
Increasing demand for vasectomy
requires attention to many of the

Family planning
programs must
shift their almost
exclusive focus on
women to better
recognize the
needs of men.

Population Action International



National
population councils
have important
roles as advocates
for population
programs.

same ingredients — such as good coun-
seling and privacy — that are essential
to improving quality of care for female
sterilization clients. Recruiting satisfied
vasectomy users to provide informa-
tion to other men in the community
who are considering the procedure
has also proved to be a very effective
approach in other regions.

Men are also a crucial audience
for AIDS and STD prevention messages,
since women are often at risk from
their partners but have limited influ-
ence over male behavior. Mass media
campaigns should encourage men
to practice safer sexual behavior.

Such campaigns must emphasize the
benefits of mutual fidelity and the
need for men to use condoms consis-
tently with casual partners and sex
workers to reduce the risk of infection
to themselves and their wives.

Improving
Population Policy

m Governments must provide
greater resources for formula-
tion and coordination of
population policy.

The comprehensive approach to
population policy promoted by the
ICPD Programme of Action highlights the
need for strong, national institutions
that can take the initiative in planning
population activities across different
development sectors. With this objec-
tive, governments need to strengthen
existing institutions charged with the
development and coordination of
population policy.

National population councils
in Africa have an important role as
advocates for population programs
and in coordinating population policy.
Where national population councils
are working well, governments should
link them more closely with broader
national development councils and
planning units; where such institutions
do not yet exist or are not functioning
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effectively, governments should
consider integrating population
policy functions into established
national institutions for development
policy.

Governments should expand
training for staff in these policy
institutions to enable them to integrate
demographic analysis more effectively
into national development plans.
Financial and technical support from
the international community can also
help build the capacity of population
councils and other national planning
bodies to collect and use demographic
information, and to present data in a
way that policymakers can easily
understand.

International agencies should
continue to assist African countries in
updating their policies and strategies
to better reflect the principles of the
ICPD Programme of Action. Especially
where governments are concerned
about the impact of AIDS on popula-
tion growth, population policy institu-
tions need to stress the health benefits
of family planning and reinforce the
synergies between family planning
and AIDS/STD prevention. Such insti-
tutions should provide policymakers
with up-to-date and accurate informa-
tion on important trends relating to
the AIDS epidemic — for example,
projections that population will likely
continue to grow even in those African
countries hard-hit by AIDS. They also
need to educate leaders about the
potential for getting the epidemic un-
der control, as appears to be happening
now in Uganda where infection rates
are falling.

In developing population
policies, governments should also
seek greater input from nonofficial
players such as NGOs — including
women'’s groups — and religious lead-
ers. They need to disseminate these
policies to a broader audience and to
educate local leaders and program
managers about population issues.



Strengthening Links
Between Family Planning
and Related Reproductive
Health Services

m Programs need to improve
linkages between family plan-
ning and other reproductive
health services, without under-
mining the effective provision
of contraceptive information
and services.

Policymakers and program managers
throughout the region face a major
challenge in their efforts to provide
the comprehensive package of basic
reproductive health services advocated
by the ICPD. For this approach to suc-
ceed at the field level, programs must
train workers in new skills; make
equipment, drugs, and other medical
supplies for diagnosis and treatment
available; adapt client counseling
and information; and broaden public
education campaigns.

Achieving effective links
among the various components of
the reproductive health package will
require thoughtful testing and intro-
duction of new strategies to determine
which combination of services works
best to address reproductive health
problems and is most cost-effective in
different contexts. While broadening
the scope of population programs, care
must be taken not to undermine family
planning services, which are still new,
weak and greatly needed in many
African countries.

m One of the most pressing needs
is for health and family plan-
ning services to do more to
prevent the spread of HIV/AIDS
and to screen for and treat other
sexually transmitted diseases.

The seriousness of the AIDS epidemic
calls for urgent action on the part of
African governments. Family planning
programs are an important but
underused vehicle to reach those at

risk of infection — especially married
women in their childbearing years.
Such programs must greatly strengthen
their response to the threat posed by
AIDS and other STDs.

In the absence of a low-cost
treatment for AIDS, preventive
efforts through education and promo-
tion of condom use should continue
to be the top priority. All women
seeking family planning services
should receive basic information
about AIDS and STD prevention; those
perceived to be at higher risk should
receive more in-depth counseling.
Strict adherence to infection control
procedures, including handwashing,
can also help prevent the transmission
of infections during clinical procedures.

Community outreach programs
also need to expand education on
AIDS, STDs and related sexual health
issues, while taking care not to overex-
tend their field staff. These programs
have a special advantage in identifying
and reaching adolescents and others at
high risk of infection. Governments
also need to strengthen existing public
education efforts that combine family
planning promotion with AIDS pre-
vention, for example, in the context of
condom social marketing programs.

While the emphasis should be
on prevention, health services should
also seek to improve screening and
treatment of STD patients — especially
in light of evidence that treatment of
common sexually transmitted diseases
can significantly lower the chances of
HIV transmission. Most health facilities
in Africa lack the resources to perform
sophisticated diagnostic tests, but do
have the capacity to screen and treat
individuals based on symptoms.
Although this approach to treatment
has limited effectiveness — especially
in women — it is currently the best
option available for African programs.
Long-term improvements will require
more research on cost-effective STD
screening and treatment protocols.
Meanwhile, high drug costs and
inconsistent availability of drug

Family planning
programs are an
important but
underused vehicle
to reach those at
risk of HIV/AIDS
infection.
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supplies further limit treatment
alternatives. One simple step to expand
treatment would be for governments
to allow nonphysicians to prescribe
drugs to treat STDs, building on prece-
dents that permit nurses and health
auxiliaries to prescribe antibiotics for
management of illnesses such as acute
respiratory infections.

m To lower the risk of maternal
death, governments must
improve access to emergency
obstetric care, with special
emphasis on expansion of
postabortion services.

Lowering maternal death rates in
Africa will require long-term invest-
ments in staff training, equipment and
facilities in order to improve access to
emergency obstetric care. In the short-
term, governments should continue to
train traditional midwives in providing
regular, effective prenatal care and

in safe management of routine preg-
nancies for the majority of African
women who still give birth at home.
Their training, however, should stress
the need to refer those women who
have high-risk pregnancies or experi-
ence complications during labor and
delivery.

Within communities, prevention
of maternal death must start with
education on the importance of early
identification of potentially dangerous
situations and knowledge of when and
how to take action. Programs need to
reach not just pregnant women, but
family members and others who have
influence over the decision to seek
medical intervention. There is a par-
ticular need to establish mechanisms
to quickly and safely transport women
requiring emergency care to the
nearest health facility.

At the national level, health
ministries should set protocols for
management of life-threatening com-
plications and use these as the basis
for training health workers at referral
centers and hospitals. These efforts
should be supported by the provision
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of nutrition supplements to pregnant
women to reduce anemia, a condition
which makes women less resistant to
infection and more susceptible to
hemorrhage in childbirth.

As part of efforts to reduce
pregnancy-related deaths, health
ministries and NGOs should continue
research to educate African policy-
makers and the general public on the
prevalence and health impact of unsafe
abortion. Current efforts in a few coun-
tries to review restrictive abortion laws
need to be replicated more widely in
light of the important impact access to
safe abortion services has on women's
health.

Meanwhile, governments should
redouble efforts to train health workers
in emergency postabortion care, in-
cluding the use of low cost, lifesaving
technologies such as manual vacuum
aspiration. To increase the number of
sites where emergency care is available,
governments should intensify efforts to
expand the role of nurses and other
health auxiliaries in postabortion care.

Better access to family planning
services will also reduce the exposure
of women to the risk of maternal death
and illness, lower the number of preg-
nancies to high risk women and reduce
the number of unwanted pregnancies
that might otherwise end in unsafe
abortion. Countries must pay special
attention to strengthening family
planning and maternity care services
for adolescents, who face a greater risk
of death and complications from preg-
nancy and unsafe abortion. In addition,
women treated in health facilities for
abortion complications must have
easier access to family planning infor-
mation and services to reduce the
number of repeat abortions.

Improving
the Status of Women

Expanding access to family planning
and related health services is central to
efforts to improve reproductive health
and enable couples to have smaller



families. However, investments in girls’
education and expanded economic
opportunities for women are also key
elements of broader efforts to empower
women in all aspects of their lives,
including their desire and ability to

use available reproductive and child
health services.

m African governments need to
strengthen current efforts to
raise school enrollment for girls.

African women must have a more
equal say on decisions related to
childbearing and sexual relations that
affect their own health and that of their
families. It is also important to support
the desire of many young women to
delay marriage and first birth, espe-
cially since the childbearing patterns
of today’s youth will have enormous
impact on future population size in
the region. The most effective long-
term strategy to achieve these goals

is to encourage parents to send their
daughters to school — and keep them
enrolled — while simultaneously
expanding economic opportunities

for women.

The full engagement of African
governments and the international
community is needed to expand girls’
access to education. Governments must
go beyond small, pilot projects and
apply a broad range of interventions
to address the complex reasons that
prevent girls from entering and com-
pleting school, making these efforts a
key element of overall strategies to
improve educational investment.

Building more schools and plac-
ing them closer to rural communities
are appropriate responses but may be
difficult given budget constraints in
many African countries. Therefore,
governments need to find ways to use
existing facilities more efficiently and
shift spending priorities from higher
education to primary and secondary
education.

Governments can lower the direct
and indirect costs to girls and their
families by providing scholarships,

books and transportation, and
adjusting the school schedule to
accommodate girls’ household respon-
sibilities. Governments should also
hire and promote more women teach-
ers, both as role models and to make
the classroom environment safer and
more acceptable to parents uneasy
about sending their daughters to
schools with mostly male staff.
Through research, policy dialogue,
financing of innovative programs and
support for local advocacy groups the
international donor community should
continue efforts to encourage African
governments to give greater impor-
tance to educating girls.

m Countries must work to
eliminate institutional and
legal barriers that prevent
women from becoming equal
partners in development.

Improving women’s economic
opportunities, together with expanded
access to education, will help over the
long-term to redress discrimination
against women and inequality.
Women'’s unequal status — perpetuated
by formal legal systems and informal
traditions — currently gives them little
negotiating power with respect to
sexual relations and condom use,
exposing them to unwanted pregnan-
cies and AIDS and other STDs.
Governments can help to
empower women by ensuring that
women, who do the bulk of farming
in Africa, obtain better access to farm
technology and agricultural inputs
and to the credit necessary to finance
their farming and trading activities.
Through efforts to reduce employment
discrimination, governments can also
improve the chances of formal sector
employment for women and give
parents further motivation to keep
their daughters in school. Governments
should also ensure that legal systems
promote equal rights for men and
women, especially in matters such as
inheritance and rights within marriage.

Governments can
help to empower
women by ensur-
ing that women,
who do the bulk
of farming,
obtain better
access to credit.
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Many African
governments can
increase spending
on health by
redirecting
exorbitant military
expenditures.

m Efforts to halt the practice of
female genital mutilation must
focus on community education
and should involve health
professionals.

African societies, with the moral and
financial support of the international
community, must bear the responsibil-
ity for efforts to end female genital
mutilation. Legislation outlawing the
practice sends an important political
message; however, measures that
punish practitioners are likely to be
relatively ineffective in ending the tra-
ditional practice. Community education
campaigns based on local customs and
beliefs appear to have more potential
to change attitudes towards FGM.
Community health nurses, in particu-
lar, can play a greater role in educating
men and women in the community
about the health problems associated
with the practice. Meanwhile, health
professionals should expand their in-
volvement in recognizing and treating
complications from FGM. Nevertheless,
appeals to stop the practice based on
health concerns alone are likely to be
inadequate to halt this deep-rooted
cultural tradition. Again, education —
of both men and women — is likely to
be key.

Assuring
Adequate Funding

In many African countries, health
needs are already great, health care
systems are still weak and donor
assistance for reproductive health is
stagnating or falling. In this context,
mobilizing the resources to fund the
full range of reproductive health ser-
vices advocated by the ICPD — while
maintaining family planning as a
central part of these efforts — remains
a difficult task.

m Governments, private house-
holds and international donors
must all increase their financial
contributions if countries are
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to reach the goal of universal
access to the basic package of
reproductive health services
by the year 2015.

Many African governments can
increase spending on health by
redirecting exorbitant military
expenditures. Within the health sector,
governments need to place greater
priority on basic health care by reallo-
cating resources from curative to
preventive services, strengthening
rural infrastructure and continuing
progress towards decentralization of
health services.

Even if tax revenues rise as
African economies improve, many
poor countries will still not be able
to afford the basic package of health
services. Charging clients can go part
way towards making up for financing
shortfalls, but introduction of user fees
must be gradual and based on solid
research on the willingness and ability
of individuals to pay. Governments
should encourage the spread of
Bamako Initiative programs to improve
essential drug supply and educate
communities on the benefits of
including contraceptives within these
locally-managed efforts.

Given the magnitude of resources
required to implement ICPD obijectives,
donors must continue to bear a large
share of the costs of providing family
planning and related reproductive
health services. To meet the commit-
ments made by the international
community at the ICPD, donors must
at least double their contributions for
family planning and reproductive
health programs in the region by the
year 2000 from the current level of
roughly $500 million annually.

The international donor
community must also search for ways
to continue to support population and
health programs in some of the larger
“failed” states in Africa, such as Nigeria,
Somalia and Sudan, whose govern-
ments for political reasons currently
receive little foreign assistance. Chan-
neling assistance through NGOs is one



way that donors can continue to
improve individual reproductive
health and contribute to slower
population growth without directly
supporting these governments.

m Donors and governments
must work together to make
better use of limited population
assistance.

Especially as aid levels stagnate or
decline, it is crucial for international
donors and governments to use popu-
lation assistance more effectively.
Donors need to overcome differences
in style and purpose to work together
in a comprehensive and coordinated
way that benefits national programs.
Governments should strengthen their
role in coordinating external assistance,
as has occurred for example in Tanza-
nia, where strong donor coordination
by the Ministry of Health has been
key to improving the contraceptive
distribution system.

International technical assistance
remains an important channel for
African countries to gain access to new
technologies and share “best practices”
from Africa and outside the region.
While outside technical assistance is
often still appropriate, donors should
maximize use of local family planning
and reproductive health experts, thus
helping to build and sustain the hu-
man resource base in both the public
and NGO sectors. To further build
sustainable programs, donors must
increase efforts to support basic
management capacity.

Donors should also encourage
and provide funds for increased col-
laboration and sharing of experience
among African countries, as USAID is
doing in eastern and southern Africa.
Together, donors and governments
should explore and, where appropriate,
foster regional partnerships. One ex-
ample is the current interest of some
African countries to lower program
costs through joint procurement of
contraceptives and other health
commodities.

Especially as aid
levels stagnate, it is
crucial for interna-
tional donors and
governments to
use population
assistance more
effectively.
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Sub-Saharan
Africa faces a
development
challenge greater
than any

other region.

he present time is a moment

of opportunity on the African

continent. Africa is making
new headway: democracy and eco-
nomic reform are revitalizing the
continent, and a number of countries
are experiencing dynamic economic
growth. With greater political open-
ness, African governments are increas-
ingly seeking to address the health
and education needs of their people.

Despite these positive trends,
sub-Saharan Africa faces a develop-
ment challenge greater than any
other region. Africa’s progress has
not reached enough people, and too
much of the continent is still plagued
by political instability. Many African
nations are struggling to meet the
health and education needs of popula-
tions expanding at about three percent
a year. In too many countries, rapid
population growth continues to
threaten the natural resource base
and future prospects for prosperity.
The region’s ability to slow current
high rates of population growth is
thus key to achieving its full potential
for development.

The international community
has good reason to care about African
development. The continent is
endowed with ample mineral and
agricultural resources, including the
greatest potential in the world for
increases in farm productivity. Africa
is also one of the last untapped
markets for goods and services;
industrialized countries thus stand
to benefit by trading with a more
prosperous Africa. Beyond economic
self-interest, there are strong humani-
tarian reasons to support efforts to
alleviate poverty in Africa, home to
11 percent of the world’s population.

In many respects, Africa in
the late 1990s resembles the East
Asian economies as they began their
economic take-off three decades ago.
With hindsight, it is now clear that
rapid declines in fertility played an im-
portant role in the “East Asian miracle.”
An important lesson from the success
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of these Asian countries is the need to
develop effective population policies
and programs, while also building
human capacity through investments
in health and education. Currently,
literacy levels in Africa are only half
the levels prevailing in East Asia in
the mid-1960s.

African governments need
to emphasize three key strategies in
their efforts to improve individual
well-being and slow population
growth. The first priority should be
to expand reproductive health and
family planning services to meet
existing unmet needs. The second, to
expand educational and economic
opportunities, especially for women,
both to improve the lives of individu-
als and to help encourage a desire for
smaller families. The third, to slow
the momentum of future population
growth through education and repro-
ductive health programs that help
young people choose to delay child-
bearing.

Carrying out the comprehensive
agenda described above will require
enormous effort by African govern-
ments. The task is large, yet attainable
if these governments increase their
current low levels of commitment
to reproductive health and family
planning programs. In Bangladesh,
sustained political support has been
key to the development of a strong
family planning program, and has
helped bring about dramatic declines
in fertility even in a desperately poor
country where most women are still
illiterate.

The international community,
meanwhile, needs to recognize the
importance of investments in health
and education to future stability and
growth, and the continued need for
donor support until countries can fully
finance these services themselves.
The United States, in particular, must
not retreat further from the strong
leadership it has provided in both
funding and hands-on technical advice
to reproductive health and family



planning programs in the region.
Given its unique ability to help

move population programs ahead,

the United States should explore ways
to continue such assistance to those
African countries in which it no longer
maintains a bilateral assistance pro-
gram or field presence. In addition,
other donors need to expand their
efforts.

Governments and donors
should be prepared to invest years
of sustained effort to build successful
population programs. Over the long
haul, there are bound to be setbacks
and difficulties. Currently, there is no
reason to expect that either the fertility
or development transitions will occur
more quickly and with less external
aid in sub-Saharan Africa than they
did in places such as South Korea
and Taiwan.

Yet the needs are pressing,
and Africa must accelerate the devel-
opment of population programs and
the current trend towards smaller
families. This may be possible if
African countries are willing to learn
as much as possible from the experi-
ences of other regions, while at the
same time recognizing the continent’s
own special challenges, such as the
HIV/AIDS crisis.

Africa’s relatively recent
establishment of population policies
and programs has given it the chance
to learn from both the mistakes and
achievements of other regions which
have grappled with the problem of
rapid population growth. African
countries — with help from the world
community — have the potential to
build on these experiences and create
their own success story.

Africa’s ability to
slow current high
rates of population
growth is key to
achieving its full
potential for
development.
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Statistical Annex: Demographic and Socio-economic Indicators for Sub-Saharan Africa

Angola 116 255 3.17 72 na
Benin 5.7 123 3.15 6.3 16/3
Botswana 15 2.6 2.62 49 33732
Burkina Faso 111 235 2.96 7.1 8/4
Burundi 6.4 12.3 2.63 6.8 9/1
Cameroon 139 285 277 5.7 16/ 4
Cape Verde 04 0.7 251 39 na
Central African Republic 34 6.0 222 53 15/3
Chad 6.7 126 250 59 na
Comoros 0.7 13 3.15 6.0 21/ 11
Congo, Dem. Rep. 48.0 105.9 3.35 6.7 8/2
Congo 2.7 5.7 2.99 6.3 na
Cote d'lvoire 14.3 24.4 2.58 57 11/4
Djibouti 0.6 11 2.28 58 na
Equatorial Guinea 04 0.8 255 59 na
Eritrea 34 6.5 2.73 5.8 8/4
Ethiopia 60.1 136.3 3.08 7.0 4/3
Gabon 11 21 2.00 5.0 na
Gambia 12 2.0 241 5.6 12/7
Ghana 18.3 36.3 2.87 5.7 20/10
Guinea 7.6 15.3 3.03 7.0 2/1
Guinea-Bissau 11 19 2.06 58 na
Kenya 284 50.2 2.59 54 33727
Lesotho 21 4.0 2.56 52 5/2
Liberia 25 6.6 212 6.8 6/6
Madagascar 15.8 345 325 6.1 17/5
Malawi 10.1 20.4 2.82 72 22 /14
Mali 115 24.6 3.17 71 7/5
Mauritania 24 4.4 254 54 3/1
Mauritius 11 15 142 24 75/ 49
Mozambique 183 354 2.65 6.5 na
Namibia 16 3.0 2.56 53 29/ 26
Niger 9.8 224 3.36 74 4/2
Nigeria 1184 2384 3.00 6.5 6/4
Reunion 0.7 09 161 24 67 / 62
Rwanda 59 13.0 -0.07 6.6 21/ 13
Sao Tome & Principe 0.1 0.2 na 6.4 na
Senegal 8.8 16.9 2.70 6.1 13/8
Seychelles 0.1 0.1 na 2.7 na
Sierra Leone 44 82 1.94 6.5 na
Somalia 10.2 237 3.17 7.0 na
South Africa 433 716 224 4.1 50/ 48
Sudan 279 46.9 2.09 5.0 9/6
Swaziland 09 17 2.81 49 20/ 17
Tanzania 315 62.4 2.88 5.9 18/ 13
Togo 43 8.8 2.95 6.6 12/3
Uganda 20.8 45.0 290 7.1 15/8
Zambia 85 16.2 2.63 6.0 26 /14
Zimbabwe 11.7 19.3 2.68 43 48 / 42

Sub-Saharan Africa

Sources: 1997 and 2025 population size, rate of natural increase (1990-1995), and average births per woman (1990-1995):
United Nations. World Population Prospects: The 1996 Revision. New York: United Nations, 1996; contraceptive prevalence:
inn? H United Nations. Levels and Trends of Contraceptive Use as Assessed in 1994. New York: United Nations, 1996, and most recent
78 AfrlCa S POpUIatlon Cha”enge Demographic and Health Surveys data; maternal mortality: WHO and UNICEF. Revised 1990 Estimates of Maternal Mortality.



Statistical Annex: Demographic and Socio-economic Indicators for Sub-Saharan Africa

1,500 170 56 / 29 410 Angola
990 84 49 / 26 370 Benin
250 40 81/ 60 3,020 Botswana
930 82 30/9 230 Burkina Faso

1,300 106 49 / 23 160 Burundi
550 63 75/ 52 650 Cameroon

na 54 81/ 64 960 Cape Verde
700 103 69 / 52 340 Central African Republic

1,500 92 62 /35 180 Chad
950 83 64 / 50 470 Comoros
870 128 87 / 68 120 Congo, Dem. Rep.
890 81 83/ 67 680 Congo
810 90 50/ 30 660 Cote d'lvoire
570 112 60 / 33 na Djibouti
820 111 90 / 68 380 Equatorial Guinea

1,400 78 na 100 Eritrea

1,400 113 46 / 25 100 Ethiopia
500 87 74 / 53 3,490 Gabon

1,100 78 53/ 25 320 Gambia
740 70 76 / 54 390 Ghana

1,600 130 50/ 22 550 Guinea
910 132 68 /43 250 Guinea-Bissau
650 61 86 /70 280 Kenya
610 96 82 /62 770 Lesotho
560 157 54 /22 450 Liberia
490 100 60 / 32 230 Madagascar
560 137 72/ 42 170 Malawi

1,200 134 39/ 23 250 Mali
930 124 50/ 26 460 Mauritania
120 120 87/ 79 3,380 Mauritius

1,500 133 58 / 23 80 Mozambique
370 60 na 2,000 Namibia

1,200 141 2177 220 Niger

1,000 114 167 / 47 260 Nigeria

na na na na Reunion

1,300 105 70/ 52 180 Rwanda

na 62 na 350 Sao Tome & Principe

1,200 74 43/ 23 600 Senegal

na 15 na 6,620 Seychelles

1,800 164 45/ 18 180 Sierra Leone

1,600 125 na 120 Somalia
230 50 82 /82 3,160 South Africa
660 73 58 / 35 480 Sudan
560 68 78 /76 1,170 Swaziland
770 43 79 /57 120 Tanzania
640 78 67 / 37 310 Togo

1,200 88 74 / 50 240 Uganda
940 112 86/ 71 400 Zambia
570 49 90/ 80 540 Zimbabwe

Sub-Saharan Africa

A New Approach by WHO and UNICEF. WHO, 1996; infant mortality: UNICEF. The State of the World's Children 1998.

New York: Oxford Univ. Press, 1998; literacy: UNESCO. 1997 Statistical Yearbook. Paris and Lanham, MD: UNESCO

and Bernan Press, 1997; GNP per capita: World Bank. World Development Report 1997 and World Development Indicators : : H

1697, Washington, DC: World Bank. 1997, Population Action International 79
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