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PREFACE

Due to the increasing interest by members states of ECA in
family planning and population programmes, research activities of
the secretariat in population and family planning have gained
momentum since the 1980s. This interest was manifested in the
adoption of the Kilimanjaro Programme of Action on Population (KPA)
by African Governments, in 1984. The KPA accorded great importance
to population and family planning programmes.

Previous studies and pUblications on family planning in Africa
produced by the secretariat since the adoption of the KPA include
the following: The Demographic, Health, Economic and Social Impact
of Family Planning in Selected African countries, ECA/PD/1985/9,
March, 1985 which was later revised and published as -Some Aspects
of Family Planning Programmes and Fertility in Selected Member
states, E/ECA/SER/A/7; Report on Integrated Maternal and Child
Health and Family Planning Programmes in Africa, 1987; Social,
Cultural and Legislative Factors Affecting Family Formation and
Fertility in Selected African countries, 1988; The Impact of
Maternal and Child Health and Family Planning (MCH/FP) Programmes
on Fertility, Infant and Childhood Mortality and Maternal Health,
1989; statistical Compendium on contraceptive Prevalence and
Practice in African countries, 1990; Guidelines on Improving
Delivery and Evaluation of Population. and Family Planning
Programmes in African countries, 1991. The present study has. been
done as part of the secretariat's continued efforts to carry out
research on family planning and population in the context of socio
economic development.
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A. INTRODUCTION

(il Overview of the Population and Development Debate.

In the 1960's, most African countries were preoccupied with
the struggle for political independence. When this struggle was won
many governments concentrated on socio-economic development. Among
the few African countries which had shown concern for the impact of
population growth on socio-economic development by the end of the
1960s included Egypt, Ghana, Kenya, Mauritius and Tunisia. Many
African countries were pro-natalist. The socio-cultural values
encouraged early marriages and early childbearing which continues
throughout the reproductive period. In 1974, at the time of the
World Population Conference in Romania, Bucharest, few African
countries had population and family planning programmes to
influence demographic trends. Most governments at that time felt
that improvements in socio-economic development would resolve
population related problems. This explains why few governments had
adopted population pOlicies by 1974. As research on the
interrelationships between population variables and socio-economic
development became widely disseminated throughout Africa, many
governments began to appreciate the importance and impact of these
relationships.

In view of the African governments failed attempts of socio
economic development to resolve population related problems, most
of them came to accept that population issues should be central to
all socio-economic development planning efforts. This was reflected
in the adoption by African governments of the Kilimanjaro Programme
of Action on Population (KPA) in 1984.

Among the KPA objectives are: to improve the quality of life
of the people through effective programmes that will reduce the
high levels of fertility and mortality; the achievement of
population growth rates that are compatible with desired socio
economic development goals; the promotion of population policies
and programmes that will enhance the status of women in
development: promotion of policies and programmes which will
respond to the needs of specific groups.~/

The KPA recommendations on family planning called on African
governments to: 1) recognize the usefulness of family planning and
child spacing to the stability and well-being of the family; 2)
incorporate family planning services into MCH services, and
wherever possible, family planning education should be incorporated
in training programmes for women, men and youth; 3 1 ensure the
availability and accessibility of family planning services to all
couples or individuals seeking such services, freely or at

1/ United Nations Economic Commission for Africa: Kilimanjaro
Programme of Action on Population, 1984.



subsidized prices; 4) ensure that family planning services include
services to sterile or subfecund couples or individuals who want to
have children; 5) ensure that national family planning programmes
make available a variety of methods to ensure a free and conscious
choice by all couples or individuals; 6) consider setting up family
planning outlets which include the utilization of existing health
facilities and community-based delivery systems in order to reach
those communities, couples and individuals'who are not served by
the conventional delivery systems; 7) educate and motivate the
population at grass-roots level on the health, social and
demographic values of family planning.2/

(ii) Background and Rationale for ProlllOting contraceptive Use

In 1968 the united Nations recognized as a human right to
decide freely on the number and spacing of children by couples and
individuals. This was reiterated at the 1974 World Population
Conference in Romania, Bucharest; the African Population Conference
in 1984 which adopted the KPA; the 1984 International Population
Conference in Mexico; the International Conference on Safe
Motherhood held in Kenya, Nairobi 1987; the International
Conference on Better Health for Women and Children through Family
Planning, also convened in Kenya, Nairobi in 1987; the
International Forum on population in the Twenty-First century held
in Amsterdam in 1989 which adopted the Amsterdam Declaration
entitled "A Better Life for Future Generations"; and at many other
meetings. For couples and individuals to exercise this human right
of deciding on the number and spacing of their children, they need
to have access to information on family planning services and
contraceptive supplies. This would assist in reducing unwanted
pregnancies and the incidence of illegal abortions.

Several research findings have brought out important
information with implications for increasing illegal abortion cases
among adolscents, married and unmarried women in a number of
African countries. Henshaw puts an estimate of 1.5 million
abortions a year in Africa.1/ In the Gambia, the 1987 Adolescent
Fertility survey carried out by the Gambia Family Planning
Association revealed that 65% of the pregnancies among adolescents
(age group 14-24) were unwanted and most of them occured to young
school girls. The upsurge of teenage pregnancies leading to illegal
abortions in the Gambia, as in many other African countries is
causing serious social, health and economic consequencies on the
adolescents and communities concerned. Olukoya in his study on
pregnancy termination in Lagos in 1987 found out that: (a) 30.4% of
septic abortions were among women aged 25 years and over; (b) 34.8%

2/ Ibid.

:J./ Stanley K. Henshaw "Induced Abortion: A World Review, 1990" in
International Family Planning Perspectives Vol. 16, No.2, June
1990.
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of the abortees were married women; and 52.2% had 2 or more
children·il

The Nigerian Minister of Health, Olikoye Ransome-Kuti, has
noted that 50% of maternal deaths in Nigeria are due to criminal
abortions, especially among adolescents and young women.~ In
another study carried out in Addis Ababa, it was found that 24% of
all maternal deaths and 54% of the deaths directly related to
pregnancy were due to complications of clandestine abortions.W
In many other countries, eg Botswana, Kenya, Liberia, Sierra Leone
and zaire, research studies have revealed serious problems of
abortion among adolescents, many of whom are school girls. It is
estimated that in Africa, women face a 1 in 21 chances of dying
from pregnancy related causes in their life time. Corresponding
figures for other regions are: Asia 1 in 54; South America 1 in 73;
North America 1 in 6,366; and lIorthern Europe 1 in 9,850.21

Use of family planning through contraception to space or avoid
unwanted pregnancies would reduce the incidence of illegal
abortions as well as maternal deaths due to such abortions. Most
important, family planning improves a woman's reproductive health
and the health of the children. Closely spaced births, early
childbearing before the age of 20 and childbearing at old ages are
all well known to be associated with high maternal deaths and high
infant and chil~ mortality rates.

Many African countries have started implementing population
and family planning programmes with the expressed objectives of
lowering their population growth rates as a means of complementing
their socio-economic development efforts aimed at improving the
standard of living of their peoples. Among the various efforts to
achieve their demographic goals include the provision of family
planning services and supplies. Various research results have shown
that contraceptive use is closely related to fertility decline as
well as other factors such as education and status of women.

Recent evidence from the Demographic and Health Surveys
conducted in a number of African countries show that there is

a Community
Journal of

il A.A. Olukoya "pregnancy termination: Results of
based study in Lagos, Nigeria" in ..I...nL!t"'e..r...n...a......t ..i""'o""n...l"---...>l..................."---~..
Gynaecoloay and Obstetrics, 25, 1: 41-46, 1987

~ Africa Health, Vol. 14, NO.3, March 1992; also cited in IPPF
Open File of May 1992.

~I B.E. Kwast, R.W. Rochat and W.
Mortality in Addis Ababa" in stUdies in
1986.

Kidane-Mariam, "Maternal
Family Planning, Vol. 17,

21 Ann starrs, Preventing the Tragedy of Maternal Deaths: A Report
on the International Safe Motherhood Conference, Nairobi, Kenya,
1987.
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demand for contraceptive use for spacing births as well as for
limiting births. Many women have indicated that they either do not
want anymore children or want to delay future births.
Unfortunately, most of these women are not using any family
planning method. contraceptive use is lowest in Africa in
comparison with other regionss of the world and this is related to
the prevailing high fertility rates in Africa.

It is important therefore, that contraceptive use be promoted
for a number of reasons namely, as a human right to decide on the
number, spacing of births, and access to family planning
information, services and supplies; as an intervention strategy to
lower demographic trends where such goals have been adopted in
order to complement socio-economic efforts in improving the living
standards of the people; and as an intervention to improve the
woman's reproductive health and survival of children.

Family planning programmes, according to recent findings, can
have effect to reduce fertility in different socio-cultural and
economic settings. However, programmes that will increase
contraceptive use and reduce fertility, mortality and population
growth rates should include the following: strategic planning;
political committement and strong leadership; changing attitudes;
women as a key factor; male participation; programmes for the young
people; community participation; involvement and participation of
both governmental and non-governmental organizations in programmes;
improvement in socio-economic conditions; institutional support;
availability of family planning services and supplies to all who
need them; information, education and communication (IEC); human,
material and monetary support. This list is not exhausive, it could
have included other factors but it was felt discussion should be
limited to those listed above.

(iii) Purpose and Organization of the study

since the World Fertility Survey (WFS) programme which started
in 1972 a number of surveys have been undertaken to collect data on
contraceptive use. This has been intensified by the Demographic and
Health Survey (DHS) programme initiated in 1984. Many more
countries continue to collect data on contraceptive use and are
formulating and/or implementing population and family planning
programmes which have objectives to moderate demographic trends
through increased contraceptive use. This study is designed to
review experiences on contraceptive use in African countries and
based on those experiences as well as those from other regions,
suggest some strategies which African countries may consider for
use in their family planning programmes to increase contraceptive
use. The study has been prepared as one of the approved work
programme outputs under subprogramme 18 on Population under 2b as
a non-recurrent pUblication.

The study is arranged in seven sections.
introduction. section B discusses knowledge

4
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Levels, trends in contraceptive use and methods used are discussed
in section C. Access to modern contraceptive methods is presented
in section D. The impact of contraceptive use on demographic trends
is analysed in section E. strategies to improve contraceptive use
are presented in section F. section G provides a summary and
conclusion.

B. KNOWLEDGE OF CONTRACEPTION

It is important to note that awarness of contraceptive methods
and source of the methods is a necessary condition for individuals
to decide on the use of contraceptives. In this section a review of
the knowledge of contraceptive methods and source of method from
the WFS and DRS data is provided. The study pays more attention to
the DRS data which are more recent, and emphasis is on modern
methods of contraception.

(il Findings from WFS Data: 1977-1982

Table 1 shows data on Benin, Cameroon, Cote d'Ivoire, Egypt,
Ghana, Kenya, Lesotho, Mauritania, Morocco, Senegal, Sudan and
Tunisia on the knowledge of any contraceptive method, any modern
method, and any traditional method for the period 1977 to 1982
based on WFS data. Knowledge of any method among married women was
highest in Tunisia, 95.2%, followed by Kenya 93.5%, Egypt 90.5%.
The lowest figures were reported in Mauritania 8.2%, Cameroon 34.1%
and Benin 40.3%. In the other countries the figures ranged between
50% and 85%. The same countries which had the highest knowledge of
any contraceptive method also showed highest knowledge of any
modern method - Tunisia 95.0%, Egypt 90.4%, and Kenya 88.0%. These
were followed by Morocco 82.9%, Ghana and Lesotho about 60%, Sudan
about 50%. In Mauritania, Benin, Cote d'Ivoire, Senegal and
Cameroon the figures ranged between 6% and 28%. See chart 1.
Knowledge of any traditional method was 85.1% in Kenya, 83.8% in
Cote d'Ivoire. In the other countries the figures varied from 3.1%
in Mauritania to 57.3% in Senegal.
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Table 1: Percentage of currently married women aged 15-49 who
knew contraceptive methods based on WFS data

country

Benin
Cameroon
Cote
d'Ivoire
Egypt
Ghana
Kenya
Lesotho
Mauritania
Morocco
Senegal
Sudan
Tunisia

Year of
survey

1982
1978

1980
1980
1979/'30
1977/78
1977
1981
1979/80
1978
1978/79
1978

Know any
method

40.3
34.1

84.6
90.5
68.6
93.5
64.9

8.2
83.7
60.0
50.8
95.2

Know any
modern
method

13.1
27.6

17.5
90.4
59.4
88.0
59.4
6.4

82.9
20.3
49.8
95.0

Know any
traditional
method

38.8
25.8

83.8
26.8
53.3
85.1
46.7
3.1

46.5
57.3
14.4
50.1

Source: United Nations, Fertility Behaviour in the Context of
Development-Evidence from the World Fertility Servey, New York,
1987.

( ii) General Knowledge of Contraception from DHS and Similar
Surveys 1983 to 1989 and Change Since WFS

During 1983 to 1989 data on knowledge of contraception was
collected from DHS and similar surveys on Botswana, Burundi, Egypt,
Ghana, Kenya, Liberia, Malawi, Mali, Morocco, Rwanda, senegal,
Togo, Tunisia, Uganda and Zimbabwe. General knowledge of any
method, any modern method and any traditional method among all
women and married women on the above countries is reflected in
Table 2. This table reveals that knowledge of any method and any
modern method among all women and married women was nearly 90% or
higher in Botswana, Egypt, Kenya, Morocco, Tunisia and Zimbabwe. In
Togo and Senegal similar observations were true for only knowledge
of any method for all women, and married women. Knowledge of any
method among all women was lowest in Malawi 26.6%, and Mali 42.5%.
A similar conclusion is drawn for married women in these two
countries: Malawi 29.6% and Mali 43.2%. With regard to the
knowledge of any modern method, Mali shows the lowest figures 
28.3% for ull women and 28.6% among married women. other countries
show a high percentage among all women and married women who knew
any modern method - about 70% and over. Examination of data on
knowledge of any traditional contraceptive method reveals highest
percentages of 75 to 92 among all women and married women in
Morocco, Togo, Tunisia and Zimbabwe. Lowest percentages between 27
and 46 were observed in Botswana, Liberia and Mali. Chart 2
presents distribution of married women who knew any modern method
of contraception from DHS data

6
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CHART 1 : Percentage of currently married women aged 1549
who knew anvmodern method of contraception
from WFS data[~--
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Table 2: Percentage distribution of all women and married women
knowing contraceptive methods in selected countries from
DHS and similar surveys

country
Year
of

survey

Know any
method

Know any
modern
method

Know any
traditional
method

AW MW AW MW AW MW

Botswana
Burundi
Egypt
Ghana
Kenya
Liberia
Malawi
Mali

Morocco
Rwanda
Senegal
Togo

Tunisia
Uganda
Zimbabwe

1988
1987
1988
1988
1989
1986
1984
1987

1987
1983
1986
1988

1988
1988/89
1988

95.4 94.8
69.9 78.5

98.3
76.2 79.4
90.0 92.4
71.8 69.8
26.6 29.6
42.5 43.2

(a)
97.8 97.8
66.6 72.8
89.8 91.5
93.5 95.8

(a)
99.0 99.2
81.9 84.0
96.3 98.7

95.1
58.0

73.8
88.4
70.4

28.3
(a)

97.5

69.2
80.8

(a)
98.8
76.5
95.4

94.4
63.8
98.2
76.5
91.]
68.0

28.6

97.5

67.6
81.4

99.0
77.9
97.8

41.5

49.2
54.8
30.0

36.4
(a)

75.1

89.5
(a)

91.5
58.6
75.3

45.6

68.1
51. 9
55.8
27.8

]7.1

75.]

92.9

91.9
62.4
86.8

AW = all women, MW = married women
(a) Refers to evermarried women
- Means no data

Source: United Nations Economic Commission for Africa,
statistical Compendium on contraceptive Prevalence and
Practice in African countries, Addis Ababa, 1990.

Data in Table 3, among the countries covered by both the WFS
and DHS, show that knowledge of any modern contraception among
married women increased in all the six countries shown in that
table. Senegal shows the highest increase from 20.3% in 1978 to
67.6 in 1986, followed by Ghana and Morocco. In Egypt and Tunisia
where knowledge was already 90% and 95% respectively at the time
of WFS, the increase was enough to approach 100% knowledge of any
modern contraceptive method. See chart 3 for change in knowledge on
modern method. With regard to knowledge of any traditional method,
it is noted that knowledge of traditional methods increased
SUbstantially between the two surveys in Egypt from 26.8% to 68.1%,
Morocco from 46.5% to 75.3%, and Tunisia from 50.1% to 91.9%. Data
on Kenya shows the opposite, a decline from 85.1% to 55.8%. The
decline in Ghana was not significant from 53.3% to 51.9%.
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Table 3 : Comparision of knowledge of any modern and
traditional methods of contraception between WFS and DHS Data
among married women

Country Type of Year Know any Know any
survey modern traditional

method method

Egypt WFS 1980 90.4 26.8
DHS 1988 98.2 68.1

Ghana WFS 1979/80 59.4 53.3
DHS 1988 76.5 51.9

Kenya WFS 1977/78 88.0 85.1
DHS 1989 91.3 55.8

Morocco WFS 1979/80 82.9 46.5
DHS 1987 97.5 75.3

Senegal WFS 1978 20.3 57.3
DHS 1986 67.6 no data

Tunisia WFS 1978 95.0 50.1
DHS 1988 99.0 91.9

(iii) Knowledge of specific Modern Contraceptive Methods Among
All Women

Among all women, data from DHS shown in Table 4 indicate that
there is universal knowledge of the pill, above 90% in Botswana,
Egypt, Morocco, Tunisia and Zimbabwe (data on Egypt Morocco and
Tunisia in the Table 4 refers to married women). In Kenya 84.4% of
the women indicate Knowledge of the pill at the time of the survey,
66.4% in Uganda, 64% in Liberia and nearly 60% in Ghana. Knowledge
of the pill was lowest in Malawi 4.0%, Mali 21.5% and Togo 45.0%.
The low percentage in Malawi was mainly due to the government's
position on family planning. It was only in 1982 that approval for
child spacing was granted by the government, and the Child Spacing
Programme was started in 1984.

The intra-uterine device (IUD) is the next popularly known
modern contraceptive method. However, knowledge of this method was
above 70% only in Tunisia (95%), Egypt (94%), Botswana (89%) and
Morocco (80%). The rates ranged from 1. 3% to 37% in Malawi,
Burundi, Mali, Senegal, Uganda, Liberia and Ghana. In Togo,

10
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CHART 3 : Comparison of knowledge of any modern method of contraception among married
women between WFS and DHS data.

100

80

"'U
m
JJ 60
()
m

...... z
......

~
G) 40

m-fft
'-"

20

o-¥----
EGYPT GHANA KENYA MOROCCO SENEGAL TUNISIA

~WFS_ DHS



Zimbabwe and Kenya 46 to 62% of the women reported knowledge of the
IUD.

Knowledge of the injection as a contraceptive method was
reported by more than 60% of the women in Botswana: 88%, Kenya:
76%, Zimbabwe and Egypt: 62% each. Knowledge of the injection was
between 55% and 60% in Tunisia, Togo and Morocco. Percentages were
lowest in Malawi: about 1% and Mali: 17%. with regard to the
vaginal methods also grouped as diaphram/foam/jelly methods, not
many women seemed to know these methods. While 61% of the women in
Tunisia and 51% in Botswana indicated knowledge of these methods,
in the other countries knowledge ranged from 2% to 41%.

The condom as a contraceptive method, at the time of the
surveys in various countries, was known by 87% of the women in
Botswana, 77% in Zimbabwe, 66% in Tunisia, 60% in Morocco, 53% in
Kenya. Rates lower than 10% were reported in Malawi, Burundi and
Mali. In Senegal, Uganda, Liberia, Egypt and Ghana, knowledge of
the condom ranged between 31% and 49%.

KnOWledge of female sterilization Was highest in Tunisia: 96%:
followed by Morocco: 77%: Kenya and TogO: 68% each; uganda: 59%;
Botswana: 58%: Senegal: 56%; Egypt: 55%; Ghana: 54% and Zimbabwe:
50%. In Burundi, 8% of the women knew of the method while in Mali
and Liberia the figures were 14% and 41% respectively. with
contrast to the knowledge of female sterilization, women show
extremely limited knowledge of male sterilization. The percentages
of women indicating ~nowledge of male sterilization was highest in
Botswana: 23%, Kenya: 20%, Tunisia: 17%, Zimbabwe 16%. In the other
countries the figures varied between 1% in Burundi to 13% in Togo.

12



Table 4: Percentage of all women by specific modern contraceptive method known from DHS data

country Year pill IUD Injecti Diaphragm/Foam/ Condom Female Male
ofsurvey on Jelly sterilization sterilization

Botswana 1988 94.5 89.4 87.6 50.9 87.4 57.6 23.2

Burundi 1987 19.8 7.4 34.4 1.9 2.8 7.8 0.9

Egypt* 1988 97.9 93.9 61.9 41.0 44.6 54.5 9.9

Ghana 1988 59.7 36.7 42.6 36.6 48.5 54.1 10.7

Kenya 1989 84.4 62.2 76.3 24.4 53.4 68.2 19.8

Liberia 1986 64.0 34.5 44.4 11. 6 30.5 41. 0 6.4

Malawi 1984 4.0 1.3 0.7 0.2**

"" Mali 1987 21.5 14.6 16.8 6.0 8.2 14.3 4.2w

Morocco* 1987 97.3 79.5 55.6 23.7 59.8 77.0 4.5

senegal 1986 53.7 31. 5 28.0 10.5 31.9 56.0 3.5

Togo 1988 45.0 45.7 57.7 26.6 37.1 68.2 12.8

Tunisia* 1988 95.8 94.7 59.4 61.3 66.3 95.9 16.9

uganda 1988/89 66.4 20.2 39.7 11. 3 32.5 59.1 8.2

Zimbabwe 1988 93.6 51. 6 62.2 27.5 76.7 49.7 16.4

Source: UNECA, statistical compendium on ContraceDtive Prevalence and Practice in African countries, 1990
and individual country reports on DHS.
* Data refers to currently married women
** Based on less than 20 unweighted cases



(iv) Women's Knowledge of Modern Methods of contraception and Source of
Methods by Education and Place of Residence.

Table 5 presents data on married women who knew at least one
modern method of family planning and knew a source of modern method by
education from the DHS data at the time of the survey. The table shows
that knowledge of modern contraception and source is lowest among women
with no education and highest among those with secondary or higher
education in all the countries, - Botswana, Egypt, Ghana, Kenya,
Liberia, Morocco, Togo, Tunisia, uganda and Zimbabwe. Indeed, knowledge
of both modern contraception and source of modern method among the
women with secondary or higher education is almost 100% in Botswana,
Egypt, Ghana, Kenya, Morocco, Tunisia, Uganda and Zimbabwe. In
countries with strong family planning programmes (Botswana, Egypt,
Kenya, Morocco, Tunisia and Zimbabwe), the knowledge of modern
contraception and source of method by education is above 80% for each
education level and the variations in educational levels are generally
not significant. However, in Ghana, Liberia, Togo and uganda, the
variations in knowledge of a modern contraceptive method and its source
are significant from one level of education to the next. In Liberia for
example, knowledge of a contraceptive method by education was: no
education 60%, primary 85%, and secondary or higher 95%. Knowledge of
source for modern method was as follows: no education 36%, primary 56%
and secondary or higher 81%.

Examination of the data in Table 6 shows that less married women
in rural areas know of a modern contraceptive method and source of the
method than those in urban areas in all the ten countries in that
table. Knowledge of both method and source was above 85% in both rural
and urban areas in Botswana, Egypt, Kenya, Morocco, Tunisia and
Zimbabwe. It is also observed that differences between rural and urban
areas in these countries is not much. These are the same countries that
are observed to have strong family planning programmes. In Ghana,
Liberia, Togo and Uganda, there are wider differentials among married
women in urban and rural areas who know a modern method and its source.
In Liberia, as an example, 77% of women in urban areas knew of a
modern method and 57% knew its source; the corresponding figures for
rural women were 63% and 37% respectively.
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Table 5: Percentage of married women who know at least one modern
method of family planning and know a source for a modern
method by education, from DHS data

country and
year of survey

Botswana* (1988)

Education

No educatiion
Incomplete Primary
Complete primary
Secondary or higher

Know
modern
method

86.8
95.1
98.6
99.4

Know
source

86.2
94.5
98.3
99.3

Egypt (1988)

Ghana (1988)

Kenya (1989)

Liberia (1986)

Morocco (1987)

Togo (1988)

No education
Primary incomplete
Primary to secondary
Completed secondary
or higher

No education
Primary
Middle
Higher

No education
Some primary
Primary complete
Secondary or higher

No education
Primary
Secondary or higher

No education
Primary
Secondary and higher

No education
Primary
secondary and higher

96.9
99.0
99.9

99.7

60.3
84.2
92.5
97.8

82.8
92.0
96.9
98.8

60.4
85.1
94.9

97.0
99.8
99.7

75.6
92.2
98.0

93.3
97.4
99.2

99.5

52.0
75.4
87.8
96.1

80.6
90.9
95.8
98.1

35.6
55.8
80.9

93.2
99.4
99.7

72.4
89.9
97.0

Tunisia (1988) No education 98.2
primary 99.8
Secondary and higher 100.0

94.1
98.8
99.8

uganda (1988/89)

Zimbabwe (1988)

No education
Some primary
Primary complete
Middle

No education
Primary
Secondary or higher

67.1
83.2
94.1
95.3

94.1
98.4
99.5

58.7
79.2
91.5
93.1

90.2
96.9
98.2

* Data refers to all women

Source: UNECA, Statistical compendium on contraceptive Prevalence
and Practice in African Countries, 1990 and individual
country DHS reports.
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Table 6: Percentage of married women who know at least one modern method of
family planning and who know a source for modern method by place of
residence

country and year Place of Know modern Know source
residence method

Botswana* (1988) Urban 98.5 98.4
Rural 93.7 93.2

Egypt (1988) Urban 99.4 98.8
Rural 96.9 93.1

Ghana (1988) Urban 88.0 82.2
Rural 71.4 64.1

Kenya (1989) Urban 95.2 94.1
Rural 90.5 89.1

Liberia (1986) Urban 76.8 56.5
Rural 62.8 36.6

Morocco (1987) Urban 99.3 98.4
Rural 96.2 91.4

Togo (19138) Urban 92.6 91.3
Rural 76.9 73.4

Tunisia (1988) Urban 99.7 98.6
Rural 97.9 93.1

Uganda (1988/89) Urban 94.2 90.3
Rural 76.3 70.4

Zimbabwe (1988) Urban 98.8 97.9
Rural 97.4 95.1

.. Data refers to all women

Source: UNECA, Statistical Compendium on contraceptive Prevalence and Practice
in African Countries. 1990: and individual DHS country reports.

C. LEVELS AND TRENDS IN CONTRACEPTIVE USE AND METHODS USED

This section discusses levels of contraceptive use, general
trends, trends by women's education and trends by rural, urban
residence. Analysis of trends in contraceptive use requires a series of
data for a number of years. In many African countries such data are not
readily available. Some countries have carried out surveys to collect
data on contraceptive use only once, some twice, others have data for
only 3 periods. From two periods, and if the periods are reasonably
spaced, one can have some rough indication of trend for that period.
However, if the period is less than 10 years, it may not be possible,
in some countries, to discern real trends. Due to methodological
differences in collection of data (sampling, definition of concepts,
etc) from survey to survey, there might be some biases in data when
examining trends. Such factors should be taken into account when
analysing trends.
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(i) Levels of Current contraceptive Use.

Estimates of 1987 show world contraceptive use among married women
at 53%. The figures for Europe, North America, Japan showed higher
overall contraceptive use, 71% for developed countries, 56% for Latin
America, 53% for Asia, and 16% for Africa.~/ Since the end of WFS, a
number of African countries have conducted surveys. to collect data on
contraceptive use and other related demographic and health aspects.
Apart from Mauritius which had a contraceptive use of 75% in 1985,
other African countries with contraceptive use above 20% among married
women in the 1980s and early 1990s at the time of the survey are:
Tunisia 50%; Zimbabwe 43%; Egypt 38%; Morocco 36%; Togo 34%; Botswana
33% and Kenya 27%. See Table 10. However, preliminary data from the
1988 Family Health Survey in Swaziland show a contraceptive prevalence
of 20%. But the Swaziland data include never married women with a
child. In Ghana contraceptive use at the time of the survey was 13%,
and 11% each in Rwanda and Senegal. The rates were below 10 in Burundi,
Liberia, Malawi, !fa-Ii, Nigeria, Sudan and Uganda. Chart 4 shows current
contraceptive use on rural and urban areas.

Cofttraeeptive prevalence level for modern contract!pti_ methods at:
the time of the survey as shown in Table 10 were as followsl Tunisia
40%; Zimbabwe 36%; Egypt 35%; Botswana 32%; Morocco 29%; Kenya 18%;
Liberia and S~dan North 6% each; Ghana 5%. The levels wers below 5 in
Burundi, Malawi, Nigeria, Rwanda, Senegal, Togo, and Uganda. .

( ii) General Trends

Table 7 presents data on trends in the use of contraception among
married women in 11 African countries. The trends are sho~n for any
method and any modern method separately. All the 11 countries show
increase in contraceptive use with regard to the use of any method.
Taking the first and last period, the greatest annual increase was in
Mauritius, about 3%; followed by Morocco 2.3%; Kenya and Tunisia 1.8%
each; Egypt 1.4%; Botswana and Zimbabwe 1.1% each; Senegal 1.0%. The
lowest annual increases were in Nigeria 0.1%; Ghana 0.3% and Sudan
(North) 0.4%. Chart 5 shows general trends in contraceptive use for any
method.

All countries in Table 7 except Ghana also show increase in the
use of any modern method of contraception from one period to the next.
The changes were as follows: Botswana 19% to 32% (1984-1988);

~/ united Nations, World Population Monitoring 1991, New York, 1992
p.71
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CHART 4: CURRENT CONTRACEPTIVE USE BY RURAL AND
URBAN RESIDENCE AMONG MARRIED WOMEN
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Table 7: Trends in use of contraception (in percentage) among married women.

Botswana Egypt
l.2.ll isaa li1!.Q lll.i rzaa

Any method 27.8 33.0 23.8 30.3 37.8
Any modern method 18.6 31. 7 22.7 28.7 35.4

Ghana Kenya
rzzs ~ 1977 /78 1984 1989

Any method 9.5 12.9 6.8 17.0 26.9
Any modern method 5.5 5.2 4.3 9.6 17.9

Mauritius Morocco
1975 ~ liaQ 1983/84 1987

Any method 45.7 75.4 19.4 25.5 35.9
Any modern method 29.2 45.3 16.4 21.2 28.9

Nigeria Senegal
1981/82 1990 1978 ~

Any method 4.8 6.0 3.8 11. 3
Any modern method 0.6 3.5 0.6 2.4

Sudan (North) Tunisia
1978/79 1989/90 .l.2.ll .l..2ll ~

Any method 4.6 8.7 31.4 41.1 49.8
Any modern method 3.9 5.6 24.8 34.1 40.4

Zimbabwe
liM rzaa

Any method 38.4 43.1
Any modern method 26.6 36.1

Source: UNECA, statistical Compendium on contraceptive Prevalence and Practice in
African countries, 1990; united Nations, Levels and Trends of contraceptive Use,
New York, 1989; Various country reports on WFS, CPS and DHS.
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CHART 5
Trends in Contraceptive Prevalence

Among Married Women
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Egypt 23% to 29% to 35% (1980 to 1984 to 1988); Ghana 6% to 5% (1979 to
1988); Kenya 4% to 10% to 18% (1977/78 to 1984 to 1989); Mauritius 29%
to 45% (1975 to 1985); Morocco 16% to 21% to 29% (1980 to 1983/84 to
1987); Nigeria 1% to 4% (1981/82 to 1990); senegal 1% to 2% (1978 to
1986); Sudan North 4% to 6% (1978/79 to 1989/90); Tunisia 25% to 34% to
40% (1978 to 1983 to 1988) and Zimbabwe 27% to 36% (1984 to 1988).

The general increase in the use of contraception and the magnitude
of the increase is a reflection, to a greater extent, of the strength
of family planning programmes in any given country. Many countries have
intensified their family planning programmes since the latest surveys
were conducted. Continued upward trends in contraceptive use would thus
be expected to be reflected in future surveys.

(iii) Trends by Women's Education

The Data in Table 8 compares trends in contraceptive use between
WFS and DHS by women's education and shows that contraceptive use
increases as the level of education increases. For WFS data, the
difference in contraceptive prevalence between those with no education
and those with 10 years or more of education, ranged from 13% in Ghana
to 43% in Morocco. As for the DHS data, the difference ranged from 12%
in Ghana to 38% in Morocco. For each educational level there has been
an increase in contraceptive use from WFS to DHS, the exception being
the following: Egypt - the levels were the same for education levels of
7-9 years and 10+ for both periods; Senegal -the levels were the same
for education level of 7-9 years; Tunisia where the prevalence levels
were higher from WFS data (72%) for education level of 7 to 9 years and
lower from DHS data (64%); and Ghana where for the educational level of
1-3 years the prevalence rate was higher from WFS data (12%) than from
DHS data (9%). The changes between the two periods were least in Ghana
for each educational level.
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Table 8: Trends in contraceptive prevalence between WFS and
DHS data by women's education

country Year Years of education completed Difference
between

0 1-3 4-6 7-9 10+ o and 10+

Egypt 1980 16 26 32 52 55 39
1988 28 40 51 52 55 27

Ghana 1979 6 12 11 12 19 13
1988 9 9 14 15 21 12

Kenya 1977/78 4 6 8 12 18 14
1989 18 22 28 31 45 27

Morocco 1980 16 36 53 54 59 43
1987 31 52 60 63 69 38

Senegal 1978 3 6 8 23 18 15
1986 10 8 19 23 41 31

Tunisia 1978 27 42 41 72 56 29
1988 42 43 61 64 69 27

Source: Mary Beth weinberger, "Recent Trends in contraceptive
Use" paper presented at the DHS World Conference held in
August 1991.
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Differentials in contraceptive use from one level to the next from
both WFS and DHS data are not great in some cases. In other cases they
do fluctuate. It is observed that there were greater differences in
contraceptive use in WFS data between those with no education and those
with 10 years or more of education than similar data from DHS. From the
WFS, the contraceptive prevalence levels for those with 10 years or
more of education were 3 times or over those with no education in
Egypt, Kenya, Morocco and Senegal. In the DHS data those with 10 years
or more of education had contraceptive prevalence which were almost
twice those with no education in Egypt, Ghana, Morocco and Tunisia. In
Kenya they were almost 3 times and 4 times in Senegal.

(iv) Trends by Urban and Rural Residence

According to data in Table 9 and charts 6A and 6B, there was an
increase in contraceptive use in both rural and urban areas from one
period to the next. For rural areas, the increase from one period to
the next was highest in Kenya with a four fold increase from 1977/78 to
1989. Increases of almost two fold to 2 1/2 times are observed in
Botswana, Egypt, Morocco and Tunisia. In Ghana and Zimbabwe the
increases were smaller about 1.2 times. As for urban areas,
contraceptive use increased almost 3 1/2 times in Senegal between 1978
and 1986; in Kenya it was about 2 1/2 times. In the other countries the
increase ranged from 1.1 to 1.4 times.

The differences in contraceptive use between rural and urban areas
were between 24% and 28% in Egypt, Morocco and Tunisia for each of the
two periods shown in Table 9. Differences of between 0% and 13% are
observed in Botswana, Ghana, Kenya, Senegal and Zimbabwe. With the
exception of the 1978 data of senegal, all countries show higher urban
contraceptive use than rural areas. This is a reflection of the fact
that family planning programmes started in urban areas and that
facilities and services for family planning in urban areas are not
comparable to those in rural areas. However, with the intensification
of programmes in rural areas, current contraceptive prevalence levels
are reasonably high in rural areas in Botswana 25%, Egypt 25%, Kenya
26%, Morocco 25%, Tunisia 35% and zimbabwe 40%
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Table 9: Trends in contraceptive prevalence (%) by urban and
rural residence among married women

Country Year Total Rural Urban Urban
minus
rural

Botswana* 1984 28 13 25 12
1988 33 25 38 13

Egypt 1980 24 12 40 28
1988 38 25 52 27

Ghana 1979 10 8 14 6
1988 13 10 20 10

Kenya 1977 /78 7 6 12 6
1989 27 26 31 5

Morocco 1980 19 10 37 27
1987 36 25 52 27

Senegal 1978 4 4 4 0
1986 11 10 14 4

Tunisia 1978 31 20 44 24
1988 50 35 61 26

Zimbabwe 1984 38 34 47 13
1988 43 40 52 12

Source: UNECA, Statistical Compendium on Contraceptive Prevalence
and Practice in African Countries. 1990; country survey
reports.

* Data on Botswana refers to all women
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Table 10: Percentage distribution of married women by current use of contraception by method in selected
countries from latest survey data

Method used at time of the survey

Country Year of Any Any modern Pill IUD Injection Vaginal Condom Female Any traditional
survey method method methods sterilization method

Botswana 1988 33.0 31. 7 14.8 5.6 5.4 0.0 1.3 4.3 1.3

Burundi 1987 8.7 1.2 0.2 0.3 0.5 0.1 0.1 7.5

Egypt 1988 37.8 35.4 15.3 15.7 0.1 0.4 2.4 1.5 2.4

Ghana 1988 12.9 5.2 1.8 0.5 0.3 1.3 0.3 1.0 7.7

Keny& 1989 26.9 17.9 5.2 3.7 3.3 0.4 0.5 4.7 9.0

Liberia 1986 6.4 5.5 3.3 0.6 0.3 0.2 0.0 1.1 0.9

Malawi 1984 7.5 1.1 0.7 0.3* 0.1* 0.0* 5.5

Mali 1987 4.7 1.3 0.9 0.1 0.1 0.1 0.0 0.1 3.4

Morocco 1987 35.9 28.9 22.9 2.9 0.3 0.1 0.5 2.2 6.9
tv

0.4a
" Nigeria 1990 6.0 3.5 1.2 0.8 0.7 0.1 0.3 2.5

Rwanda 1983 11.0 0.9 0.2 0.3 0.4 10.1

Senegal 1986 11. 3 2.4 1.2 0.7 0.1 0.1 0.1 0.2 9.0

Sudan 1989/90 8.7 5.6 3.9 0.7 0.1 0.0 0.1 0.8 3.1
North

Togo 1988 33.9 3.1 0.4 0.8 0.2 0.6 0.4 0.6 30.7

Tunisia 1988 49.8 40.4 8.8 17.0 0.8 1.3 11.5 9.4

Uganda 1988/89 4.9 2.5 1.1 0.2 0.4 0.0 0.8 2.4

Zimbabwe 1988 43.1 36.1 31.0 1.1 0.3 0.0 1.2 2.3 7.0

- Means no data

* Based on less than 20 unweighted cases

a includes male sterilization

Source: UNECA, statistical Compendium on contraceptive Prevalence and Practice
in African countries, 1990; and some individual country reports on
DHS.



(v) Use of specific contraceptive Methods

with regard to the use of specific modern methods of
contraception among married womel) as reflected in Table 10, it is
observed that the pill is used by most women in Zimbabwe with a
prevalence of 31%. Morocco comes second, 23%; Botswana and Egypt 15%
each; Tunisia 9%; Kenya 5%; Sudan North 4%; Liberia 3% and less than
3% in Burundi, Ghana, Malawi, Mali, Nigeria, Rwanda, Togo and Uganda.
The IUD is used by many married women in Tunisia 17%; and Egypt 16%.
In Botswana 6% of the married women use IUD while in Kenya the figure
1s 4%, and 3% in Morocco. In the other countries the figures are less
than 2%. As for the injection, 5% of the married women use it in
Botswana, and 3% in Kenya, and less than 1% in the other countries.
Both the vaginal methods and the condom are not commonly used in all
the countries. While 1.3% of married women use vaqLna.L methods in
Ghana, the figures are below 1% in the other countries. In Egypt 2.4%
of t/)Q lIarried WOIIlen use condoms, 1. H each in Botsv.ana and Tunisia,
1.2 in Zimbabwe and less than 1% in the other countries. Use of female
sterilization is highest in Tunisia 12%, 5% in Kenya, 4% in Botswana,
2% each in .IIoroc(Jo and Zimbabwe, and less than 2% in the other
countries.

In Botswana, the contraceptive method mix for modern methods
~ married ~en is dominated by the pill 14.8%, followed by IUD
6%, injeation 5% and female sterilization 4.3%. ror Egypt, tae use of
the IUD 16% and the pill 15% dominated the method mix followed by
COWdoll 2.4% and female sterilization 1.5%. In Kenya the method mix is
widely distributed among the pill 5%, female sterilization 5%, IUD 4%
and injection 3%. In Morocco the choice of modern method is dominated
by the pill 23%, While tM IUD is used by 3% of the _rried WOIlIeI\ and
female sterilization by 2% of the married women. Data on Tunisia show
that more women use the IUD 17%, followed by female sterilization 12%,
and the pill 9%. In Zimbabwe, the method mix is dominated by the pill
used by 31% of married women while 2% use female sterilization and 1%
use IUD.

More married women use a traditional method than a modern method
in Burundi, Ghana, Malawi, Mali, Rwanda, senegal and Togo. The
differences are greatest in Togo where 31% of the married women were
using a traditional method and only 3% were using a modern method. Use
of traditional methods is below 5% in Botswana, Egypt, Liberia, Mali,
Nigeria, Sudan and Uganda and between 5% and 10% in Burundi, Ghana,
Kenya, Malawi, Morocco, Rwanda, Senegal, Tunisia and Zimbabwe.

While the data in Table 10 focusses on current contraceptive use
by method for married women, Table 11 shows current contraceptive use
by method for all women for only those countries that had data on all
women. Most of the observations noted with regard to contraceptive
levels and use of specific methods for married women also apply to the
data for all women.

28



Table 11: Percentage distribution of all women by current use of contraception by method in selected
countries from latest survey data

Method used at time of survey

Country Year of Any Any Pill IUD Injection Vaginal Condom Female Any
aur-vey method modern methods sterilization traditional

method method

Botswana 1988 29.7 28.9 17.7 4.5 3.2 0.0 1.3 2.2 0.7

Burundi 1987 6.4 1.0 0.2 0.2 0.5 0.1 0.1 5.4

Ghana 1988 12.3 4.7 1.6 0.5 0.2 1.2 0.3 0.9 7.6

Kenya 1989 23.2 14.7 4.6 3.0 2.7 0.3 0.4 3.6 8.5

Liberia 1986 8.4 7.0 4.7 0.7 0.3 0.1 0.2 1.0 1.4

Malawi • • •1984 6.7 1.1 0.7 0.3 0.1 0.0 5.9

Mali 1987 4.6 1.2 0.8 0.1 0.1 0.1 0.0 0.1 3.3

'" Senegal 1986 10.0 2.6 1.5 0.6 0.1 0.1 0.1 0.2 7.4<D

Togo 1988 33.0 3.4 0.6 0.6 0.2 0.8 0.6 0.6 29.5

Uganda 1988/89 5.5 2.7 1.4 0.2 0.4 0.0 0.7 2.9

Zimbabwe 1988 32.2 27.2 23.5 0.7 0.2 0.0 0.9 0.7 5.0

Means no data

* Based on less than 20 unweighted cases

Source: UNECA, statistical Compendium on contraceptive Prevalence and Practice in African Countries,
1990.



D. ACCESS TO MODERN CONTRACEPrlVE METHODS

The availability of family planning services and supplies is
an important determinant of contraceptive use. This has been
reflected in several research studies.~1 The DHS data in the late
1980s has some useful information on accessibility and availability
of contraceptive methods and supplies in African countries. At the
time of the surveys non pregnant women who were sexually active and
were not using any contraceptive although they knew that becoming
pregnant posed problems, reported non use of contraception as
related to problems of accessibility and availability of
contraceptive supplies and services. The women reporting this were
as follows: 12% in Kenya; 11% in Liberia; 9% in Uganda; 18% in
Zimbabwe.lQI Among the factors which influence accessibility,
availability and use of contraception include the following: cost,
logistical support and follow-up care, choice of methods,
convenience of access, quality of service, time and distance from
source of service and supply. wilkinson, Abderrahim and Njogu have
analysed DHS data on accessibility, availability and use of
contraception using time and distance.~1 The following sub
sections draws on this paper on access to modern contraception in
African countries for which data was collected.

(i) Rural Areas

In Egypt, almost all rural married women are within fifteen
kilometers of a 'facility prOViding pill, IUD and condom. In rural
Tunisia, more than 80% of the married women are within 15
kilometers of a facility providing the pill, IUD and condom. This
may explain the high contraceptive prevalence observed earlier in
Egypt and Tunisia. With regard to Zimbabwe, 86% of the rural women
are within 15 kilometers of a facility providing the pill and 76%
are within 15 kilometers of a centre providing condoms. However, in
rural Uganda, women have limited access to any modern contraceptive
methods as three quarters or more of the women live more than 15
kilometers from a centre providing any of the modern methods of
family planning.

contraceptive prevalence among married women in rural Egypt
for modern methods are higher among women living 5 to 14 kilometers
from a facility providing the method (27%) than for women 0-4
kilometers from a centre providing the method (23%). In Tunisia the

~I These inclUde: B. Entwisle, W.M. Mason and A.I. Hermalin, "The
MUltilevel Dependence of contraceptive Use on Socio-economic
Development and Family Program Strength." in Demography 23 (2),
1986; R.J. Lapham and P.W. Mauldin, "National Family Planning
Programs: Review and Evaluation" in Studies in Family Planning
3(3),1972; R.J. Lapham and P.W. Mauldin, "contraceptive
Prevalence: The Influence of organized Family Planning Programs."
in Studies in Family Planning, 16 (3), 1985.

101 UNECA, statistical compendium on contraceptive Prevalence and
Practice in African countries. 1990.

111 Marilyn I. Wilkinson, Noureddine Abderrahim, and Wamucii Njogu,
"Availability and Use of contraception: A comparative Analysis."
Paper presented at the DHS World Conference, August 1991.
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relationship between distance and contraceptive prevalence for
modern method is that of a U - shape: 31% for those 0-4 kilometers
away from a facility, 26% for those 5-14 kilometers away and 33%
for women 15 kilometers and over from a facility. In Zimbabwe there
is not much differential on contraceptive use by distance: 30% for
women 0-4 kilometers, 31% for women 5-14 kilometers and 32% for
those 15 kilometers or more from a facility. The community-based
distribution programme may have been responsible for narrowing the
differences. In both Togo and Uganda, use of modern methods is
highest for those closest to a facility providing a modern method
and declines with increase of distance.

In rural Togo where use of modern methods is rather small,
distance to a facility is a more influencing factor for
contraceptive use among uneducated women. However, as the level of
education increases, distance to a provider becomes less important.
This is also true for uganda. In Zimbabwe, distance to a facility
does not seem to affect use greatly by level of education of the
women. As noted earlier, this is due to the wide use of community
based distribution of family planning supplies in rural Zimbabwe.
Similarly, in Tunisia, availability of stationary facilities for
modern family planning services and supplies has little effect on
use by education.

( ii) Urban Areas

with regard to the relationship between use and distance of
modern family planniftg methods in urban areas, it was observed in
Zimbabwe that prevalence was highest for those 1-4 kilometers from
a facility providing the method (53%) followed by those less than
1 kilometers away (46%) while those who were more than 5 kilometers
from a facility had a prevalence of 44%. In Tunisia, the prevalence
decreases with increase of distance as follows: less than 1
kilometers 49%, 1-4 kilometers 43% and 5 kilometers or more 20%.
Similar observations as on Tunisia have been noted in Columbia.
Elsewhere, ego the Dominican Republic and Ecuador, contraceptive
prevalence for a modern method among urban women do not vary much
by distance.

E. IMPACT OF COHTRACEPl'IVE USE ON DEMOGRAPHIC TRENDS

That contraceptive use has an impact on reducing demographic
trends, chiefly fertility and population growth is not disputable.
But the problem is that of aportioning the change in demographic
trends attributable to contraceptive use. No attempt is made here
to answer this debatable issue. It is important however, to note
that many factors such as women's education, employment status;
general level of socio-economic development; strength of family
planning programme, etc., directly or indirectly influence
contraceptive use behaviour. Contraceptive use also has impact on
reducing mortality trends especially reduction of infant and child
mortality as well as maternal mortality. Reduction in infant and
child mortality and maternal mortality in turn contributes to
reduction in demographic trends. The fact that many African
countries have set demographic goals of reducing fertility,
population growth, and mortality levels through family planning
programmes as one of the means of achieving such goals is in itself
a recognition that contraceptive use has 'an impact on demographic
trends.
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In a study on 83 developing countries, in 1983, it was noted
that education, health and family planning programme effort were
found to have a significant independent effect on fertility.~/

There is close association between the level of contraceptive use
and level of the fertility as shown by the following correlations
of R' 0.76 for the developing countries in the Americas; R' of 0.85
for the developing countries in Asia and the Pacific and an R' of
0.67 for the African countries of Botswana, Lesotho, Kenya and
Zimbabwe. 1]/ It is important to note that these figures should
not be taken to mean that contraceptive use explains all the
variance in total fertility implied by the above figures since, as
noted earlier, contraceptive use is closely related to other
factors, for example, women's education, desire for children, age
at marriage etc ••

(i) Ex_pIes fro. African Countries on the Impact of contraceptive Use
on Fertility

In North Africa, increased contraceptive use has been observed
to contribute to fertility decline in Egypt, Morocco and Tunisia
between WFS and DHS periods. The declines in fertility were as
follows: Egypt: total fertility rate (TFR) declined from 5.2
children per woman aged 15-44 at the time of the WFS in 1980 to 4.7
at the time of the DHS in 1988 (a decline of 10%); there was a
relative decline of 21% in Morocco for women of the same age range
- i.e. from a TFR of 5.8 in 1979/80 to 4.6 in 1987; in Tunisia the
decline was from a TFR of 5.7 in 1978 to 4.3 in 1988, a 25%
decline. ill Between the two survey periods as seen earlier,
contraceptive use among married women had increased as follows in
these countries: Egypt, from 24% in 1980 to 38% in 1988; Morocco,
from 19% in 1980 to 36% in 1987 and Tunisia, from 31% in 1978 to
50% in 1988.

Mauritius has the highest contraceptive use in Africa;
prevalence increased from 46% in 1975 to 75% in 1985. Total
fertility in 1962 in Mauritius was close to 6 but decreased to 2.0
in 1987. The increase in contraceptive use and increase in age at
marriage for women has contributed significantly to the reduction
of total fertility. Age at marriage increased from a medium of 19.9
in 1962 to 23 years in 1983. In Botswana, total fertility declined
from 7.1 in 1981 to 6.5 in 1984 and to 5.0 in 1988. This has been
happening when contraceptive use is seen to be high by African
standards and is increasing: it was 29% in 1984, and increased to
33% in 1988.

Fertility Decline
Family Planning

~/ Phillips Cutright "The Ingredients of Recent
in Developing Countries" in ....I ..n...t"'e....r""n..al.lt..il.lo...n...a...l"'-----""'""......~-......"""...............
Perspectives Vol. 9, 1983

ll/ Mauldin, W. Parker, and segal, J. Sheldon "World Trends in
Contraceptive Use and Their Relationship to Fertility". Working
paper No. 139, Population Council, New York, 1988; see also by the
same authors, "Prevalence of contraceptive Use: Trends and Issues"
in studies in Family Planning Vol. 19, Number 6 Part 1,
November/December 1988.

ill Mohamed Ayad, Hussein Abdel-Aziz Sayed, and Ann A. way, "Policy
Implications of DHS Findings for Egypt, Morocco and Tunisia", paper
presented at the World DHS Conference held in August, 1991 in
Washington DC.
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Kenya has had a population policy to reduce population growth
and fertility for over 2 decades, but the policy has not had much
impact. However, for the first time, the 1989 DHS data has shown
evidence of decline in the total fertility rate from 7.7 in 1984 to
6.7 in 1989, a decline of one child. This decline has been
happening in the context of increase in contraceptive use among
married women from 7% in 197?/78 to 17.0% in 1984 and 27% in 1989.
The family planning programme effort by the Chogoria Mission in
Kenya demonstrates the impact of contraceptive use on fertility.
The programme started in the 1970s and in 1985, 300,000 people were
served by the programme. Contraceptive prevalence in the area
reached 4j% as compared to the national contraceptive prevalence of
17% in 1984. The total fertility rate in the area served by the
Chogoria family planning programme was 4.5· in 1985 while the
national total fertility rate for Kenya as a whole was 7.7 in 1984.

In Zimbabwe, total fertility rate among women 15-45 years was
estimated at 6.7 from the 1969 population census While the estimate
from the 1984 Zimbabwe Reproductive and Health survey (Z~S) w••
6.5 which declined to 5.5 accordinq to the Zilllbabwe 1988 DRS
results. The observed fertility decline is associated with the high
contraceptive use: 38% in 1984 among married women and 43% in. 1988.
In other countries with contraceptive prevalence of less than 20,
eg Ghana, there has not been any real indication of fertility
deoline. Fertility in Ghana among women 15-49 years was 6.5
according to the estimates from WFS in 1979, while the estimate
from the 1988 DHS results was 6 . 4 . Dur ing the WFS and DRS,
contraceptive use had increased slightly from 10% to 13%.

(ii) Ex_pIes of the Impact of contraceptive Use on Infant, Child and
Maternal Mortality

It is well known that infant and childhood mortality is
highest where (a) birth intervals are less than 2 years, (b) where
births occur to women before the age of 20; and where births occur
to women beyond the of 35. It has been estimated that if all birth
intervals were at least 2 years, infant mortality would be reduced
by the following figures: Cameroon 22%, Ghana 17%, Kenya 20%,
Lesotho 12%, Sudan 20%. ll/ Use of contraception for delaying,
spacing and limiting births would reduce infant and childhood
mortality among women in the various reproductive age groups. It
has been noted that in some parts of Europe and North America that
as much as 25% of the decline in infant mortality has been due to
fewer births among older women. ll/ In Costa Rica, increased
contraceptive use led to a drastic decline in high order births
among older women - changes in childbearing patterns alone were
responsible for a 12% drop in infant mortality.

with regard to maternal mortality, it is highest among
pregnant women in the following groups: pregnancies before the age
of 18; pregnancies after 4 or more children and pregnancies spaced
less than 2 years. In developing countries 20-45% of all maternal
deaths are due to child bearing. This compares with less than 1% in
North America. Contraceptive use for spacing, delaying births and

ll/ Centre for population and Family Health, Columbia University.
Birth Spacing and Child Survival, 1987 New York.

12./ Population Reports (Healthier Mothers and Children Through
Family Planning) Series J. 27, May-June 1984.
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limiting births could help reduce maternal deaths. Among all women
who did not want any more children but were not using any effective
method of contraceptive, the following magnitude of maternal deaths
would have been prevented if an effective method of contraception
were used: Egypt 28%, Ghana, Kenya and Sudan 15% each, Lesotho, 18%
and Tunisia 27%. ill If all married fecund women, wanting no
more children but were not using an effective contraceptive method,
would use an effective method, and if all women aged 35 years and
over would have no more children, more than 40% of maternal deaths
would be prevented in Egypt, Ghana, Kenya, Sudan and Tunisia.
ll.1

(iii) Examples of the Impact of contraceptive Use on Fertility from
Outside Africa

In Asia, it has been observed that fertility decline occured
mainly due to the adoption of modern contraceptive methods. A major
reason for the adoption of modern methods of contraception in Asian
countries is that children are expensive. l2/ contraceptive use
was under 8% in Thailand in 1963, but increased to 14% in 1970, and
reached 66% in 1987. About 80% of the decline in national fertility
since 1970 has been attributed to the family planning programme.
2Qj In 25 years, Thailand's population and Family planning
programme attained a fertility replacement level. During 1970-1975
the total fertility rate was 4.6 but was reduced to 2.3 during
1982-1987.

In the Republic of Korea, total fertility among women aged 15
to 44 declined from 6 to 4 between 1963 and 1973. It has been
indicated that the family planning programme was responsible for
37% of the fertility decline. 2..l1 contraceptive use among all
married women has increased from 9% in 1964 to 20% in 1967; 25% in

121 Maine, D. et.al "Prevention of Maternal Deaths in Developing
countries: options and Practical considerations", paper prepared
for the International Safe Motherhood Conference, Nairobi,
February, 1987.

ill Preventing the Tragedy of Maternal Deaths. A Report on the
International Safe Motherhood conference, Nairobi, Kenya, February
1987.

III John B. Casterline, "Fertility Transition in
presented at the IUSSP Seminar on the Course
Transi.tion in the Sub-Saharan Africa held in Harare,
22 November, 1991.

Asia" , paper
of Fertility
Zimbabwe, 19-

201 Lester R. Brown and Jodi L. Jacobson, "Our Demographically
Divided World" Worldwatch paper No. 74, December, 1986; How
Thailand's Family Planning Program Reached Replacement Level
Fertility: Lessons Learned by Antony Benett, Carl Flisen, Peerasit
Kamnuansilpa, and John Mc William, 1990 (USAID/Thailand Poptech
Report 89-043-112)

£1.1 Siew-Ean Khoo and Chai Bin Park, "The Effect of Family Planning
Programs on Fertility Decline in Four Asian Countries" in
International Family Planning Perspectives Vol. 4, No.3, Fall
1978.
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1971; 36% in 1976; 55% in 1979 and 77% in 1988. Total fertility in
1985 was 2 children per woman.

singapore is another example where family planning was
responsible for fertility decline of 57% between 1966 and 1975.
Total fertility declined during this period from 4.5 to 2.1. 22/
contraceptive prevalence was 60% in 1973 among married women 15-44
years, but increased to 74% in 1982. The total fertility for 1983
1987 was 1.5. In Kerala state in India, crude birth rate declined
from 36 per 1000 in 1966 to 26 per 1000 in 1978 and 40% of the
decline has been attributed to the family planning programme.
23/

The data in Table 12 shows contraceptive use level and total
fertility in the 1980s for some of the countries where
contraceptive use is above 50%. This data shows clearly that high
contraceptive prevalence is associated with lower fertility.

22/ Ibid. Siew Ean Khoo and Chai Bin Park

23/ International Family Planning Perspectives, Vol. 8, No.3,
September 1982; K.C. Zachariah, Anomaly of the Fertility Decline in
Kerala: Social Change, Agrarian Reform or the Family Planning
Programme? World Bank Discussion paper No. 81 Washington D.C.,
1981.
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Table 12: contraceptive and Fertility Levels in the 1980s in Some
Countries

Country Year and Contraceptive Level Year and Fertility
Level

Dominican
Republic 1986 50 1981-1986 3.8
Jamaica 1988/89 55 1988/89 2.9
Trinidada and
Tobago 1987 53 1982-1987 3.1
Costa-Rica 1986 71 1984 3.5
Mexico 1987 53 1986 3.8
Colombia 1986 65 1981-1986 3.3
Ecuador 1989 53 1982-1987 4.3
China 1988 71 1986 2.3
Hong Kong 1988 81 1983-1987 1.4
Sri Lanka 1987 62 1982-1987 2.8

Source: United Nations World Population Monitoring 1991, New York, 1992.

Even in Bangladesh where fertility has remained high though
family planning programmes were adopted some years ago, fertility
has started declining from a TFR of 7 in 1970 to 5 in 1989. This
has been attributed to an increased use of contraceptives from 3%
to 32% during the same period. The socio-economic and cultural
values in Bangladesh like in many African countries, place high
value on children; but now there are changes towards smaller family
sizes.

F. STRATEGIES FOR IMPROVING CONTRACEPTIVE USE

As noted earlier in the introduction, strategies for
increasing contraceptive use to positively affect demographic
trends should be broad based and address all critical elements
which influence use of contraceptives. Among the critical issues to
be considered are: the role of strategic planning; political
committement and strong leadership; change in attitudes; the role
of women; male participation and involvment; programmes for the
youth; participation and involvement of communities, governments
and non-governmental organizations in family planning programmes;
improvements in socio-economic conditions; institutional support;
availability and accessibility to quality family planning services
and supplies; information, education and communication; human,
material and financial requirements for programmes. These are
discussed below. Some of1these are discussed in detail elsewhere.
24/

H/ UNECA,
Population
1991

Guidelines on Improving Deliyery and Evaluation of
and Family Planning Programmes in African Countries,
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(i) The Role of strategic Planning

One of the problems and constraints at national level with.
regard to family planning and population programmes in the past in
African countries was the non-reflection or inadequate reflection
of population and family planning issues in national development
plans and their impact on socio-economic development. As a result,
many governments never made budgetary allocations for population
and family planning programmes, except for. those on general health
problems. Although there are trends in some countries towards
reflecting population and family planning issues in their
development plans, it is not adequate. What is more important for
national governments is the adoption of strategic planning. This
involves the adoption of short term, medium term and long term
objectives and goals, the selection of critical areas for
intervention, mobilizing resources for implementation of
programmes, evaluation, monitoring, and modifying objectives, goals
and targets depending on findings of evaluation of the programmes.
Any policy or programme adopted by governments to increase
contraceptive use ahouLd be strongly emphasized in development
plans together with the means for implementation. Policies to
promote contraceptive use should be within the broad framework of
population planning. strategic planning should involve all
institutions that have a role to play and contribute to national
goals and objectives.

Countries which have set demographic targets to be achieved
through means such as the increased'use of contraception include
the following: 1) Egypt where the target is to reduce total
fertility rate from 4.6 in 1988 to 3.7 in 1996 and to 3.1 by the
year 2001. contraceptive use is to be increased from 38% in 1988 to
51% in 1996 and to 60% by the year 2001. 2) Kenya where the
government intends to reduce the current population growth rate of
3.5% to 2.5% by the year 2000; and to increase contraceptive use
among married women from 27% in 1989 to 30* in 1995, and 40% by the
year 2000. 3) In Rwanda and Nigeria, targets on fertility and
contraceptive use have also been set up to the year 2000. In some
of the countries, governments want to increase contraceptive use
but no quantitative targets have been set. If governments or other
organizations involved in family planning programmes have
objectives to increase contraceptive use, it is essential to set
specific targets over a given period to facilitate evaluation and
assessment of progress over time.

(ii) Political committement and strong Leadership

In 1986, the All African Parliamentary conference, held in
Zimbabwe, indicated that African members of Parliament should be
dedicated to strengthen family planning programmes. Since then not
many countries have taken concrete action towards this. This is
seen in the low contraceptive prevalence levels in many of the
countries. Political committement and strong leadership to family
planning and population programmes are essential as this
legitimizes the acceptability of national programmes. Political
committement and strong leadership should go beyond mere, advocacy
for family planning. It should be reflected in tangible actions ego
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providing resources for programmes; repealing laws and legislation
against provision of family planning services and supplies;
discussion of population and family planning issues in parliament.
There should be real government support to ensure that all couples
and individuals have access to information and family planning
services and supplies as a human right. It is essential that the
political committement and strong leadership at various levels
national, regional/provincial, district and community level are
provided to ensure programme support. Through such a strategy there
should be no problem for the public to support programmes.

In Africa, Tunisia is a good example of strong political
leadership and committement to family planning programmes to
increase contraceptive use. Between 1961 and 1965 legal reforms
were made in Tunisia which included: freedom of advertizing and
selling of contraceptives: raising of minimum legal age at marriage
to 17 years for women and 20 years for men: legalizing of abortion
for women with 5 or more children. A new legislation was enacted in
1973 which made abortion free within the first 3 months. In 1983 a
new ministry of the family and promotion of women was established
to be responsible for the implementation of the national population
policy and supervise the "Office National de la Famille et de la
Population". The government announced in 1987 a family planning
policy restricting births to 3 children only per family though not
compulsory. Starting 1989, family allowances were restricted to 3
children per family.

The Government of Kenya gave strong political committement to
population and ~amily planning programmes in the 1980s. In 1982, a
National Council for Population and Development was established. In
the same year, programmes to involve males in family planning
started. In 1984, in order to improve the availability of, and
accessibility to contraceptive use, the Government removed sales
and import duties on contraceptives. National Leaders Seminars on
Population to adopt a small family size were held in 1984 and 1989.
The President has made appeals for women to have only 4 children.
In 1988 the Ministry of Health prepared a publication called A
Guide for Managing MCH/FP Activities at pistrict Leyel.

outside Africa, China, Indonesia and Thailand can be cited as
examples where strong national leadership and political
committement helped the family planning programmes to succeed in
increasing contraceptive prevalence levels. Consequently fertility
and population growth rates were significantly reduced. In
Indonesia, in the late 1970s, President Suharto instituted
quarterly meetings with the provincial governors to review the
family planning programmes.Z2/ At virtually every cabinet
meeting, family planning is discussed, with emphasis on the
interrelationships between family planning and other aspects of
socio-economic development in Indonesia.2Q/

25/ Lester R. Brown and Edward C. Wolf, "Reversing Africa's
Decline" Worldwatch paper No. 65, June 1985

2&/ Haryono suyono, "Some Hidden Factors and Social Interventions
in Management Development for Family Planning Programme in
Indonesia" in Strategies of Ouality Services in Population
Programmes: Country Papers Vol. XI edited by Ellen Sattar, an ICOMP
PUblication, May 1991.
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(iii) Need to Change Attitudes

It is important to stress that any family planning programmes
aimed at increasing contraceptive use must ensure that the target
groups have favourable attitudes to contraceptive use. If such
attitudes do not exist, then efforts should be taken at national,
regional/provincial, district and community level to educate the
population to accept and practice family planning. Availability of
contraception without changed attitudes will not necessarily lead
to increased contraceptive use. In countries with high
contraceptive use today, changes in reproductive behaviour towards
small family size were responsible for acceptance to wide use of
contraception. This was the case in Latin America between the 1960s
and 1970s. The same is true of most of the countries in Asia. In
some African countries there is evidence that attitudes have
started to change regarding acceptance and use of modern family
planning methods to space and or limit births. Between the 1970s
and 1980s, the desired family size declined in Egypt, Ghana, Kenya,
Morocco, Senegal and Tunisia. More efforts should be undertaken on
changing attitudes towards modern contraceptive use. These efforts
should be followed and supported with provision of family planning
services and supplies.

(iv) Wo.en as a Key Factor

Programmes to increase contraceptive use should, among other
things, focus on imprpving the status of women, through education,
employment, health and protecting their rights. The high level of
education as discussed earlier contributes to: increased knowledge
on contraception; desire for small family size, and actual use of
contraception. In the final analysis, as seen earlier, increased
contraceptive use contributes to lowering fertility levels, infant
and child mortality, and maternal mortality.

In Tunisia, improving the status of women through access to
education and employment has been a decisive factor in increasing
contraceptive use and a reduction in fertility levels. Family
planning coverage among married women with secondary education or
higher was almost 68% in 1988 compared to 36% for illiterate
married women. A study done in Tunisia showed that women with jobs
have on average 2 children while those with no jobs have more than
4 children.ll/ However, women's employment in traditional and
agricultural sectors has little or no impact on contraception where
information on contraception is limited or non-existent and where
family planning services and supplies are not available. In
Thailand, Buddhism, which does not restrict contraception and
emphasizes individual responsibility, created an environment
conducive to acceptability of contraceptive use.

There are considerable unmet needs among women for family
planning services for spacing as well as for limiting the number of
children. Unmet needs for family planning services consists of the
percentage of married women who want no more children but are not

ll/ lORe Reports, Vol. 16 No.3 July 1987; see also IPPF Open File
of 11/9/87, p. 18.
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using any contraception, and those women who want another child but
want to postpone the timing of the next birth. This definition
leave out single women, and adolescents at risk of pregnancy and
those who may be using an effective method ineffectively and those
who may have recently undergone an abortion and are consequently
not practising family planning. In Kenya, the 1989 DHS data
indicated that half of the women did not want any more children.

Programmes to increase contraceptive use should include
strategies that improve the status of women by providing adequate
education to girls and women; gainful employment to women; family
planning services to meet the needs for family planning among
women, especially those in rural areas; information on the health
risks of early child bearing, closely spaced births and
childbearing at ages beyond 35 years; necessary health care
services and facilities at community level for children and
mothers; mechanism to enable women to be involved in planning and
management of programmes that affect their reproductive health;
means and ways of integrating population and family planning into
other areas already focussing on women's activities ego home
economics, agricultural extension services, environmental problems,
women's associations or clubs etc ..

(v) Male Participation and Involvement

The DHS data attributed some of the non-use of contraception
among married women to husbands disapproval. The proportions of
women in the various countries citing this reason were as follows:
Kenya 10%, Liberia 8%, Mali 10%, and Zimbabwe 9%. Family planning
should no longer be the responsibility of the women only. Men
should be involved in family planning programmes and activities as
well. There is need to convince men that they should have the
number of children they can care for and educate. Such a strategy
could change men's attitudes towards accepting the use of
contraception and encouraging their wives to practice family
planning.

Another important obstacle to contraceptive use reflected in
the DHS data on African countries is lack of open discussion
between husbands and wives on family planning. Among the married
women knowing a contraceptive method, the percentage distribution
of those who had never discussed family planning with the husbands
a year before the survey were as follows: Liberia 65%, Togo 63%,
Uganda 60%, Ghana 58%, Burundi 40%, Kenya 34%, Botswana 29%. IEC
programmes and strategies should be designed to encourage husbands
and wives to discuss family planning and contraceptive use. Radio
and TV messages have been used in some countries to reach men on
family planning, these will be discussed later under IEC.

It is important to note that the 1980s have seen male
involvement in family planning programmes in countries like Ghana,
Kenya, Morocco and Zimbabwe. In Ghana, male involvement in family
planning started in 1980 through a project on Male Motivation and
Responsible Parenthood which used three channels: Daddies Clubs at
Pretsea Oil Palm Plantation Workers and at Tafo Cocoa Research
Institute of Ghana; National vocational Training Institute; and
Industrial Workers. To reach these people, the Planned Parenthood
Association of Ghana (PPAG), and resource persons arranged
discussions on responsible parenthood, film shows and lectures and
the provLs Ion of contraceptives. In Zimbabwe, a 3 year Male
Motivation Project was carried out to increase knowledge and use of
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family planning methods among males of reproductive age, improve
men's attitudes towards family planning, and to promote joint
family planning decision making between men and women. Social
Marketing Projects on contraceptive use aimed at men have been
carried out in Ghana, Liberia, Morocco and Zimbabwe.

(vi) Progrmmes for the Yout,h

It is essential that adolescents be prepared for responsible
parenthood. Rising teenage pregnancies and abortions among the
adolescents is a manifestation of family planning needs for this
group. It is well known that women in many African countries marry
at early ages (13 to 19 years) and are expected to enter into
childbearing immediately after marriage. Based on health grounds
for the well being of adolescent women and their children,
strategies should be devised for the married and unmarried
adolescents to postpone childbearing until they are mature. This
can be done through the use of contraception to postpone and or
space births among the adolescent women. Programmes for youth
should include lessons on the rights of individuals and couples to
have family planning information and family planning services.

Special programmes to meet family planning needs for the youth
should be undertaken as the youth generally find it difficult to
obtain information and family planning services in existing
programmes. Due to the large number of young girls and boys out of
school, programmes to reach these people with messages on
responsible parenthood must be established.

IPPF Open File of July 1992 reported on a youth project which
started in Senegal in 1990 with IPPF assistance. The project' s
objective was to informally train a network of trainers and
audiences including adolescents, through workshops and meetings
where information, leaflets and pamphlets on family planning could
be distributed. An evaluation of the project shows that it has
become a focal point of all youth events in the country. The
project works closely with the government and the Family Planning
Association of Senegal. A community-based distribution for the
youth has been successful as the youth in Senegal, as in most other
African countries, do not tend to go to formal clinics. The project
has established a band that hopes to disseminate messages on family
planning and health through music and performance.

In Mexico, experimental projects were carried out in 1985 and
1986 to test alternative strategies for delivering sex education
and family planning services to young adults.za/ In one
experimental area, integrated sex education and family planning as
well as academic tuition and recreational activities were provided.
In a second place, trained young adults and community counselors
worked through informal networks to provide sex education and
family planning information. The project concluded that it was
feasible to provide sex education and family planning services to
young adults in different ways. Both approaches cited above
received broad-based support from civil authorities, school

28/ John W. Townsend, Esthela Diaz De May, Yolanda Supulveda,
Yolanda Santos de Garza L., and Sandra Rosenhouse, "Sex Education
and Family Planning Services for Young Adults: Alternative Urban
Strategies in Mexico" in Studies in Family Planning Vol. 18 Number
2, March/April 1987.
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administrators, local parents and young adults themselves. Both
approaches reached the younger unmarried group not previously
served by the existing family planning programme.

The Family Planning Association of Turkey has implemented a
youth to youth project for adolescents at Ankara Bilkent University
where student leaders were disseminating information on family
planning and AIDS/STD prevention through peer group counselling and
organized meetings on campus. From the success of the project,
there are plans to extend the project to other universities in
other areas in the near future.22/

It is important to reiterate what has been stated in the KPA
in 1984 and the ICP 1984 that family planning services and
information should be made available to adolescents to enable them
prepare for a responsible parenthood. Such attempts will go a long
way to reducing unwanted pregnancies and births, illegal abortion,
infant and maternal deaths among adolescents. Moreover, family life
education, reproductive health and population education should be
part of curricula in schools and vocational training. similar
programmes need to be developed for out-of-school youth. The youth
should be involved in planning and implementing programmes
affecting their lives. Governments need to take the lead in
promoting and implementing programmes for the youth and encouraging
NGOs to do the same.

(vii) Participation and Involve.ent of Co_unities, GOvernJlental and
Hon-governmental Organizations in Progra.aes

Successful programmes to increase contraceptive use need
involve communities, governments apd non-governmental
organizations. All these need to support and complement each other.
Governments need to take the lead to support programmes. They
should then encourage communities and NGOs to be involved in all
aspects of programmes. The NGOs refer to both international and
local NGOs.

Community participation has been initiated in a number of
programmes on health, nutrition, family planning and development in
general. The 1991 Annual Report of the Planned Parenthood
Association of Ghana has observed considerable community
participation in implementing Integrated Family Planning, Nutrition
and Parasite Control project (IP) and Integrated family Planning
services (IFPS). The communities provided labour, premises and in
some cases funding to start some of the projects. Results from the
Integrated project with Family Planning, Nutrition and Parasite
control in Tanzania at the Tanganyika sugar Planting Campany
compound showed a family planning acceptance rate of 27% in 1984.
This rose to almost 64% in 1988 through the active participation of
local people in the project area. Similarly, results in another
area in Masama- a rural area in Tanzania, showed an increase in
family planning acceptance from 9% in 1984 to 47% in 1988.1Q/In
Zambia, through community participation and involvement, the

~/ Cited in IPPF Open File of May, 1991.

1Q/ The Proceedings of the Second Pan African Conference on the
Integrated Family Planning, Nutrition and Parasite Control project,
held in Lusaka, Zambia, 7-13 march 1989, Organized jointly by
UNFPA, IPPF, and JOICFP, pp 35-36
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Integrated Programme on Family Planning with Nutrition and Parasite
Control helped to increase knowledge on family planning in the
communities and contributed to change in attitudes to accept family
planning. These programmes have also helped to encourage husbands
and wives to discuss the number of children they want to
have.1l1 Community-Based Distribution (CBD) programmes on family
planning are being introduced in a number of African countries.
These programmes involve the communities concerned.

Community participation and involvement should cover all
aspects of programmes: assessment of needs, making decisions on
programmes, formulation and implementation, evaluation and
financing of programmes. Community involvement and participation
increases the chances of programmes to be acceptable and to reflect
the needs of the communities. Programmes for community
participation should have the general objective of improving the
life of the communities. It is essential to sensitize the various
leaders- political as well as religious, regarding the objectives,
implementation, and benefits to the community of the programmes.

Governments, as pointed out earlier should support programmes
carried out by communities and NGOs. This should be done through
the provision of financial support whenever possible to programmes
undertaken by communities; providing political and leadership role
to programmes; making necessary co-ordination mechanisms for
programmes carried out by government, communities as well as NGOs;
providing an enabling environment through passing necessary
legislation to support activities of communities and NGOs; making
available facilities and infrastructure which would enhance
effectiveness of activities and programmes by communities and NGOs.

As for NGOs, they should support programmes on population and
family planning as well as health care for children and mothers to
complement activities by governments and communities. NGOs and
private sectors should actively be involved in IEC on population
and family planning programmes as well as in distribution of
contraceptives. One of the support NGOs can provide is financing
various programmes and projects.

(viii) Improvement in Socio-economic Conditions

Where socio-economic conditions are highly improved, the level
of contraception use is also very high. A study on contraceptive
prevalence from 1977 to 1983 for 73 less developed countries by
Lapham and Mauldin showed that socio-economic conditions are
related to the level of contraceptive prevalence and that the
relationship is strengthened by the family planning programme
effort. The combined effort of improved socio-economic conditions
and the family planning programme effort has a greater impact in
incressing contraceptive prevalence .lll However, recent studies
have indicated that even in areas with low socio-economic
conditions, provision of family planning, education and health
services can increase contraceptive use which then contributes to

ll/ Ibid p. 54.

ll/ Robert J. Lapham and W. Parker Mauldin, "Contraceptive
Prevalence: The Influence of Organized Family Planning Programs" in
studies in Family Planning, Vol. 16, Number 3, May/June 1985.
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lower fertility. Some of the examples include Kerala State in
India, Sri Lanka, and Bangladesh.

(ix) Institutional Support

Programmes to increase contraceptive use are undertaken within
the context of national population policy which includes family
planning programmes. It 1S very important that appropriate
institutional support is provided to facilitate the implementation
of programmes. Institutional support should be provided to:
national population commissions or council on popu.l at.Lon
development, population units and research centres for collection
and analysis of relevant data and evaluation of programmes. In
addition, institutional support for education, maternal and child
health care systems should be improved and expended as these
promote the use of contraceptives. Improvements to IEC institutions
and transportation are equally important to enhance contraceptive
use.

In Thailand's, family planning programme for example, one of
the contributing factors to increase contraceptive use is good
infrastructural support with widespread network facilities, good
year-round roads, access to outlests for family planning and
frequent pUblic transport, good statistical data collection through
surveys, censuses and research. In many African countries the
institutional support to population and family planning programmes
is weak and the various institutions do not have adequately trained
personnel to provide family planning services.

(x) Availability of and Access to Quality Family Planning Services and
Supplies.

In most African countries family planning services and
supplies are not available to most of the population. Even where
these services may be available, in most countries they are not
easily accessible to the majority of the popUlation and the quality
of the limited services is poor. There is need to design
appropriate strategies to improve availability, accessibility and
quality of family planning programmes if contraceptive use shOUld
increase considerably in many African countries. Some of the
strategies are briefly discussed below.

Recent data from DHS has shown that there is considerable need
for family planning services for spacing births and limiting
childbearing. This combined need of spacing and limiting births
among married women was above 50% in Burundi, Ghana, Kenya, Mali,
Togo and Uganda; between 30% and 50% in Botswana, Egypt, Liberia,
Morocco, Tunisia and Zimbabwe.~/ This calls for action to meet
the existing demand for family planning by making the services and
supplies available. Availability of services can have a positive
effect to increase contraceptive use. In some programmes, inclUding
those in Egypt, Morocco, Tunisia, and Zimbabwe, availability of
family planning services and supplies has increased contraceptive
use even among women with no education. This has been the case even
in Indonesia and Malaysia. Governments, non-governmental

33/ UNECA, statistical Compendium on Contraceptive Prevalence and
Practice in African Countries, 1990.
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organizations and the private sectors should be involved in
programmes aimed at increasing the availability of family planning
services. Special attention in the strategies should focus on
making family planning services and supplies available to rural
areas where most of the popqlation live. Use of various channels
would contribute to the availability of family planning services
and supplies. Such channels should include CBD, health centres,
clinics, hospitals, family planning centres, social marketing
through various out-lets, provision of services at place of work,
etc •.

To facilitate access to available family planning services and
supplies, there should be IEC programmes to inform the popUlation
about places from where to obtain the services. The services should
be within reasonable distance of the people who need them. Ease
of transportation network would facilitate accessibility to
services. Accessibility to services can be an obstacle for the
majority of the population if they cannot afford it. Strategies for
providing services at subsidized rates or free for those who cannot
afford them should be considered. However, for those who can should
pay for the services.

Availability of and accessibility to family planning services
and supplies are not important on their own if the quality of the
services is poor. Clients want the quality of services to be good.
Among the elements that contribute to quality of services include
the following: adequate information provided to clients on the
advantages and disadvantages of each family planning method;
adequate information on how to use the method; a broad mix of
methods to enhance choice of an appropriate method. For example,
sterilization as a method would not be appropriate for those who
want to space birth but appropriate for those who want no more
children. Counselling and follow-up on use.of family planning is an
important aspect of the quality of services. Particular attention
should be paid to those who discontinue the use of services because
they became pregnant or because of the side effects or health
problems. Another important aspect that enhances quality of
services is good and effective management which ensures that
personnel providing services are properly trained and re-trained
from time to time and that adequate supervision in delivery of
programmes is maintained. Consistent and continous availability of
family planning services helps clients to build confidence in, and
rely on the quality of services.

(xi) Information, Education and Communication

The KPA and the ICP both published in 1984 emphasized the
importance of IEC programmes related to family planning programmes
focussed at men, women and the youth. Among the main areas to be
incorporated in IEC programmes to increase contraceptive use should
be: bringing about awareness of the importance of adequate birth
spacing and confining childbearing to safe age groups among women,
i.e. ages 20-35 years; changing attitudes from large to small
family size; utilization of all possible channels of communication
and information dissemination- radio, television, video, news
papers, seminars, workshops, conferences, lectures etc ..
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IEC messages should be tailored according to the population
being targeted. Men may respond better when family planning
messages relate to economic rationale than to health reasons. Women
may respond better to messages related to the health of the mother
and child rationale; adolescents may respond more favourably to
family planning messages through music, shows and plays. Radio and

Television advertisements and programmes watched by men, eg
football, or other sports could be a way to effectively communicate
family planning -messages to men. Examples of these are: "the
linking in Mexico of the introduction of the Protecktor condom to
the 1986 World Cup Soccer Matches, sponsorship in Barbados of a
Paul Simon Concert, radio and print advertising in Morocco for the
Protex Condom that tapped into men's desire to protect their
family".1.4J

Target audiences should be involved in the designing of IEC
messages to facilitate the acceptance by them. The messages should
portray the interrelationships between population and socio
economic development, the benefits of moderating demographic trends
on socio-economic development and the health of mothers and
children. Population education and family life education should be
integrated into school curricula and in informal programmes for out
of school popUlation. Adequate training of all those involved in
designing and disseminating IEC messages should be ensured. All the
personnel who d~liver family planning programmes also need to be
'sufficiently trained in IEC activities.

(xii) Human, Material and Financial Requirements for Programmes

Earlier, discussion on the importance of institutional support
for programmes to promote the use of contraceptives was presented.
Equally important is the availability of skilled human resources,
material and financial resources. without these no family planning
and popUlation programmes would succeed. Based on this realization,
the KPA recommended to African governments to make necessary
efforts to improve funding and management for more effective
implementation of MCH/family planning programmes through allocation
of adequate resources, and providing appropriate training to family
planning personnel, as well as improving cost effectiness and co
ordinating manpower planning and training strategies for existing
services.

Strategies on human resource requirement should include
provision of adequate training and refresher training to: all
personnel including primary health care, and family planning
personnel on various aspects of delivery of services including
counselling. The training should be task oriented. Countries should
ensure, whenever possible, to make linkages between services and
training institutions so that training is relevant and responds to
service needs. Those involved in evaluation and monitoring, data

34/ Sharon Tipping, "Creative Approaches to Encourage Male
Responsibili ty and Involvement an Family Planning", 1989,
Unpublished paper presented at the 17th Annual Meeting of the
American Public Health Association, held in Chicago, Illinois,
October 22-26, 1989.
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collection, analysis and research and IEC programmes should all
undergo necessary training relevant to their tasks. In addition to
training at country level, certain personnel involved in family
planning programmes should also go for training outside the country
wherever appropriate training exists depending on the needs.

With regard to material and logistics supports to improve
contraceptive use, strategies should focus on maintaining adequate
contraceptive supplies at all times; providing adequate method mix
of contraceptives; having adequate and appropriate storage
facilities for contraceptive supplies; having adequate facilities
and equipement for delivery of clinic-based family planning
methods. Development, maintaining and application of a good record
information system should be part of the strategies to help
management of material supplies and logistics for family planning
programmes.

Financial resources are very important because all other
aspects of family planning programmes heavily depend on them for
implementation. The first responsibility for allocation of the
requisite funds for family planning and population programmes
should be that of national governments. Yet, with the difficUlt
financial situation facing African governments, they cannot afford
to finance all the programmes. It is therefore proposed that NGOs
and the private sectors should be encouraged to contribute in
financing programmes. communities which benefit from the services
of programmes should also contribute to financing programmes
through payment of small fees wherever possible. External funding
from donors and agencies such as UNFPA should be sought to support
country programmes 01'1 population and family planning, now that
African countries have recognized the importance of these
programmes and their impact on socio-economic development as well
as on the health of mothers and children. Available financial
resources should be used rationally and there should be
accountability for the use of funds. This would encourage donors to
continue their assistance.
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G. SUMMARY AND CONCLUSION

Although the majority of African countries had pronatalist
views at the time of independence up to the early 1980s, 1984 was
a turning point when most African governments considered population
issues as central to socio-economic development planning and began
advocating the need to implement family p~anning programmes. Among
the countries which had population and family planning programmes
and policies before 1984 included: Egypt, Ghana, Kenya, Mauritius
and Tunisia. Since 1984, the following African countries have
adopted explicit population and family planning policies and
programmes: Burkina Faso 1991, Guinea 1992, Liberia 1988, Mali
1991, Niger 1992, Nigeria 1988, senegal 1988, Zambia 1989. In other
countries like Cameroon, Ethiopia, Gambia, Madagascar, Sierra
Leone, Tanzania, Togo and Zaire draft population policies have
recently been prepared and are awaiting government approval. Family
planning programmes are being advocated as a means towards
achieving a balance between population and socio-economic
development; improving the health of mothers and children; and as
a human right.

Research on the interrelationships between population and
development has contributed to changed perceptions on population
and family planning programmes among African countries. However,
these changed perceptions are not deep rooted throughout the
majority of the popUlation. Several constraints remain in the way
of implementing policies and programmes to moderate population
growth and improving family planning programmes.

Some of the findings of the present study show that: knOWledge
of contraceptive methods and source of methods is high where there
are strong popUlation and family planning pogrammes -Botswana,
Egypt, Kenya, Morocco, Tunisia and Zimbabwe; level of women's
education has an impact on contraceptive knOWledge and use;
knowledge of contraception and contraceptive use is higher in urban
than rural areas; there has been an increase in contraceptive
knowledge between WFS and DRS; knowledge of contraceptive use is
not matched with actual use of contraception; the only countries
with contraceptive use beyond 20% are: Botswana, Egypt, Kenya,
Mauritius, Morocco, Tunisia, and Zimbabwe; use of modern
contraceptive methods among married women is extremely low and
below 10% in Burundi, Ghana, Liberia, Malawi, Mali, Nigeria,
Rwanda, Sudan North, Togo, Uganda; use of modern contraceptive
methods is between 15% and 46% in Botswana, Egypt, Kenya,
Mauritius, Morocco, Tunisia and Zimbabwe; for those countries with
data from both WFS and DRS, there has been an increase in
contraceptive use, however, the increases were lowest in Nigeria,
Ghana and Sudan; contraceptive use has an impact in reducing
fertility, infant and maternal mortality.

Among the strategies discussed for addressing issues that will
promote increase in contraceptive use to influence demographic
trends were: the role of strategic planning; political committment
and strong leadership in support of programmes; need to change
attitUdes towards small family size; improving the status of women
through education, employment and protecting their rights; having
males participate actively and take shared responsibility in family
planning programmes; designing and implementing programmes to meet
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needs of the youth; involving communities, governments and non
governmental organizations in formulating, implementing and
financing population and family planning programmes; improving
socio-economic conditions; setting up adequate institutional
support to programmes; improving availability and accessibility to
quality family planning services and supplies with particular
emphasis on rural areas; improving information, education and
communication activities; providing adequately trained and
competent personnel to manage and deliver programmes; provision of
adequate material and logistic support to programmes; ensuring
adequate financing of programmes by governments, communities and
non-governmental organizations.

In conclilsion, it is emphasized that attempts at attaining
sustainable economic development cannot be achieved without
programmes to moderate demographic trends. In this context,
strategies to increase contraceptive use to moderate population
trends should focus on both improving socio-economic conditions and
family planning programmes. Combined efforts at these two fronts
will have increased joint impact to increase contraceptive use and
eventually moderate demographic trends.
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