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1.0 BACKGROUND

1.1 Introduction

At the Third African Population Conference in Dakar, Senegal

(1992), African leaders, represented by their ministers, adopted the
Dakar/Ngor Declaration (DND) on Population, Family and Sustainable

Development. The declaration was a reaction to the demographic and

socio-economic conditions in Africa and around the world whose

assessment showed that:

• Most African countries have been having social, economic and

political difficulties since the early 1980s;

• Levels of fertility, infant, child and maternal mortality have

been persistently high in spite of previous measures to bring

them down;

• The incidence of HIV/AIDs was high;

• There was a significant imbalance in the geographic distribution

of the population in the African region,-

• Policies for the improvement of the legal status of women in the

family and its integration into the development process were

inadequate;

• There were ineffective programmes for children and young people;

• The North-South gap was widening;

• The available resources in Africa were becoming insufficient to

implement national population programmes;

• The world economy had an unfavourable outlook and hence did not

offer much hope of a quick recovery for the African economy.

In addition to these observations, the DND was based on the need

for:

(a) African Governments to take primary responsibility for improving

the quality of life of African peoples; and, (b) an increased role of

the public and private sectors as well as non-governmental

organizations in population and integrated development programmes. It

was also noted that the family which is the basic unit of society

needs and is entitled to support and protection by society and the

state in order to play its role in the development process.

The Third African Population Conference was held as a regional

preparatory conference for the 1994 International Conference on

Population and Development (ICPD) held in Cairo, Egypt. The DND was

not perceived as a development framework per se. Rather it was

regarded as Africa's input into the Programme of Action (PoA) adopted

by the ICPD since specific activities to achieve its objectives were

to await the adoption of the ICPD PoA itself. The DND was consequently

overshadowed by the ICPD PoA. The ICPD PoA endorsed a new strategy

that emphasizes the integral linkages between population and

development and focuses on meeting the needs of individual women and

men, rather than on achieving
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demographic targets. Empowering women and providing them with more

choices through expanded access to education and health services,

skill development and employment, and through their involvement in

policy- and decision-making processes at all levels became the key to

the new approach.

The Programme of Action builds upon the World Population Plan of

Action, adopted at the World Population Conference held in Bucharest

in 1974, and the recommendations adopted at the International

Conference on Population, held in Mexico City in 19 84, for further

implementation of the Plan of Action. It also builds on the outcomes

of the United Nations Conference on Environment and Development held

in Rio de Janeiro, Brazil, in 1992, as well as on the agreements

reached at the World Summit for Children in 1990, and the World

Conference on Human Rights in 1993.

The ICPD made a lot of recommendations on various issues relating

to population, the environment and consumption patterns, the family,

internal and international migration, prevention and control of

HIV/AIDS, technology, research and development; and partnerships with

the non-governmental sector. On reproductive rights and reproductive

health issues, the ICPD noted that:

• Reproductive health is a state of complete physical, mental and

social well-being and not merely the absence of infirmity, in all

matters relating to the reproductive system and to its functions
and processes. Reproductive health, therefore, implies that

people (men and women) are able to have a satisfying and safe sex

life and that they have the capability to reproduce and the

freedom to decide if, when and how often to do so. Implicit in

the last condition are the right of men and women to be informed

and to have access to safe, effective, affordable and acceptable

methods of family planning of their choice for regulation of

fertility which are not against the law, and the right of access

to appropriate health-care services that will enable women to go

safely through pregnancy and childbirth and provide couples with

the best chance of having a healthy infant. Reproductive health

care refers to a constellation of methods, techniques and

services that contribute to reproductive health and well-being by

preventing and solving reproductive health problems. It also

includes sexual health, the purpose of which is the enhancement

of life and personal relations, and not merely counselling and

care related to reproduction and sexually transmitted diseases.

• Reproductive rights embrace certain human rights that are already

recognized in national laws, international human right documents

and other consensus documents. These rights rest on the
recognition of the basic right of all couples and individuals to

decide freely and responsibly the number, spacing and timing of

their children and to have the information and means to do so,

and the right to attain the highest standard of sexual and

reproductive health. It also includes their right to make

decisions concerning reproduction free of discrimination,

coercion
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and violence, as expressed in human rights documents. The

promotion of the responsible exercise of these rights for all

people should be the fundamental basis for government- and

community-supported policies and programmes in the area of

reproductive health, including family planning. As part of their

commitment, full attention should be given to the promotion of

mutually respectful and equitable gender relations and

particularly to meeting the educational and service needs of

adolescents to enable them to deal in a positive and responsible

way with their sexuality.

The implementation of the recommendations contained in the

Programme of Action of ICPD, is the sovereign right of each country,

consistent with international laws and development priorities, with

full respect for the various religious and ethical values and cultural

backgrounds of its people, and in conformity with universally

recognized international human rights.

1.2. Review of Implementation Strategies

In line with the term of reference, which is to document

implementation of programmes related to reproductive health and

reproductive rights, this report highlights implementation activities

in the following areas: family planning (including the participation

of men); adolescent reproductive health; prevention and treatment of

STDs (STIs1) , including HIV/AIDS; safe motherhood (including promotion

of child survival strategies, prevention of high risk pregnancies and

management of abortion); management of infertility and subfertility;

eradication of harmful practices, especially female genital mutilation

and violence against women and children. And, in view of the preceding

definitions of reproductive health and reproductive rights, a review

of implementation strategies is focused on determining:

(a) whether there exists a policy to make family planning universally

available {especially through the PHC system) and the strategies

adopted so far to improve access to, and quality of, family

planning information and services (including removal of barriers

to the use of family planning, participation of men in family

planning, and the role of political and community leaders in

promoting and legitimizing the supply and use of FP services);

(b) the level of Government's commitment to the implementation of

reproductive health programmes;

(c) the institutional arrangement for the formulation,
implementation, coordination and monitoring of programme

activities;

1 Although the term STI (Sexually Transmitted Infections) is currently

preferred to STD (Sexually Transmitted Diseases), a decision was taken to use

STD which was used in many countries.
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(d) the participation of the private sector and the NGOs (expected to

collaborate with Government) in the implementation of

reproductive health programmes;

(e) whether a policy has been adopted or a programme is being

implemented to enhance the reproductive health of adolescents

especially with respect to improving their access to family

planning and other health-care services;

(f) whether there is a maternal and child health policy and the

actions taken so far to promote safe motherhood through: the

prevention of high risk pregnancies {especially among

adolescents); management of high-risk pregnancies and births;

and, management of complications arising from abortions;

(g) whether there are programmes for the prevention and treatment of

STDs, including HIV/AIDS and the components of such programmes;

(h) whether there are provisions to address issues of infertility and

subfertility in the family planning programme;

(i) whether there is/are any programme(s) to discourage harmful

traditional practices such as Female Genital Mutilation and

violence against women and children;

(j) whether there exists adequately trained manpower to implement

reproductive health programme;

1.3 Source of Information

Information was gathered from various sources which include:

• Review of relevant programme documents: National Population

Policies; UNFPA Programme Review and Strategy Development (PRSD);

Sectoral Policies (Health, Gender, Youth, Family Planning);

Project Evaluation Reports; Annual Reports of Private Sector and

Non-Governmental Organizations; and. Research Findings;

• Data collected through the ECA-FSSDD administered country
questionnaire for assessing national implementation of the

Dakar/Ngor Declaration (DND) and the ICPD Programme of Action,

where available;

• Interviews with policy makers, health officials, NGO officials

and other individuals involved in the implementation of

reproductive health programmes;

• Regional/Sub-regional/national conference/workshop reports.
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2.0 COUNTRY-LEVEL EXPERIENCES IN THE IMPLEMENTATION OF POLICIES AND

PROGRAMMES

2.1 UGANDA

2.1.1 Background

A National Population Policy (NPP) was adopted for Uganda in
19 95, shortly after the ICPD PoA. The NPP highlights the strategies

for achieving the goals, objectives and targets in areas of family
health, education, labour force and employment, migration and

urbanization, housing and related services, food and nutrition,

environment, women in Development, the role of men in family welfare,

children, the youth, the elderly and persons with disabilities. A

notable feature of the policy is its special focus on certain segments

of the population: children, youths, elderly, women and persons with

disabilities. The strategies are found to be in accordance with the

recommendations of ICPD PoA.

The Population Secretariat is the principal Government organ that

co-ordinates and monitors programme implementation as well as evaluate

programme impact at the national and district levels. The Population

Secretariat functions to: (i) Promote collaboration between national

and international agencies involved in the field of population and

development; (ii) liaise with donor agencies to harmonize and

coordinate the forms and levels of internal and external resource

mobilization and distribution for population and development

activities. The Population Secretariat holds quarterly coordination

meetings with district planning units and the various agencies

involved in population and development with a view to monitoring

activities at the district level. At the sectoral level, activities

related to Maternal and Child Health and Family Planning service

delivery are coordinated by the Ministry of Health (MOH).

2.1.2 Implementation of Policies and Programmes Related to Reproductive

Health and Reproductive Rights

In the implementation of policies and programmes related to

reproductive health and reproductive rights in Uganda, certain

strategies have been adopted to ensure that increasing proportions of

the population have access to reproductive health services as well as

have their reproductive rights protected. These strategies, most of

which were adopted after 1994, include:

• Extensive use of IEC to promote good reproductive health

practices and discourage harmful traditional practices;

• High level advocacy to set in motion the process of eliminating

discriminatory laws and replacing them with laws that guarantee

equal rights,-

• The multi-sectoral/inter-agency nature of programmes, especially
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the STD/HIV/AIDS control programme;

• The decentralization of the health system and the mobilization of

the community to participate in the formulation and

implementation of health programmes;

• The design of special programmes (for instance, the use of tri-
wheelers) to deliver reproductive health services to people in

rural areas;

• The design of special programmes to address adolescent

reproductive health needs;

• The preparation of a national adolescent health policy;

• The design of a special programme to eliminate female genital

mutilation;

• The promulgation of law - defilement law - to protect sexual

right;

• The continuous training and retraining of health workers to

ensure successful implementation of the integrated approach to

MCH/FP service delivery;

• Increased commitment of Government (at the national and district

levels) to the implementation of reproductive health programmes;

• Promotion of joint participation of Government, the private

sector and the non-governmental organizations in reproductive

health services delivery activities;

• The development and adoption of a five year (1997-2001) Strategic

Plan for Maternal and Child Health and Family Planning (MCH/FP)

that reflects more the recommendations of ICPD PoA;

• The restructuring of the Ministry of Women in Development,

Culture and Youth to create the Ministry of Gender and Community

Development {to advise Government on gender issues} and the

subsequent formulation and adoption of the National Gender

Policy;

• The use of research findings in the formulation of strategic

plans especially those related to MCH/FP, adolescent reproductive
health and harmful traditional practices;

• The intensification of IEC activities to involve men in

reproductive issues.

2.1.3 Review of Activities on Specific Components of Reproductive

Health

(a) Family Planning
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In line with the objectives of the ICPD PoA, the family planning

objective of the 1995 National Population Policy is to promote and
expand a comprehensive family planning delivery system with a view to

increasing contraceptive prevalence from 7.8 per cent in 1995 to 15

per cent in the year 2000. The strategy is to promote integrated

MCH/FP services and make family planning services acceptable,

available, accessible and affordable through clinic and community-

based distribution and social marketing, and ensuring quality control.

The family planning programme in Uganda is currently being

implemented jointly by the Government, international organizations,

the private sector and the local non-governmental organizations. The

Ministry of Health (MOH), through its department of MCH/FP, provides

the policy guidelines, sets standards, mobilizes resources and

monitors the implementation of the MCH/FP programme. Under Uganda's

newly decentralized Government structure, funding and administration

of MCH/FP activities are done mostly at the district level.

Decentralization, it is argued, ensures adequate mobilization of

community members to participate in the formulation and implementation

of health programmes. The Ministry of Health funds and monitors only

the activities of the hospitals and district referral centres. In

addition, the Ministry procures FP commodities and undertakes

sensitization and education activities.

The Ministry of Local Government supervises the activities of the

district health units - health centres and dispensaries. Funding for

the district health units is provided by the district administration.

Thus, the provision of maternal and child health care services,

including family planning, is now largely the responsibility of

individual district administration. The district administrations

procure family planning commodities for their health units from the

Ministry of Health. Although FP services are provided as part of MCH

services, adolescents as well as males are encouraged to use the

facilities. Spousal or parental consent is no more required before

non-surgical family planning services are provided.

The direct commitment of public funds (either at the national or

district level) in the procurement of FP commodities is noteworthy and

is a demonstration of political commitment to the implementation of

Uganda's family planning programme. The commitment of Government is

further demonstrated by the involvement of high ranking Government

officials in family planning IEC activities as well as in the

financial contribution of Government to the activities of the Family
Planning Association of Uganda (FPAU) in recent times. However,

reports indicate that more needs to be done in areas of funding and

provision of adequately trained providers. Currently, majority of the

providers are Nurse Aids, Community Health Workers and Traditional

Birth Attendants.

The participation of non-governmental organizations in family

planning service delivery is epitomized by Family Planning Association

of Uganda {FPAU). FPAU is the largest non-governmental organization

involved in family planning service delivery. With a service network

in 33 districts, FPAU has 24 clinics, 42 outreach posts, 11 Community
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Based

Distribution Sites and 2 Youth Centres for the provision of family-

planning and other reproductive health services. In the clinics, FPAU
offers the following reproductive health services: supply of FP

commodities; post-natal care; post-abortion care (in only 2 of the

clinics}; nutrition education; HIV/AIDS counselling and diagnosis, and

management of STIs; and, immunization and treatment of minor ailments.

The clinics and the outreach posts are manned by qualified nurses,

rnidwives and are backed by sessional Doctors. In order to bring family
planning services closer to community members, FPAU designed a

community-based distribution programme in 11 communities. Another

major NGO involved in FP service delivery is Marie Stops which has

three clinics in Kampala. Marie Stops charges user fees to cover part

of its expenses. Even then, its services are provided at highly

subsidized rates.

UNFPA and other international agencies have supported family

planning service delivery through funding and project development. For

service delivery, the projects, which include Delivery of Improved

Services for Health (DISH) in 10 districts and Carry American Relief

Everywhere (CARE) make use of existing district health facilities.

However, the projects strengthen the health facilities through staff

training and supply of commodities and equipment. A notable feature of

the projects is the high level of participation of community members

in the design and implementation of the projects. Another major

funding agency is the German Technical Cooperation (GTZ).

Family planning services are provided at subsidized rates to make

them accessible to all categories of people. All implementing agencies

have undertaken IEC activities at different levels of society to

reduce cultural barriers to family planning acceptance. Advocacy for

women, youth and men to facilitate free and informed decisions in the

exercise of sexual and reproductive health rights and contribute

towards the removal of socio-cultural and political barriers to the

attainment of these rights has also be undertaken by different

implementors. There are sensitization and education activities to

encourage the participation of men in family planning and promote the

adoption of the small family size norms. FPAU has gone further to set

aside Saturdays for youth friendly services.

(b) Adolescent Reproductive Health

Early sexual activity, teenage pregnancy, unsafe abortions and
high incidence of sexually transmitted diseases, including HIV/AIDS

have been identified as some of the conditions responsible for the

poor state of adolescent reproductive health in Uganda. In addition,

youths have been found to be less willing to use regular MCH/FP
services. Consistent with the DND and ICPD PoA, the welfare of the

youth occupies an important place in the National Population Policy of

Uganda. An important policy objective is to integrate youths into the

development process through: the creation of job opportunities to

facilitate the engagement of youths in social and income generating
activities; promotion of vocational/technical training and community-

based programmes; and, provision of counselling services.

8
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In response to the peculiar reproductive health and other needs

of adolescents, a special programme tagged PEARL - Programme for

Enhancing Adolescent Reproductive Life- was piloted in four districts

of Uganda between 1995 and 1996. The districts are Gulu, Iganga,

Kabarole and Mubende. This project, supported by UNFPA and implemented

through the Ministry of Gender and Community Development, in

collaboration with the Ministries of Health, Labour and Social

Welfare, and Local Government, was based on the premise that enhancing

adolescent's reproductive life is plausible if an appropriate socio-
cultural and political environment and a sustainable coordinated

capacity in health service delivery are developed. Services provided

to address adolescents' reproductive health/life problems include:

counselling on reproductive health issues; provision of recreation

facilities; development and use of IEC materials and messages;

training of project staff; conducting research on the impact of

culture; and, mobilization of political and community support.

Although adolescents were the primary targets of the programme,

services for parents, religious and political leaders were also

included in the programme. The parent-child communication education

was introduced for the parents in order to facilitate adequate

communication between adolescents and their parents, especially on

reproductive life issues. Advocacy was also undertaken to canvass

community support, especially from religious and political leaders.

The programme made use of existing health facilities in the provision

of health services to the adolescents. It must be noted that the PEARL

project complemented the regular services which adolescents can

receive under the PHC system. An evaluation of the project indicates

that a lot still has to be done for the project to achieve the desired

objectives. A major obstacle to implementation is providers' lack of

knowledge of adolescent reproductive health needs. There is thus the

need for service providers and peer mobilizers to receive further

training in adolescent reproductive health needs and service delivery.

It is hoped that the project will be extended to other districts in

the next country programme of UNFPA.

The Formal School Programme, initiated in 19 8 9 with funding from

UNFPA, is another strategy through which issues related to adolescent

reproductive health/life are addressed in Uganda. While PEARL

addresses mostly the reproductive health/life needs of out-of-school

adolescents, the formal school programme imparts knowledge of

reproductive health/life issues into in-school adolescents. The

programme, which was initially implemented among pupils in the last
two years of primary school and the first four years of secondary

school is currently implemented among all pupils in the primary and

secondary schools. The National Curriculum Centre was mandated by the

Ministry of Education, the major implementing agency, to develop the

curriculum for the programme. Through graduated teaching of

reproductive life issues, the pupils are made to understand the

different stages of life and the associated health/life needs.

A National Adolescent Health Policy, which will give further

guidelines on how to improve the reproductive health of adolescents is

being prepared. There is at present the Defilement law which tends to
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protect the youths from sexual abuse. According to the law, anybody
who has a canal knowledge of a girl below the age of 18 years commits
defilement and is punishable. The major obstacle to the enforcement of

the law is the generally low age at marriage, especially in the

traditional setting. Many girls marry between 16 and 18 years.

(c) Prevention and Treatment of STDs including HIV/AIDS

Consistent with the recommendations of the DND and the ICPD PoA,

the National Population Policy of Uganda proposes to promote

awareness, increase understanding, influence behavioural change among

individuals, families and opinion leaders concerning family planning

and HIV/AIDS. The recommended implementation strategies include:

counselling; early detection and treatment of STDs; provision of

condoms through outlets appropriate for the relevant priority

populations; encourage HIV testing and promotion of research and

training.

The Government, through the Ministry of Health, and the non

governmental organizations have undertaken activities aimed at

preventing and reducing the incidence of STDs, including HIV/AIDS. It

was reported that a lot of health facilities and laboratories are

currently well equipped for the prevention and treatment of STDs.

Government ministries/parastatals and non-government organizations

have organized workshops and undertaken sensitization activities to

promote risk-free sexual behaviours in the population.

The special programme on AIDS started in 1986/87, long before the

ICPD Plan of Action. However, in line with the ICPD Plan of Action,

activities aimed at preventing and reducing the incidence of HIV/AIDS
have intensified. The success of the various AIDS control programmes

may be linked to the direct involvement and commitment of the

Government of Uganda. For instance, the Uganda AIDS Commission, the

body that examines the policy implications of the AIDS epidemic and

coordinates the activities of the various agencies involved in the

implementation of the policy on HIV/AIDS, was established at the

President's Office. The body designs, with assistance from the United

Nations AIDS programme {UNAIDS}, the strategic plans for controlling

AIDS. The strategic plans are then followed by all implementing

agencies.

In addition to the development of strategic plans, the National

AIDS Control Programme (NACP), established by the Ministry of Health,
has undertaken the following activities: provision of education on the

AIDS epidemic; promotion of voluntary counselling of HIV/AIDS patients

(including the use of victims to serve as the human face of the AIDS

virus); establishment of outreach posts for the dissemination of

information and sensitization of people on HIV/AIDS; monitoring of the

incidence and spread of HIV/AIDS through the surveillance unit. The

Ministry of Health has also established the AIDS Virus Research

Institute in Entebbe and in hospitals and various laboratories. NACP

adopts a multi-sectoral approach to AIDS control. Several ministries

have established units or departments for carrying out IEC activities

on AIDS.

10
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As in other programmes, international and non-governmental

organizations are highly involved in AIDS control activities. The

international and non-governmental organizations include UNAIDS, WHO,

UNICEF, The AIDS Support Organization (TASO) and Uganda Youths Network

on AIDS and STDs (UYNAS). The various organizations have been involved

in advocacy, counselling of patients, care for infected individuals

and their families, support for orphans, provision of assistance to

AIDS clinic where treatment of opportunistic diseases are obtained,

educational and sensitization activities. Their activities have spread

to most of the districts in Uganda. A noteworthy initiative for coping

with the virus is the Philly Lutayo Initiative by UNICEF. Under this

initiative, patients are encouraged to talk to people about AIDS.

The various activities on AIDS were reported to have yielded

positive results. Although actual figures were not given, it was

reported at the Population Secretariat that the incidence of HIV/AIDS

is on the decline, especially among adolescents and pregnant women

attending antenatal care.

(d.) Promotion of Safe Motherhood

An important recommendation of the ICPD PoA is a reduction in

maternal mortality through measures that promote avoidance of

pregnancy among high-risk groups {especially adolescents) and to

manage high-risk pregnancies and births through expansion of maternal

health services. In addition, there should be measures to reduce the

incidence of (unsafe) abortions and managing complications arising

from abortions.

In relation to safe motherhood, the national population policy of

Uganda emphasizes the need to promote safe motherhood through

antenatal, intranatal and postnatal care services, including training

and equipping of traditional birth attendants. The health of mothers

and children was to be enhanced by encouraging birth intervals of

between 2-3 years, and high risk pregnancies were to be reduced by

discouraging pregnancies to women below age 2 0 and above 3 0 years. In

addition, the ongoing child-survival programmes - promotion of

breastfeeding, immunization and control of childhood diseases - were

to be strengthened.

It was reported that in spite of financial constraints,

increasing efforts are being made to equip the health facilities

(hospitals, health centres and dispensaries) to enhance their
capability to provide the various antenatal, intranatal and postnatal

care services. The services in the health facilities include

counselling on sex, education on nutrition, supply of family planning

methods to facilitate attainment of adequate birth interval and

immunization of children. Training of TBAs has been intensive and

midwives have undergone training in life saving skills. By using tri-

wheelers, people in the rural areas are now offered health services by

mobile provider teams. It is important, however, to note that much

still has to be done with respect to training. More trained personnel

are required to enhance the quality of care provided, especially in
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the rural areas.

Abortion is still illegal in Uganda. Abortion is allowed only if

the life of the mother or the child is threatened. Two senior medical

doctors of high repute must attest to the existence of any of the

conditions before abortion is performed. In spite of the law against

abortion, there are no social or legislative barriers to post-abortion

care. In addition to sensitization activities, the defilement law

tends to offer some protection against teenage pregnancies.

An important project which was created to reduce maternal

mortality rate in Uganda through the promotion of safe motherhood

practices, including family planning, is the Safe Motherhood

Initiative Project {SMIP). SMIP, a community-based maternal health

education and mobilization initiative, was implemented in twelve

districts by the National Association of Women's Organization, Uganda

(NAWOU) through the Safe Motherhood Coordinating Board (SMCB). Funded

by UNFPA, it had a long-term objective of reducing maternal mortality

rate which was about 500 per 100,000 live births in 1995 to 300 per

100,000 live births by the year 2000. The immediate objectives

include: (i) the mobilization of 75 per cent of women to attend at

least three antenatal clinic sessions, one postnatal session and to

receive child birth supervision from a trained health worker; (ii)

attainment of an increase in the demand for family planning services

among women and men; (iii) reaching 50% of adolescents (12-20 years)

with information on safe motherhood, family planning, STDs, including

HIV/AIDS; and, (iv) providing adult men and community leaders with

similar information.

The project activities have consisted of: sensitization seminars

and workshops among district, county, subcounty and parish officials;

support for implementation of community-based activities; production

of health education materials; implementation of a pregnancy

monitoring system using SMAS; and, training of project staff to

enhance performance. The 1996 project evaluation report shows that the

project has had remarkable achievements in spite of some constraints.

(e) Eradication of Harmful Traditional Practices

Female Genital Mutilation was identified as the major harmful

practice in Uganda and it is found only in the Kapchorva district. In

this district, FGM was a common practice and all efforts to eliminate

the practice failed before a programme called REACH was initiated in
1995. REACH {Reproductive, Educative and Community Health) is a

culturally sensitive initiative that focused on influential groups in

the community. The programme took off by educating members of the

Elders' Association and clan leaders on the harmful effects of FGM in

both socio-cultural and reproductive health terms. Education of policy

makers, health professionals, parents and adolescents on the need to

do away with FGM followed.

REACH was able to show that there could be a difference between a

community's cultural values and its cultural practices and that

practices can change without necessarily compromising values. REACH
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promoted ceremonies marking adolescents' passage to adulthood which
preserve the dancing and feasting that often accompany FGM, but

replace the circumcision procedure with symbolic gift giving. In

addition, REACH

has also been involved in the training and provision of kits for

traditional birth attendants and the provision of family planning and

reproductive health services.

An evaluation of the programme in 1996 indicated that the

programme has made some impact. For instance, it was reported that the

number of girls and women undergoing FGM in the district declined 3 6

percent between 1994 and 1996. The Elders' association, clan leaders,

women's groups and adolescents have agreed to discard FGM.

(f) Reproductive Rights and Status of Women

Except for the Defilement Law which is meant to protect

adolescents from sexual abuse, the Domestic Relations Bill which is

meant to ensure that girls do not marry before age 18 (under

discussion in parliament), and the Child's Statutes which are meant to

protect children from various abuses, free exercise of reproductive

rights is not guaranteed in Uganda by legislation. Rather, local non

governmental organizations, especially those with women members, have
been involved in advocacy to ensure the elimination of practices that

tend to subjugate the sexual and reproductive rights of women: child

marriage, defilement, child/wife battering, and widowhood/divorce

inheritance malpractice. There is the notion that most of the issues

involved are cultural and hence may be difficult to address through

legislation. Some of the organizations involved in the advocacy

activities include Federation of Women's Lawyers, National Association

of Women's Organization of Uganda (NAWOU) and National Social

Advancement of Rural Women in Uganda (NSARWU). The Ministry of Gender

and Community Development is expected to advise Government on Gender

issues. In addition to advocating for elimination of the harmful

traditional practices, the NGOs have also advocated for the

empowerment of women and increased participation in policy and

decision-making. In this respect, NGOs have received support from

international organizations such as USAID and UNFPA.

2.2 ZIMBABWE

2.2.1 Background

Zimbabwe is yet to have a national population policy but the

preparation of one is at the advanced stage. In spite of the absence

of a national population policy, population and development objectives

and programmes are always set and political commitment to population

and human development concerns has been high, especially since

independence in 1980. There are usually substantial budgetary

allocations to the social sectors, especially health and education.

Although the real value of the allocations to the social sectors has

declined in recent years, there has always been an increase in nominal

value. The Programme Review and Strategy Development (PRSD) report of
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UNFPA noted that the interrelations between population and national

development have always been recognized in national development plans

and programmes.

Efforts to have a national population policy started in 1981 when

a committee was formed under the auspices of the then Ministry of

Health to discuss the institutional framework for developing such a

policy. In 1984, a population planning unit was established in the

Central Statistics Office (CSO). In late 1993, Government established

the Inter-ministerial/Interagency Technical Committee on Population

and Development (ITCP) as part of its latest efforts to promulgate a

national population policy. The committee was set up to prepare the

national report on population for the 1994 International Conference on

Population and Development (ICPD) . The ITCP now functions as the

technical committee for formulating the National Population Policy.

In 1994, Government established pertinent institutional

structures at central, sectoral and provincial levels for the

formulation of the national population policy. The National Economic

Planning Commission (NEPC), which is based in the President's Office,

is responsible for monitoring and coordinating the national population

programme. NEPC is currently leading Government's effort to implement

a national population policy. NEPC has set up a Population and

Development Planning Section (PDPS) to coordinate these efforts as

well as promote integrated population and development planning. The

CSO, a semi-autonomous unit accountable to NEPC, is the government

statistical unit responsible for compiling and analyzing statistical

data in accordance with the needs of government ministries and private

organizations. The Demography and Social Statistics Branch of CSO is

responsible for population data collection and analysis, including

compilation of gender statistics.

The Maternal and Child Health (Family and Child Health, from

February 1998) Department in the Ministry of Health and Child welfare

(MoHCW) coordinates and oversees the activities of Government in the

area of reproductive and child health. The MoHCW administers basic

state registered nurse training. The responsibilities of planning,

coordinating and monitoring family planning activities fall on the

Zimbabwe National Family Planning Council (ZNFP). The Ministry of

Education, Sport and Culture is responsible for the inclusion of

population issues into the syllabi of primary and secondary schools

and the Ministry of Higher Education and Technology oversees the

incorporation of these issues into teacher training school courses.

The Ministry of Information, Rural Information Services Unit

undertakes population IEC activities. Research related to population

activities and reproductive health is carried out by the Blair
Research institute, the research arm of MoHCW, and the University of

Zimbabwe. The official government counterpart for all donors is the

Ministry of Finance.

The government of Zimbabwe has always acknowledged that the

country1s population situation, especially its rate of growth, young

age structure, and high fertility rates, constitute obstacles to
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accelerated socio-economic and human development, especially with

respect to the provision of social services. The commitment of the

Government to the attainment of sustainable development is reflected

in the Second Five - Year Nat ional Development Plan (1991-95) when it

was stated, inter alia,

that:

"Government will continue its long-term policy to reduce the

population growth rate to a level more commensurate with the

economic growth rate. Emphasis will be placed on family planning

and improvement of health and educational facilities throughout

the country. Further steps will be taken to advance the status of

women in the economy and society. The expansion of the urban

population will be controlled by establishment of employment-

generating projects in rural areas, development of rural areas,

and decentralization of industrial development in general".

This line of reasoning also formed the basis of the report on

population prepared for the 19 94 International Conference on

Population and Development.

2.2.2 Implementation of Programmes Related to Reproductive Health and

Reproductive Rights

Certain strategies have been adopted in Zimbabwe in the

implementation of programmes related to reproductive health and

reproductive rights to ensure that increasing proportions of the

population have access to reproductive health services as well as have

their reproductive rights protected. These strategies, most of which

were adopted after 1994, include:

• Advocacy, especially by non-governmental organizations, to:

mobilize political commitment and subsequent allocation of

resources to address issues of gender equality (especially the

empowerment of women); seek support for the promotion of

practices that guarantee protection of women and children from

abuse; seek support for programmes to prevent and treat STDs,

including HIV/AIDS; and create awareness about the type of

activities that should be undertaken on these issues at different

levels of administration;

• Adoption of a multi-sectoral approach to programme implementation

- this approach ensures that ministries which have a role to play

in the implementation of programme activities are assigned

responsibilities.

• Promotion of collaboration between Government parastatals and

non-governmental organizations;

• Expansion of the community-based distribution programme for the

delivery of reproductive health services,-
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• Identification, through research, of target groups for certain

reproductive health services;

• Extensive use of IEC to generate demand for reproductive health

services;

In Zimbabwe, the priority issues in the reproductive health cycle
include: HIV/AIDS; improving perinatal conditions; decreasing maternal

deaths, abortions and teenage pregnancies. It is noted that with the
exception of adolescent pregnancies, family planning efforts seem to

have been quite successful in Zimbabwe. The contraceptive prevalence

rate {CPR) increased from 10% in 1980 to 48% in 1997, well above the
DND target for the year 2000. In spite of the success recorded in the

area of family planning, the absence of a national policy has the

implication that some of the linkages between socio-economic
development and population development may not have been fully

appreciated.

2.2.3 Review of Activities on Specific Components of Reproductive

Health

(a) Family Planning

Zimbabwe is one of the countries in Africa which have over time
established relatively good family planning service delivery system

and has been committed to the principle of making family planning

services universally available, in spite of an absence of a national
population policy. With a contraceptive prevalence rate (CPR) of 43%

in 1997, Zimbabwe had already surpassed the DND/ICPD PoA CPR target of

20% by the year 2000. Several factors contributed to the growth of
family planning services in Zimbabwe over time. First, the

establishment of the Family Planning Association (FPA) in 1965 put an

end to the fragmentary and urban-based nature of family planning

services by encouraging the distribution of contraceptives through

clinics and hospitals. Secondly, the use of trained "field educators"

to motivate clients to use family planning services and refer them to

clinics for contraceptives aided the growth of family planning
services, especially among the African populations after 1967.

Thirdly, the use of Community-Based Distributors to distribute oral

contraceptives since the 1970s played a significant role in the growth

of family planning services. The Family Planning Association became

the Child Spacing and Fertility Association in 1976, reflecting a
shift in emphasis to child spacing as a means of promoting better

maternal and child health. In 1985, the association was incorporated

by Act of Parliament into the Zimbabwe National Family Planning

Council (ZNFPC).

One of the goals of the 1991-96 Zimbabwe National Family Planning

Programme was to reduce Total Fertility Rate from its 1988 level of

5.5 to 4.5 by 1996. Since this goal could be attained only through

increased use of modern methods and an increase in the number of users

of appropriate long-term and permanent methods, appropriate

implementation strategies that emphasize the following were developed:
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identification of target groups; research into desires, needs and
concerns; expansion in services; introduction of new methods; IEC

activities to generate increased demand for services and improve

provider skills; youth advisory services; more training of staff;
evaluation and research; and, adequate management of activities. The

National Family Planning Strategy was developed through consultation

with health and family planning

workers of the Ministry of Health and Child Welfare, and Zimbabwe
National Family Planning Council at all levels of the system. The

process of designing the strategy involved field visits to various
communities during which interviews, group meetings, workshops and
round table discussions, information-gathering and document review,

discussions with donors, and a sequential review of emerging drafts

were carried out by ZNFPC and MoHCW officers.

Family planning services are currently provided under the PHC
system by Government and non-governmental organizations. Government is
the biggest provider and the Zimbabwe National Family Planning Council
{ZNFPC}, a parastatal of the Ministry of Health and Child Welfare,

plans, coordinates and monitors family planning activities. The ZNFPC

has a board of governors, chaired by the Permanent Secretary for

Health and Child Welfare and draws its members from relevant

ministries and NGOs. The mandate of ZNFPC includes: promotion of
family planning; formulation of national policy guidelines on FP;

provision of facilities for the diagnosis and treatment of

infertility, STDs and cervical cancer; provision and management of

surgical contraception; supply of contraceptives; estimating

contraceptive requirements; and, training in family planning for

medical personnel.

The ZNFPC has achieved tremendous success through the Community-

Based Distribution Programme. Currently, about 700 community-based

distributors (CBDs) distribute non-prescriptive contraceptives

nationwide. The CBDs are selected by local communities (indicating

community participation in FP programmes) and go for a six-week
training course which includes communication skills, motivation,

contraceptive counselling, motivation and blood pressure measurement.

On return to their communities, CBDs motivate and educate clients on

family planning, screen for suitability for oral contraceptives, and

distribute oral contraceptives and condoms to clients. The CBDs are

supervised by Group Leaders who are in turn supervised by provincial
regional Educators. The 1994 Zimbabwe Demographic and Health Survey

showed that 22.3% of all oral contraceptives were obtained from CBDs.

Concerted efforts have been made in recent years to address the

perceived imbalance in the family planning programme in favour of the
use of oral contraceptives. Contraceptive choice has been widened and
greater emphasis has been placed on long-term and permanent methods.

Depo-Provera has been reintroduced, and access to sterilization has

been improved, in particular with the introduction of mini-laparotomy

under local anaesthesia for tubal litigation. Because of the

difficulty in obtaining adequate projections of requirements for Depo-

Provera, stockouts have been reported. This situation is compounded by

apparent lack of coordination between the MoHCW and its parastatal,
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the ZNFPC which operate different information systems and thus hamper

adequate projections for procurement. In addition, decentralization

has also affected the smooth running of the programme. While
decentralization aims at mobilizing local participation in programme

implementation, some District Executives attach low priority to
contraceptives in their budgets, resulting in failure to procure

adequate supplies.

Other programmes run by the ZNFPC include Family Life Education

and Parent Education {implemented by the Youth Advisory Unit) and the
Male Motivation Campaigns (aimed at encouraging the participation of

men in family planning). ZNFPC runs two training centres which cater,
respectively, for the northern and southern regions. Family planning

training is also offered in the eight Family Health Project phase one

districts by MoHCW in conjunction with ZNFPC. A six week MCH/FP course

comprises of four weeks of clinical family planning training and two

weeks on maternal and child health care delivery.

The efforts of ZNFPC are complemented by those of international

agencies, private sector and non-governmental organizations. These

organizations support family programmes through advocacy, funding
(especially for training), IEC and strengthening of family planning
service delivery points through the provision of commodities and other

facilities. Several privately owned clinics serve as service delivery

points. The activities of the NGOs are coordinated and monitored by

the ZNFPC. Family planning services are provided at subsidized rates.

In order to make family planning programme financially sustainable

while providing high quality services and ensuring access to low-

income clients, individuals earning above $Z4 0 0.0 0 are charged some

user fees.

It is important to note that there are some constraints to access

to family planning services. In addition to the legal age of consent

which is 16 years, there are areas with little physical access to

family planning services, though in such areas, CBDs are being used to

minimize the problem. Provider bias may also create social barrier in

the provision of services. Several providers may be biased against
youths and hence may deny them access to services. Religious beliefs

may also create barrier to accessibility to FP services. These socio-

cultural barriers are currently being addressed through sensitization

and IEC activities, including promotion of the use of natural methods.

(b) Adolescent Reproductive Health

The Government of Zimbabwe has, for a long time, been concerned

about teenage sexuality, pregnancy and contraction of STIs, including

HIV/AIDS, which are noted to be problems associated with reproductive
process among youths. Teenagers sometimes seek illegal abortions which

may cause tragic physical and emotional damage. Early childbearing

sometimes leads to the "dumping' of unwanted infants and several young

mothers are left with permanent physical impairments or their children

die prematurely. Against this background, adolescent reproductive

health issues were perceived to demand special attention. The legal

age of consent (16 years) for family planning services, while meant to
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protect minors, in practice works as a barrier by preventing those who
are sexually active from legally obtaining reproductive health

services.

In the 1991-96 National Family Planning Programme, adolescents

were identified as a distinct groups and ways of improving their
reproductive health behaviour were identified. Youth Advisory Services

(YAS) were initiated to: (i) provide young people {those aged 11-25

years) with the information and services they need to enable them

develop responsible patterns of reproductive health behaviour; (ii)
provide parents with skills and information that will enable them
carry out the roles of sex educators effectively; and (iii) create a

public environment that is supportive of the various programmes of the
YAS and the ZNFPC. Important implementation strategies of YAS include:

(i) expansion of YAS at the provincial level by building eight youth

centres and employing one Youth Advisor for each district, and one SRN

for each province; (ii) increased collaboration with other youth-
serving organizations especially at the provincial and district

levels; (iii) an increase in the quantity and quality of materials
used by the YAS, and an evaluation of their impact; (iv) increased

awareness, public discussion of, and programmatic responses to, the

problems of young people in order to create a favourable environment

for YAS programme; (v) increased involvement of young people in the
design and conduct of YAS programmes; and, (vi) strengthening the

management of YAS. It should be noted that emphasis has been on IEC

and counselling rather than on provision of services. Youths who

demand for contraceptives are, however, not denied and parental

consent for non-surgical method is not required.

UNFPA is sponsoring an adolescent initiative which is being

implemented by the Zimbabwe National Family Planning Council. Under
the initiative, health personnel from a limited number of service

points are sensitized to adolescent reproductive health needs and are

trained in the specifics of delivery of RH/FP services to adolescents.

Additionally, information, education and communication efforts under

the project are expected to create increasing demands for adolescent

reproductive health/family planning services. The other component of
the UNFPA supported adolescent programme is the institutionalization

of family life education in the nation's primary and secondary

schools.

(c) Prevention and Treatment of STDs, including HIV/AIDS

Although Zimbabwe does not have a systematic and coordinated

National HIV Sentinel Surveillance Programme, the National AIDS

Coordination Programme (NACP) estimates that 1.4 million Zimbabweans

had been infected with HIV by the end of 1996 and that the adult
prevalence rate is 21%. Recent estimates put the number of AIDS

related deaths to be about 700 per week. Prevalence levels among

antenatal clinic attenders vary with some sites reporting levels in

excess of 40%.

Zimbabwe started its STI/HIV/AIDS control programme long before

the adoption of DND and ICPD PoA and has continued to pursue the goals
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of: (i) controlling the spread of HIV/AIDS and other sexually

transmitted infections; and, (ii) reducing the impact of HIV/AIDS on
individuals, families and communities. The newly adopted national

population policy shows that Government is highly committed to the

pursuance of these goals.

In recognition of the fact that AIDS is not solely a health issue

but rather a development problem which requires a multi-sectoral

response, Zimbabawe implements a wide variety of HIV/AIDS activities
through the efforts of several ministries, non-governmental

organizations, and the private sector. The ministries include: Health

and Child Welfare; Public Service, Labour and Social Welfare;

Information; Education, Sports and Culture and Higher Education. Over

50 non-governmental organizations, over 80 HIV/AIDS support groups and

a significant proportion of the private sector are actively involved

in HIV prevention and support activities. The prevention and support

activities include: advocacy; research; orphan care and support;

public awareness education; work place based HIV prevention

activities; community home based care,- health facility based care;

life skills; HIV testing; counselling; policy development; condom

distribution; capacity building; blood safety; support groups for

people living with HIV/AIDS and the reduction of sexually transmitted

diseases. The Ministry of Public Service, Labour and Social Welfare
has developed an HIV/AIDS employment code and is developing an orphan

care policy. The STD control programme has also been strengthened

through training inputs and increased availability of essential drugs.

According to the Zimbabwe Essential Drugs Action Programme, the

proportions of facilities with the recommended stock levels of STD

drugs rose from 68% in 1993 to 88% in 1995. UNFPA has assisted with

funds for training and has also provided assistance with the

renovation and equipping of the STD/AIDS/HIV training centre in

Bulawayo. Other agencies which have provided financial or technical

assistance to the AIDS control programme include UNICEF, UNDP, UNAIDS,

USAID, GTZ, SIDA, ODA and DANIDA.

The responsibility of coordinating the STD/HIV/AIDS control

programme activities is that of the National Aids Coordination

Programme (NACP) . The NACP has embarked on a process to formulate a

comprehensive national HIV/AIDS policy.

(d) Promotion of Safe Motherhood

Zimbabwe has made remarkable progress in extending health

services to all segments of the population since independence. The

basis for infrastructure development is the need for each province to

have a minimum infrastructure comprising at least a health centre

within 8-10 kilometres of households, one District Hospital per each

district and one Provincial Hospital with specialist services per

province. The Primary Health care approach, which emphasizes

improvement in preventive care as well as ensuring access to health

care services to all, was adopted in 19 82 as a strategy to redress

health inequalities. As a result of the adoption of the PHC approach,

accessibility of health services has improved. The national family
planning programme (launched in 1981), the Zimbabwe Expanded Programme
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on Immunization (ZEPI), the diarrhoeal diseases control programme

launched in 1982, and the control of Acute Respiratory Infections

programme, introduced in 1987 are some notable programmes which have

had a significant impact on maternal and child health.

In addition to expanding its health services through the
provision of additional Rural Health Centres and District Hospitals,

the Ministry of Health and non-governmental organizations have
continued to promote safe motherhood through IEC, training of health

providers (including upgrading of traditional midwives), and supply of

drugs. IEC activities

are undertaken to promote practices that facilitate safe motherhood:

timely visits to antenatal care clinics; delivery in health
facilities; and, adequate post-partum care services. With respect to

antenatal care, mothers are sensitized to attend about four antenatal

care sessions during which they would be examined for physical
fitness, the condition of the baby and the presence of STDs. Health
education is undertaken to enlighten mothers on maternal and child
nutrition and vaccinations, among others. Emphasis is also placed on

the risks of early and too late pregnancies. To ensure good quality

services, health workers are trained to do medical checkup, examine
clients for anaemic conditions, screen for syphilis and other STDs,

take urine and blood samples and record weights of patients.
Traditional midwives are also being trained and upgraded to enhance

the quality of their services.

Abortion is still illegal in Zimbabwe. Abortion is allowed only

if the continuation of pregnancy endangers the life of the mother. Two

senior medical doctors of high repute must attest to the existence of

the condition before abortion is performed. In spite of the law

against abortion, there are no social or legal constraints to post-

abortion care. All post-abortion care services are usually provided.

(e) Reproductive Rights and Status of Women

The concerns of the Government with women's affairs predated the

DND and ICPD PoA. For instance, the Ministry of Community and

Cooperative Development and Women's Affairs was created at

independence in 1980 to articulate women's concerns and promote their
incorporation into development process. With the abolishment of this

Ministry in 19 92, women1s issues have, since 1994, fallen under the

Women and Development Section of the Department of Administration and

Finance in the Ministry of National Affairs, Employment Creation and
Cooperatives. A multi-sectoral approach has also been adopted to deal

with gender issues.

The activities of Government Ministries in the area of
reproductive rights are complemented by those of the non-governmental

organizations. NGOs which are involved in population and gender

related activities include Population Services Zimbabwe (PSZ), a Marie
Stops affiliate, the Zimbabwe Women's Resource Centre Network, Women

in Law and Development in Africa (WILDAF), Women and Law in Southern

Africa Trust (WILSA). Devoted to enhancing the position of women, the

Zimbabwe Women's Resource Centre Network operates in the area of
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gender and development. It collects and disseminates information on

women, networks and initiates debates with other organizations on

gender issues, and offers training in gender awareness and analysis.
WILDAF is a Pan African NGO established in 1990 to promote and

strengthen local and regional strategies that link law and development
to improve women's status in Africa. Its specific objectives are to

facilitate networking,- strengthen legal rights programmes for women;

support training programmes for legal literacy, lobbying and

mobilization; and, respond to violations of women's rights. The
objectives of WILSA are similar to those of WILDAF but with more
emphasis on research and education. International organizations have

played significant role in the implementation of reproductive health

activities, especially with

funding.

2 .3 BOTSWANA

2.3.1 Background

A National Population Policy was adopted for Botswana by

Parliament on 11th August 1997. The adoption of the National

Population policy reflects Government's commitment to addressing

population issues along with their social and economic ramifications.

The policy addresses major concerns and issues that are critical to
the growth, structure and characteristics of the population of

Botswana and provides the strategies and programmes of activities to
be adopted in achieving its goals, objectives and targets in the
following areas: reproductive health; education; employment;

Population Distribution, Migration and Urbanization; Housing; Food and

nutrition; Persons with Disabilities; The Elderly; Youth; Children;

Male Participation in Family Life; Women's status and Empowerment;

Socio-Cultural and Legal Issues; Environment; Energy; Water;

Information, Education and Communication; and Data Collection and

Research. Notable features of the policy include: (i) its special
focus on children, youths, elderly, women and persons with

disabilities; (ii) the commitment of Government to the Primary Health
Care strategy for the attainment of health for all; and, (iii) the

emphasis on equity, intersectoral collaboration, and community

involvement in all matters related to health. The strategies for
achieving the objectives of the policy are found to be in line with

the recommendations of the DND and ICPD PoA. It must also be noted

that the policy proposed a comprehensive multi-sectoral institutional
and organizational arrangement for its coordination and implementation

both at national and local levels.

The National Population Policy of Botswana:

• Recognizes the fundamental human rights and freedoms enshrined in

the Botswana Constitution;

• Is premised upon Botswana's four national guiding principles of

democracy, development, self reliance and unity, which are in

accord with traditional Botswana culture of promoting social
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harmony (or kagisano);

• Recognizes the planning objectives of sustainable development,

rapid economic growth, economic independence and social justice;

• Reaffirms the right of human person, as the central subject of

development, to develop to the fullest potential;

• Reaffirms the principles of gender equality and equity to enhance

effective participation at all levels of public and private life;

• Upholds the basic rights of couples and individuals to

reproductive health and to decide freely and responsibly the

number and spacing of their children, and to have access to

information and education to make an informed choice, and the

means to do so;

• Emphasizes the need to recognize the family as the basic unit of

production and reproduction and provide it with necessary

protection and support to enhance the health and welfare of

family members;

• Recognizes the need for the enhancement of child survival and

development, as well as the child's right to the basic needs of

life;

• Takes cognisance of the role of population issues in planning at

all levels to improve the quality of life of the people;

• Stresses the interrelationships between population, resources,

the environment and development, as well as the need to conserve

natural resources for future generations;

• Recognizes the impact of religious and cultural beliefs and

practices on population; their dynamic interactions; and the need

to maintain a balance between them and individual rights;

• Acknowledges the importance of other sectoral policies and

programmes, and their linkages to population issues.

Although the national population policy was adopted in August

1997, there are indications that programme activities before its

adoption were implicitly guided by the philosophy of the policy. In
the next few paragraphs, a review of programme activities in the areas

of reproductive health is undertaken.

2.3.2 Implementation of Programmes Related to Reproductive Health and

Reproductive Rights

Certain strategies have been adopted in Botswana in the
implementation of programmes related to reproductive health and

reproductive rights to ensure that increasing proportions of the
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population have access to reproductive health services as well as have

their reproductive rights protected. These strategies include:

• Formulation of programme/service delivery guidelines

• Integration of MCH/FP services under the PHC system

• High level of Government Commitment

• Expansion of health facilities to make reproductive health

services closer to the people;

• Use of IEC to mobilize men to participate in reproductive_health

programmes and to promote sexual behaviours that facilitate

reduction in transmission of STD/HIV/AIDS;

• Design of special programmes to meet the reproductive health

needs of adolescents;

• The formulation of a National HIV/AIDS policy;

• The formulation of a policy on Women and Development;

• Advocacy for the promotion of services to meet adolescent

reproductive health needs, and to seek support for programmes to

prevent and treat STDs, including HIV/AIDS;

• Adoption of a multi-sectoral approach to programme implementation

- this approach ensures that ministries which have a role to play
in the implementation of programme activities are assigned

responsibilities.

• Promotion of collaboration between Government parastatals and

non-governmental organizations;

• Expansion of the community-based distribution programme for the

delivery of reproductive health services;

• Identification, through research, of target groups for certain

reproductive health services,-

2 .3.3 Activities on Specific Components of Reproductive Health

(a) Family Planning

Botswana has one of the highest levels of contraceptive use in

sub-Saharan Africa in spite of an absence of an official population

policy or a separate family planning programme before 1997.

Preliminary results from the recently concluded Demographic and Health

Survey III (DHS III) indicate that the level of contraceptive use

among all women, which was 29% in 1988, was 42.5% in 1997. The

remarkable success of the family planning programme in Botswana has

been attributed to the commitment of Government in the provision of

health facilities (that is, the service delivery points) as well as in
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the procurement of commodities for distribution. The Government of

Botswana has put in place an extensive network of health care

facilities which provide services through an integrated approach, and
Government, through the Ministry of Health, purchases FP commodities

for distribution to all health facilities. Approximately 9 0% of the
population live within 15 kms of a health facility that provides FP

services. Family planning services are provided daily by registered
nurses, midwives and family welfare educators (mainly in the areas of
sensitization, information, counselling and education) at all three

levels of the health system (i.e the hospitals, clinics and health

posts) and at no cost to the clients. With the Ministry of Health

(MOH) providing services to about 95% of

users of modern contraceptive methods, the participation of non

governmental organizations and the private sector in family planning

service delivery is minimal. The management of STDs has always been a

component of family planning service delivery and in recent times,
dual method use is encouraged. That is, in addition to other

contraceptive use, clients are encouraged to use condoms for the

prevention of STDs, including HIV/AIDS.

It should be emphasized that in spite of the absence of a

national population or family planning policy, the implementation of

family planning programme in terms of what is provided, where, to
whom, how and by whom it is provided, is in accordance with certain

family planning policy guidelines which are found to be in agreement
with the recommendations of ICPD. Revised in 1994, the guidelines

include the following:

• Family planning services in Botswana shall be provided to benefit

the health and welfare of individuals and families and to promote

the socio-economic development of the country;

• All persons of reproductive age regardless of age or marital

status shall have the fundamental right to determine for

themselves how many children to have and when to have them;

• Individuals and couples shall be encouraged to plan the spacing
and size of families according to the ability to care for them;

• Health facilities shall provide MCH/FP services as an integral

part of basic health services;

• Family planning services shall consist of the following: IEC at
individual and community level; health assessment including

screening for selected conditions; provision of a broad range of

contraceptive methods,- post-natal care; selected services for

infertility clients; counselling, follow-up and referral;

• All persons including teenagers shall be given adequate

information, education and counselling to enable them make
informed decisions concerning their reproductive lives and the

means by which to effect their decisions;

• Women and men in the reproductive age shall be eligible to use
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family planning methods without the consent of relatives or

partner with the exception of sterilization;

• Non-medical and selected medical methods of contraception shall

be made available at all health facilities, work places and

selected public places;

• Adequate family planning supplies and equipment shall be made
available at all health facilities through the Central Medical

Stores;

• Accurate information on family planning shall be collected and

recorded on nationally designed forms by all family planing

providers - public and private {government and non-government,

mission, private and industrial), for the purpose of planning and

monitoring at all levels;

• Condoms shall be recommended for prevention of STD/HIV in
addition to other contraceptive methods used by the client;

• Government, private practitioners and pharmacists, mines and

mission hospitals, industries, NGOs and others providing family

planning services shall comply with the set family planning

service policies and practice standards in Botswana,-

• The Maternal and Child Health/Family Planning Unit of the

Ministry of Health shall plan, coordinate, monitor and evaluate

family planning activities in Botswana;

Several activities to involve men in family planning have been

undertaken. Educational materials were redesigned to reach out to male

clients and group discussions have been held with men at district,

community and health facility levels to discuss their role in family

planning and in the prevention of STDs, including HIV/AIDS. The Family

welfare educators have served to educate men on the need for their

involvement in family planning at group and individual levels.

In spite of the success of the family planning programme, a

number of constraints to the strengthening of the family planning

service delivery has been identified:

• There are still a few health facilities without the integrated

MCH/FP services and are thus unable to provide adequate family

planning services;

• Several health providers are inadequately trained in family

planning with the implication that the human resource needs

cannot be met;

• Service statistics are not adequately processed and utilized.

Thus, in spite of the training on MIS, projection of commodity

needs is sometimes inadequate thus leading to stockouts

sometimes;
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• Because family planning service delivery is mostly facility-

based, the FP needs of adolescents and people living long

distances from health facilities are not adequately met;

• Discontinuation rates are reported to be high, suggesting the

need to improve the quality of care.

(b) Adolescent Reproductive Health

The Government of Botswana has, for a long time, been concerned

about teenage sexuality, pregnancy and contraction of STIs, including

HIV/AIDS, which are noted to be problems associated with reproductive

process among youths. For instance, while in 1971, 15% of youths aged
15-19 were mothers, by 1988, the figure had increased to 24%. As in

other places, pregnant adolescents are usually less likely than their

older counterparts to attend regular prenatal care clinics. The

situation is often worse among unmarried youths.

Because of the inability of regular MCH/FP programmes to meet the
reproductive health needs of adolescents, a group of concerned

individuals with encouragement from the Government of Botswana through

the Ministry of Health, and assistance from the International Planned

Parenthood Federation (IPPF) came together to form the Botswana Family
Welfare Association (BOFWA) in 1988 to meet the special reproductive

needs of adolescents. The Association was legally registered in June

1989 as a charitable, not-for-profit making organization involved in

providing education and creating awareness of family planning for a

better understanding of population issues. Some of the objectives of

BOFWA are:

• To promote the right knowledge and practice of family planning as

a basic human right;

• To collect information on, and provide education in family

planning and responsible parenthood in the interest of family

welfare and community well-being;

• To increase people's understanding of the population problems of

Botswana and of the world;

• To advocate for and promote the provision of information and

education on human physiology, sexual developments and human

reproduct ion;

• To advise on pre-marital counselling;

• To assist the formation of, organize and operate family planning

and other related health services;

• To promote and support family planning through appropriate

organizations; and

• To promote the training of appropriate professional workers in

the implementation of the objectives of the Association.
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BOFWA, which began operation in 1989, has continued to meet its

objectives through various activities. For instance, to correct the
misconceptions that parents and community leaders had about its focus
on adolescents, BOFWA carried out sensitization and education
activities in various communities. In addition, it has run outreach
programmes (seminars/workshops) in urban and rural areas, targeting
youths in and out of school, community leaders, men, women and

politicians. Currently, BOFWA operates three youth centres in
Gaborone, Lobatse and Mochudi to provide the following services:

information, education and communication

on sexual and reproductive health issues,- seminars and workshops;

recreational activities, including indoor games; peer education
training; counselling to youths, couples and elderly individuals. A

clinic has been attached to the youth centre in Gaborone for the

provision of such services as: supply of family planning commodities

on request; testing for pregnancy; counselling and education on

abortion issues; diagnosis and treatment of STDs; counselling on

HIV/AIDS; and, community based sexual and reproductive health services

by youth for youths.

To enhance the quality of care provided, BOFWA has organized

study tours for its staff and has exposed the field staff to training
on family life education. Although BOFWA has been largely funded by

IPPF, UNFPA has provided a lot of funds for institutional capacity

building. The other funding agency is USAID.

Two other important programmes which were designed to address

adolescent reproductive health needs are the Peer Approach to

Counselling by Teens (PACT) and Education Centre for Adolescent Women

(ECAW). The two related programmes were implemented by Botswana Young

Women Christian Association (YWCA) with funding from UNFPA. Perturbed
by high incidence of teenage pregnancy, school dropout (with higher

incidence among girls) and sexually transmitted diseases as well as

the consequences of these conditions for youths, the family and the
community, the YWCA decided to implement an Adolescent Reproductive

Health Project to meet the reproductive health needs of youths,

especially the young mothers. PACT is a preventive programme that

helps teens counsel each other. The overall objective is to reach

youths aged 11-19 years with information, education and communication

on sexuality and reproductive health development to enable them make

informed decisions on their sexuality and personal development thus

preventing unwanted pregnancies, contraction of sexually transmitted
diseases and other adolescent problems. The overall approach has been

to empower the school system, the youths, and youth development groups

to impart education, skills and attitudes necessary for the

implementation of adolescent reproductive health activities through
the programme. The project has thus focussed on reproductive health

and child health development education and counselling.

The YWCA collaborated with the departments of primary, secondary

and tertiary education of the Ministry of Education in the

implementation of the PACT project. The Guidance and Counselling Unit

of the Curriculum and Evaluation Department and the Tirelo Sechaba
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Programme were also actively involved in PACT activities. At the
regional and local levels, PACT Trainers and Peer Educators have
worked directly with Regional Education Officers, Headmasters, teacher

counsellors, class teachers, pupils and students. Through
sensitization, orientation and training, the PACT training support
teams have provided periodic guidance and back up support in four main
regions: Gaborone, Francistown, Kanye and Mahalapye. In Maun, PACT

training activities have been initiated by school leavers trained as

Peer Educators.

PACT has been able to involve a lot of teachers, headmasters,

regional education officers, parents and other community groups in
their training on adolescent reproductive health with emphasis on: the
prevention of unwanted pregnancy; sexually transmitted diseases,

including HIV/AIDS; the use of effective participatory approaches and

appropriate adolescent friendly communication skills. The peer

education and counselling activities of these educators were noted to
have reached large numbers of youths, in and out of school, and the
PACT project has gained support and confidence at all levels of

society in Botswana.

ECAW is the YWCA's remedial programme for teen mothers who have

dropped out of school. The YWCA has set up a one-year study programme

designed to help young mothers continue their education by providing
an integrated programme of education, counselling, day care, and

family life education to prepare young women to sit for their junior

certificate examinations so they can enter secondary or vocational

schools. A number of teen mothers had been assisted through this

project to complete their programme of studies while nursing their
infants. The teens were trained for reabsorption into the mainstream

of the national education system and the public and private sectors of

the economy.

(c) Prevention of STDs, including HIV/AIDS

The management of sexually transmitted diseases, especially among

women, has always been an integral part of the MCH/FP programme. Women

who attend antenatal clinics are usually screened for syphilis, and

family planning clients are screened for cervical cancer and treated

after laboratory diagnosis has indicated infection. Management of STD

through laboratory diagnosis has always been limited in scope by the

fact that syphilis, HIV and pap smear testing facilities are available

only in a few health facilities. Many clients have to be referred to
facilities where testing facilities are available and as such, clients

have to make at least two visits to the facility, one for the specimen
to be obtained and the other to get the test results and treatment

where necessary.

In 1992, a new approach, the Syndromic Approach, was introduced

for the management of sexually transmitted diseases. With the

Syndromic Approach, a client is diagnosed at the point of contact

through history taking and categorization into a broad syndrome

according to a clinical algorithm and treatment is then made by

syndrome rather than by specific diseases. Training in this approach
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is on-going and is expected to reach many service delivery points

soon.

The Multi-Sectoral National AIDS Control Programme (NACP),

established in 198 9, is the highest national body that advises

Government on all matters of policy in relation to HIV and AIDs in
Botswana. With the multi-sectoral approach, implementation of HIV/AIDS
programme is a collective responsibility of Government Ministries_and
Departments, the Private sector, NGOs, Community-Based Organizations

(CBOs), households and Individuals. In no other area of reproductive
health are the activities of the NGOs and CBOs as pronounced as in the
prevention and management of HIV/AIDS. NGOs have been involved in IEC,

sensitization, advocacy and mobilization activities. The NACP is

charged

with the responsibility of coordinating, overseeing, and monitoring

the implementation of programmes and activities of the expanded

national response to the HIV epidemic and the AIDS scourge.

The multi-sectoral response to the HIV/AIDS epidemic is guided by

a National AIDS Policy. The Ministry of Health, through its AIDS/STD
Control Unit, takes the lead role in prevention and care activities.

The AIDS policy, together with the adopted strategies, derived from

the following philosophy/principles:

• The range and projected magnitude of psycho-social impact of

HIV/AIDS indicate that the epidemic should now be regarded as a

national crisis, and receive from each government ministry and

sector of society, the attention that such a crisis deserves;

• All sectors and ministries, parastatals, the private sector, and

relevant non-governmental and community-based organizations

should develop and implement their own HIV/AIDS prevention

activities, with initial technical support from the Ministry of

Health;

• While there is neither a cure nor a vaccine against HIV which are

effective, accessible and affordable, interventions for changes

in social and sexual behaviour which include the control of STDs

and care remain the mainstay of HIV/AIDS control;

The following strategies have been adopted by the NACP:

• Prevention of sexual transmission of HIV/AIDS through IEC
activities (using different media and approaches for different

target groups) and condom promotion;

• Prevention of transmission through blood by ensuring that all
blood and its products used in health facilities are screened for

HIV;

• Care of persons with HIV/AIDS, including clinical management of

HIV/AIDS, Home Based Care support, and counselling for support of

persons with HIV/AIDS and their families;
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• Mobilization of communities for their active involvement at all
stages of HIV/AIDS prevention and care, particularly at the

problem-definition and intervention design stages;

• Conducting epidemiological surveillance and other research.

In line with the strategies, the following activities have been

undertaken, among others:

• Training of 151 HIV/AIDS counsellors;

• Establishment of a voluntary counselling and testing centre,-

• Production of a manual on counselling;

• Development of a Home Based Care (HBC) Programme which is still

at an early stage. Activities undertaken so far include a

feasibility study to determine a model HBC programme appropriate
for Botswana; development, and revision of guidelines for HBC in

1992 and 1995, respectively; the development of the National
Policy for HIV/AIDS; and, the training of 126 HBC trainers in all

the districts;

• The development of the National AIDS Control Plan (1997-2 000)

through collaborative efforts of several sectors, including

private organizations and Non-Governmental Agencies;

• The training of Sectoral Focal Persons for HIV/AIDS control

activities;

• The establishment of a National AIDS Council to coordinate and

ensure appropriate policy formulation and implementation of

control strategies;

• Organization of a workshop on HIV/AIDS and Development for policy

makers with a view to sensitizing participants to the economic

dimensions of the epidemic

The AIDS/STD Unit would probably have done more but for the

problem of staffing which is currently being looked into. The

structure of the AIDS/STD Control Unit is also undergoing review with

a view to strengthening it to cope with the expanded role of

supporting various sectoral responses.

(d) Promotion of Safe Motherhood

The Government of Botswana has always emphasized universal access

to basic health services. This emphasis tends to explain the

phenomenal growth in the health sector. For instance, the health
services system has developed from a small and narrow hospital-based

services for a minority of the population at independence to a broad-

based decentralized primary health care system reaching out to the

majority of the national population. By 1998, Botswana had 30
hospitals (3 Referral, 13 District and 14 Primary), 2 22 clinics (85
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with maternity and 137 without maternity), 330 health posts (264 with
nurse and 66 without nurse) and 740 mobile health stops. The Primary
Health Care system is run by Local Government {District/Town Councils)

through the Council Health Departments (District Health Teams) and the
network of Clinics, Health Posts and Mobile Stops. For all Primary

Health Care activities, the Districts support the community action
through Village Health Committees (VHCs). The VHCs organize
competitions to promote good health. The Health Education Unit m

collaboration with District Health Teams organizes workshops for
extension workers to develop reactivation strategies. Apart from the
tertiary hospitals where a nominal consultation fee of P2.00 is
payable at primary health care level, public health services are

substantially free. Irrespective of level of care, services are
universally free for children under five years of age, pregnant women

and lactating mothers, TB patients and certain

categories of vulnerable groups.

Before the development and adoption of the National Health Policy
in 1995, priorities for health services development within the context

of national development were defined and set by the five-year National
Development Plans. However, the development and adoption of a

comprehensive National Health Policy marked the end of an era where

functions and operations of health services were directed by separate

pieces of legislation such as the Public Health Act, the Medical

Dental and Pharmacy Act, the Nurses and Midwives Act, the Drugs and
Substance Act, the Private Hospital Act and other general regulations.

These acts addressed different health care delivery issues. The

National Health Policy which reaffirms the commitment of Government to

the principle of Primary Health Care as contained in the Alma Alta

Declaration of 1978, sets priorities on health promotion and care as

well as disease prevention, with special measures taken to resolve

health problems of children, adolescents, pregnant women, the elderly,

disabled persons and workers. In addition, the policy emphasizes the

need for promoting health education to alter behaviour that is harmful
to public or individual health and encourages training and research in
matters relating to health. The need for the participation of

individuals and communities in the formulation of health policies and

planning, and in the control and operation of health and social

services was also emphasized.

With respect to pregnancy-related health, Botswana has always

been concerned about the high rate of maternal mortality which has

been estimated to range between 200-3 00 per 100,000 live births. In
response to the International Safe Motherhood Initiative launched in

1987, Botswana set up a Safe Motherhood Task Force in 1992. The Task

Force is a multi-agency and multi-sectoral body set up to direct and
monitor the implementation of the National Safe Motherhood Programme.

Among the various activities undertaken by the Task Force were

sensitization workshops, health education, social mobilization and

advocacy that addressed critical issues of maternal mortality and
teenage pregnancy. Training of health workers to improve obstetric

management and care was also undertaken. Sixty eight midwives and 25

medical officers were reported to have been trained on life saving

skills under the safe motherhood programme with the aim of
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standardizing maternity care and reducing maternal morbidity and

mortality.

Another important activity of the Task Force which laid the

foundation for subsequent activities was the commissioning of a study
to investigate causes of maternal mortality in Botswana. The UNICEF-

supported study was designed to:

• Determine causes of maternal deaths;

• Determine the socio-economic correlates of maternal mortality:

age,- marital status; occupation; education; previous gravidity;

previous abortion; distance from static health facility;

attendance at pre-natal clinic (gestation at time of first visit

and frequency of visit); adequacy of screening of maternal risk

factors; appropriateness of advice and compliance with advice;

• Determine the quality of care (QOC) provided in the health

facilities;

• Undertake, on the basis of available information, a

categorization of maternal mortality into whether death could

have been avoided.

Case studies were undertaken in 16 geographically dispersed

hospitals. In addition, in-depth interviews and focus group

discussions with community groups, families of the bereaved and

leaders were undertaken to determine community perceptions of MCH

service delivery and the role of the household, community and health

facilities in the prevention of maternal mortality. Based on the

findings, the investigators made some recommendations on: Monitoring

and Supervision of the Activities of Health Providers; Orientation and

Training of Staff to Improve Service Delivery; Information, Education

and Communication; Organization and Management of Pregnancy-Related

Complications. Most of the activities of the Task Force, through its

various affiliates, have been based on the recommendations of this

study. It should also be noted that the activities of the Task Force

are targeted, among others, at:

• Discouraging pregnancy among women below the age of twenty years

since pregnancy before this age has been found to place the

health and welfare of the teenager at risk;

• Ensuring that postpartum women, irrespective of place of delivery

are provided with post-natal care and family planning counselling

as an essential service and as integral part of MCH/FP services;

• Ensuring community participation in the formulation, planning and

implementation of primary health care activities.

The newly adopted population policy gives further support to

these strategies as means of improving maternal health.

In spite of the successes recorded by the various activities, it
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should be noted that the quality of care provided is affected by poor

health personnel performance (due to low level of training), lack of

quality obstetric care and staff shortage. The indicator of antenatal
attendance - one visit - is a poor indicator of ANC care, and ^ the
unavailability of specific service to undertake a follow-up of high-

risk pregnancies needs to be addressed.

Until 1990, abortion under any circumstance was illegal in

Botswana. An amendment to the penal code in 1990 made abortion legal
within 16 weeks only under special circumstances such as rape, incest,

when continuation of pregnancy could endanger the life of the mother

or when there is an evidence that if the child were born it would
suffer substantial physical and mental abnormality or disability.

Although the extent of abortion, especially of unsafe abortion is not

fully known in Botswana, several activities have been undertaken to

minimize its incidence, especially among adolescents. IEC materials

have been

developed and used to sensitize the population about the need to

prevent abortion through contraceptive use if sex cannot be avoided

and pregnancy is undesired. Programmes have also been initiated to

prevent pregnancies among adolescents who have unwanted pregnancies.

For instance, ECAW, a component of the YWCA programme, was designed to

encourage pregnant teenagers to have their babies by assuring them of

a normal life after delivery. A lot of these teenage mothers have been

assisted by the programme to complete their programme of studies while

nursing their infants.

For those who have abortion, there are no regulatory barriers to

post-abortion health care services. Several health facilities have

been equipped to provide post-abortion care. Services in such centres

include counselling, education and post-abortion contraceptive

services.

(e) Reproductive Rights and Status of Women

A major objective of national development planning in Botswana is

the achievement of social justice. In order to achieve this objective,

the Government has continued to work towards creating an enabling
environment for effective participation of women in development. A

Women's Affairs Division was created in the Department of Culture and

Social Welfare of the Ministry of Labour and Home Affairs to formulate

and implement policies for the enhancement of women status. As a

follow-up to Beijing and Africa Platform of Action, a policy on Women
and Development was formulated and adopted in 1995. The policy, which

provides sharper focus on six critical areas of concern, was based on

the following principles:

• All policies of Government must recognize that women and men are

guaranteed equality before the law;

• All policies of Government must recognize women and men as

equally important human resources for economic, social and

political development;
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• Economic and social development policies must ensure that there

is equality in access to resources, information, opportunity and
decision-making positions for women and men and special measures

must be developed to ensure that current disadvantages in access

to resources experienced by women are redressed;

• All policies must be conscious of women's multiple roles in
production and community management and these must be taken into

account;

• All policies of Government must recognize the need to develop the

potential of women and put to optimal use their skills and
capabilities including their important role as transmitters of

culture and primary educators in order to create a wholesome and

enriched family and community life.

Several strategies were developed to achieve the objectives of

the

policy. The Women1s Affairs Division built a partnership with other

implementing agencies by providing them with information that would

enable them implement their sectoral policies in such a way that women

have access to their facilities and services. Several activities have

been undertaken by the Women's Affairs Division in collaboration with

women1s NGOs to promote the rights of women, including reproductive

rights.

Advocacy is being used to bring about a review of laws that are

found discriminatory to women in Botswana. The Women's Affairs

Division has published The Woman's Guide to the Law' which highlights

how the law affects the woman and her family in Botswana. In order to

resolve the contradiction between customary laws and traditional

practices, several consultation have been made with political and

community leaders. Currently some of the laws are under review.

Under the umbrella of Women's NGO Coalition, several workshops

and seminars have been held since 1996 to inform, sensitize and

educate people on their rights, including reproductive rights. There

was a big meeting in 1997 - on the International Women's Day - to

sensitize people on the rights of women. Meetings have also been held

at the central, district and community levels for the purpose of

sensitizing people on these rights. In order to enable them perform

better, efforts are also being made to strengthen local NGOs through

training of their staff in reproductive health.

2.4 CAMEROON

2.4.1 Background

The Declaration of the National Population Policy (DNPP) was

adopted in July 1992, shortly before the 1993 DND and the 1994 ICPD in
Cairo. The adoption of the DNPP reflects Government's concerns over

the consequences of Cameroon's rapid population growth. The policy was

aimed at "raising the level and improving the quality of life of the
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population, within the limits of the available resources with due
respect for human dignity and fundamental human rights, particularly
by endeavoring to fulfil the basic needs of the population in health,

food, education, employment, housing etc.."

The general objectives of the National Population Policy are:

• To improve the health condition of the population in general and

that of mother and child in particular;

• To strengthen food self-sufficiency and promote food security;

• To promote basic education for all and especially for girls;

• To develop human resources while seeking compatibility between

training and employment;

• To develop and promote the well-being of families and couples;

• To promote an integrated and harmonious development of cities and

the countryside while preserving the environment;

• To promote research in the field of population.

The policy addresses major issues that are critical to the

growth, structure and characteristics of the population of Cameroon

and provides the goals, objectives and strategies to achieve the goals

in the following areas: population distribution and integrated

regional development; population, food security and self-sufficiency;
population and environment; population-employment-vocational training;

population and education; health, family welfare and responsible

parenthood; women and development; population welfare and leisure;
population information, education and communication; data collection,

analysis and research. The institutional framework and mechanisms of

implementation were also highlighted.

Since its publication, the DNPP has become a reference framework

for all population-related activities. The implementation of the

programme has been hampered by the absence of a functional

institutional framework for the coordination of the national

population programme. In addition, the fact that the policy was

formulated without the participation of the civil society hampered

acceptance. After several changes in the institutional framework, the
activities of the various ministries, international agencies and non

governmental organizations involved in the implementation of the

National Population Policy are currently being coordinated by the

Department of Planning and Development in the Ministry of Public

Investment and Regional Development. At the Sectoral level, policies

are formulated and coordinated by a unit established for that purpose.

However, the Department of Planning and Development ensures that

Sectoral Policies fall within the framework of the DNPP. The DNPP is

currently under review to reflect the recommendations of the ICPD and

the Fourth World Conference on Women (FWCW). The Department of

Planning in the Ministry of Public Investment and Regional Development
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is leading the revision exercise.

2.4.2 Implementation of Programmes Related to Reproductive Health and

Reproductive Rights

In the implementation of programmes related to reproductive

health and reproductive rights in Cameroon, certain strategies have
been adopted to ensure that increasing proportions of the population
have access to reproductive health services as well as have their

reproductive rights protected. These strategies include:

• The development and adoption of the Maternal and Child Health
Care and Family Planning Services Policy and Standards by the

Ministry of Public Health. The policy which was first developed

in 1993 and revised in 1995 reflects a re-orientation to the

principles of the Primary Health Care system by integrating

maternal and child

health and family planning (MCH/FP) services. The policy also

sets out the minimum range of services that should be provided at

all levels;

• The inclusion of family planning commodities on the list of
essential drugs which can be procured and stored for distribution

by and through CENAME;

• The integration of MCH/FP services under the PHC system;

• The use of research findings in the formulation of policies,

especially those related to adolescent reproductive health and

harmful practices;

• The use of IEC to alter reproductive behaviour and advocacy to

set in motion the process of eliminating discriminatory laws and

replacing them with laws that guarantee equal rights;

• The active involvement of the community in the formulation and

implementation of policies;

• The realization of the role of men in reproductive health and the

development of appropriate IEC strategies to mobilize men to

participate in reproductive health programmes.

2.4.3 Activities on Specific Components of Reproductive Health

(a) Family Planning

Before the ICPD, family planning services were not provided as
part of Maternal and Child Health (MCH) services. Although perceived

as desirable, especially in the context of helping couples/individuals

to space births and avoid unwanted pregnancies, there was no

comprehensive policy on family planning. Family planning services were

separated from MCH services and were provided mainly by international

organizations at designated service delivery points and through

outreach programmes.
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After the ICPD, there were changes in family planning service
delivery system. The first development is the integration of family
planning services with maternal and child health services. With
integration emerged the concept of reproductive health as the focus of
PHC. Each integrated health centre was expected to provide family
planning services - education, counselling and supply of methods - in
addition to basic maternal and child health services. The second
development is the inclusion of family planning commodities on the
list of essential drugs which can be procured and stored for

distribution by and through CENAME. CENAME is the Central Store for
the Government of Cameroon and essential drugs are usually procured by

or through CENAME for distribution to health facilities at the

Central, Provincial and District levels. This development reflects a

more active involvement of Government and the beginning of greater

collaboration between Government, the International Agencies
particularly the UNFPA, USAID and PSI - and the non-governmental

organization - especially CAMNAFAW -

in family planning service delivery. USAID was very active in family

planning service delivery until 1995 when it pulled out. The third
development is the liberalization of policy on family planning. In not

too distant past, contraceptives were considered as drugs and hence

could be purchased only through prescription. Except for permanent and
long-term methods which require the services of trained personnel,
prescriptions are no more necessary for the purchase of contraceptive
methods. Methods such as condoms, spermicides, diaphragm and sponges

can be purchased at any delivery centre without prescription.

The fourth development is the training and re-training of health

personnel to be able to deliver family planning services in addition
to medical services. In Cameroon, integration is interpreted in terras

of the ability of certain categories of technical personnel (State

registered Nurse, Assistant Nurse, Midwife) to perform basic MCH/FP
services and not necessarily in terms of the concentration of

different categories of experts in a centre. The fifth development is
the participation of the private sector - private clinics, chemists

and drug stores - in family planning service delivery. Before ICPD,

this was not allowed. The use of these outlets brings family planning
services closer to people. The sixth development is the commitment_of

Government to making non-prescriptive family planning commodities

affordable to people in spite of the policy of cost recovery. Private
organizations are encouraged to sell at prices stipulated by

Government. The seventh development is the intensification of IEC
activities. IEC materials were developed and used extensively by

Government parastatals and non-governmental organizations to promote

family planning.

On the involvement of men in reproductive health, a lot of

sensitization and IEC activities have been undertaken to change the

attitudes of men towards family planning. Seminars and workshops have

been held to emphasize the need for men to take active part in family

planning activities.

In spite of all the efforts to make family planning services
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accessible to all who need them, there are still some problems. One,

not all integrated centres have adequately trained personnel to

deliver the services. Two, family commodities are often in short

supply in the service delivery points, especially those in the

provinces not covered by UNFPA. Although commodities are still sent by

UNFPA to the provinces which were once covered by USAID (USAID has

withdrawn direct project implementation) they are often not enough to

meet the needs of the people. Thirdly, many rural dwellers do not have

access to these services. There are many rural areas without health
facilities and outreach programmes and consequently have not

benefitted from the family planning programme. There is an urgent need

to reach them, probably through outreach programmes. Fourthly, except

for condoms and spermicides, prices of contraceptive methods are

perceived too high, especially for low-income groups. There are also

cultural barriers and prejudices {especially against adolescents)

which must be redressed. Lastly, there is the problem of high rate of

infertility among women of reproductive age which need to be

addressed. Infertility among this group of women has been partly

attributed to an increasing prevalence of

sexually transmitted diseases.

(b) Adolescent Reproductive Health

Early sexual relations, teenage pregnancy and clandestine

abortions among girls are common in Cameroon. The Government,

international agencies and non-governmental organizations have

designed strategies to deal with these issues. The 1995 Maternal and

Child Health Care Policy recognizes the need to provide adolescents

with special services that include: family life education for

responsible parenthood; sex education; prevention of early

pregnancies; prevention of early marriages; prevention of abortion;

prevention of STD/AIDS; prevention of malnutrition. Unfortunately, the

policy did not indicate the need to create a special health structure

(outlet) for meeting the reproductive health needs of the youths who

have been found less willing to use the regular MCH/FP system. It is

hoped that the National Youth Policy which is under preparation will

take this into consideration.

In recognition of the fact that adolescents are less likely to

use the existing MCH/FP services, a group of non-governmental

organizations have designed programmes to meet the reproductive health

needs of adolescents. One of the NGOs which have been providing

reproductive health services to youths is CAMNAFAW - Cameroon National
Association for Family Welfare. Activities of CAMNAFAW, an affiliate

of IPPF, include: the establishment of three Youth Centres in Yaounde,

Douala and Bamenda for recreational, counselling and educational

activities; sensitization of adolescents through educational
discussions, conferences, drama and film shows to have better

understanding of responsible parenthood, STDs {including AIDS) and the

interrelationships between Population and Development; provision of

Formal Life Education (FLE) to adolescents; training of peer educators

- seven batches already trained on IEC techniques and counselling

related to reproductive health; recruitment and training of youths

from youth organizations to serve as peer counsellors or motivators
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and distributors of non-prescriptive methods. In the mean time youths
who need commodities or reproductive health related medical services
are encouraged to use existing health facilities. There is a plan to

build a separate clinic when the needed fund is obtained.

Another NGO involved in youth activities is FESADE (Femme Sante

Developpement). Dealing mainly with issues affecting adolescent girls,

this NGO has been involved in sensitization activities. The

reproductive/life needs of adolescents are also being met through the

Family Life Education (FLE) for youths through the Scouts

Organization. The FLE programme, funded by UNFPA, is believed to have

helped to create a conducive environment for considering the

development of a National Youth Policy with a reproductive health

component.

The impact of the various youth programmes is yet to be felt for

two reasons. The activities of the different NGOs are confined to a

few areas due to financial constraints. CAMNAFAW, for instance,

complained of lack of funds to implement most of its programmes. The

second reason has to do with the recency of the programmes - most of

the activities

started not long ago.

(c) Prevention and Treatment of STDs, including HIV/AIDS

With the re-orientation of the health services, the integrated

health centres were equipped to provide preventive, diagnosis and

curative services for STDs. IEC activities have also be undertaken by

several NGOs with a view to highlighting preventive measures against

STDs.

HIV infection is noted to have risen in recent years. By the end

of 1996, the overall rate of HIV infection was estimated at 5.5

percent of the total population. This has become a source of concern

for the Government. In order to combat the spread of HIV/AIDS, a

separate body, the National Committee to Fight Against AIDS (NCFAA),

was created within the Ministry of Public Health. NCFAA draws its

membership from different Ministries, International Agencies and NGOs

and is responsible for coordinating all AIDS control activities in

Cameroon. It operates a Surveillance Unit which undertakes

surveillance activities. Its Research Unit, described as one of the

best in Africa, undertakes research activities, including Operations

Research, on issues related to HIV/AIDS. There are diagnosis centres

in each province.

In addition to surveillance, research and diagnosis, the

activities undertaken to control the spread of HIV/AIDS include

counselling, advocacy and health education. There have been several
film shows and theatrical performances to educate people on the

causes, prevention and management of HIV/AIDS. People are also
educated on how to deal with patients. Various NGOs and International

Agencies have provided information and education to the people. The

National AIDS-prevention programme has received a lot of support from

WHO, UNICEF, and GTZ through the creation of health clubs inside
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schools. During the National AIDS Week (November 24-29, 1997} and on

the International AIDS day (Dec 1, 1997) people were sensitized and
educated on HIV/AIDS through lectures, seminars, film shows and the

display of various IEC materials.

The activities of the Committee appeared to have slowed down in
recent times due to the withdrawal of support from several Donors.

However, UNAIDS is coming to the rescue.

(d) Promotion of Safe Motherhood

The Government of Cameroon has always expressed commitment to the

principles of Health for All. This commitment underscores the adoption

in 1993 of a National Health Policy which re-oriented the PHC towards
achieving the social objective of Health for All. The health policy
emphasizes decentralization of activities, integration of services,

community participation and the provision of essential drugs,

including contraceptives as a means of reinforcing the health sector

to meet the health needs of the people. The adoption of the policy

marks the beginning of the reorientation of health services towards

reinforcing the Health District system.

The Health District is made up of:

• The community, including the health committee, membership of

which is drawn from the villages served by the health centre. The

health committee is a subcommittee of the Sub-Divisional

development committee.

• All health centres and dispensaries located within the

subdivision which are responsible for providing integrated,

continuous and global health care to a well defined population in

a specific geographic zone known as the Health Area. In urban

zones, the dispensary acts as the health centre.

• The Sub-Divisional Hospital which serves as the Referral Hospital

for Health Centre.

• The Sub-Divisional Health Services.

With the revision of the Health Policy in 1995, the minimum

package of services to be provided by the Health Centre which is the

health facility at the community level, was expanded to include MCH,

Family Planning Service Delivery and Adolescent Health Care as well as
IEC activities on health priorities of the health area. Cameroon has

10 provincial hospitals, 124 district hospitals and 14 91 health

centres and dispensaries.

With respect to pregnancy-related health, Cameroon, like any

other country in the continent, has always been concerned about the

high rate of maternal mortality which was estimated to be about 34 0

per 100,000 live births. Several activities have been undertaken to

ensure that the integrated health centres are able to offer adequate

pre-conceptional, antenatal, intra-partum and post-partum health care

services. One major activity is the training and retraining of health
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providers throughout the country by the Ministry of Public Health.
UNFPA had complemented the training efforts of the Ministry by

providing training and refresher courses in clinical and management

skills to reinforce the technical capacity of the medical and
paramedical staff in 6 0 health centres and 2 0 district hospitals in

the five provinces where it operates as well as 24 private enterprises
throughout the country. Another major activity is the development and

extensive use of IEC materials to promote behaviours that enhance
reproductive health. Posters, radio talks, seminars, workshops, pre-

antenatal session talks and other IEC activities have been used to

promote antenatal clinic attendance, delivery in health facilities,

post natal clinic attendance and adequate nutrition for the mother and

child. Counselling services are also offered in the health centres.

It should be noted that the effectiveness of the training and IEC

activities has been hampered by occasional lack of drugs and
equipment, especially in the rural areas. When the drugs are

available, the policy of cost recovery makes them unaffordable to some

rural dwellers. There is also the problem of shortage of well

qualified technical staff with the result that the quality of care is

sometimes lower than standard.

This problem is compounded by over-concentration of technical staff in

the urban areas at the expense of the rural areas. There seems to be
no standard indicators of antenatal and postnatal care against which

performance can be measured.

Abortion is still illegal in Cameroon except when it is

determined that the continuation of pregnancy could endanger the life

of the mother or when there is an evidence that if the child were born

it would suffer substantial physical and mental abnormality or

disability. Although the extent of abortion, especially of unsafe

abortion is not fully known in Cameroon, several activities have been

undertaken to minimize its incidence, especially among adolescents.

IEC materials have been developed and used especially by NGOs working

with adolescents to sensitize them about the need to prevent abortion

through contraceptive use if sex cannot be avoided and pregnancy is

undesired. CAMNAFAW is even involved in the promotion of condoms for
protection against infection and prevention of unwanted pregnancies.

There are no regulatory restrictions to post-abortion care in

spite of the fact that abortion is illegal. Patients are offered

necessary post-abortion health care services at health facilities

where they are available.

(e) Reproductive Rights and Status of Women

Government's commitment to improving the quality of life of women

in Cameroon is reflected in one of the objectives of the national

population policy which is to create a proper legal framework to

eliminate all existing legal barriers to women's enjoyment or exercise

of their rights or to their full participation in development. The

creation of the Ministry of Women's Affairs to advise Government on

issues affecting women is a demonstration of the commitment as well as

a response to global calls for increased participation of women in
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policy and decision-making. To facilitate the participation of women

in the development process, the Government took the specific problems

of women into consideration when formulating its national economic and

social policies and programmes, and in developing the National Plan

for Women and Development (NPWD), adopted in April 1997. The NPWD took

into account the recommendations of the Fourth World Conference on

Women.

NGOs have been involved in the campaigns against discriminatory

practices. UNFPA is providing support for advocacy activities ^ to

promote reproductive rights among policy and decision makers. Lobbying

has already started in the Parliament and two Parliamentarians have

been supported by UNFPA to attend a workshop on Population for

Parliamentarians from French States. After the workshop, they were

sent to Uganda to study what has been done in that country with
respect to the replacement of discriminatory laws with laws that

guarantee gender equality. UNFPA has also supported a member of the

Association to Fight Against Violence Against Women, to attend a

workshop in New York.

2 . 5 BURKINA FASO

2.5.1 Background

A National Population Policy "Politique de la Population au

Burkina Faso" was adopted in 1991. Because it was adopted before the

1993 DND and the 1994 ICPD in Cairo, the policy does not reflect some

of the recommendations of the two summits. The general objectives of

the policy include:

• To improve the level and quality of life of the population

• To reduce morbidity and mortality, especially among mothers and

infants, and those in the rural areas;

• To promote utilization of human resources;

• To promote responsible parenthood;

• To promote a social development policy and the control of

delinquencies;

• To ensure the promotion of women by improving their productivity

and by elimination of practices that are oppressive to them;

The policy highlights major issues that are critical to the

growth, structure and characteristics of the population of Burkina

Faso and provides the goals, objectives and implementation strategies

in the following areas: maternal and child health; morbidity and

mortality of adults; Fertility and family planning; information,

education and communication on population issues,- role and status of

women in development; education; employment; migration and

urbanization; rural development; and studies and research on

population and development. The institutional framework and mechanisms
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for implementation were also highlighted.

Since its adoption, the National Population Policy has become a

reference framework for all population-related activities. The

implementation of the population programme is coordinated by the

Counseil National de Population (CONAPO) which is based in the
Ministry of Finance. Membership of CONAPO is drawn from several
Ministries. The National Population Policy is currently under review
to reflect the recommendations of the ICPD and the Fourth World

Conference on Women (FWCW). CONAPO is leading the revision exercise.

2.5.2 Implementation of Programmes Related to Reproductive Health and

Reproductive Rights

Strategies that have been adopted in Burkina Faso in the

implementation of programmes related to reproductive health and

reproductive rights in order to promote increased access to

reproductive health services and to protect reproductive rights

include:

• The integration of family planning and Maternal and Child Health

Care services under the PHC system;

• The inclusion of family planning commodities on the list of

essential drugs which can be procured and stored for distribution

to service delivery points;

• The use of research findings in the formulation of policies,

especially those related to adolescent reproductive health and

harmful practices;

• The use of advocacy/IEC to alter reproductive behaviour and set

in motion the process of eliminating discriminatory laws;

• The promulgation of law to discourage female genital mutilation;

• The creation of the Ministry of Women's Affairs to advise

Government on policies and strategies to enhance the status of

women;

• The creation of a Youth Services Department within the Department

of Family Health in order to better address the needs of young

people and to involve youth associations in the implementation of

population programmes;

• The increasing involvement of NGOs in the fight against violence

against women;

• The recognition of the role of men in reproductive health and the

development of appropriate IEC materials and strategies to

involve men in reproductive issues;

• The development of a new Strategic Plan for Reproductive Health

{1998-2002} and the reorientation of reproductive health to

embrace: maternal and child health; family planning; control of
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sexually transmitted diseases, including HIV/AIDS; sexuality

health; and the control of harmful practices, for instance,

discrimination against women and female genital mutilation.

2.5.3 Activities on Specific Components of Reproductive Health

(a) Family Planning

Burkina Faso is one of the Francophone countries that have done

away with the French Law of 192 0 which limited the provision of FP

services. Since the revision of the law, there has not been any

regulatory restriction on access to family planning services. The

family planning programme is implemented essentially by the public

sector and all activities related to family planning are coordinated

by the Direction de la Sante de la Famille {DSF) , a unit in the

Ministere de la Sante. Some NGOs and International Agencies, notably

UNFPA and USAID, have participated in family planning service

delivery. UNFPA, for instance supplies contraceptives to the

Government.

As earlier indicated, a notable development in family planning

service delivery in recent years is the integration of family planning

and maternal and child health care services under the PHC system. This

is in conformity with the recommendations of the ICPD. With

integration, family planning services are currently provided in some

health facilities. In these centres, family planning services include

counselling, education, and supply of commodities to clients. Although

family planning commodities are supplied to the Government free of

charge, they are sold to clients, though at a subsidized rate. The

impact of charging some fees on contraceptive acceptance is

indeterminable at the present time.

The other notable development is the inclusion of family planning

commodities on the list of essential drugs. This, in essence, implies

that Government, through the Ministry of Health, can store

contraceptives for later distribution to service delivery points. The

increasing participation of the private sector in family planning

service delivery helps to bring the services closer to people,

especially in the urban areas.

There are no regulatory restrictions to contraceptive services.

Parental or spousal consent is not required, especially for non-

surgical methods. The Government, through Direction de la Sante de la

Famille (DSF), and non-governmental organizations have developed and

utilized several IEC materials to educate people on the need to

embrace family planning. With integration of MCH and FP services, DSF

has started the retraining of health personnel in family planning

service delivery.

On the participation of men in family planning, it was indicated

that not much has been done. However, there is the general awareness

that men should be involved in family planning. Some IEC activities

have been undertaken to sensitize men on the need for them to be

involved. At the end of March 1998, there was a seminar on the role of
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men in reproductive health and many participants attended. It was an

opportunity to identify ways of encouraging men1s participation in
reproductive health. In addition to the IEC activities, the

promotion/social marketing of condoms, though from the perspective_of

protected/safe sex, is an indirect way of involving men in family

planning.

It must be noted that family planning programme in Burkina Faso

still faces some problems which may have accounted for the low level

of contraceptive use: about 1.5% in rural areas and 17% in urban

areas. The number of service delivery points is grossly inadequate to

meet the needs of the people. The 1993 Demographic and Health Survey

reported that about 2 9% of women of reproductive age had an unmet

need. Unless the number of service delivery points is increased, it

will be difficult to increase contraceptive prevalence significantly.

The problem of inadequate number of service delivery points is

compounded by over-concentration of existing ones in Ouagadougou and

Bobo-Diolasso at the expense of the rural areas. There is the need to

bring the services closer to the rural population. There is also the

issue of retraining health personnel now that FP and MCH services are

integrated. It has been difficult for several health providers to

assimilate the principles of integration. Many of them still perceive

FP and MCH services as

different programmes under the same roof. Besides, the generally low

level of training affects quality of care and this issue is being

addressed by DSF.

(b) Adolescent Reproductive Health

Like in many other countries of Africa, youths in Burkina Faso

also face problems of early sexual activity, teenage pregnancies,

abortion and a high risk of contracting STDs, including HIV/AIDS. It

has been shown that ignorance of the risks posed by early sexual

activity together with limited access to services and counselling in

areas of sexual health and family planning led to an increase in the

incidence of sexually transmitted diseases, early pregnancies among

adolescents, and cladenstine abortions, the extent of which is
difficult to estimate. The health statistics of the Ministry of Health

indicate that 7,12 3 cases of abortion were recorded in the health

centres in 1994.

The Government of Burkina Faso has been concerned with adolescent

reproductive health for a long time. It has long been realized that

besides the fact that several health providers lack an understanding

of the reproductive health needs of adolescents, the adolescents are

less likely to use the regular health structures for fear of meeting

known adults or of being ridiculed or both. Thus as far back as 1976,

Government introduced population education in schools with sex

education as a starting point. The programme is currently being

implemented in all secondary schools. In order to better address the

reproductive health needs of adolescents, especially with the

realization that age at first sex is decreasing. Government has

directed that the teaching of population/family life education be

started in the primary schools and in non-formal education system.
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Two special Youth Centres - one in Ouagadougou and the other in

Bobo-Diollasso have been created by the Association Burkinabe pour le

Bien-Etre Familial (ABBEF) to provide recreational, counselling and

reproductive health services, including information on STDs/HIV/AIDS
and provision of family planning commodities. The programme has been

found to be useful, and UNFPA, in its next country programme, is

planning to build eight more youth centres across the country to reach

more youths with recreational and reproductive health services. A

Youth Unit has also been created, with the assistance of UNFPA, within

the Department of Family Health. The unit is expected to coordinate

the activities of youth organizations in Burkina Faso and advise on

policies to advance the cause of youths. A National Youth Policy is

also being prepared and may be adopted soon. Representatives of youth

organizations in Burkina Faso have been supported by UNFPA to

participate in a number of international conferences such as the ICPD

(Cairo, 1994), World Youth Forum (Accra, 1995) and Vienna. The

participation of youths has increased their awareness of population

and development issues and of reproductive health problems among

themselves.

A large number of youth organizations are currently involved in

activities related to reproductive health but their activities are

usually confined to region of location. In order to coordinate the

activities of youth organizations more effectively and thus enhance

their impact, UNFPA supported a National Youth Forum on adolescent

reproductive health in September 1997. The objective of the forum was

an attainment of a common and coordinated plan of action for

adolescent reproductive health activities with a view to enabling

UNFPA support the activities in a more consistent manner.

Unfortunately the national network has not been functioning

effectively. Prior to the forum, a group of four youngsters were

supported to undertake study tours to two countries in the subregion

with a view to learning from similar experiences before developing a

plan of action.

(c) Prevention and Treatment of STDs, including HIV/AIDS

The control of sexually transmitted diseases, including HIV/AIDS,

is one of the components of the new reproductive health in Burkina

Faso. Like many other countries, HIV and AIDS have been found to be on

the increase in Burkina Faso. As at 1994, about 7 percent of the

population was estimated to be HIV positive. In order to control the
spread of the disease, a National Committee to Combat AIDS (Comite

National de lutte Contre le SIDA - CNLS) was established under the

coordination of a permanent secretariat. The committee is expected to:

• Recommend appropriate policies for the control of STD/HIV/AIDS;

• Identify appropriate strategies for the control of STD/HIV/AIDS;

• Appraise the plan of action for the control of STD/HIV/AIDS;

• Define the ideal techniques for the execution of the National
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Control Programme.

The Terms of Reference of the National Control Committee include:

• To elaborate on the Multi-sectoral National Plan;

• To elaborate on the techniques and modes of operation;

• To plan and execute the plans;

• To promote effective application of the directives of the

National Committee,-

• To promote the best international practices and adapt them to

suit local realities;

• To validate the protocols for research and intervention;

• To ensure regular monitoring of activities;

• To identify and propose intervention priorities;

• To compile periodic results on the situation of STD/HIV/AIDS.

Sub-Committees were set up to enhance the performance of the

National Control- Committee. These committees are: Surveillance

Committee, charged with the responsibility of coordinating sentinel

activities; Committee on Laboratory and Blood Transfusion, charged

with the coordination of laboratory activities, including screening of

blood to be transfused and testing for HIV sero-positivity; Committee

on the Impact of Socio-economic and Cultural Determinants of

Transmission, charged with conducting research on behavioural patterns

associated with transmission; Committee on IEC, charged with the

development of IEC materials and using the materials to educate people

on different aspects of STD/HIV/AIDS. The various activities of the

committees are being implemented in various parts of the country.

Through IEC activities, efforts have been made to alter the social

behaviours that are conducive to the spread of STD/HIV/AIDS.

Currently, there are surveillance centres in Ouagadougou, Bobo-

Diollasso, Ouahigolya, Dedougou, Tenkodogo, Gaoua and Dori. The

promotion of condoms is another strategy that has been adopted to

control the spread of the disease. It should be noted that

international organizations, notably, UNFPA, UNDP, UNICEF, WHO (all

members of ONUSIDA) , the World Bank and GETZ have all contributed to

the control activities. The local Non-governmental organizations have

also participated in the control programme, especially in the area of

IEC.

(d) Promotion of Safe Motherhood

The health condition of mothers and children has also been a
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major cause of concern for the Government of Burkina Faso. Burkina

Faso is one of the countries with very high rates of maternal

mortality. In 19 96, maternal mortality rate was estimated at 566 per

100,000 live births and was found to vary between regions, with

regions in the north having the highest rate. Several factors have

been identified as the cause of high maternal mortality rates:

poverty; very low pre-natal coverage (46 per cent average in 19 94) ,-

very limited access to health services in spite of increases in the

number of health facilities, especially in health and social welfare

centres; low coverage in obstetric services estimated as 26.8% in

1994; and, poor quality services. Attendance at ante-natal and post

natal clinics has been found to be poor with attendance at post-natal

clinics much lower; women have been found to hardly come back to the

health facilities once they are discharged after delivery. In 1994, it

was estimated that only 22.8% of children under the age of 12 months

were registered for consultations with an average number of 3.2

contacts per child.

There are continuous efforts to improve the health status of

mothers and children through the PHC system. The number of health

facilities has been increased to bring health services closer to

people and health services have recently been decentralized to ensure

greater participation of lower levels of administration and the

communities in the formulation and implementation of health

programmes. Although the number of health facilities is still

inadequate to meet the health needs

of the population, especially those in rural areas, efforts are being

made to ensure that increasing proportions of the population,

particularly mothers and children have access to improved health

services. Through IEC activities, the proportion of mothers attending

antenatal clinics has increased. A major problem confronting the safe

motherhood initiative is how to get mothers (including some of those

who attended prenatal care clinics) to deliver in health facilities

and attend post-natal clinics. Plans are on the way to conduct a

survey to determine, among others, why mothers fail to deliver in

health facilities or attend post-natal clinics. The survey would have

been carried out but for the non release of funds by donors. Findings

from the survey are expected to assist the Direction de la Sante de la

Famille (DSF} , the coordinating agency for all safe motherhood

activities, to design appropriate strategy to facilitate increased use

of health facilities for deliveries and post-natal care. DSF has

undertaken the training and re-training of health providers in order

to improve the quality of services provided, especially with the

integration of MCH/FP services. Health providers need to assimilate

the concept of integration if they are to function effectively. The

safe motherhood initiative has also benefitted from UNICEF through

training and supply of equipment. UNICEF's assistance to the project

was given within the framework of the Bamako Initiative. In order to

reduce the incidence of child marriage and early child bearing with

its attendant health risks, the minimum age of marriage has been

legally set at 17 years for females and 20 for males.

Abortion is still illegal in Burkina Faso, but like many other

countries in Africa, there are no legal restrictions to post-abortion
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care. In fact, with the assistance of the International Project
Assistance Services (IPAS), doctors in Burkina Faso are trained in

Ouagadougou and Bobo-Diollasso to do manual evacuation.

(e) Eradication of Harmful Traditional Practices

Violence against women, child marriage and female genital
mutilation (FGM) are some of the traditional practices that are

harmful to women in Burkina Faso. However, FGM has been identified as

the most serious problem probably because it is widespread and because

of its serious reproductive health consequences. FGM is so widespread

in Burkina Faso that not less than 70 percent of girls are estimated
to have experienced it. The scale of the practice as well as the
seriousness of its health consequences led to the adoption of a

national plan in 1992 to combat FGM. Unfortunately, the adoption of

the plan did little to change people's perception of FGM. For

instance, three years after the adoption of the plan, 46 per cent of

patients in maternal and child health clinics and 34 per cent of

family planning service providers were found to approve of the

practice. A more drastic action has been taken to eliminate this
practice by passing a law that prohibits the practice. It is yet to be

seen how well the law can be enforced.

The Comite National de Lutte contre la Pratique de 1'Excision

{CNLPE) and the NGOs played significant roles in the passing of the

law

against FGM. Through advocacy and IEC activities, they articulated the

harmful consequences of FGM and were able to convince policy makers

and the Assembly of the need to legislate against it. Advocacy has

continued at all levels of administration and in the community to

rally support for the new legislation. The NGOs have continued their

advocacy for the eradication of other harmful traditional practices,

especially violence against women. The role of Reseau de Communication

d1Information et de Formation des Ferames dans lees ONG au Burkina Faso

(RECIF/ONG-BF) in the campaign against violence against women is worth

noting.

(f) Reproductive Rights and Status of Women

The Family Code is perceived to embody reproductive rights in

Burkina Faso. For instance, the code has shifted the legal age at

marriage from 16 to 17 for girls. The Government of Burkina Faso is

noted to support free exercise of rights by both men and women.

According to the first Vice-President of the Assembly, the

ratification of all Treaties related to Human Rights is an attestation

of the commitment of Government to the principles of free exercise of

rights by both men and women. The law to guarantee equality between

the sexes is currently being discussed in the Assembly and the

legislation against FGM is perceived as a measure to protect sexual

and reproductive rights of women. At present, there is a Ministry of

Women's affairs, charged with the responsibility of advising

Government on issues affecting women. Several structures have been put

in place to promote practices that enhance women's status and

discourage those that subjugate the rights of women. Such structures
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include the National Committee for the Promotion of Women (CONAPAF),

Comite National de Lutte contre la Pratique de 1'Excision - CNLPE -

(National Committee to Fight Against Excision Practice), Comite pour

1'Elimination de toute forme de Discrimination a 1'Egard des Femmes

(National Committee to Fight against Discrimination) and Fund to

Promote Remunerated Work for Women.

The role of NGOs in the campaign against practices that

facilitate the control of women by men is note worthy. RECIF/ONG has

continuously campaigned against violence against women. The dynamism

of NGOs and women's associations and groups, the establishment of a

national network of women ministers and parliamentarians following

Cairo and Beijing conferences and of an association of women municipal

counsellors and mayors are all indicators of a growing awareness of
the importance of advocacy on behalf of women. These efforts have

facilitated greater participation of women in policy and decision

making. Currently, there are 3 female ministers (out of 2 8 ministers)

and 25 female assembly members {out of 111 members) . According to the

Vice-President of the Assembly, attempts are being made to increase

the proportions of women in these positions to 25 per cent very soon.

2.6 NIGERIA

2.6.1 Background

The National Policy on Population for Development, Unity,

Progress

and Self-Reliance was adopted in 19 88 and has, since then, provided

the guidelines and a reference framework for population activities in

Nigeria. Because the policy was adopted before the 1994 ICPD in Cairo,

it does not reflect some of the recommendations of ICPD. For instance,

it was observed that the policy did not put adequate emphasis on

adolescent reproductive health, elimination of harmful practices,

prevention and treatment of STDs, including HIV/AIDS, and male

involvement in reproductive health. In fact, the provision of Maternal

and Child Health and Family Planning services were not conceptualized

in terms of reproductive health. Perceived, however, as one of the

best population policies at the time it was formulated, the 1988

National Policy was aimed at:

• Promoting awareness of population problems and effects of rapid

population growth on development among the people of Nigeria
within the shortest possible time;

• Providing to everyone the necessary information and education on

the benefit of reasonable family size to both the individual

family and the future of the nation in achieving self reliance,-

• Educating all young people on population matters, sexual

relationships, fertility regulation and family planning before

attaining the ages of marriage and child-bearing to prepare them

for responsible parenthood and assist them to maintain reasonable

family sizes;
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• Making family planning services easily accessible to all couples

and individuals at affordable cost and at the earliest possible

time to enable them regulate their fertility;

• Providing fertility management programmes that will respond to

the needs of sterile or sub-fertile couples to achieve reasonable

self-fulfillment;

• Improving demographic data collection and analysis on regular

basis and to use such data for economic and social development

planning;

• Enhancing integrated rural and urban development in order to

improve the living conditions in the rural areas and to slow down

the rate of migration from rural areas to the cities.

There have been moves by Government, through the Department of

Community Development and Population Activities (DCDPA) of the Federal

Ministry of Health (FMoH) and in collaboration with UNFPA, to review

the national population policy with a view to incorporating the

recommendations of ICPD and the Beijing Conference on Women.

Consultants have been identified for the exercise and it is expected

that work on the review would commence soon.

A National Population Project {NPP) was established to enhance

the attainment of the objectives and goals of the National Population

Policy. The project identified and focuses on key policy areas that

are critical to the achievement of the goals of the population policy

both in the medium and long term periods. Appropriate programmes to be

implemented by relevant government ministries/agencies were designed.

The project was to be implemented in two phases. In phase 1, only

seven subproj ects prepared before the takeoff of the population

project and which were jointly appraised to represent priority areas

by the funding agency, the International Development Agency {IDA) and

the then Department of Population Activities (DPA) - now the

Department of Community Development and Population Activities (DCDPA)

of the Federal Ministry of Health {FMoH) were selected for

implementation. For phase II which has not taken off, projects will be

appraised only by DCDPA and the Population Activities Fund Agency

(PAFA), an agency created through which funds were disbursed for the

various subprojects.

The phase 1 subprojects include: Integration of FP into Maternal

and Child Health, implemented by the Family Health Division of the

FMoH's PHC Department; Promotion of FP through Health Education,

implemented by the FMoH's PHC Department, a unit that is responsible

for national health education activities through its Health Education

Branch; Tertiary Centres for Reproductive Health, implemented by

FMoH's Department of Hospital Services and Training; Public

Enlightenment on Population, implemented by the Federal Ministry of

Information (FMol) through its Population Information and

Communication Branch (PICB); Population/Family Life Education through

Primary Schools, implemented by Nigerian Educational Research and

52



FSSDD/ICPD/FC.3/98/Inf.4
Development Council (NERDC) through its Population Education
Department; Monitoring the Impact of National Population Project

through a Sentinel Survey System, implemented by the National
Population Commission; and, Integration of Population into Development

Planning, implemented by the National Population Commission. A review
of project performance in 1997 shows that some successes were recorded

but none of the subprojects was able to implement more than half of

planned activities. The subprojects have no doubt failed to achieve
their objectives, probably because of some administrative bottlenecks.

The activities of the various subprojects are coordinated by DCDPA

while PAFA provides the needed funds. Activities of the NPP have

stalled for some time.

2.6.2 Implementation of Programmes Related to Reproductive Health and

Reproductive Rights

Although Nigeria, like other countries, is yet to fully implement

reproductive health programmes as envisaged in the declarations of

ICPD, certain strategies have been adopted in the implementation of

programmes related to reproductive health and reproductive rights to

promote increased access to reproductive health services and to

protect people's reproductive rights. The strategies include:

• The integration of family planning and Maternal and Child Health

Care services under the PHC system, at least on a pilot basis;

• The expansion of the community-based distribution programme to

deliver MCH/Family Planning Services;

• The development and adoption of a Pop/FLE curriculum for primary

and tertiary institutions;

• The formulation of a National Adolescent Reproductive Health

Policy;

• The increasing participation of NGOs in programme implementation,

especially in the provision of services to certain population

groups: adolescents, women and children;

• The use of advocacy and IEC to alter reproductive health

behaviour and discourage harmful practices, especially female

genital mutilation;

• The creation of the Ministry of Women■s Affairs to advise
Government on policies and strategies to enhance the status of

women;

• The development of multi-sectoral and multi-agency approach to

the implementation of programmes;

• The recognition of the role of men in reproductive health and the

development of appropriate IEC strategies to mobilize men to

participate in reproductive health;

• The use of research findings in the formulation of policies,
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especially those related to adolescent reproductive health and

harmful practices;

2.6.3 Activities on Specific Components of Reproductive Health/Rights

(a) Family Planning

One of the major objectives of the 1988 National Population

Policy is to make family planning services universally available. The

National Population Project was designed to facilitate universal

access to family planning services. Unfortunately, the supply of

contraceptives has been heavily donor-dependent. Government's

participation in family planning service delivery seems to be almost

limited to the provision of health facilities, which serve as service

delivery points, and technical staff. Contraceptive supply has usually

been ensured by international agencies/NGOs. Notable among these are

USAID (which was the most dominant supplier of contraceptives between

1985 and 1994 through its Family Health Services Project), UNFPA, and

IPPF (through the Planned Parenthood Federation of Nigeria - PPFN).

PPFN has ensured supply to the public sector since 1995. Another major

supplier is the Society for Family Health (SFH), which sells

contraceptives to both the private and public sectors at subsidized

rates and currently coordinates the social marketing of contraceptives

supported by the British Overseas Development Administration (ODA).

The international agencies have continued to expand their

services in Nigeria. Between 1994 and 1996, UNFPA supported the

National Family

Planning Programme through two Contraceptives Supply and Logistics

Management projects. The projects, which provided contraceptives and

maintained the integrity of the Family Planning Contraceptives

Logistics Management System, helped to avert the crisis caused by the

withdrawal of USAID support to the public sector. The projects ensured

steady supply of contraceptive commodities in 1995 and 19 96 and the

commodities supplied were distributed throughout the country. PPFN

currently has about 157 service delivery points consisting of 33 State

FP Centres, 70 local FP clinics, 44 sessional clinics and 10

outreaches. In each of the centres/clinics, services provided include:

supply of commodities; counselling on choice of methods and

infertility; physical examination of clients and pregnancy test;

health education; and, referral for STDs. In the PPFN headquarters in

Lagos, vasectomy is performed and a Youth Friendly clinic is currently

being operated.

Family planning service delivery points in Nigeria include the

MCH/FP units of public hospitals, primary health care centres, private

hospitals and clinics, pharmacies, drug stores and the various

community-based distributors. In non-governmental hospitals and

clinics, family planning services - counselling, commodity supply,

health education - are provided as part of the general medical care.

In public sector health facilities, family planning services are only

provided at MCH units with the implication that adolescents and

unmarried women as well as men tend to be excluded from the services.
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It must be noted that, in spite of the high level of dependency

on donor agencies, the provision of family planning services has

undergone some transformations in recent times, especially after the

ICPD. First, the Ministry of Health has experimented with the
integration of family planning and Maternal and Child Health Services

under the PHC system. The experiment had been carried out in 22 local

government areas (LGA) which were selected from 22 states (1 LGA per

state). One hundred health facilities (5 facilities per LGA) are
involved in the experiment. The selected health facilities (primary

and secondary) were strengthened through the provision of equipment

and training/retraining of staff. In each of the health facilities,

MCH/FP services are provided. There is a plan to extend this
integrated approach to other health facilities in the country once the

modalities for making it a success are adequately determined. The

integration of MCH/FP services has also been initiated in 10 states of

the federation with funding from UNFPA. The State projects, which

started at different times, were provided technical assistance to

support development of capacity at grassroots level. Seven of the
projects had been reoriented to reflect the ICPD thinking on

reproductive health.

The second major development is the increasing use of non-static

channels to deliver family planning services. In order to make family

planning services more accessible to the people, especially in the

rural areas, the community based distribution (CBD) programme has been

expanded to include more communities. The Centre for Development and

Population Activities (CEDPA), a USAID implementing agency, has

recently sponsored the implementation of the community based

distribution programme by NGOs in nine states of the Federation. An

evaluation of the

programme, recently carried out, shows that it has been successfully

implemented. PPFN and the Association for Reproductive and Family
Health (ARFH), a non-governmental organization based in Ibadan, have

also participated in the implementation of the CBD programme. Under

the CBD programme, individuals, including Traditional Birth Attendants

(TBAs), traditional healers, adult males (to serve as male

motivators), and youths (to serve as peer counsellors) are selected
from the community and trained on service delivery. They are trained

to counsel, provide health education, distribute non-prescriptive

commodities, treat minor ailments and refer clients, especially for

the management of side effects.

The third major development is the multi-sectoral/agency approach
to family planning service delivery. Several ministries and

parastatals, agencies and NGOs are involved in the implementation of

the National Family Planning Proj ect. It is significant to note that

there has been an increase in the participation of the private sector

in family planning service delivery. In addition to private clinics,

pharmacies and drug stores which serve as service delivery points,

some establishments now operate family planning clinics for their

staff.

The current family planning service delivery system in Nigeria

does not explicitly exclude any group of individuals. Although
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adolescents may not be willing to receive family planning services

from the regular service delivery points, there are no regulatory

provisions against their receiving family planning services.

Parental/spousal consent is no more required for non-surgical

services. However, there are still cultural biases which need to be

removed and IEC materials have been developed to address them. With

respect to male involvement in family planning, several studies have

been conducted by NGOs and individuals with a view to determining how

to encourage male participation in family planning programmes. Several

IEC activities have also been undertaken, especially by international

organizations and local NGOs, on the need for men to participate in

family planning programmes.

(b) Adolescent Reproductive Health

The sexual and reproductive health problems of youths in Nigeria

are similar to those of their counterparts in several other countries:

early and unwanted pregnancy; unprotected sex and the associated risk

of contracting STDs, including HIV/AIDS; obstructed and prolonged

labour. These problems are compounded by the unwillingness of youths
to use regular MCH/FP services and the reluctance of some public

sector health workers to provide reproductive health services to

adolescents. Although the 1988 National Population Policy did not

explicitly address adolescent reproductive health, it points to

Government's recognition of the peculiar reproductive health needs of

youths by highlighting the need to increase age at first marriage,

reduce child bearing among teenage mothers and provide

population/family life education to youths.

Since the adoption of the policy, especially after the ICPD, NGOs

and other Community-Based Organizations (CBOs) have been prominent in

the provision of services to promote adolescent reproductive health.

Those services include: Advocacy for national policies and programmes

to promote adolescent health, especially, by the national coalition of

youth-serving organizations and the Nigerian Association for the

Promotion of Adolescent Health and Development (NAPAHD); Establishment

of multi-purpose Youth Centres to provide guidance and counselling,

health education, vocational training, recreational services and

supply of commodities to youths,- training of peer

educators/counsellors,- Provision of population/family life education;

Education on parent-child communication,- and, Promotion of research

studies on adolescent reproductive health needs. The NGOs, located in

different parts of Nigeria (but with highest concentration in the

South-West) are currently involved in adolescent reproductive health

services. While the participation of NGOs is a welcome development,

the predominance of NGOs in the provision of adolescent reproductive

health services has the implication that areas with little NGO

presence are not going to be adequately covered.

Following the ICPD in 1994, Government has shown further

commitment to addressing the reproductive health needs of adolescents

through the formulation of an Adolescent Health Policy (AHP). The AHP,
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which highlights the objectives and strategies for implementing the

new Adolescent Reproductive Health Programme, has been approved by the

National Health Council. In addition, an Adolescent Reproductive

Health Programme has been drafted jointly by Government and NGOs. The

post-ICPD era has also witnessed an expansion in the scope of
activities of NGOs to incorporate additional components of

reproductive health. In this regard NGOs have included the provision

of information on STDs/HIV/AIDS as one of the services being provided,

not only in their various Youth Development Centres, but also through

their outreach programmes. In addition to seminars/workshops, IEC

materials have been developed by NGOs to educate their target

populations on consequences of unprotected sex, including the

contraction of STD/HIV/AIDS. Films have been produced by NGOs and

other groups to sensitize youths on the dangers of unprotected sex.

Most of the NGOs work with in- and out-of-school adolescents. The role

of Government in coordinating the activities of NGOs is indeterminate

at present.

One of the programmes recently developed to address the

reproductive health needs of adolescents in Nigeria is the Composite

Adolescent Reproductive Health Initiative in Nigeria (CARHIN). CARHIN,

an institution-based initiative by Government and NGOs, is aimed at

providing services and information for in-school youths in tertiary

educational institutions and establishing sustainable mechanisms for

operationalizing adolescent reproductive health programmes. Government

has already sought support from UNFPA for the implementation of the

programme. The target of CARHIN is to reach about 50% of youths in 24
tertiary institutions (colleges of education/polytechnic/universities)

in the 12 States (2 institutions per State) where UNFPA will be

supporting State population sub-programmes with reproductive health

information and services over a period of three years. Access to

effective adolescent sexuality education and counselling is to be
achieved through strengthening the institutional capacity of an

identified Youth Serving Organization to function as national Human

Sexuality Training Centre.

CARHIN is not the only institution-based programme developed to

address the reproductive health needs of adolescents. Another one has

been developed by NERDC, through assistance from World Bank and UNFPA,

to integrate Family Life Education into the primary and secondary

school curricula. The curriculum, which reflects the new concept of

reproductive health, has been developed and approved, and teachers

have been trained for the programme. Implementation will commence soon

and during implementation, family life issues will be taught as part

of certain subjects. The programme has been extended to the primary

school level to afford pupils who may terminate their education at

that level an access to some basic reproductive health information and

education. Since the programme is going to be nation-wide, especially

when it becomes fully operational, it is envisaged that it will

provide basic reproductive health education to almost all adolescents.

(c) Prevention and Treatment of STDs, including HIV/AIDS

A noteworthy feature of the STD/HIV/AIDS control programme in
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Nigeria is the high and increasing participation of Non-governmental

organizations. The increasing participation of NGOs, especially in
prevention activities, must have been a reaction to the increase in
seropositivity rates, especially among adolescents, and the
realization that there is yet no cure for AIDS. International
organizations that have participated in STD/HIV/AIDS control programme

through advocacy, IEC activities or funding of either the national
control programme or local NGOs include AIDSCAP {later FHI), UNFPA,

WHO, STOPAIDS, CANADA FUND and UNAIDS. Several local NGOs, with
funding from the international agencies, have participated in the
control programme through IEC activities and advocacy. These
activities have been undertaken to discourage behaviours that have

been identified to facilitate the spread of the diseases while
promoting behaviours that reduce the risk of infection. The NGOs are

scattered throughout the Federation (with higher concentration in the

South) and they usually target high risk groups: long distance lorry
workers; commercial sex workers; market vendors; and, adolescents.

Government has also shown commitment to the control of HIV/AIDS

especially with the setting up of structures to formulate policies and
implement STD/HIV/AIDS control activities. Government has expanded its

control programme in recent years to reflect the new thinking in
reproductive health. The National AIDS Committee (NAC) is a multi-
disciplinary, governmental organization charged with the
responsibility of formulating AIDS policy and undertaking advocacy

activities. NAC has collaborated with UNAIDS, the Technical Advisory
Committee (TAC) and, lately the Petroleum Trust Fund (PTF), in the

implementation of its activities. A national AIDS policy, which
highlights new orientations and strategies in the control of the

disease, has just been formulated and would be adopted very soon. The

National AIDS and STD Control

Programme {NASCP} implements and monitors STD/HIV/AIDS control

activities. While TAC {a multi-disciplinary committee) advises NAC and

NASCP on policy and technical issues, UNAIDS co-sponsors NASCP,

coordinates the UN support to the expanded national HIV/AIDS programme

and undertakes advocacy and resource mobilization.

NASCP has strengthened its collaboration with universities,

research institutions, teaching hospitals, relevant ministries or

parastatals, the private sector and NGOs in the implementation of its

activities. The various activities of NASCP are carried out by its
different departments. The activities include: training of health

providers and other programme implementors; provision of information
and education on STD/HIV/AIDS; organization of

symposia/lectures/workshops; advocacy; promotion of needs assessment

and sentinel surveys; and, drug trials. The Administrative department,

for instance, provides logistic support for the various activities of
NASCP. The Epidemiology, Surveillance and Research department

coordinates sentinel survey and research activities. The Information-

Education- Communication department coordinates the development of IEC

materials and the use to which the materials are put with respect to

educating the population on different aspects of STD/HIV/AIDS. The
Laboratory department coordinates laboratory activities which include

testing for HIV sero-positivity. The Clinical/Home Care/Counselling

58



F3SDD/ICPD/FC.3/98/Inf.4

department is responsible for designing and implementing clinical and
home management of patients strategies. The Monitoring and Evaluation
department evaluates level of performance and impact of programme

activities. NASCP has focused its control measures on the prevention

and syndromic management of STDs as well as the coordination of the

integration of syndromic management of STDs in PHC system.

A noteworthy feature of NASCP is its decentralization of

programme coordination. Each State has a Coordinator for STD/HIV/AIDS
activities. In collaboration with UNDP, NASCP has recently established

four zonal offices across the country for effective monitoring and
supervision of AIDS control activities and for getting closer to the
grassroots. In addition to providing education to the general public,
NASCP has, in collaboration with NERDC and with funding from Chevron

and NNPC, developed an educational programme for in-school

adolescents. In relation to this programme, two textbooks on AIDS have

been produced for adolescents in upper primary and secondary schools.
The educational programme is to be piloted in 65 upper primary and
secondary schools in 5 States of Nigeria where chevron operates:

Lagos, Ondo, Imo, Delta and Rivers. In addition to the production of

the books, NASCP has undertaken the following activities in connection

with the school AIDS education project:

• Initiation and advocacy visits to the States involved and

formation of State Local Organizing Committees (SLOC) comprising

of State's AIDS Programme Coordinator, Representatives of the

Nigerian Union of Teachers, Parents/Teachers Association,

Headteacher/Principal, Community Leader and Ministry of Health

official;

• Sensitization training for SLOC members;

• Needs assessment survey;

• Training of health workers in health facilities that will serve

the selected schools on syndromic management of STDs - Books were

distributed during training;

• Development of posters in collaboration with NERDC;

• Training of teachers on use of educational materials in

collaboration with NERDC.

NASCP has also collaborated with the private sector, especially

GLAXO and ROCHE in the implementation of its activities. In

collaboration with ROCHE, NASCP has introduced HIVID tablets

(Zalcitabine or DDC) , a reverse transcriptase inhibitor, and INVI RASE

tablets (Saquinavir), a proteinase inhibitor, and the results have

been encouraging. Using the platform of Nigeria Employers Consultative

Association (NECA), NASCP is reaching out to the private sector for

STD/HIV/AIDS work place intervention programme. The formulation of

AIDS policy for individual companies of NECA was the theme of a recent

NECA seminar on HIV/AIDS. FHI/USAID co-sponsored the seminar.
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(d) Promotion of Safe Motherhood

The health of mothers in Nigeria leaves much to be desired and

has been a cause of concern for Government. Nigeria is one of the
countries with rates of maternal mortality close to 1000 per 100,000

live births. Maternal mortality rate varies by several factors among

which are urban-rural place of residence and region, with the northern

regions having the highest rate. Maternal deaths are attributed to

direct obstetric causes: obstructed labour, infection, haemorrhage,
hypertensive disease of pregnancy/eclampsia and the complications of

unsafe abortion.

Improvements in maternal and child health are usually associated
with access to adequate pre-conceptional, antenatal, intra-partum and

post-partum health care services. A Maternal and Child Health Policy

was formulated in 19 94 (shortly before the ICPD) to enhance
accessibility to these services. The overall goal of the policy is the
development and adaptation of technologies and approaches to promote

health of mothers and children. The recommended strategies for

implementation include: Advocacy to mobilize policy makers and key
Government officials, opinion leaders and NGOs through IEC activities;

Expansion of maternal and child health services and referral through

provision of additional health facilities; Strengthening of health

facilities through provision of equipment and adequate manpower;

Improvements in quality of services; Mobilization of resources to

finance activities; Training and re-training of health providers -

Neonatologists, Gynecologists, Obstetricians, Paediatricians,

Nurse/Midwives, Private Health Staff, Community Health Workers,

Voluntary Health Workers/Traditional Birth Attendants; Establishment

of Health Information System; Adoption of integrated approach and

promotion of multi-sectoral collaboration.

Although the implementation of the Maternal and Child Health

Policy is supposed to have taken off at every level of the national

health care system, using the Primary Health Care approach as the main

thrust, there are no data to support increased access to MCH services,

especially by the rural people. There are also no data to show that

the quality of maternal and child health care services in the public
health sector has greatly improved. Although safe motherhood

activities are coordinated by the Federal Ministry of Health (FMoH)

with support from Family Health International (FHI), the manner in

which safe motherhood activities are carried out in Nigeria suggests

lack of comprehensive national strategic plan on safe motherhood at

present. With inadequate resource allocation to the health sector
generally, most of the visible safe motherhood promoting activities

are undertaken by international and local NGOs which implement

individual programmes perceived capable of improving maternal and

child health in line with various international recommendations.
UNICEF, USAID (through its implementing agencies), UNFPA, Carnegie

Corporation have one time or the other supported safe motherhood
initiatives through the following activities: advocacy; sensitization

of leaders; education of mothers on the need to use prenatal, intra-

partum, post-partum services; awareness creation and motivation of

communities on issues of safe motherhood; promotion of communication

and collaboration between midwives and traditional birth attendants;
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and training of health providers on life saving skills.

Several local NGOs have also participated in safe motherhood

promoting activities. Notable among the local NGOs are the Inter-

African Committee (IAC), Nigeria, and Women1s Health Organization of

Nigeria (WHON) . IAC, for instance, has promoted safe motherhood and

child survival initiatives through: Mobilization of Policy leaders,

Community leaders, Opinion leaders, Association leaders and community

members; Training of Nurses/Midwives as trainers and supervisors of

TBAs; Training of TBAs to improve their skills and knowledge in safe

delivery practices; Delivery of kits to TBAs; Promotion of
collaboration between nurses/midwives and TBAs; Promotion of research

studies through grants to researchers in Nigerian universities on the

"Situation of the Girl Child" in the North, South-East and South-West;

Organization of refresher courses for health providers; and networking

with other NGOs that include PPFN, Action Health Incorporated and

Society for Women and AIDS in Africa on safe motherhood and child

survival initiatives.

Abortion is still illegal under any circumstance in Nigeria.

However, there are no regulatory restrictions to post-abortion care

services which are available in many health facilities in the urban

areas. International Project Assistance Services {IPAS) provides

practical training on the use of manual vacuum aspirator (MVA) for the

managing of the complications of incomplete unsafe abortion in eight

states of the federation.

(e) Eradication of Harmful Traditional Practices

Several traditional practices which are inimical to the health of

women and children, especially female children, have been identified

in

Nigeria. They include child marriage, purdah, maltreatment of widows
(especially with respect to inheritance), tribal marks, body scarring

and female genital mutilation (FGM). Of all these practices, it is

female genital mutilation that has received much attention mainly

because it causes bodily harm, exposes the girl child to the risk of

infection and consequently affect reproductive health conditions.

According to a publication Female Genital Mutilation in Nigeria

by Inter-African Committee (Nigeria) , FGM is widespread in Nigeria. It

was estimated that more than fifty percent of Nigerian girls/women
have undergone the procedure. Four types were identified: Type I which

involves the excision of the hooded clitoris with or without excision

of the tip of the clitoris,- Type II which involves the excision of the

hooded clitoris together with partial or total excision of the labia

minora; Type III which involves the excision of the external genitalia

with or without the stitching of the raw edges together/narrowing of

the vaginal opening (infibulation); and. Type IV which is Angurya or

Gishiri cuts incision extending from the vaginal opening anteriorly or

posteriorly into surrounding tissue with damage to the urinary

bladder/urethra opening or rectum and anus.
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There is yet no legislation against FGM in Nigeria in spite of

its impact on reproductive health. The participation of Government in
activities aimed at discouraging the practice is minimal. However, in
line with global efforts to eradicate this practice, non-governmental

organizations in Nigeria have adopted advocacy, IEC and research as
strategies to mobilize the people against the practice. These
activities are undertaken among the various ethnic groups. In the
forefront of the struggle against FGM are the National Association of
Nigerian Nurses and Midwives (NANNM) and the Inter-African Committee

(IAC), established in 1984 to promote grassroots programmes which are
capable of eradicating FGM and other harmful traditional practices.

NANNM, which has branches in all local government areas of the
federation have played a significant role in the campaign against FGM.

In order to design appropriate intervention strategies for the

eradication of FGM, IAC sponsored a series of studies on the
prevalence of FGM, types of FGM, cultural beliefs and values that

support FGM, types of instruments used, and consequences of FGM. Using
different survey and anthropological approaches, information was

collected from community members, victims, circutncisors and health

practitioners {nurses and doctors). The results of the studies have

been published. IAC, which now operates in about 2 5 states of the

Federation, has continued to adopt research-based IEC strategies to

mobilize the community for health action. Policy makers. Traditional

Rulers, Community leaders, religious leaders, Association leaders,

Traditional Birth Attendants and Healers, Youths and other community
members are usually invited to workshops, seminars, group discussions
and community meetings where the consequences of this harmful practice
are discussed by experts. Using the same fora, beneficial traditional
practices are promoted. Posters and flyers are often distributed,

through TBAs, to community members.

(f) Reproductive Rights and Status of Women

As indicated above, there is no legislation against harmful

traditional practices which have been identified as means through

which women's sexuality, reproductive rights, mobility and exposure

are controlled by men. To reduce gender inequality, several NGOs,

mostly those with women members, have embarked on advocacy to press

for reviews in national and sectoral policies in favour of women. The
advocacy activities which started shortly after the Third

International Women's Conference in 1985 received a boost after the

ICPD and the Beijing conference. Unfortunately, the Gender Analysis
Framework (GAF) which was expected to replace the Pre-ICPD Women in

Development (WID) advocacy strategy is yet to be fully operationalized

in Nigeria. Thus, issues of women's economic empowerment and increased

participation in policy and decision making have continued to receive
more attention in advocacy activities at the expense of such issues as

gender stereotyping, violence against women, vulnerability of the girl

child to discrimination, sexual exploitation and abuse, reproductive

rights and male involvement and responsibility.

In spite of the deficiency in current focus, some successes have

been recorded through the advocacy activities. First, there is
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currently a policy (even it is implicit) in Nigeria that the executive

councils of Governments (especially at the Federal and State levels)

must have female members. The proportion of female members may be low

at present but improvements are expected over time. The second

achievement is the creation of the Ministry of Women's Affairs and

Social Development. The Ministry is expected to advise Government on

the formulation and implementation of policies affecting women. The

third achievement is the creation of the National Centre for Women's

Development. Women organizations which have been involved in advocacy

activities include the National Association of Nigerian Nurses and

Midwives (NANNM), Nigerian Association of Women Journalists (NAWOJ),

Women, Law and Development Centre, Women in Nigeria (WIN), Country

Women Association of Nigeria (COWAN) and the National Organization of

Women (NOW). USAID through CEDPA has supported women empowerment

promoting activities of the National Council of Women Societies

(NCWS), COWAN and other NGOs in Nigeria.

3. CONCLUSION

This report highlights the implementation of policies and

programmes related to reproductive health and reproductive rights in

six selected countries. The countries, in order of field visit, are:

Uganda, Zimbabwe, Botswana, Cameroon, Burkina Faso and Nigeria.

Implementation was examined in terms of the existence of

population/sectoral policies that highlight implementation strategies

and the extent to which adopted strategies and activities facilitate

the attainment of the goals and objectives of the new concept of

reproductive health.

The various country-specific findings have been spelt out and

will not be discussed here any more. However, it is important to

highlight some general observations. It has been shown in this report

that:

• The countries are at different stages of the implementation of

the recommendations of the DND and the ICPD PoA;

• The level of Government participation in the implementation of

reproductive health programmes varies among the countries. While

in Botswana, the Government, through its ministries and

parastatals, is the most predominant provider of services, in the

other countries, non-governmental organizations are major

providers of services;

• Only Botswana has achieved the contraceptive prevalence target

set by DND for the year 2000;

• All the countries have adopted the principle of integrating MCH

and FP services under the PHC system. The level of implementation

varies, however;

• Irrespective of who the implementors are, advocacy, IEC and

research are the three most predominant implementation

strategies, especially in the prevention of STD/HIV/AIDS,

eradication of harmful traditional practices, and the creation of
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enabling environment for enhancing women's status;

• The last few years, especially the Post-ICPD and Post-Beijing

years, have witnessed high levels of collaboration between

Government, the private sector and the non-government

organizations in the implementation of reproductive health

programmes;

• The creation of a Ministry of Women's Affairs or the re

structuring of existing ones in all the countries after the ICPD

or Beijing conference indicates the commitment of Governments to

formulate and implement policies aimed at bringing about gender

equality.
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