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Glossary & Abbreviations

AdS¢ Armée du Salytthe partner organisation dfeger des HeilgoPrismain Bukavu,
South Kivu (DRC) with an FP program in aithelinic in Nyamuhinga (part of Bukavu).

ADED; Appui au développement de I'enfant en détregbe partner organisation dked een
Kind(coPrismain Uvira with an FP program in Minembwe, a city in South Kivu.

Aire de Santé& Regionwithin azone de saé with one health centre.
ARV Anti Retroviral Dugs
ASHIDO Community centre in Kirkos subcity in Addis Ababa. Partner of Dorcas Aid Ethiopia.

Bukavug City in DR Congo (South Kivu), research took place with AdS in the area of
Nyamuhinga.

CBD- Communitybased Distributo(Malawi)

CPI¢ ClientProvider hteraction, where the provider is a stafiember of a health clinic or
organisation providing FP services to the community.

DR Conge Democratic Republic @ongo
EKHEEthiopian Kale Hiwot Church.

FARDG The Armed Forces of the Democratic Republic of Congo (French: Forces Armées de
la République Démocratique du Congo). State organisation responsible for defending the
Democratic Republic of the Congo.

FGA- Family Guidance Association: another NGO active in promoting FP in Ethiopia.

FGD¢ Focus Group Discussion, a method used in the research with a group with people from
a certain background, focused on a certain them, where participatory methods are used.

FP¢ Family Planning

HEW- Health Extension WorkerdNurse employed by the Ethiopian Ministry of Health, with
tasks to go home to home to promote the 15 health & hygiene points of the government
and to explain abouBRHRissues at schools.

HIV¢ Human Immundeficiency Wus, a slowly replicating retrovirus that causes the
Acquired inmuno-Deficiency $ihdrome (AIDS)

Implant ¢ A hormonal contraceptive, placed in the upper arm of a woman. The (brand)
names mentioned by people during our research are NorplantJaadelle. However, also
Implanon is a brand name we found at the health centres/hospitals, together with Jadelle,
and it is said that Norplant is not used any longer. Officially, Norplant and Implanon prevent
pregnancies up to 3 years, and Jadelle up ted&y. If we use the word implant, we cannot
guarantee which brand name is meant.

Injectable¢ A hormonal contraceptive, injected into a part of the body of a woman. The
brand we saw mostly is Degerovera, and in Ethiopia Confidence. These injectablespast
to 3 months, and contain 150 mg Medroxyprogesterone acetate.

IUDC Intra Uterine Device
JMA- Jimma Medan Acts: an HIV prevention and care program organised in Jimma by EKHC.

Kebele- the smallest administrative unit in Ethiopia, which covers thediyatace of around
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500 families (around 4.000 inhabitants).

Kimbanguisteg; A religion in DR Congo, founded by Simon Kimbangu in then Belgian Congo
in the beginning of the 20th century. The religion is linked to Christianity.

Komandag Townin DR Congo (@mtale) where the research with PPSSP took place.
Kuriftu ¢ Town in Ethiopia

LAM- Lactational Amenorrhea Bthod, a natural birth control technique based on the fact
that lactation (breastmilk production) causes amenorrhea (lack of menstruation).

Loop¢ Intra Uterine Device

Morning-After Pill¢ Emergency contraceptive in the form of a pill, possible to take up to 120
hours after conception.

NGO¢ Non-governmental organisation

Pill¢ A hormonal contraceptive, to be taken every day by a woman. Differemidsravith
different contents are available.

PPMc¢ Pregnancy Prevention &thods

PPSSPProgrammede Promotion de Soins de Sante Primajpastner organisation of EAR
Netherlandg(coPrismawith FP program in Komanda (Oriental) DRC.

PWDc¢ Person with a debility

Relais Communautaires Volunteers women or menglected by the community to link the
community to a health clinic. They receive training and organise awareness raising activities
for different aspects of the health clinic (e.g. vaccination cagmsiand also for FP.

SRHR Sexual and Reproductive Heai#thd Rights

SSk Semistructured Interviewg a methodof data collection in which list of questions is
prepared, but where the researcher can adapt the interview to the circumstances.

STI¢ Sexwal Transmittabldnfection
SWOT Strengths, Weaknesses, Opportunities and Threats

Uchembereprogam- The Uchembere network implements reproductive health and safe
motherhood in the 3 synods of the Church of Central Africa Presbyterian with support f@mn IC

Ushindiprogram¢ Program of PPSSP of which Family Planning is part, but which involves
also youth groups, HIV/AIDS groups, violence based on gender etc.

Uvira¢ City in Congo (South Kivu) where the research with ADED was conducted.

WSWM- The World Strts With Me¢ Computerbasedsexuality education program
combined with discussion groups in which yoatie educated about SRH.

Zone de Santé& Region with differentires de sant¢around 15), with one hospital where
people can be referred to.
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Executie Summary

In this qualitative research we aimed to documemrspectivesand practicesof faith-basedpartner
organisations in EthiopiddRCongo and Malawi on how they support their beneficiaries in taking
informed and voluntary decisions related family planning(FP)and provide access tpregnancy
prevention methods (PPM)n addition, we sought to identify potentials or learnings from progsam
that are fungioning well resulting in ourecommendations for furtheprogramdevelopment.Our
specific focs within this research was on youth as they have specific needs and have to overcome
specific barriers in regards to accessing PPM and information.

We point out that in order to understand and verify the perspectives and practices of partner
organisationst was necessary to take into account the point of view of community members, as

well as keeping in mind the specific social, cultural and/or religious context in which it all takes place.
We specifically asked what influence religious beliefs have oadbeptance of PPM. Therefore we

did not only speak with staff members of the FP programs, but also interviewed clients, community
members, community leaders, and religious leaders.

Practices of partner organisations
Our first research question wa®Vhat are the practices of partner organisations on voluntary and

informed decision making regardifigmily planningand access to pregnancy prevention methods?
In response, we looked at the availability, the quality and the accessibility of services.

We foundfirst of all that, in terms o&vailability of services the different partner organisations each
have their own focus. While some proviB@®Mas part of basic health services, others focus on safe
motherhood, while still others aim for HIV prevention. Vimind that the staff working in FP
programmes do not always have correct and full knowledge of FP themes.

The promotion of FP is not only through the FP programs themselves. Media, families and churches
each have an important role. Unmarried people dbtaformation from other sources than married
people (e.g. peers, youth groups, school) and it is good to take this into account.

The goal of counselling in the different places was to give information about FP options to clients.
Privacy (as stressedylEngender Health) was however not always ensured as the settings where
counselling takes place were sometimes very basic. Privacy might however be less of an issue then
Europeans might hold. In the case of rural Malawi mobile outreach services were suftéal
meeting places at the same time.

Availability of PPM was different for each partner organisation, often due to the different types of
health facilities the partner organisations collaborated with. Condoms, pills and injectables were the
methods mat easy to obtain and together with implants most often used.

In terms of thequality of servicesve looked at knowledge of staff and social qualities. For both we
recommend (followup) training. Not all the staff working in FP had been trained on FéwlKdge

of staff about methods is not always complete and even insufficient in terms oefiielets. As such,
some staff feel insecure when it comes to providing FP services. Furthermore, we found that not all
clinics can offer implants as it is necesdaryave trained staff to do this. As regards the attitude of
staff, we only received positive feedback from the community.
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Counselling is important for the quality of services. As such, counselling is in many places a
prerequisite for accessing furthePFservices. It was encouragedseveral places, or even obliged,

that women bring their husbands to counselling sessions. On the one hand this might create a
barrier for women to access FP services, while on the other hand it increases male involvethent an
GKSNBEF2NE YAIKG AYyONBlFrasS 02dzJd SaQ RAFE23dzS 2y C
and clients and, in addition, in Ethiopia staff sometimes had very outspoken ideas about what is the

right type of method.

Accessibility of servicewas sanetimes hampered by a number of barriers, such as: unclear prices,

lack of privacy, service requirements, transport (or distance), and lack of education on the part of
clients. Furthermore, vulnerable groups face even stronger and additional barriercéssang FP
ASNIAOSad ¢KS a20ASGFt y2NX FT2NJ dzyYI NNASR @& 2dziK
to be seen to use FP services, staff sometimes hesitate to provide PPM. In DR Congo, the law
restricts the distribution of condoms to minors der 18 years of age. On the other hand, some

partner organisations offer youtfriendly services and train staff to interact with youth. Accessibility

to PPM (for youth) in Malawi is increased by commubigged distributors. Additionally, we found

that persons with disabilities, pygmies and sex workers had specific barriers to accessing FP services.

Different perspectives on family planning
Our second research question wa¥hat are the perspectives on voluntary and informed decision

making regarding FRnd access to contraceptivesf? order to answer this question we studied
perspectives both of staff and of the community.

Community perspectives on the available FP services were generally positive. People mentioned an
overall improvement since the FPrgiges were introduced. Only rarely people were negative about
FP services; sometimes from their own experience and sometimes from stories going around.

Staff in some places mentioned that they were short of materials, and/or that they encountered
problems in terms of hygiene, time for counselling, mobility and travel expenses. While many staff
are motivated and dedicated to their work, they could sometimes be better rewarded for their

efforts.

Concerning community perspectives on FP, we clearly sawtlieae were affected by the social,
economic, political, and religious context. Reasons mentioned why people practice FP were health of
the mother, economic considerations, rapid population growth (lack of land), ability to care for the
children and provid education for the children, and (especially for unmarried people) to prevent
unwanted pregnancies which would interfere with education and lead to social stigma for the girl. In
contrast, reasons why people are against FP relate to cultural ideas actitpsaabout having many
children, e.g. that children give prestige or that it is good to have large families as children might die.
In addition, there is a perception that women who use PPM are more likely to have sex with other
men besides their husban®&eligious beliefs play a role as well, as people often see children as a gift
from God which should not be refused.
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Gender roles is an important theme within FP. Men and women often have different responsibilities
which are reflected in FP decision makias well, both for married and unmarried couples. Males
are often regarded as the head of the household, as wiser and more rational, and therefore they
take decisions. However, where couples do not have an open dialogue or do not agree about FP,
women regrt to secret use of PPM. Communication within marriage about FP is stimulated by many
partner organisations as well as by some community leaders.

Stories about sideffects of PPM are many, are sometimes vague, and often play an important role
in decisbn-making. Many women fear side effects of PPM such agaamg bleeding, backache,
headache and infertility. Sometimes these saféects are a result from a wrong or inconsistent use
of methods. Nevertheless, both siddfects and myths about sideffects are a significant barrier to

the use of FP methods and should therefore be addressed.

The use of (some) FP methods is condemned by some religious leaders, especially when it comes to
youth. However, large differences could be seen and sometimes rgigeaders encouraged FP

(within marriage) and set an example themselves. While in the past most churches encouraged
Ydzft GALIX AOFGA2Yy X LISNRALISOGAGSE |INB y2¢6 aKAFOIAY3
Additionally, while some churches condemn FB, usdividual members may still use PPM. Another

focus that we identified is on marriages and couples which then encourages discussion on FP.
Nevertheless, when it comes to PPM for unmarried people, most churches limit themselves to
teaching abstinence.

Potentials and challenges
Our third research question wasVhat are challenges and potentials of the various FP programs

concerning voluntary and informed decision making and access to contraceptives?

1. Our data suggest that investing time and resourcespicifically addressing community and
religious leaders, both men and women, to gain their support for FP programs is very much
worthwhile. They can influence public debate about FP and facilitate change.

2. Church leaders in several places felt it wasaative to be able to call upon a Christian NGO
worker who could address the church members about issues of sexual and reproductive health.
Staff of faithbased partner organisations can show leadership and influence a wide audience in
this way.

3. Inall three countries visited, effective dissemination of information and distribution of PPM was
possible through existing networks of either the government or NGOs. Investing in the training
of existing extension workers who discuss FP options, deliver mettrmbladdress community
groups (including youth groups) will increase their impact. A link between the FP program and
the Uchembere program for safe motherhood in Malawi proved productive and should be
expanded.

4. There are many advantages to an open dialotpegveen partners about sexuality and FP.
Although FP services should not be rigid or dogmatic about only counselling couples, our findings
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10.

suggest that there is good reason to think creatively about policies that encourage men to
participate.

The programn Jimma, Ethiopia, made computers available to youth groups so that they could
access information about sexuality and discuss this. Our observations suggest that there is a lot
of scope for the formation of youth groups where life skills and sexualitpeatiscussed. These
can very well be run by churches but also by schools or through a health program.

Youth friendly FP services were pioneered in Ethiopia and werekm@ln and utilised among
youth. This concept can be translated to other settings.

Dumny posters, to which actual samples of available PPM are attached, are a simple but
effective tool to present FP information Encourage FP staff to make Dummy posters which
display all PPMs that are available in a given clinic.

A huge challenge that emergesom the present research is that of encouraging open
conversation about the discrepancy between the theory and practice of adolescent sexuality.
This is clearly an area where dialogue between partner organisations in the Netherlands and in
Africa, based o shared Christian principles, holds a lot of promise.

Although sideeffects of PPM play an important role in the informed and voluntary decision
making about FP in Africa, preciously little objective knowledge is available about these side
effects to eitter the staff of the FP programmes or to the clients using FP. Our data demonstrate
an urgent need for more information about side effects to be made available in forms that can
be easily understood.

Our findings illustrate once more what every seasonedtheaanager in Africa knows, namely
that to operate an effective program, the basic ingredients such as training, supervision,
protocols, incentives and materials require continuous, energetic and loving attention. At a
minimum, every programme that offefSP services should have staff that is adequately trained
in counselling and is qualified to deliver contraceptives such as injectables and implants.
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1 Introduction

1.1 Background to the study
The ICCO Alliance is a partnership of Dutch development NBPxsmas a member of the ICCO

Alliance and igself an association of relatively smaller Dutch Christian member organisations. Basic
Health & HIV/AIDS is one of the themapecograns in whichcoPrismamembers participate,
together with ICCO and Keik-Actie. The Basic Health & HIV/AIp®gramis imdemented in
twelve countries, eight of which are in Africa. The program pays special attention to sexual and
reproductive health and rights (SRHR) including HIV with a focus on women, unmarried peqple (15
24 years), minorities and other disadvantaged gmaufh intends to give special attention to the
often large involvement and influence of religious leaders and churches in this area of thinking.

The ICCO Alliance, in particutaPrisma& ICCOwas interested in research to learn more about the
ways in wich Family Planning (FP) services are functioning among the African partner organisations.
The present research was undertaken in order to gain learning and understanding on the difficulties
encountered in the implementation of FP services. Such learrangtlten be used for capacity
building of staff of FP services and making them aware of the needs of vulnerable groups.

1.2 Purpose & objectives of the study
The purpose of this research is to document perspectives and practices of partner organisations on

how they support their beneficiaries in taking informed and voluntary decisions related to FP and
provide access to contraceptives. Furthermore, this study will seek to identify potentials i.e. will seek
to gather learnings fromprograns that are functioning il resulting in recommendations for
further programdevelopment.

1.3 Theoretical framework
Family Planning (FP) is an important theme as the most common causes of maternal mortality in

developing countries are unwanted, mistimed and unintended pregnancidser @easons for
promoting contraception include the prevention of sexually transmitted infections through barrier
methods and limiting population growth which results in more resources and better education for
the children that are born. Many organisat@nhowever, struggle to successfully promote the
appropriate use of FP methods. These struggles can be found at the level of the client (community
member), the service provider and the overarching level of the social context. In this study we focus
on thechallenges of FP programs at these three levels. Additionally we pay specific attention to the
relationship between FP and religion, and on FP and youth as they are often ignored in studies but
have a high need in terms of FP. Our theoretical framewoparitly based on the framework of
Engender HealthEngender Health, 2003The five points of Engender Health will all be discussed
throughout the results sectigrather than be assigned tone or morespecific suksections.

1.3.1 FP at the level of community nmebers
At the level of community members, struggles for people to make an informed and voluntary

decision on FP relate to personal characteristics (gender, age, marital status, education, cultural and
religious background) while the knowledge on FP, typd guality of information sources, and
policies play a role as well. We specifically stress that, especially for African societies, individuals

L A full literature review with references is given in an annex.
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often do not take decisions entirely on their own. People are embedded in a specific social context
(church, fanly, community) and this will influence their informed and voluntary decision making.

1.3.2 FP at the level of service providers
From the side of service providers, there can also be all sorts of reasons why FP cannot be

successfully implemented. From the litena¢ we learn that struggles relate to physical and social
accessibility of FP services, availability of contraceptive methods, and capacity (skillkedgaow
and attitude) of staff. &vice providers and their clients are part of a wider social context a
therefore all deal with norms, values and policies.

1.3.3 Youth and FP
Youth are hardly included in studies on FP. Most research focuses instead on dexkiog of

married couples and parenthood. There is however a high unmet need amongst young people as
they lack information and cannot access FP services. As it is more likely targeisgroupto have
unprotected and norconsensual sex, there B specific need to include them in FP programs.
Reasons for why youth are not included in FP programs arapngst others come from taboos
about premarital sex, from shyness and inability of parents and children to discuss sex, from the
idea that talking about sex encourages sexual behaviour, and from governmental policies regarding
sexual behaviour of youth.

1.3.4 Religion and FP
We focus specifically on issues that arise from religious beliefs as they may explain a significant part

of acceptability issues and the prevailing sexual morality; and on issues that are specific to young,
unmarried people. We expect thathurches and community leaders may play a crucial role in
providing information. Especially some religious schools of thought may be more open to teaching
sexual health and the use of FP methods than others. Norms and values are often shaped within
religious communities that may spread certain ideas about the autonomy of women, about
individual agency, sexual morality, family size, and more specific about the use of contraceptives.
Furthermore, clients need a safe and accepting environment in order tibasklvice and make use

of contraceptives. Especially religibased organisations need to be conscious of the potentially
negative associationf FP and religion in the minds of their cliemthich might endanger such a
WAl FS YR FOOSLIiAYy3 SY@ANRYYSYyGQo®

1.4 Research questions
The central research question for this study is: What are practices, perspectives and potentials of

partner organisations on voluntary and informed decision making regarding FP and access to
contraceptives? This question is operationadias follows:

1. What are the practices of partner organisations on voluntary and informed decision making
regarding FP and access to pregnancy prevention methods?

2. What are the perspectives on voluntary and informed decision making regarding FP and
access t@ontraceptives? (using the 5 elements of Engender Health)

3. What are challenges and potentials of the various FP programs concerning voluntary and
informed decision making and access to contraceptives?
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2 Methodology
2.1 Phase 1.

2.1.1 Literature review
In a literatue review, an understanding was created in the current thinking around Family Planning

(FP) and its challenges. The literature revieauseson the following themes: unmarried people,
accessibility, voluntary and informed decision making, religion andegefurthermore we acquired
region (SubSaharan Africa) and country specific literature@d Congo, Ethiopand Malawi.

2.1.2 Selection of sites for field visits
A mapping exercise (June 2013) with 61 partner organisations of theAll&ize showed that th

emphasis for most partners is on interventions for HIV/AIDS and on sexuality edufmatioung
people. Much less attention was given to family planning servi@ata collection was conducted in
three differentlocal partnerorganisationsin three diferent countries (DRoongo, Ethiopia, Malawi)
whichwere selected byoPrismabecause they had indicated during the mapping exercise that they
haveactivities in the area of FP

2.1.3 Workshop
During a three day workshop, the researchers prepared different mdrtie methodology such as

the focus groups, and were trained in using participatory methods. Attention was given to the
importance of standardisation of the data collection and a list of important themes was developed.
As mrt of the workshoptwo focus goups were conductedwith African women living in
Wageningen where the methodologies were tested and information was acquired on FP in the
African context, seen from the perspective of tlparticipants Afterwards we adjusted our
methodologies withwhat we had learnediuring these focus groups.

2.2 Phase 2.

2.2.1 Field work & field workers
Three researchers visited three different countriesxd were assisted by locally recruited

counterpats. The research counterparts helpéal understand the local contexdid translaion and
carried out some parts of the research independentis Marije Cornielje,aged 25, isa
development sociologist with working esgience in Nepal and Bangladesbhevisited in Malawi

and was assisted by Mrs Sella Nggnaged38, married dental assisant with three children, and
previous experience in studies on health, HIV and Family Planning. Mrs Geertje Dingéngahse
graduate in International Development Studies, went to Ethiopia where she was a reseancher
teacher before. She waassistedin Addis Ababdy Ms Liya Teklu23), a pharmacist with broad
experience in qualitative research on heattllated themesOutside the capital she was assisted by
Ms Meskerem Hailu (27), healbxpert and program officer of Dorcas Aid Ethiopia. M&ilma
Smilde(29) graduatal in Rurd Development Sociology and hateviousexperience in South Sudan,
Burkina Faso, Armenia and Chihe went to DR Congo, where she wasiated by Ms Espérance
Kwalava(30), with a background in community health, exjgerce in research and working in
prevention of HIV/AIDS among youthihus all field work was done by yoynigighly educated
women who had a Protestant background and therefore were able to personally relate to the issues
being studied Each visit to a proagm had a duration of 4 days and was completed by a feedback
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session in which staff were given an overview of the major findings and could comment or correct as
necessary.

2.2.2 Participatory observation
With the help of a checkst, the place where the FP s@® was offered was observed. Points of

interest were the quality of the building (running water, electricity, toilets, waiting room, and
accessibility), the attitude of the staff present, the number of clients, the information about the
services, promotin material and the availability of contraceptives. Photos were made of building,
promotion material and contraceptives.

2.2.3 Informal interviews
During the participatory observation, informal interviews with clients were held. Mostly clients were

waiting to behelped. As not all places of observation were offering solely FP services, also other
clients who came to visit the other health services in the clinic were interviewed, and these clients
were asked about their opinion on and use of FP services, in ocdenderstand the attitude
towards FP of visitors of the clinic.

Furthermore the researchevisited the community and talk with people of a different age or gender
than already talked to during the informal interviews in the health centre. These intendewsd
different goals: to understand how other community groups viewed FP and the program or clinic
that offered the services; to cross check if views of certain groups of people, understood in other
parts of the research (such as focus group discussiovizild be shared by similar groups in the
community.

2.2.4 Observation of clienprovider interaction (CPI)
A researcher would take part in the CPI to be able to observe the attitude of client and service

provider to understand the counselling from practice.f@ehand, we realised there would be
certain barriers such as the confidentiality. However, in practice we realised that there were other
reasons that made it difficult to be present at a CPI, as sometimes it was hard to find out when a CPI
would take plae, and in other places there was no time to organise to be present at a CPI due to the
travelling and other research components taking place at the same time. However, in Ethiopia it was
possible to attend four CPls and it gave us valuable insight in 8yewemen (clients) and nurses
(providers) interacted on FP.

2.2.5 Vignettes and role plays
During the following methods, short stories (for example on a girl who asks for FP advise) called

vignettes were shared or role plays were done. These methods helpedtcibaginions and views

and to understand how religion and culture play a role in shaping ideas on FP. It also gave an
impression of how staff would advise certain people coming for FP services. An overview of the
vignettes and role plays is givenan amex.

2.2.6 Semistructured interview with staff members and teareader
Semistructured interviews were held with staff members of the partmeganisation and/or with

staff of the clinic where the FP service were offered. During these interviews an undersgtafdin
the FP program was made from the point of view of the provider, and the focus was on the different
groups coming for FP.
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During the interview with the teareader, similar questions were asked, with a stronger focus on
the vision of the tearmieader. he interviews also helped to understand if there was a big difference
in knowledge, vision or thinking between the tedeader and the staff.

2.2.7 Semistructured interview with community leaders
Semistructured interviews were held with community leaders: ottuleaders (pastorsn all three

countries), women church leaders (DR Congo, Malawi) and chiefs (Malawi, Ethiopia). During these
interviews, the focus was on the views of the leader regarding FP, for married and for unmarried
persons, and on his or heole in the community and in relation to FPP. DR Congo, community
leaders were interviewed in sail groups.

2.2.8 Focus Group Discussions wifhin)married womenand men
Separate groups of unmarried women, unmarried men and married women were formgd (3

peopleper group) and a focus group discussion was held. The methods used in these focus groups
were: vignettes, discussion, tirme, gendesmatrix, brainstorm, ranking, mapping, ideal family,
probing and specific questions. With these methods, and understgngias formed of how people
viewed an ideal family, an ideal husband/wife, FP, contraceptives and the clinic or partner
organisation. Often groups did not have a homogeneous opinion, and discussion gave a lot of
insights into the different viewpoints withithe groups.

2.2.9 Focus Group Discussion with staff
The staff of a partneorganisation was gathered for a focus group discussion. Methods used were:

vignettes, role play and SWOT (Analysis of Strengths, Weaknesses, Opportunities, Threats). The first
methods gave an insight in how staff members reacted to clients asking for FP, and helped to
understand their thinking on FP with regard to religion, culture and personal opinions. The second
method helped to assess the way in which the staff themselves undeistéwed=P program and the
context in which it works. During the SWOT, the researcher would only ask questions to clarify, and
in the end the researcher would compare the information with the data found during the other parts

of the research.

Table2- Number of participantsby method and country

Method DR Congo Ethiopia Malawi
Informal interviews 25 25 5

SSI Staff 6 11 4

SSI Teaneldess 4 3 3

SSMen leades 11 (3grps) 6 5

SSI Women leader 15 @ grps) 2 1

FGD unmarried men 22 Q F®) 25 @ FGD 19 2 FGD
FGD unmarried women 21 @ FGD 24 (4 FGD) 16 2 FGD
FGD married women 30 @ FGD 28 @4 FGD 16 (2 FGD)
FGD staff 18 2 FGD 19 @ FGD 11 (1 FGD)
Total participants 152 (incl. 24 staff) 143 {ncl. 23 staffy 70 (incl.18 staff)
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2.2.10 Ethical consent
Before an interview or Focus Group Discussion, the researchers took care to explain the

confidentiality of the research and the information shared, and explained that it was allowed to stop
the interview or not respond to questions abwatime.

2.2.11 Differences per country themes
Due to the differences between the researchers, the partner organisations and the differences

between the countries, data gathering in each country déterThe main differences are: role play
only used in Ethiopi CPI observation only in Ethiopia, no chiefs interviewed in DR Congo, and minor
differences in methods used during FGDs (such as the use of different vignettes).

Nevertheless, during the research all researchers took care of covering the following stheme
Information on contraceptives, FP and unmarried people, FP and religion, sexual moral, the image of
the organisation and the accessibility of the services. Another theme that proved to be important
from the start of the research was the prevalence oestffects of contraceptives. The covering of

the different themes was decided to be more important than the use of specific methodologies; all
researchers covered the different themes.

2.3 Phase 3.
In a three day workshop, the researchers came together ardeshthe data gathered during the

visits of the partnetorganisations. Datavere gathered around themes and groups, and similarities
and differences between countries and places were highlighted. Challenges and good practices were
discerned and a foundatioof the report was laid, elaborated in the days after the workshops.
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3 Backgroundinformation of programs visited
3.1 DR Congo

3.1.1 General information
The research took place in the provinzieSouth Kivu anih the province Orientale. These provinces

are strongy affected by the osgoing conflict between rebels and the FARDC (government army),
causing tension and a slower pace of development in these regions. Furthermore, it has caused
many people to flee from the rural areas to the cities. In some regionslarigerous to travel and

this cancause health centres toe (temporarily) inaccessible.

Health care in DR Congo is organiseddnes de sant&hich each have one hospital. Zone de
santéis composedf around l1l5aires de santévhich each have a health me. FP services are
officially included in the basic package of the health centres, but are not always available. The
partner organisations help to strengthen these services e.g. with financial means, providing
contraceptives, training and coaching. Tlerganisations visited in DR Congo are all partnering with
health centres of the government.

3.1.2 Armée du Salut (AdS)
AdS funds and coordinates an pi®gramin the health centre of Nyamuhinga, in the city of Bukavu.

The population of Nyamuhinga is 17,056daim 2013 there were 626 women who used an FP
method. The clinic gives information about FP to pregnant women and young mothers, and gives
counselling to women interested in FP. They give information on natural FP methods and other birth
control methods with are available in the clinic.

AdS has many different programs in DR Congo, and works together with various health centres,
churches and other programs.

The registered nurse and threlais communautairemvited people for the FGDs, for the interviews

the researcher selected the informants.

3.1.3 Appui au développement de I'enfant en détresgADED)
ADED operates its FP programMimembwe, a town in South Kiviihe city is difficult to reachhe

area ismountainous and thditeracy rate is lowFP is not azepted by the majority of people, and
pastors are said to be hostile to the FP program. Yet, there is a slight change in attitude, created by
some awareness raisingraining of pastors,relais communautairesand mothers. However, FP
methods are often pratced in secret. The official proportion of wam who use an FP method is
4.7%.Thedata collectionwas carried outuring one dayin Uvira (46 hours fom Bukavu, and 10
hours from Minembwe) where ADED has its offic&roup interviewswith church leadersvere
organised bya localchurch at the request of ADED; arGD with women from Minembwe was
organised by ADE®aff; the interviewer selected staff members for informal interviews.

3.1.4 Programde Promotion des Sdns de Santé Primaires (PPSSP)
PPSSRas anFP programcalled $hindi)in Komanda, in the south of the province Orientale, 125

km. north of Beni. In Komanda, they work with the hospital and with 7 of thaires de sant®f

Komanda. The programnly juststarted in 2012. Komanda is a safe plateghe midst of an area

where rebels have a strong influence, and many refugees have fled to Komanda in the past 10 years,
creating an unstable population.

PPSSP has some other programs in Komanda, such as an HIV/AIDS program and a program focused
on the cevelopment of children. The programs are working together athing the population.
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Staftfmembers working in Komanda organised the FGDs, people for the interviews were selected by
the researcher.

3.2 Ethiopia

3.2.1 General Information
The government health systefmas the following structure: hospitals; health centres; health posts;

health extension workers (HEW). The HEWSs are nurses and perform home visits to explain 15 health
priorities from the government, of which FP is one.

The contraceptiveacceptance ratesi 560 according to theEthiopian Ministry of Health (2013) but

29% according taanother source (cfTable 3-1). Most women use injectableand second in
popularity is the pill. Recently, the government decided to promote the kangn contraceptives

(loop and implant).The partner oganisations in Ethiopia selected for fieldwork are very diverse in
their activities and size. Also the cultures in which they operate are very different: from urban to
rural and from a dominantly Chriah area to a dominantly Muslim area.

3.2.2 ASHIDO

ASHIDO is an Urban Development project. There is an elderly day centre, a library for youth, a child
and orphanage sponsorship program. The program supports the whole Kirkos commauwsityurb

of Addis AbabaASHIDO has a small health post which is supported by Dorcas International (5 staff
members, of which one nursejnce 2001The health post offers small medical treatments, syrups
and painkillers and FP services. For the other activities, it refers tgahernment health centrén

Kirkos. Per day around -3 married women come for injectables and pills; additionally some
unmarried men quickly come and go with condoms from ¢bedom cornerUnmarried women do

not comehere (1 case in 2 years) since every&nows each other, and no unmarried girl waitts

to be knownshe issexually active

Earlier the health post had a main rolermaking modern FP methodavailable but nowadayghe
government Health Centréook over this role, since it has more resoescand offers more FP
options. The focus of this research is, however, ba EP program of ASHIDO itselvoTboard
members of ASHIDO were interviewed as community leaders. The participants of the FGDs were
partly selected by the staff of the health pastd partly by ourselves (youth studying in the library).

3.2.3 EKHC Kuriftu
EKHC is a large Protestant church with many activities in their Development Program. In the rural

areas around Derbrezeit (45 km SE of Addis) they have many progamessupported ty Tear NL,

of which one is the HIV/AIDS prevention program (Dereje, 2014).

The interventiorareais a rural area without electricity and very sparsely populated. Most people are
Orthodox Christiag) some are protestant. The main aim is to impraMgisation and quality of the
government health centrén Biyo and the 6 health posts in the kebeles, in order to improve
(maternal) health and to reduce STIStaff of the Biyo health centre is well trained, also specifically
on FP and youth counselling. On ege 12 women come for FP services per day, of which 3 are not
married. For our researcha kebele chief, the women group leader and an Orthodox Priest were
selected to be intervieweds community leaders. The FGD particigsawee selected by school and
kebele leades. The local language is Oromifa.
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3.2.4 Jimma Medan Acts
Jimma is a green city, 300 km SW of Addith a university. Around 90% otifie inhabitantsare

Muslims. Jimma Medan Acts is a program of EKHC specifically focussed on HIV prevention and care
for people nfected with HIY supported by Tear NL. There are three staff members (organizing the
program) and many supporting staff and voluntedise role of P in this context is very small. Since
December 2013he program focues on providing informtion to youth via implementing the World

Starts With Me (WSWM) progrmavia schools and youth clubs. Qlata collectiorwas focussed on

the HEVE and the youth club, since WSWM is the main activity of the FP progpaesentlyoffered

by Jimma Medan Act§orour study the following three community leaders were selected: the head

of the health program of the kebele (f, Muslim), a commusityingsproject leader (m, Orthodox)

and the kebele leader (m, Muslim). Themarried FGD participants were invited Ibiye youth club

leaders whilethe married women were invited by the HEWs

3.3 Malawi

3.3.1 General information
The research took place at two hospitals where pregramwas functioning: one hospital in the

northern region (Embangweni), and one in the central ragidkhoma). The Uchembere network is
implementing reproductive health and safe motherhood in the 3 synods of the ClaiirCentral

Africa Presbyterianwith support from ICCOUchembere aims to improve the quality and
accessibility of reproductive la#th services, promote partnerships in the implementation of
reproductive healttprograns and improve the referral of reproductive health emergencies.

The government of Malawi supports the practice of FP by providing FP methods to all the hospitals
in the country. About half of the married women use contraceptives of which injectable, condom,
pill, and steilisation are mostly use(Studies in Family Planning, 2012).

3.3.2 Uchembere- Embangweni
For Embangweni, the Uchembere program is combined with the FRgmogfthe hospital. As a

result, community outreaches focus on both safe motherhood and FP. The hospitatdasd 130

beds (2013) and serves a population of about 100,000 people, with referral cases often coming from
much further away, including Zambidealth caredelivery occurs in 16 village centras well

The FP program of Embangweni hospital includes four trained nurses and a number of other
(assisting) staff. Besides counselling on FP, they also distribute ARVs, provide HIV tests, give
antenataland postnatal care and conduct screening for cervical cancer. The FP program together
with Uchembere haa catchment area population &83,323 people

In addition, Embangweni is located in a very rural and agricultural area. In the village itself there ar
two churches: the Presbyteriaand the Roman Catholic ChurcBesides theeligious leaders, the

chief isan influential personn town.

3.3.3 Uchembere- Nkhoma
Nkhoma hospital has been in existence for over 98 yearssandesult of missionary war Presently

the hospital is a 24bed hospital with medical, surgical, gdiatric, maternity, ophthalmiand TB
wards. FP services are an integral part of the reproductive health servicesyakdndependent

from Uchembere. In 2012 over 9000 clientsa®wed contraceptive. Normallyfive nurses work in

the FP clinic.

TheUchembere program heraims to attain comprehensive sexual and reproductive health services
that are accessible, acceptable, effective and safe to individuals, couples and communities in
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Nkhoma and srrounding health centre catchment areas. The Uchembere network has one staff
leader and a number of Communibased Distributors (CBDs), key informants and facilitators.
Uchemberereaches outto communitiesin 6 different districts While the focus is on safe
motherhood, the CBDs and key informaraiso provide pills, condoms an@P)counsellingto
community members.

Nkhoma hospital is locatedya K 2 diaHréIn Lilongwe. The Roman Catholic and Presbyterian
churches are the largest churchéere and have strong (mostly aversive) ideas about utilisation of
FP by unmarried people. Surrounding areas are similar to Embangweny rural anddifficult
transport. In the villages, the chiefs play an important role in terms of deerigking, nems and
values.

Table3-1. Countrystatistics

DR Congo | Ethiopia Malawi

Populationl 77.433.744| 96.633.458| 17.377.468

Age structuré 0-14y 43% 44% 47%
1524y 21% 20% 20%
2554y 29% 29% 27%
54-64y 3% 3% 3%
<65y 3% 3% 3%

Population 2,5% 3% 2,5%

growth rate*

Fertility Births/1,000 populatio 35,62 37,66 418
Mother's mean age at first birth 20,2 19,6’ 18,9
Maternal deaths /100,000 live births 540 350 460
Infant deaths /1,000ive births 73,15 55,77 48,01
# children born/woman 4,8 5,23 5,66
Contraceptive prevalence rate among 18%' 29% 4696
married women in age of reproduction

Health care Physicians/1,000 population 0,12° 0,02 0,02
HIV Prevalence 1% 1% 11%
Healh Expenditures (% of GDP) 9% 5% 8%

Development Literacy 67% 39% 759%

Religion Roman Catholic 50% 1% -
Protestant 20% 19% 83%
Muslim 10% 34% 13%
Traditional - 3% 4%
Ethiopian Orthodox - 44% -
Kimbanguist 10% - -
Other 10% 1% -

Poverty % of population under poverty line 7196 39% 53%
Labour force in agriculture NA 859% 9094°

Source: CIA factbook. Year of the (estimated) data014; 2: 2012; 3:2011; 4:2010, 5:2009, 6:2008,
7:2007; 82006 9:2004, 10:2003HI\tdata confirmed ly UNAIDS)
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4 Results(1): Practices

In this chapter, data on the availability of FP servigesformation, counselling and actual
pregnancy prevention methods will be presented. The quality of these services will, to the extent
possible, be discussed in sea 4.2 while accessibility of FP services will be considered in section
4.3. A final section will briefly addreshangesn the services over time.

4.1 Availability of services
4.1.1 Information

4.1.1.1 FPpromation by partner organisations
In Ethiopia staff is trained by thpartner organisationand
uses manuals from the government in order to gi
information about FP. They teach clients mainly abo
different types of contraceptives. Staff also provide
information on sideeffects but the information is not always
complete or based on facts. In Malawi clients are mai
taught on safe motherhood topics, but also on FP, HIV &
cervical cancer. Uchembere in Nkhoma does not work m
together with the FP cliniand so they focus mainly on saf
motherhood while missing the opportunity to speak abo
FP. In onelinicin DR Congo, staff also showed a manual t
had gotten during a training, which they used as backgro
information if they had questions on FP.

In what follows, we presenmany other sources by whic
people learn about FP and these may differ between marrie@qster with FP methodsom Malawi:
and unmarried people. Sometimes this information and theséverybody has the right to choose what
sources are much more important for people in terms ofmethod to use

their decisioamaking on FRhan information presented by

the FP program

4.1.1.2 Health promotionthrough the media

Media are another source for health promotion. In urban
settings in Ethiopia the policy of the government is promoted
throughradio and TV. In this wagyeopleof all agesare included
Radio isusedin Malawi and DR Congo as wellorFa small
organisation) however, radio programs are expensive to run so
they are not always ra affordablechannelto reach people. FP
related posters on the streets and in the clinics in Ethiop&a ar
another source, whereas in DR Congo and Malawi, posters or
pictures are mainly used as a tool for nurses during counselling
and in FP awareness campaigns to exptitails of FP during
their talks.

Promotion campaign for
contraceptives in Ethiopia, highly
supported by the government
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4.1.1.3 Married people

Promotion of FPfor married people hapens through different channels such as the clinics (or health
workers), relais communautaire§DR Congo)HEW (Ethiopia)(BDs (Malawi), churctes chiefs
(Malawi), media, other NGO=®.§. Family Guidance Association and Marie Stopes in Ethiopia).
Furthernore, informal channels such as friends are @mant sources of information. Thedifferent
typesof community health workersnentioned aboveare especially important for married women
who are visited at home and advigk about FP.Furthermore,chiefs in Maawi can beimportant
sources of information as they promote FP in their meetings and visit families that tend to grow
large: ChiefMalangd 2 KSy LIS2LX S NS y2i SRdzOFIGSR Al Aa
(..) I speak about it whenever there & meeting. Also, at funerals | speak about FP as there is a very

K

RAGSNES INRPdzL) §238SGKSNIFyR tf 2F GKSY ySSR (2

4.1.1.4 Unmarried people

An importantinformation source for young people in Ethiopia are the HEWs who are asked to speak
in the youthgroup of the church and also at schools. HEWs also distribute sanitary towels and
condoms at schools for the children older than 12 years. For the somewhat older children peers
(trained by thepartner organisatiohare used instead of HEWs and they give infdgiomaon FP and
sexality but not about good marriage. In terms of youthogps, in Ethiopia such groupsovideIn

much information and youth is wediware of the negative aspects of premarital sex. Youth groups
are sources of information for youth in DRr@o as well. In Malawi youth groups were lacking and
unmarried people expressed their specific interest for such groups.

Box1 - WSWM implementation in Jimma

Medan Acts decided to provide the WSWM gram for the youth and students in Jimn¥hey :
chose two channels: the youth club (50 members, dramasrelated, government supported)§
and the high school. In December 2013 four youth leaders and four high school bi:
teachers attended a-6 day trairing in the WSWM program. They went through the Iessci
and practiced facilitating the group discussions. JMA provided computers to the youth cluf
made available their own training centre (incl. computers) for the high school stude
Currently 60 peole completed the 18esson training: 25 in the youth centre and 35 in tI'
school. 112 people are underway and the 2014 target is for 500 young people to complet
training. The teachers invite their students and the youth club asks trainees to briagsofthe
image of the WSWM is very positive among adults and youth. Some topics, like homose:
are negatively reviewed, but other topics and the entertaining elements are very n'
appreciated. Already the fact that an NGO trusts them and provideputars for free greatly -
boosts the image of JMA. Still, some youths cannot participate. Especially poor people
KIgS G2 3ISYSNIrdS GKSANI 26y AyO2YSs Géyﬁ:
not a member of the youth club. If the Etipian government would make WSWM a part of tf:
educational curriculum, the coverage of the program could be increased. :

Inschools in Ethiopia the materials of WSWM are used and youth are positive about this as it is more
fun and more interesting thaniblogy classin DR Congo, youth (especially malegentioned the
biology class (‘'Education a la Vie' or 'Hygiéne farhifialtheir sole official source of information on
sexualand reproductivehealth. Through WSWM youth learn frotmained peer educatos. Working

EnablemengFamily Planning Choices July 2014Page23

)

1



with peers was mentioned to be very effectiire all three countriesin one placen DR Congoa
person from each clasgasinvited for training and aed as a peer educatotealth workers in DR
Congo are however not allowed to bring condorosttie schools (issue of agé 4.3.2.]) but the
workers tell the youthwhere they can get the condoms anywayeer educators can also play an
especially importantole inreactingyouth that are not enrolledn school

Two places where the WSWM is implemented in Jimma, Ethiopia: a youth club (I) and a training ce
school (r)

Parerts in all three countries promote abstinencathoughthere are(rare) exceptions, such as a
Congolese father who makes condoms available to his children, or an Ethiopian father who has his
children tested for HIV every six months. In Malawi uncles, aamtsgrandmothers are more likely
sources of information for youths than parerggceyouths are oftentoo shy or embarrassed to
discisssexualitywith parents Parents sometimes educate their children indirectly through the use

of stories about bad exantgs of youth that got pregnant. In practiciiends are often amore
important souce of informationthan familyalthough theinformation might not alwayde correct

4.1.2 Counselling
Counselling is provided in most places where FP

services are offered. Ofterounselling is seen as
giving information on FBptionsin an individual
talk between the nurse (provider) and the
woman (client). However, the way of counselling
varies greatly betweenclinics. In clinics in
Ethiopiaand outreach clinics irMalawi, thereis
often no privecy for counselling: the room does
not have walls, or they are partly open, and
there is no coverage orthe windows. By
contrast in the hospitalsin Malawi and inboth A typical counsellingpom in a health clinic in
health centresvisited in DR Congprivacy was  Ethiopia. Although there is a curtain, it is still possik
ensured.The quality ofcounselling is discussed 0 look inside, so privacy is not ensured.

in sectior4.2.2

4.1.3 Pregnancy Prevention Methodd>PM)
The availability of the various pregnancy prevention methods has been susechamiTable 41 by

programvisited. Sincgrograns collaborated with dferent types of health faciliés the availability
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varied accordingly. Therograns in Malawi worked out of a hospital and two of theograns in DR
Congo supported aone de santévhich included a hospital and health centres. Tgregrans in
Komanda (PFS°) offered the widest range of 10 choices, respectively, from natural metloods t
sterilisation, followed by Embangweni with 9 choices, which did not include natural methods but
where Morning After pills could be obtained if needed.

At the other end of tle spectrum, programs that offered only three options had condoms, pills and
injectables.These wergrograns that only operated a health post&IDQor that worked through

the Health Extension Workers (Jimma Medan Aat)Ethiopia an injectable can onbhe given by a
gualified nurse, which limits its availability tbe hours when this person is presenhNo medical
prescriptionis needed in order to uspills, and they are available in health centres, provided by
CBDs in Malawi and HEWSs in Ethiopia, ahthinable in pharmacies and misihops. They are,
however, not very popular. In all three countripglls are used as second choibg women who
experienced too many side effects from other methods or do not have access to injectables or an
implant. Mini-pills (a lighter variant) were available in two places (in DRgE andMalawi). In DR
Congo, a nurse indicated that these were given to wonvlp approached menopause.

We found different types of implants: Norplant, Implancefféctive for 3 yeas) and ddelle (5

year9. Norplant was mentioned by a large number of participants in the research, but we are not
sure if that actual brand name is still available, as we only encountered packages with the brand
name ImplanonAn implant should be placed by a Wehined nurse whictimits its availability. In 4

of the 6 clinics we visited it was possible to get an implant and to get ibvech In DR Congo,
women couldalsoget an implantnsertedby unqualified people of the pharmacy, but this is illegal,
and may cause negative sideffects. In Malawiimplants were placed even the mobile FP clinics.

In one place in DR Congo, the method is so popular that the demand is higher than the packaged
supply, resulting inwaiting lists for women.

The table shows tit natural methods were taken seriously only in DR Cohge our observation
that natural FP methods areonsideredonly effective for educated women who are able to discuss
sexuality issues openly with their husbands, and who can understand how tpretéheir cycle.
Moreover a highly disciplined attitude is necessary to abstain or use a condom in fertile periods.

The IUD had been available in Embangweni but was not popular, possibly because of a rejection of
this method by religious leaders (8£4.6.). The available supply of IUDs had passed the expiry date
and no new supply was ordered. The IUDs that had been available in EKHC in Ethiopia could not be
placed because the instruments required for this were missing andet a fate similar to the ones

in Embangweni.

In Ethiopia and Malawi the availability of condoms was more than sufficient. Besides supplies from
clinics and other health facilities, ti@rogramin Malawi made use of volunteers, communiigised
distributors, while in Kuriftuwve meta youth leader whose job it was to distribute 1000 condoms a
month for another NGO (condom ambassador). For unmarried people in DR Congo, condoms are
only distributed throughprograms focused on HIV

2 Packaged supply means that a certain amount of all different types of PPM is given Jextrgfthe
demand in the specific location.
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Table4-1. Availability of PPM irprograms visited by place

Country Ethiopia DR Congo Malawi
Centre Ashido| EKHCQ JMA | AdS | ADED PPSSE Embangweni Nkhoma
Type of centré HP | HC | HEW| HC | H+HC| H+HC|  H+HP H+HP
Natural methods

Calendar method no no no no - yes no -
Cycle beads no no no no - yes no -
LAM (information on) no no no yes | yes - no -
Hormonal methods

Emergency Contraceptio| no yes | no no no no yes -
Injectable (DepeProvera)| yes yes | yes | yes | yes | yes yes yes
IUD/loop no no no no no no no -
Implant no yes | no no no yes yes yes
(Norplant/Jadelle)

Pill yes yes | yes | yes | yes | yes yes yes
Mini pill no no no no - yes yes -
Barrier methods

Male condom yes | yes | yes | yes | yes | yes yes yes
Female condom no no no no - yes yes -
Diaphragm no no no no no no no -
Sterilization

Vasectomy no no no no yes | yes yes yes
Tubal Ligation no no no no yes | yes yes yes

'H=hospital, HC=health centre, HP=health post, HEW=health extension ywcrkéo data.

Female condoms are less popular and also mdfedlt to use. Many people indicated that they did
not know how to use the condom. In Ethiopia we did not see them supietth in Malawi and DR
Congo there were clinics wheremale condoms were supplied and used.

Tubal ligation and vasectomy aomly availablein hospitals In Malawi the proportion of married
women sterilised doubled from 5% to 108étween 2000 and 201QStudies in Family Planning,
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2012). In Ethiopia and DR Congo voluntary sterilisasiont an acceptedpractice Heresterilisation
is only done for medical esons e.gon-going vagial bleeding, ectopic preghancyasectomy is
very rare, and mdsmen are very much against it.

4.2 Quality of Services

4.2.1 Quality of staff/ Training
Quality of staff has two different aspects namely knowledgel personal/social qualities. Training

and coaching improves the quality of the stafbisth, which adds to the quality of an FP program.

We found that in most clinics at least some people are trained in knowledge on FP and personal
qualities in their wok. These trainings are facilitated by the government, by the partner
organisationsor by other NGOs. There are, however, clinics where no-stafiber is trained, or
where theteam leader is not trained in FP (Nkhoma, Malawi). A reason for lack of tgagainld be

that some clinis are locatedin remote hard to reachareas Most staff hae knowledge on the use

and effects of the methods, but few knoexactlyhow the methods prevent a pregnancy. To be
allowed to put into place an implanstaff needs to bdrained; this iswhy not all clinics visited can

offer implants (cfTable4-1).

Followup trainingfor FP staffwhere questions can be asked and probleansountereddiscussed,

is occasionall\givenin DR Congo and Ethiopia gt in Malawi.ln most clinicwisited stafffeel the

need foryY 2 NB (i N@weakrdessIsYhatdhere are n6 F NB a K SNJ O2 dzNgFGDiastaff 2 NJ & G I
Embangweni

In some programs, one person per clilgiventrainingon FR and is expected tarain other staff

members. However, in DR Congo, people mentioned that thgufent change in personnehuses

loss of knowledgeable staff. One nurse in a clinic where no staff meniberained due tostaff
mutationssaidd L FSStf GSNE dzSRENSS 21yo 2Cdziy WNEhiogiayive ftyid y 3 ¢ @
that different staffmembers may give different advices and different reactions in the same
situation. In Dr Congo and Malawthere is often no manual of the FP information or a guideline for

a conversation.

Other people who work with the clinic such as tletais communautairegshe CBD in Malawi and

HEWSs in Ethiopia are given training inaSRvell A CBD (womarsgidthat she is happy to be trained,

because now she can helghers with her knowledge. tBer people aretrained as wellfor example

in Malawi where a staff leadesaid @ ¢ KS LINRPIANI Y GNARSa (2 ARSydGATEe
trained to support their own wives, and/or make use of contraceptive methods themselves, so they
can be an example tojoK S NJ. Déglgf€ are also trained in some places in DR Congo and Ethiopia.

Another aspect of the quality of the staff is their attitude towards people. Many people who visited
the different clinicssaidthat staff is very friendly, welcoming and helpfuid this is also mentioned
by the community adding to the positive image of the clinic in all three countries.

4.2.2 Quality of Counselling
In counselling, the quality of the staff is important. We found that in many places counselling has an

important role inthe acceptanceof a method. In Malawi, Ethiopia and in some places in DR Congo,
counselling is @rerequisitebefore a method is giverA staff member in Malavsaida L ¢ 2 dzf Ry Qi 2

EnablemengFamily Planning Choices July 2014Page27



give the girl contraceptives, but would first of all encourage her tbdetboyfriend accompany her
to a counselling session. Itisinpb Yy GKIFG 02G4K 3ISG O2dzyaStftAy3aodé

In some places women can only come with their husbaugdin KomandgDR Congagnd in Malawi

staff stressed the importance of the men joining their wivaslioyfriends janing their girlfriends) in
the counselling, as FP should be a couplesision In oneclinicin Malawi, women who come with
their husband are given priority and do not have to wait in line.

Some stafimembers in Ethiopia and DR Congo ni@meéd the time pressuren counselling, which

does not add tdts quality, and clients spoke negatively about staff who did not seem to have time
for them. In Ethiopia staff is specifically trained émunselling and learnedvb techniques to make
information provision personally relevant: 1. To ask questions, 2. To say: if.. then.. Especially the
second one is used, since women may be shy and do not or wrongly answer questions.

In some places in Ethiopia, a lot of &ns spenbn counselling, even if aaman already knows what
she needs. However, in another place in Ethiopia, stafékary outspoken idesof which methoda
woman should use antty to persuadeher to adopt it. This behaviour appears to be linked to a
government policy to promote implants

A highly valued principle in providing FP servicds ise enablewomen to make their owrwell-
informed and voluntary choices (Engender Health, 2003). Clinic staff agrees on the importance of
this, but in practice it is very rare thatients are fulljinformed and &ke their decisioscompletely
voluntarily.

Choices are not always well-informed because:

- There are many information sources that misinform people about the use or effects of a PPM. It
is hard for staff to disagree with the information gfve 6 & G KS Of ASydGaQ T YA
friends, especially if the client does not fully trust the modern health system. This is a threat that
comes from outside the clinic.

- Within the clinic, sometimes staff do not mention all available methdallsy may skip the
methods peopledo not askfor (to save time) or the methods they do not prefer for religious
reasons (cf5.4.6.]).

- Methods that arepromotedby the governmentnay beframed only positivly by the staff.

Choices are notalways voluntary because:

- Women live embedded in a society where many choices are made for them by others, e.g. their
husbands, their mothers, religious leaders. Therefore outside the clinic, many others influence
their choice whichtherefore might not befully voluntary.

- For youth the societal norm isibstinenceand staff may limit the provision of contraceptives on
these grounds.

- Emphasis on patrticipation of the husband in counselling stagulate dialogueabout FP in
marriage, butmight also result ira choice favoured by thieusbandbut not by his wife.

- Staff membersnay prefer specific methodss.g.driven by government policy. This is illustrated
in Box2.

- The number of available PPM may be limited so that the preferretomannot be obtained.
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4.2.3 Quality of other services
The range of optionfrom whicha couple can choose

when wanting to use a method differin a hospital, the
range of methods is thevidest while in the more
peripheral areas, the range of choiasdimted to very
few. In Malawi and Ethiopia, a CBD or HEW makes
condoms and pills available, yet in DR Congo, often
relais communautaireslo not reach the most remote
areas, and offer only condoms.

Thereare differencesin how staff in differentountries
care for clients after they have adopted a method. |
Ethiopia women are invited to come back after on
month to checkif the method worksfine. Onenurse
mentioned the availability of a medicine to counter si
effects (such as prolonged and heavjmriods). This
kind of followup was rarely mentioneth Malawi and  pummy poster of contraceptives available it
DR Congo a health post close to Derbre Zeithiopia

Posters wereusuallyavailable in counselling rooms in
the clinics A poster found in Kuriftu (Ethiopia) listedll
methods, of which 2 are natural ones and 4 are offered in t
clinic. There is information on how the methods should be us
whether it is advisable to use them and what the risk is
unwanted pregnancy. This poster was also translated in Oro
the local language. An illiterate lady told that she remember
the poster, since there were nice pictures on it. In Kuriftu the
was also a WRdzvv¥2a i SNDY 2F S| OK
contraceptive a sample was put on the wall. The posters are @
put inside the buildingather than outside wherethe waiting
area is locted. In Embangweni (Malawi), all posters are writte
in Tumbeka or Chichewa, except for two that were in Engli
The majority of the posters are developed by the Ministry
Health and Housing while others are from UNICEF and
Most posters are aboubther health issues whereas few are
directly about contraceptives and FP. The posters are found
the waiting room of the FP clinandin the offices of the nurses
where theyare used to better explaithe detailsof FP. In DR
Congo, posters are used only one placeduring awareness

This poster is available in Malaw
and Ethiopia, sometimes
translated in the local language.

o _ _ Not all methodanentionedare
raising sessionsviany people remember the example illustrated ., 5ilablein the clinics

on the poster.
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t1 g2Yly SYGSNB (KS O2yadf Griarzy NB2Y '-F2N
: decision is already made, based on informatftom friends and relatives. Perhaps her ch0|ce-
voluntary, but not welinformed. If she fulfils the medical criteria (no high blood pressure etc)
will often get what she asked for. .
2 KSy a1SR WgKe R2 @e2dz OK224aS it TAB N WOrRsSfdiI2hisire
neighbours. If the health worker mentions other options, the client may consider themi
effective (natural methods, pill), weird and sinful (condom in marriage, sterilisation) or:
modern and harmful (implant, loop). Now the kat let the decision be both voluntary and WeE
informed becomes very hard for the health worker, who has to compete with all other informza
sources that are valued by the client. S/he has to take into account that, for the cliengxnsiing
side efects are as real as existing s#léects. All upcoming health problems can be interpreted:
side-effects of the contraceptive. Just explaining the options neutrally and objectively may be:
convincing than a crying neighbour or a preaching pastaréfore nurses in Ethiopia raise thei
voice and explicitly condemn the (scientifically false) reviews of other people. During
O2y@SNAEIF GAZ2Y GKS OfASyiGtaqQ aLlSr{iAiAy3a RSOf )\\.
the client is confused and eepts the implant. In observing the CPI, it definitely did not look &
the client was making her own voluntary choice. However, the nurse did not feel bad, sinc

s YAl GSRQ | g 2 Y-asfiionddNistoncépkoBs afdf niksunderstandings. Raisirngi
P 02408 YR daiy3d 2yS$0Qa AdAISNR2ZNRGE Aa 02y
: scientifically correct information. :

Box2 Tradeoff between voluntary choice and wé&iformed choice

4.3  Accessibility of services

4.3.1 Barriers
Financial: Vdmen sometimes found out that the prices for methods could be three times higher

than was suggsted before. A lot was said about barriers in terms of money and it would be good if

the correct prices would be mentioned so clients know better what to expect. For Ethiopia money

was not so much a barrier: services were offered for free, except foeafiradministration fee of

about 20 euro cents. Methods in Malawi are offered for free but the materials used for inserting
Norplant for example are to be paid by the clients. For some women this was mentased

problem:d ¢ KS b 2 NLJ | y (i K@&RZirds), whNRadifig¢uR formhem toafford. It is not

NEFtte | 20 27F Y2y S@Eomidziy méribSrdvaldn) S G2 LINA 2 NRGA

Mobile clinics in Malawi: buildgs incidentally used for medical care and social meeting/trade.
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Lack of privacyin DR Congo privacy was ensured, whereas in Malawi there was haygyivacyin
the mobile clincs (although it was not mentionedas a problen). Muslim women in Ethiopia
mentioned that they did notwant to get a loop/IUlbecause then they would have to lift up their
skirts in the presence of the nurses.

Service requirementdn some clinics peopleere obliged to receive counselling before thegre
given methods (Malawi and Ethiopiad men mentioned that they were obliged to be tested for
HIV wherthey accompany their wives (Malawi).

Transport: Thiss a huge problemespeciallyin DR Congo anWalawi, in terms of access to either
the hospital or the clinics.

Education:In all countries a lack of education makes it more difficult for people waderstand
information aboutFP. This maledt hard for people to understand what methods of FP te asnd
how and when to use them.

4.3.2 Excluded and vulnerable groups
As mentioned in the literature study, vulnerable groups often encounter additional barriers to access

FP services. We identified a number of different groups in the three countries that mapdied
a4 W@dz ySNI ot SQ 0 &d theRedill be diigtivsbeN ks SedtionlJS 2 LY S

4.3.2.1 Unmarried people

Unmarried people in DR Congo are taught that abstinence is the only right method for them. HIV is
discussed but it is a taboo to discuss the wé contraceptives. Sometimes unmarried people are
denied access to condoms, especially when they are younger than 18. They do however have access
to methods at the pharmacies. Both faifased beliefs and the law play a role in this, as by law,
minors ae not allowed to have sex and therefore offering condoms or other methods is unlawful.
Furthermore someChristian staff see it as their duty &xplainto unmarriedclientsthat abstinence

is better.

In Ethiopia, girls are often too shy to access FPissyv At one of the partner organisatigns
however, they do explicitly offer youtHriendly services and the staff knows techniques for
interacting with youth. Young nurses (peers) use stories of other unmarried people to show young
clients that they are ot the only one dealing with FP topics. In other cases unmarried women ask
young children or their boyfriend to access methods for them. In Malawmarried menmainly
access methods through communitased distributors. CBDs however only provide onevar t
condoms at a time, whereas the staff of the hospitals can give more. Both hospiddawiclaim

to be youthfriendly but they do nbhave many unmarried clients.

Theimportance ofincludingyouth is also illustrated by the following quote of a dhie Malawi:

G, 2dz0 K aKz2dA R KIgS 00Saa (2 O2ydN¥ OSLIIAGS YSOK:
It is however hard for youth to get access as this community is very far from the hospital. It would be

such a good solution if people from thespital would come tour village to give counselling and
RAAUNRODzGS YSGUK2RaHé
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4.3.2.2 Vulnerable groups
Persons with disabilities are a vulnerable group. In different places, health centres are not
wheelchair friendly. For example in Nkho#kkalawi the hospitalis not wheelchair friendly and

people with a walking disability have even more difficulties than others in arranging transport to the
hospitals/clinics:PWD Malawic ¢ ¢ KS 2yt e LJX I O0S 6KSNB (KSe wg2YS)
methods is in Nkhoma hospitarhere are no distributors her
They however cannot walk to Nkhoma and need to find a bic!
(taxi) to get there. Transport is really the biggest problems an
g2dzf R 0SS KSft LIF dz (cfiladnexk® IWBhiofd,
staff did not expect P5 (2 0S5 A Whyiwsusl théyt
YySSR 02y i NHo@&ddlih O &Ckngogne nurse
NBYFN] SR ah¥ O2dz2NBES GKSe& |
OKAft RNBYyé¢ad {2YS t25a Ay 90K
a group that also provides FP methods.

dzLJz ¢
yaz

In DR Congo pygmies have difficulty accessing the FP pro
and health care in general, as they are nomads and living
away from any health post. Furthermore, they often do not h
money to pay for services offered in health centres. The part
organisdion in Komanda has focused specifically on pygmi aciivities of the Youth Friendly
and recently a woman has adopted an implant. Service room

In the government health centre in Biyo (Ethiopia) one treatment room wpsaially designeo';
: for providing services for youth (from 15 up to marriage). When youth register at the hf;
centre, there is no need to explain the reason for coming. The youth wait in a shared w
: room (with clients from all ages) and are subsediyemvited in the YFS room, which bears :
special markings. In the YFS room, a young nurse (ag2d)&itst explains all the activities doni
in the YFS room, based on a poster (see pic). By this youths realize they are not the only o:
such problra ® ¢ KS ydzZNAESa dzaS GKS @&2dzy3aidSNEGQ7
visitors a day come to the YFS room, of whom® 8ome for contraceptives. For repeéa
prescriptions and activities outside the reach of the YFS room (e.g. abortion, infectiomns,
surgery, laboratory tests) the youth is transferred to another room at the health centre.:
partner organisation EKHC Kuriftu supports this YFS room by providing counselling training:
nurses and by promoting it among HEWs, community leadeashers and youth leaders in HIE
Otdzoad Ly (GKS F20dz& 3INRdzZLIA Ay | NHzNF £ | N&
every unmarried person knew about the YFS room, although most of them said they did né
it. :

Box3 - Youth Friendly Service room (YFS)

Sex workersre another vulnerala group. In Ethiopighey can go to a large health centre/hospital
andjust pretend to be margd. In DR Congsex workershave access to condoms Myamuhinga.
However, clinics which require that the husband accompanies his wife make ifdregelx workers
to receive counselling antbntraceptives
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4.3.3 Referral policies
Health workers are well infored about the contraceptives they offer, hence most clients take these

contraceptives. However, if something goes wrong (severe side effects) or if a beneficiary wants a
treatment or contraceptive which is not available, the health worker refers.

Servicesthat are typically found at the lowest levelf the health systemare condoms and
sometimes pills. The next level adds injectable, pills and sometimes imp\émnsing-After Pillsand
natural methods. At the third level, the extra contraceptivengplants and loop. For steriigion
(sometimes also implant & loop) people have to go to the hospital.

We found in Malawi that when a health worker found that a clieatimoral or spiritual questions
concerning FPshe could refer the client to a pastor fortiver talks.

4.3.4 Alternative sourcesof PPM
Besides these health facilities, people can get access to RPM&rmacies, on the markeindin

mini-shops This is slightly more expensitit close to the people. The disadvantage of these
providersis that they may offer incorrect information or no information at all. Furthermore, there

are other NGOs that offer contraceptives: Family Guidance Association, Marie Stopes in Ethiopia and
in DR Congo especially organisations working with youth like Save the @hitdi2R Congo there

are also temporary HIV awareness campaigns where people get condoms fomfad@g he
campaigns very popular among youth.

4.4 Changes in the services over time
In DR Congo the FP programs have only existe@-foyears. The availati§yi of FP methods has

increased and shifted from merely access at the hospitals to access as well at the health tentres.
Ethiopia more services became availatler thelastfew years, especiallthrougha large effort of
the government to increase FRailability and outreach to the rural areasth the help ofHEWS.

Staff in DR Congo is more knowledgeable and trained on FP and acceptance of FP has increased
among the community especially by the younger generations. There are two explanations for this.
One is the information given by clinics on FP, where especially awareness raising with pastors has
changed the attitude among Christians, and the other is the economic and social crisis which
increased the need to reduce the number of children.

In additon, HIV has become more importaint DR Congandthis has madet easier for unmarried
people to get access to condoms, though it is still difficult to access other methods. There is still no
real focus on unmarried people.

Lastly, in Malawi FP servicag anow more directed to couples instead of women alone. This means
that men are encouraged to accompany their wives to the clinics and that couples are urged to
discuss FP together. One result of this is that the secret use of FP methods by women hasedecre
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5 Results (2): Perspectives

The focus of this chapter is on what people think about various aspects of FP. How does the
community see the FP clificHow does the staff see it? What ideas do people share about
pregnancy prevention and how do men andmen talk about this? Who do youth talk to about
PPM? How do religious leaders think about preventing pregnancies? How do the staff think about
providing PPM to their clients? These are the kind of questions that will be treated in what follows.

5.1 Communityperspectives on the FP clinic
If we asked community members about their opinion on the clinic, most often the reviews were

positive, people know where to go for FP services and people also know which other health services
are offered. All clinics offer mgrother services, besides FP methods. Especially the care for mothers
and children was mentioned as something positive. People mention an overall improvement
compared to the time that the clinic was not there or not yet supported by the partner orgamsatio

(DR CongoEthiopia). Besides a place for health care, (mobile) clinics in Malawi are seen as meeting
places, also used for trade and social interacti@n rare occasionscommunity members
complaired about services offered in the clinitn Malawy Théy will say | am not allowed to have

more chilNB,WOQ T L 323 (KSe gAf . InEdiapinPhepdo fick thide line foF & 2
YSQYRMNR G S Of Ay AAdso soine péajzd K Malabviidid Bonust the clinic, since
they provide FP services which can cause permanent infertility.

The Christian identity of (workers in) the clinic, does encourage some people to come or to be open
to the information the partner organisation offersVe never heardthat peoplerefused to attend
the clinic because of its religious identity

5.2  Staff perspectives on the FP clinic
Staff members also shared their opinions with us and mentioned shortcomings in staff materials,

hygiene, time for counselling, accessibility and availability as problems eecednField staff in
Malawi and HEWSs in Ethiopia complained about unfulfilled promises as they were promised a bag
and umbrella in order to do their work properly, but they did not receive it. Another staff member in
Malawi also complained that while slie expected to pick up tallies in the hospitals and travels to
that place, the tallies are often not there. In DR Comgtais communautairesomplain that they do

not get anything from their work. While they are volunteers, they have to pay all theieltnag (in

order to create awareness within the community) expenses themselves. On the other hand, staff
members are quite motivated to work for the clinic and usually like to do their jobsituations
where income directly depends on prescriptionsueselling is not attractive for staff as it takes
much time but does not generate income.

5.3 Community perspectives on the FP information campaigns
Besides improving the clinics, the partner organisations also improve FP acceptance and knowledge

in the sociey through informationcampaigns. Especially if they cooperate walheady accepted
networks €hurch, government) the community is very positive about the inforaraprovided by
the FP programParticipantsreview the trainings as very useful amitis isnoticed evenby the
Ethiopiangovernment: both Jimma Medan Acts and EKHC Kudtee beerrewarded with many
certificates to encourage and praise the work they did within the government health system. Also
@ 2dzi K 3INERdzLJ f S HimGaMedah NEmeads @drelifdr dinya thdhe University,

EnablemengFamily Planning Choices July 2014Page34



AAYOS (KSe aSNPS (KS Odzt ySNIof S 3 NGtealcimmanity I A JA Y
members are positivevithout specifically knowng what the partner organisation is doing

5.4 Community gerspectiveson the use of PPM

5.4.1 Reasongor usingPPM
Thenumber of childrenviewed asideal differs per country anbetweenwomen and men2-3 for

men andwomen in Ethiopia3-5 for men in Malawi2-3 for women in Malawand 35 or 36 for
women and men in DR Congespectively.Because of the globalocial and economicrisis, the
rapid population growth and, in DR Congo, thetability caused by conflistpeople want fewer
children.

1 Health is mentioned as an important reason to choose for FP in Malawi and @R, Goih is
mentioned remarkably little in Ethiopidhe health of a woman improved by FRs longer time
between pregnancies gives the body more rest, and the woman loses less blood. This causes a
woman to stay young and beautiful longer. Furthermoree tirealth of the children is seen as
important, where fewer childremeansmore food and money per childnd moretime to care
for them.

1 Economic reasons are mentioned as important reasons in all three coustréggsthat there is
enough food to feed the dldren andenough moneyto give them an educatiorin Malawi and
Ethiopia education is free except for booksit better educationin private schools is expensive
In DR Congo parents have to day education. An argument in Malawi is the quantity of land
children can inherit.

1 When children go without food and education they are teltbe causing problems in society
They willleave the hosehold to go into prostitutionbecome criminalsor street children
(Ethiopia)or join the rebels DR CongpIn Ethopia some people feel ashamed towards others if
they have many children, because they consume biga part of the government money, or
RSANI RS GKS 9UGKAZ2LALIY LIS2InEtRopia @nd MdlaNiPprededtibry 3 Q & i
of population growth i@an argument for FP.

9 Other arguments are that parents with fewer children have more time to do community work
(obligatory by Malawian governmentAlso in DR Congo, people mention that with fewer
children, women have more time to be involved in other conmity+ or income generating
activities and develop themselves.

9 For unmarried people, the main argument in favour of PPM is that it prevents unwanted
pregnanciesvhich would interfere with education and lead to social stigma for the girl

5.4.2 Reasonsgainst tre useof PPM
There are udltural reasonswhy people do not use FP methoda Malawij for example a higher

number of children adsito the prestige of the man. In all three countries, when a worbhaarsno

or only few children,her husbandmight leave herd search for more with another womai®eople

say thatit is better to have many children as children might (Néalawi) andpeoplesaya Ly ! ¥ NR O}
gS 3ASG  t20G 2F OKAfRNBYIZ Al Aa (KSIng&awiits LI G SN
al mentioned that sex is nicer with a pregnant wonsardin Ethiopiathat contraceptive diminish

sexual desire or make it harder to enjoy s€Rere is also a perception that a woman who cannot get
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pregnant is more likely to have sex with other men andnsight prostitute herself(DR Congo,
Malawi).

Somedo not worry hat they may not be able to care for their many childrérhildrenbelong to the
community, if one cannot take care &@f y’ S@rachildren, there are always other people who can, so
why shouR 6 S dZDR Coddd\Kataw).

Religious reasons against the use ofdf® mentioned as wellWithin a marriage, using modern

O2y iGN OSLIiAGSa Aa &a2YSiAriSopia) 5B&gs alplan foNEaenchld: A y 3
dYou know the family of dab?If Josef, his nearly lastbgrwould not have been there, who would
KFIodS al SR (KS ¢ K2 SFGblwthichuih ioiah Yvird).KAS oldFcbnvriunid K £
f SFRSNJ Ay btilakAGdd Hat | aritl Imk WAf¥ neder had to use contraceptiiespecially

Muslim women feel like their main aim is to expane teneration (Jimma Ethiopia).

5.4.3 PPM & Gender roles

5.4.3.1In general

Gender roles influence the dag-day lives in the countries we visited. Women are usually active in
many small tasks close apbime. Taking care of children is one of their main activities, although they
are often also active in income generating activities. Men are responsible for bigger tasks, like
building houses, heavy agricultural activities in the field and deciding on expepsrchases. To
continue these activities, people want both sons and daughters. In DR Congo daily activities of men
recently changed by the unsafe circumstances in rural areas, waigteshemto beless busy

Inequality in gender roles are, beside#fetences in activities, stimulated by age differences

between wife and husband (especially in Ethiopia) and differences in responsibility. Males are
usually the ones that areeen as lder, more rational and wiser, so they are able to make the

decisions. They are also
consideredas the head of the
family who should be obeyed b
his wife. Health care is the
responsibility of women: care
for children and their own
(maternal) health. If a woman '1
has HIV, it is often not the me
who blame themselves about
that (DR Congp In Malawi a
new trend is that HIV s
considered and approached as
family disease, instead of
Y2GKSNEQ RAa

family-focussed approach is a
very positive trend, since it also These posters from Malawi (I) and DR Congo (rpésiple realise that
encourages partners to sttuss Women can have a contribution to the community in more ways than ¢

FP together. by gettingchildren
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5.4.3.2 FPin marriage

Since men have the final word in FP within a marriage, there are many women who use an FP
method secretly, because they are afraid their husband would not ag®@% in the North of
Malawiand in Minembwe Husbandén these areaslo not accept FP and mégar that if their wives

use contraceptives, they might also sleep with other méfe. foundin Ethiopia, Komanda and the
south of Malawi thasecret use is condemned by both church and commuastyt is wrong to lie to

oy SQa Kdzol yR

Communication within marriage about FP is stimulated by the partner organisations, for example by
encouragingnen to accompany their wives to the clinic. If there is communication about FP within a
marriage, men are often more conservativedawomen more in favour of using contraceptives. In

DR Congo the women know more options than men, but in Malawi and Ethiopia the knowledge on
FP types is equal. Couples usually start speaking about FP after the first child (or son) is born.
Initiatives such asmarriage trainingby churches, encourage them to plan their family well. Just
before and after sex and at the time education fdes/e to be paidare considered good times to

bring up the subject otontraceptive use. A chief in Malawi argued thaving a good marriage
aldAYdzZ I §Sa HPhasRo dE with dedvieion’ 3 -

people think about marriage. People need 1 = -
know that marriage is until death and that yot
should stay together. If people divorce easily th

L. POUR LE BIEN ETRE DENG

7 x A K . ) - AMILLE, LES HOMMES ;
gAftt Lt az y2 Arguinésiffivour :i?zdc;MPAGNEﬂ_MH &
of FP are for women mostly heaithotivated, LA cgmmifﬂlﬁﬂ i

whereas they use mainly economic arguments | e 2 h :
convince their husband about using FP. Men a
more easilyconvinced to use FP if there are mal
role models that also use FP. Oncehasband ;
decides to use atraceptives, the wife selects

the most suitablemethod.

clinic with their wives

5.4.3.3 FPbefore marriage

For couples that are not married, mdrequently take the responsibility to use a condom. In all
three countries we heard from boys that girls are not always willing to use aoomndince it
irritates during sexual intercourse and they do not want to communicate the expectation that the
boy has an STI, or that the boy should think that she has an STI. Most boys underline the usefulness
of a condom. The difficulty is that men hagasier access to FP methods (since unmarried girls are
very shy and not willing to go to the cliriar fear of being seen as a prostityteut women carry the
largest burden if no contraceptive is avaie The girl will, in most cases, be blamed for a
pregnancy, not the boy. However, in DR Congo boys talk about the risk that the family will accuse
the boy and if the girl is under 18, he can be put into prison. Moreover if a girl gets pregnant,
sometimes the boy takes responsibility and théarslivingtogether or marry.

5.4.4 Sideeffects
For many people, the sideffects of contraceptives are a reason not to use them.ndr~&D with

women leaders in a church, there was a discussiether contraceptives were acceptable. One
woman saidd L (0 4 & Y Zjust the coliskayiehces tiiafl aie problematic. | used pills but | had big
LINPOt SYa gAGK GKSY® b2g L dza S but ahotheryv@rBad daidolf ST (G K
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would like to use contraceptives, but a new one, which is good, with fewer side degisu know

2ySK bz2d LIA Anfl a thidD) wamarR @daikedd ¢ ISHNE 61 a | 92YlLYy ¢
contraceptives, she uddepo for six months. Then she got pregnant, but the embryo nestled in her

tube, and she had a miscarriage. After that she never IgitB 3y | y (i and- & Woknginé >
summarisel "some women are in favour, some are against, but side effects are not good for
Fy&d2ySéo

This discussion illustrates the problems associated with using contraceptives. Getting sterile is the
biggest fear, and many waeen know one or two stories about women who were not ablehtwve
children after using a contraceptive method. For people who have just overcome the barrier of faith
to using contraceptives, stories or experiences of negative-aifdets can become anothdarrier

again For every method, people can mention humerous sffects, from trouble with the& period,
nausea, changes in the body (getting fatter or thinremyl tiredness to less fun with sex, getting
pregnantwithout wanting toor becoming sterile

When sharing this with staff of an NGO, a staémber remarked that there are no sidgfects and

that many people do not know about the methods. This might be true, but hence, the image of the
contraceptives is created staf-member in DR Congaspi that people often go to pharmacies to

get contraceptives (because it is cheaper, closer or more confidential) and that in pharmacies people
do not always give the right information. Kaidthat in pharmacies it is possible to get an implant,
even thoughthere is no one qualified to put the implant in the arm (DR Congo). According to him
this is the main cause of sigdfects. Even so staff admit that they see the sideffects of certain
methods, and in Malawi clinic staff once told that the quality tisghey have is baddven though a

lot of sideeffects are associated with the injectable and the implant, still it is the favourite
contraceptive method among the people we met in our research.

A reason mentioned by different organisations for the safiects of the methods is also that
women sometimes do not followip their appointments, so they do not take a new dose of the
injectable or do not come to get a new series of plientsalsosaythat this is a problem, and they
explain that they are ften too busy with many other tasks, causing them to forget certain things.

5.4.5 PPM & Religion

5.4.5.1 Role of religioudeaders

All partner organisations we visited have a Christian identity. The beneficiarié&®arall religions:
ChristianMuslim andtraditional religions. In some places in DR Congo and Malawi, religious leaders
condemn the use of modern contraceptives, or are silent abo(dfit5.4.2. However, a difference

could be seen in one place in Congo where church leaders targeted in the awareness campaign

of the partner organisation, whicbonvinced thenof the valueof FP for adults. In Ethiopia and the

north of Malawi most Christian religious leaders start to accept the use of (some types of) modern
contraceptives. fie attention has shiftedrom multiplicatontocared L ¥ G KS FlF YAt & A& VY3
wealthy enough, the church might also fail in being a good church. You should be able to take care of
the child and to let it grow up in good conditions to glorify &@ithodox priest Ethiopia). In these
areas, Christian leaders start tpractice FP in theiown marriages by having only -3 children,
showing that they can be good Christians, even by having a small family. On the other hdaeds the
educated people stk to the old prescriptions and still consider the use of FP as a sin (Ethiopia). In
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areas inDR Congo, where religious leaders do not speak about modern FP or coitdeisay many
people do use Féven if their church does not support it.

5.4.5.2 Churches focusn marriage instead of pregnancy prevention

{2YS OKdzZNOKSa ¢l yd G2 0SS FOGA@Ste Ay@2f OSR Ay |
before blessing a marriage and they offer marriage trainings. During these trainings, they do not
discuss FP openlput they ask health workers to give a presentation (DR Congo) or to be the
contact person for couples with questions related to FP (Ethiopia and Malaiwiych leaders in

Komanda toldus: Because Ushindi is a Christian organisation, we can listen to. ffrey can say

things to our church which we as pastors can'tés#lso they aim to shift the focus from FP to
WKIF@GAYy3  322R YFINNAIFI3ISQd ¢KAA 2Ly FdGdAGdzRS 27
planned familyencourages couples to use FRrtRer organisations that train and inform religious

leaders have a potentily huge audience all the church members. In the debate around FP for
unmarriedpeople however, there imainly embarrassmeniMost churches ignore the problem and

just preach abtinence; others recognize it but do not know what to do.

5.4.6 Staff perspectives on the provision of PPM
Some people see the use of modern contraceptives as a sin (especially mitbdkess educatiolin

Ethiopia), but less sinful than having children and raking care of them. The recent (economic)

crises and population growth result in scarcity which makes it impossible or irresponsible to have too
many children. This is also the reason that staff of the partner organisations do not hesitate to
provide maried women with modern contraceptives. In DR Congo the faeshifting from being

sinful byusingFP to being sinful by not using your freéland knowledge given by Gadl. 2 dz R2 y Qi
have to fill the whole earth with your own famégunmarried girl, DEongo)

5.4.6.1 Religiows objections to specific method

In Ethiopia (Kuriftu) certain contraceptive types are not accepted for religious reasons: sterilisation
(since generations should be continued), withdrawal (based on the story of Ondre iBible),
Morning Ater pill (seen as abortion) and condom (except within a marriage of two persons with
different types of HIV). These methods are provided in the clinic, beniyhasizing the accepted
methods duringthe training of the clinic staff (and being silent abotite wrong methods) the
accepted contraceptives will be used more. The organisation sees this emphasis on good methods in
trainings as avay of sening God. In Malawi religious leaders condemn the use of a loop, since it kills
afettilised egg. Thisdoe2nii Ay ¥t dzSy OS GKS adlFIFFaQ gAftfAy3daySaa
want it and the availabléoops passed the expiry datdn other places, however, staff aim not to

steer the choice of clients (in the direction accepted by God) but to give &gtt objective
information. The clients can decide themselves whether the religious arguments are important
enough for them not to choose for these options (Jimma, Ethiogiagry few community members

argue that God gives us a mind to use natural FPhodd, so modern contraceptives are
unnecesary. No staff member of the partner organisations agrees with this arguntemiever,
because they considenost peopleasnot disciplined and intelligent enough to prevent pregnancies

by natural FP methods.

5.4.6.2 Providing PPM tounmarried people

For unmarried people, the attitude of staff differs per plabost churchespreach abstinence. In

5L 48 2F loalAySyOss y2 02yiN; Ofaiiase @thg domethiig S R S R
like that (contraceptive) in &l OK dzNOK I &2 msstoOih Wiea)i Sowne hehlid workers
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believe that by advising abstinence instead of providing contraceptives, there will be less premarital
sex. In DR Congo this is indeed practised (minors are legally not allowed to takensoindm the

clinic) but in Ethiopia this is more theory than practice, because staff members do not mention
abstinence for young clients in role plays.Malawi this is not at all influencing the willingness of
staff to provide FP for unmarried people.eTtaff feels their responsibility is to inform, counsel and
make FP accessible; not to promote moral thoughts.

5.5 PPM & Government influence
The governmert of Ethiopia andMalawi provide contraceptives freef chargeand provide some

posters/education mateals for the hospitals on FAn DR Congo FP is in the baséalth care
package which shows that the government is in favour of FP, even though the government does not
provide the means to run an FP prograrealth workers irDR Congo anHthiopia, traine by the
government and the NGO, worlkithin the existing structures of the governmerkthis implies the

risk of unexpected staff mutations. In Malawhe hospitals visited were owned by the church and
staff were employed by the Synad the Church of Centl Africa PresbyteriarSince the gnod was

not able to pay the same salaries as the government, it had difficulty recruiting enough staff

In terms of policies, we noted in Ethiopia that the government was encouraging the use #étang
contraceptives and health workers did their bestdomply. The fact that Ethiopian health extension
workers could speak about FP during home visits demonstrated the value of government support for
the promotion of FP.

Concerning policies with regard to adolescentsinors (below 18)in DR Congare legdly not
allowed to have sext is therefore officially not allowed to give minors condomas it encourages
them to do what is not lawfuHowever,condomsare giverfor prevention of HIV/AIDS

5.6 Changes in perspectives over time
The more intensive programesulted in bigger change in perspectives in the community especially

for Christians due to FP awareness raising with church lealttefsthiopia, the moral on FP and
sexality has changed and results in a different perspective between generations amateduand
uneducated people. Due to a lack of resources (mainly edl&d inflation) people are also more
cautious on the number of children theyant to have FGD marriedwomegd L ¥ L ¢ 2dzZ R KI @S
about modern FP 3 years ago, | would have had 2 kiss and a happier marriage® ¢ K S
perspectives of churches became more tolerant towardsMiga inMalawiand DR Congadhere is a
difference between generations in terms of the size of families and the desiteave a large
number of children. Young pele in Malawinowadaysare more concerned about the scarcity of
land as the populatiorthere is growing fast. In general people have more knowledge on FP.
Furthermore althoughthe programs before focused on the womeéhhas become more common to
involve men and the emphasis has changed from individuals to families. The perspective of most
churches has shifted from the message of multiplying to the call to take care of your children.
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6 Potentials& Challenges

The present research has identified a humbérirdtiatives that were working well. We describe
them here in some detail in the hope that they will inspire others to imitate them. Of coarse,
needs to be awaréhat what works in one setting may not work exactly the same way in another set
of circunrstances. It is always good fiest do a pilot to test the viability of an idea in a new situation.

We have also identified some problem areas that represent serious challenges for the advancement
of FP in Sulsaharan Africa. Some of those are straightfarvand simply require attention and
investments; others are complicated and require further study.

6.1 Role Models
We were happy to meet community leaders and religious leaders who were willing to advocate for

the need for family planning within marriage. Semven went as far as walking the talk i.e. limiting

the number of children they produced, thus acting as role models to their communities. Concerning
sexuality among youth, most of these leaders would say that abstinence is the best option for them,
but would be willing to discuss the issue with young people and make sure they knew how to protect
themselves if they did have sex.

Our data suggest that investing time and resources in specifically addressing community and
religious leadersboth men and womerto gain their support for FP progranisvery much
worthwhile.

Church leaders in several places felt it was attractive to be able to call upon a Christian NGO worker
who could address the church members about issues of sexual and reproductive hesdftof S
partner organisations can show leadership and influence a wide audience in this way.

Recommendations

1. Developprograns to specifically address community and religious leaders, both men and
women, to gain their support for family planning.

2. Encourageand equip staff of partner organisations to speak about FP in churches.

6.2 Promoting and deliverind-P through existing networks
In all three countries visited, effective distribution of PPM was possible through existing networks of

either the government oNGOs. In Malawi the Uchembepeogramfor safe motherhood reaches a

lot of people who would have considerable difficulties reaching a hospital in order to obtain
information about PPM. In Embangweni, the network only distributed condoms and pills in the
villages butmobile clinicsprovided injectables and implants as well. Clearly, there are many
possibilities for increasing collaboration between thepf@gramand the Uchembere network.

In Ethiopia, the inclusion of FP in thkellection of subjects the heléh extension workers (HEWS)
discuss during home visits is a very strategic move and NGOs can support the HEWSs to be trained
and equipped for this aspect of their task.

In Congo, investing in the primary health care system anddlas communautaire® support the
delivery of information about FP and of contraceptives was an effective intervention that met a
considerable need.
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Recommendations

3. Invest inalready existing networks, in particulartime training ofexistingextension workers
who visit familes at home and can speak about FP and distribute contraceptives.

4. Include FP in the objectives of the Uchemlmagramto facilitate collaboration with the
local FP prograrin all of Malawi.

6.3 Encouraging dialogue between partners
We have seen several exalap of how FP prograsractively encouraged men to join theiivesin

the counselling sessions. In Malawi, couples did not have to wait in line with the majority of women
who attended the service alone. In DR Congo, one clinic would only council woreyn dame with

their partner. Churches that present dialogue about FP as pagbofl marriageand who condemn
secret use of PPM do the same thing £cfl.3.9. Although one might ask if this always results in the
decision thewoman would have preferred, there are obvious advantages to taking a joint decision.
Dialogue between life partners about sexuality will also facilitate speaking about it with children
later. Although FP services shouldver be rigid or dogmatic about caiselling only couples, our
findings suggest thahere is good reason to think creativedypout policies thaencourage men to
participate.

Recommendation

5. Think creatively about policies that encourage the participation of couples in FP counselling
and hep men and women to have dialogue about sexuality and FP.

6.4 WSWMCc youth groupsc peer educators
The initiative to offer young people access to the WSWdftware and go through sustained

teaching and awareness raising about sexuality issues clearly metweitkess(cf. Box1). Since it
created the only place in town where young people could access comgutefiee, both students

and teachers enjoyed the opportunity. Although we could not ascertain the impact ofrihigam

in ourresearch, it likely had benefits both in terms of pregnancy prevention and eptdixntion.
Offering this information should be accompanied by provision of condoms and other methods of
pregnancy prevention as appropriate. The teachers made sure thatlifmaission of choices with
regard to sexual activity included the fully valid option of abstaining if that felt more comfortable.

Connected with the above initiative was the formation of youth groups where life choices and
sexuality could be discusse@urobservations suggest there is a lot of scope for such groups. These
can very well be run by churches baiso by schools or through a health program. This approach
also involves the training of some youths as peer educators.

Recommendation

6. Work with exisng youth groups and form new ones to discuss issues of sexuality and life
choices includingregnancy prevention method$his can be done in churchesin schools,
but also through healtiprograms.

6.5 Condomdistribution
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The simple idea of setting up asttibution pointé YO 2 y R 2 Ywh@e dddd@ne.Xoald be easily
obtained for free without difficult questions being asked clearly worked for young peaptiee
capital of Ethiopia In many places, staff felt uneas
I 6 2 dzii RAAGNRAOdziAYy 3 S@aAY
(Ethiopia), limited the number of condoms handeg
out each time (Malawi), or felt hindered by legal
restrictions (DR Congo). A huge challenge t
emerges from the present research is that
encouragingopen conversatiorabout the discrepancy
between the theory and practice of adolesce
sexuality.Prismahas said earlie(2009)that it seeks
to stimulate a dialogue with partner organisations
which Christian principles play a central roléhis is
clearly an area where such a dialogue holds aofot
promise, sinceChristians in the Netherlandstruggle
with similar problems.

Condom corner (Addisyhere young males
could easily come and take away free
condoms without counselling

Recommendation

7. Encourage dialogue between Christian supporting organisations in the Netherlands and
partner organisations in Africa on the subject of adolescent sexuality

6.6 Youh friendly service room
The Ethiopian initiative for a Youth friendly servicmm (cf. Box 3) was very successful. It was

characterised by removal of stigmatising labels, avoidance of embarrassing questioysutigage

of the staff involved and the use @fppropriatelanguageand reassuring clients that their questions
are not unusualThe minimum age had been set at 15 years but this can be varied according to the
circumstances. The success of the service was evident frorfrafaeency with which it was used

and from its good reputation which was foundegistseveral kilometres away.

Recommendation
8. Translate the concept of the Youth Friendly Service room to other settings.

6.7 Posters
Many posters on FP exist (cf. annfBx A @od poster uses local language and telling illustrations. A

poster should not explain FP options that are not available in the clinic where it is exhibited. Posters
have an important function in consultation rooms but their usefulness in waiting aresrhss
underestimated. A so called Dummy postef. annex 4)to which actual samples of available PPM
are attached is simple but surprisingly effective.

Recommendation

9. Encourage FP staff to make Dummy posters which display all PPMs that are avaitble in
given clinic.

6.8 Side effects
A problematic area is the whole question of side effects. Side effects, mostly of hormonal methods,

are discussed by many either quietly or openly and the popular understanding of this issue heavily
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Ay Tt dzSyO0Sa Lafteregardta BP. YeK préciOuSIvi little objective knowledge is available
about these side effects to either the staff of the pi®grans or to the clients using FP. Our data
demonstrate & urgentneed for more information about side effects, answeringls questions as:

What are the side effects associated with a given method? What is the risk of side effects for a given
method? What personal factors modify that risk? What can be done if side effects occur? Is there
anything staff or clients can do to niimise the risk birreversible adverse effects?

Recommendation

10. Collect scientific information on the risk of pregnancy and the risk oeffielets associated
with each pregnhancy prevention method, including natural methadd,disseminate this to
FP prgrams in a simple format that can be used in training of staff and in educating the
public.

6.9 Good implementation practices
Our findings illustrate once more what every seasoned health manager in Africa knows, namely that

to operate an effective, webiled program, the basic ingredients such as training, supervision,
protocols, incentives and materials require continuous, energetic and loving attention.

Recommendation

11. Ensure that every FP clinic that a partner organisation supports has staff that is aelgqua
trained in counselling and is qualified to deliver contraceptives such as injectables and
implants.
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ANNEXL Literature Study

1.1 General theoretical focus

1.1.1 Why is FP important?
As the World Health RepofWHR, 2005Yeports that the most common causes of maternal

mortality in developing countries are unwanted, mistimed and unintended pregnancies, we feel the
need to better understand the challenges of FP progra@msntraception is needed in order to
decrease maternal ortality by preventing unintended pregnancies and related unsafe abortions.
This has been documented for example in Ethiopia by Beekle & McCabe (2006) and Bogale,
Wondafrash, Tilahun, and Girma (2011). Other reasons for promoting contraception include the
prevention of sexually transmitted infections through barrier methods and limiting population
growth which results in more resources and better education for the children that are born.

1.1.2 FP services and struggles
Many organisations, however, strugghe successfully promote the appropriate useFPmethods.

Similar to the framework of EngenderHealth we acknowledge that these struggles and challenges
may arise from the levels of: (he individual- those people in the age of reproduction that might
want to make use of FP services. This is the target group of the POs and from the side of these
community members there malye all sort of reasons for why they do not make use of FP services;
(2) the service provider/POif POs offer low quality FP semsc(which holds many aspects such as
counselling, access and acceptability), it is likely that community members will not make use of
these;and (3) frompolicies/or the social contextboth the community members as well as the POs
are embedded in a sodi@ontext; i.e. cultural and religious beliefs, social norms and values, and
policies. We cannot understand the behavior, decision making or attitude of community meorbers
POswithout taking account of this context (EngenderHealth, 2003). This is elpeadie for the
African context where more often than in Western society, people have their identity within the
community and the familyThis means that individuals may be less aware of their rights and how
they can exercise these as compared to Westswniety. In Western societies people may or may
not choose to exercise their rights regardless of what others (such as family) may think of them. This
is however not the same for individuals in most Sdharan African settingk this study we focus

on the practices, perspectives and potentials of POs in relation to these three levels wivegeby
consider(1) the community member (p@&ntial users of FP serviceahd (2) the PO (the service
provider) both in their social contexts (3Furthermore, we focusnore specifically on issues that
arise from religious beliefs, and issues that are specific to young, unmarried people. In many studies,
issues of unmarried people are generally underexposed becealggous and cultural beliefs do
often not acknowledge oapprove of sexual behavior of unmarried peopkkyara, Madise, and
Hinde, 2003

1.1.3 EngenderHealth
To understand challenges of FP programs of POs we need a theoretical framework that gives

understanding of issues we might encounter on all three lkevAs base for this theoretical
framework we make use of the tool kit of EngenderHealth (2003) which considers five basic
elements/conditions that support access to contraceptives and informed and voluntary decision
making:




Service options are available;

The decisioamaking process is voluntary;

Individuals have appropriate information;

Good clientprovider interaction, including counselling, is ensured;
The social and rights context supports autonomous decision making.

arwdNRE

We will use the five points of EnggerHealth as our main framework and will supplement this with

key points from several documents (e.g. Prisma, 2009; Cordaid, 2010) and articles (e.g. Beekle &
McCabe, 2006; Cottingham, Germain & Hunt, 2012; and Varga, 2608 following section we

ayY G2 SELXIAY (KS OKIFftSyasa GKIFG | Nh®SwhEWNRY K¢
we consider the third level: the social context. Lastly we explain what issues concerning sexuality

and FP services apply specifically to young and unmarrieplg.eo

1.2 FP at the level of community members

1.2.1 Personal characteristics and vulnerable groups
Several factors at the level of community members may explain a lack of informed and voluntary

RSOA&AZ2Y YI{1Ay3aZ 2N S@Sy 2 dzioimake usd dfYFP.dEifsk af all, YSY O ¢
personal characteristics (such as gender, marital status and education) have an influence on an
AYRAGARIZ f Qa AYyF2NN¥SR |yR @2fdzyil N2 RSOAaAAZYy Y
individual receives from his or hesocial network(Mathe, Kasonia and Maliro, 2011Jhis is
especially true for people living at the margins of society, such as refugees, internally displaced
women, persons with disabilities, persons infected with HIV, or those from religious or ethnic
minorities (Cottingham, Germain and Hunt, 2012). Furthermore, homosexual people and
commercial sex workers are as well often ignored or stigmatized (Cordaid, 2010; Prisma, 2009)
Women and unmarried people commonly face similar difficulti&ican societie are often
male dominated. This means as well for tiglaships that it is generallyhe male who makes
decisions regarding FP issuégomen oftenhave little access to contraceptive methods as there is a
strong relationship between gender ideals and s@xisktaking. African women commonlgain
respect by being sexually available to their partner, by giving him sexual decision making authority,
by being sexually faithful, by bearing children or by avoiding pregnancy before a marriage took place.
Howeverfor physical, cultural, social, economic and political reasons, women have generally less
decisionmaking power within relationships. This makes it hard for them to protect themselves from
unwanted sex, transmission of infections, violence, or simply fgaiming information about FP
(Prisma, 2009; Varga, 2003). Not just women, but especially unmarried women (and men) often
have little access t&Peducation, services and methodss they have a specific need in terms of FP
we focus on them and will studyow the POs support their informed and voluntary decision making
and what challenges they have to overcome. In this respect we will pay specific attention towards
gender roles as men often make decisions as to what methods will be used (if Thed)ise
contraception is rarely negotiated or discussed between partners and it is often considered the
responsibility of women not to get pregnant, although they cannot decide why or how. We should
thus realize when targeting women that it is often the men widecides in the end and it is
therefore necessary to support women and to encourage dialogue between partners (Bogale et al,
2011; Doctor, Phillips and Sakeah, 2009; Mathe et al, 2011; Prisma, 2009; Varga, 2003). Additionally,
some religious teachings may more open to teaching sexual health and the use of FP methods
than others. Some Christian denominations for example encourage autonomy for women, individual
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agency and may hold certain values that are positive towards use of contraceptive methods (Doctor
Phillips and Sakeah, 2009).

1.2.2 Knowledge on FP
Second of all, a lack of knowledge also challenges the decision making and behaviour of community

members. If people have more information, it often means they will also make more uBe of
methods. Alsopeople who have more information tend to behave more 4agkerse, and will be

less likely to engage in unprotected s@eekle and McCabe, 2006; Bogale et al, 20Allack of
knowledge exists around which methods are most suitable, how to use such dsgthiod what the
possible sidesffects are of contraceptive@lathe et al, 2011; Varga, 2003; Yeatman and Trinitapoli,
2008 Some people for example fear irreversible changes to their bodies such as permanent
infertility, physical damage, cancer or damagefuture offspring.We want to emphasize that the

fear of sideeffects cannot simply be dismissed by arguing that people have a lack of knowledge.
These fears are a reality to theand might be true as the quality of contraceptives could be
relatively poa.

1.2.3 Information sources for FP
Thirdly, we are interested as to where people receive information onH&®ple might gain

knowledge about FP methods from all kinds of sources. Churches for example may provide
information and education to their membembout reproductive health issues. Religious leaders
generally have major influence on church members in terms of sexual morality and practices.
Especially where literacy is low, local religious leaders possess significant authority in the
community. Thican of course be positive as well as negative in terms of $RHBmMe religious
schools of thought may be more open to teaching sexual health aacdugie of FP methods than
others. At the same time the church functions as a social community where freqotaraction
between people is likely to foster the discussion between church members on issues related to sex
and contraception (Doctor et al, 2009; Yeatman and Trinitapoli, 2d0@8thermore, rms and
values are often shaped within religious commurstiand give people directionsbout the
autonomy of women, about individual agency, sexual morality, family size, and more specific about
the use of contraceptives. Besides religious communities and religious leaders, family plays also an
important role inshaping sexual morality. Decisions regarding FP are often made by other people
than the client, especially when the client belongs to a vulnerable gradgitionally, NG® that

offer FP programs often provide information through all sorts of media, sscposters, radio,
dramas, and community based activities, in multiple languages (Jacobstein, R@4tB), we should

keep in mind that individuals may hold a number of reasons for the use or no use of FP methods.
These reasons are shaped by the sociairenment, by norms, values, expectations of the family,
and religious teaching®lo individual, especially not in African societies, is a standalone.

1.2.4 Policies
As was mentioned in the introduction, in many African societies individuals are less afithisr

rights and how they can exercise these as compared to Western society. As such, decision making of
clients regarding FP methods is often influenced by a range of external factors, with a specific
influence of relatives. Additionally, small churehes well have an influence on these matters as they

can encourage or discourage use of FP methods (Cordaid, 2010). From this we should learn that we
cannot simply encourage or rely on individual rights when it comes to Family Planning. It is matter to
understand that especially in the African context people are part of a wider community, one which is
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shaped by family, by the church, and by the government. Prisma (2009) teaches us that in some
countries sensitive issues regarding FP are also sensitive iopgovernment policies. Furthermore,
Western representatives are often regarded with suspicion because of their (often) liberal values
concerning sexualityOrganisations working with FP programs have to fintbalanceconcerning

how far they can go witlor against governmeal laws. It might be that simply the sharing of
information about sexuality and contraceptives is illegal. This makes it hard to create awareness and
openness concerning FP (Prisma, 2009). Each organisation running a FP progrdsg tredanes
evaluating such programs, should be awaf¢he political environment and how to deal with this.

1.3 FP at the level of POs

1.3.1 Physical and social access
From the level of POs a number of challengesy arise as well.g®ple may havaifficulty accessig

FP services physitalas well associaly. Prices of contraceptives, distance, language issues, and
information are examples of physical barriers. Bad counselling, a lack of confidentiality, the
requirement for authorisation by a spouse @arent, a lack of choice in terms of various
contraceptive methods, inadequate training, and laws that restrict access to services for specific
population groups are more social barriétordaid, 2010; Cottingham et al, 2012; Jacobstein, 2013;
Mekonnen ad Worku, 2011; Yeatman and Trinitapoli, 20@83pecially vulnerable people, such as
people with a disability, have trouble getting accessF®&ervices (Prisma, 2009). Furthermore,
access to information and services is often restricted due to a lackcadpgability, which is
commonly related to the dominant norms and values in society (Yea8rnBtnitapoli, 2008).

1.3.2 Availability
Secondly, not all FP methods may be available to everyone and due to a low quality of services

people can be discouraged make use of FP servicdsis good to realise that if a high demand for
limiting exists, this does not mean that there is also a high use of contracefftipesple want to

make use of contraceptives, even if they have the right information and stjppometimes
(certain) contraceptives are not available. some countries in Africa stockits of contraceptives

are even a chronic problem. In Kenya for example, one out of five women who do not want another
child do not use contraception because of tht&mmonly this is true when implants and injectables
are not available. Sometimes alternative inferior contraceptives are available at low prices, but these
OFl'y Ol dza&S & S NX 2 tealth (Cbtihiyhami @ al, L2IBL2)tLid nSt&w@rthy that on the

other hand, despite shortages of health personnel, poverty and other resource constraints, Malawi
did make female sterilization widely accessible (Jacobstein, 2013). Thus, availability and quality of
contraceptives have a likely but not necessary relatiorfactors such as poverty and other low
quality health servicesWe think that governments and organisations should work actively on
making contraceptives equitably accessilfriality of services may be low due to a lack of privacy
and confidentiality (Rsma, 2009), but also due to a lack of female or male service providers, or a
lack of choice (Mekonnen & Worku, 2011).

1.3.3 Adequacy of staff
Third: it might appear that staff lacks the knowledge or skills to provide the desired service.

Communication ad analytical skills are for example crucial aspects of successful service provision
(Bogale et al, 2011; Cordaid 2010; Mathe et al, 20AlEp, when staff is not confident in discussing
Ct G2LIAOax AlG Aa Ifaz f A7 Shakinglbd FPOStaf Adeds xodraked | FF
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sure that the environment is one of openness, confidentiality and honesty in order to successfully
provide services. Additionally, staff may simply not support the service that they are required to

give, or to whom they &ve to give it. If staff does not approve of clients decisions and perspectives

they are not able to support their clients well. Clients need a safe and accepting environment in

order to ask for advice and make use of contraceptii@srdaid, 2010; Mekonmeand Worku,

2011)/ 20 GAY3AKEY Sid |t 6Mmapparently inéreasinG fiumberFok yeattared K I G W
providers refuse to provide various sexual and reproductive health services including contraception

on grounds of conscience, because they disgdie personal or religious reasons, with the use of

O2 y i NI (Csttinghad ¢t @l, 2012, p.4). Clients are likely to notice such attitude of headéh

providers and are likely to make no more use of their servidespecially religiohased
organisdions need to be conscious the potentially negative associati@f FP and religion in the
minds of their clientss KA OK YA 3IKG Sy RIFYy3aSNI adzOK I Wal¥FS FyR |

1.4 Youth and FP

1.4.1 Need to include youth/unmarried people
Finally, youthare hardly included in studies on MBost research focuses instead on decisioaking

of married couples and parenthood. We may again notice that reproductive behavior of youth is

highly underexposed by researchers (Varga, 20@8pically it isfound that there is aparticularly

high unmet need amongst unmarried womestudies on FP and SRHR often only include married

women of reproductive age, who do not want to become pregnahiese young women often lack
information and/or cannot get access to FP véegs. Cottingham et al (2012) found that
approximately half of all sexually active young women (aged9gears) in SuBaharan Africa are

unmarried. Only 41% of those women make use of a modern contraceptive method. As it is more

likely for this populabn to have unprotected and neconsensual sex, there is specific need to

include them in FP programs. Moreover, both Beekle (2006) and Mekonnen and Worku (2011) show

that couples that do discuss FP issues more often use contraceptives and have bettatamitiag

2F SIFOK 20KSNRa 2LAYA2Y |yR ySSRa Ay (GSNya 27
Naturally, couples that are educated and have a higher income are often more open for discussion of

FP topics. On top of that, Doctor et al (2009) dlsond that partners who belong to the same

NBf A3A2y O2YY2yte KIFI@GS |y ARSI 2F aidloAatAiide GK
example, if a couple's shared religion forbids the use of contraceptives, the couple will likely adhere

to such a dogine, whereas if each partner belongs to a different religion, couples may exercise
RAFFSNEBY (G O0SKFE@A2NI NBtIFGISR (G2 OKAfROSINAYy3IQ 0652
voluntary decision making on FP, we should be aware of all these fabmtrénfluence gender

relations and ultimately individual decision making.

1.4.2 Why they are not included
Messages regarding FP are often conventional and do not address the needs of young people

(Cottingham et al, 2012A reason for why the need of yng people is often not met relates to

taboos about sexuality of unmarried peopfeordaid (2010) for example found that in Malawi there

is significant tension around teaching sexuality in Catholic schools. Some teachers are not at ease
with the topic oritAa y23G Of SINJ gKIFd GKS& IINB 2N I NByQi
necessary that these teachers receive support in terms of knowledge and skills which is likely to
improve their confidence about speaking about sex and contraception (Corddifl). 2@owever, it

is not only from the side of teachers that young people lack access to information. Parents as well
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find it often difficult or unnecessary to teach their children about sexuality (Regnerus, 2005).
CdzNIIKSNX¥2NBIZI Ct aSiNPRIOSYREI NB RFISKSY2IGNIeg20 |
meet their needs. It may also be that staff members have a negative attitude towards youth due to
personal beliefs, but also due to a lack of skills and knowledge about what young peopld hised.
discourages young people to make use of services as they feel embarrassed about d€aralitid,

2010). Another reason why many young people do not receive the information and support they
need is that it is commonly thought that teaching sexual thetl young people actually encourages
sexual promiscuity, so it assumed better to tell them nothing at all (Prata et al, 2013). Other issues
that young people deal with have to do gender inequaliierore or less similar to what has been
discussed befa. Young people often lack trust in their partner and the influence of peers can be
decisive as to choices that young people make in regards to the use of contraceptives. Especially
young women and girls are thus at risk because they often find diffisuftidealing with pressure of
others, especially the partner (Cordaid, 2010, Prata et al, 2@&&jnentioned before, we will focus
specifically on the need of young people as they have thieelsigunmet need in terms of FP.
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ANNEX Vignettes and role plays used

Vignette used in SSI Staff (C:N, E:A, K, J) & FGD staff (C:K; M:E)
Main themes: contraceptives, sexual morality, counselling
One day a gifof about 16 year old comes to you for counselling. She is very nervous and after a
while she tells you that no one should know that she came to your health post. Her 10 year older
ep with him, he would
leave her. She tells you that she really loves him and that because it is really important to him she
agreed to sleep with him. She is however afraid to get pregnant, but is also certain that her
r using contraceptives. She asks you what contraceptives are
best to use in her case.
- What would be your first reaction if the girl had come to you?
- What would you advise her?
- What do you think of the decision of the girl to sleep with her boyfriend?
- Do yau think a story like this is common in the area you live?

Vignette for FGD unmarried women (C:N,U,K; E:A,K,J; M. E, N)
Vignette used for unmarried men. change gender in story (C:N,K)
Main themes. FP, sexual morality, acceptability, youth
Last Sunday yowvent to church. After the service when you were standing outside you heard two
young girls having a conversation. The first girl told her friend that she has had a boyfriend for
about 6 months and now they wanted to have sex with each other. She wantbd ture not to
get pregnant so she asked her friend what contraceptives she should use. The friend however
reacted very angrily and told the girl that she should wait until she is married before having sex.
She told the girl that if she would sleep with he
- What would have been your reaction if your best friend came to you and told you she
wanted to sleep with her boyfriend?
- What do you think of the reaction of the friend? Do you agree, why/not?
- Why do you think he friend reacted so angrily?
- Who would you ask for advice if you wanted to know anything about sexuality or family
planning?

Vignette used for FGD unmarried men (E:A,K,J; M:N)
Main themes: FP, counselling, choice of options.
X'is a 19 year old girl. Shes single, very attractive and very popular. She had her first baby 18
months ago. The father is nowhere in sight and X wants to find a steady boyfriend.
Would you consider being her boyfriend?
X says she wants you to use a condom every time you have sex.
Would you accept?
What solution would you propose in this situation?

Vignette for marriedwomen(C:N, K;) Team leaders and staff (E) religious leader (M. E and N (x2))
and chief (M.E)

Main themes.: FP & God, FP in marriage, male sterilisation

During a bilte study, the story of Abraham & Sara is read. Sara could not get a baby until she was
about 90 years old. One of the group members (called X) tells that nothing is impossible for God.
God will give you a child when the time is right. Another woman (called

7 children, and | am 34 years old, | do not want more children. Therefore | asked my husband to
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sterilise himself. | don't think God needs to give me so many children, since | do not have the
tells that if she would do that, she'll be acting against Gods

will.

- In this story, there are two women, with whom do you agree? Why?

- If you would be the bible study leader, what would you do/say?

- Of the woman who would like her husband to be sterilisediat do you think her husband

thinks?
- What would you aadvise them?

Vignette used for SSI staff (C:N) and FGD staff (M:E)
Main themes: FP in marriage, counselling, choice of options, Secret use of FP
X is a mother of two children. Her husband, Y, has a jobthe city and is only home during
weekends. X has a business and it is busy for her to take care of the children and her growing
business. In order to develop her business further, X wants to prevent a third pregnancy. Y
however, does not want her to escontraceptives. It is hard for the couple to speak about family
planning, since they do not have much time together.
One day X goes to the clinic and asks for family planning options. The worker, Z, shows her the
options. He also asks X how her husbatidnks about using contraceptives. X tells that her
husband does not want her to use contraceptives. Z tells X that it is necessary that a couples
make family planning decisions jointly. X tells that she wants to talk about it, but that it is hard
since he& husband is often living in the city. Z asks her to discuss it with Y first, then she can
come and get contraceptives.
A few weeks later, X comes back. She was not able to discuss family planning with her husband.
She wants to be sterilized in order to aeelop her business. Z tells that sterilization without her
husband knowing it is too drastic. Z offers her one time Depo, as a temporary solution. The coming
three months she has to discuss family planning with her husband in order to make the right
contraceptive decision for the long run.

- Is it common that couples have difficulties in discussing FP?

- What do you think about the first reaction of Z, what about the second reaction? Would

you react in the same way?
- What would X do if Z did not give her the Qo the second time?

Vignette for unmarried men (C.N, K; E:A,K,J; M:E and N) religious leader (E:K)
Main themes: talk about FP parentshildren
X is a man (pastor) of 40 years old. He has a son of 15 years old, named Y. One day he sees that
his son is beoming an adult. X remembers how he made a girl pregnant when he was 16 years old.
He decides to speak with Y about women and sexuality. He tells that he was quite attracted to a
girl in his class and that they slept together. When he heard she was pregriandid not want to
have any contact with her. He wanted to go to university, not to start a family. While the girl was
pregnant, she moved to family on the countryside, he never saw her again. Now he often wonders
how she and his child are doing, if theye still alive. He still feels ashamed about the event. He
advises his son not to sleep with women until he is getting married and starting a family. Y is
impressed by the story of his father.

- Would you like to have such an open dad?

- Is the pregnancy te responsibility of the girl or also of X?

- Did you ever speak with your father about sexuality? How do you experience that?

Vignette used for married women (ER.J; M: E, N; C:N)
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Main themes: Secret use of FP, couple and FP
One day X decides to start usig the pill. She is married four years ago and has a son and a
daughter. The pregnhancies were quite heavy, so she does not want to be pregnant again. She buys
the pill in the pharmacy. When she is sleeping with her husband, she is not stressed anymore abou
the probability of getting pregnant. After a year her husband asks her why she is not getting
pregnant again. He blames her and even beats her until she shows him the pills at the secret place
on the cupboard. He tells her to leave.

- What do you think ofthe reaction of the man?

- Do you recognise a situation like that?

- Is it common to talk about FP within the marriage?

Vignette used for married women (C.:N,U,K)

Themes:. FP in marriage, children come from God

When X is pregnant, one of the women who workthe market where she often buys her

vegetables is also pregnant. They share their stories and experiences, and get a baby in the same
week. Both of the women are healthy, and already have some other children. One year later, the
woman who works at the magkexpects another child. X asks the woman at the market if she is

not worried that she will not be able to take care of her children if she will get too many. X tells
that she rather waits so that her body can have rest and she will be able to give hiden good

who can decide that this individual should not be born. And if God will give me this baby, he will
also give me the means to take care of my childre
1 What do you think will X respond to the woman at the market?
1 With which woman do you agree? Why?
1 How do you believe that planning your own family and Gods planning relate to one
another?

Role plays for FGD staff

- A nurse visits houses to explain aboabntraceptives to young mothers (E:A)

- A husband of a bleeding wife enters stressed and angry the counselling room, since his wife
is very sick from the implant. The nurse has to make him relax and advise him what to
do.(E:K)

- Agirl of 16 years old accidertly had sex yesterday and now she comes to the clinic to
get advice for now and for the future. (E:K)

- Three girls enter the counselling room. One of them is crying because she has been raped.
(E:J)

- A couple decides to have sex and to go to the nurse fjrgi ask for advice concerning
pregnancy prevention. (E:J)

- A Health Extension Worker visits a house and wants to advise a girl that lives there,
because the HEW knows she recently got a boyfriend. The father of the girl, however,
does not want his daughtdo be informed about STls and contraceptives, since he expects
that his daughter will abstain from sexual intercourse until she is married. . (E:J)
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Annex3 - FGD with women with a disability

On a Wednesday afternoon my counterpart and | meet with fmomen with a walking
disability. They have come to the village as they wanted to share their stories with us. One
woman is not married, has a son aged 14 and got sterilised a while ago. The second woman
is married, and has 6 children after 4 other childrdied before the age of 5. The third
woman has one child and similar to the first lady she got sterilised. The fourth woman
entered the conversation on a later moment. All three women live about 7 kilometres from
Nkhoma hospital and are paralysed.

The wonen earn a living by receiving help from other people in the community, by growing
soya and ground nuts and by making clothes. Someone donated two sewing machines so the
women are able to make bags and clothes that are sold on the market. The bags are
howewer sold for only 50 Kwacha (about 10 euro cents) and the women make hardly any
profit. They are in need for someone to teach them sewing skills and to help them sell their
products.

In this area there is a group for people with a disability which is a@drigy seven people

from both sexes. They meet daily for sewing clothes and they work on income generation
together as they are discriminated from working at farms. Farmers do not want to hire them
as they think that lame people are not able to do the wardl. For this reason the group
came together to see what they can do together.

The women face many challenges. Not only are they discriminated for work, they also do not
receive subsidized coupons for fertilizer from the government and they do not getctidn

within the community groups. There is a lot of discrimination according to them.

They never heard of the Uchembere network. According to them this can be explained
because they often stay at home and this may be why they are not invited or reedgimz
addition, because of their disability two of them got sterilized and so they are not part of the
target population.

One of the women said that on her own she would have liked to have more children. But for
maternal/prenatal care people have to brifgS NJ 42 GKS Ot AyAO yR (K
Many people instead discourage them to get more children and tell them that it is better to
get sterilised. Two women were advised by their mothers to get sterilised as they got a lot of
miscarriages alreadyr would give birth along the road when going to the hospital.

The only place where they can access FP methods is in Nkhoma hospital. There are no
distributors here in this area. They however cannot walk to Nkhoma and need to find a
bicycle (taxi) to gethtere. Transport is really the biggest problem and it would be helpful to
have distributors.
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