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Executive Summary
 “The need for family planning is greater than ever” 

~Kenyan focus group discussion participant
Background and Purpose

Over the past 30 years, family planning (FP) programs have been successful in providing millions of individuals and couples with the means to plan their families—to choose when and how many children to have. As a result, in many countries, these programs have helped reduce maternal and child mortality and have improved the overall well-being of families. Over the last ten years, however, HIV/AIDS has overtaken the international public health agenda, drawing attention and resources away from family planning. Is attention to family planning and the broader reproductive health mandate now unnecessary, particularly in countries hard hit by HIV/AIDS? Evidence from four country case studies answers this question, illustrating that family planning should remain on the policy agenda, as it is crucial in its own right and is an important component in the fight against HIV/AIDS and in improving overall reproductive health (RH). 
This paper provides a synthesis of evidence from three countries in Africa and one in Asia on how FP/RH and HIV/AIDS services are being implemented and managed in high HIV prevalence settings. The country studies asked:

· What is the policy environment for family planning and HIV/AIDS? 
· How has the HIV/AIDS pandemic affected the need for FP services and other HIV-related services like voluntary counseling and testing (VCT) and prevention of mother-to-child transmission (PMTCT)?

· What are the emerging FP/RH needs in the context of high HIV prevalence? 

· Does the country experience provide any lessons learned and recommendations for improving family planning in the context of HIV/AIDS? 
The studies, carried out between 2003 and 2005 in Ethiopia, Kenya, Zambia, and Cambodia, used a mix of national analyses; interviews with policymakers, program managers, private and public service providers, and donors; and focus group discussions with HIV-positive women and FP clients and providers.  

Findings 

In the four countries, family planning is needed and wanted—and often neglected—in light of the pressing need for HIV/AIDS services. Despite the clear and necessary synergy between FP and HIV/AIDS programs, they remain largely separate and attention previously paid to family planning by governments and donors has waned (or shifted) in the face of HIV. Although the level of support for family planning and the barriers to use of FP services vary in each country, resulting in different contraceptive prevalence rates, the countries face many similar challenges: 

· The need for funds to address the HIV/AIDS pandemic takes attention away from the funds needed for other important health concerns, such as family planning. 
· The high unmet need for family planning indicates that more women and men would use FP services if they had access to contraceptive methods. Furthermore, women expressed the need for a choice of contraceptive methods in part because their partners often refuse to use condoms, thus negating the notion of “dual protection.” 
· Awareness of HIV/AIDS is relatively high, although misconceptions among HIV-positive women, FP clients, and service providers still persist. Concerns about the side effects (some legitimate and some not) of hormonal contraceptive methods exist for HIV-positive women using antiretrovirals. While this may result in relatively high levels of condom use, it also means that dual methods of contraception may not be adopted. Many FP service providers lack even basic training about HIV transmission and protection. 
· Political support and policy documents related to family planning often address HIV/AIDS issues, but HIV/AIDS policies seldom include components of family planning. Although policies are not sufficient to ensure implementation, they set the framework for the provision of services; therefore, addressing FP and HIV/AIDS issues in both sets of policies is crucial for implementing services that meet the expressed needs of women and men for contraception and for protection against disease and mitigation of its effects. 
· Human resource constraints pose a serious challenge to the implementation of FP and HIV services in the four countries and have implications for integrated services.
Recommendations

The four country case studies generated many recommendations, including the following.

Increase Political Support and Funding for FP Services

· Advocacy efforts for FP services must be strengthened in order to reposition family planning high on the agenda of the government, donors, and all other relevant players. Demand for FP services is increasing rather than decreasing in the context of HIV/AIDS prevalence. 

· Increased government and donor support and funding are needed to address FP needs and to sustain (at a minimum) or increase current levels of contraceptive use to give women the ability to have the number of children they want and can afford. 

Integrate FP/RH and HIV/AIDS Services

· More analysis should be conducted on the effects of integrating FP/RH and HIV/AIDS services. Vertical services may discourage many from seeking care because going to several facilities is time-consuming and costly and clients often fear stigma and discrimination. Aside from increasing access to services, integrating FP and HIV/AIDS programs could help ensure that FP needs are addressed and could make additional resources available through joint projects. However, if integration is to occur in other than localized situations, the local government authorities need the authority to allocate resources for service integration. For effective integration, collaboration between public, private, and NGO services is also crucial. There is an urgent need to test models of integration and to address the operational policy barriers to scaling up integration. Currently, FP/RH and HIV/AIDS programs tend to be administrated and operated separately. 
Increase Access to Services and Information

· Women need access to information and contraceptive methods they can control (such as female condoms) and that protect against HIV/STIs and pregnancy (such as microbicides, once they become available). In particular, HIV-positive women and FP/antenatal care (ANC) clients want more and better information on family planning and condom use. In addition, many women need contraceptive methods they can use without their husbands’ knowledge.
· Providers and clients need more information on dual method use and dual protection. Official policies on dual methods/protection should be available in all clinics.

· Providers need more training on counseling and also up-to-date information on the connection between STIs/HIV and contraceptive use and the role condoms can play in preventing transmission of HIV. Additionally, providers need sensitivity training to help them avoid discriminating against PLHAs.
· More counselors should be trained, especially in regions with high HIV/AIDS prevalence and in areas with acute human resource constraints. More service providers would reduce the time that clients wait to receive services. 
· Trained FP providers should offer contraceptives as part of FP services at VCT centers and in PMTCT sites.

Meet the RH Needs of HIV-Positive Women 
· [image: image3.jpg]


Meeting the RH needs of HIV-positive women and men requires changing where and how services are provided. The needs of HIV-positive clients may be met through patient support centers, HIV-positive staff members, or providers who have been trained to provide nonjudgmental, confidential care.  

· Stigma and discrimination of HIV-positive women must be eliminated. HIV-positive people often fear discrimination and, therefore, rarely disclose their serostatus to providers, thus excluding themselves from a variety of potentially beneficial services. 

· PLHAs could and should be involved in providing FP information, counseling, and services. HIV-positive women expressed a desire to access FP providers who are HIV-positive or who, at the very least, have been trained in HIV/AIDS counseling, as these providers could show sensitivity to the needs of HIV-positive women. 
Reach Men

· To minimize barriers to condom and other contraceptive method use among married couples, men must be educated on the importance of FP methods. HIV-positive women and FP/ANC clients want programs to directly reach their partners and husbands. Innovative interventions to reach men could include workplace initiatives, intensive seminars targeting men to educate them on the dual benefits of FP and HIV/AIDS services, mobile outreach clinics, and more training for male service providers. 
Increase the Use of Mass Media

· A variety of communication channels should be used to provide information and behavior change communication. Clients and communities need more thorough and accurate information on HIV/AIDS and on the need for family planning as part of prevention and care services. All forms of media—radio, TV, print, community-based—should be used to promote new methods like the female condom, to reduce fear of HIV/AIDS, and to illustrate the benefits of VCT and PMTCT services. Clinics offering these services should be distributed proportionately in rural and urban locales. Men need to be targeted directly through the media regarding safer sex.

Achieve Contraceptive Security

· A broad range of contraceptives, including dual methods and appropriate options for HIV-positive women, should be available through various delivery channels. Clients are more likely to use contraceptives if they can easily access a choice of methods and services and up-to-date information. 

Promote Universal Precautions

· Support should be provided for the implementation of universal precautions in all health settings. If providers are concerned about their own health while on the job and lack even the most basic protective equipment, they are unlikely to have good morale or provide comprehensive care to patients.  
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1.
Introduction

 “The need for family planning is greater than ever.” 

~Kenyan focus group discussion participant
Background

Over the past 30 years, family planning (FP) programs have been successful in providing millions of individuals and couples with the means to plan their families—to choose when and how many children to have. As a result, in many countries, these programs have helped reduce maternal and child mortality and have improved the overall well-being of families. In Burkina Faso, for example, where only 4 percent of married women use modern FP methods, the lifetime risk of maternal mortality is one in 14. On the other end of the spectrum, in Brazil where it is estimated that 75 percent of women use FP services, the maternal mortality risk is one in 130 (Daulaire et al., 2002). In the last 40 years, contraceptive prevalence in developing countries increased from less than 10 percent in 1965 to 39 percent in 2004 (USAID, 2004). The need for family planning—broadened to include attention to reproductive healthcare (including HIV/AIDS)—was reaffirmed at the 1994 International Conference on Population and Development (ICPD), at which 179 nations signed the Program of Action.
  

Since the ICPD, fighting against HIV/AIDS has become a priority on the international public health agenda. The number of people living with HIV or AIDS (PLHAs) is staggering. By the end of 2004, an estimated 39 million people were living with HIV or AIDS and approximately 90 percent lived in 73 low- to middle-income countries (UNAIDS, 2004). In the context of the HIV/AIDS pandemic, is there still a need for family planning? As government and donor resources—particularly in Africa—increasingly shift to support HIV/AIDS programs, the answer to this question is crucial.  
Case studies in Ethiopia, Kenya, Zambia, and Cambodia have found that family planning is needed and wanted—but often neglected—in light of the pressing need for HIV/AIDS services. Despite the needed synergy between FP and HIV/AIDS programs, gaps remain in the provision of family planning by governments and donors. According to a 2003 report by the Alan Guttmacher Institute and UNFPA, approximately 200 million women have an unmet need
 for effective contraceptives (AGI, 2003). Addressing this unmet need in developing countries would prevent an estimated 52 million unintended pregnancies and save more than 1.5 million lives (Singh et al., 2003 cited in Best, 2004). Because perinatal transmission remains a major route of HIV infection in most of these countries, family planning is an important component of programs to prevent mother-to-child transmission (PMTCT). According to study participants, FP and HIV/AIDS services often run as vertical programs and are not well integrated even though family planning should be considered an important component of any HIV strategy.  
Purpose and Methods

This paper provides a synthesis of evidence from three countries in Africa and one in Asia on how FP/reproductive health (RH) and HIV/AIDS services are being implemented and managed in high HIV prevalence settings. The country studies assessed: 

· how the HIV/AIDS epidemic has affected the need for FP services and other HIV/AIDS-related services such as voluntary counseling and testing (VCT) and PMTCT services; 

· emerging FP/RH needs in the context of high HIV/AIDS prevalence; 

· lessons learned; and

· recommendations for improved FP and HIV/AIDS programs.

In each country between 2003 and 2005, a national analysis was conducted with policymakers, program managers, private and public service providers, and donors. This analysis assessed the presence and functionality of FP programs in light of the current HIV/AIDS epidemic by gathering information on the quality of service delivery and health personnel; the status of political and official support for FP/RH and HIV/AIDS programs; the funding trends for FP programs; and the role of nongovernmental organizations (NGOs) and the private sector in dealing with family planning and HIV/AIDS. 
In addition, in Cambodia, Kenya, and Zambia, focus group discussions (FGDs) were held with HIV-positive women and FP clients and providers to ascertain women’s access to FP services and the perceived need for the FP services in the context of HIV prevalence. 

2.
Fertility, Contraceptive Use, Unmet Need, and HIV Prevalence
The four countries have varying total fertility rates (TFRs)
 and contraceptive prevalence rates (CPRs), 
 as shown in Table 2.1.

	Table 2.1. Total Fertility and Contraceptive Prevalence Rates: Circa 1990 and 2000

	Country
	TFR 
	CPR (in %)

	
	1990
	2000
	1990
	2000

	Cambodia
	5.6
	3.8
	n/a
	23.8

	Ethiopia
	6.9
	5.9
	4.8
	8.1

	Kenya
	6.7
	4.9
	26.9
	39.3

	Zambia
	6.5
	5.9
	15.2
	34.2


Sources: Cambodia taken from 2000 DHS; Ethiopia data taken from 1990/ 2000 DHS; Kenya data taken from 1989 and 2003 DHS; and Zambia data taken from 1992 and 2001/2002 DHS.
Ethiopia

Ethiopia has the third largest population in Africa. The demographic situation in the country is characterized by high fertility, low levels of life expectancy, and frequent migration. These factors, plus poor infrastructure, a low utilization rate of antenatal care (ANC) services, and an expanding HIV epidemic, have resulted in high levels of maternal mortality (500–1,200 per 100,000 births), accounting for one-quarter of all deaths between 1994 and 2000 among Ethiopian women ages 15–49 (CSA and ORC Macro, 2001). The Ministry of Health (MOH) estimates that HIV will lower the average life expectancy by almost 10 years to 46.5 by 2014 (Tesfaye et al., 2002). 
In 1993, the government of Ethiopia adopted a National Population Policy to reduce population growth through increased contraceptive use and lowered fertility rates. Despite great progress, much remains to be done. According to the 2000 Ethiopia Demographic and Health Survey (DHS), approximately one out of three births was unplanned (CSA and ORC Macro, 2001). The TFR was 5.5 despite the mean ideal number of children being 4.9 children in 2000. Only 8 percent of married women reported using any method of family planning, although the CPR nearly doubled between 1990 and 2000.

Ethiopia is predominantly rural, with an estimated 85 percent of the 63 million Ethiopians living in rural areas (UNDP, 2002). Rural fertility rates were twice as high as those in urban areas in 2000, with women in urban areas nine times more likely to use a modern method than women in rural areas (CSA and ORC Macro, 2001). 

In 1987, three years after the first cases of HIV were reported, the MOH launched an HIV control and disease prevention program in Addis Abba and decentralized its activities in the early 1990s to better reach rural Ethiopians (Mekonnen et al., 2004). In 2000, the government established the National AIDS Council and initiated a national sexually transmitted infection (STI)/HIV policy. Despite these efforts, the epidemic continues to expand, causing major social and economic upheaval. 

As of 2003, the adult HIV prevalence rate in Ethiopia was 4.4 percent (UNAIDS, 2004). However, it is likely that the prevalence rate is much higher than reported because in some regions, less than 15 percent of women access ANC and only 2 percent of Ethiopian men were tested for HIV (CSA and ORC Marco, 2001). By the end of 2001, almost 1 million children in Ethiopia had lost one or both parents to AIDS-related causes, and nearly one-quarter of these children were estimated to be HIV-positive themselves (USAID, 2002). 

Kenya 

Kenya has been lauded for its successful FP program with a 42 percent decline in the TFR from a high of 8.1 children per woman in the 1970s to 4.7 by the late 1990s (NCPD et al., 1999). Over the same time period, the CPR increased from 7 percent to 39 percent. Bolstered by these achievements, the Kenyan government set an ambitious agenda in its 1999 National Population Policy for Sustainable Development. However, data from the 2003 Kenya DHS indicates that the CPR has stalled at 39 percent and 20 percent of pregnancies were unintended and 25 percent were mistimed (CBS et al., 2004). Clearly, gaps in addressing FP needs remain.

The Kenyan 9th National Development Plan (2002–2008) states that “virtually all aspects of development have experienced the severe impacts of HIV/AIDS at household, community, and national levels. It has created shortage in manpower and also overstretched social services, especially the health services and the social security system.” Kenya remains among the countries hardest hit by HIV with a prevalence rate of 9.4 percent in 2003 (UNAIDS, 2004). The majority of those infected are people of reproductive age resulting in economic losses estimated at US$3 million per day (MOH, 2001).  

As part of its national HIV/AIDS strategy, the Kenyan FP/RH Policy Guidelines and Standards for Service Providers calls for greater integration of FP, STI, and, HIV/AIDS services:

A major concern of all RH workers should be the rapid increase in the prevalence of STIs and HIV/AIDS. The only effective means of protection against these infections is safe sexual practices including abstinence and the use of barrier methods. For those at risk of STIs/HIV/AIDS, these guidelines stress the need to use barrier methods such as condoms in addition to any other method of family planning. 
~MOH, 1997  

Zambia

Although FP services have been available in Zambia since 1972, the population growth rate has outpaced economic growth. Both the government and nonprofit sectors have played key roles in the planning and provision of RH services and policies. Several national policies have been implemented to ensure that family planning is a component of essential RH services, which include a focus on safe motherhood. Furthermore, to improve the health delivery system for all Zambians, the government initiated reforms that decentralized health services and gave local governments the responsibility of managing, implementing, and monitoring health programming. Importantly, health reforms had a particular emphasis on maternal and child health (MCH), family planning, and communicable diseases (e.g., STIs and HIV/AIDS). To improve the health of the population, the government has set goals of improving the access to and availability of FP services and information and reducing the incidence of STIs, AIDS, and reproductive tract infections by 2000 (CSO, CBH, and ORC Macro, 2003). 

From 1992 to 2002, the CPR more than doubled from 15.2 to 34.2. However, the TFR only decreased slightly from 6.5 to 5.9 during the same time period even though the reported mean ideal number of children was 4.7 per woman (CSO, CBH and ORC Macro, 2003). As the HIV epidemic has increased in severity, attention to RH services, including family planning has diminished and gains in safe motherhood practices have eroded. The maternal mortality ratio (MMR) remains high in Zambia, increasing from 649 deaths per 100,000 births in 1996 to 729 deaths per 100,000 births in 2001 (PRB, 2003). 
Despite launching the National AIDS Prevention and Control Programme in 1986, followed later by two other national plans, HIV prevalence remains high in Zambia. By the end of 2001, the prevalence rate was 15.6 percent, exceeding the sub-Saharan average rate of 7.8 percent, and reached 16 percent in 2003 (Syacumpi et al., 2003; UNAIDS, 2004). Prevalence among women is higher at 18 percent compared with 13 percent among men. Nevertheless, HIV/AIDS awareness is growing. According to the 2001/2002 Zambia DHS, 86 percent of men and 78 percent of women of reproductive age reported knowing two or more ways to avoid HIV infection (CSO, CBH, and ORC Macro, 2003). 

Cambodia

In 1991, international NGOs first introduced FP services in Cambodia. The government initiated its own FP program and strategic plan in 1994. After the Maternal and Child Health Plan 1994–1996 was implemented, the CPR for modern methods almost tripled from 7 percent in 1995 to 19 percent in 2000. However, despite these efforts, the MMR in Cambodia remains one of the highest in the region at 450 per 100,000 live births (NIS and ORC Macro, 2001). Only 10 percent of all births take place in a health facility (MOH, 2004). Additionally, there is a disparity between urban and rural areas regarding allocated resources and uptake of services; married women in urban areas are 32 percent more likely to use a more effective modern method of birth control than their rural counterparts (NIS and ORC Macro, 2001).  

In 1994, three years after HIV was first detected in Cambodia, the MOH began conducting national surveillance on the epidemic. The prevalence rate peaked in 1997 at 3 percent and has since declined to 1.9 percent (NCHADS, 2004). Compared to some countries in Africa, Cambodia’s HIV prevalence rate is low. However, current figures suggest it is the highest in Asia. Although the prevalence rate has decreased, the demand for HIV/AIDS-related health services exceeds the available resources of the healthcare system (Walston, 2005a). In response, and as part of its national HIV strategy, the Cambodian government has established agencies and implemented policies aimed at further reducing the HIV prevalence rate, increasing the survival of PLHAs, and ensuring that sufficient resources are allocated and effective services are being provided. 
Unmet Need for Family Planning Is High
Unmet need for family planning and contraception is high in the four countries studied (see Figure 2.1). Surveys have consistently shown that many Kenyan women report wanting to delay or limit future births but are not using any FP method. In Zambia, according to the 2001/2002 DHS, the percentage of married women having an unmet need for family planning did not change from the 1996 rate of 27 percent; however, there was an increase in the proportion of women wanting family planning for limiting births from 8 percent in 1996 to 11 percent (CSO, CBH, and ORC Macro, 2003). According to the 2000 Ethiopia DHS, 17 percent of births were unintended, 20 percent were mistimed, and 36 percent of married women reported having an unmet need for family planning—22 percent for spacing and the remaining 14 percent for limiting births (CSA and ORC Macro, 2001). Likewise, in Cambodia, approximately a third of all married women reported an unmet need for family planning (NIS and ORC Macro, 2001). 
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Note: Cambodia was excluded because unmet need was not documented until 2000. Ethiopia was excluded because the data from 1990 and 2000 were not comparable. Source: Country DHS reports. 
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Among HIV-positive women, meeting unmet need for family planning is of particular importance. “In studies of women with HIV infections, approximately 70 percent are sexually active, effective contraceptive use is variable, and unplanned pregnancy is frequently reported” (Magalhaes et al., 2002 cited in Mitchell and Stephens, 2004). Almost all of the HIV-positive women who participated in the Zambian focus group discussions reported that they were currently sexually active and none wanted to have any additional children. 
3.
Funding Trends
Respondents in the four case studies noted that an increase in HIV/AIDS programs appears to have drawn financial support away from family planning.
 The most common reasons cited for this imbalance are that HIV/AIDS is a more visible and publicized issue and the international donor community views the issue as being more urgent.  
Each country had different concerns and issues regarding funding. Ethiopia’s participants stressed that even with adequate funds for family planning, poor logistics would impede improving services. Participants in Kenya felt that the increase in funding to HIV/AIDS programs came at the expense of FP programs. However, Kenyan participants also stressed the importance of both programs, and they favor an integrated approach to implementing them. 
In Zambia, participants reported a decrease in funding for family planning. They added, however, that the amount it decreased by was difficult to determine since family planning is a component of the MCH program and is now part of the total RH budget (instead of having its own budget, as was the case previously).
[image: image5.jpg]


Interviewees in Cambodia also claimed that FP funding has been reduced as a result of increased support to HIV/AIDS. Along with Kenya, Zambia, and Uganda, Cambodia was named a USAID High Priority/Rapid Scale-Up country and began receiving significant resources in 2001 to deal with the epidemic. Cambodia has now been identified as a second tier country under the President’s Emergency Plan for AIDS Relief, as is the case with the three other countries, financial support to Cambodian HIV/AIDS programs has grown so much that Cambodia’s ability to effectively disburse, monitor, and coordinate the funds has been a challenge (Walston, 2005a). 
4.
Political Support and Perceived Need for Family Planning
Political Support for Family Planning

	Timeline for Introduction of Family Planning Policies



	1967
	1989
	1993
	1994

	Kenya’s National FP Program launched
	Zambia’s National Population Policy issued
	Ethiopia’s National Population Policy launched
	Cambodia’s Maternal and Child Health Plan initiated


Study findings show that each country faces different challenges in meeting its population’s need for family planning and HIV/AIDS programs and services. Kenya’s FP program has existed for several decades, while Cambodia’s support for family planning only began 15 years ago. Ethiopia’s FP program has never been particularly strong, and Zambia has struggled with implementing FP/RH programs in a decentralized health system undergoing reform over the past decade.  
In Kenya, strong political support for family planning in the 1970s translated into significant achievements in enabling women to plan the number of children they desired, with increases in the effective use of contraception. However, as high HIV prevalence rates have devastated the country, attention to needed FP programs and services has been drawn away.

In Zambia, family planning has been available for many years; however, coverage of services remains insufficient and FP services have not been integrated with other health services. Policymakers regard family planning as a health issue and do not use a multisectoral approach to program implementation. Therefore, despite some success in political recognition of family planning, nearly all participants said that there is much room for improvement. A Central Board of Health representative explained, “Family planning should not be a stand-alone component. It is one pillar of safe motherhood, and safe motherhood is an important component of the wider reproductive health” (Syacumpi, 2003). Additionally, while the national FP/RH strategy addresses related HIV/AIDS issues, the national AIDS strategy does not deal directly with related FP issues.
At the launch of the National Population Policy in 2003, Cambodia’s Prime Minister reiterated the rights of individuals and couples to FP services. Cambodia’s Policy on Women, the Girl Child, STIs, and HIV/AIDS has been revised to ensure that PMTCT interventions focus not only on preventing HIV transmission from mother to child but also on preventing infection among women of childbearing age. 
Similar to Cambodia, political support for family planning is relatively recent in Ethiopia. The Ethiopian study found that there was little political support or commitment for family planning even prior to the HIV epidemic (Mekonnen et al., 2004). Participants acknowledged that the government had drafted policies and created agencies to coordinate FP service provision, but little had actually been done to increase access to services. 
Perceived Need for Family Planning vis-à-vis HIV/AIDS

According to study findings, to reduce the prevalence of HIV and unintended pregnancies, HIV/AIDS and FP programs and services must be integrated. Separate HIV/AIDS and FP programs at the ministerial level create unnecessary competition for scarce resources, as both programs address health issues with compatible needs. 

All participants in Ethiopia felt that family planning was an integral component in addressing both a country’s high HIV prevalence and its fertility rates. All Cambodian participants agreed that the prevalence of HIV reinforced the need for FP services. They noted a need for condoms to prevent pregnancy as well as HIV infections. Kenya’s participants went further to say that HIV has made the need for family planning even more urgent: “AIDS has made many people seek family planning services so that even if they fall very sick, they can have a smaller number of children to take care of.” Finally, many participants from Zambia were also concerned that family planning was not being given appropriate attention within the context of HIV/AIDS. One participant’s comment was echoed by others: “The [HIV/AIDS] strategy does not specifically include components of FP/RH; they are disconnected. There is need for a holistic approach, as family planning is seen as a different area.”  

5.
Provision and Use of Family Planning
“We need more information on which methods are best for us in light of HIV/AIDS.”

~FGD participant in Zambia

Use of Contraception, Dual Protection, and Dual Method Use

Since the same sexual act can result both in unintended pregnancy and HIV transmission, women attending FP clinics need accurate and comprehensive information on HIV transmission and how their FP method choice might affect risk of transmission. Study findings from each country indicate that condom use remains generally low, and it is a challenge for men and women to use condoms in addition to other forms of contraception. In Kenya, only 1.3 percent of currently married women reported condom use, and among sexually active unmarried women, condom use was 8 percent, trailing behind contraceptive injections and pills (Gichuhi et al., 2004). Only 4 percent of Cambodian women reported using condoms as a contraceptive (NIS and ORC Macro, 2001); FGD participants advised that condom use in a marriage implies a lack of trust regarding potential extramarital sex. As one Cambodian woman put it: “If my husband wanted to use a condom with me, I would think that he had had sex with someone else.” 

Similar attitudes were found among the Zambian participants where only 4 percent of women and 8 percent of men use condoms (CSO and Macro International, 1997). Injectable contraceptives were the most common FP method used by women because they were able to use the method without their husband’s knowledge (Banda et al., 2004). The desire for clandestine use makes condom use difficult. Women consider men’s attitudes about contraception to be a major barrier to condom use, and they noted the difficulty of convincing a man to use one. One focus group participant stated: “When I asked my husband to use condoms, he refused and said that you are my wife and not my girlfriend” (Banda et al., 2004). Most of the women did not know how or were unable to negotiate condom use with their husbands. Many of the women FGD participants in Zambia were not given information on dual method use.

Kenya participants agreed that viewing condom use in a marriage as unnecessary is an obstacle to increased condom use. However, they also cited other numerous challenges to promoting dual protection
 and dual method use, including the lack of treatment for HIV/AIDS, provider training, and male involvement; and the prohibitive nature of cultural traditions and HIV stigma and discrimination. Some HIV-positive women without access to treatment see little reason to take care of themselves and prevent unintended pregnancies. In addition, some cultural practices limit or negate a woman’s power to negotiate condom use. While it is hard for women subject to wife inheritance to insist on condom use, a number of service providers have noted that women are increasingly choosing to protect themselves from pregnancy by using contraception. 
In Cambodia, dual protection through condom use is more commonly promoted than dual method use (condoms and other methods of contraception). In fact, none of the service providers who participated in the FGDs promoted dual method use. Cited reasons included concerns about side effects of contraceptives; a belief that condoms were associated with extra-marital sex; and male resistance to the use of condoms within marriage. 

Family Planning Counseling During Antenatal and Postpartum Care
Zambian and Kenyan FGD participants felt that FP services must adapt to the HIV/AIDS pandemic by integrating HIV-related counseling and services and by providing outreach to women, men, and young people through all possible channels. In both focus groups, HIV-positive women as well as women who receive ANC and FP services felt it was important to understand PMTCT. HIV-positive women recommended increased information on VCT and PMTCT so that they can make informed decisions about their own reproductive healthcare and whether to have children. One Kenyan said, “We would want more information, and that information should be targeted well because we are many. It should be flashed on billboards, because most victims do not know what to do. You can help those who do not know about re-infection, condoms; others are only using family planning and they do not know they can be infected. You should also advocate for VCT services in family planning clinics.” Zambian focus group participants felt that nurses should be trained as counselors and taught the best methods of contraceptives for people living with HIV. One HIV-positive woman in Kenya felt that counseling on PMTCT should be required for all pregnant women: “I would suggest that instead of leaving it [PMTCT counseling] as voluntary, it should be made a must for any pregnant woman.”

Among Cambodian focus group participants, awareness of VCT and PMTCT was extremely low. Those who had accessed VCT services said that no FP information was provided, but condoms were offered as protection against HIV and STIs. Only two of the HIV-positive women had received PMTCT services, while most FP clients were unfamiliar with VCT and PMTCT services. Participants felt that service providers’ attitudes need to change to increase access to services, especially for HIV-positive women who do not disclose their status because they fear being denied treatment. One respondent noted, “They (the doctors) guess your HIV status and then decide how to treat you and how much you will pay.”  

Kenyan focus group participants also felt that VCT and PMTCT services should be made readily available to clients in private and confidential spaces. One provider stated “...VCT should be integrated even in MCH… [Now] it’s somewhere separate, but it’s a very bad place because everybody is seeing you while you are entering there, there is no privacy.” FP and ANC clients who participated in FGDs in Kenya, Zambia, and Cambodia said that the separation of family planning from HIV/AIDS lowered their access to services and they unanimously support integration. Cambodian participants said that women fear possible discrimination after being seen coming from the isolated room where HIV counseling services are held. The women felt that if FP and HIV/AIDS services were fully integrated, there would be no stigma, as all services would be offered in the same place at the same time. Clients also felt that integration would lead to better, more comprehensive care. In addition, Cambodian participants indicated that staff must be trained to be sensitive with clients and respect their right to confidentiality.
6.
Meeting the Reproductive Healthcare Needs of HIV-positive Women
“People are scared about dying so they try anything that can keep them longer to see their children grow and not leave them as street kids.” 

~HIV-positive woman in Zambia
HIV-positive women, particularly those using ARVs, are often advised to limit childbearing, and they, in fact, often desire this as well. However, to exercise their reproductive choice to have children or not, HIV-positive women need access to contraceptive care. 

Providers in the FGDs in Kenya said that they had found a link between HIV status and the desire to use FP services. HIV-positive women in each of the focus groups indicated that they do not want more children because of their HIV status, but they need more information and counseling concerning their reproductive health. They want family planning information to be more comprehensive so they fully understand all the options and can choose the appropriate method according to their HIV status. 

In Zambia, some of the HIV-positive women participants expressed frustration of not being well-informed about which contraceptive methods are most appropriate to use. HIV-positive women in Kenya echoed these feelings: “Tell us the appropriate and good family planning method for HIV-positive people. Can we use Depo? What if I am HIV positive and three months pregnant, what am I supposed to do? What works and what doesn’t?” 

Women participants from Cambodia were aware that HIV can be transmitted from a HIV-positive woman to her child and some expressed that HIV-positive women should not have children and that these women have a greater need for family planning than HIV-negative people. As in Kenya and Zambia, the women desire more information on HIV and contraceptive use. For instance, one Cambodian woman said that HIV-positive women should not use the pill or injection because these methods will make the women feel even sicker. Others disagreed, pointing out that the side effects of the pill and injection only last for one or two months.  Generally, women initiate the use of family planning and are responsible for obtaining and continuing use of contraception. 
7.
Reaching Men

“Men make all of the family decisions. They must be involved in family planning education.”

~Male participant in Cambodia
In each of the countries studied, it is often men who decide if and what method of family planning and preventive behaviors are used to reduce the risk of HIV transmission and unintended pregnancies. Men must be educated on the advantages of family planning both for their own benefit and that of their families. In Kenya, women recommended that providers should “Sit down with the couple and tell them the benefits of using the condom. This should be done door-to-door.”  



Cambodian female participants felt that men should be encouraged to participate in FP counseling and services to facilitate the ability of women to ask their husbands to use condoms, as men control condom use. Service providers who participated in the FGDs stated that if men begin to understand the benefits of condoms in preventing HIV and unintended pregnancy, then condom use will increase. They explained that men who did not participate in family planning were more likely to reject it and be perpetrators of domestic violence.
Providers participating in Kenya’s FGDs noted that integration of FP and VCT services within family planning clinics may deter men from accessing either service: “We might have a problem [if we integrate services] because for one, if a man comes in such a facility, back in the mind he will know that people will know he is not coming for family planning, so the other alternative he is coming for VCT, and he doesn’t want to be known that he is coming for that.” Providers suggested that offering RH services for both men and women in the same setting may be challenging. In fact, Cambodian female participants felt that men would escort their wives to a FP appointment but would prefer to wait outside during it. If appointments were made for couples, participants thought that the men would be more likely to participate. 
All country participants expressed that male involvement is crucial to improve attitudes toward condoms. Male involvement should be promoted throughout the community; both Kenya and Zambia’s focus groups felt that the workplace was a good place to target FP messages at men, or as one Zambian provider put it, “Men should be followed at their working places.” These messages should highlight the need for family planning in reducing unintended pregnancy and HIV/AIDS and other STIs. 
8.
Integration of FP and HIV/AIDS Services
Integrated services are available in some countries but only on a limited basis. For example, the Reproductive Health Association of Cambodia has been operating integrated services for more than 10 years, but government-run STI clinics still do not offer FP services. Even in Phnom Penh, there is little evidence of HIV/AIDS services providing information on the importance of family planning or providing access to FP services. However, a limited number of PMTCT programs do exist and Family Health International’s Continuum of Care program provides both counseling and family planning to women in its PMTCT program. Within the public sector, STI clinics and VCT centers remain separate, as the system’s vertical nature hinders integration. The health sector reform process and implementation of a Minimum Package of Activities were designed to facilitate service integration, but these programs face challenges as staff take on more responsibilities without a corresponding increase in technical and financial resources. Furthermore, while some clients supported integration of services, others feared that stigma and discrimination would drive potential clients away from integrated services. 

Ethiopia has integrated family planning into reproductive healthcare, but HIV/AIDS programming remains relatively separate. VCT, STI counseling and treatment, and PMTCT and postabortion care services have been integrated with FP programs only in select organizations. Participants in Ethiopia generally supported integrating services, yet expressed reservations about health workers’ ability to handle more responsibilities.  
Kenya also has just begun the integration process. Attempts to integrate family planning are limited, as many Kenyan NGOs that had previously focused on family planning are shifting their attention to HIV/AIDS. Integration has recently begun at the community level with information, education, and communication and behavior change communication efforts. Clinics are expected to integrate PMTCT services, VCT, STI counselling and treatment, and the treatment of opportunistic infections into HIV/AIDS activities. However, reservations about integrating VCT, STI, and HIV/AIDS services were voiced among Kenyan participants; one reason cited was the potential for men to be further discouraged from seeking certain services because of stigma. For example, it is unlikely that a man would seek care at a health center that has integrated VCT with ANC, because it would be obvious that he is there for VCT. 


In Zambia, FP services are integrated within the MCH program, but the effectiveness of this arrangement depends on staff availability. Some providers noted that some integration with HIV/AIDS takes place in FP settings; however, PMTCT and VCT services are only available at certain sites, while STI counseling and treatment services are more widely available. Zambian participants generally reported that FP commodities are available primarily from the public sector, but that difficulties arise in distribution caused by delayed shipments or other logistical problems.
9.
Role of NGOs and the Private Sector
Analyzing the role of NGOs and the private sector in implementing FP and HIV/AIDS programs was highly valuable in all four studies. The Royal Government of Cambodia and NGOs do cooperate, but government-run programs are losing staff to international organizations due to salary competition, and while demand for private healthcare in Cambodia is strong, the sector is largely unregulated, leaving clients vulnerable. Population Services International (PSI) has taken steps to address the problems in the private sector by establishing, in 2002, the Sun Quality Health Network to provide affordable, high-quality medical services in selected clinics. PSI hopes that these clinics will improve accessibility while maintaining a high standard of care. In addition, PSI has run a successful campaign for its Number One brand of condoms, which encompasses approximately 80 percent of the country’s condom market (PSI, 2004). Other private sector providers in Cambodia receive regular training focused on the provision of high-quality FP services, including STI services and VCT. 
Kenya participants reported that existing NGOs are turning from FP to HIV/AIDS programs, while new NGOs are being established to address HIV/AIDS only. Social marketing is an important method by which the government fulfills its goal of ensuring an adequate national supply of and access to condoms as laid out in the Condom Policy and Strategy (Aloo-Obunga, 2003). An estimated 15 percent of Kenya’s condoms (primarily PSI’s Trust brand) are provided through social marketing efforts. 
While the public sector is the primary provider of FP/RH services in each of the African countries according to country DHS reports from the early 2000s (78% in Ethiopia, 53% in Kenya, and 61% in Zambia), NGOs are regarded for their role in breaking barriers to address HIV/AIDS.  NGOs have had flexibility to integrate HIV/AIDS activities into pre-existing FP/RH programs.
Zambian participants claimed that FP/RH programs were weakening in the presence of increased funding and NGO interest in HIV/AIDS programs. For example, CARE Zambia reportedly cancelled its FP/RH program due to lack of funds and has focused its resources and attention on HIV/AIDS programs. In contrast, however, Planned Parenthood of Zambia continues to be focused on family planning. The private sector in Zambia has become an important supplier of antiretroviral drugs, yet there are no regulations regarding their use. 

Better coordination within and between sectors in each of the countries would greatly improve the quality and efficiency of care, translating into better RH outcomes. 
10.
Operational Issues
Shortage of Adequate Human Resources 

The shortage of adequately trained health personnel is an alarming problem affecting developing countries, especially those with high HIV prevalence rates. In Ethiopia, for example, there is only one doctor for every 36,000 people (Ethiopia AIDS Resource Center, 2003 cited in Mekonnen et al., 2004). For Ethiopia and other countries, even a small loss of medical staff has potentially disastrous consequences. 

The most commonly cited explanations for staff shortage among the four countries included loss of personnel to other sectors, overseas recruitment, illness, and burnout. The movement of personnel from the public sector to NGOs, the private sector, and overseas is reducing an already small workforce of health providers. According to a UNDP report, approximately 38 of the 47 countries in sub-Saharan Africa do not meet the World Health Organization’s minimum requirement of 20 physicians per 100,000 people (UNDP, 2003 cited in PHR, 2004). Zambia and Ethiopia specifically cited overseas recruitment as a problem, with medical personnel moving to countries such as the United Kingdom, Australia, and the United States to escape unsatisfactory working conditions and low wages. Participants in all four countries reported significant loss of staff to NGOs and the private sector, with participants in Kenya and Cambodia citing substantial discrepancies in salaries. Cambodia’s MOH salaries are considered low, leading to a high rate of staff turnover. One respondent noted that staff movement from the MOH to other organizations was straining resources and hindering the government’s ability to respond to the epidemic. 
High rates of absenteeism are being reported due to a number of AIDS-related issues. Healthcare providers often leave work to attend funerals, care for sick relatives, or because they are personally experiencing an AIDS-related illness. This was found to be a major cause of staff shortages in Zambia, where 41 percent of staff loss was due to death.
In addition to causing absenteeism, HIV/AIDS is negatively affecting staff performance and retention by lowering morale and leading to burnout. A Kenyan provider poignantly explained that some staff are infected and many others are affected by sick family members. Clients confirm the statements of providers. A client in Zambia noted, “There is congestion at the clinics nowadays with very few numbers of nurses, so they are usually very tired such that they don’t pay attention to us.” It is evident from these and other statements provided that while the number of healthcare workers is dwindling, the number of patients is increasing, leading to overworked personnel, long waits, and unsatisfactory care.

Lack of Contraceptive Security and Other Health Products and Supplies

The task of maintaining medical supplies and delivering consistent, quality care to patients has been a formidable challenge for all four countries. In both Zambia and Ethiopia, many participants reported that disruptions in the supply of contraceptives and other health products greatly affected service delivery. Poor infrastructure was the most commonly cited reason for the unstable provision of supplies. 

Lack of Universal Precautions 

Providers fear becoming infected with HIV through occupational exposure during routine healthcare (e.g., intrauterine device insertion and normal delivery) and in emergencies (e.g., emergency obstetric care)—negatively affecting morale and retention. Furthermore, although service provider participants indicated having knowledge of precautions, those from Kenya and Zambia cited a lack of protective equipment and supplies, such as gloves and ARVs, and the misuse of precautionary measures—limiting the services they can provide.

In addition to precautionary supplies, guidelines are needed to establish proper methods for avoiding HIV exposure. Clinics in Zambia have no written guidelines on post-exposure prophylaxis and safe procedures. When gloves are in short supply, clients are told to buy them. Participants in Ethiopia and Kenya expressed similar concerns, saying that guidelines are either nonexistent or ineffective. They also noted that supplies are lacking and providers are not educated on proper implementation. 

In contrast, Cambodia has a written protocol for universal precautions called the Guidelines for Medical Institution Universal Precautions (2002), which outlines regulations on hygiene, sterilization, and proper methods of needle use and disposal. Cambodia also has an Injection Safety Committee to manage and regulate the use of safety boxes and syringes. However, Cambodia lacks guidelines and drugs necessary for post-exposure prophylaxis, but plans are currently underway to prepare a protocol in 2005. 

Prevention programs should include the implementation of safe procedures and proper disposal receptacles for gloves and sharp objects. Addressing the problem of occupational risk may boost staff moral and improve the quality of client care. Finally, providers noted that if all measures of protection were provided in all facilities (including at the local level and not only in larger hospitals), HIV exposure could be minimized.

11.
Summary and Recommendations
Summary

Although the level and duration of support for family planning and the barriers to use of FP services vary in each country, resulting in different contraceptive prevalence rates, the countries face many similar challenges: 
· The need for funds to address the HIV/AIDS pandemic takes attention away from the funds needed for other important health concerns, such as family planning. 
· The high unmet need for family planning indicates that more women and men would use FP services if they had access to contraceptive methods. Furthermore, women expressed the need for a choice of contraceptive methods in part because their partners often refuse to use condoms, thus negating the notion of “dual protection.” 
· Awareness of HIV/AIDS is relatively high, although misconceptions among HIV-positive women, FP clients, and service providers still persist. Concerns about the side effects (some legitimate and some not) of hormonal contraceptive methods exist for HIV-positive women using antiretrovirals. While this may result in relatively high levels of condom use, it also means that dual methods of contraception may not be adopted. This is particularly significant in situations when a partner of an HIV-positive woman objects to using a condom. Many FP service providers lack even basic training about HIV transmission and protection.

· Political support and policy documents related to family planning often address HIV/AIDS issues, but HIV/AIDS policies seldom include components of family planning. An analysis of 16 countries with high prevalence rates found that, despite some attempts at integration, HIV policies seldom acknowledge or mention the role of family planning (Strachan et al., 2004).  The analysis concluded that a sharper focus is needed on addressing fertility options for HIV-positive women. In Zambia, for example, the framework for HIV/AIDS does not include FP/RH components, but the FP/RH strategy clearly defines how HIV/AIDS needs will be addressed. Ethiopia has a National AIDS Committee within the Prime Minister’s Office but no similar committee for family planning. In addition, the country has a national population policy, but lacks a strategy for implementation. In Kenya, in comparison, the continued existence of the National Council on Population and Development (NCPD) is evidence of the country’s political and official support for family planning. The NCPD should capitalize on its position and strive to keep family planning at the top of the policy agenda.  

While policies are not sufficient to ensure implementation, they set the framework for the provision of services. Therefore cross mention of family planning and HIV in both sets of policies is critical for the implementation of services that meet the expressed needs of women and men for contraception and for protection against disease and mitigation of its effects. 
Recommendations

The four country case studies generated many recommendations, including the following.

Increase Political Support and Funding for FP Services

· Advocacy efforts for FP services must be strengthened in order to reposition family planning high on the agenda of the government, donors, and all other relevant players. Demand for FP services is increasing rather than decreasing in the context of HIV/AIDS prevalence. 

· Increased government and donor support and funding are needed to address FP needs and to sustain (at a minimum) or increase current levels of contraceptive use to give women the ability to have the number of children they want and can afford. A policy initiative to ensure a budget line for family planning can strengthen FP services. Specifically, governments and donors should commit human, financial, and material resources (e.g., syringes, gloves, and contraceptives) to ensure contraceptive security and improve FP, ANC, and HIV/AIDS services. 
Integrate FP/RH and HIV/AIDS Services

· More analysis should be done on the effects of integrating FP/RH and HIV/AIDS services.  Vertical services may discourage many from seeking care because going to several facilities is time-consuming and costly and clients often fear discrimination and embarrassment. Aside from increasing access to services, integrating FP and HIV/AIDS programs could help ensure that FP needs are addressed and make additional resources (including human resources) available through joint projects. However, if integration is to occur in other than localized situations, resources will need to be decentralized and collaboration between public, private, and NGO services is crucial. There is an urgent need to test models of integration and to address the operational policy barriers to scaling up integration and that address human resource constraints affecting all health services.  

· Government departments and programs must cooperate. Currently, FP/RH and HIV/AIDS programs tend to be administrated and operated separately. For example, in Kenya, the MOH’s National AIDS and STDs Control Program and the Division of Reproductive Health could work together more closely to enhance the integration of HIV/AIDS and FP/RH programs, especially if PMTCT and related activities are to be enhanced through MCH/FP outlets.  

Increase Access to Services and Information

· Women need access to information and contraceptive methods they can control (such as female condoms) and that protect against HIV/STIs and pregnancy (such as microbicides, once they become available). In particular, HIV-positive women and FP/ANC clients want more and better information on family planning and condom use. In addition, many women need contraceptive methods they can use without their husbands’ knowledge.
· Providers and clients need more information on dual method use and dual protection. Official policies on dual methods/protection should be available in all clinics.

· Providers need more training on counseling and also up-to-date information on the connection between STIs/HIV and contraceptive use and the role condoms can play in preventing transmission of HIV. Additionally, providers need sensitivity training to help them avoid discriminating against PLHAs. Due to staff turnover, training needs to be ongoing.
· More counselors should be trained, especially in regions with high HIV/AIDS prevalence and in areas with severe human resources constraints. More service providers would reduce the time that clients wait to receive services. 
· Trained FP providers should offer contraceptives as part of FP services at VCT centers and in PMTCT sites.

Meet the RH Needs of HIV-Positive Women 
· Meeting the RH needs of HIV-positive women and men requires changing where and how services are provided. Family planning services also meet the needs of those who are HIV-positive and must adapt to the changing realities of the HIV/AIDS pandemic, such as by reaching out to men and youth. The needs of HIV-positive clients may be met through patient support centers, HIV-positive staff members, or providers who have been trained to provide nonjudgmental, confidential care.  

· Stigma and discrimination of HIV-positive women must be eliminated. HIV-positive people, and people who do not know their serostatus but believe they are positive, often fear discrimination and, therefore, rarely disclose their serostatus to providers, thus excluding themselves from a variety of potentially beneficial services. Currently, HIV-positive women prefer to use private sector providers as they believe these providers are more likely to maintain confidentiality. Providers must be trained to conduct services in a nonjudgmental and confidential manner. 
· PLHAs could and should be involved in providing FP information, counseling, and services. HIV-positive women expressed a desire to access FP providers who are HIV-positive or who, at the very least, have been trained in HIV/AIDS counseling, as these providers could show sensitivity to the needs of HIV-positive women. If possible, HIV-positive volunteers from local support groups could be trained to help provide and promote FP services.
Reach Men

· To minimize barriers to condom use among married couples, men must be educated on the importance of FP methods. HIV-positive women and FP/ANC clients want programs to directly reach their partners and husbands. Innovative interventions to reach men could include workplace initiatives, intensive seminars targeting men to educate them on the dual benefits of FP and HIV/AIDS services, mobile outreach clinics, and training more male service providers. 
Increase the Use of Mass Media

· A variety of communication channels should be used to provide information and behavior change communication. Clients and communities need more thorough and accurate information on HIV/AIDS and on the need for family planning as part of prevention and care services. All forms of media—radio, TV, print, community-based—should be used to promote new methods like the female condom, to reduce fear of HIV/AIDS, and to illustrate the benefits of VCT and PMTCT services. Clinics offering these services should be distributed proportionately in rural and urban locales. Men need to be targeted directly through the media regarding safer sex.

Achieve Contraceptive Security

· A broad range of contraceptives, including dual methods and appropriate options for HIV-positive women, should be available through various delivery channels. Clients are more likely to use contraceptives if they can easily access a choice of methods and services and up-to-date information. 

Promote Universal Precautions

· Support should be provided for the implementation of universal precautions in all health settings. If providers are concerned about their own health while on the job and lack even the most basic protective equipment, they are unlikely to have good morale or provide comprehensive care to patients.  
In conclusion, findings from these studies make a strong case for increasing the attention paid to meeting the FP/RH needs of individuals and couples—to enable them to decide the number and spacing of their children and to provide them with the means to do so. 
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“The issue of STDs is adequately addressed in the said Strategic Plan simply because STDs is an HIV/AIDS issue but the inclusion of family planning in the same strategy is not visible… There should be efforts to look at family planning and HIV/AIDS in the same context… In the long run, ignoring both would have the same impacts…”


Marie Stopes/Kenya














“Political support [for family planning] is mainly lip service. People don’t see this as a problem. [We need to] relate family planning to resources.” 


Participant, Zambia











“This may be the time when we need family planning the most as well as accurate and the right information… (including)… benefits of protection against diseases…”


Participant, Kenya








“If we couldn’t get family planning, we would have too many children. Some would get sick and we would have to sell our land.”


Participant, Cambodia





“They [providers] normally talk of only one— either the condom or the pill.”


Participant, Kenya





“Family planning still has gaps in term of incorporation of VCT and MTCT.”


Participant, Zambia





“When people go for an AIDS test, no one tells them about family planning.”


Participant, Cambodia











“If we ask our husbands to use condoms, they say we don’t trust them. But if someone from the health center tells them, then they would believe that condoms were good.” 


Participant, Cambodia














“[There is a] a lack of infrastructure to deliver family planning services. The country relies on the public sector for the provision of family planning.”


Participant, Ethiopia











“The integration is already there though not official, but because of the supermarket method, everybody offers counseling and services together.”	  


       				Provider, Zambia  





“Health workers are overloaded and are not motivated to carry out additional assignments.” 


Participant, Ethiopia 














“…the only hindrance to women using the condom is men, so if they are taught together with the women they will accept.”


Participant, Kenya





“We have been told that we are sick, so having any more children is out of question, so we cannot help but be on family planning.”


Participant, Zambia
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“At the center of the [National Population] policy is the right for all couples and individuals to decide freely and responsibly the number, spacing, and timing of their children.”


Cambodia’s Prime Minister


2003 National Population Policy Launch





“…when you are not infected you are affected, the staff who are working there, they are … relatives of those who are sick…The number of people who are on duty at a particular time is affected because of the epidemic.”


Provider, Kenya  








� All discussion on the contents and commitments of the ICPD declaration pertain only to those countries where the declaration has been signed. The United States government supports many of the goals in the ICPD Program of Action contingent on several understandings, in particular that the ICPD documents do not create international legal rights, including any right to abortion, nor do they create any legally binding obligations on states under international law. 


� Unmet need for family planning is defined as currently married women who are not currently using FP methods to regulate their fertility, but, at the same time, express the desire to either avoid further childbearing or space the next birth by two years or more (Westoff, 1994). 


� Total fertility rate refers to the number of children a woman would have by the end of her childbearing years if she were to pass through these years bearing children at the prevailing age-specific rates.


� Contraceptive prevalence rate refers to the percentage of married women between the ages of 15 and 49 who are using any method of family planning.


� Obtaining actual funding numbers for family planning and HIV/AIDS proved impossible.  


� Dual method use refers to the use of a condom along with another form of contraception.


� Dual protection refers to the use of contraceptive methods for the simultaneous protection against HIV, STIs, and pregnancy.
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