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Executive Summary

The Johns Hopkins University/Center for Communication Programs is currently embarking on a program to promote long-term and permanent family planning methods in Uganda through the Delivery of Improved Health Services II (DISH II) Project. Up until 2000, the DISH project in Uganda has provided integrated Maternal, Child, and Reproductive Health training and Information, Education and Communication (IEC) services in twelve (12) districts. In those districts, contraceptive prevalence has increased since 1995, especially for condom, pill and injectable use. However, even as more adults express a desire not to have any more children, the use of long-term and permanent methods for family planning in these districts has not changed. The DISH II project therefore plans to address this unmet need and attract potential users by expanding these services and promoting the methods using appropriate messages and media strategies that respond to the current knowledge, attitudes and beliefs about long-term and permanent family planning.

This paper presents findings from a review of published and unpublished literature and information from practitioners in Uganda about the knowledge, attitudes and practices related to long-term and permanent family planning methods and their use.

The key factors contributing to the limited use of Tubal Ligation, Norplant and Vasectomy in Uganda include:

National/Programme Factors

· Emphasis of family planning messages on spacing rather than limiting of child-bearing: The most visible family planning promotion messages in Uganda stress spacing rather than limiting of childbearing. 

· Low government commitment to long-term and permanent family planning: Government support for health interventions and information is an excellent motivator for acceptance and adoption of the new services and practices. While the government is visibly involved in promotion of short-term family planning for spacing, government is far less visibly supportive of long-term and permanent methods of family planning. 

· Emphasis of National Family Planning Programme on provision of services rather than on communication to change norms of family size: While there is information available to the potential user on locations and hours of family planning services, there is inadequate engagement of potential users and the general public in discussion about the societal norms and attitudes surrounding continued childbearing, long-term and permanent family planning. 

· Inadequate Quality of Services: Long term and permanent method services in Uganda suffer from the effect of low commitment from service providers particularly medical superintendents. Health workers trained to provide these services are very often not available to perform these elective procedures at the scheduled times due to their commitment to attend to emergency services. Advertising of service hours through clear display at facilities is very poor as is internal referral by facility staff, consequently service providers miss numerous opportunities to provide information on the methods to potential clients and advocates and hence promote their use.

User Factors

· Fertility attitudes and practices: The attitudes towards childbearing in Uganda are driven by pro-natalist cultures in which childbearing is linked very much to gender role definition and individual recognition.. This combined with the widespread practices such as polygyny and early marriages among girls contributes to high fertility rates.

· Low levels of education, especially among women: Educational level is closely associated with fertility choices and family planning practices.

· Rumours, fears and misconceptions about the impact of long-term and permanent methods: There are numerous fears about the long term and permanent methods of family planning, many of which are based on rumors which in turn are based on misconceptions and poor understanding of the procedures, the way the methods prevent conception and their side-effects. 

Based on the findings presented in this review, a promotion strategy for long term and permanent family planning methods should incorporate the following elements in its development: 

1. Key actors in Government sectors who are well-positioned to promote and advocate for long-term and permanent family planning dialogue and services in Uganda should be provided with  opportunities to advocate for long term and permanent family planning methods in the Ugandan context. These government actors are powerful advocates and must be involved early in the process of strategy development so as to ensure support and commitment of the sectors to:

a) visible promotion of specifically, long term and permanent family planning methods, and 

b) effective government collaboration at all levels of the implementation of the programme. 38, 41, 44, 47
2.
Community leaders and influential individuals in the community networks must be involved in advocating and promoting these methods in their communnities. This will help to raise awareness through their advocacy, generate local support for the methods and facilitate a sense of trust and ownership of community-based service programmes.4, 6, 50, 57
3.
Communities must be educated on these methods of family planning to improve knowledge about the methods and the procedures and to  dispel myths and fears. This can done through events centered in the existing social networking groups and events that will ensure high publicity for the information on the methods. Such groups and events include regular media (music, radio, print, television, video and live drama) spots and popular features, community social events and meetings, women’s work groups, unions and sports or other community-organized groups.4, 6, 24, 29, 54
4.
Satisfied users of long term and permanent family planning methods should be recruited as advocates for promotion of the methods. Men and particularly satisfied male clients for promotion of vasectomy, must be involved in development of messages and strategies for promotion, packaging of services (where, when and how to provide them with services) and advocacy for the methods. 16, 24, 30, 38, 44, 47
5.
Quality of Service issues must be addressed to improve access to the long term and permanent family planning services. These include:
5.1.
ensuring readily available supplies to match the demand for services,
5.2.
incorporation of outreach activities to reduce barriers due to difficulties in transportation or other costs associated with service seeking, 

5.4.
integration of long term and permanent family planning methods services with commonly used reproductive health services to avoid double-cost, inconvenience and lost opportunities arising from necessary return visits, 
5.5. training of staff to improve internal advocacy or referral, support and ownership of the long term and permanent family planning methods services.

5.6. Improving the skills and proficiency of staff. Availability of services will stimulate an increase in demand.44 Improving the health workers’ long-term and permanent method service provision, counseling and management skills will create more effective teamwork and free up staff to provide services during the scheduled hours. Better proficiency among all facility staff including those not directly providing these services will also ensure that accurate information and adequate support are given to users and prospective method clients both within and outside the service hours so improving awareness about the methods.22, 44, 47 Health workers need to be trained and encouraged to counsel family planning clients about all available methods including Norplant, Tubal Ligation and Vasectomy.
5.7. ensuring clear communication about services. Long-term and permanent method service hours and locations must be clearly displayed and communicated through clear, simple and well-positioned signs supplemented by consistent and equally clear information from staff referrals.
Background

Fertility and Contraceptive Use in Uganda

Every year, 48 out of every 1000 women in Uganda give birth to a child.42 At the current rate of fertility, a Ugandan woman is likely to have 7 children in her lifetime.28 In 1999, only about 22% of married women in the DISH districts used modern contraceptive methods.11 Although Tubal Ligation, Norplant and Vasectomy offer couples more control in long-term and permanent family planning, these methods remain highly underutilized in Uganda. Use of these methods of family planning by married men and women in Uganda is lower than all other methods of contraception. Furthermore, inspite of strong family planning campaigns, unlike the case with other methods of contraception, the use of long-term and permanent family planning methods has not increased over the past few years. Evaluations conducted in the DISH districts in 1997 and 1999 have shown that the rate of increase in use of long term and permanent family planning methods has been consistently and significantly lower than the adoption rates for other modern contraceptives.10, 11 In contrast to these findings is the indication from a 1999 survey among new family planning clients in 10 DISH districts, of an increase in the desire to increase the spacing between or limit their births altogether.12
Unmet Need

Unmet need for family planning is defined as the number of women of reproductive age who would like to space their next birth or stop (limit) childbearing altogether but are not currently using any method of family planning. An estimated 29% of married women in Uganda have an unmet need for family planning.28 According to the 1995 DHS, 18.3% of married women in Uganda would like to space their next birth more but are not using family planning. The same survey reported that about 10.7% of married women would like to stop bearing children altogether and are not using family planning. These women who would prefer to stop childbearing are primary potential clients for long term and permanent family planning methods. This unmet need is illustrated in the chart below.

Family Planning Preferences of Married Women in Uganda                                                (adapted from the 1995 UDHS)

Unmet need for family planning is due in a large part to the quality of family planning services in Uganda. The information provided to clients as well as the range and costs of options available at facilities are some key service factors affecting the choice and satisfaction of clients. This was highlighted clearly in the 1999 DISH – MEASURE Evaluation Project survey evaluating the quality of care in 10 DISH and 3 comparison districts in Uganda. This survey reported several key findings related to service quality and unmet need: 12
Fertility Intentions

1)
Almost one out of every two (48%) new female family planning clients did not want any more children, 

2)
Only 37% of the women in DISH districts were asked when they wished to have their next child compared with 55% in the comparison district.

Desired Spacing

1)
67% of the women who wanted more children desired to space their next birth by 2 years or more 

(i)
31% of women who wanted services for spacing desired to space their next birth by 2 to 3 years and 

(ii)
36% of women who wanted services for spacing desired to space their next birth by more than 3 years. 

2)
Less than one half of the new clients received or were advised on long-term or permanent family planning methods. 

The women from this survey who may have desired long term spacing or permanent contraception represent potential users for Norplant, Tubal Ligation or vasectomy. Each of the clients who were not asked about their fertility intentions or who were not advised on long-term or permanent methods after giving personal information that suggested that they might desire long-term or permanent contraception represent missed opportunities to meet the needs of these clients for long term or permanent method services. 

In order to ensure that opportunities to provide clients with long-term and permanent family methods are not missed:

1)
Facilities that provide these services must be adequately equipped and stocked to provide the services. Those facilities that do not provide these services must know where and when the services are available at other sites so that they can refer clients to alternate sites and help the clients receive the services they need.

2)
Providers and support staff must be trained and motivated to improve 

a)
their knowledge and attitudes towards the methods and service delivery, 

b)
information provision to clients through counselling, internal referral or inreach and 

c)
staff ownership of and commitment to the long-term and permanent family planning services.

 Attitudes towards Long-Term and Permanent Family Planning Methods

According to long term and permanent family planning method providers and experts, although clients’ fertility intentions may indicate a need for a long-term or permanent method, negative attitudes derived from limited knowledge, misconceptions and myths surrounding the methods often prevent men and women from making a decision to adopt as well as from prescribing the use of these methods.12, 34, 35 Pronatalist social norms for fertility, childbearing and gender images also affect the attitudes towards long-term and particularly permanent methods. Women are expected to bear children and it is through marriage and children that women get full recognition and respect in their communities. Similarly, men gain respect for fathering children and their ability to father children is closely associated with their sense of manhood. 

Long -Term and Permanent Family Planning Service Availability
By the end of 1999, long-term and permanent family planning services were available at a total of 31 sites which included government, private and non-governmental organization (NGO) facilities. Seven (7) of these sites were fully trained and equipped to provide vasectomy, 22 of these sites were equipped and trained to provide Norplant and all 31 sites were equipped and trained to provide Tubal Ligation. The national Family Planning Association, FPAU provide these services in only one facility, their Tororo branch, but regularly refer clients to government sites for the methods. Currently, both the United Nations Population Fund (UNFPA) and DISH are actively involved in providing training to increase the availability of these services.

history and challenges to current long-term and permanent 
family planning services in uganda

The provision of long-term and permanent family planning methods in Uganda was spearheaded by AVSC International (Association for Voluntary Surgical Contraception) in 1984. All support provided under the programme was centered on government facilities and the Uganda Protestant Medical Bureau (UPMB) because the services were brought in as a partnership between AVSC and the Government of Uganda. Although government support for the long-term and permanent methods has been present since the time of the introduction of the services in Uganda, the visibility of this government support through mass media and community-based advocacy events, has been limited. Visible government support for the methods can and will be instrumental in promoting positive local community attitudes to and adoption of these services. 38, 41
Tubal Ligation was the first form of permanent family planning introduced in Uganda. It was introduced in Uganda by AVSC in 1986. At the time of the DHS in 1995, only 1% of married women in Uganda were using tubal ligation as a family planning method.28 By early 2000, at least 25,000 married women were using tubal ligation as a contraceptive method. Tubal Ligation is currently the most popular of the three methods and is available at 31 sites in Uganda. 

Norplant was introduced in Uganda at 3 sites Mulago, Mbarara and Jinja Hospitals, on a trial basis between 1993 and 1995.28 By early 2000, 5000 married women were using Norplant as a contraceptive method. Norplant is now available at 22 sites.

Vasectomy was introduced in Uganda in 1984. It was initially performed at 3 pilot sites, these were the main government hospitals in Jinja, Kampala and Mbarara. Between 3 to 6 vasectomies were performed each year in the first few years following its introduction. By early 2000, over 600 men had opted for vasectomy as a method of contraception. Staff at a total of 7 sites are now trained and equipped to provide vasectomy services in Uganda.

Current Use of Long-Term and Permanent Family Planning Methods

The 1995 DHS found that nationwide, only 1.2% of married women use tubal ligation as a method of contraception. 28 Use of Norplant and vasectomy were found to be much lower. This pattern of use was still found to exist when a later survey was conducted in 9 districts by DISH in 1997. This survey found that:

a)
Less than 3% (2.69%) of all women and 4% (3.39%) of married women reported using Tubal Ligation.

b)
Similarly, less than 1% (0.17%) of all women and 0.26% of married women reported using Norplant.

c)
No men reported using vasectomy.

DISH has since then monitored the use of modern contraceptive methods in 80 facilities in 12 operating districts from 1997 to 1999. The number of tubal ligations, vasectomies, and Norplant insertions are shown in Box 1.11

  

The effective use of contraceptive methods is measured by an indicator, couple years of protection from pregnancy. This measure combines the number of users of a given method with the total time over which the method was used to reflect the total protection given to the group.  Couple years of protection conferred by use of vasectomy fell in 1999 to almost one half of the level of protection from this method in 1997. Similarly, protection conferred by use of Tubal Ligation and Norplant fell in 1999 to 85% and 87% of 1997 levels respectively. According to Dr. Katende, the Research and Evaluation Officer at the Uganda DISH Project, drops in Norplant use may be associated with stock-outs. The fall in the levels of use may also have been caused by significant changes at service delivery points such as staff transfers, or quality-related shortcomings as has been found by numerous studies in East and Southern Africa including Kenya, Botswana, Zimbabwe and Malawi. Common factors leading to changes in use of service from these studies are:

· transfer of trained personnel working directly with the long term and permanent family planning method services resulting in a reduction in competent staff to provide services 35, 16
· transfer of highly motivated individuals working directly with the long term and permanent family planning method services perhaps resulting in decreased commitment of the remaining staff to provision of these services out of a lower sense of ownership

· poor information provision ranging from poor display of service hours and methods available to provider-biased or limited disclosure of methods and counseling about the long term and permanent family planning methods 12, 19, 34, 35
· switching between service sources among the long term and permanent family planning method users away from the monitored sites to other service points for reasons perhaps associated to good referrals and/or the comparative quality and convenience of services available at alternate points (e.g integrated family planning and immunization or reproductive health services). 1, 4, 6, 27, 35 
The accessibility of services continues to affect both the use and the availability of long term and permanent family planning services. Community-based outreach for long term and permanent family planning methods through the East Ankole Diocese Family Life Education Programme (EAD) was one method used to provide the service while eliminating the barriers of time and associated cost of service-seeking to clients in rural areas. Community-based health workers mobilized clients for long-term and permanent methods services provided by the EAD programme. Doctors trained to provide long term and permanent family planning services were most often not available to provide the services at the scheduled times due to their commitment to provision of emergency services and at the same time, due to low commitment of the staff and particularly medical superintendents, to the elective long term and permanent family planning services. Because of the lack of consistency in availability of facility-based doctors, EAD hired sessional doctors (medical doctors hired to come on a pre-scheduled basis and provide services in this programme) to visit outreach locations in rural areas and provide the services. According to Dr. Kakande, long term and permanent method specialist at the Uganda DISH Project, when funding for the EAD programme fell in 1999, the programme suffered a string of setbacks. Unable to continue providing CBD agents with incentives to work, the community-based outreach component of the programme was halted. Eventually, the entire programme closed down resulting in a loss of service for communities previously served by the EAD programme.

In addition, long term and permanent family planning services can be made more accessible and convenient to clients if they take into account other service needs of the potential clients. Women are more likely to at least hear about and discuss the methods and therefore may be captured more readily if the services are provided at the same sites as other MCH or reproductive health services, without requiring separate visits for each services.2, 27, 35 Integration of these services for female clients with frequently used MCH and RH services would lower costs to clients and reduce missed opportunities for service delivery. 

Men do support family planning. About 80% of married men surveyed in the 1995 UDHS approved of family planning. Despite this high level of approval, adoption of vasectomy is very low. Family planning services have been linked traditionally to services for women and in particular, mothers. In addition to this, the front-line workers at family planning service facilities are most often women. The presence of male health workers might be an attractive feature to men contemplating seeking vasectomy information or service.16, 47, 54 Another strategy that has been found to improve the access of men to vasectomy services is provision of the services at hours and/or sites separate from typical female health services such as immunization and ante-natal services. 16, 23, 26, 47, 54
The reasons for the possible downward trend in use of long-term and permanent methods in Uganda may also lie in the knowledge, attitude and belief barriers among providers as well as potential users. Some of the most common barriers related to knowledge, attitudes and beliefs are discussed in the next section.

Knowledge, Attitude and belief Barriers to use of Long-term and permanent Family Planning Methods in Uganda(
Knowledge, perceptions and myths about the methods, their advantages and disadvantages.

Knowledge about contraceptive methods is closely linked to the use of the methods. Knowledge of the long-term and permanent family planning methods in Uganda is very varied. It is consistently better among married men and women than it is among unmarried men and women.28  

This reflects the impact of the traditional focus of the national family planning approach on married couples. This difference also exposes a major weakness in the approach, because if the programme is to be successful in changing the norms of child-spacing and childbearing, individuals need to be engaged in the process and dialogue before they get married and begin to bear children. As we will see later through a closer look at 2 community-based services, support for newly-introduced methods and family planning practices is improved through use of local advocates, such as community based distributors and even more so through the use of satisfied clients as advocates. Such advocates help change the perceptions of the entire community towards the methods and practices and directly help the community build their understanding, knowledge and trust for the methods by dispelling misconceptions and fears.
Within couples in Uganda, equal knowledge of the methods of long-term and permanent family planning translates into a greater likelihood for dialogue and support for a decision to use one of these methods. Of the three methods, knowledge about tubal ligation is highest at 71.7% among married women and 71.4% among married men.28 According to the 1995 DHS, just over 1 out of every 2 couples knew about tubal ligation while less than 1 out of every 10 couples knew about vasectomy or Norplant. Not surprisingly then, the use of Tubal Ligation in Uganda is higher than the use of vasectomy and Norplant. Norplant is the least known of the three methods but although it was introduced in 1993, almost 10 years after the introduction of vasectomy, the use rate of Norplant which offered 1495 couple years of protection in 1999, is almost 10 times higher than the rate of use of vasectomy which offered only 159 couple years of protection in 1999. 12
According to the 1995 DHS educated men and women are also likely to know more about long-term and family planning methods. In some areas this has been linked to the fact that providers are more likely to provide more complete information to a family planning client who has a higher level of education than they would to a client with a lower level of education.34, 35 

Poor knowledge about the effect of the use of long-term methods on fertility as well as poor understanding of the procedures, particularly for vasectomy, have led to the fuelling of myths and beliefs that hinder the successful promotion and adoption of the services. 

Myth and Belief #1: Vasectomy equals Castration

Perhaps the most common myth about Vasectomy is that it is equal to castration.13 Many men and women in Uganda believe that vasectomy involves removal of the testicles and that it thus renders a man unable to achieve an erection thereby preventing him from having further children. Vasectomy is equated to castration because it renders the testicles although present, incapable of causing pregnancy, just as a man without testicles is unable to cause a pregnancy.
Myth and Belief #2: Vasectomy means loss of Manhood

This myth goes hand in hand with the idea that vasectomy requires removal or deliberate stoppage of the function of the testicles. The testicles are considered to be a defining and central part of a male being and therefore the removal of the testicles even indirectly through vasectomy, is associated with stripping of the male identity. According to this myth, a man who has undergone vasectomy would also be unable to ejaculate22 and so would suffer weight gain22, possibly shrinking of the penis and loss of interest in sex.13 

Myth and Belief #3: Norplant and Health

Many women believe that use of Norplant would affect their health negatively. They believe Norplant causes weakness, weight gain, possibly loss of menstrual cycle, vaginal dryness (loss of sexual fluids) and loss of interest in sex. Some women believe that the implants can move around freely in the body once inserted and so endanger a woman’s life.

Myth and Belief #4: Tubal Ligation and Women’s Health

Some men and women believe that Tubal Ligation has negative health effects13, 28 such as weakness and laziness in a woman, a loss of menstrual cycle, weight gain and a decreased interest in sex. These effects leave a woman unattractive, incapable of performing her marital and familial duties and unfulfilled.

Attitudes and cultural barriers towards long-term and permanent family planning methods.

Attitudes that favour large families and continued birth of children affect the adoption of long-term and permanent methods. 

Children are considered as wealth and an asset in Uganda. 

· Children are used in labour so the more children one has, the more hands they have around to help with any work.

· Children are seen by some people as a guarantee of immortality – a way of living on. They are also believed to symbolize security – a promise of availability of care for their parents and extended family during their old age.

· Although infant mortality rates (IMR) have been going down in Uganda, the fertility rates have remained high reflecting little or no change among married couples towards having smaller families. This high fertility trend may reflect a residual fear (from years of high IMR and more recently, from deaths due to HIV) for loss of children and desire to  replace or to ensure that there will be enough children in the family that remain alive in the event of any death..

Gender Roles and Childbearing

Childbearing is very closely linked to the fulfillment of social roles set down for both men and women and for both genders, bestows prestige.

· For men, children symbolize power and masculinity and the ability to “father” is considered to be a great privilege and a source of pride.

· For women of all ethnic and social backgrounds in Uganda, children bring special social recognition, respect and a source of identity. A woman’s ability to conceive guarantees her social distinction while inability to conceive in her early years brings upon a sense of inadequacy.

Fear of Surgery as a Barrier

According to three doctors working to provide long-term and permanent methods to clients, hospital stays and the thought of general anesthesia and surgery particularly to the scrotal area is a source of enormous fear for possible clients. This fear remains highly prevalent in communities even when information is available to let them know that the services can be received without general anesthesia and subsequent overnight hospital stays. Hospital stays are associated with serious and very often life-threatening conditions. General anesthesia is also associated with life-threatening conditions and is not easily thought of by clients as a positive option for which to volunteer oneself. Further, in the case of vasectomy, the simple thought of surgery to the scrotal area is itself a deterrent for fear of pain and damage to a sensitive area.

Quality of service as a barrier

The nature of family planing services and their delivery in Uganda is itself often a barrier to use of long-term and permanent methods.

· Variety of options – as indicated earlier, not all health facilities offer these services and, as was found in the DISH districts, clients are often not told about Norplant, Tubal Ligation and Vasectomy.12
· Provider bias, client-orientation and cost – disclosure to clients about their options and the costs of the different options is not carried out uniformly and is often influenced by the judgement of the provider.11, 12, 19, 33, 34, 35
· Accessibility of services –Families are largest in the rural areas where the services are least available. Most needy clients have to go to great inconveniences and expense in terms of travel distance and time, to get to facilities that provide the services and even then, may not be guaranteed to leave having received the service at all. 22, 28
· Service Availability and Information – Where these services are available, the procedures are often not available every day or all day yet the hours and days when the services are available are not always posted clearly or announced.

typical user profiles in Uganda
The 1995 DHS found that younger men and women preferred to have fewer children than older men and women in Uganda. When comparing wanted and actual fertility rates in regions of the country, the survey found that regardless of the region, actual total fertility rates (the number of children women were likely to have in their reproductive years at their current rate of birth) were consistently higher than the wanted fertility rates reported by women (the number of children women stated that they wanted to have). There were some notable variations in these rates by region. Total and wanted fertility rates were higher for women in rural areas, eastern, northern and western Uganda and among women with low levels of education. These 1995 DHS findings suggest that the following are key factors likely to affect decisions leading to high fertility and so would make couples more difficult targets for the long term and permanent family planning methods:

· Higher age of couple

· Low educational attainment of the female spouse

· Rural residence and

· Residence in or significant link to eastern, northern or western Uganda.

A retrospective study that reviewed the case records for vasectomy clients at Old Mulago in Kampala in the 58-month period between 1988 and 1992 drew a profile of vasectomy acceptors in Uganda. This study found that likely acceptors were people in their 30s who were educated and had a sense or desire to share the responsibility for protecting and promoting reproductive health through their decision and through advocacy.22 According to Dr. Kakande who worked with AVSC in Uganda for many years, these characteristics are shared by current acceptors who opt for vasectomy or tubal ligation (see table). The table below provides a comparison in the characteristics of acceptors of long term and permanent family planning methods between 1988-1992 and 1999.

	Characteristics of Acceptors oF Long-Term and Permanent Family Planning Methods

	1988 – 1992 22
	1999

	· Age: 31 – 40 years
	· Age: 35 – 40 years

	· Education: Yes (80% had post-primary education)
	· Education: Yes (Men with some secondary education are 13 times more likely to use a modern family planning method)28

	· Number of Children: 6 – 10 (living)
	· Number of Children: 3 to 5 (living)

	· Employment Status: Employed
	· Employment Status: Employed

	· Attitude towards family planning: Willing to advocate vasectomy to peers
	· Attitude towards family planning: Desire to share in the responsibility of their family’s reproductive health is a motivating factor for their acceptance.

	· Other Characteristics: 

· Feel great financial pressure

· Must travel long distances to receive desired LTPM services

· Have low awareness and use of modern family planning methods 
	· Other Characteristics:
· Must travel long distances to receive desired LTPM services28
· Have low use of modern family planning methods.11


Educated Men are More likely to become Users

Long-term and permanent methods of family planning all fall under the category of modern family planning methods. According to the 1995 Demographic and Health Survey in Uganda, education is a key factor in the use of modern family planning. Although men in the DISH districts surveyed for the 1995 DHS were found to be more likely to use any method of family planning, it was found that men in these districts were less likely than men in other districts (non-DISH districts) to use the modern family planning methods. The use of modern contraceptive methods was associated with the education level in these districts. 

The 1995 UDHS found that married men with some secondary education were 13 times more likely to use modern contraceptive methods than married men with no formal education.28 According to this survey, just over 1 out of every 10 men in Uganda has no formal education and only 1 in every 4 has at least some secondary education. 28 

Direct attempts to educate men and women in their communities about the long term and permanent methods through regular group events may help bridge the gap in the eventual use or adoption of these methods that is created by differences in education level. Since 1988 as summarized in the table above, users of VSC methods have been predominantly educated clients. This suggests that in Uganda, educated groups would make a more practical group to target for the long term and permanent family planning methods as they are more likely to accept the methods than their non-educated counterparts.

Spousal Support for Contraception

Men and women in Uganda are more likely to use a method of contraception if they feel that their spouse supports its use.22, 28 In the 1995 UDHS, and again linked to education, there was greater mutual approval for contraception in urban areas, in the central districts of Uganda and among couples with at least some secondary education.28 The retrospective study on vasectomy users in Uganda found that in almost one half of the cases (44.4%) the decision to opt for vasectomy had been shared by both partners.22 

Perceived spousal support for contraception and support through discussion about family planning have been found to be factors affecting the use of family planning services. 28, 36, 55 The 1999 DISH Evaluation Survey found that health workers served as the second strongest influence on men and women to adopt new family planning methods.11 Twenty-two percent (22%) of clients in the DISH districts were motivated to use a method by health workers while 33% were influenced by talking to their spouse.11 Because of the strength of their influence on family planning decision, health workers should be trained and used more to provide long term and permanent family planning services including counseling. To improve dialogue among spouses about Vasectomy, Tubal Ligation and Norplant, couples may be invited to participate together in counseling. Couples should also be targeted through promotion and publicity campaigns and advertisements to further encourage their participation in couple discussions and decisions on the use of the methods.

Promotion of long-term and permanent Family Planning methods:  3 Case studies
Communities are a very effective family planning advocacy arena as people learn from and affect one another’s attitudes and perceptions of different methods constantly through community-based interaction. Enhancing the community knowledge base and changing the norms and perceptions towards long term and permanent family planning methods through local information campaigns especially using satisfied, local users, will improve the understanding of and positive exchange about the methods. Attraction of new clients to family planning services, including long term and permanent services, through community-based activities and in particular satisfied users has been found to be extremely effective in many East and Southern African countries as well as in Bangladesh and the Philippines, which all struggled to increase the use of family planning services in countries with high fertility rates and poor attitudes and knowledge about family planning. 1, 2, 3, 4, 6, 9, 14, 16, 24, 30, 38, 58

Case 1: Busoga Diocese Family Life Education Project

According to Dr. Peter Ibembe of FLEP, the programme which has its main centres in Kamuli and Jinja, has enjoyed a lot of success in the promotion of long term and permanent methods. By early 2000, the programme had provided tubal ligation, vasectomy or Norplant to between 5000 and 10,000 clients. Norplant is the most popular of the three methods right now with tubal ligation a close second and vasectomy being the least popular. The programme serves a densely populated and therefore easily accessible population.

Community Involvement:

The programme works around two main centres and regularly uses scheduled sessional doctors to provide long term and permanent family planning services. Village health workers trained at the programme headquarters conduct mobilization and promotion for Vasectomy, Tubal Ligation and Norplant in the community.  These advocates are very conversant with the schedule for services offered by FLEP and not only refer interested clients for the services but also offer to accompany clients to the service centers. FLEP also uses local council (L.C.) officers as community mobilizers for their information. In addition to these two methods of facilitating community activity in the programme, FLEP encourages couples to come together for ante-natal and family planning services thus facilitating dialogue and support between partners for family planning. 

Use of Locally Popular Social Learning Activities:

FLEP also uses a popular community social learning activity, drama, to engage the community in dialogue about the methods. FLEP works with a local drama group by providing them with the information that they would like to pass on to the community and the group then designs a play in the local language which they then perform in the community.

Promotion through Influential Leaders:

FLEP has another major advantage in its design and that is its partnership with the Busoga Diocese, the church. Because the programme has the full backing of the church, a major body of influence in the area, the messages come out with added authority, credibility and support from the church leaders. The church leaders feel motivated to support the programme because they see it as a part of their work for God and the community take the leaders support as a sign of trust and honest recommendation for their good.

The main challenges to this programme are transportation of clients to centers and the recurrent myths as described earlier. On the whole however, FLEP enjoys open dialogue in its communities about the methods and is therefore optimistic about its position to successfully promote increased use of long-term and permanent methods.

Case 2: Promoting Use of Long Term and Permanent Family Planning in Kenya

Vasectomy services were first introduced in Kenya in 1976. At the time, vasectomies were offered only at a private clinic in Nyeri, a town near Nairobi in central Kenya. Two procedures were performed during that introductory year. Less than 10 years later, the services had spread and were available at 12 other facilities and by 1985, 53 more clients had undergone vasectomies. Between 1986 and 1992, the number of sites offering vasectomies had increased by 12 and 200 men underwent vasectomies in that 6 year period bringing the total number of vasectomies performed to 255 in 16 years.48 These services are provided predominantly through non-governmental organization –run programmes and like the EAD and Busoga Diocese programmes, also make regular use of sessional doctors. The increase in the vasectomy services in Kenya was found to greatly increase the awareness and demand for the services. Publicity for vasectomy in Kenya made use of satisfied users at service facilities and through radio and television as well as both male and female outreach workers and health educators who targeted men and women with appropriate information to build their support and acceptance of the procedure.16, 48 One particular television campaign promoting vasectomy between 1992 and 1994 showed satisfied users and their wives talking happily about their positive experiences with vasectomy.

Increasing the availability of tubal ligation services in Kenya was also instrumental in increasing the awareness and demand for the method.45 By 1982, 68 women in Kenya had undergone tubal ligation and the service was available at 2 hospitals. In less than 10 years, services had increased and were available at a total of 50 facilities and had been provided to over 11,000 women. By 1992, tubal ligation had become the most popular method of family planning among women aged 30 and above in Kenya. The increase in awareness and use of tubal ligation in Kenya has been attributed to:45
· Increase in availability of services,

· High quality services resulting from Government and donor support towards training of providers, improved counseling and provision of TL through acceptable procedures (minilaparotomy using local anesthesia)

· Visible support for tubal ligation from the Government of Kenya, service staff and bilateral donors,

· Successful advocacy for the method by satisfied users, and

· Use of outreach health workers to inform, motivate and even accompany clients to facilities for services.

The success of the tubal ligation programme in Kenya has contributed to improved attitudes towards long-term and permanent contraception in Kenya which have resulted in similar successful increases in adoption of vasectomy and more recently, Norplant.

Case 3: Post-partum Sterilization – A safe and effective strategy for providing women with tubal-ligation services44
Post-partum sterilizations (tubal-ligations performed within the 48 hours immediately following delivery) have been performed in Africa for decades now. By 1986, post-partum sterilizations were more common than interval sterilizations. Postpartum sterilizations services integrate a more technical family planning service with regularly used MCH services and so are able to capture a far larger number of clients than tubal ligation services offered at an independent family planning center. 

Advantages of postpartum sterilizations:

The postpartum sterilization option offers both providers and potential users convenience in service delivery and access. The women are already in the health facility at the time for childbirth and so have ready access to the care and equipment needed for a tubal ligation which is normally not the case for most women. In this way, the cost of reaching potential clients for purposes of promotion is reduced on the part of the providers and the cost of travel for a repeat visit is eliminated on the part of the client. 

In addition to this, the procedure is facilitated because of the pregnancy. Local rather than general anesthesia is more appropriate in postpartum sterilization so the need for a longer hospital stay is eliminated. During the 48 hours immediately following delivery the uterus is positioned high enough in the abdomen to require only a low and more shallow incision nearer the fallopian tubes. The procedure when performed postpartum is considerably less painful and causes less discomfort because of the position of the uterus and therefore the lack of need for insertion of the uterine elevator used during interval sterilizations (minilaparotomies).

Disadvantages of postpartum sterilizations:

Because of the timing of the services, that is, immediately after labour, women may opt for the procedure out of distress and consequently regret their decision after the memory of the delivery experience has eased. 

At the final stage of pregnancy, the blood vessels surrounding the area in which the procedure is performed are engorged and the fallopian tubes are larger and softer. This results in a higher risk for bleeding and somewhat more difficulty in clipping of the tubes.

The start-up costs to provide the necessary training, equipment and organization of the facility may be very high or even prohibitive in some places.  

When are postpartum sterilization services successful?

Effective and timely information provision and counseling are critical to the success of these services. To minimize the risk of clients regretting their decision for postpartum sterilization, the procedure should be done after special counseling about the service provided repeatedly over time to ensure true informed consent is received from the clients. Counseling can be started during antenatal sessions but can also be provided to some women when they arrive for delivery and again in the postnatal ward.

Clients need to know about the services as early as possible in order to take time to make a decision for the procedure without the pressure of a stressful delivery. This can be done through the use of health workers who can provide information early to health service clients at the facility but it can also be done successfully through simple, well-designed information made readily available through print, radio and other widely accessible public media channels.

Opportunities and Challenges for Promotion of 
Long-Term and Permanent Family Planning 
Methods in Uganda
The biggest barriers against the adoption of long term and permanent family planning methods in Uganda are most likely associated to service availability, poor information and quality of service issues as presented in this review. 

Increasing the availability of long-term and permanent methods in Uganda

Uganda has a large number of health facilities (dispensaries, clinics, health centers and hospitals) offering family planning. The 1995 UDHS reported that the median distance for married women in the urban areas to facilities offering tubal ligation was 3km compared to a median distance of 24.2 km in rural areas.28 The median distance to facilities offering Norplant was 19km according to this survey. 28 At the time of the 1995 Demographic and Health Survey, only 16-17% of women live within 5 kilometres of a facility offering Norplant or sterilization.28 Distance and associated costs of seeking service can be demotivating factors to potential users. To counter this barrier, the following three steps should be considered:

· increased training and support for staff at the facilities closest to potential clients to make services including counselling and support for advocacy, available closer to the clients’ homes, particularly in the rural areas 

· training and support through information, motivation and personal development opportunities for community based distributors 

· provision of services through mobile or outreach clinics would help counter this barrier.

· provision of long term and permanent family planning services on regular hours and days and ensuring that the services are actually provided as advertised.

Increasing information and improving advocacy for long term and permanent methods

Helping people: 

1. understand the way the methods work to prevent pregnancy,

2. understand the procedures required to obtain the methods, 

3. know exactly when and where to obtain the services, and

4. understand and discuss the side effects and their implications for personal health and abilities related to the common myths

will all help in moving people towards an acceptance of the methods which will be based on positive information and, more importantly, on better understanding of long term and permanent contraception. This is most likely to be achieved through strong advocacy using:

1. health workers and effective use of radio and print material, 

2. selected and trained community-based advocates, and most importantly,

3. satisfied users of the three methods.

Advocacy should be visible and engaging, inviting participation and dialogue between health workers, potential users and communities. The government should take a strong, clear and consistent stand in favour of the methods that is repeated consistently through support for and involvement in national and local information and advocacy events and through the media, focussing specifically on Norplant, Tubal Ligation and Vasectomy.

Social network groups (women’s groups, men’s clubs, unions) and community events (market days, sports events, local health days) present great opportunities for learning and exchange among method users, potential users and critics of the three methods. The groups often meet on a regular basis and attract people who influence one another’s ideas, attitudes and practices, including those related to personal issues such as family planning. Such events and groups should be taken advantage of and used as promotion and advocacy venues for Norplant, Tubal Ligation and Vasectomy. They offer good opportunities for advocacy work through teams of key community-based advocates like health workers and satisfied users.

As discussed earlier, couples should be targeted through advocacy and promotion of the long term and permanent family planning methods. This will help to improve support and dialogue about the methods at the level of the individual decision maker.

Young adults should be targeted too through advocacy to encourage a transition in norms away from a highly pronatalist attitudes, expectations and practices to a norm that is more conscious about fertility intentions, their implications for personal, child and family health and of personal considerations for family planning.

Women can be provided with information on long term and permanent family planning methods both during antenatal visits and as a part of postnatal counseling to make them aware of these and other family planning alternatives available to them. Where possible, tubal ligations should be made available postpartum so that women desiring this option can receive the service during a single visit to the facility for both childbirth and family planning.

Improving Quality of Norplant, Tubal Ligation and Vasectomy Services

As we have seen there are numerous quality issues that affect the use of these services in Uganda and other parts of Africa. 

1)
The services should be made more widely available and supply stocks should be maintained and replaced speedily as that has been seen to affect demand positively.

2)
Service providers should be trained in order to improve:

a)
the quality of provider interaction (information provision and counseling) with clients,

b)
providers’ knowledge and understanding of the methods and procedures, 

c)
staff competence in performing the procedures, 

d)
general staff support for and ownership of the services as shown through improved attitudes about the methods, awareness of services available and internal support and referral (inreach).

3)
Services should be convenient to the clients taking into careful consideration the health and personal needs of clients such as gender of staff attendants, other health services required, opportunities to reduce the need for return visits and cost of services.

4)  Printed materials should be made available to interested clients so that they can take them home. This will stimulate discussions among spouses and help build mutual support for the methods.

Promotion of the use of long term and permanent methods would be most successful in the central districts of Uganda where support exists already but would have to have a different starting and selling point in rural areas and districts outside the central region where support and practices are poor.28 In addition, a programme to promote long-term and permanent methods must work hand in hand with the education, economic and planning sectors in government because education and urbanization clearly will continue to be significant factors in the successful change of family planning norms. 
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Box 1: 


Three-year Pattern : Couple-years of Protection from Long-Term and Permanent Family Planning Methods in 80 Facilities from 12 DISH Districts.
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( Invaluable information on myths, rumours and beliefs in this section was collected for the most part from discussions with health and medical practitioners who have been significantly involved in providing long-term and permanent family planning methods in Uganda through the DISH project, Busoga FLEP, EAD FLEP, AVSC,and government hospitals. 
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