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Background

It was only until recently that Zambia
Health institutions started providing inte-
grated

Reproductive Services. Until 1995
Reproductive Heatth in Zambia meant the
provision of Family Planning Services,
Antenatal, Maternity and Gynaecology
services separately in separate clinics and
on separate days. '

A national sensitization workshop in
1996 agreed that Reproductive Health
services for Zambia would consist of the
following main_areas; Safe Motherhood,
Family Planning, Adolescent Sexual
Health, STD/HIV/AIDS and Abortion. Re-
cently Cancer of the Cervix has been
added to the list of priority areas.

These areas are those identified iden-
tify as having more of an impact on Mater-
nal Health and thus requiring emphasis.
However, other areas within Reproductive
Health such as infertility, sexual violence
etc would also be catered for. Gender
issues are mainstreamed in all areas of
RH.

Current situation

There is a saying in Zambia tradition
spoken and often referred to by different
ethnic groupings in different dialects,
which camries the same meaning. The say-
ing states that one, finger can not pick lice.
The meaning of this old adage is that no
single person or institution can have im-
pact or can record achievernents without
support. Because the demand for Repro-
ductive Health Services is so high and the
resource environment low, the government
is .not able to meet all the requirements.
With this recognition, Mission institutions
have set up facilities in areas where no
government ones exists. The industrial in-
stitutions such as the mines have set up
themselves in urbanised areas where
these industries operate, to meet the
needs of their staff and their families. The
other group providing Reproductive
Health services are the Non Governmen-
tal Organisations ( NGOs) such as
Planned Parenthood Association of Zam-
bia ( PPAZ) and Family Life Movement of
Zambia (FLMZ) and Society for Famity

Health (SFH). There exists thus a sort
of network of organisations that
have, found a niche for themselves
in the area of need. This is the larg-
est partnership within health services
provision. The various organisations
do however have difficulty in
standardising the quality of services
they provide. Government is sup-
posed to provide the major guide-
lines and set standards. Unfortu-
nately this has not been the case.

The partnership in Reproductive
Heaith exists on a number of levels
in various forms.
- Between goverment and other ser-
vices such as mines, NGOs and mis-
sions and private institutions.
- Between bilateral and muttilateral
donors and Government and NGOs
- Between health workers and com-
munities

The ultimate aim of course is to
provide quality services to the com-
munity. Partnership can be said to
premise itself on the assumption that
where more than two
people or institutions put their efforts
together chances of achieving grater
results abound. Partnership once
entered into takes account of each
player’s strengths and the role each
one can play best to achieve maxi-
mum results. This not only produces
the desired results but ensures the
resources are maximised and well
utilised. With minimal wastage or not
at all. This in tum helps to improve
public health goals and lives of’ citi-
zens.

Government / muiti Bilateral Do-
nors.

The partnership existing be-
tween government and multilateral/
bilateral donors is one of mutual re-
spect understanding and support.
The government has developed a
strateqgic plan through which it aims
o imerove the overall general heaith
of the population. Inciuded in these
strategic plans is provision of Repro-
ductive health services. The plan
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calls for rehabilitation of health institutions,
training of staff and provision of equipment
and drugs. This plan has been made avail-
able to donors some of whom have
pledged to support various areas within
reproductive health either through support
to the common District “Basket” orthrough
direct support to districts and/or maternal
level. In turn, government commits itself
to utilising the technical or financial sup-
port to implement the agreed upon
programme. Some of the experiences and
lessons learnt from the programme are
passed and used/ adopted in other coun-
tries.

Government and NGOs and Private
Sector

The Ministry of Health, being the cus-
iodian of health care provision has normally
determined what sort of health services will
be provided to the public. This has usu-
ally been determined by the burden of dis-
ease and the human, financial and mate-
rial resources available. Because govern-
ment has determined that it does not have
sufficient resources, it has involved the
NGO and private sector in Reproductive
Health. The ministry has recognised the
relative a advantage and strength of these
groups and formed partnership to take full
advantage of these.

A leaf can be taken from the two con-
sortiums that have been created by
Planned Parenthood Association of Zam-
bia (PPAZ), Family Life Movement of Zam-
bia and RFSU of Sweden which focus on
Adolescent Health, supported by SIDA.
The other one is the one supported by
UNFPA, which grouped together five NGOs
and was executed by the government De-
partment of the Ministry of Youth, Sport and
Child Development.

in both projects, much has been
achieved cwing to the diversity of experi-
ences players in these projects have been
able to share and exhibit. The young
people for whom these projects are aimed
are now able to share useful information
with fellow peers. Their personal esteem
has also been boosted by the skills they
have acquired as peer counsellors. They
have also managed to reach many parents
about the need for them to acquire skills in
the Parent-Elder training workshops which
have been run. These and many other
achievernent catalogued here would not
have been scored if each NGO had imple-
mented the project separately. Further-
more, the capacity each and the Govern-
ment is gaining from this experience can

not obviously be over emphasised.
The various studies in Reproduc-
tive Heaith such as contraceptive
needs assessment the Safe Mother-
hood Situation Analysis and the De-
mographic Health Survey have all
been undertaken with the full partici-
pation and involvement of partner
organisations of Zambia. These have
been provided information for
programme planning and for the de-
velopment of policy. The policy de-
velopment process has also been a
partnership. A good example of this
is the Family Planning Policy and the
Reproductive Health Policy.

Government and the community

In previous times, programme
and implementation was a top down
affair. All decisions were made atthe

centre and then passed down. With .

the recognition that programs cannot

be successful without the involvement

of the community, this process has
changed.. To fully involve the com-
munity in decisions regarding their
own health centres the Ministry facili-
tated the creation of neighbourhood
health committees. Theses commit-
tees are tasked with determining the
community problems and needs, and
determining what can and shouid be
done about them. Together with
the health staff in health these com-
mittees develop action plans with
budgets for the district to finance. The
community level health practitioners
such as the TBA and CHW are also
included in this process, The commu-
nity sometimes develops their own
activities and request support from
organisations other than the govern-
ment. The home based care
programme is another good example
of the government/NGO/Community
partnership. This partnership aiso
takes into account rural areas; for
example, the influence Chiefs and
opinion leaders have and there fore
involves them in all the planning and
implementation of activities.

In essence for good partnerships
to be formed three ingredients are
required:

- Arecognition of each partner’s rela-
tive strength and advantages.

- A recognition of the invitation each
has.

- A recognition of the need to co-op-
erate and work together.

- Each partner putting in manual re-
spect for the other’s contribution.

- Anagreement on desired outcome
and goals.

-. Set clear goals and objectives for

partnership

- Develop joint work plan

- Establish adequate governance

- Develop a budget and strictly ad-
here to it.

Conclusion

Partnership must be encour-
aged in view of their utility and the
impact that joint or compiementary
efforts can have on achieving
greater impact. This is essential in
an environment of limited human
and financial resources.

Zambia has some good ex-
ample of this, with government ef-
forts being complemented by the
work of missions, mines and private
sector and NGOs - with consider-
able good will and support fromco-
operating partners, both bilateral
and UN.
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Abstract

This paper explores gender and
socio-cultural perspectives in reproduc-
tive health services by providing a re-
flection of community views. The data
was derived from observations and fo-
cus group interviews with community
members in Lusaka's Chawama town- -
ship and Chiawa rural settlement. Com-
munity members feel that gender re-
lated and socio-cultural factors are of-
ten overlooked in many reproductive
health services. Whilst it is appreciated
that the services are tailored along the
western modei of health care, there
seems to be no deliberate efforts,
where necessary, fo accommodate cer-
tain aspects of gender and socio-cul-
tural factors. Although reproductive
health services such as family planning
have been provided for a long time
now, the impact of these services has
been very minimal. This may largely be
due to the fact that western hegemonic
bio-medical culture often fails to take
into account the local social cultural
milieu. It is suggested that a better un-
derstanding and appreciation of gen-
der and socio-cultural perspectives
could greatly enhance the quality of
reproductive health services and. ulti-
mately reduce reproductive health re-
lated morbidity and mortality.

Introduction

In Zambia, where about 80 percent
of the population live in poverty and in
a country where the health infrastruc-
ture is poor, females as well as males
suffer numerous reproductive health
probtems (1). However, the women
face unique risks because of a num-
ber of reasons including their reproduc-
tive biology and adverse socio-eco-
nomic and cultural factors. Owing to the
particularly pronounced risks for
women, current debates advocate for
improved understanding and involve-
ment of men in reproductive health as
one of the ways to reducing risks
among the females (2). in many com-
munities of sub-Saharan Africa, repro-

ductive health circumstances of both individu-
als and households as well as access to health
services are to a large extent structured by gen-
der and socio-cultural factors (3). Thus gen-
der and socio-cultural perspectives in repro-
ductive heaith services have become a sub-
ject of intense research in recent years (4). Al-
though social and cultural factors have domi-
nated public health research on utilisation ot/
and non-utilisation of health services for many
decades (5, 6), the continued deterioration in
the quality of services calls for the re-examina-
tion of the social and cultural perspectives.
Even more importantly now is the understand-
ing of gender dynamics in access and
utilisation of services. There is still a dire need
to understand what the communities view &s
gender and socio-cultural considerations, with-
out which the quality of service is perceived to
be poor by the communities.

Health care institutions have played an
important role in providing reproductive health
information and services such as family plan-
ning, maternal health, STD treatment and con-
trol (7). This has led to reported widespread
awareness about contraception, ante-natal
care and other reproductive health services.
However, much of this information and t’ng ser-
vices have been selective. Most men have not
fully benefited from the reproductive health ser-
vices because they have not been provided
easy access. Often these services have been
verticalised by programme and gender rather
than taking a holistic and universal approach
(8).

Zambia, like many countries in the sub-
Saharan region, faces the daunting task of im-
proving reproductive health services against
the background of declining national re-
sources. The reproductive health services aim
to reduce: the increasing incidence of sexu-
ally transimitted ilinesses (STls) including HIV;
high child and maternal morbidity and mortal-
ity; high rates of teenage pregnancies, the in-
cidence of unsafe abortions and high fertility
rates (9). Since independence the Zambian
government has continued to invest in the
health sector although in recent years the in-
vestments have declined considerably due to
economic difficulties. Owing to these invest-
ments, Zambia's health care infrastructure is
fairty well developed, at least by regional stan-



dards (10). However, the quality of care
provided by most of the health institu-
tions has £ n poor and public confi-
dence in health care institutions is low
and continues to decline. Acecdotal evi-
dence suggests that reproductive health
services were launched in the Zambian
health institutions without adequate ba-
sic longitudinal data on gender and
socio-cultural factors including actual
practices of the communities. The World
Health Organisation (WHO) favoured
KAP studies have not been abile to elicit
sensitive information about the multiple
cultural environments and their gender
effects. Gender and socio-cultural con-
siderations including the ‘why’ and ‘how’
of eliciting such information were not
given serious conceptual thoughts.

in this paper an attempt is made to
discuss gender and socio-cultural per-
spectives in reproductive health services
by highlighting some community views.
Specific examples are drawn from field
data.

Material and methods
Stuady sites

The study reported in this paper was
carried out as part of the larger research
project on Community Capacity to pre-
vent, manage and survive HIV/AIDS in
Chiawa (11). The study was conducted
in Lusaka's Chawama compound and
Chiawa. Chawama compound is lo-
cated in the southern part of Lusaka and
was included in the study to provide the
urban perspective to the Chiawa rural
component. Futhermore, some research
activities to assess the quality of care
for patients with STIs at Chawama ur-
ban clinic were on-going at the time of
this study (12). This community-based
study was seen as compiementary to
the clinic-based studies. Chawama is
one of the oldest compounds in Lusaka
and as many other compounds, started

as an informal settlement. It has now

grown to become a residential suburb
with a population of close to 200,000
people. Anecdotal evidence suggests
that the majority of the inhabitants of
Chawama are self -employed in the ever
expanding informal sector of the Zam-

bian economy. The compound is ser-

viced by one urban health centre which
provides most of primary health care
including reproductive health care.
Njanja speaking people constitute the
dominant ethnic grouping.

Chiawa, on the other hand, is a ru-
ral community in Kafue district, about

150 km south-east of Lusaka. Dur-
ing the 1991 national census the
population was estimated to be
8000 and the Goba are the pre-
dominant ethnic group. The study
area covers 35 villages spread over
a 45 km stretch along the banks of
the Kafue and Zambezi rivers. The
area has two rural health centres
separated by a distance of 24 km.
Geographical distances render ac-
cess to health services difficult in
an area where the quality of ser-
vices at these facilities is already
poor due to, inter alia, persistent
drug shortages.

Data collection strategy

The data for this study was col-
lected during different petiods of
fieldwork in 1985 and 1986. The
fieldwork visits for data collection
altemated between the urban and
rural sites. Qualitative research ap-
proaches; namely focus group in-
terviews and observations were
used for data collection. The com-
bining of data collection techniques
did not only ensure the collection
of rich data but aiso the validity of
the data. The study population con-
sisted of members of the two study
areas who were selected on the
basis of residence and were thus
believed to be conversant with the
reproductive health problems and
the services in the local health fa-
cilities.

The selected participants com-
prised young people aged be-
tween 16 - 24 and adults aged be-
tween 25 and above. The focus
group interviews contained 10-12
participants and each group inter-
view had a facilitator and a note-
taker. Categories of groups in-
cluded separate groups of married
men and married women, separate
groups of single men and single
women and mixed groups. All the
group interviews were facilitated by
the author with the help of either a
female or a male note-taker de-
pending on the sex of the group.
Sites for discussions were conve-
niently selected to provide a free at-
mosphere conducive for open dis-
cussions.

In Chawama, the community
welfare centre was used for the in-
terviews and the neighbourhood
heaith committee members were
employed to mobilised the partici-

pants. In Chiawa, schools and a local
shop were used as sites for interviews and
local research assistants mobilise the par-
ticipants. An interview guide was used for
directing the discussions. The guide con-
tained the major areas and themes of the
study topic as presented in the results.
All the interviews were fully tape recorded
and observations were recorded as field
notes.

Data Analysis

An interview guide was used to en-
sure that all the groups were asked simi-
lar questions. Content analysis was used
for data analysis. During the initial stages
of analysis, the data was grouped by
question or item number and subse-
quently categories were developed for
each question or item. Matrices weré then
developed to help with the identification
of relationships and variations between
response categories for different groups.
Tabulations were used to enumerate the
number of times specific responses or
problems were mentioned or discussed
by different groups.

Ethical approval for the study was ob-
tained from the Research and Ethics
Committee at the University of Zambia.

Results
Perceptions about some reproductive
health problems

A total of 20 group interviews were
held in Chawama and Chiawa. There
were eight group interviews with the males
and another eight with females and four
were special groups in which both sexes
were represented. Almost all the groups
viewed reproductive health problems as
prevalent in the two areas. The commonly

" mentioned reproductive health prublems

were sexuatily transmitted ilinesses inciud-
ing HIV, teenage pregnancies, abortions
and severe abdominal pains among
women. There was, however, a difference
in the emphasis about some of these
problem between the two areas. Abortion
was not emphasised in Chiawa. The ur-
ban groups reported that abortions were
common in their localities. “Abortions are
really a problem especially among young
girls who become pregnant from
untrusted partners”. “Abortions are bad
because sometimes the victim dies be-
fore reaching the hospitai”. These state-
ments were recorded from the urban
groups. A comparison between the male
and female groups, showed that the
woimen were more aware and concemned
about reproductive health problems than
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the men. The men seemed more concemed
with STls and abortions because these
threatened their lives more directly. “We are
scared of STis and the women who abort
because they are a danger to us men”. in-
fertility rather than high fertility was also
seen as a problem.

Community considerations of gender and
socio-cultural factors.

Gender and socio-cultural matters were
fully investigated through a series of ques-
tions. Almost all the groups observed that
reproductive services did not fully embrace
major aspects of gender and socio-culture.
It was noted that health services were tai-
lored along western culture. “These hospi-
tals came with whites, so they are alien to
us and that is why communication is in
English”.

Despite this observation, the groups felt
that since these facilities were operating
within the local socio-cultural environments,
they should consider taking into account
local cultural values. “The doctors and the
nurses are Zambians and they know about
our culture so they should not ignore that”.

When it came to specific programmes,
there seemed to be differences in opinions.
Most male groups and more particularly
those from Chiawa were so opposed to
male staff attending to females during
labour. In Chiawa some rnen feit that most
male staff were more interested in viewing
women’s privatés.

“It is against our culture for a man to
be present during delivery”. In Chawama,
even though the women noted that tradi-
tionally it was not appropriate for a woman
to be delivered by a man, they said that it
was now becoming the norm for women to
be delivered by male staff and that the
women were beginning to accept that.
“These days we are used to being attended
to by male doctors and even some of the
nurse are too young, but there is nothing
we can do". The interaction between the
men and reproductive health services was
mostly during times when they sought treat-
ment for STIs. Most male groups reported
that the men were often uncomfortable with
female staff. “If | discover that the one who
is going to attend to me is a female staff
(particularly a nurse) | will change my mind
and go elsewhere to seek treatment”. Some
of them said they could not stand a woman
examining their private parts. Further
discusssions revealed that the reluctance
to be attended to by nurses was due to
stigma and lack confidentiality. The males

felt that nurses did not uphold con-
fidentiality. “The problem with our
nurses is that as soon as they finish
attending to you they rush outside
to talk about your illness”. These
sentiments were substantiated by
observations in Chiawa where
rumours filtered so easily from the
health centre into the community.
Community perceptions of some
sefected feproduétive health
programmes.

Access to most reproductive
health services was perceived to be
problematic in both areas. In
Chiawa, access was defined in geo-
graphical and financial terms, where
as in Chawama access was largely
defined in financial terms. In Chiawa
people walked distances of about
15 km to come to the nearest health
centre. In the minds of the commu-
nity members, health services were
not delineated or dichotomised as_
reproductive or non-reproductive.
However, the groups were able to
pin- point specific activities upon
which they based their assessment
of reproductive health services.
Some of the specific activities were
family planning, ante-natal, under-
five clinics, treatment of STis and
condom distribution. The females
undoubtedly had more experience
with reproductive health services
than the men. “| had done family
planning, it is a long time ago when
Mr. X the clinical officer was still at
Chiawa clinic. ] was given some tab-
lets just after one month of taking
them | developed complications, |
had pains in my womb so | had too
stop using the contraceptive”.
“Many women who have used the
pill say it's not very good because
when you have taken the pill for a
long time and now ybu want to have
a child you will bear a lame child or
a dead child”.

The quality of reproductive
health care in most health facilities
was perceived to be poor. In both
areas the groups felt that the quality
was affected by the negative atti-
tudes of staff towards the ilinesses.
There was apathy and victim blam-
ing. The men often cited threats of
amputation of the penis when they
presented with an STD

. The women said “It is better to
avoid a pregnancy than to abort.
People who abort are never given

proper care at the hospital because
the staff feel that it's their fault”.
Discussion

Qualitative research approaches
make possible the investigation of

. gender and socio-cultural perspec-

tives because community-derived
data provide in-depth understanding
of perspectives in a much more
contextualised manner. The strength
of group interviews is that they can
generate detailed and process data
that usually elucidate the study par-
ticipants’ perspectives very clearly
(13). However, the fact that group in-
terviews may aiso have inherent limi-
tations especially when dealing with
highly sensitive issues such as those
in reproductive health should not be
overlooked. An earlier study in
Chiawa revealed that young men
rarely admitted in the presence of oth-
ers that they had suffered from an STI
but rather discussed this matter in an
impersonal and evasive way (14).
Therefore, when using group inter-
views as the sole method of data col-
lection matters of validity, reliability
and the quality of the data should be
given utmost consideration. In this
study, careful use of observations as
complementary to group interviews
took care of data validity and refiabil-
ity.

This study found that both urban
and rural communities were aware of
the existence of.reproductive health
problems and perceived them as a
major community health problem. The
study also found that, although repro-
ductive health services were available
at the local health facilities, gender
and socio-cultural perspectives were
not often given full attention by the
medical staff and thus community
expectations were not always ad-
equately met. The commonly men-
tioned reproductive heaith problems
were STis including HIV, teenage
pregnancies and abortions. All the
groups in both sites mentioned these
problems although some of the urban
groups did also mention abdominal
pains among the women which were
attributed to past infections. Although
family planning programmes exist in
all the areas, the participants did not
see high fertility as a major problem
that needed high levels of interven-
tions. What was, however, mentioned
by the urban groups was family pian-
ning for economic reasons rather than



mily planning for controling and
niting births. The data demonstrate
at, whilst there seemed to be some
vel of awareness regarding repro-
ictive health in general, the women
nded to be more aware than the
en about reproductive health.
1owledge among the men was
nfined to STis and abortion. Men
ere concerned with these prob-
ms merely for self preservation.
ere was a fear thatsome ST| could
ly be cured at the hospital after
nputaion of the genitals and simi-
rly women who had aborted could
use some illness. known as
ifunga or nthayo. These findings
e consistent with previous studies
Zambia and elsewhere (8,14). The
IpS in awareness levels between
en and women are attributable to
e fact that men have often not
en a subject of reproductive
alth interventions (8). The present
ta suggests that because men
e the breadwinners and main de-
sion makers, it has erroneously
en assumed that they are well in-
rmed about reproductive health
attars. They are never allowed to
in-at the. clinic to share informa-
n with health care providers. For
stance, during data collection the
searcher observed a situation
1ere a ‘caring’ father had brought
5 child to an under-five clinic but
stead of being part of the audience
iring heaith education,: he was
rved first and asked to go home.
1ce the men have not been part
the primary fargeis of reproduc-
e health services, their health
eds have never been fully as-
ssed and therefore reproductive
alth services continue to be gen-
r biased against: men.

The issues of socio-culture be-
me more relevant in matters of
tility and infertility, family planning
d treatment of STi and during
ild birth. Our study groups be-
ved that reproductive health ser-
es have not adequately em-
aced socio-cultural factors. it was
ted that health services were tai-
ed along western culture. “These
spitals came with whites, so they
> alien to us and that is why com-
Inication is in English”.

Despite this observation, the

ups felt that since these facilities

re operating within the local
cio-cultural environments, they

.

should consider taking into account lo-
cal cultural values. When it came to spe-
cific programmes, there seemed to be
differences in opinions. Most male
groups and more particularly those from
the rural area were so opposed to male
staff attending to females during fabour.
In Chiawa some men feit that most male
staff were more interested in viewing
women'’s privates. “It is against our cul-
ture fora man to be present during deliv-
ery”. Indeed observations showed that
the number of femeles coming to deliver
at the health centre increased after the
posting of a female midwife. In Chawama,
even though the women noted that tradi-
tionally it was not appropriate for a
woman to be delivered by a man, they
said that it was now becoming the norm
for women to be delivered by male staff
and that the women were beginning to
accept that. The interaction between the
men and reproductive health services
was mostly during times when they
sought treatment for STis. Most male
groups reported that the men were often
uncomfortable with female staff. In
Chawama the males reported that there
was reluctance by male patients to be
attended to by the females when they had
an STI. For the women it was more of
‘what can we do’ than anything else.
Given an option they preferred a female
staff. One man said, “If | discover that
the one who is going to attend to me is a
female staff (particularly a nurse) | will
change my mind and go elsewhere to
seek treatment”. Some of them said they
could not stand a woman examining their
private parts. Further discussions re-
vealed that the reluctance to be attended
to by nurses was due to stigma and lack
confidentiality. The males felt that nurses
did not uphold confidentiality. These sen-
timents were substantiated by observa-
tions in Chiawa were rumours filtered so
easily from the health centre into the com-
munity.

In Chiawa, husbands were reluctant
to allow their wives to attend ante-natal
clinics because they believed that the
male staff were more interested in view-
ing their genitals and they saw that as a
contradiction of the local cultural values.

These findings show that cuiture
should be viewed as dynamic and nota
static entity. For example, women see
changes in the socio-cultural environ-
ment as inevitable. There is the problem
with trying to account for the relative fail-
ure of reproductive health services on the
grounds that they have encountered a
‘culturel problem’. Aform of cultural rela-

tivism is becoming more apbérent, This'is further -

sustained by the tendency displayed by some
implementers who are convinced that if an argu-
ment is made out of culturally-based resistance,
the problem has no solution. This view ignores
people's capacity to change and underestimates
the factors which do not explicitly derive from cul-
tural traditions. Analysing behaviour in purely cul-
turalfsocial ignores the social and individual re-
sources and the practices actually observed. It is
suggested that a better understanding and appre-
ciation of gender and socio-cultural perspectives
could greatly enhance the quality of reproductive
health services and ultimately reduce reproduc-
tive health related morbidity and mortality.
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Back ground

The World Health Organisation’s
definition of health, reproductive healith
implies that individuals are able to have
a responsible, satisfying and safe sex
life; and that they can reproduce and
are free to choose if, when and how of-
ten to reproduce. i

Indeed, reproductive health care is
an umbrella for a plethora of health ser-
vices and activities, which are geared
towards ensuring that individuals are
able to have a responsible and satisfy-
ing sex life, while at the same time can
reproduce and are free to choose if,
when and how often to reproduce.

The present dichotomy in the provi-
sion of STD services and other repro-
ductive health services such as family
planning, and antenatal care, to men-
tion just a few, works to the disadvan-
tage of users, health providers and the
health institutions. To bring the issues
into clear focus, it is pertinent to outline
the full range of reproductive health ser-
vices:

- Promotion of responsible reproductive
and sexual behaviour within a given
social, cultural and economic setting

- Provision of a wide range of contracep-
tive methods and services

- Provision of quality, effective and ac-
cessible antenatal care and ensuring
safe motherhood

- Prevention and control of reproductive
tract infections

- prevention and management of infer-
tility

- elimination of unsafe abortion

- prevention and management of geni-
tal tract cancers

Current situation:

- Promotion of responsible reproductive
and sexual behaviour within a given
social, cuttural and econornic setting:
Currently this is being provided for un-
der separate roofs, 5o to speek.

The promotion of responsible
behaviour with regard to fertility regula-
tion falls mainly under the domain of
family planning services or the mater-

nal and child health (MCH) clinics.
In these settings, matters related to
prevention of STDs may not be ad-
equately dealt with, either because
of inadequate skills or because it is
felt that it is the responsibility of the
STD clinics.

Similarly, the STD clinics, where
they exist, mainly concentrate on
counselling in relation to prevention
of infections. Indeed, a recent study
atthe UTH STD clinic found that only
about 7% of women attending the
clinic in 1997 had ever used any
modern contraception( ). Yet the
health workers in the STD clinic
would not normally deal with this glar-
ing need for contraceptive services
either because it is perceived to be
somebody else's responsibility, inad-
equate skills or lack of supplies.
Opportunities for natural collabore-
tion between the two services, such
as condom promotion have largely
been missed. For example, in some
surveys of STD facilities, it was found
that condom distribution is clearly
designated either for MCH clients
only or for STD patients only. The
STD condom is not to be used by
MCH clients and the MCH condom
is not to be used by STD patients.
This dichotomy exists despite the fact
that used properly, the condom pro-
tects against pregnancy and STDs.
- Provision of a wide range of con-
traceptive methods and services:
Currently most of the contraceptive,
with the exception of condoms, are
provided by MCH clinics. Little atten-
tion has been paid to the possible
link between various types of contra-
ceptives and STD risk. For example,
the IUCD increases the risk of as-
cending infection especially in popu-
lations where gonorrhoea and
chlamydial infection are very preva-
fent. Also cervical ectopy, which can
occur with use of oral contracepfve
pill may increase the risk of acquir-
ing gonorrhoea or chlamydia. How-
ever, it is quite likely that the provi-



sion of contraceptive services presently
goes on without much consideration of
the potential impact on STD transmis-
sion. ‘

Provision of quality, effective and ac-
cessible antenatal care and ensuring
safe motherhood. An opportunity for
integration of STD and antenatal care
has presented itself through screening
of pregnant women for syphilis. This
activity has been performed to varying
extents and with different shades of con-
sistency for a long time in Zambia. How-
ever, following a demonstration project,
the implementation of syphilis screen-
ing in pregnancy has gained impetus
under the UNICEF supported syphilis
screening project in Lusaka, Ndola,
Kitwe, Livingstone and Chipata(). A re-
cent evaluation of the project revealed
that midwives were quite competent to
screen women using RPR( ).the use of
midwives to screen pregnant women for
syphilis represents a key step towards
the integration of STD and other repro-
ductive health services.

-Prevention and control of reproduc-
tive tract infections: Currently there is
very little collaboration among the vari-
ous service providers. For example, the
STD treatment guidelines are often not
available in gynaecology clinics where
most women with genital tract infections
present, or urology clinics where some
men with complications of STD present.
There seems to be no unity of purpose

among different health care providers .

dealing with reproductive tract infections
in different various, such as STD clinic,
gynaecology clinic or urology clinic.

-prevention and management ofinfer-
tility. infertility that may arise from STDs
may be prevented by assiduous STD
prevention and treatment, and this as-
pectis probably seen as lying within the
domain of STD services. However, in-
fertility in the male and female are dealt
with by the urologist and gynaecologist
respectively. Quite often, the STD ser-
vice provider has no idea how much of
the STDs s/he is treating may end up
causing infertility. Consequently, infor-
mation that could be used to advocate

strengthening or STD control services

is lost.
Elimination of unsafe abortion:

Since the desire for abortion prob-
ably is symptomatic of lack or failure of
contraception, it is plausible that em-
powering men with up-to-data informa-
tion on various methods of contracep-
tion and dangers of unsafe abortions

could impact positively on the situ-
ation regarding unsafe abortions.
It is possible that unreasonable or
irresponsible behaviour among
some men creates the despairand
desperation, which drives some
women to unsafe abortions.
Prevention and management of
genital tract cancers: cancers
such as cancer of the penis, tes-
tes or prostate impact negatively
on the reproductive health of men
and their spouses, since treatment
for these usually leave the man in-
fertile. However, presently more
is said about cancer of the cervix
and not much about the cancers
of the male
Why integrate STD and other
reproductive health services?
Efforts to integrate STD and
other reproductive health services
must be grounded in clear objec-
tives about what is to be inte-
grated, where, when, how and by
whom. |t should also be clearly
spelt out clearly the nature of inte-
gration to be achieved at the vari-
ous levels of health care.

How to integrate: way forward
/ssues.

- STD clinics at tertiary care hospi-
tals: nurses must be trained mid-
wives, and have training in STDs
- Nurses working in ANC/FP clin-
ics at tertiary care hospitals must
have training in STDs

- Atthe HC level all health workers
must have basic competences in
STDs and other reproductive
health services

- ANC: screening for STDs includ-
ing syphilis ought to be integrated
into routine antenatal care. eg at
booking, complete examination
for ulcers, warts etc

- Emergency contraception to be
made available in STD clinics

- Arbotions: guidelines on preven-
tion of ascending infections need
to be developed after research on
prevalence of various STDs
among women undergoing termi-
nation in various localities

- prevention of genital cancers:
women with warts presenting to
STD clinics and should have regu-
lar screening by pap smear

- STD screening, whether clinical
or by tests to be available in FP
clinics.

Stakeholders in reproductive 1 .ealth
to design reproductive heaith care edu-
cation and training programmes that
will include men’s involvement in
women'’s reproductive health. This is
completely necessary as a way forward
because a review of studies in Zambia
on reproductive Health shows that not
much work has been carried ou6t in this
area. (17). For example the study by
Makayi and others on targeting men for
enhanced male involvement in sexual
and reproductive health revealed that
there is a lot of potential for men to par-
ticipate actively in family planning
programmes but this can not be done
without adequately surveying the repro-
ductive health scenario as far as it af-
fects men. (17) However, this potential
will remain dormant until something is
done to tap it.

In conclusion, there are a lot of to
be heard if STD and RH services are
integrated, and health workers should
be encouraged to be less rigid and
more creative in the way they work, to
better tap opportunities.
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Abstract

In the context of WHO'’s comprehen-
sive and integrated approach to reproduc-
tive health, both men and women have
the right to be informed and have access
to safe, effective, affordable and accept-
able methods of family planning of their
choice. In the past, reproductive health
programmes focussed only on the needs
of women, leaving out men. This has now
been identified as a major obstacle to the
success of any intervention aimed at im-
proving women'’s reproductive health. In
order to change this, gender activists, de-
velopment organisations and individuals
are now calling for men's reproductive
health needs to be addressed as well as
involve them in the reproductive health
needs of women.

However, little information exists to un-
derstand how men and women in differ-
ent socio-cultural settings feel about the
issue of men's reproductive health and in-
volving them in women’s reproductive
heaith. This paper reviews existing litera-
ture from the international community on
perceptions about involving men in
women'’s reproductive health. The paper
shows that there is a general consensus
that men should not only be involved in
women'’s reproductive health. They are in
fact aiready involved in various ways.
Above all, however, it is also recognised
that men also have reproductive health
needs which if not addressed will continue
to impact negatively on any programmes
aimed at addressing women’s reproduc-
tive health.

Introduction

According to the UNDP/UNFPA/WHO/
World Bank Special Programme of Re-
search, Development and Training in Hu-
man Reproduction Biennial Report of
1990-1991, Reproductive Health is a state
of complete physical, mental and social -
well being and not merely the absence of
disease or infirmity in all matters relating
to the reproductive system and to its func-
tions and processes. Reproductive health
implies that people are able to have a sat-
isfying and safe sex life and that they have
the capability to reproduce and the free-
dom to decide if, when and how often to

do so. (1).

According to WHO, implicit in this condi-
tion are the rights of men and women to be
informed and have access to safe, effective,
affordable and acceptable methods of family
planning of their choice, as well as other
methods of their choice for regulation of fer-
tility which are not against the law, and the
right of access to appropriate health care
services that will enable women to go safely
through pregnancy and child birth and pro-
vide couples with the best chance to have a
health infant. (1)

In the past, family planning services and
maternal health programmes were desighed
to meet health needs of women. Not much
attention was being paid to the needs of the
men-folk. This has now been identified as one
of the major causes behind the failure of re-
productive heafth programmes and interven-
tions throughout the world. Providers of re-
productive heatth services have realised that
it is unlikely that women's needs will be met
until men's needs are addressed as well.

Despite the interest in the role men play
in family planning in Zambia, relatively little
information on the subject is available, énd
few studies have explored people’s percep-
tions on male reproductive behaviour.

Much of the recent research on males in
Africa has focussed on contraceptive knowl-
edge, attitudes and practices (KAP). Less at-
tention has been directed on male perspec-
tives and how they shape reproductive
choices of households.

Focussing on the perceptions of male
irvolvement in women's reproductive health
in Zambia is however important for several
reasons. First, it might provide an insight into
underlying reproductive decision making pro-
cesses that at present are only partially un-
derstood. Because of the influences of lin-
eage based social systems that exist in Zam-
bia, conventional conceptual models based
on the assumption that autonomous (or at
least semiautonomous) couples with shared
resources and responsibilities are the funda-
mental unit of decision making on fertility may
not be applicable to the Zambian society.
Second, there is reason to believe that the
traditional nuptiality patterns that underlie the
country’s sustained high levels of fertility may
be changing. Recent evidence from some
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countries suggests that socio-economic
"development and economic crises of the
1980s may be weakening the traditional
marital institutions and supports for high
fertility.

Astudy in Zimbabwe (2) demonstrated
that both the number of events leading up
to pregnancy or the birth of the child vary
considerably from couple to couple along
a continuum ranging from traditional to
modern. These results both illustrate the
complexity . of prevailing family formation
processes and point to the possible weak-
ening of traditional patterns of union for-
mation. In addition, the findings of a 1995
study of population dynamics in Sub Sa-
haran Africa suggest that information on
the reproductive careers of men is crucial
to an understanding of the demographic
changes that have apparently began in a
number of countries in the region, includ-
ing Zambia . (2)

Zambia is home to a variety of matri-
lineal and patrilineal ethnic groups, and
sexual relationships follow diverse pat-
terns. In this setting, it is particularly im-
portant to explore the attitudes of both men
and women and to understand the views
of each in decisions about reproductive
health.

The Problem

Each year about 430,000 women in
developing countries die of complications
which are associated with child bearing (3).
The factors influencing maternal mortality
are high parity, teenage mothers, older
mothers, short birth intervals, first birth and
abortion. These have a large bearing on
infant mortality.

Family planning is the best interven-
tion. Family Planning services by couples
are the means of avoiding many of these
fertility related health risks. While surveys
like the Zambia Demographic and Health
surveys and Reproductive and Child
Health Surveys may give some indications
on reproductive health, these indicators
are for females only.

Itis important to note that interventions
can only work subject to perceptions and
behaviours that are deeply rooted in socio-
cultural and traditional realities.

Phillimon Ndubani's study, published
inthis issue, on genderand socio-cuftural
perspectives in reproductive health ser-
vices.: a reflection on community consid-
erations carried out in urban and rural Zam-
bia, explores in detail gender and socio-
cultural perspectives in reproductive health
by providing a reflection of community
views. According to his findings, the im-
pact of many family planning programmes

has been very minimal due to the
fact that the western hegemonic bio-
medical medicine cufture often fails
to take into account the local social-
cultural milieu. The study suggests
that a better understanding and ap-
preciation of gender and socio-cul-
tural perspectives could greatly en-
hance the quality of reproductive
health services and ultimately reduce
health related morbidity mortality. (4)
Men are an important factor in
the reproductive health equation.
Hence the need to include them in
women’s reproductive health
programmes and even to address
their reproductive health needs. To
do this, there is need to investigate
the socio-cultural, traditional and
modem factors influencing male par-
ticipation in reproductive health. A
review of the existing literature gives
an insight of the perception of male
involvement in reproductive health.

Males and Reproductive Health: a

review of literature

M. A. Labib and P Matondo in
their article published in this issue
discuss in detail the issue of putting
men’s reproductive health on the re-
productive health agenda. The au-
thors strongly emphasise the fact that
without addressing men’s reproduc-
tive health, programmes aimed at
addressing reproductive heaith is-
sues in the country will not be as suc-
cessful as they are supposed to be.
According to them, men’s reproduc-
tive health is a vital ingredient in the
implementation of reproductive
health programmes.

A review of the existing literature
attributes the major cause behind the
failure of Reproductive Health
programmes and interventions
throughout the world to the lack of
attention to the needs of men. In Af-
rica, M.T. Mbizvo, (6) for example,
suggests that African family planning
programmes are severely hampered
by their neglect of men. Folbre in
1994 observed that focusing on
women alone simply contributes to
the overload and exhaustion for
women, if they retain all the respon-
sibilities associated with their exist-
ing reproductive and productive
roles, in an era where the state can
be relied upon even less that previ-
ously to provide social services. (7)
Other authors further add that these
programmes are also hindered by

the relative scarcity of information
about men’s knowledge, attitudes
and practices regarding family
planning.

Writing on Better Family plan-
ning, Marc Akumno observes a
number of factors have resuited in
emphasis by existing Family Plan-
ning programmes. These are the
real threat which excessive child-
bearing posses to the heaith of
women, the strong link between
family planning and women eman-
cipation and the political and prac-
tical decisions in many countries
to deliver family planning as part
of maternal child health care have
resulted in a female emphasis of
existing family planning
programmes. On the other hand
the situation has resulted in men
being effectively excluded from
many programmes. (8)

These authors agree with the
general view in the international
community that most investiga-
tions in this area focus only on
women, ignoring their partners’
role and the interaction between
the sexes in fertility behaviour.

The need for a wider involve-
ment of men in women's reproduc-
tive health has also been a con-
sistent recommendation emanat-
ing from a number of international
fora, studies and surveys over the
past few years. - During the
Innocenti Global Seminar held in
ltaly in 1995, Richardson noted that
a UNICEF report concluded that,
‘it UNICEF is going to continue to
contribute to development goals
and gender equality...there will
have to be greater efforts to involve
men. {8) Similar concerns have
been raised by the Ford Founda-
tion, Save the Children, and many
other Non Governmental
Organisations. (NGOs.)

The Cairo Conference on
Population and Development also
recommended that men should be
involved in reproductive health.
The most recent recommendation
has come from the 1996 Report of
the Independent Commission on
Population and the Quality of Life
{(ICQL) which does not only advo-
cate for the involvement of men in
all aspects of reproductive health
but also endorses the view that re-
productive health is a basic hu-
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an right for both men and women.
0)

These efforts have been and con-
yue to be motivated by the percep-
n that a better understanding is
seded of male perspectives on re-
roductive health, given the consid-
able empirical evidence that males
ay a dominant role in decisions re-
arding childbearing and fertility
gulation in traditional societies.

Writing on Africa, Caldwell and
aldwell (11) describe what has been
rmed the traditional African pattern
f male involvement in fertility deci-
ion making as follows:

“The African family structure
ypically places the reproductive de-
sions in the hands of the husbands
nd the economic burden mainly on
he shoulders of the wife...Thus,
vhen family planning decisions
re made, they are likely to be sur-
eptitious decisions by the wife alone
>r unilateral ones by the husband.”

As a conseguence, men’s role
vithin the private sphere has begun
o attract particular attention from
yrganisations on sexual health and
eproductive rights. As Chikamata
~orrectly observed, a typical view is
hat ‘men should not only share the
benefits but also the hardship of birth
control, that is, they must assume
their rightful share of reproductive
responsibility’ (12)

Atthe same time, because of little
information on male perception in
reproductive health, a common as-
sumption regarding traditional or
modernising societies is that men
have little good to say about family
planning. This assumption is per-
haps most strongly held in Africa,
where patriarchy has a long history
and families have traditionally been
very large. Yet, unfortunately, there is
very little data available either to sup-
port or refute this contention.

However, a review of literature to-
date suggests that the views on male
involvement in women's reproductive
health vary widely. For example,
some studies have shown that gen-
der relations which guide the cultur-
ally appropriate behaviour of men
and women play a prescriptive role
in reproductive health in all societies.
In most societies, men are the deci-
sion makers. As sexual partners, they
tend to assume a dominant role, of-

ten deciding or at least influencing their
partners choice of contraception. Accord-
ing to Population Reports 1996, (2) in six
surveys, many women indicated that they
do not use contraception because their
husbands are opposed to the practice.

Some survey findings, although lim-
ited, suggest that men are interested in
reproductive health as rmuch as women.
Other findings show that men often give
their wives permission to practice contre-
ception in a noncommittal way, without
actually making a decision themselves; if
anything goes wrong, they can blame their
wives. As Sidney Schuler and many oth-
ers put it, (13) men have authority, but
often they are reluctant to take responsi-
bility.

In some cases however, like in
Bangladesh, men do get directly involved
in discussing and making family planning
decisions, bringing their wife contracep-
tion pills from the market, taking the initia-
tive in getting their wife to use a contra-
ception method, or even getting sterilised
or beginning to use condoms.

AKnowledge, Attitudes and Practices
(KAP) survey of 803 men in Ouagadougou,
the capital of Burkina Faso, revealed that
75% of men knew of at least one method
if they were prompted with a brief descrip-
tion of the method and 90 percent
recognised at least one modern or tradi-
tional method. (14)

Some experts on gender violence and
reproductive health are of the view that
men’s superior strength and their control
over economic resources is another fac-
tor that makes women’s struggle for dig-
nity and sexual determination difficult. In
Kenya, Siiberschrmidt claimed that men
have become increasingly involved in what
were regarded as minor and personal de-
cisions taken by women and this tends to
rmake them violent. (15) Awoman in a Kissi
community in Kenya put it thus ‘women
became very busy, men took the back seat
and so they began to fight'. (15) It is note-
worthy that some wives are sometimes
killed just because they refuse sexual in-
tercourse with their husbands.

Allthese views contend that male vio-
lence is an enemy of reproductive choice
that exists in most personal relationships
and is one that does not often enter into
official discussion on reproductive choice.
This is why women’s groups world-wide
are saying that reproductive freedom will
remain a distant goal unless women's
rights to control their own bodies has
meaning within the personal sphere of

relationships. It is for this reason that
advocates and activists have realised that
gender violence and reproductive heaith
issues are closely linked.

As we have noted above, because
most family planning programmes are
focussed on women, studies show that
men often feel uncomfortable and unwel-
come in family planning clinics that are
oriented to women. In areas where
programmes have focussed on men and
addressed their interests, this has in-
creased their contraception use, in-
creased women’s use of contraception
and improved continuation rates.

Reproductive health decision-making
is a complex process that differs fromone
setting to another and from couple to the
next. While men often have more say than
wormnen in the decision to use contracep-
tion, in some places women have more
responsibility for family planning than they
do for decisions. Sometimes women use
contraception without telling the husband
and this may cause the husband to op-
pose the decision when he finds out.

Husband-wife communication is an
important factor that plays a role in deter-
mining male involvement in reproductive
health. Yet little is known about how hus-
bands’ views on family planning differ
from those of the wife. A study in Tanza-
nia found that younger husbands and
wives increasingly agree that family inter-
ests and responsibilities should be
shared. (2) it is likely that if more couples
talk to each other about reproductive
health, many would find that they agree
about it and thus would be more likely to
meet their shared reproductive goals.

The nature and current interest in men
as key to achieving changes in sexual
behaviour should no longer be ques-
tioned. The typical language used ' in-
volving men' should now be questioned
as being inappropriate because men in
fact are already involved in reproductive
health in various ways. For example , they
are already involved as medical practitio-
ners, as manufacturers end suppliers of
contraceptives and as sexual partners
who may give a negative answer to
women's request to use contraceptives.
(16)

Fathers and men in families also rep-
resent one of the most important re-
sources for children’s well being. Social
services, including development interven-
tions that have hitherto failed to take into
consideration the major role of men in
families and its effects on women, on chil-
dren and on the men themselves have
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recorded very little success. Accord-
ing to a Family Impact Seminar (15)
there are four major contributions that
men make to family life. These are tak-
ing economic responsibility for chil-
dren, building a caring relationship
with children, reducing the chances of
' unpartnered fertility’ and ensuring
gender equality in the family. All these
have significant implications on the re-
productive health of women.

However, while men may not be
an obstacle as often thought, they still
need to be convinced both that family
planning is socially acceptable and
that male involvement in the reproduc-
tive health of women is desirable. Ac-
cording to DHS data from 15 coun-
tries, most in Africa, men are more
likely than women in the same coun-
try to report knowledge and use of
contraception or , if not using it, that
they intend to use it. This therefore
calls for measures to ensure that
men's involvement in the reproductive
health of women and the promotion
of their own reproductive health needs
are addressed as being key issues to
the success of any RH programme.
Way forward

From the foregoing, there is ev-
ery reason to suggest that male in-
volvement in reproductive health and
male reproductive health problems are
issues that need to be integrated into
reproductive health programmes if
power relations between sexes are to
be changed for the better, and the po-
tential of both men and women in con-
tributing to informed reproductive
choices is to be realised. it is unlikely
that women's reproductive health
needs will be met until men’s needs
are also addressed. In order to meet
needs of men, the following may be
done:
- Comduct research on the attitudes of
women, government, policy makers,
co-operating partners, men and health
workers on the involvement of men in
women'’s reproductive health
- Assess whether Zambia's health sys-
tem and health infrastructure provides
an enabling environment for involving
men in women's reproductive heaith
- Review the Reproductive health
policy and the Plan of Action for Inte-
grated Reproductive Health in Zambia
to find out whether they facilitate men’s
involvement in women'’s RH or main-
tain the status quo.
- The findings from such research/sur-

vey would enable government, NGOs,
and other stakeholders in reproductive
health to design reproductive health
care education and training
programmes that will include men’s
involvement in women's reproductive
heaith. This is compietely necessary as
a way forward because a review of
studies in Zambia on Reproductive
Health shows that not much work has
been carried out in this area. (17) For
example the study by Makayi and oth-
ers on targeting men for enhanced
male involvement in sexual and repro-
ductive health revealed that thereis a
lot of potential for men to participate
actively in family planning programmes
but this can not be done without ad-
equately surveying the reproductive
health scenario as far as it affects men.
(17) However, this potential will remain
dormant until something is done to tap
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Reproductive health needs of the
chronically-ill adolescent and Youth

FEM. Goma & AJM Mweembe

Introduction

The two major indicators of growth
and development with regard to sexual
maturity are progressive attainment of
an adult body habitus and sexual func-
tion In the female this is manifested
mainly by breast development and on-
set of menses (1). This period of change
called puberty normally starts as early
as 8 years of age but before 16 years
(1). However, the adolescent below 16
years of age is not considered to have
acquired discernment in matters of sex
and reproduction legally. Ignorance of
reproductive health is one of the major
problems encountered in this age
group, and in the youths in general. (2).

Against the backdrop of the above
mentioned factors, it is known that there
are adolescents who are HIV positive.
This suggests early onset of sexual ac-
tivity. Indeed, the Zambia Sexual
Behaviour Survey of 1998 reports that
37.3% of boys and 27.2% of girls have
had sex by the age of 15 years.

This rises to 83.3% of boys and
84.6% of girls by the age of 19 years
(2).The above evidence implies that
adolescents and youths are exposed to
similar concerns and risks that attend
sexual activity whether chronically ill or
not. Thus there does exist a real need
to examine the needs of this group of
young people.

Of the numerous chronic ilinesses
thatafflict the young those that are com-
monly encountered in Zambia are dia-
betes mellitus(DM), sickle cell disease
(SCD), Asthma, congenital and ac-
quired heart disease, seizure disorders,
neuromuscular and other handicaps,
psychiatric illness and mental retarda-
tion, and HIV. These ilinesses present
several problems in the individual in
relation to reproductive health. These
ilinesses affect growth and develop-
ment if onset is early in life and may sig-
nificantly affect the reproductive capac-
ity of the individual. This may be interms
of delayed maturation of the reproduc-
tive processes or in the development of
pathophysiological processes that may
preclude sustainance of pregnancy or
may complicate processes tha@ are

utilised in preventing conception (child
spacing or family planning).
1. Delayed puberty and fertility

Chronic ill health has in many dis-
eases been shown to retard both
physical and sexual development(3).
Poorly controlled asthmatics are
smaller than their matched healthy
controls or well- controlled counter-
parts(3). Congenital and rheumatic
heart diseases, and SCD aiso cause
delayed puberty. it is postulated that
in heart disease toc much energy is
spent on the work of cardiovascular
function leaving little for growth and
development In SCD this delay is ap-
parently due to anaemia. In the sickler
on hypertransfusion regime, not only
is there markedly reduced marrow ex-
pansion and incidence of strokes,
there is also greatly improved devel-
opment, approaching normal. How-
ever, the complications seen in the
management of beta thalassemias
may then be encountered. A delayed
puberty may cause quite an emotionai
upset in a girl who is already con-
scious of her chronic condition. Thus
there may be need for some emotional
support for those who vary from “nor-
mal”.

The period of adolescence is as-
sociated with problems of identity and
self-image. Thus the chronically ill
adolescent with tardy development will
be anxious about their own physical
and sexual development and later also
about sexual function especially so as
they observe normal development in
their heaithy peers.

Attainment of sexual maturity also
brings with it questions concerning
fertility. in patients with cystic fibrosis
males are universally infertile while
females can conoeive. In the spectrum
of the chronic illnesses seen in Zam-
bia, there is no specific relationship of
any iliness with infertility. This, never-
theless, does not imply an absence
of anxiety in this sphere.

Medically, attention should be
paid to optimal care to realise as near
normal growth and development as
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possible. Treatment should be properly
.monitored using reliable indicators. Should
the care be optimal, the sex maturity rat-
ings will approach or fall within normal
range. This may then reduce the concemns
to be answered at this stage.
Counselling:

The reproductive health concerns of the
chronically-ill youths are best handled inan
environment that is not intimidating by sym-
pathetic non-judgmental staff. This obvi-
ously requires interest and training in the
reproductive health needs of youths in gen-
eral. There is a place for a clinic or corner
that deals with adolescent medicine but this
is perhaps not feasible with the current
manpower and fiscal constraints.

The best staff to explore the anxieties
concerning reproductive health are the fa-
miliar paediatric staff rather than the unfa-
miliar expert. This problem could be appre-
ciated in the light of difficulties experienced
inthe handing over of cystic fibrosis patients
from paediatricians to physicians. As such
it is advised that the chronically ill adoles-
cent or youth be handled cautiously by a
health provider who the patient is familiar
with. Support groups, where they are avail-
able, make this problem easier to address
because there is the support and testimony
of others similarly afflicted.

The anxieties of these young people
should be seen the context of their ilinesses.
Diseases like sickle cell disease(SCD) and
rheumatic heart disease(RHD) have a high
morbidity and mortality. Thus these con-
cerns may easily overshadow those of the
reproductive health. There is need there-
fore for tact in exploring these anxieties and
their relationships. Diapétes affects several
organ systems and is known to cause re-
productive dysfunction (7). A dysfunction
of the hypothalamus-pituitary-ovarian axis
is said to be apparent well before preg-
nancy in the diabetic women as evidenced
by a decrease in the concentration of go-
nadotropins with low level of eostrogens.
An appropriate management of the same
would prevent subsequent gynaecological
and obstetrical problems (8). In most of
these individuals there is a delay in physi-
cal development, puberty growth leap may
be absent and there may be delayed me-
narche. That is why familiar staff are best
placed to do this.

While these disorders may lead to in-
fertility, some of the adolescents progress
to relatively normal fertility and are able to
sustain pregnancy.

2. Appropriate contraception

Since it can be reasonably assumed

that some percentage of the chronically-ill

youths are sexually active, contra-
ception becomes an important as-
pect of reproductive heatlth. The le-
gal and ethical concerns that impact
this subject will be discussed fater.
There is need for preconception
counselling in many of the chroni-
cally ill adolescents. Consideration
must be made of conditions in which
pregnancy may be contra-indicated.
conditions where pregnancy may
cause serious pathophysiological
changes that warrant specialised
care, conditions where pregnancy
may worsen the primary pathology
or conditions where outcome of
pregnancy may not be so good (fe-
tal wastage or maternal death). Fufl
details need be discussed with the
patient in the light of a comprehen-
sive risk-benefit analysis. The patient
needs to be guided towards making

an informed decision that is in their

best interest. Certain conditions
would need intervention before preg-
nancy can be allowed. For example,
in severe mitral stenosis pregnancy
is contraindicated in cases where the
mitral vaive area is less than 1-2 cmz.
Thus before pregnancy can be al-
lowed, mitrai vaive surgery needs to
be done.

Patient education should be cen-
tral in addressing the matter of repro-
ductive health in this group of indi-
viduals. They need to take more re-
sponsibility for the management of
their own health condition commen-
surate with their level of maturity,
developmental stage and under-
standing of their illness. Thus the
health worker acts as a mere facilita-
tor of this process by providing the
background informetion and giving
the support needed at every stage.
The health worker further helps by
monitoring their condition, assessing
indicators of change and /or exacer-
bation, and appropriately referring
them for specialised care.
Contraception:

Acomprehensive understanding
of the pathophysiology, and atten-
dant consequent complications of
each disease state determine the ap-
propriateness of the choice of con-
traception. The following is a brief de-
scription of what is known about the
different conditions:

i) Oestrogen-containing hormonal
contracéptives predispose to vascu-
lar thombosis whereas progestin-

only pills do not. Therefore in
diseases like SCD which is
complicated by strokes and
CHD with prosthetic valves
,combined hormonal contra-
ceptives are contraindicated
{©).

ii ) Intra-uterine contraceptive
devices {IlUCDs), like instru-
mentation and surgery, can
breach the immunity of an in-
dividual. The resultant
bacteraemia may lead to
colonisation of heart valves
causing infective endocarditis.
Thus these devices are con-
traindicated in CHD and
RHD(9).

iii ) Patients with seizure disor-
ders present two major prob-
lems. Anti-epileptic drugs like
phenytoin and phenobarbitone
induce liver enzymes which in-
crease metabolism of drugs
such as the contraceptive pill,
and also result in congenital
malformations. Thus use of
hormonal contraception may
result in contraceptive failure.
In this situation barrier methods
and 1UCDs become very impor-
tant choices (4). Periodic absti-
nence and coitus interruptus
are possible alternatives but
these require a level of motiva-
tion and commitment that
would be too ambitious to ex-
pect from this age group.
Therefore advice in this group
should focus on the former
methods. However, high rate of
expulsion of IlUCDs has been
reported in nulliparous teenag-
ers and the causation of heavy
bleeding may preclude their
use in patients with anaemic
syndromes.

iv) The mentally retarded suf-
fer sexual abuse at rates higher
than in the rest of the
population.Thus pregnancy is
a real risk in this class. The pro-
vision of contraception in this
class would be both difficult
and contentious and so needs
debate and a legal framework
tosupport it. Injectable proges-
tin, Methylprogesterone (Depo-
provera) is advisable and pref-
erable in adolescents with poor
compliance and in the mentally
retarded teenagers. It causes a
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cessation of menses but is completely.
reversible in its anovulatory action.
v)The 1UV positive youth is not preciuded
from sexual activity. In this group, Barrier
methods of contraception are needed to
prevent the spread of the disease.
3. Genetic counselling
The chronically-ill youth who falls
pregnant has a significant risk of transmit-
ting defective disease genes or produc-
ing offspring with congenital malforma-
tions of varying degrees of seriousness.
The locus for the sickle cell gene is
on the 11th chromosome. The sickler has
inherited two abnormal genes and will
pass one of these to her offspring. Since
the prevalence of this. gene in Zambia is
between 12 - 1 5%, the risk of producing
offspring with SCD is greatly increased.
In CHD the. genetic aberrations may
be obvious or subtle. However, in this
group, there is an increased incidence of
CHD in the offspring (6). Malformations in
epilepsy are increased by the disease it-
self and the anti-epileptic therapy which
is said to be teratogenic. Ventricular sep-
tal defects, spinal dysraphisms and cleft
lip and palate are caused by phenytoin
and sodium valproate(4,6). The case for
genetic counselling is very strong and so
there is need for a service with adequate
diagnostic facilities to enable detection of
malformations should they occur. This is
important for both monitoring and consid-
eration of options.
4. Complications of pregnancy
Pregnancy induces haemodynamic
and endocrine changes. As the pregnancy
advances, there is an increase in blood
volume, altered carbohydrate metabolism
and ligamentous laxity. In the patient with
mitral stenosis, for example, a cross-sec-
tional area of less than 1-2 square
centimetres implies severity that precludes
pregnancy. A valvotomy would have to be
performed before or early in pregnancy to
enable uneventful pregnancy(6). The ab-
normal glucose metabolism in a diabetic
may lead to a macrosomic baby, difficut
delivery, increased fetal wastage, neona-
tal morbidity and mortality, and congeni-
tal malformations notably septal hypertro-
phy (5). Neuromuscular disorders such as
poliomyelitis and kyphoscoliosis have a
mechanical imbalance which is worsened
in pregnancy. Unfortunately there is little
intervention that can be instituted during
pregnancy except supportive measures.
Apart from the above disease-specific
complications, spontaneous abortions,
still births. difficult labour, pregnancy in-
duced hypertension and other ante-hatal,

peri-natal and neonatal complica-
tions are greatly increased in ado-
lescence.
Conclusion

The chronically-ill youth is al-
ready, disadvantaged by his medi-
cal condition or handicap, For this
reason, the health delivery system
and the legal framework should
deliberately work in the interests of
these young people. This should
provide adequate reproductive
health care.
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Introduction:

The Family Planning in Repro-
ductive Health Policy Framework,
Strategies and Guidelines docu-
ment, issued in March 1997 out-
lines the way forward for the imple-
mentation of family planning within
the context of a comprehensive
reproductive health programme.
With regard to the creation of de-
mand for family planning, the
policy framework states that, “the
Ministry of Health will play a lead-
ing role in advocating multi-
sectoral involvement and collabo-
ration in the promotion_and provi-
sion of family planning services...”
(1) According to the document,
the promotion of family planning
includes providing information,
education and communication
{IEC) regarding the prevention of
unwanted pregnancies and sexu-
ally transmitted infections to prior-
ity groups. Furthermore, there is a
specific focus on increasing male
involvement in family planning and
reproductive health and preven-
tion education among young
people through school health
programmes and family life edu-
cation.

One of the specific policy ob-

jectives is to use information and

education to ensure that ail
couples and individuals can exer-
cise their "right to decide freely
and responsibly the number and
spacing of their children.”(1) The
policy framework clearly supports
principles of rights and responsi-
bilities related to family planning,
but demand needs to be created
among the population to access
these services.

Background.

Why Family Planning is Important
in Zambia:

The population of Zambia is
approximately 10 million people
with a density of about 4 people
per square mile. Compared to
many other developing countries,

Zambia may even be considered under-
populated. Why then Is there a need for
family planning®9 Let's lock at the growth
rate and health indicators.

The population growth rate in Zam-
bia is 3.2%, one of the highest in Africa. It
is aiso one of the few countries in the
world where infant mortality rates are on
the rise. Furthermore, nearly one in five
Zambian children dies before his or her
fifth birthday, which represents one of the
highest child mortality rates in the
world.(2) Since 1982, maternal mortality
has increased nearly seven- fold. Lack of
family planning is often cited as one of
the primary causes of these poor health
indicators. In the absence of family plan-
ning women are more likely to have too
many children (high parity), with a close
birth interval (less than the recommended
2 year spacing), start cud- bearing too
early {(before 1 8) and continue too iong
(past the age of 3 5). Babies that are
closerthan 2 years are more likely to suf-
fer from higher rates of infant and child
morbidity and mortality.

Attitude of Zambian Women Toward
Family Planning:

When looking at why women are re-
luctant to practice family planning, re-
search conducted by Johns Hopkins
University/Center for Communication Pro-
grams discovered that family planning
has been associated with limiting family
size which is considered both ‘uncultural”
and a sin.(3) Many Zambians believe that,
“a woman should be fully utilised and not
die with eggs in her womb." (3)

Child-spacing, on the other hand,
does have its place in Zambian culture.
The perceived benefits of birth-spacing
are that it “protects the mother and the
child, there is ‘More love for the family,”
and it is easier to “manage the family (fi-
nancially).” There are a number of tradi-
tional methods of birth-spacing, varying
in reliability, from the waist bead to peri-
odic abstinence (during the breast feed-
ing period.) The view of modem contra-
ceptives is quite negative. They are
viewed as highly unsafe (300/o of men
and 500 of women think they cause per-
manent sterility), bad for one’s health, and
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that they promote promiscuity. (4)

Zambian Infrastructure, Policy and
Support for Famity Pianning..

Apart from the cultural factors, “a
lack of access to a variety and afford-
able supply of contraceptive methods
has also been an obstacle,” said Hon.
Dr. Katele Kalumba, then Minister of
Health noted at the launching of the
national family planning logo. At the time
of the logo launch, 1996 Demographic
and Health Survey (DHS) data indicated
that only 9% of Zambian women were
using a modern contraceptive method,
yet more than half of all married women
said they did not want to get pregnant
at that time.

Until 1995, the policies and
programmes in place with regard to fam-
ity planning were restrictive and did not
make services easily attainable for the
average Zambian. For example, a
woman needed a signed consent form
from her husband before she could get
family planning services at a clinic. 1995

saw the launch of the National Family -

Planning Programme. This was the first
concerted effort to make f~ planning
more available and acceptable in the
Zambian context. It was following the
launching of this programme that great
strides were made in Zambia, including
the drafting of the national policy and
guidelines documents, the development
of the family pianning iogo, and train-
ing of service providers at clinic level.
What is Demand Creation?

Studies like the DHS and others
normally indicate an “unmet need for
family planning”. This is defined as
those women who do not want another
child at the time of the interview, yet they
are not practising firmly planning. These
women with “unmet need for family
planning” may not know what methods
or services are available, where to go
for services, etc. These women may not
even know that they have “unmet need”
and may not equate the solution to their
desire notto have a child at the moment,
with using a farnily planning method.
Therefore, demand for family planning
among these women (and others)
needs to be created.

Communication experts around the
world have developed various theories
and models to describe how one cre-
ates demand for a product or service.
In this case, we use the Steps to
Behaviour Change model developed by
the Johns Hopkins University/Popula-
tion Communication Services.(5) The

five Steps to Behaviour Change are
knowledge, approval, intention, prac-
tice, and advocacy. Theidea is to take
a member. of the intended audience
{in this case, those women who do

‘not want to get pregnant now, but are

not practising family planning)
through these five stages, to the point
where the individual has experienced
the benefits of family planning, and
advocates for it to other members of
the community. (See Box 1)
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Box 1 Steps to Behaviour change
Knowledge

1.Recalls family planning message
2.Understands what family planning
means
3.Can name family planning method(
s) and for source of supply
Approval
4 Responds favourably to famity plan-
ing messages

5.Discusses family planning with per-

sonal networks ( family, friends).
6.Thinks family, friends and commu-
nity approve of family planning.
7.Approves of family planning.
Intention

8.Recognises that family planing can
meet a personal need

9.Intends to consult a provider
10.Intends to practice family planning
at some time

Practice

11.Goes to a provider of information/
supplies/services. _

12.Chooses a method and begins
family planning use

13.Continues family planning use.
Advacacy :
14.Expereinces and acknowledges
personal benefits of family planning
Advocates practice to others
Supports programmes in the commu-
nity

Health Communication: Lessons from Family Plan-
ning and Reproductive Health

Box 2 Examples of Multiple Chan-
nels of Communication for Demand
Creation in Zambia:

Mass Medla Television

-Coverage of the Logo launch event
‘Open Forum with Ben Kangwa (2 x
30 minutes panel debate)

-Zambians talk about family Planning
( 15 minute piece)

-Inside Look

Mass Media —Radio

-Sex, Radio and the Truth

-Lover, Courtship and Marriage

-Tell Me Josephine

-Radio news pieces

Mass Media-Frint

-There was vast coverage of the launch
event and numerous press articles, fea-
tures and opinions that followed
-Journalist competition
Community/Group Communication
-Circles of Friends for new and continu-
ing users of family planning

-Radio listening groups

‘| -Health education by nurses, commu-

nity based Distributors { CBDs) and
community Health workers ( CHWSs)
interpersonal Communication and

| Counselling

‘Service Provider Training
-‘Use the GATHER Technigue

Demand creation involves using
multiple channels to communicate the
benefits of family planning and to
show people where to go for services.
in the case of Zambia those channels
have included: mass media, group
communication, and interpersonal
communication and counselling. (See
Box 2 for examples)

In addition to using multiple chan-
nels to encourage public discussion of
family planning and to provide positive
and accurate information about family
planning, it was also necessary to help
individuals identify where to go for in-
formation and services, hence the
need to develop a national logo.

The National Family Planning Logo
was created to:

EMPOWER - women with a clear
knowledge of when and where they
can go for family planning services;
ENLIGHTEN - men on their role as sup-
porters of their families in seeking and
using reproductive health and family
planning services;

ENLIST community leaders to sup-
port family planning use by encourag-
ing members of their communities to
utilise existing services;

ENABLE service providers to reach
out to more clients wanting assistance .
with f~ planning.,

EDUCATE - programme managers
such as the District Health Manage-
ment Teams (DHMTs) and key Zam-
bian public organisations about the
benefits of family planning.,




ENGAGE NGOs and private organisations ,

as visible partners; and

ENSURE universal compliance with
guidelines and standards of the National
Family Planning Prograrmme.

On November 29, 1996, the Ministry
of Health launched the new national fam-
ily planning logo. This logo will help Zam-
bians identify clinics and trained health
care providers that offer family planning
services. The logo is one component of the
comprehensive family planning
programme in Zambia.

The iogo ras & copper circle on the
outside and a blue background inside and
surrounding a happy, healthy family, The
copper circle reminds people that, al-
though traditional copper has been the
wealth of the nation, the people are also
the wealth of the nation. The blue in the
background symbolises love. The logo
shows a model family with well-spaced
children surrounded by love and harmony.

How was the national Famity Planning
Logo developed?

The need for a family planning logo
was determined by the Inter-Agency Tech-
nical Committee on Population, through its
Information, Education and Communica-
tion Sub-Committee (the IEC Sub-Commit-
tee). This group established a logo work-
ing group which followed “the P-Process-
to successfully, design and launch the na-
tional family planning logo.

The P-Process is a planning process
designed by the Johns Hopkins University/
Center for Communication Programs. The
P-Process has five basic steps: 1) Analy-
sis, 2} Strategic Design, 3) Development.
Pre-testing and Production, 4) Manage-
ment, Implementation, and Monitoring,
and 5) Impact Evaluation. In the case of
the logo, the IEC Sub- Committee began
by assessing the existing data, policies
and programmes, evaluating communica-
tion resources, and initiating new- forma-
tive research on gaps identified (i.e. the
image of family planning methods and pro-
viders)- In step 2 the strategic design of
the logo campaign was made. This in-
cluded identifying the intended audiences,
developing communication goals and key
messages, developing guidelines for the

use of the logo, selecting media
channels and planning for the
faunch of the fogo, as weill as plan-
ning for monitoring and evaluation.
In step 3 the logo and slogan, and
all the supporting materials and
media were produced, including
pre-tests with the audience and re-
vised based on their input. During
the implementation phase, the logo
working group worked with media,
an ad agency, and organisers of the
launch event. Output was moni-
tored and exposure and impact
were measured. The team as-
sessed the results, discussed les-
sons learned and planned follow-
up activities, inctuding more pro-
vider training and wider audience
exposure to the loge through broad-
cast media and outdoor advertising.
Results of the Launching of the
Logo..

The objectives of the logo are to:

1 Introduce and create awareness
of the logo among consumers and

+ service providers;

2 demonstrate broad-based, na-
tional support for family planning/
birth-spacing by announcing the
new programme;

3. identifying clinics where trained
providers are offering family plan-
ning services and the individual
providers that have been trained-,
4. dispel key misconceptions re-
garding the use of modern contra-
ceptives; and

5. build enthusiasm among provid-
ers and policy makers to support
and participate in family planning.

it was agreed that the faunch
event would focus on service pro-
viders and policy makers, since
there were not yet a critical mass of
trained providers in the country and
we did not want to create demand
in places where it could not be met.
Therefore, the focus of the launch
event was on objectives 2 and 5.

Over 400 people attended the
launch, held in Mulungushi Intema-
tional Conterence Centre. These
included publicand private service
providers, policy makers, NGO and
community leaders, and members
of the press.

One week after the launch

-event, a clinic- based field survey

was done with 164 service provid-

ers in Lusaka. 58% of service
providers could identify the logo
unassisted and 86% could re-
call it with assistance. The pool
interviewed included those pro-
viders who had attended the
launch event and those who
had not. This figure was signifi-
cantly higher than our antici-
pated 50%.

Another measure of the suc-
cess of the launch was the level
of press coverage following the
launch event. Approximately 10
news stories came out in the
print and broadcast media, but
there were significantly more
articles and broadcast stories on
family planning generated in the
weeks following the launch
event (approximately 15). This
coverage was far betterthan we
had anticipated.

But despite the apparent
success of the launch event it-
self, there are still numerous
challenges to be met and work
to be done as we move forward.
Challenges and the Way For-
ward..

At the time the logo was
launched, there were only about
80 trained family planning pro-
viders in the country. As men-
tioned earlier, one does not want
to create mass demand for ser-
vices, if the institutions cannot
support the provision of ser-
vices. Therefore, we opted to
wait until there was a higher
density of trained service provid-
ers before actually using the
logo as it was intended- to indi-
cate to people where to go for
sefvices.

We started cautiously, by
providing each trained provider
with a logo pin that would help
to identify him or her as a quali-
fied family planning provider.
When we reached a critical
mass of trained providers (over
300, covering all the major ur-
ban areas and many rural areas)
we began broadcast advertising
of the logo itself- an image of the
logo and a message that “this
is the copper family planning
circle. Where you see it, you can
get family planning information
and services. Look for it in clin-
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ics, pharmacies and other locations
in your community.” These televi-
sion commercials ran for about a
month during the World Cup, when
television viewership was over four
million per day, and ran again ear-
lier this year, with an average daily
viewership of ‘1.8 million. These
logo promotion spots were accom-
panied by a set of television com-
mercials featuring the logo but en-
couraging men to support their
wives in practising family planning
and increasing couple communica-
tion about family planning.

In addition to the broadcast
media, wall paintings are being
done on clinics with trained provid-
ers throughout the country. These
wall paintings focus on the services
available at each clinic and ap-
proach family planning in the con-
text of reproductive health.

Finally, there is still a shortage
of trained providers in many loca-
tions and great concern that the
demand created is not being ad-
equately met. To address this con-
cern, the integrated competency
training (ICT), which includes train-
ing in modem contraceptives and
counselling for family planning, is
being field tested as this article
goes to press. This training in-
cludes how to profile a client. Pro-
filing enables a provider to tailor a
counselling session to the specific
needs of each client. In addition to
profiling, providers will be provided
with a set of resources (posters,
charts, counselling materials and
reference texts) which will equip
them to better perform the task of
providing family planning informa-
tion and services. Following the roll
out of the ICT, a broad- based mass
appeal will go out on the airwaves
to ensure that the population knows
where to find their nearest trained
family planning provider.

The way forward is seldom
easy, but the promise Zambia has
for a comprehensive and high qual-
ity family planning programme can-
not be under-rated. With the appro-
priate mix of trained providers, qual-
ity information and a consistent
supply of a variety of contracep-
tives, demand creation will go a
long way toward meeting the
nation’s unmet need for family plan-
ning.
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Abstract

The media influences how we live - and die.
Yet despite so many media health campaigns,
people continue to live unhealthy lives. Why? Fo-
cussing on the media and the promotion of repro-
ductive health, this paper examines how the con-
flicting interests between the media and public
heatth institutions is going to influence the promo-
tion of reproductive heelth issues; the implementa-
tion of the reproductive health policy and what can
be done to improve the effectiveness of the media
in the process. This paper has a fourfold focus:
firstly, it seeks to increase the understanding on
the role of the media in the promotion of reproduc-
tive health; secondly; to explore the problems, chal-
lenges and opportunities that reproductive healt!
advocates are likely to face when using the media
to advance reproductive health education; thirdly;
to suggest ways and means of solving the prob-
lems and overcoming the challenges. Finally, the
paper suggests the way forward to facilitate the
promation of reproductive health issues and the
implementation of the Reproductive Health Policy
in Zambia.

Introduction

Traditionally, health aspects of human repro-
duction have been dealt with through the public
health approach of “ Maternal and Child Health”
(MCH). Over the past two decades, however, im-
portant socio-demographic changes have taken
place that have rendered the MCH approach too
narrow to meet all the current concerns in this as-
pect of health. (1) As Zambia’s Minister of Health in
the late ‘80's, Professor Nkandu Luo put it, the chal-
lenge of addressing people’s needs throughout
their lives and a recognition of the shortcomings of
existing health programmes has led to an expan-
sion of the traditional Maternal and Child Health/
Family Planning to the broader concept of Repro-
ductive Health. The concept looks at an individual
more holistically than did the MCH and Family Plan-
ning approach (2).

In response to the changed (and changing)
global situation, a new broader concept of “repro~
ductive health” emerged during the early 1990s
which offers a more comprehensive and integrated
approach to the current health needs of all in hu-
man reproduction. The new approach implies that
men and women have the right to be informed and
have access to sale, effective, affordable and ac-
ceptable methods of family planning of their choice,
as weli as other methods of regulating fertility which

are not against the law, and the right of
access to appropriate health care ser-
vices that will enable women go safely
through pregnancy and child birth and
provide couples with the best chance to
have a healthy infant. (1)

Against this background, the World
Health Organisation (WHO), the World
Bank together with other United Nations
(UN) agencies came up with a
programme to promote reproductive
health as a cornerstone of health in all
countries.

It is in view of these developments
that the Zambian government decided to
come up with a comprehensive policy
on reproductive health. The policy is a
resutt of wide-ranging consuitations, both
formal and informal, among a broader
spectrum of Zambians and various insti-
tutions and organisations.

In order to successfully implement
the policy and achieve its goals and ob-
jectives, government and other stake
holders have to undertake a continuous
public health education programme to
sensitise members of the public on is-
sues related to reproductive heaith. This
has to be done within the framework of a
comprehensive health promotion strat-
egy. Information collection and dissemi-
nation is integral to this forward looking
process of planning for the future and
improving the public’s responses and
participation in the promotion of repro-
ductive health.

In Zambia, the mass media is con-
sidered to be the major disseminator of

. -health information to the public. In order

to carry out the promotion of reproduc-
tive health, the Ministry of Health and
other stakeholders such as UNFPA,
NGOs like the Planned Parenthood As-
sociation of Zambia (PPAZ) and many
others depend on the media for informa-
tion dissemination.
The media in health promotion
Health promotion has been defined
as the process of enabling people to in-
crease control over and to improve their
health (3). To reach a state of complete'
physical, mental and social well being ,
an individual must be able to identify and
to realise his/her aspirations; to satisfy
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néeds; to change or cope with the
environment. In this light, health pro-
motion is therefore not just the re-
sponsibilities of the health sector but
goes beyond health lifestyles to well
being. A wide range of public and
private services and institutions in-
cluding the mass media therefore in-
fluence people's health for good or
il, depending on the role they play.

As noted earlier, like in most
parts of the world, in Zambia, the
mass media is considered to be the
major disseminator of health informa-
tion. According to Tones and Tilford,
well designed and implemented
media campaigns have been shown
to be useful for recruiting people into
community health programmes and
even changing people’s behaviour
(4). In Zambia, the few studies that
have been conducted to assess the
impact of the mass media on heaith
development indicate that the me-
dia is a very positive tool for promot-
ing heaith education(5). The AIDS
and Control and Prevention
(AIDSCAP) project reports of suc-
cessful media campaigns targeted
atthe youth in the Dominican Repub-
lic (6).

In Jamaica, because of well de-
signed programmes, media
gatekeepers became more receptive
to covering HIV/AIDS issues. They
aired 63 radio and television
programmes and published 121
newspaper and magazine articles on
the subject over two years. Business
owners and managers also agreed
to work with the Ministry of Health to
establish workplace prevention
programmes (6).

Another study on the impact of
the mass media Vasectomy promo-
tion campaign in three cities of Bra-
zil (Fortaleza, Salvador and Sao
Paulo) also showed an initial in-
crease of the use of the vasectomy
during the first six weeks of the cam-
paign by 108% in Fortaleza, 58% in
Salvadorand 82% in Sao Paulo (7) .
A similar study in Gambia on radio
promotion of family planning showed
that those who had listened to the
programme had significant positive

attitudes about family planning (8).
" Commenting on the results of this
study, Valente observed that the ra-
dio is an extremely efficient means
of reaching large numbers of people/
and if it can persuade people to

/

\

come to family planning clinics, it can enable
field workers, clinical assistants, nurses and
doctors to spend more time providing quality
service and less time recruiting new clients (8).

An analysis of the comparative effectiveness
of various means of communication in reach-
ing various target groups (rural women and
men, urban population, field workers, village
jeaders, government authorities, school children
and the general public) showed that the radio,
followed by television, was the most effective
means of reaching these groups (9). According
to Jones and Tilford, (4) one major benefit —
perhaps the sole benefit- of mass media is their
capacity to reach a mass audience and to do
so relatively cheaply. Leslie, in 1981 also indi-
cated in her review of mass media and nutrition
education that the most firm conclusion sug-
gested by her evaluations is that mass media
health and nutrition education projects can
reach large numbers of people {up to several
million) in a relatively short period of time. The
evaluations also indicated that although there
is a considerable range in costs among projects,
it is possible to achieve this outreach at a cost
as low as $0.01per person. She further pointed
out that between 10% and 50% of the audience
remember the main message and that when a
specific nutrition message has been designed,
there is ‘.. reasonable expectation that the tar-
get audience could modify their behaviour ac-
cordingly and .. a reasonable could bring about
an improvement in health or nutrition status (4).

From August 1998 to March 1999, this Jour-
nal hosted a weekly live-phone in radio
programme Health of the Nation on radio 2 of
ZNBC. The programme was aimed at dissemi-
nating health information to the public. The
programme featured medical doctors who dis-
cussed various health topics. The guests who
were featured on the programmes were experts
in their fields and had knowledge and experi-
ence of what they were presenting on. As a re-
sult, the programme used to attract a lot of ac-
tive pérticipation from the listeners. One factor
attributed to this is the fact that the guests were
able to present the information in a simple lan-
guage that made it easy for the public to under-
stand. Thus the fisteners found it easy to par-
ticipate in and contribute to the programmes.
The lesson from this programme was that the
radio is a very effective means of disseminating
health information as long as the information is
presented in a simple language. Fromthe fore-
going, it is clear that the media have a very im-
portant role to play in the promotion of health.
One of the well known and crucial functions of
the mass media is setting the public agenda
and conferring status and legitimacy on issues
and thereby making it acceptable ar - easier to
discuss these issues. Thiscanbes- inthe
general case of HIV/AIDS where the word “ con-
dom" had never appeared on Zambian televi-

sion. Virtually ovemnight it not only has been
on television but it has now become com-
mon currency in open discussions. This
power of the mass media to stimulate and
frame discussion is what makes it to be the
most effective means of promoting public
health issues.

However, the realisation that the Zambian
media has not been in the forefront of put-
ting various heaith problems on the public
agenda makes it imperative to examine the
factors behind this trend as it is likely to af-
fect the promotion of reproductive health in
the country.

A review of the mass media in Zambia
reveals that despite the importance of the
mass media in disseminating health informa-
tion to the public, the media has not played
this role effectively. Equally, a review of the
major health policy documents also sr.ows
lack of recognition of the role of the mass
media in promoting health issues. Apart from
the mention of information, Education and
Communication (IEC) as a component with
the policy documents, the clear role that the
mass media is supposed to play in the IEC
strategy is not clearly spelt out. A review of
the reproductive health policy and the Inte-
grated Reproductive Health Plan of Action
documents reveals this apparent lack of a
clear strategy on the use of the media in ad-
vancing reproductive health education inthe
country.

in 1997, the Central Board of Healith es-
tablished an IEC working Group, (10) whose
responsibility was to analyse policy issues
related to health education and IEC in Zam-
bia. However, this has had no documented
impact on the role of the media in the pro-
motion of reproductive healith education. The
question is why?

The current mass media situation in
Zambia

Since independence, no clearly defined
and nationally recognised information and
media policy has existed in Zambia. The first
information and Media Policy was produced
in March 1998. According to this policy, the
main stream media scene in the country is
composed of three daily newspapers, two of
which have Sunday editions and owned by
Government, while the third is privately
owned. There is one television channel and
athree-channel radio station, both owned by
Government. Other government — owned
news media include a news agency (the
Zambia News Agency (ZANA) and an infor-
mation service, the Zambia Information Ser-
vice (ZIS). (11) The liberalisation of the me-
dia industry, however, has enhanced private
sector participation in media ownership. This
has brought about the establishment of pri-



vate weeklies, radio stations and a joint pay
— television station between ZNBC and Multi-
Choice. There are also three more privately
owned FM radio stations, Ichengelo in Kitwe
and Radio Phoznix and Christian Voice in
Lusaka.

The Zambia Information Service is the
main information service of government. How-
ever, its services are supplemented by Infor-
mation Units in various Ministries and Institu-
tions. There are also printing presses associ-
ated with printing newspapers, two owned by
government and the other private. There are
six Zambian language newspapers published
by ZIS, which are aimed at narrowing the in-
formation gap left by the commercial-urban-
based press.

The wire service sector is serviced by the
government — owned Zambia News Agency
{ZANA). Created in 1969 following a recom-
mendation of the Siyomunji Commission of
1968, (11) the agency gathers news nation
wide for distribution to local and foreign cli-
ents. Billboards, posters and leaflets are other
means employed to disseminate information
to the public. This is the main stream media
that the Ministry of Health and other stakehold-
ers depend on to disseminate health informa-
tion to the public.

Coverage of Public/ Reproductive Health
Education in the Zambian media
Constraints )

Basically, dissemination of health informa-
tion in the Zambian media is presented in form
of news, entertainment and advertising, and
public service announcements (PSAs) espe-
cially for television. In the print media, health
information is disseminated in torm of news-
paper and magazine articles. Apercemagé of
allarticles in the daily newspapers are in some
way related to health. Bill boards, posters and
leaflets are also used in the dissemination of
health information. Of late social marketing has
become one of the major strategies being
used to promote contraceptive use and other
health /products and services.

An analysis of the operations of the mass
media and public heatfth sector shows that
there is a conflict among the functions and
goals of the mass communication and health
sectors. Charles Atkin and Elaine Bratic Arkin
are of the view that these disparate objectives
which are outlined in the chart below pose
many problems both for health educators
utilising the media to influence the public and
for media professionals dealing with health
topics in coverage of news, creating entertain-
ment and devising advertisements(12) .

Conflicting priorities of mass media versus
public health institutions

Mass Media Objectives

To entertain, persuade or inform

To make profit

To reflect society

To address personal concerns

To cover short term events

To deliver salient pieces of material

Public health Objectives

To educate

To improve public heaith

To chang society

To address societal concerns

To conduct long tern campaigns

To create understanding of complex informa
tion

S Mass

jon and Public Health-p.16

These conflicting priorities give rise to a

- number of issues, controversies, conflicts,

opportunities and challenges arising in the
four basic domains of advertising, joumnalism,
entertainment and information campaigns.

With the liberalisation of the Zambian
economy, the Zambian media today rests on
a commercial foundation upon which market-
ers and health professionals operate. One
trend that has developed in Zambia today is
social marketing, which various institutions
have employed in the promotion of various
health products. Emerging from the interplay
of this development is a fundamental trend
toward combining public health messages
with commerciai messages, in the form of
private/public partnerships and health related
advertising practices. These new prospects
offer the public health community an oppor-
tunity for wider dissemination of information
but raise questions of accuracy, compromise
and control .

For the Zambian media and marketing
communities, the changes promise consumer
appeal and co-sponsorship by credible non
profit sources but pose questions of social
responsibility and self regulation. The ques-
tion on whether advertising of condoms and
other products serves public interest or not
which is an issue in Zambia among churches
and other civil society organisations is one
arising from the quest for social responsibil-
ity and self regulation.

The growth of private/public partnerships
that has developed in Zambia, though has
advantages for both, has given rise to prob-
lematic issues which are likely to affect the
dissemination of reproductive health informa-
tion. Notably, there is a basic incompatibility
between the complexities and uncertainties
of medical science versus the need to con-

vey simple health messages in adver-
tisements. Secondly, there is a poten-
tial for misleading messages becaus,e
companies can manipulate scientific
information in an irmesponsible manner.

Another effect of the liberalisation
of the economy which is impacting
negatively on health is a decline in gov-
ernment regulation and monitoring of
advertising health products and ser-
vices. A number of advertising prac-
tices that have merged of late need to
be examined because they could have
potentially detrimental health implica-
tions. As pointed out in the Reproduc-
tive Health policy framework, govern-
ment must protect the rights of repro-
ductive healith clients when obtaining
appropriate medical information and
services and ensuring maximum con-
fidentiality and privacy (2). Many ad-
vertisements for health related prod-
ucts and services have made some
claims and presented images that are
not only beyond outright inaccuracies
but also bring problems of omitting
essential information about the prod-
uct. No one has ever proved the accu-
racy and truthfulness of some of the
claims.

Another area of concern is news
coverage of health. Here, the basic
conflict is between what gatekeepers
judge to be newsworthy and what
heaith specialists believe should be
told. More often than not, the news
media ignores broad societal issues
that are often more significant to pub-
lic health in favour of more interesting
personalised stories about individuals,
Stories of male infertility, abortion,
adolescent pregnancies and many
other reproductive health related is-
sues are usually covered like little hu-
man condition stories without bringing
out the real issues that society needs
to know about and discuss. Wallace
points out that progress in promoting
public health involves social change
to correct system failures. However, the
media tend to reduce health issues to
individual level concems and to rein-
force existing social and economic ar-
rangements. (13)

Public health problems are linked
to social conditions and have strong
economic and political components.
One of the most consistent research
findings in public health is the strong
relationship between social class and
disease. Social class, not individual;
behaviour or medical care is the predi-



cator of illness. According to Wallace, one of the
most powerful predictors of morbidity and mortal-
ity is the level of income (13). Various authors have
also noted that persons in lower socio-economic
classes have higher rates of virtually every disease.
This kind of information has serious practical and
political implications, yet the Zambian media sel-
dom present such issues. Gitlin in 1983 quoted
one network executive who noted that ‘' the media
are always mistaking real social issues for little
human conditions stories’ (12). The media can
stimulate discussion on a health problem such as
reproductive health. However, the limited treatment
the media gives to health problems insures that
basic understanding about their causes and so-
lutions is not enhanced.

Health promoters and health reporters have
conflicting imperatives, seen most clearty in their
attitudes toward repetition. Repeated information
is a key to effective health education, but it is an-
tithesis of news and to a lesser extent soft-feature
material. The news media believe that rerunning
the same basic themes will produce boredom and
thus may result in loss of audiences. Yet many or-
dinary people in Zambia are not very familiar with
various health subjects including reproductive
health. For them to support the reproductive health
promotion and get involved in addressing commu-
nity reproductive health needs, they need commu-
nity education and empowerment. This can come
about by receiving information on reproductive
health on a continuos basis. But because of the
noted conflicting imperative, the media may not be
willing to disseminate repeated information on a
continuous basis and this can hinderempowerment
of the people.

With regard to health related entertainment
portrayals, there are notable barriers that may
hinder the successful use of the media in dissemi-
nating reproductive health information to the pub-
lic. There is no doubt, in urban Zambia, television
has become the primary storyteller and the most
important agent of informal socialisation. Television
's health related themes are presented to an over-
whelming majority of the Zambian urban popula-
tion. Both positive and negative health messages
and information are prominently and repeatedly
woven into the plot-lines of popular programmes
that have been and continue to be shown on tele-
vision.

Systematic content analyses of some of the
programimes focusing on issues such as abortions,
teenage pregnancies, HIV/AIDS etc broadcast thus
far have delineated certain portrayals that are in-
tention::_:ly or unintentionally featured in soap op-
era, prime time dramas and other types of
programmes. One problem is that television's
priority for attracting and satisfying large audiences
is not compatible with educational objectives. A
second barrier involves the media’s’ policies of self
censorship in editorialising on controversial or ta-
boo subjects, such as abortion, birth control, AIDS

and many others. Even when it comes to
less controversial issues, the media has
a tendency to be very cautious in treating
aspects that are considered sensitive to
certain segments of viewers.

A number of studies carried out in
Zambia confirm these views. In a paper
presented atan AIDS conference in 1996,
on the role of the media in HIV/AIDS re-
porting, Reene Hangoma (14) noted that
the root cause of all the barriers in using
the media to disseminate health informa-
tion is the traditional taboos which have
firmly been implanted in people’s minds.
According to her, due to traditional barri-
ers, broadcasters can be restricted in us-
ing certain words and phrases in repro-
ductive health Words such as ‘penis’,
‘vagina’, ‘penetrative sex’ and many oth-
ers may be replaced with broadcast ter-
minology that may not always be under-
stood by a cross section of the audience.

She further noted that another prob-
lem is that broadcasters usually makes
false assumptions that people will know
what they are talking about if they go
round words they are not familiar with.
She gave an example of a vernacular
broadcaster who had trouble describing
what goes on during puberty in the se-
ries of a play entitled Friends for Life. The
broadcaster insisted on omitting phrases
like ‘blood from the fernale sex organ’and
‘milky white fluid from the male sex organ’
(14).

A study commissioned by the Na-
tional AIDS Prevention and Control
Programme in 1994 also established that
there is a high degree of HIV/AIDS infor-
mation censorship in the media (15).

Apart from these problems, the power
of the press is further limited by a combi-
nation of political, economic and social
factors. High illiteracy rates in Zambia il-
lustrate the shortcomings of reliance on
newspapers and the printed word. in ad-
dition, many Zambian languages have
no words for such things as viruses and
cells. Fewer can describe immunology or
virology without resorting to the English
language. For example, one Nyanja term
for HIV is kadoyo which is best translated
as very tiny insect. As this author has ob-
served, this translation is accurate, yet fails
to convey the ratherspecial threat viruses
pose to human beings compared to other
micro-organisms. This may affect attitudes
about transmission and self- protection
(16).

Research in communication fidelity
has shown that the fanguage in ai! >en-
sion media including radio, is neeciessly
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complex and technical. The indi-
vidual in the community has to con-
front a host of unfamiliar names of
terms, definitions, explanations etc.
and a variety of comnplex scientific
explanations.

The non - institutional and often
independent mass media present
another major challenge for public
health officials in our country who try
to work with them. The mass media
often involve editors and reporters
who may or may not have the basic
scientific knowledge or background
about Reproductive health. They may
also have criteria for judging the “
newsworthiness” of a story that dif-
fers radically from reproductive
health workers’ own views. Journal-
ists may have little access to accu-
rate, timely or relevant information
about reproductive heatith issues. The
media may also be short of basic
resources and staff who work under
very difficult conditions. This in turn
hinders them from carrying out their
work efficiently. Hangoma and
Nalumango (14, 17) share the same
view.

In addition to the above obser-
vations, it is also important to note
that access to the media in Zambia
is a major constraint among the
many lower socio-economic status
(SES) audience in both the rural and
urban areas. As the information policy
clearly points out, the current aver-
age circulation of newspapers in
Zambia is far from meeting the needs
of the population as the figures be-
low show for August 1995 (11). From
1995 to date, there has not been
much improvement in the Zambian
economy to warrant any significant
changes in these statistics, so they
still apply even now.

Table 1 -

Frequency Newspaper | Circulation

Daily Times of Zambia | 25,000 copies
Zambia Daily Mail | 12,000 copies
The Post ‘| 20, 000 copies

Weekly Weekly Express | 2,000 copies
National Mirror
Crime News
The Sun

12,000 copies
12,000 copies
14 000 copies

Source. 7008 Informabon and Media Poncy

Television reception is mainly re-
stricted to the line of rail. However,
even where the SES have had access
to the media, sometimes the main
message quality i.e. relevance, de-



sign, and treatment is not tailored to meet their
needs. Most of the programmes especially on
television, including public health education
ones are broadcast in English. This pro-literacy
bias can act as a major constraint to the diffu-
sion of reproductive health information to the
illiterate communities. The fact is that in most
part of the country, the community audiences
with low SES have no formal education at all.
They constitute a different sample altogether
and any message designed for them can not
make any prior assumption of their literacy, edu-
cation and previous knowledge, etc.

TV can increase knowledge of Reproduc-
tive health, but many Zambians live in areas
where there is no electricity and they therefore
do not receive the information that is dissemi-
nated through this medsum.

The treatment gwen o radio broadcasts is
also not conducive to effective communication.
Radio is a good medium for communicating
experience but unsuitable for communicating
scientific names. An examination of radic scnpts
for public health education programmes reveais
an indiscriminate use of highly techrecal terms
and complex instructions packec into
programmes of very short duration. The variety.
nature, and quantity of irformaton anc tacts
conveyed are sometimes excesswve fora me-
dium that caters for the human eaz

In a study on extension commurscation.
Melkote examined extension medi such as
pamphlets, posters, booklets and racio scripts
used in extension project in India and found that
they were laced with pro-iterate terms even
though the target farmers were iliterate (18).
These findings apply to the Zambia situation.
A cartoon in the 19968 UN/Zambsia report of sus-
tainable development depicts the low degree
of comprehension of health information by the
illiterates through a picture of a woman looking
at a poster on the wall of a clinic but can not
understand what is written and wishes that she
could. .

Govemment also acknowledges that there
are a number of factors thet have constrained
effeétive media outreach access to most parts
of the country. These include inflation and fall-
ing per capital income affecting affordability of
media products, poor communication infrastruc-
ture, operational problems such as high cost of
newsprint and poor equipment generally as well
as the high cost of radio and television receiv-
ers for listeners and viewers(11). These con-
straints point to the fact that most parts of Zam-
bia are starved of information no matter how
much of it is disseminated through the media.

The above constraints imply that the media
can only play an important role in disseminat-
ing reproductive health information depending
on the existing media infrastructure and influ-
ences from a host of other factors.

It is therefore important to note that
mass media influences cannot and should

_ notbe isolated from a social context in which

they interact and sometimes compete with,
other sources of information and influences
in complex ways. The social context within
which the mass media is used to promote
public health is therefore very important.
Reproductive health advocates need to take
all these factors into consideration when
using the media.

Challenges

. The challenge for the mass media and
the reproductive health stakeholders is to
make the greatest use possible of the mass
media to improve the reproductive health
of Zambians. The problem emerges when
it becomes clear that simply informing indi-
viduals about responsible sexual and repro-
ductive behaviour will not be sufficient to
stimuiate the type of change advocated for
n the reproductive health policy that is nec-
essary to significantly improve people’s re-
productive health. Public health is not just
an mdmdua!l responsibility. The health of
Zambians, inciuding reproductive health is
1D a large exdent governed by the physical,
socsel, cultural and economic environment
n which Zambians find themselves today.
To cajole the individual into positively tak-
ing responsibility for his or her health while
at the same time ignoring the social and
environmental circumstances which con-
spire to make them ill, is fundamentally a
defective strategy-and unethical. It is in
short, victim blaming.

One of the constraints within which re-
productive health officials must plan and
develop a reproductive health strategy is the
simple reality that the goals of a corporate
society, which unfortunately Zambia is, are
often in conflict with public health.

The Zambian mass media continues to
grow and as such it should continue to be
used to set the public agenda and confer
status on reproductive health issues. What
is required is reproductive health profession-
als to work closely with media profession-
als to bring reproductive health issues high
on the public agenda.

The greatest gain will not come from
changing people’s/individual behaviour but
from improvements in the country's eco-
nomic conditions and social justice across
the society. The understanding of the so-
cial and economic generation of public
health problems, including reproductive
health must receive greater emphasis in the
media than individual level explanations
such as reckless sexual behaviour.

Mass media professionals must be

more willing to examine critically
theories of disease casuality /
people's reproductive behaviour
and health promotion derived
from the needs of a mass-con-
sumption oriented society abuses
a product but not the ethic of con-
sumption that is skilfully promoted
by marketers through advertising.

Medical services frequently
do not meet the health needs (in-
cluding reproductive health) of
the public. They often treat the
people as passive recipients of
careand they are thus fundamen-
tally de-powering. The main
modus operandi of reproductive
health promotion should be one
of enabling not coercing. The fo-
cus should be on co-operation
rather than compliance. The
mass media should therefore
contribute to the development of
reproductively knowledgeable
people who are empowered and
not disabled by the information
they receive. People may not
need increasing amounts of re-
productive knowledge as much
as they need skills for better
analysing and using reproductive
health knowledge.

As the future role of the mass
media in promoting reproductive
health issues in the country is fur-
ther reconsidered or discussed,
it will be important to note some
of the opportunities that exist in
the mass that can be tapped to
improve the promotion of repro-
ductive health in the country.

Opportunities
The positive role that the
Zambian mass media currently
plays in Zambia’s healith reforms
should be identified and ex-
panded. Fromthe time the mass
media started to be used as a
major disseminator of health in-
formation in the country, health
professionals and the media per-
sonnel have leamed a great deal
about the mass media as a pdsi-
tive social institution, and these
lessons should be integrated into
the strategy for involving the me-
dia to promote reproductive
health.

Over the years, there have
-been certain TV programmes that
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have been dealing with significant
social issues, usually as a result of a
key gatekeeper's championship. An
example-is press freedom , human
rights, gender issues and many oth-
ers. These have been championed by
people from various sectors of the
Zambian society who have felt a
strong commitment to the issue. To-
day, these issues have been debated
and even received a lotof public sup-
port as a result of media coverage.

In the same way, herein lies an
opportunity for reproductive health
advocates to use the same strategy
to put reproductive health issues high
on the public agenda through wide
media coverage. This can be achieved
by employing an initiative of ‘corpo-
rate consultation' techniques working
with media people to improve the por-
trayal of proper reproductive
behaviour.

In order to enhance the treatment
of reproductive health issues under
the limitations of the Zambian mass
media, a first step is to make enter-
tainment gatekeepers more aware of
reproductive health issues and repro-
ductive health specialists more aware
of media needs. Before effectively
educating the public, individuals work-
ing in both fields must themselves
become ‘better educated about the
processes and priorities of the other
fields. The reproductive health spe-
cialists ought to be more sensitive to
the realities of the media, mass me-
dia should be more aware of the
public’s fascination with heaith and
more cognizant of the influence they
have on the audience and the value
of presenting appropriate reproductive
heatth behaviours and consequences.
This can be facilitated by high level
networking.

In addition, efforts are needed to
teach the public to.be more discrimi-
nating consumers of entertainment
portrayals. This should invoive both
sensitisation to the positive health
messages available in the media and
inoculation against dysfunctional influ-
ences.

The way forward

1n'the complex and dynamic con-
text of the Zambia environment dis-
cussed above, there is a variety of
approaches that can be pursued
more effectively to educate the pub-
lic about reproductive health using the
media. After distilling the experiences
of the media and the health profes-

sionals, this paper proposes the fol-
lowing recommendations to improve
the effectiveness of the media in the
promotion of reproductive health:
- Educate the reproductive health
specialists regarding opportunities
and restrictions in using the media
to communicate reproductive health
messages to the public including
muitiple facets (advertising, news,
public affairs, entertainment) and dif-
ferences between channel (.g.TV,
radio, newspapers, magazines)
- ldentify common interest among
health drganisations (especially
thosé with an interest in reproductive
health) and form coalitions to in-
crease ‘clout’ with the media.
- Seek media co-operation at all lev-
els from corporate leadership to in-
dividual reporters, through personal
contacts over time, not just in regard
to reproductive health needs, and to
seek their involvement in the
programme planning stages to inter-
est them in the cause of reproduc-
tive heaith, not just the message.
- Recognise the conflicts as well as
the convergences in interest between
the Reproductive health community
and the mass media, set clear, real-
istic expectations for reproductive
health programmes involving the
media, and solicit broad participation
by the media and support from cor-
porations that advertise through the
media.
« Develop guidelines for collaboration
between media and Reproductive
health specialists to direct and safe-
guard co-operative advertising
through the media

Plan data collection and
programme tracking for all media
efforts, to increase what is known
about the effects of communicating
health information through the me-
dia.
- Support the establishment of me-
dia resource centres to share effec-
tive media materials, including PSAs
to maintain contacts with journalists
and to share advise and case stud-
ies illustrating effective media strate-
gies.
- Educate the public (especially chil-
dren) to be informed consumers of
Reproductive health information in
the mass media, inciuding product
health claims, conflicting news re-
ports etc.
- There is need to recognise that the
mass media are not obligated to edu-

cate the public about reproductive heaith.
It is incumbent on the Reproductive Health
specialists as one of many interest groups
seeking co-operation of the media to un-
derstand the motivations of the media
gatekeepers, to convince them of the im-
portance of covering reproductive health
issues and initiate collaborative ventures.
Conclusion

Encouraging people to change their
reproductive behaviour is not enough; it
provides only a partial solution to societally
based health problem. By enabling mass
media and reproductive health specialists
better understand each other and thus to
work more effectively, the point is made
that the understanding that in the promo-
tion of reproductive heaith in the country,
the mass media people should not be used
as passive participants but as active part-
ners.

If the Zambian society is serious about
promoting reproductive health, then the
mass media must redefine the fundamen-
tal problem so that sufficiently broad strat-
egies can be brought to bear. Even with
constraints of the mass media in a poverty
stricken society like ours, there is poten-
tial for progress in this area. The country's
mass media are too valuable a resource
to be used as simple information and en-
tertainment machines. They must be tools
to enhance understanding, including un-
derstanding of reproductive health issues.

Edward R. Murrow, speaking of televi-
sion, explained “ this instrument can teach,
it can illuminate; yes, and can even inspire.
But it can do so only to the extent that hu-
mans are determined to use it to those
ends. Otherwise it is merely wires and
lights in a box " (13)
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social issues, usually as a result of a
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example-is press freedom , human
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ers. These have been championed by
people from various sectors of the
Zambian society who have felt a
strong commitment to the issue. To-
day, these issues have been debated
and even received a lot of public sup-
port as a result of media coverage.

In the same way, herein lies an
opportunity for reproductive health
advocates to use the same strategy
to put reproductive health issues high
on the public agenda through wide
media coverage. This can be achieved
by employing an initiative of ‘corpo-
rate consultation’ techniques working
with media people to improve the por-
trayal of proper reproductive
behaviour.

In order to enhance the treatment
of reproductive health issues under
the limitations of the Zambian mass
media, a first step is to make enter-
tainment gatekeepers more aware of
reproductive health issues and repro-
ductive health specialists more aware
of media needs. Before effectively
educating the public, individuals work-
ing in both fields must themselves
become ‘better educated about the
processes and priorities of the other
fields. The reproductive health spe-
cialists ought to be more sensitive to
the realities of the media, mass me-
dia should be more aware of the
public’s fascination with heaith and
more cognizant of the influence they
have on the audience and the vaiue
of presenting appropriate reproductive
health behaviours and consequences.
This can be facilitated by high level
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In addition, efforts are needed to
teach the public to be more discrimi-
nating consumers of entertainment
portrayals. This should involve both
sensitisation to the positive health
messages available in the media and
inoculation against dysfunctional influ-
ences.

The way forward

{nthe complex and dynamic con-
text of the Zambia environment dis-
cussed above, there is a variety of
approaches that can be pursued
more effectively to educate the pub-
lic about reproductive health using the
media. After distilling the experiences
of the media and the health profes-

sionals, this paper proposes the fol-
lowing recommendations to improve
the effectiveness of the media in the
promotion of reproductive health:
- Educate the reproductive health
specialists regarding opportunities
and restrictions in using the media
to communicate reproductive health
messages to the public including
muitiple facets {advertising, news,
public affairs, entertainment) and dif-
ferences between channel {e.g.TV,
radio, newspapers, magazines)
- |dentify common interest among
health organisations (especially
thosé with an interest in reproductive
health) and form coalitions to in-
crease ‘clout’ with the media.
- Seek media co-operation at all lev-
els from corporate leadership to in-
dividual reporters, through personal
contacts over time, not just in regard
to reproductive health needs, and to
seek their involvement in the
programme planning stages to inter-
est them in the cause of reproduc-
tive heaith, not just the message.
- Recognise the conflicts as well as
the convergences in interest between
the Reproductive health community
and the mass media, set clear, real-
istic expectations for reproductive
health programmes involving the
media, and solicit broad participation
by the media and support from cor-
porations that advertise through the
media.
+ Develop guidelines for collaboration
between media and Reproductive
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guard co-operative advertising
through the media

Plan data collection and
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efforts, to increase what is known
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dia resource centres to share effec-
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and to share advise and case stud-
ies illustrating effective media strate-
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- Educate the public (especially chil-
dren) to be informed consumers of
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the mass media, including product
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mass media are not obligated to edu-
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It is incumbent on the Reproductive Health
specialists as one of many interest groups
seeking co-operation of the media to un-
derstand the motivations of the media
gatekeepers, to convince them of the im-
portance of covering reproductive health
issues and initiate collaborative ventures.
Conclusion

Encouraging people to change their
reproductive behaviour is not enough; it
provides only a partial solution to societally
based health problem. By enabling mass
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better understand each other and thus to
work more effectively, the point is made
that the understanding that in the promo-
tion of reproductive heaith in the courtry,
the mass media people should not be used
as passive participants but as active part-
ners.

If the Zambian society is serious about
promoting reproductive health, then the
mass media must redefine the fundamen-
tal problem so that sufficiently broad strat-
egies can be brought to bear. Even with
constraints of the mass media in a poverty
stricken society like ours, there is poten-
tial for progress in this area. The country's
mass media are too valuable a resource
to be used as simple information and en-
tertainment machines. They must be tools
to enhance understanding, including un-
derstanding of reproductive health issues.

Edward R. Murrow, speaking of televi-
sion, explained “ this instrument can teach,
itcan illuminate; yes, and can even inspire.
But it can do so only to the extent that hu-
mans are determined to use it to those
ends. Otherwise it is merely wires and
lights in a box " (13)
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