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Background to family 
planning in Mali 

The French-speaking countries of West 
Africa constitute one of the last remaining 
regions of the world in which family planning 
is not recognized as an important element in 
health and population policies . While there are 
a few countries in which private family plan
ning services are tolerated , and one or two in 
which pilot projects are being set up , Mali is 
the only one that has committed itself to a 
national fami ly planning program integrated 
into its maternal and child health services. Be
fore examining the progress made in Mali over 
the last three years , or assessing the signifi
cance of the Malian experience , it is important 
to look at the reasons why the francophone 
count ri es of West Africa seem so reluctant to 
adop t family planning. 

It was only 20 years ago that the wealthier 
countr ies of the world became really concerned 
about the population problems of the non
industrialized countries , and of the peoples 
then still living under colonial systems. In the 
French-speaking countries of West Africa , the 
first Western pressure for the introduction of 
family planning came about 10 years ago -
some time after its appearance in Asia and in 
the English-speaking parts of Africa . This time 
lag may be explained in a number of ways . 
First , unlike the Anglo-Saxon countries , France 
advocated - and continues to advocate - a 
prenatal ist pol icy. A law passed in 1920 and 
repealed only four years ago forbade the manu
facture or importation of contraceptives and 
all pub li city on the subject. This law is still in 
force in all francop hone countries of West 
Africa except Mali . Secondly , most promoters 
of family planning were recruited in the Anglo
Saxon countries ; the administrative and lin-
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guistic barriers they had to contend with were 
major obstacles . It is also important to note 
that the presentation of the subject by foreign 
agencies is resented as an unwelcome intru
sion. A third set of factors has probab ly had an 
effect: the population situation in a number of 
countries in the region - specifically , those 
of the Sahel - is very different from that pre
vailing in t he English-speaking countries of 
West Africa . Density is very low , and urbaniza
tion is not nearly so far advanced; the scat
tered popu lation causes serious problems, 
particularly with regard to the per capita cost 
of infrastructures (roads, health and educa
tional facilit ies , and so on) . In short , circum
stances were, and still are, unfavourab le to 
the spread of fam ily planning in the French
speaking countries of West Africa . 

Despite these obstac les , some signs of 
interest and of activity emerged between 1965 
and 1970. In Dakar , the private Blue Cross 
clinic was established and played a major role 
in succeed ing years in the training of health 
personnel from neighbouring countries. From 
1969 to 1971 , training courses were organized 
by the Family Planning Centre of Quebec , with 
financial support from the Ford Foundation 
and the Canadian government. Official dele
gations from all the French-speaking countries 
of the area , except Guinea, attended these 
courses. However, only one country - Mali -
was then considering an official family plan
ning program. 

Five years ago , Mali was experiencing 
more or less the same problems of health and 
production as its neighbours. Urbanization , 
though less advanced than in the coastal 
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states, was nevertheless proceeding at an 
equally rapid pace. Popular groups in Mali , 
such as the Women's Union and the trade 
unions , began to discuss family planning , and 
the authorities became aware of the need for 
contraception that was making itself felt among 
the population. The independent spirit of the 
Malian leaders probably hastened their deci
sion to distribute information about contracep
tive techniques . By their refusal to situate 
family planning in the context of a demographic 
po l icy , as advocated by most of the i nterna
tional co-operation agencies , the country's 
leaders spared themselves a long debate on a 
subject that is still far from clear . Malian ac
ceptance of family planning fell within the 
framework of traditional values , and was based 
on reasons of health and family welfare about 
which there can be no controversy. 

In 1971, the government of Mali decided , 
in co-operation with the International Develop
ment Research Centre , to establish a two-year 
pilot project whose overa l l objective would be 
to assemble the data necessary for the formu
lation of a national family planning program . 

To this end , a pilot c lini c was to be established 
in the capital, Bamako , with four branch cli
nics located in various health facilities in the 
city. A research team was to study the charac
teristics of the actual and potential clientele , 
traditional practices related to fertility , pos
sible means for establishing a national pro
gram , and the implications of such a program 
on health . Research was also planned into the 
possib le demographic consequences of the 
spread of family planning. For its part , the 
IDRC provided technical and financial assis
tance. 

In committing itsel f to the project , the 
Malian government was aware of the risks as 
well as the promise inherent in it. It would be 
the first government-sponsored experiment 
conducted in a French-speaking country in the 
region ; its success or failure would have a 
considerable influence on the attitudes of 
neighbouring co untries . After three years , Mali 
is deeply committed to a national program , 
and its pilot project has made possible some 
clarification of the whole question of family 
planning in the region . 



Some results of the Malian 
pilot project 

Mali is one of the world 's least urbanized 
cou ntries: more than 90 per cent of its five mil
lion people live in rural communities. Bamako , 
the country's only large city , has a population 
of about 250 ,000, and was the obvious location 
for the first official family planning activities. 
Services were actually officially dispensed 
only at the Bamako pilot clinic for the first two 
years of the project. In discussing the Malian 
resu lts , we shall distinguish two phases , the 
first from January 1972 to January 1974 which 
saw the development of the pilot activities , 
and the second , beginning in January 1974, 
wh ich constitutes a period of transition to
wards a truly national program. 

During the first phase , the pilot clinic re
ceived more than 2,000 clients in about 10,000 
consu ltations (initial visits and follow-up 
visi ts). Although the clinic offered IUDs and 
anovulants without favouring either method , 
the great majority of clients chose the former 
(71 per cent for the IUDs against 17 per cent for 
the pills , with six per cent choosing various 
other methods) (Table I) . In the same period , 
six per cent of clients sought advice on prob
lems of steri I ity and under-fert ii ity. The con
tinuance rate for all methods was assessed at 
71 per cent one year after acceptance of the 
first method . 

While not representative of the female 
population of childbearing age in Bamako , the 
cen tre 's clientele does have some characteris
tics in common with it. The ethnic breakdown 
of the clientele is not significantly different 
from that of the female population of Bamako . 
The relative proportion of monogamous and 
polygamous clients (62 per cent and 38 per 
cen t , respectively) is markedly different from 
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that observed in the fema le population of 
Bamako: the1960-61 population survey asses
sed the prnportion of monogamous women at 
54 per cent while wives of polygamous union 
constit uted 46 per cent.1 This difference be
tween the clientele of the clinic and the popu 
lation of the city could be explained simply by 
the fact that the probabi l ity of a woman 's being 
a member of a polygamous househo ld in
creases with age , and that the 46 per cent pro
portion naturally includes the group of women 
over 45 years of age. On the other hand, the 
proportion of widows, divorcees and single 
women in the clientele (34 per cent) is substan
tially higher than in the larger population; 
similarly , the I iteracy rate of the cl ientele (65 
per ce nt) is very much higher than the rate for 
the total female population of Bamako (Table II). 

There is nothing spectacular about the 
volume of clients treated at the pilot c l inic : in a 
two-year period , about five per cent of the child
beari ng population of Bamako have made use 
of these official services. Nor can it be said that 
the whole population shows the same interest 
in contraception . In order to assess the figures 
properly, however, they must be related to the 
sum of the activities undertaken by the Malian 
team during this initial two-year period. 

At the start , the organizers of the project 
decided to proceed slow ly and cautiously, al
lowing for any resistance that might make itself 
felt along the way. Extreme care was exercised 
in the matter of information. Throughout these 
two years - and up to the present - no mass 
information campaign was undertaken . How
ever, many opportunities for discussion were 
created in intellectual, medical, and lega l cir
cles. Before clinical activities began, conside-
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ration had already been given to the possibility 
of amending Mali 's laws regulat ing contracep
tive information and use. It was not until after 
the repeal of the French law of 1920 and the 
adoption by the government of a decree authori
zing contraceptive practices2 that in format ion 
meetings were held at the neighbourhood level 
in Bamako . Probably the only contribution of 
the mass media (radio and press) to the project 
was to legitimize contraception by reporting on 
the debates that took place at various meetings 
and conferences . 

Two such gatherings attracted spec ial 
attention from the media : the first Inter-African 
Seminar on Sex Education3 in April 1973 was 
attended by a score of delegations from French
speaking African countries , and was the sub
ject of a number of radio programs and some 
front-page articles in the country 's only daily 
newspaper. The Inter-Union Seminar on Family 
Planning , at which the Malian labour movement 
studied and approved the family planning pro
gram , also received extensive coverage from 
the Bamako newspaper and the state radio sys
tem . In both cases , observers from other coun
tries had an opportunity to examine the initial 
stages of the Malian pilot project and to discuss 
it in depth . Despite this media coverage , public 
information was not a very significant factor . 
Word-of-mouth messages and the individual 
actions of medical personnel were the main 
channels of communication with the public , 
and the main means of recruiting clients. 

In keeping with its overall objective , the 
pilot project included a major research compo
nent. Even before the clinic opened, a team 
attached to the centre in Bamako had studied 
various problems of research and evaluation . 

A system of clinical stat istics went into opera
tion with the opening of the clinic , and five re
ports on the characteristics of the clients have 
been prepared to date. 

Detailed research was also conducted on 
traditional fert il ity control practices and the 
changes they are undergoing in an urban en
vironment. The pilot centre now has a large col
lection of traditional products related to fertility 
and sexual activity (contraceptives , abortifa
cients , remedies for sterility , aphrodisiacs , 
etc.) . Special attent ion was given to the study 
of birth spacing through such practices as 
sexual abstinence and prolonged nursing in 



various urban and rural reg ions of Mali . The re
sults of these studies have been utilized 
throughout the program , particularly in train
ing and information activities.4 For example, 
the results of the studies of traditional contra
ceptive practices have been used extensively in 
seminars , courses, and even in neighbourhood 
meetings. Among other things, they have ser
ved to show the part that modern contraception 
could play in comm unities in which traditional 
fertility control pract ices are in decline . The 
fact that Malian society is heir to a long tradi
tion of birth spacing was an important element 
in the acceptance of family planning ideas , 
both in medical and government circles and 
among the clients of the pilot centre . 

It was also in this first phase that the 
Malian team devoted some effort to the training 
of medical and paramedical personnel . The 
pi lo t cl ini c had been so structured as to al low 
the largest possible number of doctors and 
midwives who had already received training in 
Montreal, Dakar, and New York to initiate their 
fellow members of the team . Since the clinic 
opened , eight doctors and 10 paramedics at
tached to maternit ies and maternal-child facili
ties in Bamako have been taking part in consul
tations every week. Gradual ly, groups of trai
nees , nurses , and midwives acqu ired the prac
tical experience for the activities of future 
branch clinics . About 30 paramedics were 
trained in this way . In conjunction with this , 
lectures were given at the three schools of 
health and at the Department of Social Affairs , 
so that health workers would be equipped to 
provide correct info rm ation on family planning. 

At the end of the initial period, the pro
gram took some major steps forward. In July 
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1973, the Ministry of Health and Social Affairs 
judged that the experience of the pilot centre 
was sufficiently concl usive to warrant an initial 
expans ion . By a ministerial decision , a net
work of 12 branch cli nics was to be establi
shed ; they would be incorporated into heal th 
facilities in the six regional capitals, including 
Bamako (a total of seven in Bamako and one 
in each of the other five regional capitals) . 
When set up , this network would cover six of 
the seven cities in Mali with more than 10,000 
population, which means almost the entire 
urban population of the country. 

The year following this decision saw Mali 
advancing steadily towards a national pro
gram. While preparations were being made for 
the open ing of the new branches , and medical 
teams from the provinces were attending train
ing courses in Bamako, the Ministry of Health 

-and Social Affairs was preparing for a broad
based reorganization. For a few months, the 
problems of administration and co-ordination 
associated with the creation of a network of 
branch c li nics delayed expansion. At the end 
of 1974, s ix clinics were operating in Bamako 
(the pilot centre and five new branches). Be
tween January and December of 1974, the net
work received 1,240 new clients and dispensed 
6,143 consultations (initial and follow-up 
visits). 

Fina ll y, also during the same period , the 
Minister of Health announced the planned 
merging of the maternal and child-hea lth ser
vices through the estab lish ment of a Nat ional 
Family Hea lth Service. Under the authority of 
ad i rector general , the service wi 11 consist pri n
ci pally of a national training and research 
centre (formed from the present pilot centre in 



Bamako) , an urban demonstration centre , and 
a rural demonstration centre . In addition to 
being responsible for the reorgani zation of 
maternal and child health clinics (which will 
be known as family health clinics) , the new 
service will plan the creation of clinics in re
gional capitals , chief towns , and various cen 
tres of agricu ltural and industrial development . 
The present program calls for 23 clinics to be 
operating by December 1977. 

Thus , less than three years after the open
ing of the pilot cl·inic in Bamako , Mali is com
mitting itself to a national family planning 
program . Family planning will henceforth be 
one of the health services provided by the 
government , and its expansion will be linked 
to the expansion of national public health faci
lities in Mali . 



The significance of the 
Malian experiment 

In order to assess the scope of the Malian 
experiment , it seems to us essential to examine 
the reasons behind it. Let us first of all take 
note of the factors that were not involved . At 
no time did the Malian experiment have demo
graphic objectives. There was never any ques
tion of using family planning to reduce the rate 
of population increase. Population problems 
and their economic ramifications are naturally 
of co ncern to Malian leaders , but they are not 
considered a priority. Even if they were , the 
health facilities currently availab le to the 
Malian government would not be sufficient 
for the achievement of significant results , even 
15 or 20 years from now . The circumstances 
that led the government to establ ish family 
plann ing services , menti oned at the beginning 
of this report , need to be examined more 
closely . 

The same elements that triggered the gra
dual process of acceptance and proliferation 
of family planning in the West exist in the 
Malian case . As in the West, concern for family 
planning developed from immediate needs 
expressed by urban dwellers , rather than from 
long-range demographic planning. As in the 
industrialized countries , the most basic rea
sons for action are related to the new problems 
that women and fam ili es face as a result of 
the phenomenon of urbanization . As early as 
1969, the Union des Femmes maliennes - the 
Malian Women's Union - was expressing con
cern; there was growing awareness of the 
health and social problems created by unwan
ted or inadequately spaced births. Doctors 
became alarmed: a growing abortion rate was 
becoming apparent in the cities of Mali as 
elsewhere in the world. Other factors such as 

increasing educational and employment op
portunities for women and an increase in the 
divorce rate were creati ng new problems that 
called for new solutions. 
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Of the various situations that led to the 
Malian initiative , some are closely related to 
sociocultural characteristics peculiar to the 
conti nent and to the region. Thus , the spacing 
of births has long been a practice of traditional 
African societies : a very prolonged period of 
nursing , and usually sexual abstinence until a 
child was weaned, were imposed on women. 
These customs should not be disregarded. 
When the onset of a new pregnancy obliges a 
nursing mother to wean her child , this often 
means the death of the child . A study by Pierre 
Cantrelle in the Sine-Saloum region of Senegal 
made this very clear . According to Cantrelle's 
findings, the mortality rate for children weaned 
following pregnancy of the mother between 12 
and 18 months after their birth reaches 500 per 
1,000, compared with the general infant morta
lity rate of 200per1 ,ooo.5 

Urbanization has considerably weakened 
traditional birth spacing customs , and the 
consequent changes in the birth rate hav e 
created a nu mber of critical situations. The 
motivation of women attending the pilot clinic 
in Bamako confirms the importance of this 
factor: 68 per cent of them over the first two 
years of the clinic's operat ion expressed the 
desire to space their chi ldren; only 22 per cent 
wanted to stop hav ing child ren; and six per 
cent wanted to postpone the arriva l of their 
first. This motivation pattern is very different 
from what was observed in Asian or Western 
countries when they adopted family planning . 
According to Berelson , "Rural and illiterate 
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peoples are more interested in preventing 
births than in spacing them (in the West , too, 
the latter, more complex form of family plan
ning was late in appearing)".6 In traditional 
African societ ies, on the other hand , it seems 
that the desire to space births has definitely 
been the rule , and it is primarily for the pur
pose of maintaining a reasonable interval be
tween children that people in these societ ies 
resort to contraception . 

In this connection, another set of circum
stances peculiar to French-speaking countries 
of West Africa helped create the need for con
traception . The age of women at marriage is 
very low in the countries of the Sahel (about 
15 to 17 years in Mali) . By delaying marriage , 
education for girls has led to disastrous con
sequences : clandestine - and sometimes 
fatal - abortions , marital problems , and stu
dents dropping out of school at senior levels. 
Regulations inherited from the French regime 
require that a secondary school student who 
becomes pregnant leave school, with no hope 
of re-entering later at the same level . Every 
year, an appreciable proportion of students at 
the baccalaureat level have to drop out of 
school and give up the advantages acquired 
through years of effort. The moral and political 
dilemmas posed by this situation have yet to 
be resolved, but there is no doubt that the ca-

tastrophes it produces have helped to intensify 
the demand for family planning. 

All these phenomena - and here is the 
key point - relate to immediate needs felt by 
urban populations . There is a popular consen
sus on the necessity of finding short-term 
answers to these needs . This is what the 
Malian government sought to do in adopting 
its family planning program. Here too , the 
approach chosen by the Malians is the same 
as that followed by movements and institu
tions in the wealthier countries. The fact that 
the latter now wish to promote family planning 
largely for considerations of long-term demo
graphic planning makes no difference . Seen in 
this perspective , the true significance of the 
Malian program is clear : it is essentially one 
element in a po li cy for improved health and 
social welfare . 

Malian health resources are scarce , and 
enormous problems have yet to be solved . 
Mali 's efforts to con trol the major endemic 
diseases , improve sanitation , combat malnu
trition , and improve maternal and child health 
are just beginning . In this context , it would 
be unrealistic to seek to cut off population 
growth by rapidly extending family planning 
services to the entire country. It would also 
be dangerous : there is no apparent way in 
which it could be done without diverting a con-



siderable proport ion of available health per
sonnel from priority activities. In this sense, 
the current Malian program is a rea l istic one. 

The program does not seek to forge ahead 
with the creation of new needs for contracep
tion , or to modify the aspirations of the popu
lat ion - too many other vital health needs 
remain unfulfilled. Concentration of medical 
resources in the cities makes it possible to 
respond to the current needs of urban dwellers 
without compromising the satisfaction of 
other health requirements. In time, health faci
lities will expand and contraception will be
co me available to a broader cross-section of 
the Malian population (on the same basis as 
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vaccinat ion services, nutritional ed ucation , 
and so on). In the Mal ian view , fam il y planning 
can achieve its objectives only if it develops 
in harmony with other farnily health activities. 

Sooner or later , family planning will be
come generalized and w i ll be , as it is in the 
West , an essential factor in the control of 
population growth. When that time comes , the 
Malians will have had long experience in the 
field . They will have acquired the expertise 
necessary for broader operations. In so doing, 
they will have been ab le to relieve some of the 
individual and family problems that are the 
inevitable consequence of modernization and 
urbanization. 

TABLE I 

Method or 
treatment 

chosen 
Period 

1972 

1973 

1974 

Totals 

% Total 
stated 
treatments 

IUD 

414 

777 

741 

1932 

71 % 

Distribution of clients of the Pilot 
Family Planning Centre by 

method or treatment chosen 1972-1974 

Pill Other Consultation Not stated Totals Follow-up 
for sterility visits 

46 41 25 526 1167 

72 60 57 45 1 011 4345 

337 65 74 90 1307 5179 

455 166 156 135 2844 

17 % 6% 6 % 
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TABLE II 
Various characteristics of clients of 

the Pilot Family Planning Centre 1972-1974 

Age distribution 

16-19 years 14% I 
20-24 years 30% I 
25-29 years 27% I 
30-34 years 17% I 
35-39 years 9%1 

40-44 years 3%1 

Marital statu s 

Monogamous 
39.9%1 married 

Polygamous 
26.9% I married 

Single 17.1% I 
Widowed or 

14.2%1 divorced 

Not stated J 1.9% 

Literacy 

Clients Literate 65% I Illiterate 35% 

Female population Literate I Illiterate 89.5% 
Bamako 1960 10.5% 
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