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AUG z4 1979 I/S 

ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR (AC)
 

FROM 	 LAC/DR, Marshall D. Brown
 

SUBJECT: 	 Authorization of the Panama Population I project

($3.250 million grant)
 

Discussion: 
 The project proposes to expand delivery of family planning
information and services to a higher proportion of the fertile age group.
In particular, the project will concentrate on extending outreach to a
greater number of fertile age women in rural 
areas and low-income sections
of metropolitan Panama and to two new target groups, adolescents and men.
Thus, the project will build upon the success of the terminating popu­lation project and continue to support the GOP's integrated approach to
the delivery of family planning services through the Ministry of Health
in coordination with a UNFPA program. 
The project will also encourage
new avenues of outreach by assisting nonhealth sector institutiJas to
extend family planning through sex education and family planning infor­mation and education activities. 
These latter activities will be
implemented through the Ministry of Education, the Panamanian Institute
for Special Education (I.P.H.E.), the Asociacion Panamena para el
Planeamiento de la Familia (APLAFA), and the Ministry of Labor. 

The total cost of the project is $9.54 million, of which $3.250 million
will be financed by an A.I.D. grant. 
 A.I.D.'s contribution will findnce
commodities, incluJing contraceptives, equipment and vehicles ($616,300);
centrally procured commnodities ($820,000); printed materials and massmedia coverage ($682,000); training ($691,700); technical 
assistance
($166,000); and evaluation and studies ($274,000). 
 The GOP will finance
salaries, vehicles and equipment, maintenance and repair costs ($4,976,600).
Other donor contributions amount $1,313,000 andto 	 will finance commodities,training, and information education and communication activities. 
The DAEC reviewed and approved the proposed project on July 25, 
1979.
The following modifications were made in the project as a result of the 
review:
 

1. Additional funds were included in the project to ensure that
adequate logistic management support will be available for providingsufficient and timely supplies of drugs and contraceptives in the
 
dispensing facilities.
 

2. An indepth study will be conducted during the first 2 to 3 yearsof the project to determine the effect of the sex education program andwhether adequate family plinning services are being provided to meet thedemand created by this edu ation program. At the same time the reviewwill analyze whether project reprogramming will be required in order tomeet the possible increased demand.
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3. A summary of the proposed national sex education program,
including a 
general outline of the curriculum, was included in the PP.
 

4. The Mission is being requested during project implementation
to explore Possibilities of encouraging in country sterilization
training and to establish a 
systematic interchange mechanism for
coordinating the project with the UNFPA, the MOH and the National
Commission on Sex Education. 
The Mission is also being requested to
include in the project agreement a covenant to the effect that an
individual can not be issued laproscopy equipment without appropriate

training in its 
use.
 

This project does 
not appear in the FY 79 CP, although $505,000 was
included for this activity under the previous Health and Population
Grant, 525-0142. A Congressional Notification has, therefore been
transmitted requesting $1,430,000 for FY 79 funding. 
This amountprovides 3 years of funding for this project. 
The waiting period
expired on August 24, 1979. 
 An Initial Environmental Examination
recommending a negative determination was approved by the AA/LAC. 
Recommendation: That you sign the attached Project Authorization andRequest for Allotment of Funds (PAF) for the Panama Population IIproject, as well 
as 
the attached cable transmitting the DAEC results
 to the Mission.
 

Attachment:
 
a/s
 



DEPARTMENT OF STATE 
AGENCY FOR INTERNATIONAL DEVELOPMENT 

WASHINGTON. D. C. 20523 

ASSISTANT 
ADMINISTRATOR 

PROJECT AUTHORIZATION AND REQUEST FOR ALLOTMENT OF FUNDS
 

Name of Country: Panama
 

Lame of Project: Population II
 

Number of Project: 525-0204
 

Pursuant to Part I, 
Chapter 1, Section 104 of the
 
Foreign Assistance Act of 1961, 
as amended, I hereby

authorize a 
Grant to the Republic of Panama, the 
"Coop­
erating Country" of not to exceed One Million ThreeHundred Seventy Four Thousand United States Dollars 
($1,374,000) and to the Asociacion Panamena para el
Planeamiento de la Familia (APLAFA) of not to exceed
 
Fifty-Six Thousand United States Dollars 
($56,000),

subject to registration of APLAFA with AID 
as a private

voluntary organization. 
The total amount hereby author­
ized to be granted to the Cooperating Country and to APLAFA
 
is One Million Four Hundred Thirty Thousand United States

Dollars ($1,430,000), the "Authorized Amount", which will

help in financing certain foreign exchange and 
local cur­
rency costs of goods and services required for the Project
 
as described in the immediately following sentence.

Project consists of (1) 

The
 
extension of contraceptive coverage;


(2) cxpansion of family planning information, education and

communication outreach activities; 
and (3) introduction and
institutionalization of sex education for Panama's fertile
 
age group (hereinafter referred to 
as the "Project").
 

I approve the total level of AID appropriated funding
planned for this Project of not to exceed Three Million Two

Hundred Fifty Thousand Dollars ($3,250,000), all of which

will be Grant funded, including the funding authorized above,

during the period FY 
1979 through FY 1983. 
 I approve fur­
ther increments during that 
period of Grant funding up to
 
One Million Eight Hundred Twenty Thousand United States

Dollars ($1,820,000), subject to the availability of 
funds
 
in accordance with AID allotment procedures.
 

I hereby authorize the initiation of negotiation and
execution of Project Agreements by the officer to whom such
 
authority has been delegated in accordance with AID

regulations and Delegations of Authority subject to the
 
following essential terms 
and covenants and major condi­
tions, together with such other terms 
and conditions as
 
AID may deem appropriate:
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A. Source *and Origin of Goods and Services
 

Goods and services, except for ocean shipping, financed
by AID under the Project shall have their source and origin
in the Cooperating Country or in the United States, except
as AID may otherwise agree in writing. 
Ocean shipping
financed under the Grant shall be procured in the United
States, except as AID may otherwise agree in writing.
 

B. 
 Conditions Precedent to Disbursements by

Implementing Institutions
 

Prior to disbursement under the Grant, or to the issu­ance by AID of documentation by which disbursement will be
made by each implementing institution, for any purpose
other than to 
finance (i) training of trainers in
tion or sex educa­(ii) extension of media contracts, the Cooperating
Country will, except as AID may otherwise agree in writing,
furnish to AID or cause to be furnished to AID, in form and
substance satisfactory to AID, evidence that a Project Coor­dinator mutually acceptable to AID and the Cooperating
Country has been named by each such implementing institution.
 

C. 
 Condition Precedent to Disbursement for Training
by Each Implementing Institution 
Prior to any disbursement underissuance the Grant, or to theby AID of any documentation by which disbursementwill be made by each implementiing institutioncarry out, which willunder the Grant, training activities other thantraining of trainers in sex education, the CooperatingCountry will, except r otherwise agreed in writing by AID,furnish to AID, or ceuse to be furnished to AID, in form
and substance satisfactory to AID, a training plan for each
such implementing institution.
 

D. Covenants
 

The Cooperating Country shall covenant that, except as
AID may othenise agree in writi-ng, the Cooperating Country
shall provide adequate budget for continuation of the pro­gram of family planning and sex education for five years
beyond the final disbursement under the Grant.
 

Assistant Adminis rator

Bureau for Latin America
 

and the Caribbean
 

Date
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Clearances: 

GC/LAC, J. Kessler-TA 

/i 

/ date &lK2.LAC/DR, R. Mathia 
 pD date /2L
 

LAC/DR, M. Brown 
 - date
 

Drafted:GC/LAC itman:ec: 8/15/79 :x29182
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I. DESCRIPTION OF THE PROJECT
 

A. BACKGROUND AND STATEMNT OF THE PROBLEM 

1. The Terminating Project* 

AID has been providing population assistaioe to Panamafor 12 years (FY1968-FY1979). The goal of the original project ­to achieve a 2.0% growth rate by the year 2000 ­ is likely to be a
reality before the turn of the century. By 1977, Panama's rate of
growth had slowed to 2.4%. 
The purpose of the terminating project 
-to increase awareness of family planning, increase the demand for

family planning, and to provide family planning services throughthe Ministry of Health's (MOO Maternal and Child Health (MCH) pro­
gram ­ has been achieved: 98% of Panamanian women are aware offamily planning, almost half of fertile age women, married or in
 a union, are active users of some method, and the MOH/CSS (Caja de
Seguro Social) currently offers family planning at 364 health fa­
cilities compared with a mere 15 service locations in 1968.
 

During the past 12 years, AID has provided clinical
equipment and contraceptive commodities for the MCH program to

improve the capability of the MOH to deliver family planning
services. 
Bilateral funds and intermediary organizations have been
used to finance training of personnel at all levels (physicians,

nurses, health assistants, women's health care specialists, health
administrators) so 
that they have sufficient conceptual and technical

background to deliver effectively family planning information and
services. 
AID has supported a continuous MOR-sponsored MCH/family

planning mass media compaign consisting of radio spots, published
pamphlets and folders, and posters. 
 In addition, AID has provided

a limited amount of support for the Asociaci6n Panamana para la
Planificaci6n Familiar (APLAFA). 
Through 18 project agreements

(16 with the MOH and two with APLAFA) over a 12-year period, AID

has contributed $4.6 million to 
family planning (and MCH) in Panama.
 

The achievements of the terminating Health and Population
Project are impressive. Panama is
one of some 30 developing countries
to have registered a substantial reduction in its birth rate in recent
 
years. 
 In the decade since the inception of the AID-supported family
planning program, the birth rate has decreased dramatically from 38.9
per thousand in 1968 to 
28.4 per thousand in 1977, a reduction of 27%.
This is the result of education, urbanization and widespread adoption
of modern means of contraception. Approximately 47% ­ or nearly one
half - of women in fertile age (ages 15 to 49), 
in either legal or
consensual union, now use contraception in Panama, an impressively
high prevalance rate for a developing country. 
 In addition, more than
 

* Project 525-0142, Health and Population, will terminate on August
 
31, 1979.
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twenty per cent of fertile age women in Panama have adopted voluntary

surgical contraception, an achievement equalled by few countries in
the developing world. 
Of those who now practive contraception, 70%
receive family planning services through the public sector (the com­bined Ministry of Health/Social Security Agency delivery system).
 

Despite this oarked progress, however, demographic trends
and limited GOP capability to provide family planning services to the
 
groups that most need help pose the threat of a reversal of the trend
 
toward a lower population growth rate.
 

2. Demographic Trends
 

(a) High Population Growth Rate
 

Gains from the reduction of the crude birth rate
 
are being offset by continuing high population growth. This is due,
for the most part, to an even more dramatic decline in the death
 
rate. 
Panama's crude death rate has declined steadily over the past

40 years from a high of 12.9 per thousand in the early 1930's to an

estimated 4.4 per thousand in 1977.* 
 The crude birth rate, on the

other hand, remained high and nearly constant between 1930 and 1970
(see Table 1, Annex VI). 
 The result was a rapid growth in Panama's

population with a steadily rising rate of natural increase to a high

of 3.14Z per year (average) between 1965-70. Panama was in effect

experiencing a "Population explosion". 
 It was not until the 1970's
 
that this so-calledexplosion was checked as the birth rate becan to
register a gradual but definite decrease. The still falling death
 
rate portends continued rapid population growth as people increasingly

live longer. Life expectancy is now an estimated 66.5 years of age
(65 for men, 68 for women.** Infant mortality rates have declined
 
significantly and maternal mortality has also declined, from 135.3

deaths to 67.47 per 100,000 live births between 1968aid 1977.***

Perhaps the most notable change, however, is in the decrease in rural
infant mortality.**** This has significance for the rate of population
 

* Direcci6n de Estadistica y Censo: 
 Panamn en cifras, 1969-1973,
 
1970-1974, 1972-1976, 1973-1977. Contraloria General de la Republica,

Panama, November 1974, October 1975, November 1977, and November 1978.
 

** 
Two decades ago, according to U.N. estimates for 1960/61, life
 
expectancy was 57.6 years for males and 60.8 years for females (Area

Handbook for Panama, 1972, p.61).
 

* Op. cit., Direcci6n de Estadistica y Censo, Panama en cifras.
 

**** Infant Mortality per 1000 Live Births 1967 1977
 

Total 
 42.7 28.1
 
Urban 33.0 26.8
 
Rural 
 49.7 29.3
 

Source: "La Salud Panamefa en Cifras: 1977", Ministry of Health,
 
1978.
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increase because the fertility rate is subtantially higher in rural
 
areas of Panama than in urban areas.
 

The net result of continued high fertility, coupled

with steady reductions of death rates in all groups including infants

and mothers, is
an absolute increase in population. Panama's current

population is estimated to be 1,825,500 (1978). 
 In 1966, the nation's
 
population was 1,075,541. At the present growth rate of 2.4Z per

year, the country would double its population approximately every 29
 
years. Medium term projections calculated by Panama's Bureau of

Statistics and Census predict a population of 2,800,000 by the year

2000 only 21 years from now.*
 

(b) Young Age Structure
 

Due to the high fertility of the 1960's, Panama's

population is today disproportionately young: forty-three percent

is under 15 years of age (see Table 5, Annex VI). For every 100
 
persons aged 15 to 64, there are 89 who are either younger or older
 
than this conventional definition of working age. 
Panama's young

age structure creates a substantial burden of dependency on the
 
country's economically active population and is 
a heavy drain on
 
already overburdened private and public sector service structures.
 

This youthful age structure has potentially serious
implications for future demographic trends. 
The number of women
 
15-49, that is, women at risk of pregnancy, is expected to increase

from 321,000 to 517,000 in the period between 1970 and 1985 (see

Table 4, Annex VI). Women of child-bearing age will continue to

increase as a percentage of the total population during this period

as women born during the high fertility period of the 1960's enter
 
the fertile age range. Without continued high adoption of family

planning practices, these women can be expected to contribute to an

increase in the crude birth rate or, put another way, to a 
disap­
pointing reversal in its steady decline since 1970.
 

The implications for rural population growth are
 even more worrisome. A greater percentage of the rural population

than the urban population is under 15.** Fertility is higher among

rural women than urban women. These groups have five and three live

births per woman, respectively. 
Moreover, a smaller percentage of
rural women than urban women practice contraception. Despite a trend
towards migration of rural youth, especially females, to urban areas,

it is expected that rural births will increase significantly over the
 
next 15 to 20 years.
 

* Direcci6n de Estadistica y Censo: Estad'stica Panamefa Bol. No.772,

"Proyecciones de Poblaci6n de la Repblica de Panama, por Sexo y
Grupos de Edad: Aflos 1950-20C0",medium projection, Table 9.
 

** Figures for 1960 show that people 0-14 years of age accounted for
 
47.1% of the rural population while for the urban population the

corresponding percentage was 38.2%. 
 (Source: Robert W. Fox and

Jerrold W. Huguet, Population and Urban Trends in Central America

and Panama, Inter-American Development Bank, Washington, D.C. 1977).
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(c) High Fertility in the 15-19 Age Group
 

During the decade since 1970, a rising proportion

of all births in Panama have been occurring among teenagers 15-19
 
years of age.* Women in this age group, representing 22.6% of
 
fertile age women in Panama, now account for over 19% of all births
 
in the country, up from 18% in 1970. 
While this may be proportionally

in line, the effects of teenage fertility have serious consequences

for the young mother and her child (or children) and result in high
 
social costs to the state.
 

What is significant about this group is that while
 
they represent almost a quarter of WIFA, only 7% are married or in
 
a union as compared with 70% for women 20 to 49. 
 The arrival of a
 
child signals for many teenage mothers the termination or, at a
 
minimum, the very strong inhibition of educational and, thus, employ­
ment, opportunities. It involves health risks for both the teenage

mother and her child and may mean poor health over the longer term
 
for the child. A substantially high proportion of these children
 
are unplanned and unwanted. Abortion is often sought during early
 
pregnancy even though it is illegal in Panama except in cases where
 
the mother's life is certifiably endangered. The below 19 age group
 
now accounts for 20% of all abortion hospitalizations; no data exist
 
on the number of non-hospitalized abortions, but it is thought to be
 
high for this age group. A contraceptive prevalence survey being

carried out in Panama during the second half of 1979 will provide

data on, inter alia, the proportion of abortions requiring hospital­
ization and the incidence of abortion stratified by age, re:idence,
 
and income.
 

A final and, over the long run, potentially more
 
serious impact of the trend toward an increasing proportion of births
 
to teenagers is its effect on population growth - i.e., decreasing

the median age for childbearing: if everything else is equal, women
 
who start bearing children earlier will bear more children during

their lifetime, contributing to an increase in the birth rate. 
 The
 
result will be to offset a large share of the fertility decrease at
 
other ages, eventually dissipating the hard-won progress in reducing
 
the birth rate in Panama over the last decade.
 

* 
Of live births to women 12-19, only 2.5% occurred to women under 15
 
in 1976, thelast year for which data are available. For the purpose
 
of this paper, female teenagers are defined to mean women between
 
15 and 19 years of age.
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3. Limited GOP Capability to Provide Family Planning Services 

(a) Insufficient Coverage
 

Despite progress during the last decade in intro­
ducing family planning to Panama and in extending service coverage
 
to an estimated 47% of fertile-age women in Panama, many more would
 
like to be practicing contraception. The most striking evidence 
for this conclusion comes from the 1976 National Fertility Survey*

which showed that among women 20-49 years of age, and either married
 
or in a union, 63% did not want any more children, and 33% declared
 
that their last pregnancy had been unplanned. There is also some
 
preliminary and disturbing evidence to suggest that there is a de­
clining rate of new acceptors particularly in formally sponsored

fpmily programs. Any decline is indeed cause for alarm since it 
would be occurring at the same time the number of women in fertile
 
age is increasing dramatically.
 

While most women in Panama, at least in urban areas
 
and the more accessible rural areas, now know that family planning
 
exists** - they havc heard the term "family planning" as well as the
 
names of some contraceptive techniques - they are uncertain about
 
family planning, lack knowledge of what it really means, and have
 
only limited understanding of how a few contraceptive techniques are
 
used and how they actually work.
 

Use of contraception varies greatly depending on a
 
woman's level of education and place of residence. Predictably,
 
contraceptive use is highest among women who have completed secondary
 
school and among women in urban areas. Highest fertility is found
 
among wives of campesinos and landless agricultural laborers. Women
 
with less than four years of education on the average have six child­
ren; women with at least some secondary school, those who can aspire
 
to alternative roles to early marriages and.motherhood, average three
 
children.
 

Despite the fact that a much lower proportion of
 
rural women use family planning than do urban women, there is sup­
port for the thesis that rural women, if provided with adequate
 
access to family planning services, would practice contraception
 
far more widely than they do today. For example, a projection of
 

* The National Fertility Survey, part of the World Fertility Survey
 
program, was conducted during the months of December 1975 and March
 
1976 by the Population Studies Office of the Ministry of Health.
 

** The National Fertility Survey shows that an extremely high per­
centage of ever-married or in union women age 20-49 are aware of
 
some methods of contraception (99% in urban areas and 96% in rural
 
areas).
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existing demand identified by the National Fertility Survey showed
 
that of women 20-49 years of age who did not want more children,

almost half lived in rural areas. Demand is also high among urban
 
women. 
A third of those surveyed who did not want additional child­
ren lived in the metropolitan Panama City area; other evidence sup­
ports this high demand among low-income urban women.*
 

In 1979, it is estimated that women of fertile age

number approximately 437,000.** 
Given an estimated contraceptive

prevalence rate among all women of close to 40%, there are approxi­
mately 262,000 who are not covered. Demographic trends assure that
 
the number of unprotected women will continue to increase unless
 
progress is made in extending coverage.
 

Other population sub-groups who have been almost

entirely neglected by family planning programs are men and adoles­
cents. Virtually no organized attempts have been made to extend
 
coverage to the male population with the exception of the National
 
Guard (Panama's combined police and military organization which has an
 
estimated 8,500 members) which sponsors an active vasectomy program.

The same is true for adolescents who have no formal access to reli­
able sex education and family planning information and services. The
 
public school curriculum is devoid of information on sexual develop­
ment and human reproduction and how to deal with them, and the Govern­
ment MCH program is designed to attract young women (and only women)

to family planning services during the course of or immediately
 
following pregnancy.
 

(b) Ineffeetive Coverage
 

Family planning services in Panama are provided by

the Government through the integrated Ministry of Health/Social

Security Agency system.*** They are offered in the context of an
 

* Annex VIII-B for data on demand among young, low-income females in 
the heavily populated urban district of San Miguelito. 

** Op.cit., Fox and Huguet, page 197. 

* Source of Services % of Contracepting Population Served
 

Ministry of Health/Social
 
Security Agency 70.2
 

APLAFA (IPPF Affiliate) 1.1
 
Private M.D. 
 11.3 
Pharmacy 
 15.4
 
Other 
 1.6 

Total: 99.6 (Discrepancy caused
 
by rounding.)
 

Source: National Fertility Survey, Panama, 1977. (cont. next page,..)
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integrated Maternal & Child Health Care program which addresses

family planning as an element of health care. 
The MOH has also
determined that no other institution (private physicians and pharma­
cies are exempted) may provide surgical or medical contraceptives,

although in practice the prohibition is somewhat relaxed (see foot­note on APLAFA, page 11 ). Family planning, furthermore, is presently
offered only by health sector institutions, be they public or private.
Thus, the current family planning delivery system in Panama is ham­pered by sectorial limitations in addition to program, policy, and

institutional deficiencies.
 

Analysis of the terminating AID population project,
evaluations of the AID loan for Rural Health Delivery Systems, and
analytical work undertaken in support of this Project have pointed
to some key weaknesses in the MOH/CSS system which restrict effec­tive family planning coverage. Most critically in need of improve­
ment are the three following areas:
 

(1) Administration: The effectiveness of the
MOH/CSS family planning program is seriously impairedby poor intra­institutional communications; by an inefficient logistics system;

and by insufficiently trained administrative personnel.
 

Communications are poor between the national
MOH/CSS offices and regional offices - the country is divided into

10 health regions - and between the regional level and health facil­ities located in the region for which it has supervisory responsi­bility. 
One result is that Ministry policy and regulations are not
uniformly applied, including in the area of family planning. 

. •.Integration of the MOH and Social Security health systems wasbegun in 1974 and is complete except for the metropolitan area. This means that outside Panama City, the CSS is implementing the Ministryof Health's MCH program including its family planning component, pro­viding services to both asegurados and those not entitled to CSS
benefits. In metropolitan Panama, CSS family planning services have been
provided only for therapeutic reasons. 
 In 1980, however, the CSS
will offer the MOH family planning program to its urban clientele.
Full integration of the public health systems in Panama City is e.x­pected to begin during 1979 and 1980. Much remains to be done toachieve full integration country-wide, however, 
AID is playing a
major role in accomplishing this through Loan 525-U-045, Rural Health
Delivery Systems, which provides $400,000 to help effect unified
 
systems for accounting, budgeting, inventory control, personnel admin­istration, data gathering and maintenance at the provincial level. The
systems will be designed to permit replication on easy adaptation at
the national (Panama City) level once integration is effected. With
assistance from PAHO, a systems integration (and upgrading) plan has
been developed for implementation over the next 18 months. 
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Lack of transportation is a major cause of the
low level of intra-institutional interaction, and contributes also
to the generally inadequate logistics system. 
Lack of vehicles re­sults in supervisors who can't visit facilities, doctors who can't
spend sufficient time at outlying health posts, and family planning
commodities and equipment which aren't delivered on time or in the
quantities needed. Stories abound of women who have become dis­couraged about family planning (and even pregnant) because a critical
element was missing: medical personnel to insert IUDs or to perform
tubal ligations, or an adequate supply of pills or condoms.* Inade­quate storage and record-keeping are other problems which contribute
to the substandard logistics system. 
Another is the existence of
duplicate MOH and CSS distribution systems for clinical equipment
and supplies. 
Because family planning up to the present has been a
ministry program rather than an integrated MOH/CSS effort, the MOH
has borne sole responsibility for distributing contraceptives and
information and promotional meterial on family planning; too often,
as a result, these commodities have failed to even reach CSS facili­ties and, because of inefficiencies in the Ministry's logistics sys­tem, they frequently have failed to arrive promptly or in sufficient
quantities at its own facilities.
 

(2) MOH/Client Relationship:
 

Many personnel charged with family planning
functions have been shown to be inadequately trained in human repro­duction and the use of family planning; they lack preparation in
communicating information to 
the client and are ill prepared to deal
sensitively with potential program acceptors. 
 This includes personnel
whoseresponsibility it is to provide contraception to men and women
and yet who often have no understanding of the way that specific
methods work, nor of the indications for prescribing a particular
method. 
 Use of complex terms may not mask ignorance, but certainly
confuse the poorly educated listener. For many, a trip 
to a health
facility to learn about family planning represents a considerable
psychological and, sometimes, physical effort. 
 Full of fears and
concerns about contraception, the woman is frequently presented with
a coldly clinical description of contraceptive devices and how to
use them. Over-extended health personnel may have neither the time
nor the orientation to discuss general and individualized benefits
of child spacing and smaller families 
or to engage in an encouraging
give-and-take discussion with the interested but still uncertain and
often ignorant inquirer.
 

* 
Another problem associated with pill usage is the frequent MOH
practice of providing women with only one month's cycle per visit.
This means they must return each month, often travelling long and
difficult distances. 
Many can't or don't make the trip regularly;
and the result all too often is another unplanned child.
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The problem,
preparation. 

at base, is really one of inadequateAlthough training in family planning has been a part
of the MO's program since its inception, the majority of health
personnel are still not provided with sufficient, specific training
in family planning and adequate clinical experience in contraceptive

use and application. 
For those with training, refresher courses may

be years away.
 

The reasons for inadequate training are several.
First, efforts have been concentrated on nurses and physicians. Medi­cal school curticulm in family planning for physicians has been highly
theoretical rather than clinical and practical; the family planning
modules in nursing and paramedic curricula are inadequate for the work
these individuals are later expected to perform in the field. 
 Another
problem is that about half of Panama's physicians are trained abroad
in medical schools which do not include family planning instruction
in their courses of study. Additionally, some staff who could play
an influential role in attracting or maintaining acceptors (e.g.,
receptionists who often chat with women for hours in health facility
waiting rooms) receive no training in family planning.whatsoever.
Finally, Ministry financial resources have always been too limited to
carry out the kind of training needed to prepare all health sector
personnel in human reproduction, family planning and contraception,

demography and communications techniques.
 

(3) The Clinic-only Approach:
 

As earlier noted, the Ministry's MCH program,through which it provides family planning services, is oriented to­ward young women who are either pregnant or new mothers. It may also
reach those who visit health facilities on other health matters. Ex­tension of family planning services, in other words, is restricted
to 
those who seek out a health clinic in the first place, for what­ever reason. 
 The MOH has not yet made strong efforts to extend
family planning information directly to people through effective
public contact, despite evidence showing that such contact between
health personnel and the community can greatly stimulate demand for

family planning services.
 

Without question, the clinic-only approach
restricts coverage of adolescents who are unlikely to seek family
planning assistance at a health facility. 
It is they who are most
in need of reasoned guidance in family planning, linking it with
education, employment, family welfare, emotional stability, nutrition 
-and not simply with physical health. The clinic-only approach also
restricts coverage of men. 
They are not effectively reached througha health facility unless they are visiting a clinic on some other me­dical problem and take the initiative to ask for condoms, are pre­scribed condoms in the event of venerealdisease, or they have made adefinite appointment to discuss or undergo a vasectomy. 



- 10 -

B. DETAIED PROJECT DESCRIPTION
 

1. Project Goal, Purpose, and Strategy
 

The goal of the 
Project is to contribute to a further
reduction in Panama's birth rate which will strengthen efforts to
improve the quality of life of lower-income Panamanians. Specifi­cally, the Project will contribute to a reduction in the crude birth
rate (CBR) to 25 per thousand over a period of five years. 
Reduction
of the birth rate is consistent with both GOP and AID development
priorities as discussed in Section D of this chapter. 
A reduction
in the CER to 25/1000 should assist Panama to reduce its population
growth rate to 2% per annum by the year 2000 or sooner.
 

The purpose of the Project is to expand delivery of family
planning information and services to a higher proportion of the
fertile age group. 
The Project will extend outreach to a greater
number of fertile age women in rural areas and low-income sections
of metropolitan Panama and to two new target groups, adolescents

and men, both on a countrywide basis. 
By the end of the Project,
coverage should have been extended from 40% to 71% of fertile age
women including the below 20 age group. 
 In addition to attracting
new acceptors, the Project will also assist institutions with ongoing
family planning programs to maintain current users and re-attract
those who have discontinued use of contraception except for the
 
most traditional methods.
 

The strategy of the Project is two-fold: First, the Project
will continue to support the GOP's integrated approach to 
the deliv­ery of family planning services, building on the successes of the
terminating 12-year Health and Population grant project, and join
with UNFPA (United Nations Fund for Population Activities) in a
complementary program to improve and expand family planning coverage.
UNFPA will support the Maternal and Child Health program of the MOH,*
including some family planning. 
AID, for its part, will concentrate
wholly on the improvement and expansion of (a) family planning services,
including sterilization, and (b) family planning information, education

and communication (I, E and C) activities.
 

Second, the Project will encourage new avenues of outreach
by assisting non-health sector inbtitutions to extend family planning
through sex education and family planning information and education
 

* Unless otherwise indicated, "Ministry of Health" is understood
 
to mean the integrated MOH/CSS public health system subject to the

limitations described in the footnote on page 7.
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activities. 
Through these new initiatives, the Project will help
to raise the awareness and increase the use of family planning
services by women (including the below 20 age group) and men here­tofore unreached by family planning activities.
 

Because the Ministry of Health, as stated earlier, reserves
to itself the right to distribute contraceptives except for those
sold commercially, expansion of services under the Project will be
limited to those offered by the MOH/CSS integrated public health

system.*
 

2. Project Activities:
 

Project activities cluster around three principal objectives 
-

(1) extension of contraceptive coverage;
(2) expansion of I E and C outreach; and
(3) introduction and institutionalization of sex education.
 
In the following pages, the paper describes the activities
to be undertaken by the Project in support of these objectives.
 

(a) Ministry of Health/CSS Program (AID grant contribution:
 
$2,455,600).
 

Under this program, AID will join with UNFPA in a
complementary program to improve and expand family planning cover­
age.
 

Through a $2.4 million grant over four years (1979-82),
UNFPA will support the MOH's Maternal and Child Health Program,
including family planning. 
It will provide funding for improved
MCH training and supervision; clinical equipment for obstetrical
and gynecological care (including high risk pregnancy and cancer
detection programs), and for pediatrics; and improved logistics.
 

AID, on the other hand, will focus exclusively on the
family planning component of the MOH's integrated program.
the Project, it will provide funds to improve the 
Through 

age of quality and cover­family planning services; improve and expand E andI C activ­ities; train medical and para-medical personnel in family planning;and provide limited support for improvements in supervision and
 

* APLAFA will continue to provide contraceptives at its urban
San Miguelito clinic throughout the Project period. 
Contraceptiv,
commodities are furnished to APLAFA by the International Planned
Parenthood Foundation. 
APLAFA furnishes contraceptives with the
reluctant acquiescence of the MOH, and technically only for training
and demonstration purposes.
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logistics. 
 Each of these is discussed below.
 

- Family Planning Services 

The MOH/CSS provides contraceptive coverage to 70% of

all active users and is the sole source of contraceptive services
 
in the public sector. Its service delivery capability is key to

the success of the Project. Service quality must be improved and
 
volume of contraceptive availability increased to meet both present

and future demand for services. The latter is expected to expand
greatly as a result of outreach activities of the MOH and APLAFA
 
and the new national sex education program.
 

UNFPA and AID will both contribute contraceptives and
supporting clinical equipment. The AID contraceptive requirements
have been determined in the light of UNFPA's planned donation and 
will increase after 1982 when the UNFPA project terminates.* (For

details, see commodity tables, Annex X.)
 

Apart from providing centrally procured condoms and
oral contraceptives, AID will help introduce through the Project
what will be for Panama a series of contraceptive innovations.
 
These include simpler sterilization procedures; methods appropriate

for adolescents and the intermittently sexually active (egg., foams,

jellies, neosampoon); and a new and large-scale effort in male

contraception which includes condom distribution and vasectomies.
 
Their inclusion in the Project reflects the MOH/CSS desire to make

appropriate contraceptive technology available to a greater propor­
tion of the target group.
 

Simpler sterilization procedures include the lapa­
roscopy and mini-lap techniques which are quicker and less expensive
than the more common tubal ligation procedure. A large back­
log of voluntary sterilization requests makes these alternatives

attractive. At present there are approximately 20 laparoscopes in

the country. The MOH will continue to send two physicians per year
for training at Johns Hopkins - PIEGO. Each will return with a

laparoscope for his/her institution (a total of 10 additional lapa­
roscopes during the life of the Project). Three extra laparoscopes

will be purchased as temporary replacements for instruments being
serviced at the Laparoscope Repair and Maintenance Center, thereby

avoi.[ng prolonged periods during which laparoscopic sterilization
 
is unavailable in certain locations.
 

The public health sector will also begin to distribute
 
or to make more available, as the case may be, a wider variety of
contraceptive methods - IUDs, diaphragms, spermacides, condoms.
 
These may be far more attractive options to many women whose main
 

* In the event of a follow-on UNFPA maternal/child health project

which includes a contraceptive component, funds now budgeted for
the anticipated post-l9 8 2 shortfall in contraceptives will be 
reprogrammed.
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interest lies in postponing pregnancy - or in spacing pregnancies.
At present the most familiar and available methods in Panama are 
oral contraceptives and female sterilization; however, the pill

has negative connotations for many women and sterilization is, of 
course, appropriate only for women who definitely desire no more
 
children.
 

Alternative methods are especially desirable in the
 
case of adolescents, particularly for those who, though not yet
 
having entered a stable relationship, will nonetheless want protec­
tion for infrequent sexual contacts. With the exception of the IUD,
 
moreover, these methods can be readily distributed without medical
 
supervision, making contraception more accessible to this group.
 
Health personnel will be instructed in the use and prescription of
 
these methods as part of the training in family planning they will 
receive under the Project, and promotion and explanation of these
 
methods directed toward the target group will be effected through
 
the Project's I E and C component.
 

Utilization of contraception by men has been largely

ignored by the Ministry of Health up to this time. The MOH program,

designed primarily to serve women in the context of integrated
 
Maternal and Child Health services, acted as a constraint. Now,
 
however, the Ministry is interested in making it easier for men to
 
procure condoms in health facilities without the need to see medical
 
personnel. Condom displays will be installed in all health facili­
ties consisting of a simple cardboard wall arrangement of the type

used in the "Condor" campaign; they willbe kept fully stocked with 
condoms available to men (and women) without the need for medical
 
consultation. A trial program of stocking government offices with
 
similar condom displays will be pilot tested. The MOH will be
 
responsible for distributing condoms to all health facilities and
 
government offices. The strategy of making condoms widely available
 
at no cost offers a simple, effective,low-cost means of preventing

unwanted pregnancy. (The FY 80 cost to AID for condoms is less than
 
41 apiece.)
 

Major constraints to increasing reliance on male
 
sterilization are public ignorance and cultural shibboleths about
 
the simple procedure and the lack of sufficient operating facili­
ties and equipment: vasectomies are not assigned high priority

in the over-subscribed waiting lists of operating facilities.
 
APLAFA will provide IPPF funds to the MOH during the Project to
 
convert six hospital rooms into operating rooms, and AID grant

funds will finance medical equipment needed to perform vasectomies.
 
Vasectomy kits will be provided to public hospitals throughout

Panama. The Project will also provide funds to establish a vasectomy
 
center at Santo Tom~s hospital in Panama City by furnishing an 
operating room with the medical equipment needed to perform vasec­
tomies. The center will perform an estimated 12 vasectomies per
day and will offer diagnosis and counseling services in male 
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infertility and may serve as a pilot for the expansion of similar 
programs in male contraception to other locations. 
At present,

vasectomies are performed exclusively by urologists (there are
 
about 17 practicing in Panama, 11 of whom are located in the 
metropolitan area), usually in private clinics. 
Under the

Project, urologists who will perform vasectomies in public

hospitals will be sent 
to the U.S. at the rate of two per year

for refresher training in vasectomies, male infertility and new

developments in urology. 
The Project will also fund special I E

and C activities designed for the male audience to help overcome
 
ignorance and address psychological and other concerns about male
 
sterilization.
 

In support of all MOH/CSS contraceptive services, the
Project will provide a limited amount of clinical equipment, all

of which is directly related to family planning. Some of the

equipment will be used in the delivery of contraception - e.g.,

ITJD insertion kits, laparoscopy, mini-lap, laparotomy, vasectomy

and tubal ligation kits. Limited quantities of equipment needed
 
for PAP smears and gynecological examinations, both important

features of the MOH family planning program, will also be provided.*

(See Annex IX for list of clinical equipment to be funded by the
 
Project).
 

- Information, Education and Communication Activities
 

As discussed in 
an earlier section, the evidence seems
 
clear that past family planning information and education activities
 
have had limited success in reaching women, particularly rural women

who are most in need of more adequate coverage.** Approaches to

adolescents have been limited to a few sex education pamphlets, and
 

* Clinical equipment needs were determined on the basis of a 1978
 
MOH inventory of clinical equipment requirements at all MOH and
 
MOH/CSS health facilities. 
UNFPA will provide equipment for the

overall MCH program with its emphasis on prenatal care, cancer
 
detection and pediatric care. 
With the exception of contraceptives,

UNFPA will fund only a very small portion of commodities directly

related to family planning.
 

** 
See Polly F. Harrison, Female Reproductive Life: Its Charac­
teristics and Attendant Values in Panama, Panama, December 1978;

and, Ricardo Vernon, Consultant's Report, Chicago, 1978.
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no attempt has been made to attract men to contraception either as
 
users or supporters.
 

In extending outreach, the UNFPA project will also
provide materials and equipment for I E and C activities focussed
principally, however,on improved maternal and child health. The UN
project will assist the MOH in addition in a program to establish
five pilot adolescent centers urbanin areas - Panama (Boca la Caja),Colon, and one town in the provinces of Chiriqui, Veraguas and
Herrera. 
Placed within existing MOH facilities, these centers will
"develop activities aimed at better understanding of the healthproblems of youth, including reproductive health, and to formulate
specific programs for them". 
UNFPA will also provide funds for a
series of regional seminars on adolescent health in 1979 and 1980
and will finance in 1981 a study of the family environment and
employment sources for adolescents. 

Under the AID Project, MOH/CSS will mount a vigorous,
improved information and education campaign with the following
 
features:
 

. Materials will be specially developed to attractrural women with little educational background to adopt family

planning; 

" In all I E and C activities, emphasis will be placedon the details of specific contraceptive methods;
 

" For the first time, materials will be pre-tested toinsure that the messages are clear, persuasive, and appropriate for
 
the audience;
 

" 
Greater emphasis will be given simpler, folder formats,
as recommended by a University of Chicago consultant;*
 

" 
The mass media campaign will be a mixed media effort,
well coordinated and with periodic changes in emphases to maintain

interest and reach different audiences;
 

. Mass media materials will be developed for men; 

* Dr. Donald Bogue of the University's Program in Communication,

Research and Education for Population and Social Development found in
a 1977 evaluation study that I E and C materials produced to that timein Panama under the Health and Population Project had not been suffi­ciently effective because they were too costly (thus, distribution was
limited), they didn't contain enough specific information, and they

lacked the benefit of any pre-testing.
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* The MOH/CSS will increase the coverage of commu­nities with promotional material and informational talks on family

planning; and
 

. Community volunteers will be enlisted to promote
family planning and provide information in their communities. 

I E and C activities will be coordinated by a full­time communications specialist located the MORin Maternal and Child
Health Division. Technical assistance will be provided by the
University of Chicago's Program in Communication, Research and
Education for Population and Social Development.
 

The Project will assist the MOH/CSS to accomplish the

following in its I E and C program:
 

(1) Send health teams to visit schools to show films
and talk on sex education and distribute written materials.
 

(2) Provide family planning charlas at health faci­
lities.
 

(3) Prepare pamphlets on sex education for approximately
250,000 adolescents.
 

(4) Design a special series of pamphlets, folders,posters, billboards and radio spots to publicize the benefits of
male contraception, including vasectomy. 
 Simple folders will explainthe nature of the vasectomy operation and proper use of the condom,
and all promotional information will indicate that services are 
available at local health facilities.
 

(5) Produce pamphlets and folders explaining family
planning; 
these will include a series of simple folders on each of

the following methods: 
 the IUD, oral contraceptives, creams and

foams, female sterilization, the condom, and vasectomy. 
Such publi­
cations will be available at all health installations, and will be
distributed by health teams when giving family planning talks in

health facilities and before community groups.
 

(6) MOR will continue broadcasting radio spots and
 
commentary on family planning on a daily basis. 
A selection of
radio stations has been made to assure comprehensive geographic

coverage; national radio chains as well as 
regional stations will

broadcast information on family planning spots on(including particularmethods), indicating that the local health facility provides these 
services. 

(7) Finally, sets of posters and a limited number of
well-placed billboards will complement radio outreach and written 
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materials. 
Posters will be placed in health facilities as well
as other locations (shops, public offices) in the community.
 

The Ministry of Health currently employs 72 health
educators. 
Among their responsibilities is the presentation of
informative and promotional talks on family planning in healthfacilities and communities. 
These outreach activities, particularly
at the community level, will complement MOH/CSS clinic-based activ­ities in family planning and provide an importantface dialogue on family planning with rural women 	
forum for face-to­
and men, including

adolescents.
 

Health educator activities will be developed and coor­dinated on a regional basis. 
The Project will provide U.S. or third
country training in educational and communications techniques foreight health educators. 
 It will also help finance a jeep, portable
generator, projector, and set of family planning films for each ofthe 10 health regions since community outreach by health educators
has been severely restricted by a lack of transportation and materials,
especially films; 
the mobile generators are being provided for use
in remote communities which have no electricity and which are at
some distance from the nearest facility.
 

To help evaluate and improve the effectiveness of 	the
outreach program, the Project will provide funds to support an annual,
national level meeting of all health educators for this purpose.
 

- Training 

A third major component of the MOH/CSS family plannir.3
program is training, to be carried out in-country except for a
limited amount of specialized short-term training 	abroad. 

The recently approved UNFPA -
Ministry of Health project
also includes support for training in family planning.
UNFPA-funded training will 	 However, mostnot focus exclusively on family planning,but rather treat family planning in the context of a general Maternal-
Child Health program that includes nine other components. A reviewof UNFPA-funded training activities 
(see bulk files for details of
UNFPA project) shows family planning to be a major component of only10 of the 30 courses and seminars proposed for the UNFPA project'u
first year. 
Moreover, UNFPA-funded training will be directed
principally to physicians, nurses, and high-level administrative
personnel. AID-funded training will focus on paramedical and non­health sector personnel (e.g. nurse auxiliaries, health assistants,
malaria and community sanitation outreach workers). The AID Projectproposal for training has been carefully reviewed 	to assure that
there is 
no duplication of effort between the two projects. 
 In some
cases, both projects will offer family planning training to the same
category of personnel. 
Fcr example, approximately 670 nurse auxil­
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iaries will be trained in family planning by the UNFPA project overfour years, and 625 by the AID project during five years. 
 However,
there are over 2,500 nurse auxiliaries in the Republic of Panama,
and the support of both projects is necessary to achieve even

minimum coverage.
 

Under the AID Project, most family planning trainingwill be carried out in-country at the regional level.* 
 The nation­al MCH office in Panama City will help each regional office to pre­pare its training agenda and curriculum, and will organize national
training courses for regional personnel who will assume training
functions in their regions. 
Meetings between central and regional
personnel will be held annually to evaluate prior year trainingactivities and replan for the next year. 

By carrying out most of the training at the regional
level instead of Panamain City as in past years, more coursesbe possible because of the expanded pool 
will 

of teaching personnel andthe savings effected in transportation and per diem. 
Approximately
4,500 MOH e"ployees are expected to receive training in the field
during the life of the Project.
 

Introductory and refresher training will be provided
in the following: 
 family planning (advances in contraception,
techniques, indications and counterindications of various methods
of contraception); communicating information in family planning;
family planning and sex 
education for nurse auxiliaries; and admin­istration of family planning programs for administrative personnel.New training to be initiated under the Project includes practical
training in family planning for all graduate medical students andcommunity nursing students (whose curricula are weak in family
planning); family planning training for outreach workers such asmalaria campaign employees and community volunteers; and basic
training in logistics for MOH/CSS personnel. The Project will
continue support for Women's Health Care Specialists who are
nurses trained to prescribe and provide most methods of contra­

* 
Each of the 10 health region MCH structures has a physician and
a nurse in charge of MCH activities, and a team of obstetricians­gynecologists, nurses, health educators, health assistants, social
workers, nurse auxiliaries, etc., assigned to it and located at
various health facilities 
- hospitals, health centers and sub-centers,
and health posts - throughout the region.
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ception, including 	IUD insertion.* 
 Finally, the Project will
provide funding for human relations traininghealth personnel 	 for all levels ofin order to improve the quality of treatmentpatients receive at MOH/CSS facilities. 
The MOR believes
social soundness research substantiates 	 - and
 
-
family planning 	 that the treatmentclients receive at health facilities is animportant factor in determining the probability of their dropping
out or remaining in the family planning program. 

Short-term training abroad for approximately 85 personswill be provided in the United States and third countries, e.g.,
Mexico, Guatemala, 
in family planning 	

Costa Rica, and Colombia, for training of trainersand sex education; health professionals working in 
communications and 	educational techniques; for physicians in technical
 

adolescent family planning and sex education; for specialists in
 
aspects of family planning including sterilization; and for administrative
personnel in logistics. 
Funds for observation trips in the U.S. or
other countries are also included.
 

- Improvements in 	Logistics and Supervision
 

One of the acknowledged weak spots in the Ministry of
Health's family planning program hasmanagement. been its supervision and logisticsBoth the UNFPA and AID projects will contribute toimproving the administration of the MOH'sprograms. 	 HCH and family planningUNFPA will provide 	 some technicalthe logistics system. 	 assistance improvetoIt will also finance vehicles for most of the
health regions and the central office to be used for supervision
purposes, as well as salaries for extra hours worked by supervisors.
It will also fund the costs of regular meetings of the MCH program
supervisors. 

The AID Project will financein the remaining health regions, and 
three jeeps for supervisiona lO-ton trucktransportation for 	distributing family planning equipment and contra­

to provide reliable
 
ceptive supplies throughout the Republic. 
 The Project will also financea series of courses in logistics management for MOH/CSS pecsonnel
responsible for this aspect of the family planning program.
 

Generalized improvements in the logistic system of both
health agencies will also result from the administrative reform efforts
being financed under AID's 
(See footnote page 

loan 045, Rural Health Delivery Systems.7 ). Streamlined and unified ordering, inventory
control, storage, and distribution systems should do much to improve
 

* Womeu's Health Care Specialists have been trained urder the terminating
AID project in intensive, three-monthAzuero Community Nursing School. 
Post Basic Courses given at the 

almost 	 The course prepares nurses to providethe full range of family planning 	 servicesMCH/FP context 	 in an integratedin marginal areasApproximately 40 	
with scarce medical personnel.such Health Care Specialists have been trained to date. 
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the current logistical nightmare which plagues the national public
health system, including its family planning program.
 

- Evaluation and Studies 

Because reliable data will be critical in evaluatingProject progress, particularly at the purpose and goal level, the
Project will help 
fund a number of studies. These studies willgenerate data on contraceptive prevalence, user continuation rates,
male attitudes towards family planning and male contraception, and
adolescent attitudes towards sex and family planning. 
In each case,
research will be conducted early on in Project implementation (to
gather baseline data) and again two to three years later. 
This will
provide AID and the GOP with useful data for measuring changes inattitudes and practices concerning sex and family planning which
occur during the life of the Project. Findings from the studieswill also provide the Ministry of Health and other institutions with
a more reliable and timely data base for use in programming and
budgeting future family planning and sex education activities.
 

AID, through this grant or central funding, will finance
technical assistance in the design, preparation, execution and analysis
of the studies which are to be coordinated through the Office of
Population Studies in the Ministry of Health. 
Personnel from the
Bureau for Statistics and Census in the Controller General's office
will also participate. For further details on the four major studies
and the evaluations planned under the Project, see Section V.,

Evaluation Arrangements.
 

(b) The APLAFA Program (AID Grant Contribution: $96,000)
 

The Asociacion Panamefa para el Planeamiento de la Fami­lia, APLAFA, is the private IPPF affiliate which has been providing
family planning information and services in Panama since 1966. 
 Because
of the Ministry of Health's proscription against non-MOR delivery of
services, APLAFA exercises caution in its service delivery program.According to the terms of its agreement with the MOH, APLAFA shouldonly provide clinical services for training and demonstra ion purposes.
In practice, however, APLAFA provides all methods at its tamily planning
clinic in the low-income urban district of San Miguelito 
to those who
visit the clinic seeking services. 
Active users ser",od by the clinic
currently number about 300.
 

Despite its limited service coverage at the present time,
APLAFA is highly regarded in Panama as 
a leader in the population
and family planning field, and its assistance is sought with frequency
by a large and varied number of organizations and informal groups.
 

Over the next few years, APLAFA will concentrate its
efforts in the following activities: (1) establishment of 
a multi­service center for adolescents in San Miguelito, which will serve asa base of operations for information and education activities foradolescents, their families and educators; (2)promotion and coordination
of family planning and sex education activities for other private andpublic sector organizations, and (3) establishment of a condom vending
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machine project. 
While other donors will finance the major portion of
the first activity, i.e. construction, equipping and staffing of
the adolescent center, the Project will provide financing for a
series of sex education seminars to be conducted by the new center.
The Project will directly assist the second activity, with special
attention to extending outreach in the private sector; and AID centralfunds will contribute to the third activity. 

- Family Planning and Sex Education for Adolescents 

APLAFA's most ambitious undertaking during the nextfew years will be the creation of a multi-service Adolescent Center
adjacent to APLAFA's clinic in San Migueiito. The Center, planned as
a pilot project, has been designed in light of experience with otheradolescent centers (The Door in New York and CORA in Mexico City)*r41d the results of an adolescent survey conducted in San Miguelito
by APLAFA in 1978 (Annex VIII-B). A series of meetings with communityleaders has enlisted grass roots support for the Center and, in a
follow-on to the first seminar sponsored by APLAFA and CRESALC** in
December 1978 "Sexon Education and Adolescence",
Panamanian Committee on Sex Education, COPES. 

APLAFA formed the
 
It is composed of
social scientists and other professionals from MOH/CSS, MOE, Ministry
of Labor, National Guard, Tribunal Tutelar de Menores, I.P.H.E.,
and the San Miguelito parish. 
COPES collaborates in andsupports sex
education programs sponsored by APLAFA at the 
ational level.
 

Facilities for the Adolescent Center will include a
portion of APLAFA's current installation as well as a new structure
on the same lot; construction and equipment will be financed by othersources, including private Panamanian donations. The Center willoffer counselling for social, educational and psychological problems;legal advice; career counselling; recreational and cultural activities;
library facilities; and educational programs amongst which will be a
comprehensive sex education and family planning program. It is thislast activity - sex education and family planning 
- which AID will

help finance under the Project. 

The Adolescent Center will form a separate departmentwithin APLAFA. Each of its three main sections will be headed by acoordinator who will be assisted by a cadre of adolescent "promoters"
whose participation in turn will be directed by two promoter coordinators.
A technical advisory group and interdisciplinary team of social and
medical science professionals will provide technical assistance to theCenter. 
 Fund raising will be the responsibility of an Adolescent
Center Foundation. 
Because the new Center will attempt to beresponsive as aspossible in meeting adolescent needs, many of the
 

* APLAFA's director and the recently designated chief of the Adolescent
Center visited the two centers in 1978 courtesy of IPPF. 

** 
The Regional Committee on Sex Education for Latin America and the
Caribbean is based in Costa Rica and provides technical and financialsupport for sex education activities in Latin America.
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details of its operations will be developed with the participation of

its young clients.
 

Through the Project, AID will assist in financing a
continuing series of courses and seminars in family planning and sex
education to be conducted by the Adolescent Center for adolescents
and their parents and teachers. 
Courses will be tagged beginner
through advanced in order to tailor content to the student. Overthe life of the Project, an estimated 225 seminars will be held,approximately 45 adolescents in each. with 
Some 22 seminars for parents
and 24 for school teachers will complement the adolescent educational
program. 
AID will help fund course instructors and didactic materials,
including printed information to be distributed to course participants.
 

- Private Sector Outreach
 

APLAFA currently provides speakers or arranges programs
on family planning at the request of public and private organizations.
Through the Project, it will be assisted to take a more active role
in promoting and assisting family planning activities for private
organizations. 
Some groups which have already indicated a strong
interest in a family planning-sex education program include the
Confederation of Workers of the Republic of Panama, or CTRP (the
AUFLD supported labor union confederation which has an estimated
30,000 members), and the Federation of Savings and Loan Cooperatives
of Panama, FEDPA, with approximately 22,000 members.
 

The Project will contribute (a) seed money for es­tablishing a seminar format for private businesses which will pay
APLAFA a fee for its services, thereby helping make this activity
revenue-generating rather than a constant draw down on APLAFA re­sources; and (b) funds for APLAFA to 
use in developing sex educa­tion and family planning presentations for private groups and serv­ice organizations. 
APLAFA will be responsible for promoting,
arranging, and partially funding programs for these groups.
 

APLAFA will continue to assist public sector organiza­tions as needed; recently, for instance, it participated in a two­week sex education seminar organized by the Ministry of Labor and
Social Welfare for adolescent residents of a Panama City suburb,
and it is
now working on similar training for approximately 800
Panama City municipal employees at the request of the mayor's office.
However, the increasing participation of State agencies in family
planning will lift some of the burden from APLAFA in the public
sector and enable it to take the initiative in extending family
planning information (and possibly services) to members of private
professional, business, and service organizations.
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- Condom Vending Pilot Program 

Although not included under APLAFA'sthe grant, condom
vending machine program bears mentioning because it is indicative of 
the kinds of activities APLAFA is interested in supporting and
 
because financial assistance for the program is being provided
1hrough an AID/W centrally funded and administered commercial/retail
sales project. Beginning in 1978, APLAFA has provided a limited 
number of condom vendiug machines on a pilot basis (e.g., to the 
Panama City fire department) and expects to expand the program

later this year in cooperation with the National Guard. Further
 
expansion, if supported by experience with the first series of
 
machines, will be programmed early in 1980.
 

(c) National Program of Sex Education
 

- The Program
 

A National Commission on Sex Education was established
 
informally in Panama in March 1979 and is comprised of the Ministries
 
of Education, Health/CSS,* Labor and Welfare, the Tribunal Tutelar
 
de Menores, and the Panamanian Institute for Special Education,
 
I.P.H.E. The Commission's principal objective is to establish a 
National Program of Sex Education with financing from AID, UNFPA
 
and, if needed, other sources such as the Norwegians and Canadians. 
The Commission has established a series of working objectives (see

bulk files) and has requested the short-time assistance of a PAHO
 
consultant to complete ihe design of an inter-ministerial, national
 
sex education program to be institutionalized over the next five
 
years. 

In preparation for its introduction, the National
 
Commission sponsored a two-day seminar May 23-24, 1979, to which AID 
and CRESALC were invited to discuss, inter alia, objectives of sex
 
education, sex education in Latin America and Panama, appropriate
 
types of educational methodology, and the National Program.
 

The Commission plans to undertake a three-phase program

to (1) train multidisciplinary teams from the five member institu­
tions to be effective sex education trainers;** (2) employ these 
teams to train over 3,300 professional employees of the social
 
welfare ministries mentioned above; and (3) use the 3,300 
as sex
 
education multipliers within their home institutions. In the case
 

* The Social Security Agency is considered a separate member for 
purposes of the Metropolitan Corridor only. 

** Thirty-six from MOE will be trained; 23 from MOH (plus seven from
 
CSS/Panama City); 12 from I.P.H.E.; nine from the Ministry of Labor;

and three from the Tutelar de Menores, or a total of 90 sex education
 
trainers.
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of the Ministry of Education, some of the corps of newly trained
 
teachers will be engaged to train an additional 2,790 teachers.
 
AID, through the Project, will help finance the first two stages
 
and UNFPA the last phase.
 

Sex education is known to have the strong support of
 
Panamals current President. As Minister of Education, he stated:
 

"Sex (in Panama) is still considered a type of taboo, 
and the word 'sexual' seems to create a distance 
between people and needed information. The word 
sex is still very much associated with sin, and I 
believe the problem has to be attacked in a very 
scientific and also psychological manner ...We 
consider that Family Sex Education should be a course 
of study just as mathematics, geometry, science, 
grammar .... " He added that while 'there is great 
ignorance on the part of students, there is also 
great ignorance on the part of their parents. There­
fore, if we are to instruct the children, we will 
also have to provide courses for their parents."* 

To launch the National Program of Sex Education,
 
approximately 90 people will be trained in late 1979 in intensive,
 
one-month courses (30 in each course) covering all aspects of
 
human sexuality and recommended teaching methodology. Once
 
trained, these interdisciplinary teams will then commence with
 
the task of training 3,300 professionals selected by the participa­
ting ministries who will serve as sex education multipliers.
 
Among these will be some 2,000 school teachers whose training and
 
function are discussed below.
 

- Ministry of Education (AID grant contribution: $455,000) 

The MOE will contribute 36 persons to the core sex
 
education group. It will then select approximately 2,000 of its
 
public school teachers for phase two training and another 2,000
 
teachers for phase three training which will start in 1981. By
 
1984, 4,000 or 15% of the estimated 27,000 teachers in the country
 
will have received formal classroom and practical training in sex
 
education.
 

The first group of 2,000 will be trained in month-long 
courses each with an average of 20 students. Courses will be held 
over the period 1980-84 per the schedule shown on page 61 and will 

* Informal translation of an interview reprinted in Conciencia, the
 
newsletter published monthly by APLAFA (Issue No. 83, August 1978).
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normally be arranged to coincide with the January-March vacationperiod. 
Courses will provide training in biology (anatomy,
physiology, human reproduction, venereal diseases); psychology
(psychosexual development, sexual orientation, abortion); socialdevelopment (family life, family planning, responsible parenthood,contraceptive methods); pedagogy (methodology and techniques in
sex education for groups), 
use of teaching materials and human
resources in human development and sex education); and, sex education­in the context of the child, adolescent, couple, adult, and parent. 

For the first two years 1980-81, training will take
place in Panama City where the 90-member teaching corps is located;
this will allow the training to be well organized and wrinkle-free
by 1982 when provincial teaching teams will begin regional sex
education training in the interior of Panama except for the more
remote areas such as Bocas del Toro, San Blas, and the Darien for
which training will continue to be carried out in Panama City.
 

Once trained, the teachers will have responsibility
for providing sex education information to student groups, incor­porating sex education materials into the school curriculum,j*
and working at the community level with parents and other members

of the community in sex education.
 

AID will provide funds for MOE and all other mimbez
of the core teaching teams, and will finance transportation and
per diem costs for the 2,000 teachers to be trained in sex education.
It will also help finance audiovisual and other material to be used
in sex education courses.
 

- Panamanian Institute for Special Education (I.P.H.E.)
(AID grant contribution: $93,4Q0) 

Through the Project, sex education, including training
in family planning and family life, will be provided to 227 I.P.H.E.
teachers and counselors for icorporation into I.P.H.E. programs.
 

I.P.H.E. is a semi-governmental welfare agency which
operates centers for handicapped children up to the age of 17 and
schools for their parents, and a network of community based day
care/pre-school centers which also offer non-formal education for
 

* 
Although a formal decision is still to be made, the Commission is
considering the introduction of sex education during the last year
or two of primary school and offering it in the ciclo b~sico, Panama's
recently established, vocationally oriented schools which run through
the ninth grade, and in traditional secondary schools.
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parents and other family members. These centers are known as Child
and Family Orientation Centers, or COTFs. 
Currently there are

12 schools throughout the country for the handicapped and 135 COIFs,
99 of which are located in rural areas, 31 in marginal urban

communities, and four in impoverished Indian communities, all areas 
with high birth rates.
 

The sex education training course will be developed

by the National Commission on Sex Education which will also provide

the teaching teams to train I.P.H.E. personnel and design and produce

teaching materials for the month-long course. Courses will be phased

over the life of the Project and will commence with personnel from
the metropolitan Panama City area. 
Course material will cover

biology and sexual development, nutrition, community outreach (includinga week of field work), and family planning. Participants will be
evaluated on each of the modules and there will also be a final 
course evaluation.
 

In addition to funding transportation and per diemfor I.P.H.E. teachers and counselors who will receive training in
 
sex education and family planning, the Project will finance audio­
visual equipment and printed materials to be used by I.P.H.E.
 
personnel for educating parents and other family members, including

adolescents, reached through their programs for handicapped children

and pre-school children. The Project will also finance technical
assistance during the last year of the Project to help evaluate the
effectiveness of family planning/sex education outreach through IPHE.
 

To summarize Project activities, they include a
continued large-scale program with the Ministry of Health/CSS focussed
 
on family planning services; I E & C activities; improved training of

health sector personnel; strengthened logistics and supervision; and
 more timely and reliable family planning data. 
 They include assistance
 
to APLAFA in sex education and family planning for adolescents and, on asmaller scale, their parents and teachers; and in extending family
planning and sex education to private sector groups, including
businesses, cooperatives, labor unions, and community and service
institutions. And finally, they include assistance to the Ministry of
Education and the Panamanian Institute for Special Education in a major
 
new national program of sex education.
 

In the aggregate, these activities will accomplish the
following objectives, first listed on page 11 : (1) extension of

contraceptive coverage; (2) expansion of I E and C outreach; and
 
(3) introduction and institutionalization of sex education. 
They
will reach the groups - rural women, low-income urban women,

adolescents and men ­ which are most in need of additional coverage

if the Project goal of a lowered birth rate is to be achieved.
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3. End-of-Project Status, Major Outputs 

The Project purpose - expansion of family planning informa­
tion and services to a higher proportion of the fertile age group ­
will have been achieved if by the end of five years (a) there is 
an increase in the number of fertile age women, rural and urban, 
who are active use,:s; (b) male adoption of contraception - through
 
condom use or vasr.ctomies - has risen; (c) increased numbers of 
adolescents have an understanding of human sexuality and the 
reproductive process, and know what options are available to 
delay conception and how to exercise those options; (d) user 
continuation rates have improved because of a decline in drop-out 
rates; and Ce) there is an increase in public and private sector 
support for population/family planning activities. 

Major Project outputs will be: 

(1) Family planning services provided in a dependable, 
humane and understanding manner at all MOH/CSS health facilities. 

(2) Sex education introduced in the public schools.
 

(3) Family planning information and services are system­
atically available to adolescents.
 

(4) Active public and private sector programs to attract
 

males to family planning established and operating.
 

(5) Increase in community-based family planning outreach.
 

(6) Increased number of health and non-health sector per­
sonnel receiving training in sex education, family planning and 
demography. 

(7) Improved data base for population/family planning,
 
including capability to update information. 

4. Inputs 

The total Project cost is estimated at $8,077,000 of which
 
AID will provide $3,100,000 (38%) through a development Grant; of
 
this amount, 27% will be used to finance centrally procured
 
commodities. The GOP contribution, largely in salaries, is
 
estimated at $4,951,600. An additional counterpart contribution
 
estimated at $25,000 will be provided by APLAFA.
 

The major portion - 79% - of the AID Grant is programmed 
for the Ministry of Health. The Ministry of Education will 
receive 15% of Grants funds and IPHE and APLAFA each 3%. Very 
clearly, the focus of the AID family planning program in Panama 
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remains with the Ministry of Health/CSS. 

Major Project inputs include contraceptives, equipment

(sterilization, family planning clinical, 
 audio visual, and mobilegenerators), vehicles, and family planning personnel; and information,
education and communication inputs such as printed materials or radio 
contracts. 
Other inputs include training, most of it in-country, for

MOH, MOE and I.P.H.E. personnel; a limited amount of technical assistance
for MOE and I.P.H.E.; azd funds for evaluation, four special studies,
and other supportive research. A sua-ry input financial plan appears 
on the following page. 
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(U. S. $000)
 
PROJECT INPUTS 
 AID GOP TOTAL 

(a) 	Ministry of Health
 

Contraceptives 
 917* ­ 917
Equipment** 
 335 ­ 335
 
Vehicles 	 103 10 113
 
Information/Education
 
Materials 
 586 ­ 586
Training 
 248 -

Family Planning Specialists 
248 

and 	Administrators - 3,399 3,399Evaluations and Studies 
 266 150 
 416
 
2,455 3,559 
 6,014
 

(b) 	APLAFA
 

Information/Education

Materials 96 25*** 121
 

Cc) 	 National Program of Sex
 
Education
 

Ministry of Education
 

Training**** 
 403 1,336 1,739
Equipment and Materials 
 42 ­ 42
Technical Assistance 
 10 
 - 10 
455 1,336 1,791 

IPHE
 

Training 
 41 57 
 98
Equipment 
 39 
 - 39Technical Assistance 
 6 ­ 6Evaluation 
 8 
 - 8 
3 7 131 

TOTALS 3,100 4,977 
 8,077
 

* Of this amount, $820,000 is for centrally procured contraceptives.

** 	 Includes sterilization, family planning clinical, and audio
visual equipment and mobile generators.


*** 	 A contribution of $25,000 is estimated from APLAFA which is
 
privately funded.


**** 
 Includes training of trainers in sex education from the Ministries
of Education (36)and Labor and Social Welfare (9), IPHE (12), andthe 	Tutelar de Menores (3). Similar training for 30 MOH/CSSemployees is included in the training line item 	for the Ministry

of Health. 
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C. PROJECT BENEFICIARIES
 

1. Identification of the Target Group
 

The target group for the Project can be divided into four
 
population subgroups: (1) rural women, especially those who live
 
in small isolated communities; (2) low-income urban women, con­
centrated for the most part in the Panama City-Colon Metropolitan

Corridor; (3)adolescents; and, (4)men.
 

These subgroups were selected by the Project's executing

agencies - MOH, APLAFA, MOE and IPHE ­ for one or more of the fol­
lowing reasons: (1) statistics show them to have high fertility

rates; (2) their use of contraception is low; (3) little or no
 
attempt has been made to reach them w'th family planning before
 
now; and (4) some evidence exists to show positive attitudes towards
 
contraception.
 

Rural women, the most important target subgroup, were se­
lected because they, more than any other group, contribute to a

higher birth rate. On the average, they bear almost two more children
 
per woman than urban women. According to the 1976 National Fertility

Survey, contraceptive prevalence is also lower among rural women;afwomen

20 to 49, either married or in a union, at risk of pregnancy, 50%
 
in rural areas were using some method of contraception as compared

with 70% of women in urban areas. However, the prevalence of con­
traceptive use among rural women is probably overestimated since
 
neither Indian subgroups nor remote areas were included in the sample.

In short, a much lower proportion of rural women than urban women
 
practice family planning; at the same time, they account for a far 
higher proportion of babies born in Panama each year.*
 

Low-income urban women were selected as a target subgroup 
because (a) a large proportion of them are rural migrants - still 
rural women in knowledge and attitudes, lacking accurate information 
about their bodies, the reproductive process and family planning;

(b) they are more likely than women in rural areas to be heads of
 
household and, needing to earn a steady income, cannot afford to
 
have and support large numbers of children; and (c)population
 

* This is based on a higher crude birth rate in rural areas than in 
urban areas together with a higher gross reproduction rate which is
 
perhaps a more accurate reflection of rural-urban fertility dif­
ferentials since it controls for age distribution (the urban popu­
lation comprising a greater proportion of women of childbearing age

than the rural population). (a. cit., Fox and Huguet, pp. 180-182.)
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pressure is already severe in the metropolitan area and is projected

to increase at a rapid rate until the end of the century when an
 
estimated 57% (or 1.6 million) of Panama's population will be living

in the Panama City - Colon metropolitan areas. Swelling urban ranks
 
are already diminishing the country's carrying capacity ­ nct enough

jobs for the economically active population and insufficient edu­
cational, health and housing facilities to serve the population in
 
general.
 

Adolescents, those in the 15 to 19 age range*, were included
 
because of evidence showing that they have accounted in recent years

for an increasing percentage of all births in Panama (females 19
 
and under, accounted for 18.21% of total births in 1970, gradually

increasing to 19.14% in 1976) and for at least 20% of all abortions;

the percentage refers to reported abortions 
- those ending in hos­
pitalization ­ and is thought to be considerably underestimated.**
 
It also tends to be the rural young, and particularly the female
 
rural young, ages 15 to 30, who migrate to urban areas; knowing little
 
about reproduction and even less how to prevent it, swept into the
 
more colorful and faster paced tempo of urban life, often without
 
family and friends, they succumb to temptation and, unwillingly, add
 
yet another child to the swollen ranks of the urban poor.
 

The fourth and final subgroup, men, was selected because
 
relying on both sexes for contraception will clearly assure greater
 
coverage. 
Up to now, ver, little has been done to interest men in
 
either condom use or vasectomies - or to encourage their increased
 
support for contraception amongst their wives, girlfriends and daugh­
ters. Contraception among men in Panama is low. 
The 1977 World
 
Fertility Survey showed only 1.9% of women 20 to 49 relying on the
 
condom or male sterilization for contraception. Investment costs
 
in a condom distribution program are low, much lower than for many

contraceptive delivery systems for women; 
 and while the cost of a
 
vestectomy performed by a private physician has been beyond the reach
 

* The 15 to 19 age span is used by the Ministry of Health in Panama
 
for family planning purposes although it otherwise defines adolescence
 
as ages 10-24. The MOH reasons that women 20 to 24 arealready covered
 
by current family planning programs and that providing clinical services
 
to girls 12 to 14 years of age is neither socially nor politically

feasible at this time.
 

** 
Given that abortion is illegal in Panama and findings such as
 
those in Dr. J. Moreno, Estudio del Aborto en el Hospital Santo
 
Tomas de Panama, 1979.
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of most Panamanian males, the MOH/CSS health system with Project
 
assistance will offer low-cost vasectomies throughout the country.*
 

2. Beneficiaries
 

It is expected that the Project will provide an estimated
 
128,000 beneficiaries (new acceptors) with contraceptive services
 
over the life of the Project and reach another 822,000 through

informational and educational activities including sex education.
 
When new acceptors of contraceptive services to be provided by

APLAFA and UNFPA are included, the number of beneficiaries for the
 
period 1979-1984 rises to 203,900. (See Table 1 for breakout of
 
data by subgroups and institution.)
 

3. Project Benefits
 

Anticipated benefits from a successful family planning
 
program which results in progressive reductions in family size as
 
well as in the overall population growth rate are numerous. Major

benefits expected to result from the Project are described below,

beginning with health. Almost all Project benefits,even those prima­
rily social in naturehave economic consequences - for the individual,
 
the family, and the State-although precise economic measurement may
 
be extremely difficult.
 

Five principal health benefits to the target group should
 
occur as a result of the Project: (a)Fewer pregnancies, accompanied

by increased spacing between births, should result in improved health
 
for mothers and children, fewer maternal deaths, and fewer retarded
 
and handicapped children. (b)With increased spacing between
 
pregnancies, low-income mothers will be able to devote a longer span

of time to breast feeding each infant which should have a nutritional
 
impact on the child leading to less sickness. (c) As knowledge and
 
adoption of contraception spreads, there should be a reduction in
 
the number of illegal and unsafe abortions. (d) An increase in condom
 
usage should result in a lower incidence of veneral disease for both
 
men and women.** (e) A key general health benefit to target families
 

* Present cost of a private sector vasectomy is around $150. At 
Santo Tomas and other public hospitals, the cost under the Project
will be only $10, the contribution any patient operated on in a
 
public hospital must make.
 

** Rates for veneral disease are high in both urban and rural Panama.
 
To combat the disease, the Ministry of Health is undertaking an anti-

VD campaign through its epidemiology unit. AID has assisted under the
 
terminating Health and Population Project by publishing a series of
 
pamphlets covering the causes, prevention and cure of venerealdisease.
 



BENEFICIARIES (by Institution) 
 I E and C Contraceptive Services
 
TOTAL Urban Rural TOTAL Urban Rural
 

MINISTRY OF HEALTH 
Men (20+) 300,000 150,000 150,000 27,000 - -
Male Adolescents (15-19) 75,000 50,000 25,000 10,000 ­ -

Total 	 375,000 200,000 175,000 37,000 
 -
 -

Women (20-49) 250,000 150,000 100,000 83,300 43,300 40,000

Female Adolescents (15-19) 75,000 ­ - 7,700 - -

Total 325,000 - - 91,000 - ­

(68,400)1 
MINISTRY OF EDUCATION
 

Adolescents (10-19) 150,000 
 - -
Men and women ages 20+, who
 

are parents 
 15,000 - -

APLAFA
 
.0 Adolescents 
 10,000 10,000 - (2,500).Z/ (2,500) -

Men and women, age 20+, who 
(n U are parents or teachers 1,400 1,400 - (500) (500)

Men and women, age 20+, who are 
members of private sector 
organizations 52,000 42,000 10,000 (4,500) (4,500)
 

I.P.11.E.
 
Males/females 	age 12+, who are
 

parents or other family members 31,000 ­ - -

GRAND TOTALS 	 950,000 - _ 128,000 _ ­

(203,900)_1/
 

1/ This represents anticipated new acceptors under the UNFPA Maternal/Child Health Project, 1979-1982. '­
2/ APLAFA contraceptive services are shown apart since they are not financed directly by the Grant -

See footnote on page I1 for clarification.
 
3/ This represents anticipated new acceptors under the combined contraceptive services provided by
 

AID, UNFPA, and APLAFA.
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in general should be better family nutrition; malnutrition should
 
decline among members of the target population, especially among

those located in isolated rural areas.
 

Other significant socio-economic benefits expected from the
 
Project include the following: (a) Rural and urban low-income families,
 
as a result of having fewer children, will have an opportunity to enjoy
 
a higher standard of living. 
(b) By the year 2000, fewer workers than
 
currently estimated should be entering the work forcte which will have
 
positive effects on wage levels, unemployment rates, and the distri­
bution of income. (c) Savings to the GOP will be significant in
 
social welfare programs, e.g., health and education services and
 
subsidized employment programs. 
 The Economic Analysis quantifies

savings in the education sector due to births averted or postponed

through greater use of contraception.
 

Project benefits for target women are particularly high: (a)

As indicated above, with fewer pregnancies, adverse effects on mater­
nal health, especially among women living in isolated rural areas,
 
can be significantly reduced. (b) Freedom from childbearing coupled

with the power to space and plan the number of births will enable
 
target group women to assume roles other than those of exclusively

wife and mother. It will increase their ability to take advantage of
 
educational and work opportunities available to them; the resulting

enhancement of woman's economic and social status will eventually be
 
reflected in further reductions in fertility in addition to the
 
improvement in national output which -will As a result of
occur. 

Project activities, a higher proportion of women living in low-income
 
urban areas should be able to assume salaried employment, of special

importance since they are more likely than rural women to be heads
 
of household. And rural women will be in a better positiox. to take
 
advantage of new opportunities being created in commerce and industry

outside the metropolitan corridor. (c) As wives and mothers,'women
 
with fewer children should also have the time to be more effective
 
in these roles; just as improved nutrition is a benefit of smaller
 
family size so is the quality of family care in general, and of
 
child care on the part ofbothparents~d) Teenage girls and younger
 
women, especially those migrating into Panama City from rural areas
 
in search of increased educational and employment opportunities,
 
will be able to pursue these opportunities that would otherwise be
 
shut off to them or strongly inhibited by an early and undesired
 
pregnancy.
 

Project benefits to children, as indicated abo,:e, are sig­
nificant. With fewer siblings, children will have greater opportuni­
ties for a better diet and better health, for more or better quality

academic and vocational training, for more parental care and atten­
tion. Children - indeed all family members - should benefit, too,
 
from a decrease in crowding, particularly in low-income urban areas
 
where existing housing is more adequate for smaller families.
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4. Indirect Beneficiaries
 

Indirect beneficiaries of the Project are many and varied.

They include new entrantsintothe labor market 15 to 20 years from
 now who will not have to compete 2or increasingly scarce jobs. They

include clients of the public educational and health systems who
will find higher quality services offered as a rtault of a reduction
in the number of births per year. 
 In the final analysis, they include
the target groups for all programs, public or private, national orother donor funded, who will find opportunities - for better health 
care, education, training, employment, credit, etc. enhanced with-
fewer people to compete for scarce resources.
 

Others who will indirectly benefit from the Project are

individuals, who may or 
may not be target group members, who willbenefit from I E and C activities or clinical services after the
Project has terminated. Thus, adults who receive family planning
information, including sex education, under the Project are expected
to transmit accurate 1-formation to their children as well as to
 peers beyond the life of Population II. Similarly, adolescents
 
should continue to transmit useful information to their parents as
well as 
to their friends, and school teachers, community leaders, and
health sector employees should also continue transmitting information
 
on the reproductive process and on family planning.
 

Additionally, individuals who may not be defined as 
target
group members but who receive information on family planning through
the Project (e.g., by hearing radio messages, reading pamphlets,
etc.) or are otherwise motivated by the Project toward greater

reliance on modern contraceptive means may be considered indirect

beneficiaries of the Project. 
Its heavy emphasis on providing

information on contraception and the reproductive process in 
a clear

and understandable manner and on making family planning services
 more widely available and in a more dependable, humane, and under­standing manner should have payoffs in the 
Arge numbers of Panamanians

who, whether or not part of the target population, benefit directly

or indirectly from the Project.
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D. PROJECT PRIORITY AND RELATION TO OTHER PROGRAMS 

1. Government of Panama Priorities
 

The Project goal - reducing the population growth rate ­
complements two major objectives of current GOP development strat­
egy: achievement of a higher rate of economic growth and a wider, 
more egalitarian distribution of the benefits of this growth, in­
cluding the extension of social services to a larger share of the
population. Soaring unemployment, an overwhelmingly youthful age
structure, an aiready costly social services budget and a negative
growth rate in recent years caused by zero economic growth coupled
with an annual 2.5% population growth rate all act, however, as
 
constraints to these objectives and lend urgency to the need for a
 
reduction in population growth.
 

While the GOP does not have an explicit population policy
with demographic goals, it is supportive of family planning and in­
creasingly aware of demographic implications for development. Fami­
ly planning in Panama is considered by the Government as part of 
its national health policy: to provide services means to improve
health. Programmatically the policy has resulted in the integration

of family planning activities into the national Maternal and Child 
Health Care Program of the Ministry of Health.
 

Since 1969 when a population program was first introduced
 
in Panama under A.I.D. auspices, Government support has grown both
 
for family planning per se and for the inclusion of demographic

considerations at the national policy level. 
 The Ministry of Plan­
ning, with assistance from UNFPA, has established a population unit,

and an interministerial national demographic commission exists to
 
consider the effects of demographic variables on its development

policies and prospects. The ambitious new National Progrum of Sex
 
Education is further testimony to GOP concern. 
The Mission expects

additional evidence over the life of the Project of increased po­
litical and budgetary support for activities which support a reduc­
tion in population growth in Panama.
 

2. AID Priorities
 

The Project supports U.S. Government population policy, AID
 
policy and USAID/Panama's development strategy and long range goals

for the next two decades.
 

The Third Annual Report on U.S. International Population

Policy issued by the NSC Ad Hoc Group on Population Policy in January

1979 lists 10 elements which have been shown to be key to successful
 
population programs:
 

1. Leadership commitment.
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2. 	 Rooting family planning in community life.
3. 	 Advancing the legal, social, and economic status of 

women. 
4. 	Provision of family planning services.

5. 	Expanded provision of personalized family planning


advice and support at the village level; expanded use
 
of paramedics.


6. 	Broader population education and awareness.
7. 	Emphasis on population goals in economic development.
8. 	Biomedical research and the development of better means
 
of contraception.


9. 	Raising the age of marriage, especially for women, and,
10. 	Improved organization, management, and administration
 
of population programs.
 

AID 	projects in Panama, funded centrally or through the
Mission, support all ten of these key elements. This Project di­rectly supports elements 2, 4, 5, 6, and 10. 
 Panama's expected
participation in the RAPID Project* and continued exposure -f key
public and private sector individuals to population related semi­nars 	and conferences will help to 
ensure the first element (leader­ship 	commitment) and element 7 (emphasis on population goals in
economic development). Implementation of section 104(d) of the 2AA
through AID projects and continuous USG-GOP contact will alsr support
elements 1 and 7.**AID efforts in Panama to assist the Government
in providing better education to a greater proportion of the pop­ulation and forthcoming initiatives in employment creation, job
 

* 
The RAPID Project (Resources of the Awareness of Population
Impact on Development) is a centrally funded AID effort to demon­strate to government and private sector leaders in developing
countries the effects of population growth on socio-economic de­velopment. The contractors under the Project prepare a country­specific analysis of the effect of population factors on the a­chievement of the country's social and economic goals and present
the 	analysis in dialogue format to national leaders for consider­ation along with comparable research done by host 
 country analysts.
Papers are short and concise; they examine fertility, population
growth, internal migration, urbanization and if relevant, external
migration as 
these factors relate to each of the country's princi­pal 	development goals and programs. 
The 	Ministry of Planning has
recently expressed interest in the RAPID Project in a number of
discussions with Mission personnel; a formal request from the GOP
to participate is expected once specific details of the project

have been clarified.
 

** 
In early 1979, the Ambassador circulated a paper to all Mission
personnel - Embassy, AID, ICA, GAO 
-
outlining Panama's demographic
growth problem and ur, 
': 
 that it be addressed in a "consciousness
raising" effort during regular contacts with Panamanian counter­parts. 
 See 	Annex VII 
 for 	text of the Ambassador's message.
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skills training* and national provision of quality day care/pre­
school centers will help to advance the status of women (element 3)

and contribute indirectly to raising the age of marriage (element 9).
Finally, assistance in support of biomedical research provided
Panama by the International Fertility Research Project directly

to 

contributes to element 8.
 

The Project will receive a major boost from AID's $9.5 mil­lion rural health delivery loan which is helping to expand public
health coverage particularly in remote rural areas and improve
administration of Panama's public health system. 
Approximately

23% of the loan is being used to expand MOH/CSS facilities by con­
structing and equipping four health centers, 14 sub-centers, and
225 posts; prior to commitment of the loan in October 1976, there
 
were 238 facilities, including hospitals. The health loan will
increase the total number of public health facilities to 481 by
early 1981, or double the 1976 total.
 

The health loan is also helping to finance training for(a) nurse auxiliaries (counterpart financing to train 400 auxil­
iaries) to provide assistance in preventive and curative care,

environmental health and nutrition at health sub-centers, centers

and hospitals, and (b) health assistants (loan financing to train
 
300) who offer primary health care through health posts located in

small rural communities of less than 500 people. 
 This corps of

paramedics undergoes a year-long provincial training program which

includes family planning information and education; on the job they

will provide information and partial services (condoms, foam and

resupply of oral contraceptives). The health assistants, once all
 
are trained, should serve as one of the most effective means of
 

* The following is extracted from 
 USAID/Panama's 1981-85
 
Country Development Strategy Statement, page 46: 
 "No strategy

for employment creation 
would be complete without addressing the

need to slow the creation of employment seekers. As indicated in
 
part I.A., workforce of the Metropolitan Corridor is expected to
 
double by the year 2000. Any action which can hold down this
 
growth enhances the chances of success of the program. Panama has

had notable success in reducing the population growth and birth
 
rates. To reinforce the downward trend, USAID will continue a

family planning program. 
A key focus of this program will be on

adolescents who have become the prime contributors to Panama's 
population growth. By collaborating in a vigorous campaign to
help young women delay pregnancy, while providing them with 
opportunities to upgrade their skills, USAID will be helping to
reduce both population growth and unemployment". Mention is also
made of potential AID- private sector collaboration in the areas of,
inter alia, health facilities in poor communities, assistance to 
small enterprises, day care facilities and ocher services to

facilitate greater participation of women in the labor market.
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family planning outreach in remote rural areas. (See also foot­
note on page 7 for contribution of loan 045 to an improved
 
logistics system for the integrated MOH/CSS health network. Ad­
ministration of the latter is also being improved under the loan
 
through Masters of Public Health training for 15 health care 
administrators.)
 

3. Relation to Other Activities
 

The activities described below are financed in varying
degrees by AID through centrally funded contracts or, as in the
 
case of UNICEF and UNFPA, an annual contribution; AID's 1979 con­
tribution to UNFPA amounted to approximately 30% ($30 million) of the
 
Fund's budget.
 

(a) United Nations Fund for Population Activities (UNFPA):

In the spring of 1979, UNFPA gave preliminary approval and an
 
advance of funds for a $2.375 million, four-year extension 1979­
1982 of the MOH's Maternal and Child Health Care Program previously
 
supported by AID.
 

Of the total UNFPA donation, $236,000 is for full and
part-time advisors from the Pan American Health Organization (PAHO
is the executing agency for the UNFPA project); $422,000 for per
diem and transportation costs for program supervision by MOH central 
and provincial personnel; $221,000 for short-term technical training
of MOH personnel abroad; $404,000 for in-country training; $241,000
for educational equipment, films, printing costs, data processing,
and laboratory equipment related to the Maternal and Child Health 
program; $630,000 for medical equipment for 21 hospitals and health
 
centers and 172 health posts, audio visual equipment, jeeps and
 
boats, office and laboratory equipment; $349,000 for contraceptives;
 
and $108,000 for research.
 

Through these inputs the UNFPA project will continue to 
upgrade the MOH's MCH program, including some support for family 
planning activities. As stated earlier in the Project Description,

great care has been exercised to assure that the ULNFPA and AID 
projects in no way duplicate one another but at every phase, line 
item by line item, are complementary and mutual-y supportive. With­
out the AID project, the MOH would be unable to meet its family
planning objectives and enhance its capability to deliver informa­
tion and services on an ever-expanding scale, particularly theto 
four population groups most in need of coverage.
 

AID and UNFPA have agreed to maintain close coordination
 
during implementation of the two projects, a process which will be
 
facilitated by the assignment to Panama of a full-time UNFPA -
financed project officer. Regular meetings will be held between 
the USAID and UNFPA project officers and, as appropriate, MOH and 
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representatives from other institutions.
 

The Mission and UNFPA have alsojoint support of the new 	 agreed informally toGOP National Program ofWhile the general scope 	 Sex Education.of the program is known, detailed imple­mentation and financial plans need to be prepared; UNFPA will
finance the services of a Peruvian PAHO consultant to assist with
the task. 
AID, through the Project, will finance the initial
training of 90 sex education trainers from five Government agencies
and the training of over 3,300 public sector employees, over half
of them school teachers in sex education. 
UNFPA and possibly other
donors will help fund sex education activities to be carried out by
the MOH and other institutions.
 

Other related Fund activities include a recently ter­minated UNFPA project with the MOE to evaluate the impact of voca­tional schools on rural-urban migration and assistance to 
the
Ministry of Planning and Economic Policy (MPPE) to establish a
population unit and carry out a series of migration studies.
 
(b) UNESCO: The Tribunal.Tutelar de Menores, a juvenile
agency within the Ministry of Government and Justice with respon­sibility for delinquents and runaways, has requested assistance
 

it serves. 

from UNESCO with a sex education project to benefit the 	adolescents
A Chilean consultant is expected to assist in designing
the project before September 1979; probable magnitude of the UNESCO
effort is $65,000 over a two-year period. 
The Mission plans to
monitor the project closely since it may provide data on a poten­tially successful approach to adolescents which could prove useful
in other programs directed to the below 20 age group.
 

(c) 	International Planned Parenthood Federation 
 in
1979 will provide $117,200 to its local affiliate, the Asociaci~n
Panamefia 2ara el Planeamiento de la Familia (APLAFA). 
Those funds
include $51,000 for personnel; $12,000 for contraceptives and a
vehicle; $20,000 to 
be provided the MOH for remodeling six hospitals
rooms and other support of the Ministry's sterilization services;*
and $34,000 for APLAFA's family planning clinic, condom distribution
program, and new Adolescent Center. 
 For the period 1980-1985 IPPF's
estimated contribution to APLAFA is about $476,000 or 
62% of the
Association's budget.
 

* IPPF funds have been used previously to 
convert hospital rooms
into operating rooms, which eases pressure on overcrowded facilities
and reduces the delay in responding to voluntary sterilization
 
requests.
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(d) International Project-Association for Voluntary

Sterilization (IPAVS)'is supporting in 1979 the cost of a repair

and maintenance center for laparoscopes in the MOH at a cost of

$40,000 dollars. 
It also helps fund GOP participation in seminars
 
and conferences such as the May 1979 conference on sterilization
 
held in Korea to which Panama sent four delegates. 

(e) Johns Hopkins Program for International Education
in Gynecology and Obstetrics (JHPLEGO) will train two urologists

per year in advanced fertility control techniques. Upon certifi­
cation that the urologists have successfully completed their
 
practical training, PIEGO will place a laparoscope or laprocator

in their home medical institution.
 

(f) Family Planning International Assistance (FIA) will

continue providing support 
to APLAFA during the Project period.
APLAFA has requested salary support for new sex education employees

who will work out of its Adolescent Center. Funding requirement
for 1980-84 is $186,000.
 

(g) Pathfinder Fund: In its first involvement in Panama,
Pathfinder is expected during the Project to assist the Confede­
ration of Panamanian Workers (CTRP) in a program of sex education

and family planning information for its members and to provide

similar assistance upon request to small private voluntary orga­
nizations, in coordination with APLAFA.
 

(h) Center for Disease Control (CDC): Over the 1979-80

period, the Atlanta-based organization will assist the MOH Office
 
of Data to carry out a contraceptive prevalence survey and to
assist it with a follow-on survey in 1983. The CDC will also

provide a limited amount of technical assistance to the MOR in
 
program management and logistics.
 

(i) Development Associates Incorporated (DAI) has financed
training courses in family planning and sex education for the
 
Ministry of Health and APLAFA. 
Under DAI auspices, MOH personnel

have either received general in-country training in family planning
or specialized training in the orU.S. third countries. Annually,
DAI has sponsored at least one seminar given by APLAFA in family
planning, demographic growth, and environmental and ecological 
concerns. 
One of DAI's most successful recent activities was its
 
sponsorship of attendance by employees of non-health entities in
Panama in the sex education course at the Universidad del Valle in

Guatemala in 1978. 
 As a direct result of the seminar, USAID/Panama
received a request from the Ministry of Education for AID support
cf a national sex education program. DAI will continue to assist
with training for medical and paramedical personnel through June 1979,

when its centrally funded contract with AID/W expires. 
Assistance
 
will be continued under a successor contractor.
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(j) American Home Economics Association (AREA) assists the
school of economics of the University of Panama in providing

training in family planning 
 to home economics teachers, and for
incorporating family planning into home economics-related seminars.
A Panamanian was named in April 1979 to serve as Regional Director

of the AHEA International Family Planning Project for Latin America
 
and the Caribbean.
 

(k) International Fertility Research Project (IFRP) provides
assistance related to biomedical research in family planning, abortion

and operational research. During 1978, it helped to fund a study

of abortion in Panama's Santo Tomas Hospital and sponsored a large,

highly successful family planning and high risk pregnancy seminar in
Panama which drew medical personnel from all sections of the country
and brought leading specialists to Panama from the U.S. to deliver
 
papers and serve as discussants.
 

(1) University of Chicago Program in Communication, Research
and Education for Population and Social Development will continue
 
to provide the MOH with training and technical assistance in the
design, preparation and evaluation of mass media materials. 
An

evaluation conducted by two members of the Program's staff in 1978

yielded useful information on current MOH I E & C activities; these

findings are being taken into consideration in planning the I E & C
component for this Project. 
The University will assist in pre-testing
 
new materials developed during the Project.
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II. PROJECT ANALYSES
 

A. ECONOMIC ANALYSIS
 

1. Benefits
 

The Project will have two basic impacts: averting
some unknown number of births forever, and increasing the spacing

of pregnancies for some unknown number of women. 
The benefits

of births averted forever, to name a few, will be less demand
 on government agencies such as education and health, less politi­
cal pressure from the work force as unemployment becomes less
of a problem, and increased family nutritional status as family
size is reduced3 .ehereby reducing demands on the health sector.

Less frequent pregnancies will enhance maternal health and

increase the probabilities that stronger and healthier babies
will be born. 
Women should also be able to devote a longer time
 
to breast feeding per child which should have a nutritional

impact on the child leading to less sickness and thus less

demand upon the health sector. To a somewhat lesser extent

than with births averted, there will be other benefits from

the Project, also, such as 
increased opportunities for women
for more education and better jobs and a reduction in venereal
disease resulting from increased condom usage. 
 Although the

enumeration of expected benefits is relatively easy, quantifi­cation is not. 
 As discussed below, while it is recognized that

there will be several types of benefits occurring, only one,

education costs avoided, is quantified.
 

2. Application aud Conclusions of Benefit/Cost Analysis
 

It was determined that least cost analysis would
 
not be appropriate for this Project because there were no 
sub­
stantive alternative comparisons to be made (see Annex VII-A for
 a discussion of the 
reasons leading to this conclusion). Instead,
what might be determined "partial" benefit/cost analysis has

been employed to 
analyze the impact of the Project. It is partial
in the sense that only one type of benefit is considered - educa­tion costs avoided due to averted or postponed birth 7esulting

from contraceptive practices. 
 The benefits from thi- ine source
alone justify the Project. It was felt unnecessary to carry the
analysis further, given the difficulty of quantifying other

benefits (see general benefit discussion above), and especially
in light of worldwide studies showing the value of such programs

for developing countries.
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The general fertility rate (GFR) is used as a proxy
 
for estimating births averted under the Project. The fertility rate
 
of the contracepting population is quite likely to be higher than that
 
of the WIFA population because the latter will contain more sexually
 
inactive and subfecund members than, it can be inferred, will the
 
former. To the extent that is true, the use of the GFR understates
 
the number of births averted. On the other hand, some of those who 
decide to use contraceptive devices probably would practice some other
 
form of contraception in the absence of a formal program, and thus, 
to the extent that that is true, the GFR overstates the births averted
 
as a result of the Project. Hence, though it is recognized that various
 
adjustments are normally made to the GFR in order to arrive at an
 
estimate of births averted as a result of a family planning project,
 
such a procedure is not conducted for this B/C analysis based on the
 
assumption that the various adjustments would be at least partially 
offsetting and that the grossness of the other data used in the
 
analysis would not warrant such refinements. 

If we assume a 1979 population of 1.8 million and a
 
crude birth rate of 28 per 1,000, live births for 1979 would be
 
approximately 50,400. Fox and Huguet estimate that in 1979 there is
 
a WIFA population of 437,000 (somewhat higher than would be estimated
 
using MOH figures). Based on the above figures the GFR is 115 per
 
1,000 (equivalent to: 50,000 t 437,000). The estimated total number
 
of births averted as a result of the Project is shown in Table i.
 
Dividing the total Project costs of $8.077 million by the 44,160
 
figure gives an average cost figure in nominal dollars of $183 per
 
birth averted. Adjusting the Project cost items to include Gnly those
 
that pertain to birth control gives a cost per beneficiary figure of
 
$48; see Annex VIII-A for basis of calculation.
 

TABLE 1
 

ESTIMATED BIRTHS AVERTED DUE TO PROJECT* 

Number 
Year Contracepting GFR** Births Averted
 

1980 25,600 115 2,944
 
1981 51,200 115 5,888
 
1982 76,800 115 8,832
 
1983 102,A00 115 11,776
 
1984 128,000 115 14,720
 

TOTAL 44,160
 

* See Annex 4 for details 

** General Fertility Rate: births per 1,000 WIFA. 
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To conduct the "partial" benefit/cost analysis, the
education costs averted, i.e., benefits, are apportioned according to
the year in which they would occur had the cohcrt attended school.
The average cost per student per year for grades 1-9 is $160.
calculation of annual costs averted was simplified by assuming that
 
* The
 

all members of the cohort would have attended school through grade
nine without repeating any year. 
While it would have been possible
to use 1968-1973 data from the 1975 USAID/Panama Education Sector
Assessment to adjust the yearly enrollment figures for drop outs and
grade rapeaters, such refinements were not included since they would
not appreciably affect the results. 
Had the refinements been included,
the cost averted figures would have been somewhat higher given the
higher rate of grade repeaters than drop-outs (Chart A IX-4, USAID/
Panama Educational Sector Assessment, April 1975). 
 (See Annex 1 for
estimate of total education costs avoided per year as a result of the
Project). 
 All Project costs are included in the analysis, not just
the actual costs of the contraceptive devices, because the other cost
elements are considered necessary to attract and keep people contra­
cepting.
 

Since it is not known how many of the births will
just be postponed and not averted forever as a result of the Project,
two extreme cases were analyzed: 
 (1) births averted forever; and
(2) births just postponed for the five-year Project period.
Annexes 2 and 3 for B/C ratio derivation. 
See
 

In this first case, to
consider the education costs avoided as benefits, it is necessary to
assume that, had the births not been averted, the birth-averted
cohort would not be able to find employment during its economically
active life to even partially offset the cost of its rearing and
education. 
Such an assumption does not appear to be overly strong,
particularly from an incremental point of view, given Panama's existing
high unemployment rate of 10-15% and, though diminishing, still high
population growth rate relative to 
the current and expect future GDP
 
growth rate.
 

The savings in educational costs for this 44 ,160-births­averted-forever case leads to 
a B/C ratio nf 1.86. In present value
.arms, the cost per birth averted is $108 rather than the $183 nominal
figure discussed earlier. 
In the second case, the benefits are the
cost savings accruing to 
the economy as
postponement. a result of the five-year
It is assumed that the 44,160 births would occur with­out the Project and that, 
as a consequence, education costs would
begin in 1986. 
 With the Project, it is assumed the births are
 

* 1978 data, Department of Statistics, National Directorate for
Planning and Educational Reform of the Ministry of Education. 
The
figure of $160 is based on salary, a portion of materials cost and
central and provincial administrative costs but excludes equipment and
construction. The exclusion of equipment, contruction and maintenance costsleads to an understatement of the cost per student and hence,
statement of the B/C ratio. an under­
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postponed five years so 
that education costs do not begin to occur
until 1991. 
The benefits of the Project under this postponement
assumption are obtained by subtracting the present value costs of
educating the cohort beginning in 1991 from the present value costs
of educating the cohort beginning in 1986. 
This procedure produces
a B/C ratio of 0.94.
 

With minimum and maximum0.94 	and 1.86, and with only 
B/C ratios ranging between
 one of the several expected benefits
used in the calculations, the Mission concludes that the Project will
realize a substantial rate of return. 

B. SOCIAL SOUNDNESS SUMMARY 

The Social Soundness Analysis (Annex VIII-B) describes theProject's four target subgroups in socio-economic terms and, where
knowt, provides information about their fertility, attitudes towards
fami'ly planning, and knowledge and use of contraceptives.*ses 	 It asses­the Project's sociocultural feasibility and discusses anticipated
Project benefits and the several spread effects which can reasonably be
expected from the Project.
 

The Analysis is based on data from five principal sources.
Main sources of general information on the target groups were 
the
1970 Population Census; a series of studies of low-income neighborhoods
in Panama City and Colon carried out by tl.t Ministry of Housing in 1974and 1975; and 1977 civil registry data obtained through the Ministry of
Health. 
The two primary data sources on fertility, knowledge and use
of contraceptive services, as well as need for services, were the World
Fertility Survey (WFS), carried out by the Ministry of Health in late
1975 and 1976; and a case study of women living in the District of
Cafiazas, 
Province of Veraguas, carried out in mid-1978 by a U.S. anthro­pologist under an AID contract.
 

The Analysis concludes that the Project is soundly conceived
from a sociocultural perspective. 
 It bases this judgment on several
factors, perhaps the most important beinp that family planning is al­ready widely known about and accepted in 
.nama. 
 Usage rates are high
 

* While a great deal is known about rural Panamanian women and, toa somewhat lesser extent, about low-income urban women, few data are
available on adolescents and men, particularly insofar as attitudes
towards family planning, 
 sexual behavior, and knowledge and prac­tice of contraception. This information will be gathered with Project
assistance through a series of studies described in Section V of the
Paper.
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and large segments of the Panamanian population have heard the term
"family planning" and have at least some knowledge of what it means.There is a clear demand for services, and service delivery effortsto date of the Ministry of Health and support organizations such asAPLAFA have met with a relatively high level of acceptance. 

The Analysis foreseesno major sociocultural obstacles to thefamily planning services be providedto under the Project. However,it does identify special characteristics of the target population
(e.g., ignorance of sexual development and the reproductive process,
reliance on certain authority figures for information) as well as
constraints to current service delivery (e.g., overly clinical approach
of health staff, irregular amdinfrequent hours of service) that should
be taken into account in designing the I E and C 
and clinical services
to be provided under the Project. All recommendations for addressing
these special population characteristics and potential constraints to
successfjl service delivery have been incorporated into the Project
design. Additional data to be gathered , cer the Project on attitudes
towards family planning, contraceptive prevalence and continuation
rates, and sexual behavior will be used to improve the design ofinformation and education materials and improve the way in which
clinical services are provided, a key factor in attracting and main­
taining family planning acceptors.
 

In its final section, the Analysis indicates that several
elements of the Project design virtually assure (a) the spread of
benefits to 
both target group and non-target group members during
and after the life of the Project, and (b) the future replicability
of key Project components. This conclusion is based on the Project's
strong emphasis on providing information on contraception and the
reproductive process in a clear, understandable manner and on trair­ing the staffs of participating institutions to provide both infor­mation and contraceptive services with sensitivity and understanding,
and with as much knowledge and accuracy as possible.
 

Although not specifically mentioned in the Analysis, to the
degree the Project is successful in reducing the number of births
per year in Panama and in permitting more women to choose when they
wish to bear children and how many children to have, the efforts of
AID and other development programs to improve the quality of life
for the :ural an6 
urban poor will be enhanced.
 

C. TECHNICAL FEASIBILITY
 

1. Adequacy of Outreach/Delivery System
 

The first question to be addressed is the conceptual
soundness of the overall strategy 
- that is, to continue support to.
the integrated Ministry of Health/CSS family planning program and, in
a departure from previous practice, begin to provide assistance
for sex education and family planning activities to entities

outside the MOH. 
 As discussed elsewhere in the
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Paper, the MOH dominates family planning in Panama, representing

the source of services for 70% of all women acceptors in the country.
It alone has the geographical coverage, trained personnel, and infra­
structure to carry out an active family planning program. 
Its re­sources are being greatly expanded and upgraded through this and
other projects resulting in many more people providing family planning
information and services at many more locations in rural and urban
Panama. The emphasis in the Project on paramedic delivery and 
 com­munity level outreach by professionals and volunteers will enhance
this capability. Both the provision of health care services (espe­cially in preventive health)by paramedics and the involvement of
community members in promoting "Equal Health for All" 
are concepts

that have been developed and tested through previous AID-financed
 
projects in the health sector.
 

The initiation of activities in other public sector
agencies outside the health sector is 
a clear departure from the
previous AID-supported family planning program. 
However, interest

and commitment of the implementing agencies are 
strong, including
from the Ministry of Health which will also participate in and pro­
vide technical backstopping for the new program of sex education.
Interest in the latter is not new. 
Several years ago the Ministry
of Education requested technical assistance through the U.N. to
design a sex educati.on program, an initiative which never advanced
beyond the planning stage as 
-
result of a change in administration.

However, this year the MOE and other ministries have declared their
commitment to establishing a national sex education program, and
 on their own formed a National Sex Education Commission. This
Commission will be responsible for coorc. nating all public sector
 sex education activities. 
Comprised of representatives of the
MOH/CSS, MOE, Ministry of Labor and Social Welfare, Tutelar de

Menores and IPHE, the Courrission will define the scope of the
national sex education prcgram, develop curriculum, coordinate tech­nical assistance and training and oversee materials development.
Although currently an effective but informal working group, the
Commission is expected to 
be given formal status during the latter
 
part of 1979.
 

A second point is the feasibility of working specifically

through certain institutions - MOE, I.P.H.E. and APLAFA ­ to accomplish
the Project purpose. Although neither the MOE or I.P.H.E. has experi­ence in family planning and 
sex education, both have demonstrated com­
mitment to the program over the past half year, and both are in an
exiellent position to reach the target population, the MOE through
its broad access to Panamanian youth (and their families) and I.P.H.E.
through its access to the very low-income rural and urban poor. 
 Both
are established, respected public sector institutions with the personnel
and infrastructure required for extensive geographical coverage. 
Each
also has a long history of successfully enlisting community support
for their activities; this experience of working with community leaders
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and padres de familia groups will be especially "seful in paving t.;

way for public support of adolescent sex education, especially ir
 
rural areas.
 

APLAFA currently represents the only organized family

planning/sex education program alternative to the public sector.

Although the Ministry of Health has not always been encouraging of
APLAFA efforts, the Association has played an extremely useful, in­novative role in family planning in Panama, providing a model which

the public sector has frequently emulated. 
 Its recent promotion of
 sex education for adolescents and their families is
an excellent case
in point. 
 APLAFA's Adolescent Center offers an alternative service

delivery model to clinic-based services for adolescents, and its
 program of providing family planning-sex education talks in 
an infor­mal setting or at employees' place of work is 
an effective alternative
 
strategy for delivering I E and C. A large number of private sector
organizations have approached AID and APLAFA in recent months for

assistance in providing sex education/family planning programs to

their members. This is outreach work at which APLAFA excels, and it
is enthusiastic about meeting these private sector needs and in 
en­
couraging other groups to sponsor similar programs, APLAFA in all
 cases refers its audiences to MOH facilities (or private physicians)

for clinical services.
 

A final strategy issue is the feasibility of supporting

the delivery of contraceptive services solely through the public
sector, given the Project purpose of expanding service delivery to
 
a higher proportion of the fertile age group. 
 By virtue of its
authority oqer health policy, which in Panama includes family plan­
ning, the Ministry of Health has determined that contraceptives may

be provided only by the MOH-CSS health care system and by private

physicians and pharmacists. 
While this decision may be disputed on
technical grounds, it nevertheless represents GOP policy at the present

time, and contraceptive services will continue to 
be provided only

through MOH-CSS clinics for the foreseeable future. As indicated in
the Paper, the famil, ,lanning program can draw on an extensive and
still expanding net-work of public health facilities, all of which are
staffed and equipped to provide some family planning services at almost
 
no cost to the client. 
 The Project has been designed to ensure as
nearly as possible that 
 these services will, in factattract new
 
acceptors and maintain both present and new users at acceptable
 
levels.
 

Project activities to be carried out by the four execut­
ing agencies should mutually reinforce the probability of achieving

the Project purpose. All low-income groups, including those located

in small, widely dispersed rural settlements many of which have not
 a single physician and only a rudimentary pharmacy, and including

for the first time adolescents and men, should be provided with
increasingly easy access to high quality family planning services as
 
a result of the Project.
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2. Proposed Contraceptive Technologies
 

Under the Project, there will be a shift in emphasis in
 
contraceptive methods - to simpler sterilization procedures, towards
 
methods appropriate for adclescents, and towards greater reliance on
 
male contraception. These new directions reflect the desire of MOH/CSS
 
family planning administrators to make appropriate contraceptive tech­
nology available to a greater proportion of the target group.
 

(a) Female sterilization.
 

The Project will seek to make simpler techniques
 
of voluntary sterilization more widely available to meat the existing
 
backlog of requests and the increased demand expected to be generated
 
by the Project. The World Fertility Survey revealed that voluntary
 
female sterilization. is the most popular means cf contraception
 
among ever-married (or in union) women age 20-49. Almost 26% of these
 
women had been sterilized, compared with the 20.6% of women who were
 
active users of the pill. If the proportion of women who stated in
 
the World Fertility Survey that they did not want any more children
 
(see Section I.A.2 Demographic Trends) is taken as an index of the
 
demand for sterilization, then it is clear that there is a significant
 
unsatisfied demand for this method of contraception.
 

Voluntary sterilization will continue to be avail­
able exclusively at hospitals. The MOH/CSS hospitals currently have
 
adequate numbers of OB/GYN personnel. The Project will provide the
 
sterilization equipment required and training for some personnel so
 
that laparoscopy and mini-laparotomy can be performed on a widespread
 
basis, replacing the more common (mcre costly and more time consuming)
 
tubal ligation procedure. Simplification of the female sterilization
 
procedure will make it possible to perform a greater number of steri­
lizations by reducing the demand on operating fac:ilities and personnel.
 

(b) Wider variety of reversible methods.
 

A second shift in contraceptive technology is
 
towards greater variety of effective reversible contraceptive methods.
 
Currently, the most widely known and available methods in Panama are
 
oral contraceptives and female sterilization. However, with negative
 
characteristics assigned by many women to the pill, and sterilization
 
appropriate only for those women who definitely desire nc additional
 
pregnancies, the availibility of methods such as the iUD, the dia­
phragm, spermacides, and condoms offer additional options to women
 
whose concern is postponing or spacing pregnancies. These alter­
natives are especially desirable in the case of adolescents, par­
ticularly those who, not yet having entered a stable relationshap,
 
will nonetheless want protection for their infrequent sexual contacts.
 
With the exception of the IUD, moreover, these methods can be readily
 
distributed without medical supervision, making contraception more
 
accessible to this group. Health personnel will be instructed in
 
the use and prescription of these methods as part of the training in
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family planning they will receive under the Project, and promotion
 
and explanation of these methods directed towards the target popu­
lation will be effected through the Project's I E and C component.
 

(c) Male contraception.
 

The final shift in contraceptive technology through
 
the Project will be a new emphasis on male contraception. Unfor­
tunately, there are few reliable data on male contraception in
 
Panama.* The World Fertility Survey, which sampled only women 20-49,
 
revealed that just 1.5% of these women (2.3% of all female users)
 
relied on the condom for contraception. Another 0.4% of women (0.6%
 
of all women using contraception) relied on male sterilization. De­
spite the lack of prevalence data on men, informal queries of phy­
sicians and nurses indicate that there is interest on the part of
 
men in using contraception, and private pharmacies, essentially the
 
only source of condom supplies independent of the MOH, sell a large
 
volume of condoms - but at high prices: $.40 to $3.75 per box of
 
three ($.25 - $.30 if sold individually). The strategy of making
 
condoms widely available at no cost offers a simple, effective low­
cost means of preventing unwanted pregnancy. This strategy will be
 
supported by the I E and C efforts discussed under Project Activities.
 

The more significant technical issue in male contra­
ception involves (a) increasing the availability of the vasectomy
 
which is now limited by a lack of adequate operating facilities,
 
equipment and-trained personnel, and (b) increasing its adoption
 
which is inhibited by ignorance and psychological and other concerns
 
about male sterilization. These constraints will be addressed dur­
ing the Project through AID and other donor assistance: adequately
 
equipped operating facilities will be increasel, staffed by better
 
trained personnel; vasectomy kits will be provided to all public
 
hospitals in Panama; a special pilot vasectomy center will be
 
established in Panama City to perform vasectomies (estimated 12 per
 
day) and offer diagnosis and counseling services in male infertility;
 
and I E and C activities will be designed especially to address those
 
knowledge and other constraints which affect acceptor rates.
 

In conclusion, while there are a number of technical
 
feasibility issues involved in the Project, Project activities have
 

* The MOH does not maintain accurate records of condom distribution
 

through Ministry facilities on which to base estimates of current
 
users. This is largely because the MOH family planning program,
 
designed primarily to serve women in the context of an integrated
 
Maternal and Child Health program, has never prior to the development
 
of this Project focussed on making family planning services acces­
sible to men.
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take these issues into account, and funds are pro­been designed to 

vided for a wide variety of supporting inputs which should help to
 

guarantee the technical feasibility of the Project.
 

D. INSTITUTIONAL FEASIBILITY SUMMARY
 

Information for this section was drawn from two principal
 

one the report of a technician from the American Public
 sources: 

Health Association who was contracted in early 1979 to analyze the
 

capabilities of organizations expected to participate in the Pro­

ject, and the other a considerable body of data on and experience
 

with these organizations which exists within the Mission.
 

As indicated earlier in the Paper, two GOP ministries,
 

a seai-autonomous welfare institution, and the local IPPF 
affiliate
 

They are the Ministry of Health,
will implement the Project. 

Ministry of Education, Panamanian Institute for Special Education
 

(I.P.H.E.), and the Panamanian Family Planning Association, 
APLAFA.
 

The Institutional Feasibility section (Annex VIII-C ) describes in
 

general terms the role and organizational structure of each entity,
 

evaluates the quality of institutional performance, assesses 
staff
 

capabilities and adequacy of other resources available to 
carry out
 

the Project, and attempts a reasonable calculation of 
expected
 

institutional counterpart.
 

The analysis concludes that all four institutions possess
 

the commitment, capability and a good portion of the resources needed
 
It indicates,
to undertake the activities proposed in the Project. 


a new area for two of the

however, that because family planning is 


(MOE and I.P.H.E.) and sex education is new to all of
 institutions 

them, some training of staff will be required. Proposed fields and
 

magnitudes of training for each institution are identified 
and dis­

cussed in the Project Paper as are other resource requirements 
­

-

e.g., for vehicles, audiovisual equipment, family planning materials 


needed to carry out the Project.
 

than any other agency,
Since the Ministry of Health, more 


is crucial to the success of the Project, its ability 
to implement
 

the Project effectively and efficiently calls for special 
scrutiny.
 

The institutional analysis notes that the MOH is in the process of
 

it opens new health facilities
 significantly expanding its staff as 
 During the first
 
across Panama, particularly in renote rural areas. 


32 additional facili­18 months of the Project, with AID loan funds. 


ties will be established most of which are to be 
staffed with new
 

The latter include health assistants and nurse
hire personnel. 

auxiliaries who will staff health posts and sub-centers, 

respectively;
 

year-long training programs for both are designee to provide a
 

reasonably thorough background in family planning 
information and
 

services.
 

The Ministry's outreach capability will be further 
extended
 

by additional Women's Health Care Specialists 
who are prepared to
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offer the entire range of contraceptive services, short of sterili­
zation, and by increasing use of its corps of 72 field level health

educators; eight educators will receive special training under the

Project in effective family planning extension techniques, and educa­
tors in each health region will be provided a jeep and audio-visual
 
equipment and materials for use in community extension work. 
Efforts
of the health educators and aforementioned paramedical personnel will
 
be augmented further by training community malaria workers in family

planning and by enlisting community volunteers to promote family

planning and provide information in their communities. Finally,

regular medical personnel should be more effective in extending family

planning and retaining acceptors through improved technical and
 
human relations skills to be provided under the Project.
 

Central Ministry staff (MCH Division/Panama City) will be

strengthened by the planned addition of four new positions and the
 
presence of long-and short-term PAHO personnel funded under the UNFPA

project. 
In addition, the analysis highlights the need for additional

assistance to 
the MCH office in I E and C and this is expected to
 occur during the first year of Project implementation. Other problems

identified in the analysis include inadequate logistics and super­
visory systems and an insufficient information base, all of which bear

directly on the Project outcome; improvements in each of these three
 
areas are programmed either under this Project, the UNFPA project or
AID's Rural Health Delivery System loan or, in some instances, under
 
all three.
 

Because of the existing pattern of institutional relation­
ships, no overall coordinating mechanism has been established to carry

out Project activities. However, it is the judgment of the Mission

that this will not 
 necessarily prejudice Project implementation

for a number of reasons. 
 First, most I E and C activities and all

contraceptive services under the Project are located within a single

institution, the Ministry of Health; thus, the Project carries with
it no 
overwhelming requirement for interagency coordination. What
 
will be important, however, is to maintain effective coordination
 
between the two principal donors to 
the MOH family planning program -
AID and UNFPA; this has been discussed with Mission, UNDP and UNFPA
personnel, and close coordination is anticipated, including with

PAHO which is the implementing agency for the UFPA Maternal-Child
 
Health Program.
 

Second, the activities of the Ministry of Education and
fall under the rubric of the National Program of Sex Education, 
IPHE
 

being directed by a five-agency National Commission on Sex Education

which includes the MOH, MOE and I.P.H.E. 
 Thus, a coordinating mechanism
for the sex education component of the Project exists, and the Mission

will be able to maintain Project oversight both through the Commission
 
as well as 
through three of its member institutions.
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Third, while coordination between the MOH and APLAFA is
 
highly desirable, it is not practicable at this time because of the
 
Ministry's unwillingness to cooperate with the IPPF affiliate. As
 
indicated in Section IV of the Project Paper, however, an effort
 
will be made during the life of the Project to encourage these two
 
agencies toward a more conciliatory, if not collaborative, relation­
ship. In the meantime, the USAID population officer will attempt
 
insofar as possible to assure that no wasteful duplication of effort
 

occurs and that possible sources of friction are minimized.
 

E. ENVIRONMENTAL CONCERNS 

The Mission conducted an Initial Environmental Examina­

tion (IEE) (Annex VIII-E ) to determine whether the proposed Project 
activities would have any signigicant adverse effects on the environ-


The Mission concluded that the Project would have no significant
ment. 

effect on the human or natural environment. The Assistant Adminis­

trator for Latin America and the Caribbean approved a negative
 
determination on December 15, 1978. 

No substantive changes have occurred in the Project
 

design since the PID was submitted. Therefore, no additional
 
examination is needed.
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III. FINANCIAL PLAN 

The following tables present the financial plan for this
Project. Table 1, Overall Financial Plan, shows the costs of AID,
GOP, and other donor inputs; Table 2 shows a projection of expen­
ditures by fiscal year and funding source over the life of the 
Project. Table 3 presents the overall Training Plan for the Project. 

AID's contribution of $3,100,000 will be used to provide con­
traceptive commodities, family planning and audio visual equipment,

mobile generators, vehicles, funding of printed materials and mass 
media coverage of the family planning program, private sector
 
information and education costs in family planning and sex educa­
tion, training of personnel as sex education instructors, training
in family planning abroad and in-country, technical assistance and
evaluations and studies. AID's contribution to the Ministry of
 
Health is $2,455,600; to the Ministry of Education, $455,000; to
 
APLAFA, $96,000 and to the Panamanian Institute for Special

Education(IPHE), $93,400.
 

The GOP counterpart of $4,951,600 is in salaries of Ministry
of Health personnel directly related to the implementation of family

planning programs and vehicle and equipment maintenance and repair

costs; salaries of Ministry of Education personnel who are instruc­
tors or teachers who attend sex education seminars; and IPHE salaries
 
of personnel who attend sex education seminars. 
APLAFA, a privately
funded agency, is contributing administrative support in developing,
coordinating and implementing courses, seminars and talks on family
planning and related activities. This support is estimated at
 
$25,000.
 

Total planned funding for the UNFPA project, entitled "Exten­
sion of the Maternal-Child Health Program," is $2,375,000. The
 
main thrust of this project, as its name indicates, is pre-and post

natal and child health care. However, the UNFPA contraceptive

component is directly in support of family planning; for this reason,

$349,000 of contraceptives is included in the overall financial plan

and shown on the PP facesheet. While other components may be related
 
to family planning activities, they are not an integral part of the
 
AID Project and have not been included in the financial plan.
 

The Overall Financial Plan shows $200,000 under sterilization
 
equipment. This amount represents the cost of repair and mainte­
nance for laparoscopes provided by IPAVS as well as 
the cost of
 
training GOP personnel. The estimated cost is $40,000 per year

for the five-year life of this Project.
 

The 5714,000 is APLAFA's funding from 1980-1984 provided by

International Planned Parenthood Foundation ($476,000), Comite
 
Regional de EducaciOn Sexual para America Latina y el Caribe or
CRESALC ($27,000), Development Associates ($25,000) and Family 
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Planning International Association ($186,000). This contribution
 
enables APLAFA to continue its outreach programs in the public 
and private sectors.
 

The $50,000 under the training component for the Ministry of 
Health represents $25,000 contributed by the Johns Hopkins Program 
for International Education in Gynecology and Obstetrics for 
Training ten urologists in using laparoscopes over the five-year 
Project, and $25,000 for Development Associates, Inc. assistance 
to the MOE in third country training. 

See Annex VIII-D, Financial Analysis, for a description of
 
the basis on which cost estimates were made for AID-financed inputs,
 
a brief analysis of the MOH budget, and a description of the basis
 
on which counterpart contributions were calculated.
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OVERALL FINANCIAL PLAN 
POPULATION It 

($000) 

Component 
 A.1.O. 

Centrally Procured Corodities in AID/W $ 820.0 
UNFPA Contraceptives (Condoms and Pills) 

Sub-Total $ 820.00 

Commod i ties 

Mission Procured Contraceptives $ 97.6 
UNFPA Contraceptives (Foams,jellies,IUO's) 

Equipment 

Steril ization 160.0 

Family Planning Related 118.0 

Audio Visual


m01l 51.0 

MOE 
 42.0 

IPHE 38.7 


Mobile Generators 
 6.0 


Vehicles 
 103.0 


Sub-Total $ 616.3 


Salaries of Family Planning Specialists

and Administrative Personnel 


Information, Education & Couunication
 
Activities
 

MON Printed Materials & Pass Media $ 586.0. 
APLAFA & Private Sector 96.0 


Sub-Total $ 682.0 

Tra ining 

MON 
 $ 248.0 

MOE 
 403.0 

IPHE 
 40.7 


Sub-Total 
 S 691.7 


Technical Assistance
 

IPHE 
 S 6.0 

MOE 
 10.0 


Sub-,'otal $ 16.0 

Evaluation and Studies $ 274.0 

Total $3,100.0 

GOP 


S 10.0 


$ 10.0 


$3,399.0 


25.0 


$ 25.0 

51,335.6 

57.0 


51,392.6 


$ ISO.O 


S4,976.6 


Table 1
 

Other
 
Donor TOTAL 

$ 820.0 
$ 271.0 271.0 

$ 271.0 $1.091.0 

S 97.6
 
$ 78.0 S 78.0
 

200.0 36Q.0
 
118.0
 

S1.0
 
42.0
 
38.7
 
6.0
 

113.0
 

$ 278.0 $ 904.3
 

$3,399.0
 

$ 586.0
 
$ 714.0 835.0
 

$ 714.0 $1,421.0 

$ 50.0 298.0 
$1,738.6 

97.7
 

$ 50.0 $2,134.3
 

S 6.0
 
10.0
 

S 16.0 

S 424.0
 

$1,313.0 !9,389.6
 

Note: 
 The Other Donor colunn represents L'.FPA contraceptives, $349.0; IPAYS family
planning related equipnent. S2.O.O; APLAI'A funging by IPPF, CRESALC, O.A. and
rPIA, $714.0 and JIHPIEGO, S25.0 and Develoi,..,: Asscciates $25.0 for training. 



POPULATION II 
Projection of (pndIltures by Figcl Year 

(us $ooo 
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POPULATION II 
TRAINING 

PLAN 

NUMBER OF INDIVIDUALS TO BE TRAINED 
INSTITUTION, SUBJECTDURATION OF TRAINING ANDOF PERSONNEL TYPE 

MINISTRY OF HEALTH 
YR. I YR. 2 YR. 3 YR. 4 YR. 5 TOTAL 

A. In-Country 
Training of trainers in Sex Edu.(4 weeks) 30 

30 
Seminars on Family Planning for medical 
& nursing students, interns, sanitation 
Inspectors, community volunteers(1-5 days) 

1065 810 995 995 995 4860 
EvaluationTraining for health educators(3 days) 

65 
Seminar on sex education/family pla. ing
for nurse auxiliaries, admin. pC.aonnel,pharmacists, OB/GYN, & general prac­titioners (3 days) 

Training logistics-supply pers. (3 days) 

125 

15 

310 125 125 125 

65 

810 

15 
Training in hu.an relations for 
various staff (3 days) 90 90 90 90 90 450 

Post basic course ­ Women's Health CareSpecialists for nurses (4 months) -- 30 30 30 30 120 
Sub-Total 1390 1240 1240 1240 1240 6350 



INSTITUTION, SUBJECT
 
DURATION OF TRAINING AND TYPE
 
OF PERSONNEL 


B. External
 

Trainers in family planning for ad­
ministrators (6-8 weeks) 


Family Planning, sex education - for
 
adolescents (various staff) f; weeks) 


Sex educators - selected staff
 
(6 weeks) 


Communications in family planning
 
for health educators (4 weeks) 


Pooduction and evaluation of audio­
visual materials for health educators
 
(4 weeks) 


Family planning methodology for various
 
professionals (8 weeks) 


Laparoscopy and Mini-Lap techniques for OB/GYN
 
(4 weeks) 


Vasectomy and Infertility for urologists
 
(4 weeks) 


Observation trips (1 week) 


Education Techniques in Social Communications
 
for health educatora (2 weeks) 


Sub-Total 


TOTAL MOH 


YR. I YR. 2 YR. 3 YR. 4 YR. 5 TOTAL 

4 4 4 3 15 

3 2 2 - 7 

3 4 2 9 

1- 2 

2 2 1 2 7 

4 6 - - 10 

2 2 2 2 2 10 

4 4 2 2 2 14 

5 - - 5 

-- 6 - - - 6 

28 30 14 9 4 85 

1418 1270 1254 1249 1244 6435 



INSTITUTION, SUBJECTDURATIUN OF TRAINING AND TYPEOF PERSONNEL 

MINISTRYOFEDUCATION Y.IY.2Y.3Y.4Y............ 
Training o trainers in sex education(4 weeks) 

OA 

36 

-
Sex Education for public schoolteachers (4 weeks) 

36 

TOTAL HOE 

240 

276 

407 

407 

440_ 

440 

440 

440 

440 

440 

1967 

2003 

IPHE
Training of trainers in sex education (4weeks) 

12 
Sex education/family planning (4 weeks) 

50 58 
- 12 

36 32 215 

TOTAL 

H .INISTRy OF IABOR
Training 

of trainers 
(4 weeks) in 7-- education 

6IE62 58 39 36 32 227 

.TTELARDE -NORES 
9 

Training of trainers in sex education(4 weeks) 

3 

GRAND TOTAL 1768 1735 1733 1725 1716 

3 

8L677 
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IV. IMPLEMENTATION PLAN 

A. Administrative Arrangements for P~aject Implementation 

The Grantee will be the Government of Panama,* and theexecuting agencies will be the Ministry of Health, the Ministry ofEducation, the Institute for Special Education (I.P.H.E.), and
APLAFA, the private Panamanian Family Planning Association. Withinthe Ministry of Health which will receive tihe major portion (79%) ofgrant funds, the Department of Maternal and Child Health will haveresponsibility for implementing the Project. The Ministry ofEducation and I.P.H.E., which will execute a sex education program,
will participate through the Office of Teacher Training and the
Offices of Pre-School Education and Social Assistance Services,
respectively. 
All three GOP institutions are members of the National
Commission on Sex Education, and Missicn liaison will be maintained
with that organization particularly duxing the early stage of Project
implementation when the Project will help fund the training of inter­disciplinary teams of sex educators :rom five public sector agencies.
APLAFA will be responsible for executing its part of the Project
through the Association's Executive Director and three operating
divisions: information and education, adolescent center, and
 
resources development.
 

The executing agencies will be responsible for providing
sufficient personnel at the appropriate technical level to carry out
Project activities; selecting individuals for training within Panama
and abroad, as described in the section on Project Activities;
developing aud carrying out, where appropriate, courses and seminars;
developing appropriate didactic and media materials and arronging for
their publication and dissemination; procuring equipmeat, materials,
and the limited amount of technical assistance programied und,r the
Project according to procedures agreed to by AID, maincaining all
equipment and materials in good operational condition and providing
counterparts for technical assistance personnel; gathering ani
maintaining data needed to evaluate the progress and impact of the
Project; and participating in annual and special evaluations. 
The
Ministry of Health, which will be the only institution under the
Project to provide grant-funded clinical services, will be responsible
for: 
 maintaining careful inventory control of contraceptive supplies,
timely delivery of contraceptive commodities to its 480 health
facilities throughout Panama, and adequate stocking of condom displays

in public institutions.
 

* 
See Section VI for discussion of possibility of a separate grant
 
agreement with APLAFA.
 



- 63 -

B. USAID Monitoring Responsibility and Administrative Procedures
 

1. Project Monitoring. Within the Mission, the Population II
 
Project Team will have overall responsibility for monitoring the progress

of the Project; member- include representatives from the following

offices: human resources development, development resources, development

planning, and controller. The Mission's Population Officer will serve
 
as Project Manager, responsible for overseeing day-to-day implementation

and field monitoring of Project activities.
 

In the absence of a central host country coordinating

mechanism for the Project due to present institutional attitudes
 
(particularly of the M4H towards APLAFA), the USAID Population Officer
 
will be called upon to play a special role to assure that each portion

of the Project is proceeding according to schedule, that there is 
no
 
wasteful duplication of effort, and that effective coordination is
 
maintained between AID and the other principal family planning donor,

UNFPA. The importance of the latter has already been the subject of
 
some discussion among Mission, UNDP and UNFPA personnel and the
 
prognosis fr an effectual working relationship is good. The Mission
 
Population Officer will also coordinate closely with other family

planning agencies such as 
IPPF, FPIA, and IPAVS. This role - of
 
coordinating closely with and among executing agencies and other donors 
-
is not new to the USAID since its Population Officer was required to

perform a similar function for much the same reason under the terminating

Health and Population Project. 
An effort will be made, however, over
 
the course of the Project to move the Panamanian agencies toward a
 
more conciliatory and unified working relationship in their mutual

attack on the problems associated with a high population growth rate.
 

2. Disbursement Procedures will be fully outlined in Project

Implementation Letter No. 1. Funds will be disbursed by AID to each
 
of the four executing agencies by means of an initial advance to be

adjusted quarterly based on anticipated disbursement schedules and actual
 
expenditures for preceeding quarters. Reimbursement for the training

of 12 sex education trainers from the Ministry of Labor and Tutelar de
 
Menores will be done through the Ministry of Educntion and for seven
 
similar trainers from CSS/Panama Clty through the Ministry of Health.
All requests for reimbursements will be accompanied by satisfactory
evidence expenditures. financial andof claimed Regular reports certified
copies of payment orders for goods and services are required. Grant 
funds will be disbursed over a five-year period. (See Table 2,

Financial Plan, for projected disbursements by

fiscal year and the proposed implementation schedule shown in this
 
section.)
 

3. Procurement Procedures. 
 The selection of consultants
 
and contractors, procurement of equipment and materials, shipping and
 
insuring will be carried out in acr.ordance with the standard procedures

called for in the Grint Agreement. It is anticipated that all goods
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and services procured ,mder the Grant, with the exception of certain 
contraceptive commodities, will be contracted directly by the 
executing agencies, with AID's prior concurrence. Oral contraceptives

and condoms for distribution through the Ministry of Health will be
 
procured through AID/Washington's central procurement system.
 

Reports will be obtained, where necessary, concerning
procurement requirements, including source/origin. These reports and 
requirements will be monitored by the Office of Development Resources
 
and the Controller's Office through review of vouchers and supporting

documentation submitted in substantiation of reimbursement requests.
 

C. Proposed Implementation Schedule for Selected Key Events
 

1979 

August 15 
August 

-
-

Project Agreement Signed 
Presentation of RAPID Project to 

August - October -
Planning Ministry 
Seminars conducted to train sex 

August 31 
November 15 
November 30 
December 15 
December 

-
-
-
-
-

education trainers (5 institutions)
I E & C media contracts signed (MOH) 
Conditions precedent met 
MOH training plan approved by Mission 
IFB issued for vehicles (MOH) 
Procurement initiated for I E & C 
materials, audiovisual equipment, 
generators, sterilization and other 
family planning equipment and con­

1980 
traceptives 

January - March - Teachers trained in sex education 
(MOE)

March - Technical assistance to MOE and IPHE
 
in sex education in process


April -
 Final report issued on Contraceptive
 
Prevalence Survey


June - Male Contraception Study begins
 
Adolescent Survey begins


November 30 -
 Evaluation of first year implementation
 
completed
 

1981
 

January - March - Teachers trained in sex education 
(MOE)

February - Contraceptive Use Continuation Survey 
begins


December 31 - Evaluation of second year implementation 
completed
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1982 

January - March 

April 

December 

-

-

-

Teachers trained in sex education
(MOE) 

First purpose-level evaluation 
completed 

UNFPA Project terminates 

1983 

January - March - Teachers 
(MoE) 

trained in sex education 

March 

June 

September 

-

-

-

Second Contraceptive Prevalence
Survey initiated 

Second Contraceptive Use ContinuationSurvey begins 
Second Male Contraception Study 
initiated 

Second Adolescent Study initiated 

1984 

January - TDY evaluation assistance to IPHE 
January - March 

February 

July
September 30 

-

-

-
-

in processTeachers trained in sex education
(MOE) 

Evaluation of fourth year implementation
completed 

Final purpose-level evaluation completedProject activities completed; 
Project terminates. 
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V. EVALUATION ARRANGEMENTS 

Evaluation is an important element of the Project. Two typeswill be carried out during the course of the Project: annual
evaluations which measure progress towards achieving plannedoutputs, and two in-depth evaluations which will measure progresstowards achieving the Project's purpose and assess the effect thisis having on the Project goal of reducing Panama's birth rate to
25 per thousand by 1985.
 

1. Annual Evaluations
 

A standard evaluation of the Project will be conducted annually,
with the first scheduled for October 1980. 
 These evaluations will
be carried out by the GOP, APLAFA and AID and will be conducted
according to procedures to be established in Anner 1 of the Project
Grant Agreement or in Project Implementation Letter No. 1. The
USAID evaluation officer will serve as a member of the joint GOP-
AID and APLAFA-AID Leams and will, inter alia, coordinate evaluation
activities and preparation of the evaluation report, and follow
 up on all actions recommended by the evaluations.
 

Annual evaluations will measure progress towards outputs, effective­ness of inputs, validate the causal relationship between inputs and
outputs, and suggest steps to improve Project Implementation. Among
points to be covered are the following:
 

- utilization of the grant;
 

-
timeliness and adequacy of counterpart contributions, including
the quality, sufficiency and effectiveness of GOP personnel assigned
to family planning or sex education activities under the Project;
 

- timeliness, adequacy and effective use of contraceptives,
equipment, materials and vehicles funded under the Project; and
 

-
extent to which the four target groups are being reached in
 an effective and efficient manner by the Project.
 

Data will be gathered through evaluations built into courses, seminars
and other training; implementation reviews; audits; and other
 means according to the institution involved. 
 IPHE has requested
special assistance in the Project's last year in conducting a wrap-up
evaluation, and $8,000 has been budgeted for this purpose. 

2. Purpose - level Evaluation 

The Project involves profound social changes. 
It will only be
successful if it motivates people to adopt on a permanent basis
attitudes and practices which may be fundamentally different from
those traditionally held. 
It is by evaluating the rate, effects and
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permanence of the desired social change that AID and the participating
institutions will be able to judge the degree to which the Project is
successful in accomplishing its purpose and goal.
 

Reliable baseline data are critical to this evaluation process.
Present information about attitudes and practices is insufficient,
particularly for the two target groups 
- adolescents and men ­ who
were not included under the prior AID project in Health and Population.
Data are also weak on the prevalence of contraception and contraceptor
"drop-out" rates. 
Four kinds of investigations have thus been
programmed under the Project. 
 In each case, there will be an initial
study carried out early in the Project (1979 ­ 1981) followed by a
second one two or three years later. 
These will provide AID and the
GOP with useful data for measuring changes in attitudes and practices
concerning sex and family planning which occur during the life of
the Project; in AID parlance, the data will help verify achievement
of the expected End-of-Project Status for Population II. Findings
from these studies will also provide the Ministry of Health and other
institutions with a more reliable and timely data base for use in
programming and budgeting future family planning and sex education
 
activities.
 

The four types of investigations to be conducted under the Project
are suimarized below. 
AID, through this grant or central funding,
will finance technical assistance in the design, preparation, execution
and analysis of the studies which are to be coordinated through the
Office of Population Studies in the Ministry of Health. 
Liaison
will also be maintained with the Bureau for Statistics and Census

in the Controller General's Office.
 

Ca) Contraceptive Prevalence Survey
 

Beginning in June 1979 with funding provided under the
terminating AID family planning project, the Ministry of Health will
conduct a national contraceptive prevalence survey which will sample
women 15 to 49 years of age in 3,000 households distributed almost
evenly between rural and urban areas. 
The survey will generate data
 on knowledge and use of contraception, sources of information and
services, incidence of abortion, and fertility patterns. 
 In order to
be able to make correlations between income and family planning data,
an income question is being included in the questionnaire. The survey
will provide baseline information against which to measure the impact
of Project activities. A second contraceptive prevalence survey will
be carried out toward the latter part of the Project to measure
changes in the prevalence of contraceptive use, fertility patterns,
and, in particular, changes in awareness of family planning resulting

from the Project's I E & C activities.
 

Technical assistance in structuring the sample, modifying
the survey instrument to Panamanian conditions, training interviewers,
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administering the questionnaire, and analyzing the results is being
provided to the MOH by the Center for Disease Control under a central 
AID contract (RSSA). Field work is expected to be complete by

September, a preliminary report issued in January 1980, and a final 
report published in April or May of that year.
 

(b) Contraceptive Use Continuation Survey
 

A major objective of the Project is to improve contraceptive
continuation rates in the MOH-CSS family planning program through
improvements in the quality of clinical services and in the expansion

and upgrading of I E & C activities. Two surveys on user continuation
 
will help AID and the MOH to determine if Project activities are

having the desired effect. The surveys will generate useful informa­
tion on sources of discontent with existing services, e.g., the
 
methods themselves, the quality of attention clients receive at
 
service outlets, and the accessibility or availability of services.
 
The first survey is planned for 1981, with a follow-on survey 
scheduled two years later. 

(c) Study of Male Contraception and Male Attitudes towards
 
Family Planning
 

Because male participation in family planning programs is 
new
 
in Panama and little information is available on male contraception

and attitudes towards family planning, two studies will be conducted
 
during the Project, the first planned for 1980 and the second in
 
1983 ar 84. Although the most appropriate research methodology has
 
not yet been selected, the ob-ectives of the research will be to
 
gather data on: male attitudes towards male contraception (including

vasectomy); male attitudes towards female contraception; patterns

and levels of current male contraception; and successful delivery

strategies for attracting male participation in or support for
 
contraception. 
The first study will provide baseline data while
 
the second will be useful in determining changes in attitudes and
 
practices that have resulted from Project activities.
 

d) Adolescent Attitudes towards Sex and Family Planning
 

Despite overwhelming agreement among health and education 
professionals of the pressing need to reach adolescents with sex 
education and family planning information and services, data on this 
group are scarce. The Project will therefore help fund two national
 
surveys of adolescents; the first will gather baseline information
 
in 1980 on: adolescent awareness of human sexuality and family

planning, sources of information on these subjects, patterns of
 
sexual conduct, sources of se--vices for contraception, abortion,
 
and successful program approaches to adolescents. The repeat survey

in late 1983 will indicate the degree to which activities for adolescents
 
have been successful in providing sex education and family planning
orientation and services to this target group. 



- 69 -

Using the data from the studies, it is planned to carry out
 two purpose-level evaluations, the first sometime in 1982 and the
 
second in 1984, the final year of Project implementation. The final
evaluation will be the most extensive and important. 
It will help

AID and the GOP determine what progress has been made toward

achieving a 2% annual population growth rate, and effects of the
reduction in the population growth rate on the target groups and on

GOP efforts to improve the quality of life of lower-income Panamanians.

It will also provide guidance on the nature and magnitude of any

subsequent program in population and family planning should the need
for one be indicated by the findings of the end-of-Project evaluation.
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VI. NEGOTIATING STATUS, CONDITIONS AND COVENANTS
 

A. 	Negotiating Status
 

Over a period of almost 18 months, the Mission has

worked closely with public and private sector institutions in devel­
oping the Project. It accurately reflects the agreements and under­
standings arrived at during this process, and there are no major

program issues remaining to be solved. The one outstanding policy

issue is whether to have one project agreement to which all four

executing agencies would be signatory or to have two agreements,
 
one with the Ministries of Health and Education and I.P.H.E., and

the other with APLAFA. The latter solution, while not ideal, would
 
help to ensure APLAFA's autonomy to carry out its portion of the

Project. 
This issue is under discussion with the Government and is

expected to be resolved shortly. A draft grant agreement is being

prepared, and negotiation and signature should take no longer than
 
a month from the date of authorization.
 

B. 	Conditions Precedent to Disbursement
 

1. Conditions Precedent f- First Disbursement
 

Prior to the first disbursement under the Grant,
 
or to the issuance by A.I.D. of documentation pursuant to which
 
disbursement will be made, the Grantee will, except as otherwise
 
agreed in writing, furnish to A.I.D. in form and substance satis­
factory to A.I.D.:
 

(a) An opinon of counsel acceptable to A.I.D.
 
that the Agreement has been duly authorized and/or ratified by,

and executed on behalf of, the Grantee, and that it constitutes
 
a valid and legally binding obligation of the Grantee in accord­
ance with all of its terms;
 

(b) A statement of the name of the person holding

or acting in the office of the Grantee for purposes of the Grant,
 
and of any additional :resentatives, together with a specimen
 
signature of each per'. 
 specified in such statement.
 

2. 	Additional Disbursements by Each Implementing
 
Institution
 

Prior to disbursement under the Grant, or to 
the
 
issuance by A.I.D. of documentation by which disbursement will be
 
made by each implementing institution, for any purpose other than
 
to finance (i) training of trainers in sex education or (ii) ex­
tension of media contracts, the Grantee will, except as 
the 	Parties
 
may 	otherwise agree in writing, furnish to A.I.D. or cause 
to be
 
furnished to A.I.D., 
in form and substance satisfactory to A.I.D.,

evidence that a Project Coordinator mutually acceptable to A.I.D.
 
and the Grantee has been named by that implementing agency.
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3. 	Condition Precedent to Disbursement for Training
 
by Each Implementing Institution
 

Prior to any disbursement under the Grant, or to
 
the 	issuance by A.I.D. of any documentation by which disbursement

will be made by each implementing institution which will carry

out, under the Grant, training activities other than training of

trainers in sex education, Grantee will, except as otherwise

agreed in writing by A.I.D., furnish to A.I.D., or cause to be
furnished to A.I.D., in form and substance satisfactory to A.I.D.,
 
a training plan forthat institution.
 

C. 	Covenants
 

The 	Grantee shall covenant that, except as A.I.D. and
the Grantee may otherwise agree in writing, Grantee sball provide

adequate budget for continuation of the program of family planning

and sex education for five years beyond final disbursement of the
 
Grant.
 



ANNEXES
 

I. Statutory Project Checklist
 
II. GOP Request for Assistance
 

III. 	 Draft Project Authorization
 
IV. DAEC PID Cable
 
V. Logical Framework
 
VI. Demographic Charts/Tables
 

Table 1 - Reported Crude Birth Rate, Crude
 
Death Rate, and Rate of Natural
 
Increase for Panama, 1930 to 1970.
 

Table 2 - Annual Number of Live Births, Crude
 
Birth Rates, Death Rates and Rate
 
of Natural Increase, 1960, 1965,
 
1970-1977.
 

Table 3 - Estimated Total Population 1950­
1975 and Projected Population
 
198u-2000.
 

Table 4 - Female Population 15-49, Estimated
 
for 1970 and 1975, and Projected
 
for 1980 and 1985.
 

Table 5 - Structure by Sex and Age of the
 
Population of Panama: 1970 census.
 

VII. 	Ambassador's Memorandum: U.S. Mission Personnel
 
Support for Population Activities in Panama, and
 
Letter to Secretary Vance.
 

VIII. Project Analyses
 
A. Annexes to Economic Analysis
 
B. Social Soundness Analysis
 
C. Institutional Feasibility
 
D. Financial Analysis
 
E. Initial Environmental Examination
 

IX. Equipment/Materials Lists
 
A. Ministry of Health
 
B. Ministry of Education
 
C. I.P.H.E.
 

X. Contraceptive Commodity Tables
 



Part I 
TRNS.L MEMONo." EFCTVOAAID HANDBOOK 3, App Sc P0NO,3:22 April 12, 1978 5C(2)1
 

SC(2) ANNEX I
- PROJECT CHECKLIST Page 1 of 6
Listed below are, first, statutory criteria applicable generally to projects with FAA funds, and
then project criteria applicable to individual fund sources: 
 Development Assistance (with a sub­cateaory for criteria applicable only to loans): 
and Security Supporting Assistance funds.
 
CROSS REFERENCES: 
 IS COUNTRY CHECKLIST UP TO DATE? 
 IDENTIFY. 
HAS STANDARD.ITEM CHECKLIST BEEN
 

REVIEWED FOR THIS PROJECT?
Country checklist is up to date. See Guaymi Area Development PP. TheStandard item check-list has been reviewed. 
A. GENERAL CRITERIA FOR PROJECT.
 

1. App. Unnumbered; FAA Sec. 653(b); Sec. 671 (a) The Project was included in 
(a) Describe how Con.ittees on Appropria-tions of Senate and House have been 

the AID FY 80 Congressionalor Presentation,will be notified concerning the pro" 
p.218; a revisedt; notification will be forwarded(b) is.assistance within (Operationt to 

Year Budget) country or international the Congress.organization allocation reported toCongress (or not more than $1 million 
over that figure
 

2. FASec. 6ll(a)(1 . Prior to oligation Yes.in-exces~sof $I0OO0, 
 will there be (a)
engineering, financial, and other-plans
necessary to carry out the assistance and
(b) a reasonably firm estimate of the
 
cost to 
the U.S. of the assistance?
 

3. FAA Sec. 611(a)(2). If further legis- No further legislation action
lative action is required within recipient is required to accomplish thecountry, what is basis for reasonable 
 Project purpose.expectation that such action will be
completed in time to permit orderly

accomplishment of purpose of the assis­
tance?
 

4. FAA Sec. 611(b); Apo. 
 Sec.101. 
 If for
water or water-related land rescurce

construction, has project met the stan­dards and triteria as per the Pinc4Zez
and Standa4 dot Ptanning Watur. andReated Land Raou,,ae dated OctobeA 25,
1973?
 

S. FAA Sec. 611(e. 
 If project is capital 
 Not applicable.
assistance 
e.g., construction), and all
U.S. assistance for it will exceed

$1 million, has Mission Director certified

the country's capability effectively to
maintain and utilize the project?
 

6. FAA Sec. 209,619. 
Is project susceptible 
 No. A family planning program to be
of execution as 
part of regional or multi­lateral project? If so why is project not successful must be designed withso executed? Information and conclusion extreme sensitivity to nationalwhether assistance will encourage cultural and social characteristics.regional development proarams. If Project will be carried out in closeassistance is for newly independent 
 Prjectcountry, is it furnished through multi- wi b c outain closecoordinationlateral organizations or plansto the with a companion UNFPAproject. Projectmaximum experience withextent appropriate? adolescent outreach and introduction 
of a national sex education program

for schnml-Aa_ -h4ilA,.n b If Ujto other countries in 

mn, 

the area. 



Part I 
3:22 	 O K 3, ApZ 0. a 9'PtCTIV&OATC I MS NO.NO 

5C(2)-2 April 12, 1978 	 3:22 AM HANDBOOK 3,App SC 

AN%",X I 
A 
 Paae 2 of 6
 

7. 	 FAA Sec. 601(a); (and Sec. 201(f) for The Project should assist Panama's 
1oentloans). Information and efforts in relation to items (b), d,

conclusions whether project will encourage e f
 
effots of the country to: (a)increase an f
 
the flow of fnternational trade; (b) fos­
ter private initiative and competiti6n;
 
(c) encourage development and use of
 
cooperatives, credit unions, and savings

and loan associations; (d)discourage

monopolistic practices; (e)improve

technical efficiency of industry, agri­
culture and commerce; and (f)strengthen
 
free labor unions.
 

8. FAA Sec. 601(b). Information and con- Ali 	procurement will be U.S. 
source
clusion on how project will encourage and origin except for a limited amount
 
U.S. private trade and investment abroad of procurement which will be host
 
and encourage private U.S. participation o p ouren whi ill b ho et
inforeign assistance programs (including country source and origin. A number of 
use of private trade channels and the private U.S. organizations will provide

services of U.S. private enterprise), technical assistance and training under
 

9. FAA Sec. 612(b); Sec. 636(h). Describe the 	project.
 
steps taken to assure that, to the
 
maximum extent possible, the coultry is Not applicable. (The currency used in
 
contributing local currencies to meet 
 Panama is the U.S. aollar, alhough it
 
the cost of contractual and other is denominated a "Balboa" There is no
 
services, and foreign currencies owned
 
by the U.S. are utilized to meet the cost U.S. owned "local currency".)
 
of contractual and other services.
 

10. FAA Sec. 612(d). Does the U.S. own excess Not applicable.
 
foreign currency and, if so, what arrange­
ments have been made for its release?
 

11. ISA 14. A. any FAA 6z-. 6o FY 78 be.zg No.=x P.i toRojec.t on .t~muc, opeut., 
rrLntain, o auppy 6uet 6o%, any nuctJeA
 
poweApant uwdea an a .eement coopeAa­6o 

tion beueen the Un.Ltd Stft and any
 
otJheA countay?
 

B. 	FUNDIN1G CRITERIA FOR PROJECT
 
The Project is designed to further


1. Development Assistance Project Criteria decrease Panama's birthrate by expand­

a. FAA Sec. 102(c); Sec. ill; Sec. 281a. ing delivery of family planning services
 
Extent to which activity will (a)effec- especially in rural areas. With the
 
tively involve the poor indevelopment, option of limiting and/or delaying

by extending access to economy at local childbirths, rural women and low-income 
level, increasing labor-intensive pro­
duction, spreading investment out from urban women will be in a better position
cities to small towns and rural areas; to upgrade their skills, obtain pro­
and (b)help develop cooperatives, ductive employment, and contribute to
especially by technical assistance, to increased personal and national income. 
assist rural and urban poor to help
themselves toward better life, and other­
wise encourage democratic private and 
local governmental institutions? 
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b. FAA Sec. 103, 104, 105,103A,10P ANNEX I 
107. .Isassistance being made available: 

L[nclude only applicable paragraph Page 3 of 6
eLj.,a, b, etc. -­which corresponds to
source of funds used. 
 Ifmore than one
fund source isused for project, include
relevant paragraph for each fund source.]
 
(1)(103] for acriculture, rural develop­ment or nutrition; ifso, extent to
which activity isspecifically
designed to increase productivity


and income of rural Poor; [103A]
if for agricultural research, is
full account taken of needs of small
farmers;
 
(2)[104] for population planning or 


health; if so, extent to which
activity extends low-cost, integrated
delivery systems to provide healthand family -lanning services,
especially to rural areas and po ,r; 

(3)[105] for education, public admin-
Istration, or human 
resources
development; ifso, extent to which
activity strengthens nonformal
education, makes formal education 


more relevant, especially for rural
families and urban poor, or
strengthens management capabilityof institutions enabling the poor toparticipate in development; 

(4)[106] for technical assistance,
energy, research, reconstruction,
and selected development problems;

if so, extent activity is: 

(a)technical cooperation and develop-
ment, especially with U.S. private

and voluntary, or regional and inter­national development, organizations;*
 

(b)to help alleviate energy problem;
 
(c)research into, and evaluation of,
economic development processes and
techniques;
 

(d)reconstruction after natural or
manmade disaster;
 

e) for special development problem,
and to enable proper utilization of
earlier U.S. infrastructure, etc.,
assistance;
 

(f)for programs of urban development,
especially small labor-intensive
enterprises, marketing systems, and
financial 
or other institutions to
help urban poor participate in
economic and social development.
 

The Project is designed to extend
 
p
family planning services to (a)

isolated rural areas which to date
have had only minimal access to
these services and (b) low-income
 
urban areas. 
 The Project will
utilize the expanding network of rural
health facilities being financed under
AID loan 525-U-045,
Delivery System, 

Rural Health 
and the corps ofD e i 
 cs e m, a nd the
paramedics being trained under theloan. By reaching rural and urbanpoor at an early age through newinitiatives in adolescent out-reach
 

and a national sex education program,
the Project will contribute to a
reduction in the number of early, often
unwanted, and repeated pregnancies among
 

the socio-economic 
strata which
can least afford large families.
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(5) (107] by grants for coordinated
 
private effort to develop and
 
disseminate intermediate technologies

appropriate for developing countries.
 

c. FAA Sec. l10(a); Sec. 208(e). Is the 
recipient country willing to contribute 
funds to the project, and in what manner 

has or will it provide assurances that it
 
will provide at least 25% oF the costs of 

the program, project, or activity with
 
respect to which the assistance is to be
 
furnished (or has the latter cost-sharino
 
requirement been waived for a "relatively
 
least-developed" country)?
 

d. FAA Sec. 110(b). Will grant capital 

assistance be disbursed for project over
 
more than 3 years? If so, has justifi­
cation satisfactory to Congress been made,
 
and efforts for other fina ing, wt u 
the AcpZint cowittq "Aetativety Zea.uC 
develtoped"? 

e. FAA Sec. 207; Sec. 113. Extent to 

which assistance reflects appropriate 

emphasis on; (1) encouraging development 

of democratic, economic, political, and
 
social institutions; (2) self-help in
 
meeting the country's food needs; (3)
 
improving availability of trained worker­
power in the country; (4) programs

designed to meet the country's health
 
needs; (5) other important areas of
 
economic, political, and social develop­
ment, including industry; free labor
 
unions, cooperatives, and Voluntary
 
Agencies; transportation and communica­
tion; planning and public administration;
 
urban development, and modernization of
 
existing laws; or (6) integrating women
 
into the recipie-nt country's national
 
economy.
 

f. FAA Sec. 281(b). Describe extent to 

which program recognizes the particular

needs, desires, and capacities of the 

people of the country; utilizes the 

country's intellectual resources to
 
encourage institutional development; 

and supports civic education and training

in skills required for effective oartici-

pation in governmental and political
processes essential to self-government, 
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The Governent has agreed to provide
 
a counterpart contribution in excess of
 
25% of total Project cost and has so
 

stated in the letter of application.
 

Not applicable.
 

This Project will contribute towards 
the achieajement of objectives (1), 
(3), (4), (5), and (6). 

The Project builds on the needs, desires
 
and capacities of the population and the
 
implementing agencies. 
 It will strengthen.

the institutional effectiveness of the
 

Ministry of Health in the areas of program
 
management, logistics, personnel and
 
service quality, and introduce new areas
 
of competence in three other implementing
agencies. 
The Project will also stimulate
 
local level participation by enlisting
 
community support in extending family

planning information and education and
 
in shaping an effective sex education
 
program.
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,0(l
FAA Sec.Sec. 201(b)(2)-(4)211(a)1-3 n-8.De Sec. 
the activity give rea promise of 
contributing to the development: of
economic resources, or to the increase of
productive capacities and self-sustaining 
economic growth; or of educational or
 

a. and -(8); 

other institutions directed toward social 
progress? Is it related to and consis-
tent with other development activities, 
and will it contribute to realizable 
long-range objectives? And does project 

paper provide information and conclusion 
on an activity's economic and technical 
soundness? 

h. FAA Sec. 201(b)(6); Sec. 211(a)(5), (6).

Information and conclusion on possible

effects of the assistance on U.S. economy,
with special reference to areas of sub-

stantial labor surplus, and extent to 
which U.S. commodities and assistance
 
are furnisbed ina manner consistent with
improving or safeguarding the U.S. balance.
of-payments position, 

2. Development Assistance Project Criteria(iLoansonly)Thsstin 

a. FAA Sec. 201 h)(). Information 
and conclusion on availability of financ­
ing from other free-world sources,
 
including private sot',:es within U.S.
 

b. FAA Sec. 201(b)(2); 201(d). Infor­
mation and conclusion on (c)capacity of
 
the country to repay-the loan, including

reasonableness of repayment prospects,

and (2)reasonableness and legality

(under laws of country and U.:.) of
 
lending and relending terms of the loan.
 

c. FAA Sec. 201(e). If loan isnot
 
made pursuant to a multilateral plan,

and the amount of the loan exceeds
 
$100,000, has country submitted to AID
 
an application for such funds together

with assurances to indicate that funds 
will be used in an economically and
 
technically sound manner?
 

d. FAA Sec. 201(f). Does project paper

describe how project will promote the
 
country's economic development taking

into account the country's human and
 
material resources requirements and
 
relationship between ultimate objectives

of the project and overall economic
 
development?
 

ANNEX I
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A reduction in the number of births 
will (a) help free women .to make pro­
ductive contributions to the national 
economy and (b)'hold down GOP expendi­
tures in the areas of education, health
and housing. The Project will also 

contribute to strengthening the effec­
tiveness of education, health and
family planning institutions in Panama
and complement other donor and GOP 
decopment otr donoreandbGOP 

development programs. Feasibility
of the Project is demonstrated in 
Section II of the PP. 

The Project will have no foreseeable
 

adverse effects on the U.S. economy;
procurement in the U.S. of equipment,
supplies, technical assistance and 

training planned under the Project
will, on the contrary, serve to enhancethe U.S. balance-of-payments position. 

This section is not applicable.sno ap iale 
Project is a Grant.
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e. FAA Sec. 202(a). Total amount of
 
money under loan which isgoing directly
 
to private enterprise, isgoing to
 
intermediate credit institutions or
 
other borrowers for use by private
 
enterprise, isbeing used to finance
 
imports from private sources, or is
 
otherwise being used to finance procure­
ments from private sources?
 

f. FAA Sec. 620(d). Ifassistance is
 
for any productive enterprise which will
 
compete inthe U.S. with U.S. enterprise,

isthere an agreement by the recipient
 
country to prevent export to the U.S. of
 
more than 20% of the enterprise's annual
 
production during the life of the loan?
 

3. Project Criteria Solely for Security

Supporting Assistance 


a. FAA Sec. 531. How will this assis­
tance suppo,-t promote economic or
 
political stability?
 

b. FAA See. 533(a)(1). WZit a.{sznce 
undeAt the SouwltwtAA.Ci= SpecJ~t
Req te.mcut Fund be u6ed 6Loim-Z t.ty, 
queUtta~i, o7. pawaUmiLway attiviti"? 

4. Additional Criteria for Alliance for
 
Prooress
 

[Note: Alliance for Progress projects

should add the following two items to a
 
project checklist.)
 

a. FAA Sec. 251(b)(1), -(8). Does 

assis e take into account principles 

of the Act of Bogota and the Charter of 

Punta del Este; and to what extent will
 
the activity contribute to the economic 

or political integration of Latin
 
America?
 

b. FAA Sec. 251(b)(8); 251(h). For
 
loans, has there been taken into account 

the effort made by recipient nation to
 
repatriate capital invested in other
 
countries by their own citizens? Is
 
loan consistent with the findings and
 
recommendations of the Inter-American
 
Committee for the Alliance for Progress

(now "CEPCIES," the Permanent Executive
 
Committee of the OAS) in its annual
 
review of national development activities?
 

TK Part 1 
AIDHANOOK App SC 

ANNEX I 
Page 6 of 6 

This section is not applicable. Project

is funded from Development Assistance.
 

Yes; however, given the nature of the
 
Project, it can make no real contribution
 
to the economic or political integration
 

of Latin America.
 

Not applicable.
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DRAFT PROJECT AUTHORIZATION 

Name of Country: Panama

Name of Project: Population II
 
Number of Project: 525-0204
 

Pursuant to Part I, Chapter I, Section 104 of the Foreign
Assistance Act, as amended, I hereby authorize a Grant to theRepublic of Panama, the "Cooperating Country," of not to exceed

three million, one hundred thousand United States Dollars

($3,100,000), the "Authorized Amount' 
to help in financing

certain foreign exchange and local currency costs of goods and
services required for a project to expand delivery of family
planning information and services to a higher proportion of

Panamals fertile age group. 
Of the authorized amount, five

hundred fifty-nine thousand United States Dollars ($559,000)

will be obligated when the Project Agreement is executed. I
 approve further increments duzing the period FY 1980 through

FY 1983 of up to 
two million, five hundred forty-one thousand

United States Dollars ($2,541,000), subject to the availability

of funds in accordance with A.I.D. allotment procedures.
 

I hereby authorize the initiation of negotiation and

execution of the Project Agreement by the officer to whom such

authority has been delegated in accordance with A.I.D.
 
regulations and Delegations of Authority subject to such
 
allotment and congressional notificatior procedures as are
 
required and to the following essential terms, covenants and

conditions together with such other terms and conditions as
 
A.I.D. may deem appropriate:
 

a. 
Source and Origin of Goods and Services
 

Goods and services financed by A.I.D. under the
Project shall have their source and origin in the Cooperating

Country or in the United States except as A.I.D. may otherwise
 
agree in writing.
 

b. Conditions Precedent 
to First Disbursement
 

Prior to the first disbursement under the.Grant, or to

the issuance by A.I.D. of documentation pursuant to which
disbursement will be made, the Grantee will, except as otherwise
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agreed in writing, furnish to A.I.D. in form and substance
 
satisfactory to A.I.D.:
 

i)An opinion of counsel acceptable to A.I.D. that
 
the Agreement has been duly authorized and/or ratified by, and
 
executed on behalf of, the Grantee, and that it constitutes a
 
valid ind legally binding obligation of the Grantee in
 
accordance with all of its terms;
 

(ii) A statement of the name of the person holding or
 
acting in the office of the Grantee for purposes of the Grant,
 
and of any additional representatives, together with a
 
specimen signature of each person specified in such statement. 

c. Additional Disbursements by Each Implementing 
Institution 

Prior to disbursement under the Grant, or to the 
issuance by A.I.D. of documentation by which disbursement will 
be made hy each implementing institution, for any purpose other 
than to finance (i) training of trainers in sex education or 
(ii) extension of media contracts, the Grantee will, except as
 
the 	Parties may otherwise agree in writing, furnish to A.I.D. 
or cause to be furnished to A.I.D., in form and substance
 
satisfactory to A.I.D. evidence that a Project Coordinator
 
mutually acceptable to A.I.D. and the Grantee has been named
 
by that implementing agency.
 

d. 	Condition Precedent to Disbursement for Training by
 
Each Implementing Institution
 

Prior to any disbursement under the Grant, or to the
 
issuance by A.I.D. of any documentation by which disbursement
 
will be made by each implementing institution which will carry
 
out, under the Grant, training activities other than training
 
of trainers in sex education, Grantee will, except as otherwise
 
agreed in writing by A.I.D., furnish to A.I.D., or cause to be
 
furnished to A.I.D., in form and substance satisfactory to A.I.D.,
 
a training plan for that institution.
 

e. 	 Covenants 

The Grantee shall covenant that, except as A.I.D. and 
the Grantee may otherwise agree in writing, Grantee shall 
provide adequate budget for continuation of the program of 
family planning and sex education for five years beyond final 
disbursement of the Grant. 
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2'90323Z DEC 72
Fb SECSTATE WASIDC 75rir,:c 7A,32 

T246T
TO A *ErMBASSY PANAMA 3538 C':
fl,,
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" .~~ (_"~ 2-165E: 

UNCLASCLA S -STATE 3269,4 ... ACTIO AID-..
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 DC-'
 
AIDAC 
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E.O. 12065: N/A .',. .- -- -"'
 

TAGS: L,
 

SUBJECT: DAEC REVI 7W.:.
 
. THE SUBJECT PID "; I 'VED ND APPROVED PT T E DAEC "" j.
 

-,ONDECE ,:Bl Ia 1 97 13 THE .. %7--OTE FOLLOWIN COMMENTS ,OINAND UIDANCE . .
ARF PROVIDED TO ASSIST THE M,SSION IN PREPARIN.i THE PP. ACT1F 

2. PROJFCT STRATEGY: THE EXPANSION OF FAMILY ?LkNI1- " 
COVERAGE ,HiROUGH THE USE OF PRIVATE SECTOR INSTITUTIO S A D:.c.-M/SS OVRNM%,T AGENCIES IS AN IINOVA]IVE APP:OAC:-:Af! IS TO B'FN,. COURAZ-D. 0:4,-" IN AD OTI1i T"IS ECO; -
S'T, .Y., TRE MISSION 4ILL NEED TO CAREFULLY CO:NSID;R A EX-0N'UMBES OF ISSUES, ALL OF WHICH SHOULD RE ADDR.ESSED IN ThE-"-I 

-- A. MOICSUPPORT: TH7 PID IN7ICATEq THAT T47 10H HAS At D 
E7ERCISED TEDOINA4H CO,,O_, *?'NATIONAL FA'.TI,Y ?L;,NI.,,ACTIVITIES AND THAT SE,V,CES "OIE OIT. P....A S.OVIDED DY O-IDIR NTITI1 .1

SUC AS .I-VA, HAVE BEEN LIY.ITFD. 3-IVE', THE P RCL
EV AiLI' ;G I--.c
FOLE OF TITE MOjT IN THL PR L LA'INIV' D L I....
SYSTE"M AND EE PLANS POP INTEGRATION OF TE M.ONi AND CSS,CCNCP.N 1-,AS FY PRFSSED Ti.AT TEE PID DID .43T D;%ON\STRATE OH,CES . .CCEPM-......OF T. ED ?OJECT STRAT: ' -- Y, *IIICH I'OULDAn?Ei.. TO B., ESSENTIAL IF THE PROJECT IS TO 3E SUCCESS:UL.. 

i 
-­

' ...1 

"ILEE EXA:DED USE OF THE PRIV.ATE SECTOR SHOULD 3E SOUGHT"': . ... ... " " "CpPP-.. WIlL "lp.11 ,"T P L 'D TO EVALUATE T Z ADVANTA ES V:T DISA'VA-TrGES OF S IPTING THE FOCUS ?F MSSI O;N SUPOT TO DELI ERY.EC.ANIS. OUTSIDE T-, AUSDIC"S OF THE 'J/CSS. I'D" ,SCRII TH"SR , ETP PP SiiOULD FULLY DIS-CUSS TE. ... T TO .EI CH MOH/CSS PARTICIPATIO : IS NECESSARYIN ORD T ORACHIEVE PROJECT OJECTIV-., THE POSiTION ,ICH,.
THE OH/CSS WILL OCCUPY IN THE ULTIMATE FiX OF INT ' 
rIARIES SELECTED, APr TEE DEGREE TO ,.HICii tjo?/CSS SUPOi'T 
CAN B, AN",'ICIPATED FOR INCRAS PRIVATE SECTR D TiI.C, IN ALYL-NN IG ACTIVIES. T:C.E PP si I.ULD ALSODISCUSS TE ROLE OF CENTL, FU"'rED POPULATIO' CO.T"ACT,5AND GRANTS AND ACTIVITI S OF OTHER DO IORS IN EXP.NDI'J ?RI-VATF SECTOR FAMILY ?LANN:ING SERVICES AND HOW ?ESE RELA?.7
TO THE MOH AND THE PROPOSED PROGRAM 

0 . 

R -­

- B. INSTITUTIONAL CAACITY: ALTHOUGH THE PID IDE"'IIFIES 

APLAFA AND OTHER PRIVATE ORGANIZATIONS AS POSSILE I.TER-

UNCLASSIFIED 
 STATE 326e46
 



MEDIARIES, THERE IS NO 
FVIDENCE TO INDICATE TEAT ANY 
 ANNEX IV.ANALYSIS HAS BEEN UNJDERTAKEN TO DETERMINE WHETHER, IN FACT, Page 2"of 3
THESE ORGANIZATIONS HAVE THE COMMITMENT AND INSTITUTIONAL
CAPACITY NECESSARY TO CARRY OUT AN FXPANDED FAMILY PLANNING
ROLE. 
 IN ORDER TO MORE CLEARLY 	ASSESS THE FEASIBILITY OF
THIS STRATEGY, THE PP SHOULD INCLUDE A SUMMARY ANALYSIS OF
PROPOSED PARTICIPANT ORGANIZATIONS WHICH ADDRESSES BOTH
INrIVIDUAL INSTITUTIONAL CAPABILITIES AND COMMITMENT AS WELL
AS ANY TTLCHNICAL ASSISTANCE AND TRAINING THAT WOULD BE RE-
CUIRED TO ENSURE THEIR EFFECTIVE PARTICIPATION I!N THE PRO-
JECT. 
 THE PP SHOULD ALSO IDENTIFY ANY OTHER CONSTRAINTS,
SUCH AS LEGAL OR POLITICAL RESTRICTIONS, UICH MIGHT IN-
HIBIT EXPANSION OF FAMIIY PLANNING COVERAGE ON 
THE PART OF
 
PRIVATE INSTITUTION1S.
 

-- C. COORDINATION: 
 THE PIL INDICATES THAT THE MISSION
PLANS TO UTILIZE SEPARATE PROJECT AGREEMENTS WITH EACH OF
THE PARTICIPATING INSTITUTIONS. 
 BECAUSE OF THE NUMBER OF
PRIVATE SECTOR ORGANIZATIONS INVOLVED AND THE DIVZT'SITY OF
SERVICES PROVIDED, TE P? SHOULD DISCUSS THE MECHANIISM AND
ALENT TO BE USED TO COORDINATE PROJECT ACTIVITIES, ARRANG?-
MFNTS FOR MONITORING, AND 	EVALUATI:,l 
 PROJECT ACTIVITIES, AND

THE MOH/CSS ROLE,, IF ANY, IN 
THESE TASKS.
 

2. TARGET GROUP: 
 BASED ON THE FINDINGS OF THE NATIONAL
FERTILITY SURVEY, 
THE PID HAS IDENTIFIED TWO PRIMARY TAR"ET
GROUPS: WOMEN IN RURAL AREAS AND WOMEN 15-12 YEARS OF AGE.
THE PP SHOULD DISCUSS HOW FAMILY PLANNING COVERAG3 '.ILL
BE EXPANDED TO RURAL AREAS, THE TYPES OF FAMILY PLAN'VING
SERVICES THAT WILL BE 
IDE AVAILABLE TO THE TWO P2IORITY
TARGET ",ROUPS, PERSONNE,,
NEEDED TO EFFECT OUTREACH SERVICES
 
AND !EC ACTIVITIES APPROPRIATE AND RESPOJSIVE TO THE PARTI-
CULAR NEEDS CF THE TARGET POPULATION. TqE PP SHOULD ALSO
I!4DICATE ACCEPTAi'CE EY THE MOH, AND OTHER PARTICIPATING
INSTITUTIC"!S, 
OF THE TARGET SUB&.ROUPS AND THE DATA BASE AND
ANALYSES UPON WHICH THEY WERE IDENTIFIED. 

3. GOP COMMITENT: 37CAUSE OF ThE DIFFICULT ECO1'OMIC
SITUATION WHICH PANAMA NOW FACTS, THE PP SHOULD DISCUSS T71
EXTENT OF GOP CO.MITXEB:',T 	 TO PROVIDE COUNTERPART FUNDI!JO,PERHAPS SPELLED INOUT A COVENANT; THE DISCRETE PROJECTACTIVITIES THAT GOP COUNTERPART WILL SUPPORT; AND THE
GO R :MENT'S ABILITY TO PROVIDE INCREASED FTHDIN1 -'HEN THE
PROJECT IS TERMINATED. THE 25 PERCENT R T EN'TUIRE WILLAPPLY ONLY TO THOSE AID FUNDS WHICH GO DIRECTLY TO THE "OP.THEREFORE, 
IF THE PROJECT INCLUDES DIRECT AID FINANCIAL
SUPPORT TO PRIVATE INT" 
JUTIONS, AND IF T1ISE 
INSTITUTIONS
ARE PVO'S WHICH ARE NOT -.
EOUIRED TO PROVIDE COUNTERART
FUNDS, TEF MISSION M.Y NEED TO 
REVISE THE PROPOSED LEVEL OF
AID FUNDING ACCORDINGLY.
 

4. 	ROLE OF PHARMACISTS. BECAUSE PHARMACIES SERVE AT L7,AST

UNCLASSIFIED 
 STATE 326:3.8 



1$. ERCENT OF THE CONTRACEPTIN3 POPULATION, THE PP SHOULD
D1SCFqS THE ROLE OF PHARM4ACISTS IN LJTTNDING FAMILY PLANN- ANNEX-IV
1I1 SEIRVICES, AND CONSID'-:R THE POSSIBLE ADVA.TA;'' OF IN- Page 3 of 3CLUDING TEIS GROUP Ili THE TRAINIM4 PROGMR. M OR OF FINANCING 
p. COM"-ERCIAL RETAIL SALFS PROGRAM. 

5. FCO!JOIC ANALYSIS: TME ECONOMIC ANALYSIS OF TiE PP
SHOULD PROVID-i AVERAGE COST PER BIRTH AVERTED AND AVERASE
Co3ST 
PER ACCIPTOR FIGURES FOR EACH OF THE DIFFERENT TYPESOF CONTRACTPTIVE PROGRAMS CARRIED OUT BY EACH INSTITUTION
LI ELY TO PAR T ICIPATF IN THE PROJECT. FINAL SELECTION OF
PARTICIPATING IN'STITUTIONS SHOULD BE BASED O' THE ABOVE
CO-ST YIGURFS, VITH PARTICULAR ATTNTION GIVEN TO 
THF EFFECT
nLURAL IrNACCESSIBILITY P1AY HAVE ON TiESE AD OT.ER COSTS.
 
THE PP SHOULD ALSO INCLU ? A DISCUSSION AND ANALYSIS OF THE
ANTICIPATED CLIENT FY& SCHEDULES FOR EACH OF THE DELIVERY
SYSTEMS.
 

6. SOCIAL AN!ALYSIS:
 

--A 
 TARGET 3ROUP ATTITUDES: 
 ,HILE THE PID HAS IDE%TIFIED
L.URAL ,OMEN ANID TEEN'tG FE"ALES AS THOSE MOST IN NEED OF
- iL F P--IN
A IN COVERAGE, THE ATT rT DES OF THESE OOUPS
TC..
 'ARD FMIY PLFP-I'G I DISCUSSEP ONLY I-1SOFAR AS TEE
A'TO!AL F.TILITY S.RV.Y IDE.,.I...D TiHE PERCETAGE OF
'1-1 .'!'.'HO INO T N0.iO " .DID '1:ANT THEi CHILD. THE SOCI-'.L A :ALYS ISop' T-7 PP SHOUTD AD* 2 
 THE ATTITUDA AOiD/ B7HAVIOR
TER... OF TARE VA.IO.SIC 
 GROUPS TOWARD ?.-M'ILY
 

Lr ,'~, ,, THE FA-vILY ECISION-MA-:I..G PROCESS 
 RTARD
TO ",IL SIZ, IIPLICATIONS OF T.P.FT G 0 
.ITH 

-..I.-TIO' CF HOUS 
 3 D IA .R NE EDS 0:N 'A'ILY SIZE, AN D T."EA".'.D TY- '1? T 7 DTm ACEPT IVDR) 'BIL ' METHODS -0 THE
 
INT .. ENFIC IARI ES.
DED 


-- H"EN: ASTHE-,PIDL -: - E T - MNl.L, 
3. ROTE• ~r OF InT ESBOTH RU. l ~iUR
AN.D TFAL-S AS Ik'TEND-D 2T;N"ICIARIES, BUT DPOES NOTINC-UDE I..NE
TH TA.3T GROUP. rH- PP SOULD DICUSS
T.. A.TITUDE OF MEN 'IOARD CONTRCLLIN& FA ILY SIZE, ..A.


TOLF -...WILL PLAY I" T , EXPA"I OF FfLY LANNIN.
COVFAGF, AND PROJECT A-CTIVITIES "-WHICH iILL BE UNDERTA.[EN
TO ENCOUR.AGE ,ATICIPATION.THEI I E4s0M 

NNN N 
UNCLASSIFIED 
 ST.TE 326.04?
 



APILIOENT 	 PROJECT0RA0IEWO-K 	 DESIGN SJMMARY
LOGiCAL 	 Life of Project:(INSTRUCTION,FORM WHICH CAN BE USED ASAN AID 

Tills ISAN OPTIONAL From FY 1979 to FY 1983Total U.S. Fundino. S.-... 1(1. OIProject Title &Number: "n • _TO ORGAHIIZING DATA FOR THE PAR Date PoprepayaREPORT. IT NEED NOT BE RETAINEDOR SUBMITTED.)NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE 	 PAGE IINDICATORS
Program or Sector Goal: 	 MEANS OF VERIFICATIONThe broader objeclive to Measures 	 IMPORTANT ASSUMPTIONSof Goal Achievement: 

Asmptions for achieving goal target:which this Project contributes: 
To contribute to a 
further reduction 
 Crude birth rate reduced from
in Panama's birth rate which will 	

Civil registry data published by the
28/1000 in 1979 to 25/1000 in 	
Increased participation in


strengthen efforts 	 Office of Statistics and Census.
to improve the 1984. family planning programs will

quality of life 
 Hinistry of Health data.
of lower income 	 result in sufficiently fewer
 

births to offset demographic

trends which threaten 
to reverse
 
the declining CBR.
 

Contraceptive commodities
 
financed by AID are available
 
in the volumes and on the dates
 
required.
 

GOP policies do not discourage
 
the expansion of family planning
 
services.
 

Effective opposition to family
 
planning does not develop.
 

I­



PROJECT DESIGN SUMMARY 
&UIPD.E19TI 	 Life of Project:

LOGICAL FRAMEWORK From FYToI 	 _9_79_ _FY1983U.S. Funding _33100.000Project TltIeoL& ubw: Population TT. Proiect No. 525-0204 
Dole Prepred, Hiae lI 7q

NARRATIVE SUMARY OBJECTIVELY VERIFIABLE INDICATOS MEANS OF VERIFICATION IMPORTANT AS2MPflONSProject Purpose: 	 Condions that will indicate purpose has been A IO icrR A h INS 
ochieve& End of project status. 	 Assumptions fo achieving puse:To expand delivery of family planning
information and services 	 1. Increased number of fertile age
to a higher 
 vomen who are active users:
proportion of the fertile age group. 	

Contraceptive prevalence surveys 
- GOP continues to support provision
- 44,700 new rural acceptors 1979, 1983.1/ 
 of family planning services.
 
- 46,300 new urban acceptors.
 

2. Itacrease in male contraception Hale contraception studies - 1980, 
 National Program for Sex Education
- 35,266 using condoms 1983. 
 continues to receive high level
- 1.156 sterilized. 
support, and no significant grass
 

3. Increase in adolescent under-
 Ministry of Education records. roots opposition develops.
standing of human sexuality and Adolescent surveys

the reproductive process and 

- 1980, 1983. 	 New contraceptive technologies
 
promoted by the Project meet with
practical knowledge of options to 

delay conception: acceptance. 
- 150,000 adolescents 

ages 10-19 receiving sex education Qualitative improvements in service
delivery occur as planned.
in the public schools.
- 160 ,09+adoledcenta yOH/CSS 


ages 15-19 provided with family facilities increase and adminis­
trative improvements, including in logistics
planning I E and C. 

and supervision.occur - as planned under
 

4. Increase x contraceptive use Contraceptive use continuation survey 	
AID loan 525-U-045 and this Project.
continuation rates: 	 ­1981, 1983. 


- reduction in user dropout 	
Family planning component of
 
UNFPA project is also effective.
rates from /1000 in
 

1979 to 
 /1000 in 1984.1
 

5. Increased public and private 
 Ministry budgets.
sector support for population/ 
 Record of requests to APLAFA.
 
family planning activities. 
 t 

I/ Data to be provided by 
 1/ Achievement of each EOPS indicator
contraceptive use continuation 
 may also be verified by 1H40,HOE,IPHE
surveys, 
 and APLAFA records.
 

0 



SUPOITSHEN'AID 00-28J711 

Project T il le	&Num bw : P oo la t ,II. P ro 
NARRATIVE SU&MARY 

Outputs: 

1. Family planning services providej

in a dependable, humane s'd under-

stmning 
manner at all HOII/CSS health 

facilities, 


2. Sex education introduced in the
public schools, 


3. Family planning information and 

services are systematically available 


to adolescents.
 

4. Active public and private sector 

programs to attract males to 
family
planning established and operating. 


5. Increase in comunity-based
family planning outreach. 

LOGICALDESIGN SUMMARYPROJECT FRAUEWORK 	 Life of Project:From FYTotal U.S. 1979 to FY 1983Fu $s,10000 
ec tNo . 52 5- 0 20 4 Date Prep ed: P A G E 3 

OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONSHagnitude of Outputs: 

- 480 health facilities providing Assueption Floachieving outputs:
USAID records and project documents, Continued GOP support for project
family planning. 
 (Population II aid Loan 045). 
 initiatives through provision of
- % of health facility visitors 


agreed-upon inputs.
who become acceptors increases. 
 GOP reports, records and accounts.
 

APLAFA reports, records and accounts.
 

Project evaluations.
- 4,000 teachers providing sex

education 	to students and their 
 Field monitoring reports.
 
parents thraugh the public
 
schools.
 

- effective I E & C for adolescent 
occurring. Other donor inputs provided as planned

and In a timely manner. 

- APLAFA Adolescent Center conducti
 
225 adolescent seminars.
 

Five HOH adolescent centers In
 
operation.
 

-
Condom displays installed and
 
kept fully stocked in all health
facilities and government office. 
 Community 	members are available to
in rural areas.
 

- 10 urologists trained in
 
vasectomies 

- pilot vasectomy center and 6 new 
operating rooms established and 
operating 

- effective I E & C occurring 

- 72 health educators, 125 	 LAFA is provided with sufficitnt 
autonomy and donor support to carry 
 M
community 	malaria workers, 75 
 out planned Project activities.
 

pha rmaci sts, and 2,50 0 communityo 
 u pl n e Pr j c 
a ti t e s
volunteers-trained and offering f ilyplanning at the community level,

mostly in 	rural areas.
 

0 



A I-303S7-713 

SUPPL..T I 

ProjectTitle& Number: Population 
NARRATIVE SUMAR y 

Outputs-: 

i. 

PROJECT DESIGN SUMMARY 
LOGICAL FRAMEVORK 

Prniecnr Hn 52%-nOn 
OBJECTIVELy VERIFIABLE INDICATORS MEANS OF 

Magnitude of Outputs: 

- minimum 25 seminars on family
planning provided by APLAFA to 

VERIFICATION 

Life of Projl FY98Tot F 1 0t 

Date Prep.e. - .64 479 PAGE 3 
IMPORTANT ASSUMPTIONSPAGE 3 

Assumptions for achieving outputs: 

private sector groups. 

- 210 IPIIE personnel - trained, 
providing family planning and 
sex education to COIF parents
and School for Parents members. 

6. Increased number of health and 
non-health sector personnel receiving
training in sex education, family
planning and demography. 

90 GOP personnel trained as sex 
education trainers 
3,300 employees of Social Welfare 
Hinistries trained in sex education 
210 IPiHE employees trained in sex 
education and family planning.
75 pharmacists trained in family 
planning. 
HOII/CSs 
800 trained in administration of 

family planning programs.
15 trained in logistics manage­

ment. 
10 physicians trained in 

sterilization. 
450 medical & para-medical personne 

trained in human relations. 
2850 trained in family planning

services. g trained iiicc'munications 
andfamily planning; social com­munications methodology;production and evaluation of 

7. Improved data base for population/
family planning, including capability 
to update information. 

mass media materials.0 
Two contraceptive prevalence 

surveys completed. 

V% 

Two contraceptive use continuation 
surveys completed. 
[ o adolescent surveys completed.
Tro studies of male contraception a daltitudes toward family planning co pleted. 



AID 1020.O 17-711FRAuAEWORh 

UPPLH I 

Project Tili. Z Number.: POPUIATION I T, 

NARRATIVE SUMMARY 
Inputs: 

1. 	Histry of Health
 
Contraceptives 

Equipment 1/ 

Vehicles 


Information/Education Macerials 

Training 

Family Planning Specialists 


and Administrators 

Evaluations -nd Studies 


2. 	APLAFA
 
Information/Education Materials 


3. 	National Program of Sex Education
 

Hinistry of Ed-cation
 
Training 2/ 

Equipment and Materials 

Technical Assistance 


IPIIE
 
Training 

Equipment 

Technical Assistance 

Evaluation 


Include, aterilization, family planning 

clinical, and audiovisual equipment 


2/ 	Includes training of trainers In sx 

education from other GOP agencies, 


PROJECT DESIGN SUMMARY 
A 

LOGICAL FRAMWOK 
PROJECT 525-0204 

OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION 
Impl.mmntation TorgetJ94tdM4XXA k 
(U.S. $000) 

AID GOP TOTAL 


917 1/ - 917 
335 ­ 335 

103 10 113 

586 
 - 586
 
248 ­ 248 


- 3,399 3.399
 
266 150 416
 

2,455 3,559 6,014
 

96 25 2/ 121
 

403 1.336 1,739 
42 - 42 
10 
 10
 

455 1,336 1,791
 

41 57 98
 
39 ­ 39 
6 - 6 
8 ­

94 57 15-1 

3,100 4297 07.' 

USAID records and project 


documents. I/ 


GOP accounts, records, reports. 1/ 


Field monitoring reports, 


APLAFA records. 1/ 


Life of Prect: 
From FY 1979 to FY 1983 
Total U.S. Fundingj3Sannnnn 

Xot. .lPreped: 
PAGE 4 

IMPORTANT ASSUMPTIONS 
Assumptions for providing inputs: 

AID funds and contraceptive cosodi­
ties available as planned.
 

GOP economic situation permits
 
provision of counterpart
 
personnel ard funds as required.
 

Qualified GOP personnel available
 
for training.
 

n 

. 

l/ Of thin amount, $820,000 is for / Signed contracts, purchase orders,
 
centrally procured contraceptiv a. training records, voucher reports,
2/ A contribution of $25,000 is


estimated from APLAFA whilch is 
etc.
 

privately funded.
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Table I 

REPORTED CRUDE BIRTH RATE, CRUDE DEATH RATE, AND RATE OF NATURAL
INCREASE FOR PANAMA, 1930 to 1970.* 

Crude Crude Rate of 
birth 
 death natural
Period 
 rate rate increase (Z) 

1930-34 
 36.5 
 12.9 
 2.36
 

1935-39 
 36.4 12.9 
 2.35
 

1940-44 
 37.5 8.8 
 2.87
 

1945-49 
 36.1 10.9 
 2.52
 

1950-54 37.5 8.8 
 2.87
 

1955-59 
 39.8 
 9.1 3.07
 

1960-64 
 40.2 
 7.8 
 3.24
 

1965-70 
 38.5 
 7.1 3.14
 

Note: The rates for 1930 through 1959 are from U.S. Bureau of the

Census, Population of Panama, Estimated and Projections: 1961 to
2001. Demographic Reports for Foreign Countries, Series P-96, No. 2,
U.S. Government Printing Office, Washington, D.C. The rates for 1960

through 1970 are from Panami, Direccidn de Estadistica y Censo, La
 
Poblaci'n de Panama, 1973, pp.16,31.
 

* Robert W. Fox and Jerrold W. Huguet, Population and Urban Trends in
 
Central America and Panama, Inter-American Development Bank, Washington,

D.C., 1977, page 177.
 



ANNEX VL..
 
Table 2
 

PANAMA: ANNUAL NUMBER OF LIVE BIRTHS, CRUDE BIRTH RATES,
 

DEATH RATES AND RATE 
 OF NATURAL 	INCREASE, 1960, 1965, 1970-1977.
 

No. of Live 
Births 

1960 42,359 

1965 48,377 

1970 53,287 

1971 54,948 

1972 54,910 

1973 52,091 

1974 52,772. 

1975 53,790 

1976 53,001 

1977 50,389 

Sources of Data: 

Crude Birth 

Rate 


39.1 


38.4 


37.1 


37.2 


36.0 


33.2 


32.6 


32.3 


30.8 


28.5 


Crude Death Natural 
Rate Increase (R) 

8.2 3.1 

7.2 3.1 

7.1 3.0 

6.7 3.0 

6.0 3.0 

5.8 2.7 

5.6 2.7 

5.2 2.7 

4.8 .2.6 

4.4 2.4 

1960-1967: 	Direcci6n de Estadistica y Censo: Estad~stica Panamena,

Bol. No. 562. Contraloria General de la Republica,

Panama, July 1973.
 

1968-1977: 	Direcci6n de Estadistica y Censo: Panamg en Cifras,
1968-1972, 1969-1973, 1970-1974, 1972-1976 y 1973-1977. 
Contralor'a General de la Republica, Panama, Noviembre 
de 1974, Octubre de 1975, Noviembre de 1977. y Noviembre 
de 1978. 



ANNEX VI
 
Table 3
 

PANA A: 
 ESTIMATED TOTAL POPULATION 1950-1975 AND
 

PROJECTED POPULATION 1980-2000
 

Year Total Population

IO00s
 

1950 

825
 

1955 

947
 

1960 

!095
 

1965' 

1269
 

1970 

1464
 

1975 

1678
 

158° 

1896
 

1985 

2117
 

1990 

2346
 

1995 

2583
 

2000 

2823
 

Source: 
 Dfrecci6n de Estadistfca y Censo: 
 Estadistica Panamefia Bol. 
No. 772,
 
"Proyecciones de Poblaci6n de la'Repblica de Panamn, 
 por Sexo y
 

Grupos de Edad: Aflos 1950-2000", medium projection, Table 9.
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Table 4
 

PANAMA: 
 FEMALE POPULATION 15-49, ESTIMATED FOR 1970 AND 1975,
 

AND PROJECTED FOR 1980 AND 1985.
 

Y E A R 

1970 1975 1980 1985 

Number of Women 
15-49 (1000's) 321 377 444 517 

Women 15-49 as a percent 
total population 21.9 22.5 23.4 24.4 

Source: 
 Direcci6n de Estad'stica y Censo: EstadTstfca Panamefia 
Bol. No. 772,
 
"Proyecciones de Poblaci6n de la 
Republica de eanamS, por Sexo y
 
Grupos de Ead: 
 Aios 1950-2000", medium projection, Table 9.
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Table 5 

STRUCTURE BY SEX AND AGE OF THE POPULATION OF PANAMA: 1970 CENSUS
 

HOMBRES MUJERES 

X.54 

[215-24 :i::::: 

........... 

50 40 30 20 10 0 

Paoreentoje 

10 20 30 40 50 

Source: Estad~s4tica Panamela (Suplemento) Panorama Esradftico sbre la 
Mujer, Coiftralor~a Genera1 de a Rep~blica, Direcci6n de Estad~stica 
y Censo, January 1975. 
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Page 1 'of 11. UNITED STATES GOVERNMENT 

D January 18, 1979 memorandum 
AWNOF: Ambler H. Ibss, Jr. '1j

Abassador
 
SUWCCT: U.S. Mission Personnel Support for Population Activities in Panama. 

TO: All U.S. MIission Personnel 

Attached is a briefing paper prepared by USAID on recent demographicgrowth trends in Panama and on the successful U.S.-sipported family
planning program. Officers should play an active role in encourag­
ing Panamanian officials at all levels - in all sectors of governmentas well as in private industry - to pronote policies and activities
that will result in less rapid population grmth. I strongly urgeall officers to read the paper and to use it as background in your
conversations with host government officials and representatives of 
the private sector.
 

Att. a/s
 
HRD:ABloom:my:1/18/79
 

Distribution: 
Embassy (Economic, Political, Consular, A;inistration, 
-" Treaty Implementation Offices) 
ICA 
HVA 
MILGP
 
AGRI
 
GAO 
AID
 

Buy U.S. Savings Bonds Regularly on the Payroll Savings Plan ,9O-rM,.o,."a.

1jNV.7-N)
lo alPMR (41 crn)161-1 t.4 
"toll
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BRIEFING PAPER ?age 2 of 11
 

DEMOGRAPHIC GROWTH AND POPULATION ACTIVITIES IN PANAMA.
 

Summary:
 

Panama has been experiencing a gradual but marked decline in Its
 

birth rate during the past decade, largely due to the widespread adoption
 

of modern means of contraception. In 1968, the Crude Birth Rate was 38.9
 

per thousand; by 1977 it had dropped to 29.5 per thousand. Seventy per­

cent of women using contraception receive family planning services through
 

the public sector (the Ministry of Health or the Social Security Institute).
 

Of women aged 15-44, married or in a consensual union, almost one-half are
 

currently using contraception, an impressively high prevalence rate for a
 

developing country.
 

Despite the substantial achievements of the Government-sponsored
 

family planning program, there is an unsatisfied demand for contraceptive
 

services in Panama. 
 In order to extend the coverage of family planning
 

services, especially to adolescents and rural women, population activities
 

should be promoted by all sectors ­ health, education, agriculture, housing,
 

labor,and private business and industry.
 

The Problem:
 

Panama's population is currently estimated at 1,771,300 (1977). 
 In
 

1960, the nation's population was 1,075,541. Currently growing at a rate
 
of 2.5% annually, the country has the capacity to double its population
 

approximately every 26 years. Forty-three percent of Panama's population
 

Is under 15 years of age, creating a substantial burden of dependency on
 



ANNEX VII 
" Page 3 of 11 

that portion of the population that iseconomically active. Demographic
 

growth is compounded in urban centers by a 
great influx of migrants from
 
rural areas. 
 During the 1960-l970 decade, San Miquelito, the marginal
 
district of Panama City, registered a staggering annual rate of increase
 

of 19%. 
By 1980, almost one-third of the country's population will be
 

located inPanama City and the adjacent district of San Miguelito. The
 
combination of absolute growth and internal migrations will strain the
 
capacity of public services and create a 
formidable demand for employment.
 

"World Population: The Silent Explosion" refers to a 
trend observed
 

among LDC's inwhich an "...unprecedentedly rapid drop indeath rates 
...,
 
isaccompanied by a "...much more slowly falling birth rate." 
 Panama's
 

Crude Death Rate had already fallen as low as 7 per thousand by the early
 
1960's, lower than the current death rate of developed countries such as
 
the United States. However, Panama's birth rate hovered at about 40 per
 

thousand. 
As a result, the rate of natural increase for the decade was
 

greater than 3% per year. 
Panama was clearly among those countries
 

experiencing a 
"population explosion". The birth rate began a gradual but
 
marked decline inthe decade of 1970's. 
By 1977, the birth rate had reached
 
29.5 per thousand, the Crude Growth Rate, 2.5% per year. 
This represents
 

a 25% decrease inthe birth rate over a
period of only ten years. This
 
raoid transition isdue principally to the widespread use of modern means
 

of contraception.
 

Although the birth rate has been falling, an alarming-trend has been
 
the increasing proportion of births among adolescents in Panama. Adolescent
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mothers account for 19% of all births inthe country. 
The National
 
Fertility Survey conducted in 1976 determined that among women aged

20-49 and currently in
a marriage or consensual union, 63% did not
 
want any more chilaren. Thirty-three percent declared that their last
 
pregnancy was "unplanned"
 

While almost all women in Panama know that family planning exists,

actual use of contraception varies greatly depending on a 
woman's level
 
of education and place qf residence. 
Predictably, contraceptive use is
 
highest among women who have completed secondary school-and among women
 
in urban areas. For example, women raised in rural 
areas have an average

of 4.7 children, in contrast to women raised in the city, who average 3.1
 
children. 
Highest fertility is found among wives of campesinos and land­
less agricultural laborers. 
Women with less than four years of education
 
on the average have 6 children; women with at least some secondary school,
 
those who can aspire to alternative roles to early marriage and motherhood,
 
average three children.
 

What is Being Done:
 

In the late 1960's the Government of Panama began a concerted
 
effort to increase the availability of health services by constructing
 
health facilities throughout the country and training large numbers of
 
paraprofessional and auxiliary health personnel. 
 One of the areas which
 
the Ministry of Health has given soecial emphasis is the Maternal and
 
Child Health proqram. While contraception had previously been available
 
through private physicians and pharmacies, and family planning services
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were offered through the local International Planned Parenthood
 

Federation affiliate (APLAFA) beginning in1968, the family planning
 

activities of the Maternal and Child Health program marked the initiation of
 
the nationwide government-supported population program. 
Funding assistance
 

of more than $4 million was extended by AID inthe form of a number of
 
grants for Maternal and Child Health activities, including family planning
 

education and services. Over a period of 11 years, AID has provided the
 
MOH program with clinical and office equipment and contraceptives, vehicles,
 
and instructional materials for family planning. 
Health personnel and
 

national and community leaders were trained insuch areas as demography,
 

women's health care, sex education, communication skills, and modern
 

sterilization techniques. 
zome existing health facilities were remodeled
 

so that a 
full range of MCH and family planning services could be provided.
 

Today family planning services are available at 374 hospitals,
 

health centers and subcenters and health posts throughout Panama.
 

Approximately 47% of women aged 15-44, currently married or ina 
consensual
 

union, are using contraception. This compares with 24% of women 15-44
 
years old inParaguay and El 
Salvador who are currently using contraception.
 

In Panama the most prevalent method, surgical contraception, has been
 

adopted by 40% of those women currently contracepting.
 

A Future Strategy:
 

To date family planning services and information have been provided
 
exclusively by the Ministry of Health and APLAFA. 
The Social Security
 

Institute, probably the major provider of health care in Panama, does not
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have a formal family planning program, although contraception, including

sterilization, 
are provided on a therapeutic basis. 
 Yet concern over
 
the effects of continued growth and interest in engaging family planning

education activities have been expressed by other sectors such as edu­
cation, labor and planning. 
AID believes that social workers, educators,

labor leaders, psychologists, and home economists 
should be encouraged

to promote family planning by incorporating population information in
 
their regular connunity outreach programs. 
 These activities can be es­
pecially effective in approaching those groups who do not usually avail
 
themselves of the formal Maternal and Child Health Family Planning Program.

While some spontaneous requests for AID assistance have been received in
 
recent months, the institutionalization of population activities in 
sectors
 
apart from health depends very much upon upper echelon support of this
 

endeavor.
 

Embassy staff can take advantage of their regular contacts at all

levels of Panamanian government and society to instill 
a consciousness of
the compelling need to address the demographic growth problem with concrete
 
policies and programs. 
 In conclusion, then, it is the responsibility of
 
all Embassy personnel to focus attention on 
the significance of "The

Silent Explosion" for the accomplishment of national development and
 
foreign policy goals alike.
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Panama, Republic of Panama 

January 16, 1979 

Honorable Cyrus R. Vance

Secretary of State
 
Washington, I. C. 20520
 

Dear Hr. Secretary: 

I have read with great interest *World Population: TheSilent Explosion' and share your concern for the ramifications
of rapid demographic growth, particularly in the development
world. It is indeed incumbent upon all memberscomiunity to of the Embassy
stress in their contacts with leaders of govermaent
and the private sphere the effect of population growth on
aspects of national developmenz. 
all
 

"orld Population: The Silent Explosion" Identifies Panamaas one of the 30 LOC's that have achieved a substantial reduction
intne birthrate in 
recent years.
Pana"a is due in large part to 
The reduction of fertility inthe effectiveness of the Government­supported family planning program, which provides contraceptive
services to 701'of women using contraception. 
 The program, in
which family planning is provided under the aegis of Maternal and
(;nhld Health, has received over $4 million in grant funds from the
Agency for International Development since 196. 
 Un the basis of
the iwpressive past success of the fadmily planning program, I
strongly support AILJ's current efforts and future strategy to pro­vide family planning services to men and women throughout Panama.
 

Among the activities supported by AID bilateral assistance,or planned in the new grant program now being designed, are numerousactions in the priority areas identified in "World Population:
Silent Explosion": The
discussions about the significance of population
matters with leaders at all 
levels; the use of paramedics to extend
the delivery of health services, including fataily planning, to iso­lated rural coIamunittes; academic and vocational education programsfor girls as well as boys; encouragement for the formulation ofpopulation goals in the context of social and economic development;and assistance to the linistry of Health to improve management and 
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administration in the healtn and family planning programs. The
 
AIIJ-funded family planning program isclosely coordinated with
 
other local bilateral assistance programs, notably that of the
 
United Nations Fund for Population Activities. Coordination has
 
also been maintained with the local International Planned Parent­
hood Federation affiliate, APLAFA. The AI) Mission has increasing­
ly promoted the involvement of other non-governmental organizations, 
such as the Pathfinder Fund and the Association for Voluntary
 
Sterilization, in population activities. Technical assistance in
 
research has been arranged through the Center for Uisease Control
 
and private oryanizations such as the International Fertility
 
Research Project.
 

In the decade since tue inception of the AID-supported govern­
ment family planning program, the birth rate in Panama has decreased
 
dramatically from 3d.9 per thousand to 29.5 per thousand, a reduction
 
of 240. An indication of the impressive success of the program is
 
the increase in the prevalence of use contraception: by 1976,
 
47% of all Panamanian women between thu ages of 15 and 44 and in a
 
marriage or consensual union were using soae method of family planning.
 
More than twenty per cent of fertile aye women in Panama have adopted
 
voluntary surgical contraception, an achievement equalled by few
 
countries in the developing world.
 

One of the factors that is likely to perpetuate a pattern of
 
relatively rapid population growth is the entry into fertile age of
 
a larye number of aaolescents, products of the peak fertility period
 
of the early 160's. Despite the general decline in fertility In
 
Panama, each year teenagers give birth to an increasingly larger
 
proportion of all children. Adolescents accounted for 19% of all
 
births in Panama in 1975. Thus there is reason to focus our programs
 
on adolescents for whom an early often unwanted pregnancy, may force
 
a premature end to education and circumscribe future employment
 
opportunities. Another group whicn will be the ebject of continued
 
program efforts are rural women, whose fertility is considerably
 
nigher than that of their urban counterparts.
 

Evidence indicates that an unsatisfied demand for family planning
 
services persists in Panama. The 1976 N(ational Fertility Survey
 
demonstrated that 63% of all womnen aged Z0-49, married or in a con­
sensual union, did not wanc any more children. Thirty-three per cent
 
of women declared that their last pregnancy was *unplanned. In short,
 
despite the encouraging strides that have been made, United States
 
support to family planning activities in Panama must be maintained.
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"World Population: The Silent Explosion* is a cogent elu­
cidation of the problem that countries such as Panama will continueto face, one that threatens to mitigate the gains of nationaldevelopment efforts. 
My staff and I will be attentive to opportu­nities to impress upon public and private figures the magnitude ofthe problem and tne importance of diminishing growth for the futureof Panamanian developnent. 

Sincerely 

Ambler H. Moss Jr. 
Ambassador 

HRD:Aaloom:mg 
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THE SECRETARY OF STATE 

WASHINGTON' 

Dear Mr. Ambassador:
 

I urge you to examine and use the enclosed timely
and comprehensive study of the world population
 
problem prepared by Ambassador Marshall Green, the
 
Department's Coordinator of Population Affairs. 

It is difficult to overemphasize the importance
of this problem, which increasingly affects a broad
 
range of foreign policy issues, including economic 
development, world hunger, energy and natural 
resources, basic human rights, public health, 
unemployment and social unrest, political insta­
bility, emigration, and local conflicts. Even
 
though there is that
evidence eff2ctive national
 
family planning programs 
 can lower birth rates,
world population will continue to grow in the next
 
few decades in historically unprecedented numbers,

largely due to the unusually large proportion of 
young people about to enter their reproductive 
years; the current world population of over four
billion, already overburdening many of the 
planet's ecosystems, will probably double within 
35 years.
 

Preoccupied with other pressing problems, and 
aware of the sensitivities and complexities of

population issues, political leaders often fail 
to give this problem the continuing attention 
and priority it deserves. Yet, experience has
 

The Honorable
 
Ambler Holmes Moss, Jr.,
 

American Ambassador,
 
Panama, Panama. 
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shown that an essential precondition to reduction of
 
population growth rates is the unequivocal commitment 
by national leadership to population/family planning 
programs. Even though the effects of today's programs 
can only be seen gradually in years to come, the 
failure to act can have incalculable, perhaps tragic, 
consequences for future generations.
 

I hope that you and your staff will not only
read the study but will also consider ways of using

it in your contacts with public and private figures;

to this end, additional copies are being forwarded 
to you.
 

I welcome any thoughts you may have on how the
 
United States and the international community might 
more effectively address this transcendent global 
problem.
 

Sincerely,
 

Enclosure:
 

World Population: Silent xplosion 
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INAPPROPRIATENESS OF LEAST-COST ANALYSIS
 

Least-cost analysis was not conducted because, for reasons
discussed below, there were no substantive alternative comparisons
 
to be made:
 

(1) GOP policy has established specific roles for the
several public and private institutions providing various family

planning services. Currently the MOH has the best developed total
delivery or outreach system providing I E and C, contraceptive

services, and personnel training. 
 APLAFA has a small outreach

capacity only in the Metropolitan Corridor and provides basically

only I E and C. 
 To consider it as an alternative to the
MOH would require estimating the cost of developing a delivery

system comparable to that of the MOH. 
IPHE is a semi-government

institution with a very specific role as discussed earlier. Finally,

the MOE provides expertise in the area of sex education and effective
 
teaching.
 

(2) Implicit in the GOP program is the subsidization of

family planning programs through the MOH for the very-low-income

groups who are the primary focus of this Project. Although such a
subsidization program will attract some clients who could afford
to pay more for the services than required, the extra cost resulting

from the system is assumed to be offset by the extra benefits obtained
by attracting members of low-income groups who otherwise would not
participate in family planning programs. 
Furthermore, experience

indicates that higher-income groups will tend 
to prefer the private

sector. The inefficiency of the system is thus considered minimal

and justifiable. 
While it would be possible to develop subsidization
 
programs which would allow the private sector 
(doctors, private

clinics, and pharmacies) to provide at least some of the family

planning services to the lower-income groups, the GOP apparently

considers such programs administratively impractical and probably
more costly than its own, especially given the experience in devel­
oped countries such as the U.S. 
 The Mission thus considered it
unrealistic to attempt to develop cost estimates for the delivery
of comparable services by the private sector. 
Furthermore, the

private sector currently does not, on any significant scale, and
most likely will not in the near future, provide services to low­
income areas, particularly in rural Panama. 
The difficulty of
attracting adequate private medical personnel to poor areas is
 
well documented worldwide.
 

(3) Due to the high retail prices of contraceptive

devices and medical consultations, it is doubtful that the principal

target groups can afford to purchase these services from the private
 



ANNEX VIII-A
 
Page 2 of 2
 

sector. Retail price ranges for the various contraceptive devices
 
are: (1) $1.95 to $3.90/month for oral contraceptives; (2)condoms - $0.40 
to $3.75 per box of three ($0.25 to $0.30 if sold individually): 
and (3) $2.25 to $2.75 per month for foams and jellies. These
 
costs added to the $15 to $40 cost per doctor's visit in the
 
private sector clearly place retail contraceptives beyond the
 
reach of the target group.
 

(4) The MOH's expanding health delivery system into the
 
urban and rural poor areas provides one unified system for assuring
 
that the most needy groups will be reached by a comprehensive family
 
planning program that goes beyond the mere distribution of contra­
ceptive devices.
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PROCEDURE USED TO OBTAIN $48 COST/BENEFICIARY FIGURE
 

A. 100% of the following costs 

Contraceptives 

Sterilization equipment 

Salaries 

Information/Education Materials 

$ 917,000 

160,000 

3,399,000 

707,000 

B. 33% of the following costs 

Equipment $ 256,000 

Vehicles 113,000 

Training 2,085,000 

Technical Assistance 16,000 

Evaluation and Studies 424,000 

Sub-total $ 2,894,000 X .33 955,020 

TOTAL $6,138,020 

$6,138,020 
$128,000 $ 



EDUCATIONAL (OST FLOW OF BIRTH AVERTED COHORT (1)
 

Total Cost
Year 
 1980 
 1981 
 1982 
 1983 1984 Avoided
 per Year
 

1979
 
1980
 
1981
 
1982
 
1983
 
1984
 
1985 (2) (1) (3)
1986 2,94 x$160= 

1987 
 5,8 $ 471,040
88$x$160

1988 
 1,413,120
8,83 x$160=
1989 
 2,826,240
11,776x$160-
1990 
 4,710,400

1991 14,720x$160 
 7,065,600
 
1992 
 7,065,600
 
1993 
 7,065,600
 
1994 
 7,065,600
 
1995 
 7,065,600
 
1996 
 6,594,560
 
1997 
 5,652,480
 

4,239,360

1998 


2,355,200
 

$63,590,400
 

(1) Those children born in 1980 are assumed to begin first grade in 1986; those born in 1981
begin school in 1987; etc.
 

The figure for each year refedrs
(2) to births averted as a result of the Project.
 

(3) $'.60 - the estimated average cost per student per year for grades 1 to 9. 

I-'H 
- H 

H 



Project 
Yr Costs 

79 $ 148,000 
80 1,620,000 
81 1,583,700 
82 1,601,000 
83 1,719,400 
84 1,404,500 
85 
a6 
87 
88 
89 
90 
91 
92 
93 
94 
95 
96 
97 
98 

$8,872,038 
B/C = $4,772,613 - 1.86 

BENEFIT COST ANALYSIS
 

(Births Averted Case)
 

Discount
 

Project Benefits Factor 

(Ed. Costs Avoided) (15%) 


.870 

.756 

.658 

.572 

.497 

.432 

.376 
$ 471,040 .327 
1,413,120 .284 
2,826,240 .247 
4,710,400 .215 
7,065,600 .187 
7,065,600 .163 
7,065,600 .141 
7,065,600 .123 
7,065,600 .107 
6,594,560 .093 
5,652,480 .081 
4,239,360 .070 
2,355,200 .061 

TOTALS 

$4,772,613
 
$ 44,160 -

ANNEX VIII-A 
(Annex 2) 

P.V. P.V.
 
Costs Benefits
 

$ 	128,760
 
1,224,720
 
1,042,075
 

915,772
 
854,542
 
606,744
 

$ 	154,030
 
401,326
 
698,081
 

1,012,736
 
1,321,267
 
1,151,693
 
996,250
 
869,069
 
756,019
 
613,294
 
457,851
 
296,755
 
143,667
 

$4,772,613 $8,872,038
 

$108 	 Present value cost
 
per birth averted
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BENEFIT COST ANALYSIS ( 3)
 

(Births Postponed Case)
 

If the effect of the Project were to just postpone the births by five years, the
following would be the present value costs to the Government for educating the
cohort. (1)
 

Total Cost to 
 Discount
Educate Cohort Present
( Value
 

1991 $ 471,040 .163
1992 $ 76,780
1,413,120 

.141 
 199,250


1993 2,826,240 .123
1994 4,710,400 347,628
.07 504,013
 
1995 
 7,065,600 
 .093
1996 7,065,600 657,101


.081
1997 7,065,600 .070 
572,314
 

1998 7,065,600 494,592
 
1999 7,065,600 

.061 431,002
 
2000 6,594,560 .053 374,477


.046
2001 5,652,480 .040 303,350
2002 226,099
4,239,360 


.035
2003 
 2,355,200 148,378


.030 
 701,656
 

($88,894,080) 
 TOTAL Present Value Cost 
 $4,405,640
 

(1) See Annex 1 for further details.
 

Present value of costs to educate cohort
assuming the births occurred. See Annex.2 
 $8,872,038
 
Present value of costs to educate cohort
assuming births delayed five years 


4,405,640
 
Savings to Government 


$4,466,398
 

$4,466,398
 
B/C = $4,772,613 
 - 0.94 

Interpretation: The total cost in nominal dollars of educating the cohortfor 12 years is the same $88.9 million regardless of the starting date.
However, if the effect of the family planning werefive years, and to delay the births byif we assume the governmenton could obtain a 152 rate ofthese funds, it would only need returnto have $4,405,640 available(present value dollars) in 1979to pay for educating the cohort which begins itseducation in 1991, whereas if the births were not postponed, the government
would need to have $8,872,038 in 1979 to pay for the cohort which begins its
education in 1986.
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(Annex 4)
 

CALCULATING BIRTHS AVERTED 

1. 	1979 Population M 1.8 million
 

2. 	Crude Birth Rate - 28 per 1000 

3. 	Live Births.: x 28
 
1,800,000 - 1000 ; x - 50,400
 

4. 	WIFA W 437,000 Source: Fox and Huguet 

GFR - 50,400 115
 
437,000 1
1000
 

5. 	If we then assume that the GFR figure is constant over the 5
 
year Project period (an assumption which leads to a slight
 
overstatement of births averted assuming the program reduces
 
fertility as a result of the increased contraception) the
 
births averted would be for the 5 year period (we assume no
 
change in 1979): 

Year Number GFR Births Averted 
Contracepting
 

1980 25,600 115 2,944
 
1981 51,200 115 5,888
 
1982 76,800 115 8,832
 
1983 102,400 115 11,776
 
1984 128,000 115 14,720
 

TOTAL 44,160
 
Cost per Birth averted:
 

6. 	Total Project Cost $ 8,076,600 
Births averted 44,160 - $183 

$183 equals cost per birth averted in nominal terms, i.e.,
 
without taking into account the timing of the costs.
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SOCIAL SOUNDNESS ANALYSIS
 

I. Introduction and Methodology
 

Of key Importance in trying to understand the proposed Project
from a soclo-cultural standpoint is that family planning is a known
and proven quantity in Panama, 
Usage rates are high and large seg­ments of the Panamanian population have at least heard the term
"family planning" and have some knowledge of what It
means. There
is a clear demand for services, and service delivery efforts to
date of the MOH and support organizations such as APLAFA have met
with a relatively high level of acceptance.
 

This Project has a dual focus: 
(a)Strengthening and upgrading
the quality of existing clinical services to improve delivery to
current users as well as new users who are expected to seek services
at health facilities over the life of the Project; 
 ) Extending out­reach, both of clinical and IE&C services, to groups among whom
 coverage still remains relatively low, 
 In the case of the former,
from a socio-cultural viewpoint 
the task becomes one of identifying
existing constraints to effective clinical service delivery that are
currently serving as disincentives to both new users and current
 users. 
 Inthe case of the latter, the task becomes one of also iden­tifying special characteristics of these groups and designing ser­vice delivery programs that build on these special 
characteristics.
 

Several data 
sources were consulted in undertaking the analysis
summarized in the following pages. 
 Primary sources of general infor­mation on the target groups include the 1970 Population Census; a
series of studies of low-income neighborhoods in Panama City and
Colon carried out by the Ministry of Housing in 1974 and 1975; and
1977 civil registry data obtained through the Ministry of Health.
The two primary data sources on fertility, knowledge and use of con­traceptive services, as well 
as need for services were the World
Fertility Survey (WFS) carried out by the Ministry of Health in late
1975 and early 1976 and published in 1977; and an anthropological
case study of women living in the District of Caflazas, Province of
Veraguas, carried out by Polly Harrison specifically as part of
Project preparation activities, The fertility survey is
a national
study based on a stratified random sample of 3,700 women in Panama.
All women interviewed were between the ages of 20 and 49. 
 Parti­cularly useful from this survey, for purposes of carrying out the
social soundness analysis, were the detailed data available on fer­tility characteristics and contraceptive use broken out for urban
and rural areas. Harrison's study complements the WFS by providing
additional information on knowledge and attitudes toward family
planning. 
The Harrison study also provides data on contraceptive
use and need for services in isolated areas not sampled in the WFS.
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II. Target Group Description 

A. 	Rural Women
 

1. 	General Profile of Rural Life in Panama1 

Rural women account for the largest group expected to
 
benefit from this Project. At present most of these women
 
(a) lack sufficient knowledge of what family planning is
 
and the range of services available, and (b) even if they
 
are aware of what family planning is and are interested in
 
contracepting, have limited access to family planning ser­
vices.
 

The majority of these women live in relatively isolated
 
areas. The population density in these areas tends to be
 
low, and inhabitants are for the most part highly dispersed,
 
Getting to the nearest town where a health center is located
 
can be a difficult and time-consuming proposition. There
 
are few roads and those that exist are often
 
not usable during the rainy season, In many rural areas
 
mountainous terrain or thick jungle undergrowth make travel
 
difficult even by foot or animal.
 

As is indicated in the description of poverty contained
 
in the CDSS, some 512,000 individuals, or approximately 57%
 
of Panama's rural population are currently living in poverty.
 
The majority of these individuals live in isolated areas
 
and eke out a living from subsistence agriculture. Land
 
holdings tend to be low (average of 10 hectares per family)

and the majority of these small land holdings are on soils
 
that are inappropriate for cultivation. Land is cleared
 
for cultivation using slash and burn techniques, and seeds
 
are 
sown by hand without tilling; no chemical products or
 
mechanical power are utilized. While some families change
 
the location of their homestead every few years as they

slash and burn into the frontier area, most stay in the same
 
vicinity and alternate production on various di-spersed
 
plots.
 

Living conditions in many rural areas of Panama are
 
still substandard. Especially in areas that are isolated
 
and off the road, houses tend to consist of only one room
 
with an adjoining lean-to kitchen. Most houses have dirt
 
floors, and the majority still lack electricity, potable
 

l/ 	This section summarizes the description of the rural poor contained
 
in the 1981 Country Development Strategy Statement (COSS) for
 
Panama.
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water and sanitary facilities../ Access to health services

is minimal j/, and most births are still 
unattended by

either a physician or a nurse.2/
 

Results of a malnutrition survey recently carried out

in Veraguas, a province that like other primarily rural pro­vinces has a population that is highly dispersed and for
 
the most part isolated, indicated that a large proportion of
the province's inhabitants were malnourished and with mal­
nutrition being particularly severe among the population

aged 1-4. Twenty-nine per cent of the latter group were found
 
to be in second degree malnutrition and 5% in third degree.

Province level data suggest that enteritis and diarrhea re­
main principal causes of death in Chiriqui and the Darien,
provinces where, like Veraguas, significant segments of the

population remain isolated.
 

Illiteracy remains high especially among the population
40 years and over. In some rural areas illiteracy is also

quite high even among adults between the ages of 15-39, reach­
ing in some districts as high as 70%. 
 Few of the remaining

inhabitants of these areas have had over two or three years

of schooling,
 

The family unit itself is still dominated by the male,
who plays the role of chief bread winner as well as decision
 
maker.5! Inthose communities where houses are clustered

together and near a school, the school director tends to
 
assume the role of community authority figure, and inmany

areas of rural Panama, clergy continue to play key roles as

advisor and confessor. 
Since the reform in the oolitical
 
structure in 1972, the elected representatives to the National

Assembly from each ward are increasingly assuming the role of
 
community spokesman/authority figure.
 

2. Characteristics of Rural Women
 

Data on rural women are available from a variety of
 
sources including the 1970 Census and WFS carried out in

1976. Like their male counterparts, the majority of young

women 15 and under inrural 
areas either have attended school
 
or are attending 5chool and can read and write. 
 Many women,

40 and over, however, are illiterate, and in isolated rural
 

1/ The average figures for the CDSS target districts were 78%, 93%, 91%,
and 84%, respectively, for dirt floors, absence of electricity, non­
approved water source,and non-approved sanitary facilities.
 

2/ In1976 the average physician/population ratio for the CDSS target

districts was .2/10,000.
 

3/ Only 32% of all births in the CDSS target districts in 1976 were
 
attended by either a physician or a nurse.
 

4/ While women play key roles in the decision making process, this role is

usually restricted to decisions related to family health and child care.
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areas illiteracy rates for females between the ages of 15-39
 
are also high. Only 48,5% of the women interviewed by Harri­
son felt that they could realistically call themselves lite­
rate.
 

While schooling opportunities have increased significant­
ly in recent years, there are still areas in rural Panama
 
where schools do not go beyond three or four grades, Young

people desiringtD pursue their studies find themselves forced
 
to leave home and go to a nearby town that offers a more com­
plete school program. Major beneficiaries of this temporary
"outmigration" tend to be boys. Girls more often than not 
remain at home to assist with household chores and prepare
themselves for their future marital responsibilities. 

Off-farm employment opportunities for women living in

rural areas remain extremely limited. A recent household 
survey shows women as making up less than 17% of the economical­
ly active population in rural areas, Most report assisting
 
on the farm or selling farm products. Harrison in her study
reports that ygile some women acknowledge having performed
work for cash,-' the amount received is very little. Women 
by and large do not see themselves as primary wage earners, 
nor do they see their environment as offering much in the
 
way of employment opportunities.
 

Given existing limitations, both ineducation and employ­
ment opportunities, many young women see as their salvation
 
migrating into the cities to find employment as domestics.
 
Migration usually occurs during the adolescent years, and
 
the migrant daughter is viewed by her family as a distinct
 
asset. Inareas where average monthly family income is $35,
 
a salary for a domestic worker of $40-70 a month is seen as
 
a large amount of money, especially when the daughter sends
 
back up to $50 a month to supplement her family's income.
 

3. Fertility 

While data from the population census and other sources
 
indicate that marriage age or age of union is increasing in
 
Panama, data from WFS and the Harrison study indicate that,

for women living in rural areas, this event still takes place

quite early. The average marriage age or age of union for
 
rural 
women in 1976 was 17,4 years, and there are indications
 
from Harrison's 1978 study that in isolated areas marriage
 
or union may be taking place even earlier (16.1 years).
 

l/ For example, field work, petty trade, spinning cotton thread and
 
selling it,washing clothes, cooking for the school teacher.
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Pregnancy comes close on the heels of union, with an average
 
lapse of 1.1 years between actual union and birth of the
 
first child.
 

Family size, while decreasing somewhat, is still very
 
large with the average number of live births for women living
 
in rural areas registered at 4.9. Harrison in her study de­
tected even higher averages. Among women she interviewed,
 
the average number of pregnancies per woman was 5,75; live
 
births averaged 5,36, The average number of live children
 
per woman was 4.3.
 

Accompanying these high birth figures are an apparent
 
minimal knowledge and understanding of the reproductive pro­
cess, Sixty-seven per cent of Harrison's sample reported
 
being totally unprepared for and consequently frightened,
 
some quite severly, by their first menstruation, Those who
 
had been prepared had received counsel primarily on dietary
 
and other precautions that should be followed beginning with
 
the onset of menstruation. Those who were in no way prepared
 
for their first menstruation received counseling after the
 
fact, usually by a traditional authority figure (grandmother,
 
aunt, curandera), the counseling consisting primarily of
 
consolation. Missing from most counseling, either before
 
or after the first menstruation, was any anatomical sexual
 
or reproductive data, primarily because the transmitters of
 
information did not have this information to give. The net
 
result for manyof these girls is a lesson learned the hard 
way, the link between pregnancy and fertility only begin­
ing to come clear at the onset of the first pregnancy.
 

Attitudes toward provision of information, however, appear
 
to be changing, especially as the rural population becomes
 
better informed. Eighty-three per cent of the younger women
 
itoterviewed by Harrison felt adolescent girls should definite­
ly be counseled and given factual information before menarche.
 

4. Knowledge, Attitudes toward. and Use of Contraceptives.
 

While most rural women have heard the term "family plan­
ning" as well as the names of some contraceptive techniques,
 
the general picture is one of ambivalence about family plan­
ning in general, uncertainty and lack of knowledge of what
 
it really means. When asked by Harrison what the term "fami­
ly planning" meant, over half of her sample 35 years and older
 
replied that family planning was synonymous with "el no tener
 
mfs hijos" (not having any more children). Only the younger
 
women saw family planning as a method for spacing children,
 
Beyond this their knowledge was also limited.
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Harrison also found that knowledge of specific contracep­tive techniques was rudimentary and that the little knowledge
that was possessed was not well internalized 
 Sixty-one per
cent offhe women interviewed knew of the pill; 46% had some
knowledge of the IUD; and 36% had heard of female steriliza­tion. 
Other contraceptive techniques (condom, male sterili­zation, creams, jellies, injections) were virtually unknown.
Understanding of how these contraceptive techniques were
used and how they worked was even more limited. Thirty-three
per cent of the women knew that female sterilization
operation, that it took place in the hospital, and that it
 
was an
 

terminated childbearing altogether. 
Only 27% had 
some know­ledge of the pill and most of this knowledge centered around
how you take it. Eighteen per cent knew something about the
IUD, primarily how it is placed,
 
The only contraceptive technique that had negative bits
of information associated with itwas the pill. 
 Twenty-four
per cent of the sample reported fear of using the pill. 
 The
fears were, however, specifically of the technique itself
(brought on in larger part by warnings given by health cen­ter personnel out of context 
- "don't take the pill while
you are pregnant," "don't take it ifyou have varicose veins")
and not of contraception 
per se,
 
The primary source of information and discussion on con­traceptives was 
the health sector. Information on steriliza­tion tended to come from doctors; while nurses, and to a les­ser extent health aides, provided information on reversible
methods, 
After health center personnel, the second most
sought after source for discussion of family planning was
spouses. 
While they neither were the initiators of the dis­cussions nor served as real 
sources of information, spouses
were perceived in general 
as being supportive.
 

The proportion of rural 
women currently using modern con­traceptive techniques is low and varies significantly depend­on the sample interviewed.
ing 
The WFS, which reached pri­marily women living inaccessible rural areas 
(e.g.)in small
towns, houses near usable roads) reported only half of women
between 20 and 45, married or in union, as 
contracepting.
Harrison, whose sample was composed of women living ina
relatively isolated community, two hours' walk from the nearest
town, reported even 
lower figures.
knowledged ever using a 

Only 18% of her sample ac­modern method of contraception, and
only 12% were currently contracepting using these methods.
This isnot to say, however, that other, more traditional
methods are not used by these women. 
Forty-two per cent of
Harrison's sample reported practicing post-partum abstinence
(anywhere from six to 24 months), and 27% reported using their
own version of the rhythm technique.
 



ANNEX VIII-B 

Page 7 of 19 

Despite this general picture of low knowledge nd use of
contraceptives, women overall tend to be receptive to the
idea of contracepting. 
 About 79% of the rural women inter­viewed by Harrison had positive attitudes toward contracep­tion, and 15% were either neutral or ambivalent. Only 6%
 were openly hostile, 
As mentioned previously, at least in
the area where Harrison conducted her study, male attitudes
 were generally favorable also.
 

5. Need for Contraceptive Services and Desire to Limit
 
Family Size
 

Despite generally low levels of awareness and understand­ing of contraception, there are clear indications of a de­finite desire on the part of rural 
women to limit their
family size, 
 Nearly two thirds (65.8%) of the rural 
women
interviewed in the WFS indicated a desire to have no more
children. Harrison's data support this finding (58% 
indi­cated that they either wanted no more children or wished
they had fewer children). Unplanned pregnancies were high
with 31% of multiparous women in Harrison's sample indicating
they were upset at discovering they were pregnant, 22% were
resigned and 16% indicated they were worried (only 19% 
re­ported that they were happy when they discovered they were
pregnant). 
 Some 19% of the rural women interviewed in the
WFS indicated that they both wanted no more children and
yet were not using contraceptives.
 

B. Low-income Urban Woman
 

1. General Profile of Life in Urban Marginal Areas
 

Low-income urban women, predominantly those living in
Metropolitan Panama, make up approximately 22% of expected
Project beneficiaries. A significant portion of these women
live with their families in crowded conditions in communi­ties clustered inand around Panama City and Colon. 
 While
access to basic health and education ervices for these in­dividuals is ingeneral higher than for their rural counter­parts, significant portions of this population live in shacks
or tenements with a ratio of three or more inhabitants per
room. 
Water and sanitary facilities, if they are available,
are 
sharedl!/; and in many communities sewage conditions are
very poor with garbage and feces mingling with mud in the
dirt passageways during seasonal rains.
 

l/ According to the 1970 Census, 53% and 64% of the residents of
Panama City and Colon, respectively, had either a 
non-approved
or communal water source, 
 The comparable figures for non-approved
or communal sanitary facilities were 39% and 65%, respectively.
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Particularly alarming for the inhabitants of these com­
munities is the general lack of employment opportunities.
 
Surveys of several low-income neighborhoods of Panama and
 
Colon carried out by the Ministry of Housing in 1974 and
 
1975 place full-time employment among household heads at
 
between 52% and 77%. Even in cases of earned income, the
 
amount was limited, barely sufficient to cover basic needs.1/
 
While the majority of the adult population living in these
 
areas are literate, education levels are low (the majority
 
have only a 6th grade education or less), and job opportuni­
ties are for the most part in service sector activities where
 
low skills requirements go hand in hand with low salaries.
 

Given the large size of these urban communlties and their
 
heterogeneous composition (large segments of the inhabitants
 
are recent rural migrants), opportunities for community co­
hesiveness and the emergence of a central leader or autho­
rity figure, as is found in many rural areas, are limited.
 
Identity lies within the family structure itself - with the
 
migrant parents and their grown daughters and sons and their
 
families living either in close proximity in the same commu­
nity or in nearby communities.
 

2. Characteristics of Low-income Urban Women
 

Women living in the areas described above share with
 
their male counterparts generally low educational and skill
 
levels as well as a tendency, where they are employed, to
 
work in service sector activities where wages are extreme­
ly low. A large proportion of the target group work as
 
domestics earning a salary between $40 and $70 a month.
 
While employment data for low-income women are not available,
 
general figures for the Metropolitan area indicate that a
 
much higher percentage of the female economically active
 
population in this area, as compared to rural areas, are
 
either employed or looking for work. In 1977, female em­
ployment as a proportion of the economically active work­
force in the Metropolitan area registered at 35%; 14% of
 
the Metropolitan female labor force were unemployed; and 44%
 
were underemployed.2/
 

T/ Most surveys found that 60% or more of the families were living
 

below the CDSS poverty line, making $200 or less a month.
 

2/ 1977 Household Survey, Bureau of Statistics and Census, Pafiama.
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Particularly disturbing is the high percentage of women
 
in the Metropolitan area who are heads of household and who
 
are at the same time unemployed. The 1977 Household Survey
 
revealed that females represented 18% of all household heads;
 
32% of these women were unemployed. The GOP, aware of the
 
unemployment problem in general and the problem among unem­
ployed household heads in particular, launched a temporary
 
Emergency Employment Program in 1977 wherein participants
 
had to prove economic need and that there was no other adult
 
employed in the household. Of the 25,000 people hired under
 
this program, two thirds (16,700) were women.
 

Particularly significant, from the point of view of the
 
proposed population project, is that a large portion of wo­
men living in low-income areas of Metropolitan Panama City
 
and Colon are relatively recent migrants. As indicated in
 
Section A, these women are the product of a rural mileau
 
where opportunities for women, both interms of education
 
and employment, are low. They come into Panama City, pri­
marily as adolescents, with limited or no knowledge of either
 
contraception or the reproductive process and learn about
 
female reproduction the hard way. The result, an unplanned
 
child, either becomes a hostage to fortune, limiting both
 
the girlt opportunities for education and skills upgrading
 
as well as employment, or is sent back to mama who,with re­
signation and little pleasure, cares for this new added res­
ponsibility.
 

3. Fertility, Knowledge and Use of Family Planning, Need
 
for Contraceptive Services
 

Specific data regarding fertility, knowledge, and use of
 
family planning services, and need for contraceptive services
 
are not available for women living in urban marginal areas.
 
Most of the data which are available focus on urban women in
 
general, collapsing socio-economic strata and for the most
 
part educational levels. Aside from the data on levels of
 
contraceptive use, these data share many similarities with
 
the data available for women living inrural areas. Women
 
tend to marry or enter into a union relatively young (average
 
of 19,1 years); live births, especially among women with six
 
years of education or less are high (average of 4.2 per wo­
man); and patterns of contraceptive use are similar, with
 
the pill and sterilization being the two most widely used
 
methods of contraception.
 

While available data suggest a higher level of contra­
ceptive use for the urban population as a whole (60% as com­
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pared to 45% for rural areas), there isa definite existing
need among this population for contraceptive services: (a)
40% of the urban Metropolitan population, or approximately
77,000 women are not using contraceptives; (b)23% of this
group, or 17,000 women not currently using contraceptive
services, do not want to have any more children, 
 It is pos­sible to assume, given other data showing a 
clear relation­ship between contraceptive usage rate and educational level,
that the majority of women inneed of contraceptive services
 are 	indeed low-income.
 

C. 	Adolescents
 

Approximately 250,000 
adolescents are expected to benefit from
this project; approximately one half reside in the Metropolitan
area, the remainder live in isolated rural areas or small rural
towns. While general 
Information Is available on adolescents as
members of the overall family unit (see Sections A (1)and B (1)
-
General Profile of Life in Rural and Urban Marginal areas), speci­fic 	data on fertility among women of this age group, knowledge
and 	use of family planning, and need for contraceptive services
 
are 	limited.
 

Indirect Indications of a generally positive attitude toward
and need for family planning services among low-income adolescents
are 	available through APLAFA's family planning clinic located in
San 	Miguelito. 
Almost 30% of all women who sought family planning
services at APLAFA's clinic In 1978 were under 20 years of age.
Of these, 86% had been pregnant at least once, and 80% had at
least one child. The 12% who admitted to having had an abortion
probably represent underreporting, since abortion is illegal and
other indicatorsl/ have pointed to a higher rate of abortion
 among adolescents.
 

That there is indeed interest among adolescents in receiving
more information on 
sex education is evidenced by the results of
a survey of 400 young people between the ages of 12 and 19 carried
out by APLAFA inan attempt to detect existing demand for their
proposed multi-service center for adolescents.
overwhelming support for such a 	
In addition to
center, those interviewed expressed
an Interest in receiving more information on sex education. They
not only wanted to participate in the organization and adminis­tration of the center but expressed a 
desire to contribute eco­nomically to its operation,
 

1/ 	Moreno, Dr. J., 
Estudio del Aborto en el Hospital Santo Tomfs de
Panama, 1979,
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D. Men
 

Approximately 375,000 urban and rural males are expected to
be provided with information about family planning over the life
of the Project; of these, an estimated 37,000 will elect to
practice contraception, either using the condom or undergoing
a vasectomy. 
While the World Fertility Survey revealed that
very few women (1.9% of the female population ages 20-49) relied
either on the condom or male sterilization for contraception,
informal queries of both private and public sector physicians
and nurses indicate that there is
a definite interest on the
part of men in using contraception. 
 Private pharmacies, essen­tially the only source of condom supplies other than the MOH,
sell 
a large volume of condoms, Physicians report an existing
demand for vasectomies, and the National Guard maintains an

active vasectomy program,
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III. Socio-cultural Feasibility
 

No major socio-cultural obstacles to the provision of family

planning Information and services per se are anticipated. The
 
target group description contained in the previous section demon­
strates that women living in isolated rural areas and low-income
 
urban women hold positive attitudes towards family planning and
 
have a definite need for the expanded family planning services to
 
be delivered under the Project. Data available for adolescents
 
and men, although more limited, also point to positive attitudes
 
and a general need for such services among members of these target
 
groups.
 

That the need exists and that attitudes are ingeneral posi­
tive do not necessarily mean, however, that service delivery

modes chosen will automatically be successful. In order to maxi­
mize the probability for success of a project of this nature it
 
is especially important to take into account the special charac­
teristics of the target populations and their experience to date
 
with contraceptive service delivery.
 

Salient characteristics of rural women suggested by Harri­
son's study and WFS which provide clear guidelines for information
 
and service delivery under the proposed Project include the
 
following:
 

- A general ambivalence and uncertainty about family
 
planning coupled with a general lack of understanding of
 
what family planning means;
 

- A basic lack of understanding of sexuality, the repro­
ductive process, and the physiological changes that
 
accompany puberty;
 

- General!v low education levels, coupled with high illite­
racy rates among older women, in particular;
 

- Some indications of negative information about the pill; 

- Outside of sterilization and the pill, little or no 
knowledge of other contraceptive techniques; 

- The apparently important role of authority figures, both 
older women (aunts, "curanderas", grandmothers) and 
males (primarily spouses) in shaping attitudes about 
human sexuality and family planning. 
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Recent information on clinical and IE&C activities in rural
communities point to weaknesses which, unless modified, could
pose obstacles to Project success:
 

With regard to IE&C services:
 

Family planning courses, per se, are not available;
information which is transmitted is usually given by
health sector personnel on the run and with little
attempt to adapt the contents to women's interests and
needs;
 

-
 Doctors and nurses exhibit a tendency to use complex terms
that are virtually unknown by potential and current
users 
(e.g. "Papanicolau," "hemoglobin," "fallopian
tubes") when discussing contraceptive devices and female
reproduction with their patients;
 
-
That information which is transmitted is almost completely
factual and tends to focus on instructions regarding use
of a specific contraceptive device. 
Little attempt is
made to place family planning within the context of the
woman's health and life and those of her family;
 
-
 Rather than encouraging women to participate in discus­sions of family planning by asking questions and
interjecting examples from their own experience, most
health clinic personnel tend to use an authoritarian,
one-way style of information transmittal.
 

With regard to clinical services:
 
- Most clinical services suffer from a "postponement"
syndrome. 
It is,for example, not unusual for a 
woman who
has come to a health clinic seeking clinical services or
information about family planning to be told that she
must return a day or two later when the clinic isopen
for these services. 


from a 
For women living a long distance
health facility, this presents 
 a definite deter­rent and a disincentive to pursue family planning any
further. 
Another postponement mechanism that discourages
continued use of clinical services is the current prac­tice of providing women with only a 
month's supply of
pills at a time. 
 Faced with the prospect of returning
repeatedly to the health clinic, especially when the
distances between the woman's house and the health
facility are far and when roads and trails 
are either
intransitable or dangerous, it is easy for women to give
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up contraception altogether or else fall back on tradi­
tional and less effective methods.
 

It is not unusual for rural health clinic staff to
 
exhibit a general lack of understanding with regard to

women's concerns and fears about contraceptive devices.
Rather than taking the time to soothe a nervous patiesit

and explain to her what he/she is doing or providing,

the tendency of the doctor or nurse is often to maintain
 
a psychological distance, performing only the necessary

physical action.
 

Given below are some recomended strategies for delivery

of IE&C and clinical 3ervices under the Project which both ad­
dress these potential deterrents to successful information
 
outreach and service delivery as well as take into account the
 
special characteristics of the target groups.
 

A. Proposed Project Strategies for IE&C Outreach
 

1. All IE&C activities - family planning courses,
 
pamphlets, posters, mass media presentations - should
 

be tailored to the interests and needs of the particular

audience. Staff providing family planning courses and
 
preparing pamphlets and mass media miterials should
 
receive training that specifically prepares them to
 
transmit messages that are readily understandable by

illiterate and semi-literate populations and that address
 
family planning in the context of the mother's health
 
and that of her family. Materials developed and 
courses
 
prepared should also take into account the idiosyncracies

and beliefs of the target populations, using these as
 
stepping stones for presenting the desired factual
 
information.
 

2. All materials developed should be pretested and
 
revised as needed before exposure to the target


population. Constant revision of family planning course
 
content should be carried out through end of course
 
evaluations and individual course follow-up. 
 To the
 
extent possible, local participation should also be
 
solicited in the development of family planning materials.
 

3. Rather than creating new institutions or programs, an
 
attempt should be made to channel IE&C activities
 

through organizations and programs that are known and
 
that already have accepted outreach channels. Organiza­
tions in rural areas that already have these outreach
 
capabilities include the MOH, through its rural health
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program; the MOE, through its local "padres de familia"
 
groups; and the IPHE Child and Family Orientation Center!
 
through their local "Comites de Apoyo". Organizations

with existing outreach facilities that can be tapped in
 
the Metropolitan area include: APLAFA, which already has
 
an established capability to provide IE&C services and
 
backlog of requests to provide additional services;
 
labor unions, and credit as well as consumer
 
cooperatives.
 

4. 	Recognizing the important role of community leaders,

especially in rural 
areas, in molding community


attitudes towards proposed interventions from the outside
 
specific efforts should be made to work with these
 
leaders. They should be provided with a basic orienta­
tion to family planning and sex education course content

before these courses in fact take place in their communi­
ties. APLAFA already has experience in offering courses
 
for clergy, school directors and other community members
 
in Panama City. The MOE can introduce sex education

activities at the community level through their "padres

de familia" groups. 
These parent groups could determine
 
what types of information/activities they want their

children to be exposed to and in turn contribute to the
 
preparation of didactic materials.
 

B. 	Strategies for Delivery of Clinical Services
 

1. 	In order to get at the postponement syndrome, pills

(after the first prescription) could be distributed
 

at the community level by rural health assistants (para­
medics) trained in family planning and contraceptive

service delivery. They could also distribute other
 
contraceptives - condoms, spermacides - which don't
 
require a prior examination at a health center or sub­
center.
 

2. 	All doctors, nurses, nurse auxiliaries and health
 
assistants in health clinics should receive training


in human relations and in public relation skills. 
 This
 
training should emphasize sensitivity to the patient's

background and concerns. Inaddition, health center
 
personnel, including health auxiliaries and receptionists,

should participate in courses on family planning and be

prepared to answer questions and provide information on
 
family planning as the interest surfaces, even when the
 
purpose of the health center visit is to obtain other
 
types of medical services.
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3. Given the detected reluctance on the part of some
 
rural women to use oral Contraccptives, great care


should be taken to train health personnel to provide

accurate, balanced and complete information on the pill.
 

4. While outside of the above, no major problems are
 
anticipated in promoting either sterilization or
pills, close tabs should be kept on acceptance, especially
 

on the part of adolescents, of other methods 
- e.g.,

foams, neosampoons, condoms, diaphragms - and on male
attitudes towards condoms and vasectomies. Case studies

should be carried out early in the Project to obtain

baseline information on existing attitudes and knowledge

which can be used indesigning programs geared toward
 
promoting these techniques.
 

5. A potential obstacle to delivery of clinical services
 
to adolescents are attitudes of health clinic per­

sonnel themselves, who due to personal feelings about
distributing contraceptive devices to unmarried adoles­
cents, might either refuse to provide these services al­
together or do so in a begrudging manner. Therefore,

the following suggestions are made: (a)through a series
of courses programmed for health staff, attempts should be
made to surface any negative attitudes and either neu­
tralize them or recommend that these personnel work in
other areas; (b)interim evaluations of the MOH's experi­
mental adolescent clinical services delivery program

should explore attitudes and experiences of adolescents
 
with health sector personnel, again with an eye toward

either reassuring and convincing these personnel or

recommending that they be shifted to another program.
 

6. Attempts should also be made to detect objections of
 
a similar nature among other adults 
- e.g., parents,


clergy and community leaders. 
 In the event such objec­
tions are detected, special efforts should be made to
provide a broader perspective of the benefits 
- to them­
selves, their children, and society - of preventing early

and unwanted children.
 

IV. Benefit Incidence
 

No adverse impacts are anticipated, either on the Project

beneficiaries themselves, or on those individuals not directly
benefitting from the Project. 
Potential benefits, however, of a
successful population program which results in progressive reduc­
tions in family size as well as 
in the overall population growth

rate are numerous.
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A. Health Benefits
 

Three major health benefits for target group members s~ould
 ensue as a result of Project activities: (1)Fewer
pregnancies, accompanied by increased spacing between
births, should reduce the chances of complications
during pregnancy that often result inadverse health

effects for both the mother and the fetus; (b)With
increased spacing between pregnancies, low-income
mothers will have a longer time period inwhich to
breastfeed their infants, a 
distinct advantage espe­
cially in target areas included under the Project
where parents, due to severe income constraints, can­not afford to purchase food supplements of the same
nutritional value as maternal milk; (c)A key general
health benefit to target families in general should be
better family nutrition. Incidence of second and third
degree malnutrition should decline among members of the
target population, especially among those located in

isolated rural areas.
 

B. Economic and Social Benefits
 

A variety of economic and social benefits are expected
as a result of Project activities: (1)Low-income
families, as a result of having fewer children, will have
an opportunity to enjoy a higher standard of living;
(2)By the year 2000, fewer workers than currently esti­mated should be entering the workforce; (3)Savings to
the GOP in social and welfare programs (e.g. health and
education services, subsidies) should be significant on
a per year basis; (4)Crowding should be significantly
lower, especially in low-income urban areas where
existing housing ismore adequate for smaller families;
(5)Many children, who might otherwise not have had an
opportunity to complete their academic/vocational training
due to family financial constraints, should be able to
continue with their schooling.
 

C. Benefits to Women
 

Potential Project benefits for target women are particu­
larly high, (1) As indicated above, with fewer
pregnancies, coupled with increased spacing between preg­nancies, adverse effects on maternal health, especially among
women living in isolated rural areas, 
can be significantly
 



ANNEX VIII-B
Page 18 of 19
 

reduced; (2)Freedom from childbearing coupled with the
 
power to space and plan numbers of births will free target
 
group women to assume roles other than those of exclu­
sively wife and mother. In particular, a significant
 
number of women living in low-income urban areas, many of
 
whom are heads of household, should be able to assume
 
salaried employment; (3)As wives and mothers, women
 
with fewer children should also have the time to be more
 
effective in these roles as well; and (4)Teenage girls
 
and younger women, especially those migrating into Panama
 
City from rural areas in search of increased educational
 
and employment opportunities, will be able to pursue these
 
opportunities that would otherwise be shut off to them or
 
strongly inhibited by an early and undesired pregnancy.
 

V. Spread Effects
 

Several elements of the Project design virtually assure the
 
spread of benefits to target group individiduals who will not
 
directly benefit from either IE&C activities or the clinical ser­
vices during the life of the Project. These elements will also
 
facilitate future replicability of key Project components:
 

A. A heavy emphasis isto be placed on providing information
 
on contraception and the reproduction process in a clear
 
and understandable manner to Project beneficiaries. Via
 
the natural flow of communication that is expected to
 
result: (1)Adults who have received family planning

information, including sex education, are expected to
 
transmit accurate information to their children as well
 
as to peers; (2)Adolescents should transmit useful
 
information to their parents as well as to their friends;
 
and (3)School teachers, community leaders, and health
 
sector employers should also continue transmitting infor­
mation on the reproductive process and on family planning.
 

B. All IE&C materials, including courses, pamphlets and
 
mass media messages, will be designed in such a way that
 
they can be used by other institutions not directly
 
receiving Project support, both during and after the
 
life of the Project.
 

C. A key emphasis of the Project will be on building the
 
institutional capability within the MOH, MOE, APLAFA and
 
IPHE to provide family planning IE&C and in the case of
 
MOH, contraception services. Once the Project terminates,
 
these institutions are expected to be able to continue
 
providing outreach and clinical services to progressively
 
larger segments of the population.
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D. In the case of the MOH and APLAFA's experimental adoles­cent centers,l/ careful monitoring of Project experiences
through a before and after eva'iuation will provide the
data base necessary to disseminate successful results
which should attract more adolescents to the centers and
possibly interest APLAFA and the MOH as well 
as other
institutions in establishing additional centers and/or
expanding the program of existing centers.
 

E. Seminars on family Dlanning and demography condyqted for
Government officials and private sector leaders_/ should
result ingreater consideration of demographic variables
in policy making and stronger support among high-level
Panamanians for a national family planning program. 
This
could result inboth a formal population policy and
expanded family planning efforts at the program level.
 

1/ The five planned MOH adolescent centers will be established
with funds from UFPA, IPPF and other donor funds will finance
the APLAFA center. 
 This project will assist indeveloping materials
to be used inthe centers and in financing for the APLAFA center a
series of courses and seminars in family planning and sex education
to be conducted for adolescents, their parents and teachers.
 
2/ Such as those to be presented under the AID centrally funded
RAPID Project (See footnote page 37 of 
the Project Paper).
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INSTTTJTIONAL FEASIBILITY * 

Two GOP ministries, a semi-autonomous welfare institution,

and the local IPPF affiliate will implement 
 the Project. They are
the Ministry of Health/Social Security Agency, Ministry of Education,
Panamanian Institute for Special Education (I.P.H.E.), and the 
Panamanian Family Planning Association, APLAFA. 

These institutions have clearly demonstrated their interest
 
in and commitment to the Project. 
 They also have been presented
with ample evidence during the Project preparation period of the

demand for family planning information and services, often expressed
by the potential beneficiaries themselves. 

All four orgpa.izations possess the institutional capability

to carry out the activities proposed in the Project. Because, how­
ever, family planning is a new field for two of the institutions
 
and sex education is 
new to all of them, some staff training will
 
be required. Proposed areas and magnitudes of training by institu­
tion for local and third country training have been identified and
 
are discussed in Part B. 2, Project Activities.
 

There follows a discussion of the institutional setting,

capabilities, and resources of each of the implementing agencies.
 

1. The Ministry of Health (MOH)
 

Role, Organization and Performance
 

The present Ministry of Health, created by Cabinet
 
Decree No. 1 on January 15, 1969, is the official government insti­
tution responsible for determining and executing national health
 
policy. Firmly committed to raising the health standards of in­
dividuals, families, and communities throughout the Republic on aa 
equitable basis, the Ministry since the early 1970's has launched
 
or expanded programs which have had a direct and significant impact
 
on the country's health standards. Significant declines in morbidity­
mortality rates have resulted from the continuing efforts of the MOH
 
to shift personnel, budget and other medical resources from a hos­
pital - based focus to a more decentralized system of community health
 
committees, health posts, sub-centers,centers, rural and provincial

hospitals. 
The net result has been to greatly extend health ccverage
 

* This section was prepared with the assistance of John P. Coury
 
of the American Public Health Association who spent two months in
 
Panama in early 1979 gathering and analyzing data on the institutions
 
expected to participate in the Population II Project.
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and to make public health resources more accessible to marginal

populations in greatest need of such resources.
 

Family planning is considered by the Panamanian
government to be an aspect of national health and, in that context,
is treated as an integral part of the MOH's Maternal and Child
Health (MCH) program. 
In this approach, fertility regulation is
directed to protecting the mother and her offspring through the
spacing of children and for purposes of controlling or limiting

the nunber of children per family. 
A distinct population or

demographic policy as such does not exist in Panama. 
 Nevertheless,

with the exception of abortion which is illegal except
when medically indicated, the Ministry of Health is committea to
the full range of family pla-ning activities including contraceptive

services, information, education, and training of personnel. 
At
the same time, the Ministry is careful to guard its pre-eminent

role in family planning and has not always welcomed the partici­
pracion of other organizations in the area. 
It has taken an active

role in controlling the use of contraceptive methods in the public

sector ­ reg-ulating the use of oral contraceptives and IUD's,

prohibiting the use of injectables, and establishing norms which
restrict male and female sterilization according to the age and
number of live children of the individual seeking the operation.
 

Organizationally, the Ministry of Health consists of
 a national headquarters located in Panama City, nine Health Regions

(these correspond to 
the country's nine provinces), and four
specialized National Hospitals also located in the capital city.

The regional subdivisions carry out health programs and policies

established at the national level and have been granted increasing

autonomy to do so 
since the mid-1970's as 
the move to decentralize
 
the Ministry's structure and operations has gained impetus. 
 The
MOH has also systematically cultivated the direct participation

of community residents through the establishment of over 1,000

Community Health Committees (Comites de Salud) which have strenght­
ened the capacity of rural and low-income urban localities 
to

address common health and other development needs.
 

In line with its policies of decentralized health care
and "Salud Igual para Todos", the Ministry has vastly extended its

network of public health facilities throughout the country over

the past ten years and particularly since 1976 with the help of
AID loan 525-U-045, Rural Health Delivery System. 
 Current public

health facilities include four special hospitals(in Panama City),
26 general hospitals (Panama City and rest of the country), 
73

health centers, 164 health sub-centers, and 82 health posts. 
 Over
the next 20 months, an additional 132 facilities, the majority of
them health posts, are to be constructed, greatly expanding public 
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health care coverage including family planning.
 

Health/family planningexpanded through coverage is also beingthe creation of single,aSystem, the result unified National Healthof integrating the Social Security Agencywith the Ministry of Health. (CSS)*
This has been accomplished graduallywith all CSS facilities in the provinces, including rural sections
of the metropolitan corridor and Colon, now integrated; facilities of
the MOR and CSS in the metropolitan Panama City area (where the bulk
of CSS facilities are located) will be integrated during the life
of the Project. Integration has greatly expanded the facilities
available to clients who are the responsibility of MOH, i.e., theymay now receive services at facilities previously restricted to
those who qualified for Social Security benefits. 
The integrated
system operates at the provincial level under the direction of the
Regional Health Offices which has authority over all integrated
MOH/CSS facilities from warehouses to hospitals. 
It is at this
level, in fact, that integration and coordination have taken place
since the Health Ministry at the national level operates in a highly
vertical manner.
 

As indicated earlier, it is the Ministry's Maternal and
Child Health (MCH) Department which has primary responsibility for
executing the Ministry's programs and policies related to familyplanning. This Department is ofone five special health componentsof the National Office for Family Health (Direccion de Salud Fami­liar). 
 The others include: 
 dental health, mental health, adult
health and nursing, (see Organizational Chart). 
 Family Health is
itself one of five National Offices which comprise the General Health
Office (Direcci6n General de Salud).
 

The MCH Department is divided into various service
and technical components: 
 maternal health (which has responsibility
for family planning services, as well as all other maternal services,such as prenatal and postnatal care); infant health; nursing;
information and education; and social service. 
At the national
level, these are each staffed by only one technical person. 
In
spite of each component's small size, however, its responsibility
is great: i.e., 
to design and supervise programs in its respective
area of concern, and play an instrumental role in policy formulationalthough final policy authority rests with the Minister.
 

Family planning activities follow the structural
lines of the maternal health component of the MCH Department.allows for Thisthe provision of family planning services at all levelsand in all facilities where
this does 

maternal services are provided. Althoughallow the fami.y planning program access to all expectantmothers (prenatal) and also, through the well-baby clinics, to mothers
 

* Footnote Pageon 7 of the Project Paper. 
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with young children (since maternal services are integrated with 
infant services), the present structure does not allow for easy 
access to young, nulliparous women who may wish to delay their 
first pregnancies, nor does it allow for services to reach the male
 
population. In order to delivery family planning information and
 
services effectively to all the proposed target groups, the MCH
 
division will need to broaden its operational mandate beyond the
 
"maternal" and "child" of its title and coordinate with other MOH 
divisions, e.g., with the epidemiology and environmental sanitation 
units in order to effectively reach Panamanian men.
 

Other aspects of Ministry operations which could
 
affect implementation of the Project include logistics and super­
vision. A poor logistics system plagues the National Health System
 
and could adversely affect the Project since timely delivery of
 
medical services and contraceptives, which requires a smoothly
 
functioning logistics system, is critical to the success of the
 
Population II Project. 
Warehouse and other storage facilities,
 
inventory control, transportation and other logistics elements at
 
the national and all subsidiary levels are entirely inadequate; by
 
taking over, however, in some places the facilities presently
 
operated by the CSS, generally considered to be superior to MOH
 
facilities, improvements are already occurring. This Project, the
 
current AID health loan, and the UNYPA MCH/FP project all address
 
the problem, and a modernized, integrated logistics system should
 
be in place and operating sometime in 1981.
 

A major problem which could bE resolved by more
 
adequate supervision is the lack of uniform application at the
 
field level of MOH policies and procedures. Although a great deal
 
of effort is expended at the central (Panama City) level to
 
establish health, including family planning, policies and procedures,
 
there is considerable evidence to 
show that at the service level ­
from health post to hospital - they are either not followed or are
 
reinterpreted according to the personal predilections of local
 
administrators and medical personnel. In most cases, this proves
 
to be detrimental to the family planning program. It has been
 
discovered, for instance, that many dispensary personnel are 
not
 
aware that all contraceptives are to be provided free of charge.
 
Regulations governing sterilization are not applied uniformly:
 
e.g., the MOH requires that a patient have four children while in
 
at least one provincial health region, the requirement has been
 
reduced, at the discretion of the regional health director, to a
 
minimum of two children per patient. Although the MOH at the
 
central level views condoms as a disease preventative in addition
 
to a contraceptive, condoms are not being distributed by health
 
facilities to those suffering from veneral disease and their con­
tacts. La fact, doctors and nurses appear to prescribe this method
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infrequently, even as a stop-gap measure, either prior to commencing

with oral contraceptives or IUD insertion, or when a method has been
 
temporarily interrupted. Local inventories of condoms are as much
 
as three or four years old.
 

In another departure from MOH policy, many health
 
facilities only allot certain days or hours to family planning serv­
ices. It is the intention of the Ministry of Health, however, that
 
family planning services be made available during all regular clinic 
session and that this be so stated in the "weekly calendar of serv­
ices" published in the field.
 

Apparently extensive failure, whether by design or 
ignorance, to apply Health Ministry policies and procedures is
 
damaging efforts to make family planning widely available at the 
service level. What is needed is to inform all health staff, 
including auxiliary and administrative personnel, about family
planning policies and procedures and through regular supervision
 
visits, workshops and conferences, ensure that they are being carried
 
out effectively by everyone from health region directors to dispensary

staff and clinic receptionists. At the same time, supervisors should
 
be open to suggestions at the field level and serve as a feedback
 
channel to the central ministry. Knowledge that some provincial

facilities, for instance, are requiring that a sterilization client
 
have two children rather than the four currently stipulated by 1[OH

headquarters, might eventually lead the latter to a salutary re­
examination and modification of its position on this subject.
 

To facilitate more regular and effective contact
 
between the Ministry in Panama City and its vast field network, the
 
Population II Project will provide vehicles for supervisory visits
 
and fund periodic evaluation meetings of representatives from all
 
units of the MOH/CSS System. The UNFPA project, in addition, includes
 
funds for field visits and national meetings of health system personnel.
 

Staffing and Other Resources
 

Having had responsibility for implementation of the
 
terminating 12-year AID Health and Population project, the staff of 
the Maternal and Child Health Division possesses the experience 
necessary for satisfactory implementation of the new Project. The 
full-time UNFPA project manager, who will be located in the MCH 
Division, will strengthen division capabilities as will the planned
addition of four positions for a pediatrician, two administrators,
and a nurse and a steady flow of short-term advisors - approximately
42 person months - programmed under the UNFPA project. Additional
 
assistance is also recommended for the health educator in the MCH
 
division who is responsible for I E & C activities. A considerably
 
strengthened I E and C effort is a major objective of the Project,
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calling for preparation of many new materials with new subject
matter directed at new audiences, and the testing and evaluation
of these materials for the first time; this must be accomplished
in addition to regular participation in charlas, seminars, and
workshops and supervision of local radio and printing contracts.
In all, too great a workload for a single individual.
 

Although the MCH unit itself has neither the staff
nor facilities for evaluation, the Ministry's Office of Population
Studies and Training and Research Office will assist in annual
evaluations of the Project and a series of special investigations
in areas of new initiative for the MOH: 
 adolescent activities and
male family planning. The Population Studies Office, with the
help of external consultants, demonstrated iLts capability in
developing and carrying out the National Frtility Survey in 1976
as part of the World Fertility Survey, and the Office is currently
undertaking a Contraceptive Prevalence Survey with assistance from
the Centerfor Disease Control and AID.
 

Physical facilities of the Ministry of Health are
limited at both the national and local level. 
The central office
of the MCH program in Panama City is extremely cramped, consisting
of nothing more than one large room approximately 30 feet by 60 feet
which has been subdivided into a large central area for secretaries
and a waiting area, and various cubicles which provide for three
smaller offices and one small conference room. 
All MCH personnel ­professionals, secretaries, and messengers ­ are crowded into this
area, often along with cartons of diaphragms, printers ink, etc.
Air conditioning, ample furniture, and office equipment and a
generous library of professional literature help offset the disad­vantages of such cramped quarters. With assignment of a permanent
PAHO advisor to 
the unit, however, and a steady flow of short-term
advisors, some increase in office space will be required. 
Because
present facilities do not allow for expansion, and budgetary
restrictions, at least for the immediate future, will permit no
new construction, the MOH is considering renting additional working
 
space.
 

At the regional level, the regional MCH coordinator
usually operates out of his/her regular office, such as 
the
director's office in a maternity hospital; 
no office is specifically
assigned to MCH at this level, even though the MCH program is
supposed to operate, at lea9t theoretically, through the Regional

Health Director.
 

At the service level, family planning activities
are administered either from a small office or examining cubicle
assigned to MCH in a health center or sub-center or from the small,
multi-purpose facilities known as rural health posts. 
While primitive,
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these posts are increasing dramatically and are helping to extend
health and family planning coverage far beyond what it was even a
few years ago. The health assistants who manage the posts

provided are


with family planning training and are permitted to distribute 
condoms, foam and resupplies of oral contraceptives.
 

Warehouse facilities now used by the MCH program at
the central level are entirely inadequate; they are in ill-repair,constitute a fire hazard, and are poorly maintained. Family planningsupplies are sometimes improperly stored and instead of being locatedin a central area are stored in different locations and on differentfloors. 
 Inadequate warehouse facilities affect all Ministry programs
and are part of the logistics problem discussed earlier in this
 
section.
 

Contribution to the Project
 

Overall, the MOH contribution to the Project will
 
include the following personnel:
 

NO.
 

Obstetrician/Gynecologist 
 70
 

Registered nurses 
 775
 

Nurse auxiliaries 
 1,084
 

Health educators 
 72
 

Health assistants 
 i00
 

Director of MCH office 
 1
 

Other administrative personnel
 
(secretaries, messengers, clerks,
 
drivers, accountants, etc.)
 

It is estimated that these employees will spend from
five to 10% of their time on family planning activities. Based on
this estimate, their average salaries through the life of thc Project
equal: 

$3,399,000
 

Salaries of personnel to participate in evaluation
 
and studies: 
 150,000
 
Other support costs (gasoline, maintenance) 10,000
 

$3,559,000
 

awvn-rn 
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2. Panamanian Family Planning Association 

Organization and Role 

(APLAFA) 

In December 1965, the Panamanian Family PlanningAssociation (Asociaci~n Panamepa para el Planeamiento de la Familia),APLAFA, was founded as a non-profit private organization. Fourteenof the sixteen founding members were physicians, an indication ofAPLAFA's early and enduring orientation towards the medical aspectsof family planning. Soon after, on January 14, 1966, APLAFA was
granted its "personer'a jur'dica" or legal recognition by the
 
national government. 

Policy decisions are made by the nine-member Board ofDirectors, four of whom are physicians. * 
The Board is strongly
controlled by its president, who until his recent retirement was
a noted obstetrician-gynecologist at the University of Panama's
School of Medicine. 
He was APLAFA's principal founder and has been
its only president in 14 years of operation.
 

The Board of Directors including a president, first
and second vice-presidents, secretary and sub-secretary, treasurer,
fiscal officer and two other voting members, are all volunteers and
meet regularly, at least once a month. 
During the Board's regular
meetings, the Association's Executive Director, a salaried official,
is allowed to attend, with voice but without vote. 
However, he is
not allowed to attend special executive meetings held by the Board.
 

The Executive Director is responsible for the success­ful execution of APLAFA programs. Within the last year, as 
the
APLAFA president has gradually retired from managing the Association's
daily affairs, the new Executive Dircctor, hired in March 1978, has
been allowed sample latitude in managing APLAFA. He maintains the
necessary contact between APLAFA and other institutions, whether
national or international; makes all personnel decisions; and,
together with the Board's president and treasurer, signs all checks.
 

As stated in the Organizational Statutes of APLAFA,
the Association's primary activities are to: 
 Cl) investigate and
recommend solutions to problems caused by population growth;
C2) promote the concept of the family and responsible parenthood
and (3) study birth regulation. Until the Ministry of Health began
to offer family planning clinical services 
in the early 1970's,APLAFA took the lead in providing contraceptives to the public,
 

* Two other bodies - a General Assembly compoied of all members and a five-member Advisory Board drawn from previous directors and foundingmembers - have not functioned for some years. Although one of theAssembly's functions is to elect the APLAFA Board of Directors, inpractice the latter names new officers to fill any vacancies. 



ANNEX VIII-C
 

Page 14 of 29
 

especially in the urban areas of Panama City and Colon. However, 
a subsequent agreement, signed between APLAFA and the Ministry ofHealth in June 1973, restricted the role of APLAFA in the clinical
area. APLAFA is now allowed to maintain only two family planning
clinics, both within Panama rity, for use as research, training

and demonstration clinics.* 
 As a result, APLAFA has directed its
efforts into other areas, such as sex education and informationaland motivational activit.-s related to acceptance of family planning. 

Institutional Performance
 

Over the years, APLAFA has earned respect within
Panama as a reliable, helpful source of information and training

in the areas of sex education, 
 family planning and responsible
parenthood. 
 In discussions with many institutions, official as
well as private, it was learned that they receive more assistance
from APLAFA in these areas 
 than from the information/education

unit set up within the Ministry of Health's MCH Division.** APLAFA,
through its paid workers and groups of volunteers, has been active

in numerous family planning promotional activities, including group
presentations. publicat on of materials, and annual gatherings of
members of tbh Panamanian press organized in 
an effort to wi-% their
 
support for 'amily planning.
 

Although increasing d-tmand has ben placed uponAPLAFA to provide these ser.'ices, limited resot'rces and institutional
weaknesses have prevented APLAFA from respon,.ing as adequately as it
might. Recent organizational changes, however, and forthcoming

personnel additions make it likely that APLAFA will be able toprovide increasing assistance in family planning information in
both the public and private sector as well as introduce an important
 
new program for adolescents and their parents and teachers.
 

Since its creation, APLAFA has been recognized by
the International Planned Parenthood Federation (IPPF) as itsPanamanian affiliate. 
Funds from IPPF have been available to APLAFA,

both for its operational bu -.
as well as for special projects.
 

* APLAFA closed its Maraflon clinic in 1978, converting the clinic 
into its administrative headquarters and operates one clinic now in
the rapidly growing peri-urban district of San Miguelito.
 

** A survey condilted in 1973, for example, among 160 home economicsteachers attending a family planning seminar showed that 40% had

previously attended an APLAFA family planning course or education
 
activity.
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USAID/Panama has also recognized the important role played by
APLAFA in the area of family planning and provided financial 
assistance to it to promote family planning activities under the 
terminatiug Health and Population Project.* 

Other institutions working in family planning and
related areas also contribute to and collaborate with APLAFA.
 
Among these are the FPIA which helps fund APLAFA salaries and 
Development Associates which has provided funding for local 
seminars and to send two APLAFA employees for special training

in Guatemala; the Latin American and Caribbean SexRegional
Education Organization (CRESALC) has helped APLAFA to sponsor 
sex education seminars ix Panama. **
 

APLAFA is steering a statesmanlike course in its

relationship with other Panamanian agencies 
- principally the

Ministry of Health - involved in family planning. APLAFA has 
shown a willingness to collaborate with government ministries and
 
to avoid areas of conflict. It recognizes that it cannot compete

with public institutions in providing all services, but seeks
 
instead to serve as an example, or model, which can be adapted

by the government for future expansion. That has been APLAFA's
 
past role in opening the way for national acceptance of family

planning clinical its new role in areasservices, and sexof 
education and adolescent outreach will have a similar focus.
 

Illustrative of APLAFA's ability to accommodate

is its recognition that leadership in the provision of family
planning clinical and contraceptive services now rests with the 
Ministry of Health. 
APLAFA has therefore consolidated its

clinical activities into one clinic in San Miguelito, which is
being used as a pilot center for teaching and research purposes.
 

APLAFA has made considerable progress in overcoming

several institutional weaknesses (poor management at the top,
inability to raise funds locally, lack of an adequate accounting
system) which caused it to be less than effective in implementing 

* APLAFA was a signatory to project agreements under 525-0142 
with AID and the Ministry of Health in 1968 and 1970 and with the 
Ministry of Planning and Economic Policy in 1974. 

** APLAFA's anticipated donor income ($810,000) for the five
 
year period 1980-84 will be provided from the following sources:
 
IPPF - 59%, FPIA - 23%, AID - 12%, CRESALC - 3%, and Development 
Associates - 3%. 
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its portion of the terminating population project. With the 
assistance of a U.S. management consultant firm in 1978, APLAFA's
 
organizational structure and operational procedures have been
 
completely overhauled. A completely revised accounting system
 
is now in the hands of a newly hired, experienced accountant,
 
and new fund raising and evaluation departments are in operation.
 
Organizational changes are also facilitating the incorporation of
 
new activities, most prominent among them the new youth center and
 
expanded programs in family planning and sex education for private 
and public entities.
 

Staffing and Other Resources 

Staffing has been considerably strengthened over the 
past two years. APLAFA now has 13 full-time employees on its payroll
and enjoys in addition the voluntary services of youth workers and 
members of the APLAFA sponsored Panamanian Committee for Sex Education, 
COPES.* The present executive director brings a background of 
management training and experience and leadership skills to the job. 

The San Miguelito clinic staff includes a nurse and 
nursing auxiliary, both trained in IUD-insertion, who work full-time 
five days a week, and one part-time physician who is in attendance 
two mornings per week. The nurse and nursing auxiliary are paid 
personnel, whereas the physician volunteers his services. Clinical 
activities are practically self-financing. 

Administrative staff include secretaries, a janitor

and one vehicle driver, who also assists as projectionist for film
 
shows. In addition to the permanent staff, advisors are contracted
 
by APLAFA as required for specific tasks - e.g., a team of advisors
 
was recently contracted to prepare the initial design for a research 
study on teenage pregnancies. Legal counsel is hired as needed, and 
APLAFA annually contracts an outside, internationally recognized 
auditing firm, in accordance with IPPE regulations. 

APLAFA is fortunate in having little staff turnover. 
Most of its employees are extremely dedicated to their jobs and often 
put in long hours of overtime without complaint, not always the case 
in public sector agencies. APLAFA will provide training to its staff 
through a centrally funded AID Contract (successor to Development 
Associates) and the Regional Committee for Sex Education in Latin 

* COPES, formed in December 1978, is comprised of some 25 sociologists,
 
social workers, psychologists, educators, etc., and has its own
 
executive board.
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America and the Caribbean (CRESALC). 
 It will also utilize the
recently created Panamanian Committee for Sex Education (COPES),a committee composed of local professionals oriented to the field
of sex education, to provide training to adolescents and requesting
institutions.
 

APLAFA currently operates out of two locations, both
within Panama City. Its administrative offices are located in the
Marafon District, in the heart of downtown Panama, while the clinic,
I and E, and youth center offices are situated in the San iguelito
District, a low-income area which has grown meteorically over the
past decade. The Association rents the Marafion offices but owns
the San Miguelito facilities. 
Plans call for construction of the
youth center and expansion of other offices on land adjacent to the
San Miguelito building which should relieve current crowding.
APLAFA owns the land, and construction will be done through a loan
with the Caja de Seguro Social (Natioua! Social Security System).
 

The San Miguelito facility has an excellent library
with a good collection of materials related to family planning. 
These
books will be distributed between two libraries, one to be used as a
reference section for scholars working in the area of family planning,
sex education and related topics, and the second to be used by the
newly established youth center.
 

APLAFA has two vehicles, both in good working
condition, and plans to purchase a third 
-
a bus model Volkswagon
van ­ with IPPF funds for use by the adolescent center.
 

Present clinical equipment is adequate to meet
APLAFA's needs, and any additional equipment will be provided through
IPPF. 
 In he area of Information/Education activities, APLAFA has
some good equipment, including movie projectors, slide projectors,
video-cassette players and tape recorders. 
 It also has two mimeograph

machines and one photo-copier, all in good working condition. 
When
large quantities of printed materials are required, APLAFA usually
contracts with a professional printer; its monthly newsletter,
Conciencia, which contains photos, is printed at a very reasonable
 
price.
 

With expansion in the areas of sex education, I and
E, and the adolescent center, APLAFA will require additional equipment
and educational materials, such as 
films. 
 Funds have been in..luded
in the Project budget for this purpose, particularly in support of
sex education activities to 
be sponsored by the new adolescent
center. 
New storage facilities will accommodate any increase in
supplies and equipment. Maintenance of equipment is not a problem
in Panama, as 
it is in many other Latin American countries.
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Contribution to the Project
 

APLAFA's contribution to 
this Project consists
mainly in time utilized in planning and coordinatingcourses. its programThis is valid also for the design of seminars and coursesthat respond to requests from other private institutions. 
 These

efforts are estimated at $25,000.
 

3. Ministry of Education
 

Role, Structure and Performance
 

The Ministry of Education is responsible for establish­ing a uniform edLocational system throughout Panama. To do this, thecontrols the curriculumMOE for teacher training, ascurricula used in well as thePanama's secondary and primary schools. Sincethe public school system is financed through the MOE, that institution
has a key role in educational development. 
Under the Population II
Project, the MOE will direct the development and execution of a
national sex education into the public schools.
 

The Ministry of Education (MOE) is organized into
four National Directorates: 
 Planning and Educational Reform,
Instruction, Teaching Technology, and Administration and Finance,
(see Organizational Chart). 
 The Directorate of Teaching Technology
is itself divided into seven different offices and centers, one of
these being the Officef r Teacher Training, which will work with
USAID/Panama in executing the proposed sex education/family planning
component of the Population II Project.
 

A Provincial Education Office (DirecciOn Provincial
de Educaci~n) operates in each of Panama's nine provinces 
and is
divided into 
two basic sections, one handling administrative and
financial matters, and the other responsible for the technical
and implementation aspects of teaching. 
Personnel atlevel the provincialmay vary from 50 to over 100, including administrators,
supervisors, clerks and support staff. 
 Since 1972, tba MOE has beenattempting to decentralize its administrative component, placing more
responsibility at the provincial levels. 
To date, this has met with
limited success because many of the secondary schools still prefer
to communicate directly with the MOE at the national level, bypassing

the provincial level.
 

For other reasons, the MOE zstructure remains centralized.
Because Panama is attempting to instituce an educational system with
norms and curriculum uniformly established and functioning throughout
the country, there is the tendency for educators at all levels tolook to the national headquarters for guidance and clarification.
Therefore, at the time sex education is introduced into the teaching
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curriculum, it should theoretically be done in a uniform manner. 
Certain administrative factors also influence the resistance to
 
decentralize the MOE structure. One of these is the procedure for
 
paying salaries of all MOE employees, from the central level planners

down to the level of the primary school teachers. All salaries are
 
paid from the National Controllers Office in Panama City, utilizing
 
its computer and other facilities in order to expedite payments.

This influences all MOE employees to look to the national level in
 
order to resolve administrative problems, since that is where the
 
money comes from. CIn the United States, for example, the situation
 
is different, since basic financing of primary and secondary
 
education is provided for at the local community level).
 

In many ways, the centralized structure of the MOE may
be beneficial to the introduction and implementation of the sex
 
education activities to be funded by the Project. What will be
 
required, however, is a strengthening of the supervisory components
 
at the provincial levels to assure that Project activities, once
 
initiated, are being adequately carried out, to detect and deal with
 
any teacher resistance and provide needed backstopping.
 

The Mission has long experience in working with the
 
MOE. Its personnel capabilities at the central level and including

the nationwide teacher corps are very good, although training will
 
be required in the new specialized area of sex education. MOE's
 
capabilities in the areas of administration, such as provision of
 
supplies and equipment, or its ability to assume more responsibility
 
in these areas, are quite adequate.
 

At present, the Ministry is the executing agency for
 
a $13.5 million AID loan which is assisting the GOP to expand its
 
educational system and redirect it to offer practical, vocationally
 
oriented, general, scientific and technical education which will be
 
more responsive to Panama's development needs than the more
 
traditional liberal arts curriculum. While direct Mission experience
 
with the Office of reacher Training has been limited, MOE personnel

who have worked previously with USAID/Panama have been assigned to
 
develop the proposed se- education component of the Project and may

be assigned during its execution.
 

Staffing and Other Resources
 

The Office of Teacher Training includes a director
 
and 17-member professional staff trained in general education,
 
psychology, economics and special teaching (e.g., science and Spanish).

The staff usually works in teams in four general areas: basic
 
education, mid-level education, university and special education,
 
and special projects (mostly involving socio-economic or education
 
studies). A newly established special working group within the
 
Office will develop and introduce sex education in the national
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school system. 
Among its members is the director of MOE's Office
of Curriculum and Education Technology who recently attended a
family planning training seminar in Costa Rica, one of the few MOEstaff to have had any training in the field.
 

The sex education program at the local level will be
implemented by individuals drawn from among more than 26,000 primary
and secondary school teachers at work throughout the country.
Teachers are divided into two types: 
 the "maestro" who teaches at
the primary level and has received 12 years of schooling, including
three years of teacher training; and the "profesor" who teaches at
the secondary level and has from five to six years of university
training. The "profesores" have usually specialized in certain
subject areas, such as biology, mathematics, or Spanish. Upon
being hired by the MOE, teachers work on a two-year trial basis.
If found to be acceptable during that period, the teacher is given
tenure, and salary increases are based upon years of continued service
and merit.
 

In undertaking the new sex education initiative, the
MOE will need to mount a large-scale teacher training program since
the great majority of Panamanian teachers at all grade levels lack
any preparation in sex education and family planning. 
 It is expected
that the MOE will name a special multi-disciplinary team, probably
in cooperation with the National Commission on Sex Education, to
develop and carry out a teacher training program either in Panama
City or at its teacher training school in Santiago.* 
 In this new
sex education initiative, the Ministry has strong backing at the
highest level: 
 The President of the Republic, Dr. Aristides Royo,
who until last year was Minister of Education, has repeatedly stated
that the introduction of 
sex education into the national educational
system is a priority task to 
be carried out by the MOE. 
He has
expressed his commitment to this effort and has instructed MOE leaders
to implement the government's policy.
 

Facilities and equipment (vehicles, audio-visual and
printing equipment) of the Ministry and, in particular, the Teacher
Training Office, appear adequate for the moment. 
The Office of
Teacher Training has two 13
-passenger buses for use in the interior
(private vehicles or public transport are used within the metropolitan
Panama City area), and owns a movie projector and two tape recorders.
The amount of audio-visual equipment per school varies throughout
the country. Movie projectors are not a standard item at all schools.
Through the AID Education Loan II, a training center at the Teacher
Training School with all the necessary equipment for instructing
 

* 
Until a few years ago, there were five teachers training schools in
Panama. 
 However, because of the excess of unemployed teachers throughout
the country, the MOE now has only one teacher training school in operation,
in the city of Santiago, which annually graduates approximately 200 new
teachers "maestros".
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student teachers in the operation of audio-viaual equipment has been
established and will be used to train sex education multipliers inthe effective use of audio-visual equipment. The Population IIProject will fund additional audio-visual equipment as well as filmsand books about the human reproductive process and other aspects of 
human sexuality. 

The MOE has two printing facilities for reproducing
educational materials. 
Within the Ministry, the Department of
General Services can print limited quantities of materials that mightbe used for small seminars or work groups. 
 The other facility, the
Printing Center for Educational 

under the Project are investigations and evaluations. 


cativo), has a capacity 
Mate

for printing 
rials 
and 

(Centro 
binding 

de 
as 

Impresion Edu­
many as 10,000 

copies. 

Two areas in which the Ministry will require assistance 
The MOE has
 very limited capabilities at present for conducting the investigations


that will be needed to assess the impact of sex education (a very
socially delicate topic) on, inter alia, parent and teacher attitudesand sexual activity. 
Nor does the MOE have an adequate mechanism for
evaluating the progress of the Project. 
Consequently, assistance tothe Ministry in designing and carrying out impact assessment and inevaluation methodology has been progra-med under the Project.
 

Contribution to the Project
 

The MOE contribution to 
the Project will be primarily
in personnel as outlined below: 

Salaries of 36 instructors in training for 1 month 

$750 x 36 x I month $ 27,000
 

Salaries of 525 instructors providing sext education
 
to teachers 

$750 x 525 x I month 393,750 

Salaries of teachers attending sex education and 
family planning courses 

$450 x 1,967 x 1 month 885,150
 

Other (clerical salaries,

materials development) 

30,000
 

$1,335,900
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4. 	Panamanian Institute for Special Education (I.P.H.E.)
 

Role, Structure and Performance
 

IPHE is a semi-autonomous public entity* established

by law in November 1951 to provide special education, training and
counseling 	 to physically emotionally handicappedor 	 children. Inrecent years, it has 	 developed two additional programs: "School forParents of 	Handicapped Children" and "Centers for 	Child and Family
Orientation" CCOIFs). Benefitting from these programs are the 
parents of 	handicapped children and pre-school children, other family

members, and other adult members of communities which have sponsored

COIFs. 
Through this Project, IPHE will add sex education and family

planning to its program of non-formal education for Parents' School
 
branches and COIF families.
 

IPHE policy is made by the Board of Trustees which
meets monthly. 
Government Decree No. 46 of November 1968 specifically

requires that the president of the Board be a professional educator
 
with graduate training in special education. Other members include
representatives from the Ministries of Labor 
and Social Welfare,

Health, and Education, as well as the General Controller's Office,

the National Lottery, the Lions Club and the National Medical

Association. Day-to-day operations are managed by a General Director;

the 	current director who assumed duties in 1978 
was 	previously
director of the "Escuela Normal" in Santiago, now the country's only

teacher training school. IPHE operations are financed by the
Government 	of Panama and other local institutions, and about 15%
of 	its budget is provided from the earnings of IPHE workshops.**
 

* Over 70% of the funding for the 1979 IPHE budget comes directly

from the central government's annual budget; financial reports must

be presented monthly by IPHE to the Panamanian General Controller's

Office; the 	membership on 
the 	Board of Trustees includes representation

from various governmental ministries as well as from the General
Controller's Office; and all instructors and administrative personnel
at 
 IPHE must be approved by the Ministry of Education. IPHE,

just as the University of Panama and other public educational insti­
tuions, comes under the scrutiny of the Ministry of Education.
 

** 
IPHE's 1979 budget, 11.3% larger than its 1978 budget, is derived
 
from the following sources:
 

SOURCE 
 AMOUNT PERCENT
 

Direct GOP 	Subsidy $1,967,978 71.0

IPHE Workshop Production 424,942 15.4
 
National Casinos 
 271,000 9.8

President Remon Racetrack 
 72,000 2.6
Panama City Municipal Government 20,880 
 0.8
 

$2,756,800 	 99.6%
 
(discrepancy caused by


rounding)
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The organizational framework of IPHE Csee Organi­zation Chart) includes the Administration Office and five functional
offices: 
 Special Education, Pre-School Education, Higher Education,
Social Assistance Services and Basic Services. 
All the offices are
responsible to the General Director. 
The services offices have many
and varied programs related to special education, such as vocational
workshops. There are also health-related programs, such as hearing
and visual testing done in the schools throughout Panama, in order
to detect problems and refer them for treatment. Through public
health clinics, IPHE attempts an early detection of physical and
mental problems in infants and pre-school children.
 

services. 
IPHE has also started to provide rehabilitation
One interesting program is 
a radio monitoring service,
available to advertisers in order that they might be able to verify
the broadcast of commercials or messages they had purchased. 
Blind
students are employed to listen to tapes of radio broadcasts and
keep records on the frequency and quality of each commercial or
message that has been broadcast. 
Other IPHE workshops employ the
handicapped in activities such as carpentry,bookbinding and sewing.
 

which is 
Through its Instituto Superior de Especializacion,
a Central American regional training center for teachers
working with the handicapped, IPHE has become recognized both
nationally and throughout Cential America as a leader in the field
of special education for the handicapped. Between 1969 and 1978,
487 students were graduated from the Instituto, 70 of whom were from
other countries; in March 1979, some 158 teachers were in training.
The curriculum includes specialized courses for the blind, deaf and
retarded and an intensive course which combines all three areas. 
The
Instituto receives financial support from the Organization of American
 

States.
 

In recent years, LPHE has developed programs for
two special groups: 
 (1) the parents of handicapped children enrolled
at IPHE, and (2) pre-school children. 
 Both programs are effective
and well managed although somewhat handicapped by limited funds and
 
personnel.
 

In 1974, the "School for Parents of Handicapped
Children" was form.' as part of the IPHE program of Support Services
in recognition of theinportance of working not only with
handicapped cnildren but also with their parents. 
The primary goal
of this school is to help parents bettrer understand and deal with
their handicapped children, with other members of the family, and with
society in general. 
The school offers parents individual consultations
with specialized technicU personnel such as psychiatrists, psychologists,
medical physicians and social workers available through the IPHE or
other institutions. 
 Literacy training is also offered, and under the
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Population II Project, the ScL~ol for Parents will provide a regu­
lar programs of family planning information and sex education to
 
families of the handicapped. 
The School for Parents currently

operates 12 branches through the country, reaching an estimated

6,850 parents and other family members. 

The COIF (Child and Family Orientation Center)program was initiated by IPHE in 1975 as an International Women's
 
Year activity. 
There are now 135 COIFs in Panama, 99 of which are
 
located in rural areas, 71 in marginal urban communities and four
 
in impoverished Guaymi Indian communities. COIFs currently serve
 
an estimated 6,000 pre-school children, their parent and other
 
family members. They are established and maintained by each
community with overall guidance and technical assistance provided
1- !PHE.* COIFs provide a day-care/pre-school program for children
 
between 2 and 5 years of age which provides them with basic education

health and nutrition services (including in many centers meals 
utilizing PL 480 Title II foodstuffs). Participation of parents

is a critical element; they help build and maintain facilities,

make teaching materials and toys, raise funds, prepare meals and
 
serve as classroom aids and teachers. Despite only three and a
 
half years of operation, some COIFs are already producing first
 
graders with a markedly superior level of preparation to their non-

COIF classmates, a fact which could have eventual implications for
primary school drop-out and repetition rates among low-income childrer
 
in Panama. COIFs also reach parents and adolescents through seminars
 
on, inter alia, health, nutrition, and clhtld developmen,.. Some COIFs,

with LPHE assistance, have secured help from GOP ministries in

launching community self-help projects and family income-generating

projects. Principal beneficiaries in these cases have been women
 
for whom finding employment, particularly in rural areas, is
 
extremely difficult. 
.ManyCOLFs, located in co=unities still
 
lacking basic services, have served as catalysts, again with LHE
 
assistance, for obtaining needed services from public 
sector insti­
tutions. 
 As benefits of the COLF program gain widespread recognition,
 
requests to LPHE to 
help establish new COIFs have accelerated far
 
beyond its capabilities to adequately respond.
 

Although the COIF program technically provides

services to children between the ages of t-wo and five, in practice 
many COIFs take children as young as nine -onthv, particularly in
 
urban areas where many mothers work. As its major contribution to
 
the International Year of the Child, USAID/Panama is developing a
 
small $500,000 OPG through CARE which will provide funds to 
LPHE to
 

* 
CO11s are usually organized by a "Comite de Apoyo" (Sponsoring
 
Committee), consisting of community leaders and parents of the pre­
school children who will be enrolled in the Center.
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up-grade the skills of COIF teachers, including parent-teachers, and
improve qualitativety and quantitatively COIF teaching materials;
assist in strengthening IPHE's capability to make necessary arrange­ments to deliver non-formal education in health, nutrition, literacy,
agriculture, and vocational arts; and upgrade the physical facilities
of approximately 75 COIFs.* 
 The majority of COIFs currently operate
out of substandard, ill equipped one-or two-room buildings, many plagued
with structural defects and lacking adequate sanitary facilities and
rudimentary kitchen facilities. Additional assistance is being provided
to the COIF program on a modest scale by UNICEF, UNESCO and the OAS.
 

IPHE is viewed by the Panamanian government, and by
the Ministry of Education in particular, as a responsible agency for
conducting special education programs. 
The adult education component
is considered a valuable contribution to the national education effort,
and a growing number of individual communities look to lPHE for guidance
in developing COIF day-care/pre-school centers. 
The success of the COIF
program is such, in fact, that the GO2 is considering incorporation of
COIF activities within the National Office for the Child and Family
established in 1979 in the Ministry of Labor and Social Welfare. 
On
all fronts, international, national and down to the local level, IPHE
has gained recognition in the field of special education.
 

Staffing and Other Resources
 

At the end of 1978, IPHE had a total of 891 employees
working in Panama City and throughout the country. 
 Of this total,
355 (39.8%) were teachers working directly in classrooms,** 24 were
directors and supervisors, 44 were technical staff (such as psychologists,
physiotherapists and social workers), eight were medical specialists,

115 administrative personnel and 341 support staff.
 

* Prior US/,D assistance to lPHE included an SDA/PL 480 project in

1978 which crLibled IPHE to establish a cafeteria for its students and
teachers. 
The caferaria provides well-balanced meals at no cost to
the handicapped children enrolled in IPHE programs and at low cost to
IPHE staff and parents of the children. Proceeds from the cafeteria
 were subsequently used to finance a family life seminar for 35 parents
and IPHE employees. (APLAFA provided resource personnel for the sessions

dealing with family planning and contraceptive methods.)
 

** Many of the teaching staff at IPHE are on loan from the Ministry
of Education which continues to pay their salaries; all IPHE teachers
must meet the requirements established by the Ministry for all teachers
 
in Panama.
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The School for Parents' full-time staff is composed
of a director who is a professional high-school level teacher and an
instructor with graduate training in adult education. 
His salary
is paid by the Ministry of Education. There areteachers also 10 part-timeand two part-time secretaries provided by the nationalgency employment program. emer­(In order to curb the rising level ofunemployment, the government has instituted a "Plan de Urgencia",providing minimum-wage jobs, paying $100 per month, to the unemployedand offering their services to official and non-profit private
institutions. 
Although this provides a cheap source of manpower,
the quality of service is extremely uneven.) Instructors normallyassigned to other IPHE programs are loaned to the School as needed.
Since this often involves evening work and extra work without extra
pay, the situation is ideal,not but IPHE will have to continue torely on this method of staffing the School until the permanent staff
can be expanded as IPHE's new director is now attempting to do.* 

The better staffed COIF program is directed by a
National COIF Coordinator with the assistance of eight provincial
supervisors. 
All nine are full-time employees paid by IPHE. 
 Teachers,
especially in the metropolitan Panama City area, are usually provided
by the Ministry of Education. When not available through this mechanism,as is usually the case in the areas outside of Panama City, teachers
are sought through the "2lan de Urgencia", or volunteers are invited
from among mothers in the community.
 

Instructors at IPHE, including those in the School
for Parents and the COIF program, have had little or no training in
the areas of sex education, family life education or family planning.
Some have participated in APLAFA-sponsored activities and have a
general awareness of these topics, but none have been trained in the
techniques required in order to present and teach the subject matter.
Under the Population II Project, training in the substance and
methodology of sex education will be provided by the National Commission
for Sex Education. Technical assistance will be provided, as needed,
by APLAFA.
 

* Indicative of the School's strong interest in incorporating familyplanning and sex education into its curriculum is 
the School Director's
recent efforts, assisted by a family planning education specialist,
to develop plans for a series of courses covering both topics. 
On
previous occasions she has sought assistance from APLAFA to collaborate
in these areas, but with increasing requests from other public and
private institutions, and because of its limited resources, APLAFA
has not been able to commit itself to any long-term program with the
School for Parents.
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The Project will also provide IPHE with audio-visual
equipment and other teaching aids such as family -lanning films andreference books on sex education and family planning. IPHE's
physical plant 
- offices and classrooms ­ is limited but adequate,
and it has sufficient vehicles - over 20 panel and pick-up trucks,sedans and a few motorcycles- IPHEall in good running condition.

has its own mimeograph facilities and contracts other printing 
as needed.
 

In view of the limited scope and simplicity of theproposed sex education/family planning activity and the demonstrated
institutional capabilities of IPHE and the two units which will
participate in the Project, the Mission is confident that IPHE iswell able to implement its portion of the Project without additional
assistance except for th aforementioned training of teaching staffin sex education and farLIy planning and provision of a limited
amount of equipment and materials. Technical assistance will alsobe provided toward the end of the Project to help evaluate the effect:.v

Sness of family planning outreach through IPHE.
 

Contribution to the Project
 

The IPHE contribution to the Project will be in
salaries of professionals attending sex education and family planning
courses (special teachers, doctors, psychologists, psychiatrists,

social workers, etc.) calculated at:
 

$250 x 227 x 1 month $56,750
 

The Panamanian Social Security Agency was created in 1941 as an
autonomous public sector entity to provide retirement benefits and
insure workers and their dependents for illnesses, maternity,
funerals, and work-related accidents and illnesses. 
The well-managed,
financially sound agency has five hospitals, 22 policlinics and sex
clinics and assists the MOE with the operation and maintenance of
integrated health centers and other facilities in provinces where
integration is either complete or well advanced.
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FINANCIAL ANALYSIS 

Part 111, Financial Plan, presents the Overall Financial Plan forthe Project and Projected Expenditures by Fiscal Year. 

The following section is a description of the basis for AID­financed Project inputs by agency and the amounts required by year
over the life of the Project. 

I. COSTING AND TIMING OF PROJECT INi-TS BY IMPLEMENTING AGENCY 

A. Ministry of Health 

The Ministry of Health will receive $2,455,600 of the $3,100,000
AID-financed Project. 
The current Project (525-0142) with the MOH
expires in late FY 79. It is planned that some of the commodities
ide--tified below as "first year" requirements will be ordered late
in FY 79 with expenditures beginning in FY 80. Funds are providedin FY 79 for a limited amount of I E & C printed materials andtraining to permit implemenuation of these components. 
Continued
funding of one-year MOH contracts for mass media coverage begins
September 1, 1979. 
Funds have been budgeted to continue this activ­ity through the third quarter of FY 84.
 

The five-year Project begins with funding in FY 79 and terminateswith fuJding in FY 83. Implementation, however, begins in late FY 79and continues through the third quarter of FY 84. Funding in FY 83
provides for activities taking place in FY 83 and FY 84.
 

1. Commodities
 

(a) Centrally Procured Commodities - AIDTO Circular A-126
dated May 11, 1979 provided guidance for completing FY 81 contra­ceptive procurement tables and STATE 116038 provided additional
information on funding years, delivery years, and cost information.
The quantities of pills and condoms derived by completing the in­formation for the ABS and quantities of Lippes Loops needed for the
program are shown in Annex 
 X • Costs were increased by approx­imately 10% per year. 
The total funding for centrally procured
commodities is $820,000. 
FY 80 funds are $114,800 whicb also in­clude an identified shortfall of pills on hand at the end of FY /9.
The FY 81 requirement is $132,200; FY 82, $284,200; and FY 83,
$288,800. 
The FY 82 and 83 inc'eases assume AID will meet most of
the contraceptive requirements for the public sector after the UNEPA

project ends.
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(b) Other Family Planning Commodities, which include
 
diaphragms, foams, jellies and inserters,account for $5,500,
 
$9,500, $16,500, $22,600 and $26,900 for each of the five years.

See Annex X 
 for user rates. Current prices plus 10% inflation
 
per year were used to cost this component. Diaphragm replacements
 
every two years were also included.
 

(c) Copper T's which were ordered under the terminating

Health and Population Project but were not deliverable until 1980,

and were therefore cancelled, will be reordered under this Project.

Additional Copper T's will be purchased to cover new requirements
 
in year four. The budget is $16,600.
 

(d) Family Planning Sterilization Equipment - This equip­
ment is described in Annex Ix . Current prices were used for
 
costing, plus inflation and transportation costs. The total is
 
estimated at $160,000. This equipment will be ordered in the first
 
year of the Project with staggered deliveries of approximately one
 
third of the equipment arriving in each of the first three years.
 

(e) Family Planning Related Clinical Equipment is described
 
in Annex IX . Under the terminating Health and Population Project,

this type of equipment was ordered through a U.S. military instal­
lation in the Canal Zone. 
Its prices, understood to be more or less
 
comparable to U.S. supplier prices, were used in calculating the cost
 
of this component. Unit prices are based on current prices of equip­
ment plus an inflation factor of 20% per year. An additional 14% is 
included for accessorial charges or, if the equipment is purchased
through private U.S. suppliers, for transportation charges. Approx­
imately 60% of the equipment will be ordered in the first year and 
40% in the third year of the Project. 

(f) The remaining equipment is in support of the I E & C
 
component of this Project and includes audio visual equipment

($35,000), films ($16,000), mobile generators ($6,000), and 14
 
vehicles budgeted at $103,000. This equipment will be ordered in
 
the first year of the Project.
 

(g) The MOE has requested desks, filing cabinets, typewriters

and typing tables, chairs, adding machines and air conditioners. This
 
office furniture and equipment will be ordered through the Excess
 
Property Program at no cost; therefore no budget is presented.
 

2. Information, Education and Communication Activities
 

(a) Printing of 534,000 pamphlets, 2,764,500 folders, 44,100
 
posters and construction of seven new billboards for informing the pub­
lic about family planning and contraceptive methods are budgeted

at $346,000, based on current I E & C contracts in Panama under Project
525-0142.Funding levels are $15,000 
for the firF year; $108,000 for
 



ANNEX VIII-D 
Page 3 of 7
 

year two; $102,000 for year-three; $69,000 for year four and
$52,000 for year five.
 

(b) Mass Media - Radio Contracts 
-
The previous population
project funded this same type of family planning/maternal-child health
information campaign. 
The present Project will fund family planning
information only and has been reduced from the previous levels and
also reduced over the life of the Project. 
 Funding is $240,000, of
which $60,000 is available for each of the first two years; $50,000
for year three; $40,000 for year four and $30,000 for year five.
 

3. Training
 training
 
(a) Short-term/abroad is budgeted at $90,000 to provide for
training of trainers in family planning and sex education; health pro­fessionals working in adolescent family planning and sex education;
for specialists in communications and educational techniques; for
physicians in technical aspects of family planning including steri­lization; and for administrative personnel in logistics.
observation trips in the U.S. or other countries are also included.
 

Funds for
 
The budget includes costs of per diem and airfare, although training
may be provided by various agencies at a flat rate per person. 
The
first year funding is $10,000; $35,000 for the second year; $30,000
for the third year; $10,000 for the fourth year; and $5,000 for the
fifth year.
 

(b) In-Country Training 
-
Courses and seminars in family
planning, sex education, program administration and human relations.
This Project will fund participants' per diem or lunches in the case
of local training, transportation, materials and renting a site for
the courses. 
The budget is for $10,000 in the first year of which
$7,000 is budgeted for training of MOH personnel in sex education;
$25,000 in the second year; and $41,000 each year fr the remaining
three years of the Project for a total of $158,000.
 

4. 
Studies and Evaluations
 

Two studies and evaluations on adolescents, two contracep­tive prevalence studies, two continuing users surveys, ten "pre tests"
in materials testing (two each year) and two case studies on men are
contemplated under the Project. 
A total of $266,000 is budgeted of
which $76,000 is for year two; $31,000 for year three; $56,000 for
year four; and $103,000 for year five.
 

B. APLAFA
 

The APLAFA program is in Information, Education and Communication.
It consists, first, of 225 courses of orientation and training in 
sex
education and family planning for adolescents, 46 courses for parents
and educators, and, second, resource development talks and 15 in­
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stitutional level symposia on family planning for private businesses.
AID will finance the cost of the speakers and educational materials.
The total budget for this program is $56,000 of which $10,000 is
budgeted for each of the firsttwo years and $12,000 for each of
the remaining three years of the Project.
 

Third, the Project includes funding for APLAFA to coordinaLe
and present courses in family planning and sex education to otherorganizations in the private sector such as, but not limited to,
Confederacion de Trabajadores de la RepUblica de Panamg (CTRP), and
Federacion de Cooperativas de Ahorro y Cr~dito de Panama, R.L.
CFEDPA). These organizations have requested that family planning
and sex education courses be presented to their members. 
The budget
provides $40,000 for outreach to other organizations: $12,000 in
the second and third year; $10,000 in year four and $6,000 in year
five.
 

Specific courses will be developed by APLAFA as requests are
received.
 

C. Ministry of Education
 

The AID input to the Ministry of Education is in training of MOE
personnel in sex education.
 

1. Training 

Total funding of $455,000 for the life of the Project is for
costs of training which include instructors' per diem, transportation,
cost of participants transportation, food for participants and course
materials. It is expected that 105 seminars in sex education willbe held over the life of the Project to train 2,003 teachers. Funding
for the training to start in FY 79 is $4,000; FY 80, $45,000; FY 81,
$74,300; 
FY 82, $93,000; FY 83, $186,200 which will fund the remaining
seminars to be held in early CY 1984.
 

2. Commodities
 

Audio visual equipment, films and books are funded at $42,000.
This equipment will be ordered in FY 79 and FY 80 in the amount of$25,000 and $17,000, respectively.
 

3. Technical Assistance
 

Ten thousand dollars are budgeted for technical assistancein FY 80 for the sex education program.
 

D. IPHE 

The program funded under this Project with IPHE will provide
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$93,400 for training sex educators. 
Costs are for training IPHEinstructors, audio visual equipment to be used in the provinces
for 	sex education/family planning courses, and evaluation.
 

1. 	Commodities
 

(a) Audio visual equipment as described in Annex IX
totaling $28,200 of which $17,000 will be ordered in the first year
and $11,200 in the second year of the Project.
 

(b) Films on family planning are 	budgeted at $8,000 andwill be ordered in the first year of the Project.
 

(c) Reference books in family planningare 	budgeted at $2,500 and will be ordered in the 
and 
first 

sex 
year. 
education 

(d) Filing cabinets have been requested and will be provided
through excess property.
 

2. 	Training
 

This component funds trainingplanning 	 of IPHE personneland 	 sex education in familyin Panama City and in 	 the interior.Costs are for per diem and transportation of the participants,
course materials and technical assistance. 
The 	budget for the
five years of the Project is 
as follows: Courses and TA costing
$17,700 in year two; $11,300 in year three; $7,000 in year four;
and 	$10,700 in year five.
 

3. 	Other
 

An evaluation of the program is expected in year five at a
cost of $8,000 for approximately one person month of a U.S. evaluation
specialist.
 

BUDGET ANALYSISII. 	 AND COUNTERPARTCALCULATION 

This section presents a brief analysis of the MOE budget and the
basis on which counterpart contributions from MOE, MOE and IPHE were
developed. 
The contribution of APLAFA, a privately funded agency, is
also discussed.
 

A. 	MOH Budget Analysis
 

The 	Ministry of Health's Maternalbudgets for CY 1977, 1978 	 Child Health/Family Planningand 	 1972 are $9.12 million, $9.55 millionand 	$11.82 million, respectively. Salaries, overtime and temporary
personnel account for 78%, 79% and 81% of the total budgets for
CYs 1977, 1978 and 1979, respectively. 
The 	$2.3 million increase
between 1978 and 1979 was for salary increases to doctors, nurses
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and laboratory technicians. Rent, basic services, printing, and
general maintenance and repair account for 1% of the budget in

each of the three years with general maintenance and repair being

the single largest item. General expenses which include food,

clothing, per diem and transport, gas and oil, materials and
 
machines and equipment account for the remaining 21%, 20% and 18%
of the budgets for CY 1977, 1978 and 1979, respectively. The MOR
 
Maternal Child Health/Family Planning headquarters office plans to
 
hire four additional persons: two in administration, one pediatri­cian and one nurse. 
The source of funding has not been disclosed by
the MOH, and no counterpart contribution is shown.
 

B. Host Country Counterpart
 

1. Ministry of Health 

The MOH counterpart is in the form of salaries of personnel
who are directly related to the Family Planning Project. These
personnel include obstetricians/gynecologists, registered nurses,
 
nurse auxiliaries, health educators, health assistants, personnel

in the Office of the Director of Maternal Child Health/Family Planning

Programs, and other administrative and clerics personnel such as
 
secretaries and maintenance personnel.
 

Average salary ranges for these personnel multiplied by an
estimated percentage of time spent in family planning activities 
multiplied by the number of personnel in a category results in

approximately $600,000 of direct saXbaries. 
 This amount has been
 
increased by 5% over the life of the Project and takes into account
 
that the Project will begin in late FY 79 resulting in a counterpart

contribution of $3,399,000 in Family Planning Activities. 
The yearly

breakout of this counterpart is FY 79, $100,000; FY 80, $630,000;

FY 81, $662,000; Ff 82, $695,000; FY 83, $792,000 and FY 84, $583,000.

Additionally, personnel in the evaluation section of the MOH's
 
Maternal Child Health/Family Planning department have been included
at $150,000 over the life of the Project for their work in evaluations

and studies to be conducted as part of the Project.
 

AID will fund the costs of all Project-related training, travel,

per diem, etc.; for this reason, no counterpart contribution is shown.

Other counterpart costs are shown in the financial plan which include
maintenance and repair of equipment, transportation costs of putting

equipment in service centers and gas, oil and maintenance of vehicles.
 

A small amount of recurring costs are foreseen under the
Project. It is assumed here that maintenance of equipment provided

under the Project involves some replacement parts after the fifth year,
as well as salaries of maintenance personnel.Using AID's six year,

sixty thousand mile rule on vehicles, some costs will be incurred on

maintaining the vehicles provided under the Project. 
With an $11.8
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MOH budget, these costs should be easily absorbed.*
 

2. APLAFA
 

APLAFA's contribution is in administrative salaries for
development, coordination and implementation of seminars and talks
on family planning and related activities. APLAFA will also handle
requests for family planning training from private sector orga­nizations. 
APLAFA is funded by International Parenthood Foundation,
Development Associates, CRESALC and FPIA; 
therefore no GOP counter­part is shown on the financial plan. 
It is estimated that APLAFA's

contribution is at least $25,000.
 

3. Ministry of Education
 

The Ministry of Education counterpart of $1,335,600 to the
Project will be in the form of salaries paid to the professional
instructors presenting the sex education seminars and the salaries
of teachers who attend the seminars. The seminars will be twenty
workdays (one month of salary). 
 The average salary of 
 50 per
month multiplied bythe 1,967 teachers to be trained results in
$885,150 over the five years of the Project. 
 Salaries for instruc­tors average $750 per month. 
There will be five instructors for
each of the 105 seminars to be held and 36 instructors in one-month
training before the seminars start.
$420,450. The total for five years is
Salar.Aes of personnel who develop material to be presented
as well as secretarial, administrative assistant and clerical personnel
salaries are also directly related to this Project. 
An additional
$30,000 over the life of the Project is estimated for these services.
 

No recurring or additional budget costs are foreseen as 
a
result of this Project to the Ministry of Education as the instructors
and teachers are already on the payroll of the Ministry of Education.
 

4. IPHE
 

The IPHE counterpart is calculated at $57,000 for the life of
the Project and is based on 227 people trained for 20 work days at an
average salary of $250 per month.
 

* It is assumed that external sources, including AID, will continue
to provide contraceptive commodities beyond termination of the
Project. 
The Mission in its 1981 ASS programmed $200,000 per year
for FYs 1984 and 85 for this purpose.
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OF STATEDEPARTMENT 

AGENCY FOR INTERNATIONAL DEVELOPMENT 

WASHINGTON. D.C. 20523 

ASSISTANTADMINISTRATOR ENVIRONMENTAL THRESHOLD DECISION 

Location : Panama, R.P.
 

Project Title : Population II, 525-0204
 

Funding : All years: $2,500,000; First year (FY '79): $345,000 

Life of Project: Five years 

Mission Recommendation: 

Based on the Initial Environmental Examination, the MIission has con­cluded 
that the project will not have a significant effect on thehuman environment and therefore recommends a Negative Determination.
 

The Latin America and the Caribbean Bureau's Development Assistance
Executive Committee has reviewed the Initial Environmental Examina­tion for this project and concurs in the .ission's recommendation for 
a Negative Determination.
 

AA/L.C Decision : 

Pursuant to the authority vested in the Assistant Administrator for
Latin America and the Caribbean under Title 22, Part 216.4a, Environ­mental Procedures, and based upon the above recommendation, I herebydetermine that the proposed project is not an action which will have
 a significant effect on the human environment, and therefore, is not 
an action for which an Environmental Impact Statement or an
 
Environmental Assessment will be required.
 

Assistant Administrator for
 
Latin America and the Caribbean 

Date
 

Clearances:
 
DAEC Chair.man :4Brown 
LAC Environmental Advisor:ROOtto
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Initial Environmental Examination
 

Project Location: Panama, R. P.
 

Project Title: 
 Population II
 

Funding: 
 All years: $2,500,000
 
First year (FY79): $345,000
 

Life of Project: Five years
 

IEE Prepared by: i . > £ Date: 

Environmental Action Recommended
 

Based on the findings of the following environmental examination,

I recommend that the Population II Grant be given a Negative Determination
 
requiring no further environmental review.
 

Concurrence: / 'h., \ _ 11/30/78__ __ __Date: 

Robert E. Culbertson
 
Mission Director
 

Assistant Administrator's Decision:
 

Signature: 
 Date :
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INITIAL ENVIRONMENTAL EXAMINATION
 

PANAMA POPULATION II
 

I. Background
 

Although Panama's population growth rate has declined from 3.3%
to 2.7% per annum over the past decade, current demographic shifts
indicate that, without an effective family planning program, this
decline in the growth rate will gradually cease.
 
Almost all organized family plarnning activities within the country
are performed by two institutions: the Ministry of Health, which provides
family planning services through a network of hospitals, health centers
and subcenters and health posts; APLAFA, the IPPF affiliate, which provides
services through two urban clinics in the Panama metropolitan area. 
 The
programs of these institutions are actively utilized by over 40% of the
country's women in fertile age (70,000 active users) and appear to have
made a significant contribution to the decline in the country's birth
rate.
 

Now, however, with the median age of Panama's population at 18 and
unusually large numbers of females continuing to enter the 15-19 age group,*
the rate of decline in the birth rate may begin to slow appreciably and
hard-won gains of recent years begin to dissipate. Unfortunately, this
rapid increase 
n the fecund young isoccurring at the same time the
country is apparently experiencing a declini.;g rate of new acceptors in
formally sponsored family planning programs
in despite indications disclosed
a recently published National Fertility Survey that Panama has an
unsatisfied demand for family planning services.
 
In view of the country's zero economic growth rate since 1974 and
limited physical 
resource base, failure to reduce the current population'
growth rate will hinder affortsto achieve better socio-economic conditions.
Government attempts to supply jobs, housing and social services to a
larger share of the population will be thwarted and the country's physical
resource base, upon which a large share of the poorer population is
economically dependent, will be increasingly overburdened.
 

II. Project Description
 

The purpose of the Project is
plapning information to expand the delivery of family
 
age group in Panama. 

nd services to a higher proportion of the fertile
To achieve this objective, the Project will (a)
continue Mission support of the successful family planning activities
 

*Beginning in 1972, as a result of a period of high fertility in the
early 1960's in Panama, a disproportionately large number of young women
have entered into the fertile age group annually, now accounting for 20%
of all births and 17% 
of all abortion hospitalizations. 
Teenagers, as a
percentage of the fertile population, are expected to increase until
 
at least 1980.
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of the Ministry of Health and (b) begin supporting institutions
outside the health sector whose 
activities will expand family
planning coverage beyond that provided by the Ministry of Health.
The Project will focus on making family planning services accessible
to those poorer segments of the population -- in particular, women15-19 years of age and rural women and men -- who cannot afford to
purchase services in the private sector. 
The Project should enable
recruitment of an additional 
100,000 new family planning acceptors by
1983 and a corresponding decline in the population growth rate of
approximately 0.1% per year (reaching 2.2% in 1983).
 

The Project will assist the Ministry of Health to ccntinue and
expand family planning information and services to the public by
financing contraceptives, training, family planning-related medical
equipment, technical assistance, and informational and educational
activities. 
In order to extend family planning coverage beyond the MOH
system, the Project will continue support to APLAFA (for continuation
of its clinical .ervices and establishment of an adolescent center for
low-income urban youth, condom ,'tnding machines, and research on
adolesceit fertility) and initiate assistance to such entities as: 
 the
Ministry of Education (for establishment of a program of secondary school
sex education); the Ministry of Planning (for assistance to its recently
established demographic unit); professional medical associations (for
special family planning seminars); and rural cooperatives, labor unions,
and agricultural and home economics groups (for informational programs
on family planning). 
 The Project will also provide for a secondary
analysis of the National Fertility Survey and a nationwide survey of
the prevalence of illegally induced abortion, and will encourage greater
sensitivity among Panamanian policy makers to the development implications
of rapid population growth.
 

III. Impact Identification and Evaluation
 

The Project should have no direct impacts on Panama's physical
environment (land, soils, water, air). 
 However, over the long term, the
Project's activities will indirectly help to preserve the country's
limited physical 
resource base by reducing the population growth rate
and thereby reducing possibilities of future adverse stress, due to
overpopulation, on land, water, wild-life and other natural 
resources.
 

. In terms of cultural and socic-economic factors, the Project will
have many direct beneficial impacts. The population's demand for family
planning services will be better satisfied as more people will have access
to such services. 
The health status of women should improve because
hyperfertility and illegally induced abortions, significant causes of poor
physical 
and mental health and even loss of life, should be reduced as
women are provided with greater access to family planning information and
services. Inaddition, women's educational and economic status may be
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improved through the reduction of early, often unwanted, pregnancies

which tend to circumscribe women's options early on.
 

Finally, further reduction in the birth rate, the Project's goal,

will indirectly have a beneficial impact on the socio-economic status

of Panama's population: a smaller population will exert less demand
 
on scarce national resources, better enabling the Government to provide
adequate public services to its people, while at the same time permitting
increased investment in non-social welfare aspects of development. The

attached Impact Identification and Evaluation form provides a summary of
 
these impacts.
 

IV. Summary and Recommendations
 

The Project should produce no foreseeable negative impacts on the
natural and Luman environment and, in fact, should cause some long term

beneficial impacts in terms of social well-being and economic growth.
Thus, this initial environmental examination recommends that the Project

be given a Negative Determination.
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Impact Identification
 

and Evaluation
 

Impact Areas and Sub-Areas
 

A. LAND USE
 

1. Changing the character of the land through: 

a. Increasing the population ------------------ L+ 

b. Extracting Natural Resources --------------- L+ 

c. Land clearing ---------------------------- L+ 

d. Changing soil character -------------------- L+ 

2. Altering natural defenses --------------------- L+ 

3. Foreclosing important uses -------------------- L+ 

4. Jeopardizing man or his works ----------------- N 

5. Other factors 

B. WATER QUALITY
 

1. Physical state of water ---------------------- L+
 

2. Chemical and biological states ---------------- L+
 

3. Ecological balance -------------------------- L+
 

4. Other factors
 



-----------
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C. ATMOSPHERIC
 

1. Air Additives -------------------------------
 L+
 

2. Air Pollu:ion -------------------------------
 L+
 

3. Noise Pollution ------------ -----------­

4. Other Factors
 

D. NATURAL RESOURCIS
 

1. Diversion, altered use of water 


2. Irreversible, inefficient commitments 
-------- L+
 

3. Other factors
 

E. CULTURAL
 

1. Altering physical symbols -------------------- N
 

2. Dilution of cultural traditions ------------- N
 

3. Other factors
 

F. SOCIOECONOMIC
 

1. Changes in economic/employment patterns 
 L+
 

2. Changes in population ---------------------
 L+
 

3. Changes incultural patterns ---------------- N
 

4. Other factors
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1. Changing a natural environment ----------------

2. Eliminating an ecosystem element ---------------

3. Other factors 

N 

N 

Reducing hyperfertility and illegally induced 

abortions, significant causes of poor physical 

and mental health inwomen. 

M+ 

H. GENERAL 

I. 'nternational impacts ------------------------

2. Controversial impacts ------------------­

3. Larger program impacts -----------------------

4. Other factors 

N 

N 

N 

I. OTHER POSSIBLE IMPACTS (not listed above)
 

Explanation of codes:
 

N- No environmental impact

L- Little environmental impact

M- Moderate environmental impact

H- High environmental impact

U- Unknown environmental impact

+ Positive impact on the environment
 
-
 Negative impact on the environment
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Description 
 tpdr 

I. Medical Kit #1 
- DIU insertion S00
2. Medical Kit #3 
 Dysfunctional 
 so 

Uterine Bleeding
3. Medical Kit #S 
- Vasectomy 100
4. Medical Kit P6 
 Vaginal Tubal Ligation 52
5. Medical Kit #8-A Tubal Ligation/Minilap 
 150
6. Medical Kit #8-B Hookand Elevator (packed) 
100
7. Minilaparatomy System-Short-grip 15 

aplicator with fiber optics C001097)
8. Minilap System Complete C000979) 509. Short grip aplicator with out fiber 10 

optics C001114)
10. 
 Falope ring band gdide Kit C000879-S01)

Laproqator DIM I/O Anesthesia 

100
11. 

12. Laparakcopios 5 


3 


Total 


Cost
 
.it
l 

75.00 

125.00 


100.00 

120.00 

150.00 

25.00 


420.00 


600.00 

370.00 


21.00 

3,300.00 

5,000.00 


Total Price 

37,500
 
6,250
 

10,000
 
6,240
 

22,500
 
2,500
 
6,300
 

30,000
 
3,700 

2,100
 
16,500
 
10
 

15,0
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FAILY PLANING RMATED CLINIC.L EJUIIV 


Description Cost
Per Unit Total Price
 
1. Wash basins 


So
2. Surgical dressing jar 9.00 450.00
 
3. Floor light 50 8.00 240.00
 

25 28.00
4. Surgisal stand light 5 
700.00
 

1,150.00 5,750.00
5. Wash basin stands 

71.00 3,550.00
6. Table, surgical instrment 

50 


7. Stool, revolving 50 135.00 6,750.00
50 66.00 3,300.00
8. Table, examining 
 14 430.00
91 Tray, instrument w/cover 6,0ZO.00
 

10. Curette, uterine, Rome #4 
75 7.00 525.00
 

11. Curette, uterine, Maleable #4 
50 8.00 400.00
 

12. Forceps, gauze, 10", str. 
50 8.00 400.00
 

100 10.00
13. Forceps, Hemostatic, curve 5-1/2" 1,000.00
 
14. Forceps, Hemostatic, curve, Kelly 7" 

400 2.00 800.00
 
400
15. Jar,surgical needles 7" 100 

9.00 3,600.00
 
16. Jar,surgical, needles 5-1/2" 

4.00 400.00
 
17. Retractors, rigid -

100 4.00 400.00
sets of 2

18. Speculum, vaginal, large 

100 5.00 500.00
 
400 
 6..00 240.00
19. Pad, operating table 


20. Speculum, vaginal, small 
15 8.30 12,450.00 

21. Gloves, medium #7-1/2 - set of 2 
600 5.00 3,000.00
 

22. Gloves, large #8 
500 3.00 1,500.00
- set of 2 


23. Gloves, small #7 
500 3.00 1.,500.00
- set: of 2 
 500 
 3.00 1,500.00
24. Electro cauterizer 


25. Forceps, Biopsy, cervical 
40 3.00 1,200.00
 

26. Curette, Endom. biopsy 
50 37.00 1,8$0.00 

27. 50 6.00 3,300.00
PAP Smear Slides Cboxes)

28. Scrapers, Ayre (boxes) 

500 4.00 2,000.00
50029. Cito-spray (bottles) 5.00 2,500.00


1,000 3.00 
 3,000.00
30. Portable Slide Tray Soo 2.00 1,0'0.00
31. Stethoscope, adult, binocular 
 0 2
 

Total 

79,785.00
 

*For -he M=ni.itry of Health
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FAMILY PLANNING RELATED CLINICAL EQUIPMENT (VASECTOMY)
 

ESTIM/COST TOTAL
 
DESCRIPTION
A.FURN ITURE QUANT. PER UNIT 
 COST
 

1. Table operating 
 1 $ 489.- s 489.­
2. Stretchers 
 1 850.- 850.­3. Lamps, goose neck 
 1 28. 28.
4. Electro cauterizing apparatus (complete) 
 I 50.- 50.
5. Cords, for e/cauterizing apparatus 
 2 15.-

6. Tables, examining 

30.
 
2 450. 900.
7. tables, with wheels (or carts) 
 2 300.- 600.
8. Cabinets for equipment, instruments 
 2 400.- 800.00
9. Pail, stand 2 
 75.00 150.00
10. Stand with basins 
 2 
 60.00 120.00
11. Table, for instruments 
 1 250.00 250.00
12. Stands, 
 2 20.00 40.00
13. Microscope, binocular 
 1 900.00 900.00
14. Sphignomanometer, desk 
 1 33.00 33.00


15. Basins, for soiled clothes 
 2 10.00 20.00
16. Cart, with wheels 
 1 200.00 200.0017. 
 Cart, for soiled clothes 
 1 50.00 50.00
18. stools, revolving, chrome 
 3 66.00 198.00
 

19. Refrigerator 
 1 350.00 350.00
 

SUB TOTAL 
 6,058.00
 

B° 
 INSTRUMENTS:
 

20. Forceps, hemostatic, mosquitoe, curv. 5" 
 60 5.00 300.00
21. Forceps, hemostatic, curv. 5-1/Z' 
 36 
 3.00 98.00
22. Forceps, herostatic, straight, 5-1/2 
 12 
 4.00 60.00
23. Forceps, Rochester-Pean Crv. 6-1/4 
 24 11.O0 240.00
24. Forceps, Rochester-Ochsner, cry. 6-1/4" 12 
 10.00 120.00
25. Forceps, Rochester-Oschner, curv. 
7-1/4 18 
 I0.00 180.00

26. Forceps, Alliex 4 x 5 6-1/4 
 36 3.00 98.00
27. Forceps, hold. straight 
7" 
 18 9.00 162.00
28. Forceps, Bachaus 3'1/4" 
 36 5.00 280.00
29. Froceps, hold, ]needles 
 51/2" 12 
 3.00 36.00

30. Scissors, surgery, curv. 5-1/2" 
 12 
 3.00 36.00
31. Scissors, surgery, straight, 5-1/2' 
 6 7.00 42.00
32. Forceps, dissecting, addison w teeth 4-1/2' 
 6 3.00 18.00
33. Forceps, dissecting, Addison, w/out teeth 4xj" 
 6 3.00 18.00
34. Forceps, dissecting I x 2 5" 
 12 
 5.00 60.00
35. Forceps, dissecting w/out teeth 5" 
 6 3.00 18.00
35. Scissors, guze,L ster 5-1/2' 
 6 5.00 30.00
37. Holders, #4 
 6 
 *.00 24.00
38. Holders, #3 
 6 4.00 24.00
39. Test tubes, 7" 
 6 1.00 6.00
40. Sounds, 6" 
 6 1.00 6.00
 
41. glasses, 2 oz. chrome 
 12 
 3.00 36.00
42. Bagins, emesis,'small 
 12 4.00 48.00
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B. INSTRUMENTS (Contd.).
 
ESTI Mi/COST TOTAL 

DESCR IPTI ON QUANT. *PER UNIT COST
 

b/forward ....... 8,108.00 

43. 
44. 

Trays, with dover "i2-3/"x6-3/4"x4" 
Minor surgery, set 

1 
1 

10.00 
100.00 

$ 10.00 
100.00 

45. 
46. 
47. 
48. 
49. 

Retractors, Mayo 8-I/' 
Separators, Weithaner 
Jars, s/steel 6 oz. 
Flasks, 500 cc 
Flasks, 1,500 cc. 

x 5/8" 12 
61 
18 
6 
6 

10.00 
10.00 
10.00 
1.00 
1.00 

120.00 
,60.00 
180.00 

6.00 
6.00 

TOTAL: $8,590.00
 



TANSPORTATICN 

DescriDtionsn 

1. Jeep, 4 Wheel Drive, 6 cylinder
2. Jeep, 4 Whieel Drive, 4 cy7linder(audio-visual equipment)
3. Truck, stake body.10 ton (Dist. mat.) 

IJrJi 

3 
10 
1 

* 
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Cost ota/ Pice 
er Unit ______Pric 

7,520.00 22,560.00
6,000.00 60,000.00 

20,000.00 20,000.00 

'B/.102,s60.O0 

1. Generator, 1000 watts 
.ECRICAL QJIprr 

10 600.00 6,00.00 

AUDIO-VISUAL E=JIr1. Movie Projector Bell &Hodill, 16rm,2Model 545 2S2. Slide Projector Kodak Ektragphic-
Carrousel, Model 600

3. Slide Projector Kodak Ektagraphic- 2Carrousel, Model 850-H, Automatic 
4. Sound Equipment TQA, Mbd-MA-220-9Coltmnar Type 15 w. - 2 micro-shure 9

Mod-515-S Mod.-520 SL Micro-stand
Model ?S 10-C-S 33BS. Sound Equipment: Amplifier, speakers,
microf. ,06. Retroprojectors

7. Spare Parts 
3so Screens "20 

Totale!= 

* 

B/. 6,000.00 

r9.00 14,750.00 

31130.00 1,950.00 

260.00 520.00 

775.00 6,975.00 

634 .00 6,340.0o 

225.00 675.0" 2,310.0074.00 1,480.00 

B/. 35,000.00 

*For the iinistry of Health 
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MIISTERIO DE EDUCACION - EQUIPO AUDIOVISUAL 

DESCRIPCION UNI-

DAD 

COSTO 

UNITARIO 
COSTO 

TOTAL 

Proyector de Cine 16m.m. Sonoro 
110-120 voltios 50/60 H2 

(Op£1co) 

10 590.00 5,900.00 

Pantalla de Cine Portatil 
1.78 x 1.78 10 75.00 750.00 

Proyector de diapositiva 
(Carrusel)*35 m.m. 110/120 v. 10 260.00 2,600.00 

Bandejas para proyector de diapositivas 10 65.00 650.00 

Retroproyector 110-120 v. 10 450.00 4,500.00 

Proyectores de diapositivas de baterla 10 27.00 270.00 

Amplificadores Portatiles de 
Bater'as y Elctricos 10 650.00 6,500.00 

Equipo de sonido de mesa: Amplificador 
100 watts de salida por canal 8 ohms. 10 510.00 5,100.00 

Bocinas para el amplificador (4 para c/u) 
300 watts - 4 v3as woofer Tweeter 10 450.00 4,500.00 

Micr'fonos Unidireccional 50-14000 H2 
200 ohms. 10 78.00 780.00 

Radio Cassettes 21 bandas Am-Fm 20 125.00 2,500.00 

Cassettes de 60 y 90 1000 1.50 1,500.00 



DESCRIPCION 

Accesorios y Repuestos e Inflacion 

UNI-
DAD 

ANNEX IX 
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COSTO COSTO 
UNITARIO TOTAL 

2,000.00 

Libros y Films 4,450.00 

TOTAL 42,000.00 
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Audio Visual Equipment for IPHE
 

Description Quantity 
 Unit Price Total Cost 

Cinema Projector (16 m.) 12 $ 590.00 $7,080.00 

Slide Projectos, Kodak 600 12 130.00 1,560.00
 

Retroproj ector 1 260.00 260.00
 

Sound Equipment toa-MA-220 
2 microphones 15W, microphone stand 12 775.00 9,300.00 

Cinema Projector 12 708.00 8,500.00 

Radio Casette 12 125.00 1,500.00 

Total 
 $28,200.00
 

Other IPHE Material: 

Books 
 2,500.00
 

Films 8,000.00
 

Grand Total of Equipment $38,700.00 



.Y- 9L1L AIW 

couirr yz PANAMA 

Table I' EililII.T I 

rrogram Anlyal. of Oral nid Condom Supplilc 

CAI.EIAR YEAR 

1918 1919 
 1980 
 1 1981 1902 19o 1901,
 

I. Ita-,Icil o.c,, of n,:lro,ictlve Age i'tA, (Saa Annes A) 416,760 430,255 443,786 458,035 472,314 486,281 501,2472. Desilred a,,wuJl Cuc~roy contrac.pt ive avallabllty/use 
l v.eI as a ierce t ol IIfLJA2a. . r.,la (-,,t less titan 10 r,. Cot)' 12.3 14.0 15.7 17.4 16.1 a082 . 
b. Gu ,,l, (IoL le , i,,a 10 parcei ) 0.5 1.5 1.7 2.0 
 2.4 2.9 


3. Am.,al CIt*tsLry t.uk rcal.lra.mct LIo nurlsly deetrad 
coLrAC.1 .L Aivav labIll l a level 
0. fro,. - hio A2a li,,e Al x 13 Do,,t:lly cycle. 666,400 783,100 905,800 1036,100 1,172,800 1,314,90C 1,466.100It. G Ii.s1. ,,o AZ x lino Al x o0 piec.. 208,400 645400754,400 916,100 1,133,600 1,410,20' 1,754,400 

II. Annuni Im .. ;.itlyy rrue tion-AID Illal.,ral.gourcoa 

I. l'sva ic , u...orclal g octnr 
... ca,. 
 353.000 365,700 377,200 389,300 
 401,500 413,30C 426,100
.. ~o,,Ih,. 140,000 146,300 150,900 "155;700 160,500 165,30 70,400 

2. Otlier I,',r' 
a. raja -0- 144,700 331,400 312,600 
 288,600 "0" -0­.. t,,I..s 0- -0- -0- 365,900 388,500 -0-
 -0­

3. Iunt (...Lry Covera-men Procurceisg, 
a. lrele -0- -0- -0- -0- -0- -0" -0­.. Conmh,, -0- -0- -0- -0- -0- -0- -0­

4. 'otal Ik1. soply 
a. Orals (, 1 . s + 3s.) 510,400 708,600 701,900 690,100 413,300 
 426,100


(.( 4u.'-.O1.821.4 83b) 
 146,310 150,900 521,600 549,000 165,300 170,400
 

0 ' 

3.5 
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HY1 PAIA4A "Tbl 2 EXIDIT I 

•lootlc AnnIvaja of Oral. and Condoms
 

A. Inventory Aiialysla - ORALS (thouaand 1J/c) Calendar Year 

1979 1980 1981 1982 1983
I. IRe1iiiiing of Year Stock 
A. AID illuteral Supply 489,500 632,800 
b. Oter Sources of Sipply 33;000 518,050 $86,350 657,450 

2. A.IJ: tie. Supp~ly 
A. All) lilateral Supply RequiremantA 
 + 63,000 +182.450 +402,500 .j553.800 +977,200.
b. Utler Sources ur Supply +710U13 +7DBT,600 +701.900 *60.TU- _41__,_ 

(See 114aof Table 1)
 

3. Leua CUntrnceptlvc AvallabllltyUse -783,100 -905.800 1,036.100 -1,172,800 1,314.900
 
l.cvcl (Se. A3a of Table 1)
 

4. En! of Year Stock 632.800 518.050 586.350 657,450 733,050 

D. Iivcittury Analyula - COlIDOIS (thgousand pieces) Calendar Year 

1979 1900 1951 1982 1983
 
1. lgi.lnlsig oi Year Stock ' 

n. All) iliateral Supply 354,774 
L.. Other Sourceu of Supply 14u-.JgJU 432,784 458,050 566,800 705,100 

2. Add: lcu Supply 
a. All) Bil~atczal Supply Requirement' + -0- + 628,766 + 503,250 + 722,900 +1,417,000b. Other Suorcea of Su.:ply +4T61o0 + 1M900 6WrUU +'9U0U- -TI53U0 

(See W)4!0of Table 1) 
-

3. Lane: Contraceptive Availability/Uaa - 208,300 - 754,400 - 916,100 - 1,133,600 _1,410,200 
Leval (Sea A3b of Table I) 

4. End of Year Stock 432.784 458,050 566,800 705,100 877,200
 

* Sea Anitox II for AID bllaternl shipments for 1979. The quantitla confirmed for shipme.tt for part of 1910 

ahouId be aupplenenced to anoure a total end of year stock uhich approximatea the expected contraceptive 0 

avallabiltitv/uutn level for 1901. 



FY 1901 Ails 
COUNTaY, PANAMA VORKSIEET FOR CALCULATION OF ORAL REQUIREMENTS 1980-196 EXHII 111 

1980 1982 
11 Beginning of year stock (carried forward fromend of year stock of previous year - 1979 ­

and includes both AID aid non-AID consnod-
Itioal sea line Aliof Table 2). 432,784 

plus 
2. lion-AID miew supply for the year (se D4a of 1 

Table 1). + 150,900 
minus 

1. Beginning of year stock (carried forward fromCnd of year stock of previous year - 1981 -. 
and includes both AID and non-AID conwad­
itiesi n0e line A4 of Table 2). 566,800 

plus 
2. Nlon-AID ne supply for the year (see. ]a of

Table 1). + 549,000 
minus 

3. Total expected use - both bilateral and other 
programs (see contraceptive nvallablItgl/use
level, line Ala of Tablo 1). -

minus 
754,400 

3. Total expected use - both bilateral and other 
programs (ace contraceptive availablILtyluse
level, line A3a of.Table 1). -1,133,600 

minus. 
4. Desired end of year stock (equivalent' to 

contracepLive availability/usC level for 

501 4.Desired end of year stock (equivalent to 
contraceptive ovallability/use level for 

50% 

subseqtenat year, Iliac AlTable of 1981. column of-- 458.050equals subsequent year, line A3a of1). 
Tabl1).equals 

1983 column of - 705,100 

5. Total AID bilateral requirement for 1980 - 628,766 j. Total AID bilateral requirement for 1982 * 722,900 

1981 
1903 

to l.8nning of year stock (carried foryard from 
end of year &tock of previous year - 1980 -
and Includes bot AID and non-AID conatod-
Itises ace line A4 of Table 2). 

458,050 

1. Deginning of year stock (carried forward from 
end of year stock of previous year-- 1982,
and Includes both AID and non-AID cosod-
ticeo see line A4 of Table 2). 

705,100 

2. lion-AID new 
Table I). 

supply for 
plus 

the year (sea 
minus 

04a of + 521,600 2. Non-AID new 
Table 1). 

supply for 
plus 

the year (seaeIa of..+ 
mi ru 

165,300 

3. Total expected use - both bilateral and otlihr 
programs (see contraceptive availability/use -

lavel, line A3a of Table i). - 916,100 
minus4. Desired end of year stock (equivalent to 50% 

3. Total expected usa - both bilateral and otlher 
programs (see contraceptive availability/use 
level, line A3n of Table 1). 

minus4, Desired end of year stock (equivalent to 50% 

1410200 
1,4.0,200 

contraceptive availability/usa level for contr1aptive ava8lbilty/usa level for 
subsequent year,Table 1). line A~e o 19fl2

equals 
€oluma o -- 566,800 subsaqua

Table 1). 
year, lino A3a'of 198 

equals 
column of - 877,200 W 

0 
5. Total AID bilateral requircuent for 1981 -1 503.250 3. Total AID bilateral requirement for 1983 am1417,000 
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1980 

'I, Beglinlng ot year stack (carried forward from 

end of year stock of previous year - 1979 ­
and Includes bolth AID and non-AID cammed-
ItIel see e D4 of Table 2).moio 


plus 

2. Non-AID ntw supply for the year (see-M4b ofTable ). 
 + 


'Inus 


3. Total expected use - boti bilateral and otier 

programs (see contraccptive avallsbility/ua

level, line A3b of Table I)1 


inusminus
 
4. Desired ead of year stock (equivalent to 50%


contraceptive availablity/use lavel for 

subsequeit year, 
line Ab of 1981 column of -

Table l). equals 


5. Total AID bilateral requirement for 1980 


1981 

1, Deginniig of year stock (carried forward from


end at year stock of previous year - 1980 ­
and Includes both AID saidnon-AID co sod-

itLiep ace line M of Table 2). 


plus 

2. lion-AlD new sl,ply for t+e year (7ee o0


Table I). 
 +
minusminus701,900 

3. Total expected use - both bilateral slidother 

programs (see contraceptive evaLlability/use

level, line A3b of Table 1). 
 - 1,036.100 

minus 

4. Desired end of ycar stock (equivalent to 50%
contraceptive 


subsequent year, line A3b of 1982 column of
Table l~~o ­ 586.350
Table 1). 
 equals 


OR CALCULATION 07 0o011 REqUIREEN8 1980-tll3 

632.800 


708.600 

905,800 


518-050 

82.450 


518.050 


09b 


EXIBIT Iv
1982 

1. Beglnnlng of year stock (carried forward from 
end of year stock o previous year - 1981 -.
 
and Includes 
both AID and non-AID convnod­
ition see line i4 of Table 2). 586,350
 

plus
 
2& Non-AID t.. nly for the year (see. D4b of­.Table 1). 
 + 690,100

minus
 

3. Total expected use - both bilateral and other
 
programs (see contraceptive availabllity/use -172,800
level, line A3b of-Table 1). 1_172,8_0
 

4, Desirced end 
of year stock (equivalent to 50%
contraceptive availabiLity/usa level for
 
subsequent year, line A3b of 
1983 column of 

Table ). 
 equals
 

36Total AID bilateral requirement for 1982 


1983
 
1. Degi-nning of year stock (carried forward from


end o year stock of previous year - 1982 ­
and includes both AID and non-AID cammod-
itiesa see line B4 of Table 2). 

.oplus

2. Ul9-Ai neow supply for.the year (see 04b of e 

3. Total expected use - both bilateral and other 
prorams (see contraceptive availability/use
level, line A3b of Table 1). 


- 657,450 

I 553,800 

657,450
 

413,300
 

- 1,314,900 
Pminus
 

4. Desired end of year stock (equivalent to
aalabililty/usalevel for 50%
 

co ntra ev a liylubsoquent year, line A~b of 1984 column of
levelm for -
 :1Table 1). 73,5
 

5. Total AID bilateral requiremant for equals
1981 u -402,500 51 Total AID bilateral requirement for 1983 
 977,200
 

0 




