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EXECUTIVE SUMMARY

A. Ptoject Bachground

Rwanda's development prospects are being increasingly shaped by demographic
trends that threaten to overwhelm economic growth. Its population is growing
at a rate of 3.7% and population density on arable land has already reached
351 per km2, largely offsetting increases in production. As perceptions of
the problem became increasingly sharp among Rwanda's leadership, support for
measures to address it have grown. 1981 marked a turning point. In that year
the GOR created a National Population Policy and established a National
Population Office (ONAFO) and turned to A.I.D. for assistance.

ONAPO, charged with responsibility for population policy, education and
research, has significantly increased popular consciousness of Rwanda's
population problem and defined its parameters through surveys and research.
It has also begun developing the human resource capacity and administrative
machinery for family planning, (FP) counselling and training and for providing
FP services to the population. A.I.D., through the Maternal and Child Health
and Family Planning (MCH/FP I) Project (696-0113), rendered important support
to this process with long and short term technical assistance, staff training,
equipment and supplies (including contraceptives), construction and
rehabilitation of health and training facilities, and funding a share of the
agency's operating costs.

Other recent developments have improved the environment for FP. These
include: a significant broadening of support among the donor community; and
important and positive GOR policy measures to liberalize access to FP methods
and to effect a rapprochement with the Catholic Church. As a result of a
reorganization in 1984, MINISANTE was charged with including FP and nutrition
services as part of its MCH responsibilities. In 1987 it began gearing up to
implement this expanded role as provider of FP services with the help of a
$10.8 million IDA (World Bank) credit. Other donors -- Germany, UNFPA and
UNICEF -- have joined A.I.D. in assisting ONAPO in its supportive role as
coordinator and monitor of the FP program through its involvement in policy
formulation, research, training, and IEC (Information, Education,
Communication) activities.

Yet as the current A.I.D. project draws to a close, it is evident that
progress to date represents only a beginning. The number of Rwandans
practicing contraception is still extremely low (approx. 30,000), an adequate
service delivery infrastructure is still in its infancy, integration of FP
services within MINISANTE is not complete, and project experience has revealed
weaknesses in ONAPO's management, budgeting ard financial procedures.
Moreover, much remains to be don2 to sharpen motivation and to increase
interest and demand for child spacing and family limitation by a population
whose attitudes are shaped by lack of purchasing power, widespread illiteracy
and a strong pro-natalist tradition.,
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B. Project Description

The Maternal Child Health and Family Planning II Project is a five-year, §9
million project whose goal is to reduce fertility rates in Rwanda. The
project purpose is to expand and improve the delivery and use of family
planning information and services through both the public and private sectors.

Building on the successful elements of the ongoing MCH/FP I project, MCH/FP II
will strengthen the capacity of both the public and private sectors to promote
population and family planning programs in Rwanda. Specifically, the Project
aims to expand family planning services, and provide a kroad range of
contraceptive methods, and better target potential acceptors of FP information
and services. :

The project consists of four mutually supportive elements as follows:

(1) support for Policy Development and Research: Under this component,
the project will support various types of research, data collection,
and analyses that will be used by the GOR to evaluate the impact of
its family planning activities, to define and target high risk
groups, and to identify and improve the critical variables that
limit the delivery of family planning services, such as equipment
needs, training needs and improved integration of services. The
Project will also provide technical assistance and training and
assist ONAPO to organize seminars for GOR and donor ¢fficials, and
for private sector entities to present and discuss the results of
population research and policy analyses, and to facilitate
coordination of family planning efforts in Rwanda.

(2) Family Planning Service Delivery: The Project will improve and
expand FP service delivery in both the public and private sectors in
Rwanda. It will continue to support the integration of FP services
with maternal child care in health centers throughout Rwanda so that
family planning becomes an integral part of routine health care and
acceptable and accessible to the population. Activities to improve
the integration of FP service delivery in the public sector health
facilities will include: (a) improving service delivery and
supervision; (b) improving the logistics system and FP health
information system; (c) providing grants to private sector entities
to expand the delivery of FP services; and (d) expanding the
non-medical family planning distribution networks.

(3) Information, Education and Communication: Under this component, the
project will support the population and family planning information,
education and communications (IEC) program, which will be
progressively integrated into GOR private sector political,
socio-economic, educational and cultural programs. The project
will: (a) provide training for personnel of public and private
organizations to enable them to provide accurate information on the
national population program and on the availability of FP services;
(b) develop, test and distribute educational materials to trained FP
promoters; (c) support the development of a National IEC Training
Plan to be developed by ONAPO in collaboration with MINISANTE; and
(e) collaborate with the SOMARC II project to develop a
Contraceptive Social Marketing (CSM) Program.



- xii -

(4) Institutional Support to Increase Management Capability: Under this
component, the project will provide management and institutional
support to both public and private sector entities involved in
population and family planning. Within ONAPO, the improvements in
management capability will focus on accounting and financial
management systems, planning and budgeting, human resource
management, procurement and management of physical plant, equipment
and vehicle fleet. The project will assist MINISANTE to develop the
capability to distribute contraceptives and FP materials by
strengthening its logistics system. In addition to public sector
entities, the project will provide technical assistance to
non-governmental organizations to develop the management capability
required to design and carry out family planning service delivery
activities.

.C. . Financial summary:

The total cost of this five-year project is estimated at $17,170,000. This
estimate is based on a USAID contribution of $9,000,000 and a GOR in-kind
contribution of $8,170,000 as summarized below:

A.I.D. GOR TOTAL
Tecnhnical Assistance 2,095 - 2,095
Training 2,172 - 2,172
Personnel - 6,669 6,668
Commodities 749 - 749
Other Costs 2,942 741 3,683
Evaluation/Audit 200 - 200
Contingency 429 389 818
Inflation 413 371 784
Total 9,000 8,170 17,170

——— o e o o e o oo e o

D. Summary of Analyses:

The Project Paper demonstrates that the project is (1) technically, socially,
environmentally, and economically sound and administratively feasible; (2) the
technical design and cost estimates are reasonable and adequately planned,
thereby satisfying the rrquirements of Section 611 (a) of the Foreign
Assistance Act, as amended; (3) the timing and funding of proiect activities
are appropriately scheduled and the implementation plan is realistic and
establishes a reasonable time frame for carrying out the project; (4) adequate
provision has been made for evaluation and audits; (5) the economic analysis
provides a cost effectiveness analysis which shows that, for the public sector
portion of the project, increased efficiencies during the life of the project
are expected to reduce the cost per FP acceptor by 78%, from $87 currently to
$19 by the end of the project; (6) the financial plans developed for the
project are adequate to ensure proper implementation to meet the requirements
of the FAA Section 611 (a).
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E. Involvement of Small and disadvantaged and Women-owned Firms:

The Project will, whenever feasible, utilize contracts with small business
concerns, small disadvantaged business concerns, and women-owned small
business concerns. Furthermore, the Request for Proposals for the
Institutional Contract will include language encouraging all small business
concerns to submit proposals.

F. Procurement Under the DFA:

The funding source for this project is DFA. Although DFA gives Missions new
flexibility to purchase commodities from code 935 countries without obtaining
a waiver, this project is designed to maximize purchases from the USA,
whenever possible, and to comply with the intent of the DFA legislation.

G. Conditions and Covenants:

The only Condition Precedent established for the Project requires the GOR to
furnish to A.I.D., the names and titles of persons having the authority to act
as the representative for the Grantee. The Grantee will covenant to: (1)
establish an evaluation program as part of the project; (2) permit none of the
funds made available under this Grant to be used for the finance, support or
promotion of abortion or involuntary sterilization; (3) develop an IEC plan
and a National Family Training Plan; (4) facilitate the autonomy and
self-financing of the ONAPO Training Center by taking several actions
identified in the Project Grant Agreement; (5) make available suitable
candidates for training, not cdiscriminate against women in recruitment for
positions under the project, and promptly issue all travel documentation
requized by particiapnts selected for training outside Rwanda; (6) convene a
Donors Coordinating Committee of all parties who provide support for family
planning services and information at least twice a year; (7) sign a Memorandum
of Understanding with each private sector entity which will define the status
and operating procedures for each entity; and (8) submit annual workplans and
budgets for each component of the Project.

H. Environmental Considerations:

A categorical exclusion is recommended on the basis that this project supports
nutrition, health care and population and family planning services, as
stipulated under Section 216.2(c)2(viii) of A.I.D.'s Environment Procedures
(Regulation 16). The project does not anticipate any activities directly
affecting the environment (such as construction of facilities, water supply
systems, waste water treatment, etc.).
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A. General Setting

Probably no country in Africa faces as critical a resource/population
situation as does Rwanda. The annual rate of population growth (estimated to
be 3.7% per annum) is one of the highest in the world, implying a doubling of
the present population (estimated at 6.8 million) in less than twenty years.
With outward migration to neighboring countries presently limited and with
life expectancy and infant survival rates growing due to public health
advances, estimates of population density per km2 of arable land have grown
from 144 (1960) to 351 (1987). The result has been an intensification of
population pressures on available resources as evidenced by (a)
intensification of farming practices, (b) further fragmentation of holdings
(an estimated decrease of 20% in average farm size 1978-84), (c) environmental
degradation of soils, hillsides and water resources, (d) a reduction in
overall quality of nutritional intake, and (e) growing rural underemployment
anG migration to urban areas where opportunities in Rwanda's minuscule
industrial/service sectors are discouragingly limited,

Rwanda has managed to cope remarkably well to date in terms of food
self-reliance through its ability to increase agricultural production,
However, due to population pressures and soil fertility depletion, this is
unlikely to continue without considerable investment in agricultural inputs
and new technologies, or, conversely, without a reduction in living standards
and considerable social cost,

Although these trends were perceived with increasing concern by public
authorities and opinion leaders in the years following independence, the
momentum of population growth continued because of long-held social
traditions, a conservative and cautious public policy and the strong
opposition of the Catholic Church to modern methods of contraception. It was
not until the 1970's when GOR-commissioned studies started to gquantify the
magnitude of the problem that a more activist attitude began to evolve, A
major turning point was marked in 1981 with the adoption of the Third
Five-Year Plan (1982-86) — with its objective of stabilizing and eventually
reducing population growth -- and the creation of the National Population
Office (ONAPO) to study population problems and carry out a family planning
(FP) program. In the same year the GOR moved to start implementing these
objectives by concluding an agreement with A.I.D. for a five year $6.25
million Maternal Child Health and Family Planning Project (696~0113), which
was subsequently amended in 1987 for an additional $400,000, and in 1989 for
an additional $565,000, the first major advent of donor support in the field.

B. Constraints, Opportunities and Strateqy

Efforts to address Rwanda's population growth problem face a complex set
of interrelated factors, Rwanda has a strongly pro-natalist tradition.
Children are commonly perceived as prized and beneficial, representing
"wealth, good fortune and helping hands". The tradition is particularly
strong among the rural population (95% of the total) who live dispersed on the
hillsides, are less mobile, mainly illiterate and lack access to most means of
modern communication., Fragmentation of holdings may also lead to a stagnation
in already low living standards and purchasing power, Another impeding factor
is the influential attitude of the Catholic Church and its opposition to
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"artificial" methods of family planning. Reinforcing these influences is the
relatively low status of women who have fewer educational and employment
opportunities and are mainly confined to low input agricultural tasks.

These considerations have implied a relatively low social acceptance and
demand for FP services, an implication supported by the 1983 Fertility Survey
which showed that a plurality of women (49%) had no plans to use
contraception. On the other hand, the survey also showed that 20% of the
women and 34% of the men wished to stop having children - an indication that
there is an existing demand which is not being met. Such data points, in
turn, to the need for programs that will (a) increase the availability and
accessibility of FP services in both public and private sectors to those who
are ready and motivated to use them to space births and (b) carry out
educational and social marketing interventions on the benefits of limiting
family size, provide practical information on how it can be done and promote
specific devices and procedures.

The prospects that such programs can be carried out with positive results
in both public and private sectors have improved significantly since 1981.
The policy envirorment for family planning has shifted from cautious to
strongly positive including, for example, (a) enunciation of a reduction in
population growth as a major national priority, (b) integration of FP in all
public health facilities, (c) legalization of a wide range of FP methods and
(d) removal of most restrictions on FP services provided by the private and
commercial sectors. The shift of policy, in turn, reflects the growing
concern and support by Rwanda's political and social leaders for an activist
FP program. In addition, perhaps most important of all, is the evidence of a
growth in public awareness and national consciousness of the need to limit
population growth for the sake of future generations.

Thus a major aim of FP strategy is to build on this awareness and
particularize it to the perspective of the rural family by showing the impact
of each additional child on the family budget and on the health of existing
children and the mother. At the same time, as growing mctivation to limit
family size is expressed in growing demand for services, the importance of
having delivery systems in place throughout the country, in both public and
private sectors, will increasingly become the critical factor for program
success.

It is also evident that advances in policy development at the national
level may be of limited value unless accompanied by improvements in the
quality and quantity of services offered. Impediments include regulations
which restrict access of potential FP clients (e.g. unaccompanied women) to
services, the poor quality of GOR health care, including chronic shortages of
drugs and medicine, which motivate patronage of private (mostly Catholic)
health centers. The bifurcation of FP facilities between ONAPO and MINISANTE
results in inconvenience (and often embarrassment) for clients wishing to use
ONAPO clinics. A major objective of the project is to support MINISANTE in
its role as provider of all health care services, including family planning,
through the integration of FP into all MCH services and to support ONAPO in
its normative role as coordinator of activities which support the delivery of
FP services,

The GOR has very strict policies on abortion and does not allow abortion as a
form of birth control. Although not very popular, voluntary sterilization is
permitted if certain conditions are met and consent is given by both partners
following consultations with medical staff. The Rwanda MCH/FP II Project,



therefore, complies with A.I.D. policy, which forbids assistance to any
activity which directly or indirectly supports abortion or involuntary
sterilization.

C. Conformity with Rwanda's Priorities

As indicated above, Rwanda's policy on FP has evolved from one of
caution, then through a period of examination and review, to a presant
position of high level proactive support. The President of the Republic,
Juvenal Habyarimana, has repeatedly emphasized in public statements the
priority of population growth reduction efforts. He has stressed that Rwanda
must bring its demographkic situation into equilibrium with the country's
ability to feed its people and has asked for all Rwandans, within their own
cultural and religious backgrounds, to look for ways to accommodate smaller
family sizes.

Rwanda's Fourth Five Year Plan (FFYP) identifies food self-reliance as
its major goal and identifies a reduction in population growth as an essential
means to that end. The FFYP states that "it will legitimize all forms of
birth spacing and limitation and will launch a mass education and research
campaign for social well being. An ideal family size of four children in the
year 2000 will be the education theme."

Policy priorities have guided financial priorities. During the period
1984-87, GOR financing for the local costs of ONAPO's programs rose from RF
48.6 million to RF 75.7 million. During that same time the GOR contribution
to ONAPO's recurrent costs rose from 43.3% to 68.1%. The GOR's willingness to
commit financial resources for FP services is also reflected in the additional
$2.9 million it has pledged to finance the local costs MINISANTE will incur as
its contribution to the Worlc¢ Bank's Family Health project.

A serious FP policy problem facing Rwandan government officials today is
supporting modern FP methods while trying to accommodate the opposition of the
Catholic Church, a major consideration given the country's large Catholic
population (est. 51%, 1978). Given the influence of the Church in the rural
areas and the important role of its health facilities, the GOR officials need
to continue to dialogue with Church authorities to maintain Church support and
promotion of natural FP. (See Annex J)

D. Conformity with A.I.D.'s CDSS

USAID's current Country Development Strategy Statement (CDSS) identifies
A.I.D.'s principal objective in Rwanda as that of raising the per capita
income of the rural majority. The major means of achieving that objective are
seen as: (a) managing population growth and (b) raising rural incomes. The
CDSS goes on to state: "A.I.D.'s strategy gives highest priority to reduce
Rwanda's population growth rate." 1In doing s¢, A.I.D. aims "to provide
through a range of institutions, information, education and technology to
assure that informed decisions about family planning can be made and that
family size decreases." Areas of emphasis for A.I.D. assistance in support of
FP are:
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training of health workers and medical professionals;

increasing public knowledge of modern FP methods and particularly
targeting high risk audiences, such as secondary school students;
sponsoring research for improving management, service delivery and
social marketing; and,

promoting greater use of condoms in the light of the President's recent
call for greater public education for the prevention of AIDS.

E. A.I.D. Support to FP in Rwanda

Initiated in September 1981 (and subsequently extended to September 1988
with $500,000 and in 1989 with $565,000 in additional financing), the A.I.D.
Rwanda Maternal Child Health and Family Planning I Project goal was to create
widespread awareness and understanding of Rwanda's population problem and
build a GOR capacity to deliver MCH/FP information and services throughout the
country. Implementation responsibility rested with ONAPO which had been
designated as a parastatal under the tutelage of the Ministry of Health
(MINISANTE). Project assistance included: (a) long and short-term advisory
services, (b) a share of ONAPO's local operating costs, (c) construction or
rehabilitation of four MCH/FP centers and a training center and related
equipment and furnishings, (d) commodities and supplies, including
contraceptives and (e) the training of ONAPO and other health personnel staff
through in-country, third country and U.S. programs.

Thanks to the Project, local leadership and GOR support, ONAPO—a paper
institution in 1981--has achieved legitimacy and widespread recognition as the
GOR's center for expertise in matters conerning population and FP. The
preparation and adoption of the population policy material in the FFYP is an
example of ONAPQ's capability aind achievements.

In addition to a central office with a staff of over 200, ONAPO has built
a regional network of 10 Prefectural (regional) offices to support the
delivery of FP information and services. Project accomplishments include a
series of surveys and studies (including a nation-wide fertility survey) which
have clarified many parameters of the Rwandan population situation and pointed
the way for policy choices. ONAPO's IEC campaigns, using a variety of media
techniques, have transformed the demographic issue in the population's
consciousness from virtual complete ignorance to one uf widespread
recognition., FP and demographic subject materials have been introduced into
the country's school system, as well as the training programs of medical and
para-medical health care providers. Starting from scratch, the Project's
training program is well into building the human resource capabilities needed
to manage and staff the agency and to instruct other health care personnel in
FP knowledge and skills. The completed training center is functioning and the
MCH/FP centers are completed. The Project has also stimulated the interest of
several other donors in the Rwanda population problem (the World Bank in
particular), leading to significant additional financial support.,

Short term technical assistance and training activities, financed or
provided by S&T/POP, were used to deliver specialized services to ONAPO. They
included (a) JHPIEGO - physicians training, (b) MSH - management training, (c)
PRITECH - mid-term evaluation, (d) CDC - analysis of statistics and
contraceptive procurement planning, (e) FHI - bio-medical research, (f) SOMARC
- social marketing, (g) Futures Group - policy formulation and institutional
analysis, (h) Columbia University - operations research on community based
distribution of contraceptives, (i) INTRAH - training of medical and
non-medical personnel, and, (j) PCS - development of IEC strategies,



-5 =

A final evaluation of the Project in 1987 pinpointed several areas where
improvements should be made in future A.I.D. project activities. They
included management of personnel, finances and commodities at the central
level, supervision of project activities at the regional and local levels,
raising the priority of FP activities and expanding services in MINISANTE,
formulating a policy for the delivery of services, and improving IEC
materials. Some of these concerns (i.e. those concerning MINISANTE and
delivery policy) are already being addressed - see discussion on the Family
Planning project and the MINISANTE Directive of March 3, 1988 (Annex F).
Measures to deal with the others have been incorporated into the design of the

MCH/FP 11 Project.
F. Other Donor Activity

Other donors are playing a growing role in assisting the GOR to deal with
its population and demographic problems. Of principal note is the World Bank
(IRBD) which provided a $10.8 million IDA credit (supplemented by a $725,000
WHO grant for technical assistance) in 1987 to assist the Ministry of Health
to strengthen its MCH/FP facilities and services. This project, which
includes a $2.9 million GOR contribution, represents the largest health
investment in Rwanda to date and complements A.I.D. assistance to ONAPO.

In summary, the IBRD project aims at helping MINISANTE incorporate FP and
nutrition services into its MCH program to strengthen the Ministry's physical
infrastructure and staff capabilities. The project includes (a) a major
in-service training program for 1,400 Ministry and ONAPO staff in MCH/FP
practices, (b) provision of MCH/FP supplies (including contraceptives) and
equipment, (c) the upgrading and rehabilitation of 30 health centers (with
emphasis of FP, nutrition and MCH facilities), (d) strengthening the FP, MCH
and nutrition offices of the Ministry at headquarters with TA and training,
(e) increasing the effectiveness of field operations by supperting the
establishment of 8 regional offices together with upgrading the quality and
supervision of FP, nutrition and health services, (f) expanding the output of
para-medical personnel through pre-service training and the construction of
two nursing schools, and (g) assistance to ONAPO for two policy studies,

In addition, two other agencies--the United Nations Fund for Population
Activities (UNFPA) and the West German Development Cooperation Agency
(GTZ)--are co-donors with A.I.D. in supporting the work of ONAPO, UNFPA is
(a) providing general support to ONAPO including help to 22 rural hospitals,
setting up mobile FP teams and the construction of a warehouse, (b) technical
assistance to strengthen ONAPO's research and analysis functions; and (c)
financing a pilot community-based FP promotion/distribution scheme in the
Ruhengeri Prefecture, 1In close coordination with A.I.D. inputs, UNFPA also
provides contraceptives to ONAPO.

GTZ support is concentrated in the Prefectures of Gikongoro and Butare,
It involves construction or rehabilitation of health facilities, retraining of
health care staff, provision of equipment, operating costs, supplies and
contraceptives and the services of a resident technical advisor.

UNICEF provides some minor assistance to ONAPO and may provide more.
Canada is a potential source of FP assistance in training and demography. A
detailed description of all other donor activity is given in Annex F and a
discussion of donor coordination is included in Section B of the
Implementation Plan,



II. PROJECT DESCRIPTION

The Rwanda Maternal and Child Health and Family Planning II (MCH/FP II)
Project is a $17.170 million (A.I.D. $9 million and GOR: $8.170 million)
follow-on to the MCH/FP I Project (PACD of September, 1989). Centrally funded
A.I.D. Population Office projects will provide additional support for project
activities. The five-year Project aims at achieving 15 percent contraceptive
prevalence or approximately 175,800 family planning acceptors by the Project
Assistance Completion Date.

To strengthen and expand family planning information and service delivery
in Rwanda, the Project will build upon the existing FP delivery system, as
well as expand into new sectors and develop and test alternative service
delivery systems. Project inputs will complement and supplement support
provided by other donor agencies.

The Project will help the Government of Rwanda to improve its capacity to
develop, analyze, reformulate and promote the national population policy and
to plan, implement, and evaluate FP activities. The Project includes the
expansion of FP services offered by public and private sector institutions.
Alternative FP service delivery systems such as, Community Based Distribution
(CBD) and Contraceptive Social Marketing (CSM), will provide contraceptives
through private sector health and commercial outlets, and in public sector
health facilities, MCH/FP II will strengthen the public sector delivery
capability by providing support for research, training, supervision,
commodities and technical assistance. In addition, through IEC activities,
the Project will assist the GOR and the private sector in reaching target
audiences with FP messages and method information. To proviae for a
self-sustaining FP effort in Rwanda, fee-for-service systems will be studied
and tested and the GOR and non-governmental entities will be given technical
assistance and training to strengthen their administrative and financial
management capabilities,

It is anticipated that a secondary outcome of the Project will be a
reduction in the incidence of AIDS virus iifection due to the increased
promotion, distribution and use Jf condoms, and improved information and
counseling on sexual education, family planning, and sexually transmitted
diseases (SID), especially AIDS. USAID will monitor the linkages between the
MCH/FP and AIDS programs and, if needed, will request additional assistance to
supplement project inputs to enhance the impact of the AIDS prevention program.

A. Assistance Strateqgy

The GOR has established MINISANTE as the institution responsible for all
health services in Rwanda. In 1981, however, ONAPO was established under the
supervision of MINISANTE, with a broad FP mandate. ONAPO originally was the
sole provider of FP information and services, but that rcie has evolved in
recent years as MINISANTE has developed a strategy to completely integrate FP
services into the health care system. ONAPO, on the other hand, now plays a
more normative role, supporting and enhancing the GOR's provision of FP
services by conducting research studies, analyzing data and formulating
policy, developing and producing IEC messages, and training and supervising
health care workers who provide FP services. Although ONAPO continues to
order and distribute contraceptives and FP supplies and equipment, this task
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will be transferred to MINISANTE by the end of the Project. The Project is
designed, therefore, to strenghthen the complementary roles of each
institution,

In developing the A.I.D. strategy for assisting in the provision of FP
services and information in Rwanda, several issues were raised during the PID
development which were addressed in the diagnostic studies and analyses in
Annex E of this Project.Paper. Other issues, however, arose during the
negotiation of the Project Agreement, when ONAPO did not fully agree with the
design and implementation arrangements for the private sector activities, An
issue of particular importance was the definition of the private sector.
Approximately 50% of MINISANTE health centers are operated by churches (80% of
them Catholic). Since these centers are staffed by MINISANTE health care
providers, they are not distinctly public or private. Until very recently,
private medical practice did not exist in Rwanda. There are only a handful of
private clinics operating in two or three major cities. During final
negotiations, ONAPO and USAID decided that the private sector activities would
be carried out primarily by non-govermmental organizations (NGO), both U.S.
and local, Authorization and coordination of these activities will rest
primarily with ONAPO, since ONAPO is charged with coordinating all population
and FP activities in Rwanda. The strategy, therefore, is to strenghthen and
develop NGO's to provide FP services, and, at the same time, develop a
capability within ONAPO to support, coordinate and foster private sector
activities.

The NGO's will be able to test and implement innovative FP delivery
systems, Some will have specific types of expertise, such as the Catholic
Family Life Society (SNAF), which teaches natural family planning (NFP)
courses throughout the country. Contraceptive Social Marketing, begun under
the AIDS prevention program, will be expanded to supplement the GOR
contraceptive distribution system, in order to reach a larger proportion of
the population. The GOR recognizes that non-governmental assistance is
essential, if the objective of 15% contraceptive prevalence is to be reached
by the end of the Project. With the exception of the Catholic Church,
however, private sector entities are small and relatively undeveloped, with
little or no experience in delivering FP services. The Project, therefore,
will seek to develop the capabilities of NGOs to manage and deliver FP
services by providing technical assistance in managment, as well as clinical
training to NGO staff, and local cost support.

In summary, the project strateqgy is to strengthen the GOR FP program and,
at the same time, assist the GOR to promote, coordinate, and support private
sector FP activities, While the PID recommended that approximately 30%
funding be provided to the private sector, the lack of private sector entities
to implement programs has resulted in a more conservative private sector
budget (approximately 18%). Additional inputs, however, which will be
provided to NGOs by the GOR (training, technical assistance and contraceptive
supplies), and centrally funded population projects, such as CSM II, will
increase the total amount of support going to the private sector.



Although IEC activities are essential to maintain and increase the demand
for FP services and will be continued in this Project, priority will be given
to improving and expanding the delivery of FP services. Experience has shown
that when FP information is provided without the necessary services available
to meet the growing demand, contraceptive prevalence does not rapidly
increase. Rwanda's current low contraceptive prevalence and relatively high
demand indicate a need for improving the availability and accessibility of FP
services,

B. Goal, Purpose, and End of Project Status

GOAL: The goal is to reduce fertility rates in Rwanda by increasing the
availability of voluntary family planning services to couples
seeking to reduce their family size or space their children.

PURPOSE: The purpose is to expand and improve the delivery and use of family
planning information and services through both the public and
private sectors.

EQPS: It is anticipated that by completion, the Project will reduce the
total fertility rate from 8.6 to 8.0;

Increase the prevalence of modern contraceptive methods from the
current 3% to 15% for women in union between the ages of 15-49;

Reduce the annual population growth rate from 3.7% per annum to an
estimated 3.2% per annum;

Decrease the desired family size from 6 to 5; and

Increase the number of men and women between the ages of 15 and 49
having knowledge of all FP methods from 70 to 95 percent.

OUTPUTS: 1. Improved GOR research, evaluation, coordination and policy
analysis capability;

2, Improved delivery of FP services in public and private sectors;

3. Improved dissemination of FP information through public and
private sectors;

4, Effective financial, procurement and management systems in place
to support FP programs in the public and private sectors,

INPUTS: 1, Technical Assistance: 6 person-years of long-term and
approximately 32 person-months of short-term technical
assistance.

2, Training: 8 person-years of long-term graduate degree training
in Public Health; 30 person-months of (U.S. or third country)
short-term training (including attendance at seminars and
workshops); and approximately 2,810 person-weeks of in-country
training, three 5-day, in-country seminars, and two 2-week,
study tours.



3. Commodities: contraceptives, FP supplies and medical equipment;
10 vehicles and office equipment for ONAPO, including six
computers; and household furniture and equipment for the
long-term technical advisors.

4. Other Costs: Certain local costs, particularly those related to
transport associated with su.ervision of FP workers, production
of IEC materials, in-country training, project monitoring
activities, evaluations, research studies.and CSM program
activities will be supported.

5. Private Sector Sub-Grants: Approximately $800,000 of project
funds will finance sub-grants to NGO's.

C. Project Elements and Related Inputs

Achievement of the outputs of the Project will involve A.I.D. assistance
to both the public and the private sectors in Rwanda, with 70% of support
going to FP service delivery activities., The principal implementing agencies
will be ONAPO and MINISANTE, while U.S. and local NGOs will be given
sub-grants to carry out smaller scale activities. An institutional contractor
providing long-term technical advisors will assist ONAPO and MINISANTE with
public sector implementation activities, and provide assistance as needed to
private sector entities. The Contraceptive Social Marketing program will
receive assistance from the AID/W contractor--SOMARC II. Project elements are
divided into four distinct yet interrelated activities:

1. Support for Policy Development and Research

2, Family Planning Service Delivery

3. Information, Education and Communication (IEC)

4, Institutional Support to Increase Management Capability

Support for policy development will include activities such as research,
data collection and analyses that will be used by the GOR to evaluate the
impact of its FP activities, to define and target high risk groups and to
identify and improve the critical variables that limit the delivery of FP
services. The role of the private sector regarding the delivery of FP
services will be developed and expanded during the life-of-project.

The integration of FP services into the public health care system
involves a new direction in FP in Rwanda. FP services previously were
provided by ONAPO medical and non-medical workers who were supervised by a
regional ONAPO physician. 1Integration means that ONAPO will progressively
turn over to MINISANTE the responsibilities for supervising service providers,
coordinating and monitoring the distribution of commodities (including
contraceptives), and collecting and reporting FP statistics in the health
information system. New systems of delivery will be studied, such as
Community Based Distribution (CBD) and Contraceptive Social Marketing (CSM),
and NGOs will play an increasingly more important role in delivering FP
services,
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With better defined target audiences and effective methods of
communicating FP messages, the Project will support the production and
dissemination of IEC (Information, Education, Communication) materials to
community leaders, trainers and teachers, who, in turn, will inform and train
the general population on FP.

Another important component of this Project will be siLrengthening the
management capabilities of both public and private sector institutions
involved in the delivery of FP services, Although ONAPO has made significant
improvements in administrative and financial management during the past year,
additional support is needed to successfully implement the Project. MINISANTE
will need assistance in logistics management with regard to the distribution
of contraceptives. NGO administrative and financial management systems will
need strengthening, to increase their capacity to deliver FP services. The
Project will provide a management specialist for two years under an
institutional contract, who will evaluate management constraints and assist in
the design of appropriate interventions, including training of ONAPO,
MINISANTE, and appropriate NGO staff.

1) Support for Policy Development and Research

The GOR has demonstrated its ability to formulate population policy, as
exemplified in the Fourth Five Year Plan, As the call for a smaller family
size is adopted by the Rwanadan population and as the availability of family
planning methods ani services expands, the GOR policy and strategy to reduce
fertility will continue to evolve. The research, data collection and analyses
included under this element of the Project, will be used by the GOR to
evaluate the impact of FP activities, define and target high risk groups and
identify the obstacles which limit the delivery of FP services, such as lack
of trained personnel, equipment or supplies.,

Several proactive directives and announcements of new policies have
significantly expanded the opportunities for increasing access to FP services
(see Attachment F, MINISANTE Family Planning Guidelines, dated 3 March 1988).
The GOR has opened family planning to the private sector and is recommending
that FP services be made available to all women of reproductive age in
Rwanda. Rwanda has some of the most progressive family planning policies in
Francophone Africa. There are no major legal or policy restraints to
increased delivery of FP services and information. The GOR, however, has been
slow to effectively implement FP directives which would increase contraceptive
prevalence.

The full integration of family planning with maternal and child health
services is a major objective of the Project. ONAPO's planning, evaluation
and research sections, working in collaboration with MINISANTE's studies and
evaluation section, will collaborate on investigations to determine the best
approaches and strategies for progressively integrating services and
establishing annual intermediate targets,
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ONAPO's ability to perform such functions will depend on the further
improvement of its research and planning capabilities. Funding will be
available to ONAPO's research, planning and evaluation sections to organize
in-country seminars, and to present and discuss the results of population
research and policy analyses, In addition, training, technical assistance,
and local cost financing will be provided to support the collection and
analysis of data and to undertake policy studies as described below:

a) RAPID III Models

With assistance from A.I.D. Washington's RAPID III Project, ONAPO and
the Ministry of Planning are collecting data, which are available at present,
to develop models that will define and clarify targets for different methods
of contraception (Bongaarts Model) and show the effects of population
veriables on different socio-economic sectors, such as the effect of spacing
births four years apart on the infant and maternal mortality rates.

These RAPID III models will allow the creation of presentations designed
to inform leaders of the implications of alternative population growth rates
for health and development in Rwanda. A financial planning presentation will
allow leaders to weigh the health benefits and public sector expenditure
savings associated with FP programs against the costs of these programs. The
presentation will enable GOR decision makers to examine the costs and benefits
of varying scenarios for raising the contraceptive prevalence rate (and for
increased child spacing and nursing practices). The models permit the
selection of the most cost effective approaches and to establish quantifiable
targets for measuring results.

Once the models are developed using population and health data, they
can bz expanded to include other variables and other sectors. New data
collected from the census and DHS will be used to update these models over the
next five years. The Project will provide additional funds to RAPID III for
four person-months of technical assistance, training, and microcomputer
support., The Project will also supply ONAPO with six microcomputers for this
and other research and project management activities.

b) Demographic and Health Survey (DHS)

The Project will finance a demographic and health survey (DHS), which
will be carried out in 1990 by the ONAPO research section with assistance from
the A.I.D. Washington DHS II Project. The DHS results will provide
information regarding changes in FP knowledge, attitudes and practices that
have occurred since the Rwandan National Fertility Survey of 1983, The DHS is
designed to: (1) collect information on fertility and FP; (2) identify the
characteristics of women having large and small families and those using and
not using FP; (3) collect information on health related matters such as
immunization, breastfeeding, and prenatal care; (4) assist in conducting
periodic surveys to monitor changes in birth rates, health status, and the use
of FP; and (5) provide additional data for researchers investigating topics
related to fertility and the use of FP. With this information, strengths and
weaknesses of the existing program can be identified and operations research
studies designed to test and implement more effective and efficient FP
information and service delivery systems for Rwanda.
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Funding provided for the DHS will support two person-months of
short-term technical assistance, material, logistics, and local costs. The
DHS II Project will provide training for ONAPO researchers, specialized
computer software, and participation at regional workshops.

c) Operations Research

Because the FP service delivery system is one of the greatest
constraints to increased contraceptive prevalence in Rwanda, training in
operations research and a number of research studies will be carried out
dusing the life of the Project to improve and expand the system, and develop
alternatives. Approximately 11 person-months of short-term technical
assistance will be provided to accomplish the following objectives:

-- analyzing macro and =’ ~ro-economic issues (e.g. contraceptive tariff
policies, household allocation and control of resources) that may
influence FP;

-- examining recurrent cost issues and recommending methods (e.g.
fee-for-service options) for improving GOR financing and delivery of
FP activities;

-- expanding and developing a more timely system of service delivery
statistics for better monitoring the progress of Rwanda's FP program;
and improving coordination between the collection of service
statistics, research, and IEC for planning purposes; and

-- developing reporting systems for measuring the results of the program
supervision, monitoring, and evaluation systems.,

d) Seminars and Policy Implementation

The Project will also assist ONAPO to organize three 5-day seminars for
officials, religious and private sector leaders on population issues, to
present and discuss the results of research and policy activities.,

Lack of coordination among implementing agencies, rather than erroneous
policy is a major obstacle to project implementation. The Project, therefore,
will support efforts directed toward sustaining the current momentum brought
about by recent policy reforms which liberalized distribution of all FP
methods by seeking to effect these new policies. Furthermore, through
in-country seminars, the Project will help to reinforce among prefectural,
communal, sectoral and cellule authorities awareness of population issues, the
importance of FP for maternal-child health and nation well-being, and the need
to increase the availability and use of contraception. Special attention will
be made to include the participation of representatives of the Catholic Church
in these seminars and to encourage their continued support for natural family
planning activities,
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e) Improved Coordination

To ensure maximum results from policy development and research
activities, USAID and the GOR will pi‘omote greater coordination of FP efforts
in Rwanda, and will through formal, bi-annual meetings meetings, promote the
following objectives:

-- development of clear guidelines of responsibility for policy and
program actions to supplement the National Strategy for Maternal and
Child Protection and Family Planning developed by MINISANTE;

-- improved coordination with other GOR agencies, donors, and the
private sector; and

-- continued collaboration with the Catholic Church, particularly in
expanding and improving training and monitoring of acceptors of
natural family planning.

2) PFamily Planning Service Delivery

Increasing the availability, accessability and quality of FP services is
the major thrust of this Project. Constraints to service delivery have been
identified by both ONAPO and MINISANTE, and also confirmed by several studies
which point to weaknesses in the existing service delivery system. As
solutions, ONAPO and MINISANTE actively support the expansion of FP in the
private sector and complete integration of FP services into the public health
care system,

This Project differs from the earlier MCH/FP Project in that it includes
support for private sector activities, including contraceptive social
marketing, which will complement the public sector efforts. Nearly half of
the health facilities in Rwanda are operated by private sector organizations,
many of which have expressed interest in providing FP services.

a) Integration of Family Planning into the Health Care System

FP services are being integrated with maternal and child health care in
MINISANTE health centers so that family planning becomes part of routine
health care that is both acceptable and accessible to the population, To
increase and improve this process of integration of FP service delivery in the
public sector health facilities, the Project will provide support to ONAPO and
MINISANTE in the following areas:

i) Improved Supervision

Supervision of FP service providers in the public sector currently is
carried out by ONAPO regional doctors. The Project will complement the World
Bank Family Health Project in supplying technical assistance and training
necessary to enable MINISANTE to meet its growing responsibilities for
improving the quality and supervision of FP services. One vehicle will be
provided to each of the ten prefectures to assist in transportation of FP
supervisors.
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ii) Improved Logistics System and FP/Health Information System

The Project will provide technical assistance and training to assist
MINISANTE to fully integrate FP statistics into the health information
system, Technical assistance and training inputs also will assist MINISANTE
to modify and improve the logistics system for distributing contraceptives and
medical equipment which will be financed under the Project. During the life
of the Project, the responsibility for contraceptives and medical supplies,
necessary for FP service delivery will, be progressively transferred from
ONAPO to MINISANTE.

b) Improved FP Service Delivery Systems

To expand the FP service delivery system beyond the public and private
sector health facilities, the following delivery systems will be tested:

i) Community Based Distribution (CBD)

FP information, education and communication and the distribution of FP
methods, such as condoms and spermicides, do not require medical assistance
and could be provided to target groups by non-medical personnel at a
reasonable cost., One such system to promote FP services is being tested in
Ruhengeri as part of an operations research study financed by Columbia
University. Based on the results of this study, which is being evaluated, the
system could be extended to include the entire country during ti.e life of the
Project.

ii) Contraceptive Social Marketing (CSM)

Contraceptive Social Marketing will make non-clinical contraceptives
readily available through a large number of retail outlets at subsidized,
affordable prices to special target groups, such as men and young people.
commercial marketing, distribution, and promotional techniques will be used to
promote increased use of contraceptive products, such as condoms and pills.

At present, condoms are being marketed through retail outlets in Kigali at
subsidized prices under the MINISANTE AIDS Prevention Program. The CSM
program included under this Project, will expand and improve on the present
program and will provide the linkage between the FP and AIDS programs.

The CSM program will provide short-term technical assistance, and
support for in-country CSM activities such as, advertising, promotion,
marketing research, distribution, management, packaging and training. The
Project will provide $.80 million and the AID/W centrally funded CSM II
Project will provide additional financing.

iii) Public Sector FP Delivery System

Reinforcing a strategy of providing quality FP services, a large
component of the Project will support training of medical and non-medical FP
workers (See Annex K, In-country Training Plan). Medical equipment and
contraceptives also will be provided to public health centers to enable the
delivery of services necessary to meet demands.
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iv) Private Sector FP Delivery Systems

Private sector entitites--defined as U.S. and Rwandan non-governmental
organizations, both for profit and not-for-profit, cooperatives, and health
facilities and practitioners who receive all or a portion of their suport from
non-govermmental sources~-will be selected to receive support to initiate or
expand the deliveiy of FP services and information., Through the award of
sub-grants, recipients will receive necessary training, technical assistance,
IEC materials, contraceptives, and operating funds. Criteria for awarding of
these sub-grants will be jointly agreed upon by the Comite Consultatif, and
the Comite Mixte as described in the Implementation Plan in Chapter V.

The Project will provide short-term technical assistance to ONAPO to
develop its strategy for the private sector and to the sub-grantees to
strengthen technical and management capabilities. The Project will provide
$800 thousand in sub-grants, in addition to GOR contributions of
contraceptives and training.,

3) Information, Education,and Commnications (IEC)

The Project includes support for the population and family planning
information, education and communications (IEC) program, which will be
progressively integrated into GOR and private sector, political,
socio—economic, educational, and cultural programs. Personnel of public and
private organizations will receive training that will enable them to provide
accurate information on the national population program and the on the
availability of FP services. Appropriate educational materials will be
developed, tested and distributed to these trained FP promoters. The IEC
Program will target groups most in need of FP information, including young

people.

Seventeen thousand abakangurambaga, or village level FP promoters, who
have already been trainined by ONAPO, Will receive in-service training under
this Project, The IEC Program also will include participation of CCr~P
(Village Community Development Centers), MRND (the national politicai
organization), URAMA (the Rwandan Women's Associative Movement), health
educators of the MOH and NGO's, and agricultural extension workers.

In addition to the development and distribution of materials for and
training of FP promoters, the Project will support IEC activities related to
the Contraceptive Social Marketing Program, These private sector materials
will be developed, produced and distributed in collaboration with the CSM II
Project. Scholastic IEC activities will be strengthened and expanded as the
curricula, which were developed under the MCH/FP I Project, are refined and
fully integrated into the primary, secondary, CERAI (Rural Artisan Training
Centers) and university level curricula. Teacher training on the use of the
curriculum gquides will be supported by the Project.

To meet the objectives of the IEC Program, the Project will finance
short-term technical assistance, as well as, in-country and participant
training. A National IEC Training Plan will be developed by ONAPO in
collaboration with MINISANTE each year as part of the Annual Operational Plan.
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4) Institutional Support to Increase Management Capability

With assistance and support from the MCH/FP I Project, ONAPO's
management capability has been strengthened and improved. This Project will
continue to provide support in this critical area to both public and private
sector entities involved in population and family planning activities.
Participant training in financial management, human resources management and
the use of microcomputers for FP information systems has been budgeted under
MCH/FP I. This training will be supplemented by on-the-job training that will
be provided to ONAPO and MINISANTE by the long-term Management/Financial
Specialist. The computerized system to track training participants, which was
designed with assistance from the A.I.D. Washington Family Planning Management
Training (FPMT) Project, will be fully implemented and will serve as a tool
for developing the annual training plans for ONAPO and MINISANTE personel.

Within ONAPQO, improvements in management capability will focus on
accounting and financial management systems, planning and budgeting, human
resource management, procurement and management of physical plant, equipment
and vehicle fleet, The Project will assist MINISANTE to develop the
capability to distribute contraceptives and FP materials by strengthening its
logistics system.

In addition to public sector entities, the Project will provide
technical assistance to non-governmental organizations to develop the
management capability required to design and carry out family planning service
delivery activities, Organizations which have been identified as potential
sub-grantees for delivering FP services include, but are not limited to, SNAF
(National Secretariate for Family Action), ARBEF (local IPPF affiliate), ADRA
(Seventh Day Adventist PVO), CARE and AFRICARE.
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III. COST ESTIMATE AND FINANCIAL PLAN

A. Cost Estimate

The total cost of the Maternal and Child Health/Family Planning II
Project will be $17,170,000. This estimate is based on the assumption that
$9,000,000 will be provided by A.I.D. and $8,170,000 will be contributed by
the GOR. The total AID and GOR contribution represents 52 percent and 48
percent respectively of total project costs.

Table I presents a summary of estimated costs and a financial plan.
This is followed by Table II which describes the projected expenditures of
A.I.D. and the GOR for each fiscal year. Annex J shows, in detailed, a pro
forma budget of the estimated project costs. A weighted average of 5.0
percent was used as an estimate of the annual inflation rate for the A.I.D.
budget. 1In preparing the A.I.D. budget, it was assumed that the compounded
annual inflation rate for goods and services procured in the United States (53
percent of the A.I.D. contribution and 28 percent of the total project budget)
would be 5.0 percent, and that the compounded annual inflation rate for goods
and services procured in Rwanda (47 percent of A.I.D.'s proposed contribution
and 25 percent of the total project budget) would be 10 percent.
Nevertheless, taking into account the relative rate of expenditures, a
weighted average of 5.0 percent was considered adequate for the annual
inflation a rate for the A.I.D. budget.

An exchange rate of 75 Rwandan Francs was used to estimate the U.S.
Dollar equivalent for local currency costs. A contingency factor of .05 was
used for the A.I.D. budget to cover unexpected changes in the estimated level
of services and to reflect fluctuating exchange rates in Rwanda. This Cost
Estimate and Financial Plan reflect sufficient details for project planning
and current cost estimates. U.S. A.I.D. has determined that the project cost
estimates are reasonably firm for the project elements., Thus, the requirement
of FAA, Section 611, (a)(l) has been satisfied,

B. Punding Obligation Mechanisms

An initial obligation of $1.4 million will be made in FY 89 and
subsequent obligations are planned for FY 90 of $3.0 million, for FY 91 of
$2.4 million and for FY 92 of $2.2 million. This approach will strengthen the
GOR's ability to coordinate and supervise both private and public sector
population and family planning activities. It will also enable A.I.D. to
provide GOR greater budgetary flexibility and a rapid response to the mid-term
evaluation planned for the end of year three of the project.

C. Financial Plan

Listed below are the major project components and cost estimates for
each element for A.I.D. contribution to the project.

1. TBCHNICAL ASSISTANCE - $2,095,000.00
a. Long-term Technical Advisors
Approximately six (6) person years of long-term advisors in family
planning and management. These include:
1. Family Planning Specialist - 48 person months
2. Management Specialist - 24 person months
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Short-term Consultants
Approximately 32 person months of short-term technical assistance will
be provided. These include:

1. Policy and Research - 13 person months

2. Service Delivery - 11 person months

3. Information, Education, and Communications - 3 person months
4, Other - 5 person months

TRAINING - $2,172,000.00

Long-term (U.S. or third country)

Approximately 8 person years of long-term degree training will be
financed. GOR will send four (4) persons for Masters of Public Health
degrees,

Short-term ("buy-in")
Development of a course for obstetrical/gynecological skills

Short-term: (U.S. or third country)
Approximately 30 person months of short-term training will be
financed. GOR personnel will be trained in such areas as:

~-Planning and Evaluation

-~Techniques of Socio-Demographic Research
--Integration of FP into National Plans/Policies
-~pPsycho-socio aspects of FP

--Accounting

--Administration and Financial Management
-~Statistics and use of microcomputers
--Management of Training Programs

——-Human Resource Management

--0bGyn Studies

~-Contraceptive Technologies

--Management and Supervision of FP services
--Management of Contraceptive Stocks

-~-IEC (radio and didactic materials production)
--IEC equipment maintenance

Short-term (In-country)

Approximately 2,810 person weeks of in-service training for medical and

non-medical personnel will be financed. These include:

1, Family Planning Auxiliaries - (1,200 person-weeks).
2, Clinical Training in FP - (800 person-weeks).

3. Training of Trainers - (150 person-weeks).

4, Teacher Training - (600 person-weeks).

5. Operations Research -~ (60 person-weeks).
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e. Seminars - 3 in-country seminars.

f. Study Tours - (U.S. and third country) Two study tours for approximately
two weeks for six ONAPO, MINISANTE, or private sector individuals.

3. COMMODITIES - $749,000.00

Approximately ten vehicles will be financed, Contraceptives and medical
equipment will be procured for both the public and private sector FP
activities., Office equipment including six computers, associated
hardware and software, computer maintenance contracts, desks, chairs,
file cabinets, calculators, typewriter, xeroy machine, househola
furniture and appliances will be financed.

4. OTHER COSTS - $3,784,000.00

Public sector: A.I.D. will finance recurrent costs of ONAPO, MINISANTE,
and the Technical advisors, particularly for supervision, IEC materials
production, maintenance of project vehicles, ii~country training,
on-going evaluations, and research activities. The approximate total
amount financed will not exceed twenty percent of total A.I.D.
contributions to the project.

Private sector: Funds will be made available for organizations such as,
Rwanda and U.S., PVOs, NGOs, church groups, women's cooperatives, private
physicians and clinics, and commercial entities to carry out family
planning activities in Rwanda's private sector, Also, funds will be used
to develop a contraceptive social marketing program from an AID/W
"buy-in".

5. EVALUATION AND AUDIT - $200,000.00

These funds will finance two planned external evaluations, one
non-federal audit, and financial management assessment of NGO's.

D. METHODS OF IMPLEMENTATION AND FINANCING

The overall financial planning and proposed methods of finance for this
project are sound. The financial management capabilities or the Grantee
implementing entities have been reviewed and deficiencies and constraints
relative to this management were identified during project design. These
issues will be addressed, in part, by the project through the provision of a
long-term management advisor. Independent annual financial reviews will also
be required for ONAPO and MINISANTE. The process of reviewing annual
workplans and audits as a prerequisite to subsequent disbursements will assess
the degree in which the project entities have been able to rectify internal
financial management problems., USAID disbursement of funds under the proposed
project will be made in several ways. Direct payment will be utilized for
training, offshore and local procurement of project commodities, NGO grants,
and staff and contractor support. Periodic advances will be utilized for
in-country training and workshops, vehicle operations/maintenance, and local
support and operational costs.

The following Table III summarizes the methods of implementation and financing
the project activities,


http:200,000.00
http:3,784,000.00
http:749,000.00

lise of Funds

I. Technical Assistance
2. Training

3. Coamodities

&. Dther Costs

5. Evaluation and Audit
Subtotal ¢ ¢ 11
Inflation

Subtatal ¢ ¢ ¢
Contingency

TOTAL (O I |
Percentage

- 20 -

TABLE 1
SUMMARY OF COST ESTIMATE AND FINANCIAL PLAN
FOR THE MATERNAL AND CHILD HEALTH/FAMILY PLANNING I1 PROJECT (6946-0128)
{$000s)

Source of Funds
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TABLE II
PROJECTED EXFRNDITURES BY FISCAL YEAR
FOR THE MATERNAL AND CHILD HEALTH/FAMILY PLANNING I PROJECT (696-0128)
{$000)
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TABLE III

METHODS OF IMPLEMENTATION AND FINANCING
FOR THE MATERNAL AND CHILD HEALTH FAMILY PLANNING II PROJECT (696-0128)
AID INPUTS ($000)

TYPE OF ASSISTANCE METHOD OF

Technical
Assistance

Training

Commodities

Other Costs

Evaluation/audit

IMPLEMENTATION

PIO/T - Direct AID
Contracts

PIL - Host Country

P10/P

PIO/T - Direct AID
Contracts

PIO/C - Direct AID
Contracts

PIL - Host Country
PIO/T - Direct AID
Contracts

PIO/T - Direct AID
Contracts

METHOD OF
FINANCING

Loc-TrFcs 1/
or Direct Payment
or Reimbursement

Direct Payment
Direct Payment
Direct Payment
or Reimbursement

Direct Payment
or Direct L/COM 2/

Direct Payment
Direct Payment
or Reimbursement

Direct Payment
or Reimbursement

APPRIXIMATE

AMOUNT

2,095

2,172

749

3,784

200

TOTAL AID FINANCING (including inflation and contingency)

1/ Loc-TFCS
2/ L/cOM

9,000

Letter of Credit - Transfer of Federal Cash Status
Letter of Commitment
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IV. SUMMARY OF PROJECY' ANALYSES

A. Summary of Technical Feasibility of Project

The following discussion summarizes the technical feasibility of the MCH/FP II
Project., It provides a brief review of the soundness of the GOR's five year
population and family planning program strategy, priorities and challenges,
and the appropriateness of the second phase of A.I.D.'s bilateral assistance
program in Rwanda. [Note: The analyses were conducted in early 1988, Since
that time, the Office of Social Affairs was taken out of the Ministry of
Health and Social Affairs (MINISAPASO) and MINISAPASO has become MINISANTE,
the Ministry of Health. The summary analyses reflect the recent update and
findings which are still valid].

1. GOR Carnitment and Family Planning Program Strateqy

In its national development plans, public policies and programs, the
Government of Rwanda has demonstrated its concern over the social and economic
consequences of rapid population growth and its commitment to reducing high
fertility rates by increasing the availability and use of family planning in
both the public and private sectors.

The GOR population strategy for the next five years, as outlined in more
detail in the full Technical Analysis, Annex A, is ambitious but technically
feasible and necessary to achieve the ultimate objective of reducing fertility
rates. It is a comprehensive and balanced strategy with a coordinated set of
activities designed to support research and population policy development,
improve FP service delivery, increase IEC coverage, provide training, and
improve program management., Similar strategies have been tested and proven
effective in a wide variety of settings in the developing world during the
last twenty-two years of A.I.D.'s population assistance program,

There are several policy and institutional conditions which favor the
expansion of the FP program in Rwanda. These include:

- Strong government commitment to population and family planning;

- Supportive policy environment;

- Public knowledgeable about the problems of rapid population growth;
- Unmet demand for family planning;

- Baseline data on contraceptive knowledge, attitudes and practice;

- Eight years of experience developing population policics and
implementing FP programs;

~ Expanding institutional capabilities and a core staff at ONAPO of
trained and committed individuals ready to address the challenges of
the next phase of the program;

- A comprehensive and well-designed population and family planning
program strategy for the period of the Fourth Development Plan;
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- Implementing institutions (ONAPO and MINISANTE) committed to improving
the program, implementing evaluation recommendations and testing new
strategies of FP service delivery (e.g.community-based distribution and
contraceptive social marketing);

- The MINISANTE directive calling for the integration of family planning
in all health facilities and promoting the use of family planning for
spacing as well as for limiting family size;

- Legalization and availability of a wide range of family planning
methods (including voluitary surgical contraception) to meet the
varying needs of the target population;

- No apparent restrictions on the expansion of family planning services
in the private and commercial sectors; and

- Increased GOR contributions to recurrent costs.

2. Program Challenges and Priorities

The Rwandan family planning program is now entering a critical phase. The
emphasis to date has been on raising public awareness of the problems of rapid
population growth and the importance of family planning. ONAPO has been
successful in achieving this objective. The weakest part of the program has
been in the area of service delivery. With only a limited number of
well-trained personnel and limited availability and accessibility of family
planning services, there has been only a small increase in the use of modern
methods of contraception. The major challenge during the next five years will
be to expand and improve substantially the quantity and quality of family
planning services in the public and private sectors.

The targets of Rwanda's Fourth Five-Year Development Plan (FFYP) are feasible
within the policy/social environment. The Project supports GOR efforts to
achieve the levels of contraceptive prevalence which are targeted in the
FFYP, Table 1 roughly presents how population numbers figure into
contraceptive prevalence and numbers of acceptors for the previous year and
for each year of the Project.
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Table 1 (000s)

1988 1989 1990 1991 1992 1993 1994

Population, estimated
Absolute nos. (Annual 6,800 7,052 7,312 7,583 7,864 8,155 8,456
growth rate: 3.7%%)

X
% Women of Reproduc-
tive Age (15-49 yrs) 1.496 1.551 1.609 1.668 1,730 1,794 1.860
(estimated 22%*)

X
% Women of Reproduc-
tive Age in Union .942 977 1.014 1.050 1.090 1.130 1.172
(estimated 63%*)

X
Contraceptive Use
(contraceptive Preva- 3% 3.9% 5.1% 6.7% 8.8% 11.5% 15%
lence) for modern
methods of FP

Number of Acceptors 28.274 38.103 51.714 70,350 95.920 129.950 175.800

*Note: For rough projection purposes, these % increases have been left constant

To ensure that contraceptive prevalence targets for the IVth Plan are met, the
Project strateqy (supported by financial and technical assistance from A,I.D.)
includes the following activities:

Support for Policy Development and Research

- Reinforcing among prefectural, communal, sectoral and cellule
authorities awareness of population issues, the importance of family
planning for maternal-child health and national well-being, and the
need to increase the availability and use of contraception;

- Testing and replicating alternative service delivery strategies to
increase the availability and use of contraception (e.g. CBD and
contraceptive social marketing);

- Undertaking operations research studies to improve accessibility, such
as charging a fee for family planning services;

- Improving the reporting and analysis of service statistics and
monitoring of project activities; and

- Conducting a Demographic and Health Survey to determine changes in
contraceptive knowledge, attitudes and practices.
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Family Planning Service Delivery

- Fully integrating family planning into all health facilities and making
contraceptive information and services available in all maternal and
child health care consultations;

- Targeting FP services to high risk audiences;

- Developing standards for service delivery and for monitoring the
availability and quality of services;

- Improving the frequency and quality of supervision;

- Implementing the nationwide program of voluntary community workers
offering fami..y planning information, contraceptive supplies, and
referral;

- Increasing the number of medical personnel trained to provide quality
family planning services;

- Strengthening family planning services in private voluntary
organizations;

- Launching a contraceptive social marketing program.
IEC

- Developing and testing messages targeted to key audiences, emphasizing
family planning method and source-specific information;

- Increasing the number of paramedical and nonmedical personnel trained
to provide quality FP information; and

- Expanding teacher training and including population and family planning
in the curricula of all levels of the educational system.

Increasing Management Capability

Developing annual workplans and budgets;

Improving financial and program planning and management;

Developing standardized systems for control of finances, vehicles,
equipment and supplies;

- Improving the service statistics and contraceptive supply systems of
ONAPO and MINISANTE; and

Improving coordination between ONAPO, MINISANTE, the private sector and
donors.
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B. Summary Economic Analysis

The purpose of this analysis is to examine the cost effectiveness of the
proposed program in reducing fertility and population growth rates.

It may be acknowledged that the existing state of family planning in Rwanda is
highly unsatisfactory. Costs per couple-year protection are estimated
elsewhere at $105. Even with some unamortized capital costs, the recurrent
cost per couple-year for public sector family planning efforts alone are
estimated at $76. These costs are high by any standard and must be reduced.
With less than 30,000 acceptors, donors now have to shoulder 30 percent of the
GOR's recurrent costs, clearly an unacceptable situation.

Reasons for this unsatisfactory state of affairs include: an overemphasis in
the GOR's present program of IEC; little capacity on the part of ONAPO to
evaluate the effectiveness of its IEC efforts; few attempts to achieve costs
recovery so as to reduce the need for permanent donor subventions; and very
modest private sector participation in service delivery.

To achieve greater prevalence of family planning at reduced costs, it is
necessary both to improve the effectiveness of ONAPO's IEC efforts and to
build a cost effective delivery system which would, to the extent possible,
cover its own costs. Operations Research under this Project will provide a
detailed blucprint for achieving the former and will develop sufficient
information to select the most cost effective service delivery system. There
is not now sufficient experience in either of these areas to allow an informed
decision. Instead, an information system of the Project will give USAID and
ONAPO the tools to evaluate the effectiveness of ONAPO's IEC messages in
reaching various target groups and suggest ways in which messages can be
fine-tuned to make them more cost effective. A demographic and health survey
may also suggest other correlates with family planning use, such as education,
urbanization, or increased employment opportunities for women, which may
suggest other public policy measures to increase family planniny prevalence.
Such information would have to be used with care, however, because the
direction of causality can be very difficult to determine.

The Project will test four separate delivery systems--the MINISANIE
clinic-based system, a community based system, a non-subsidized private sector
system, and a social marketing system--in order to determine the most
effective approach for reducing costs This will enable the GOR to balance
cost-effectiveness and recurrent cost goals and lesscn its dependence on donor
support for the recurrent budget.

Experience of the past decade clearly indicates that the continuation of rapid
population growth rates for sub-Saharan Africa, including Rwanda, will impose
unacceptable social costs. Stagnant or falling per capita GDP growth and
escalating costs of providing minimum social services such as education and
health are normally associated with high population growth rates.

However, studies have demonstrated that reductions in population growth rates
can be obtained at costs much lower than the costs societies will incur if the
rapid population growth rates are allowed to continue. There is, thus, an
acceptance that the social benefits to be derived from the reduction in high
population growth rates far outweigh the costs.
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The Table below shows the tremendous task ahead for Rwanda's FP program. It
also amplifies the Mission's intention to encourage more private sector FP
involvement to help the GOR with the tremendous service delivery challenge
which lies ahead. [Note: Table 6, below, has been updated to reflect the
incremental costs of A.I.D., GOR and other Donors. Thus, it differs from a
similar table presented in the economic analysis which only includes costs for
this project].

Table 6
Annual Cost Per Acceptor
For Family Planning Services

Incremental Incremental Cost per Couple-Year
Program Costs Couple-Year of of Contraception
US Dols Contraception US Dols
1989 3,333,333 38,103 87
1990 3,333,333 51,714 64
1991 3,333,333 70,350 47
1992 3,333,333 95,920 35
1993 3,333,333 129,950 26
1994 3,333,333 175,800 19
Total 19,999,998 561,837 $36 (Average Cost)

* Includes: A.I.D., $1,500,000/yr.; GOR, $1,333,333/yr.; and other donors,
$500,000/yr.

C. Summary of Social Soundness Analysis

Rwandan culture is fundamentally pro-natalist: children represent wealth,
good fortune and helping hands. Children "belong" to the man, and his
patrilineage, the complex customary law that governs dowry, land allocation,
marriage and divorce. One of the ways a woman earns the love of her husband
is by bearing him many children. The man with many children is, in turn,
admired by those on his hillside as one who has done well - even if the family
has barely enough to eat. The Catholic Church, which is the largest
denomination and provides at least thirty-five percent of maternal and child
health services in the country, has traditionally opposed all "artificial"
methods of family planning. These motivational factors, combined with a
rapidly declining infant mortality rate, have generated among the highest
total fertility rates in the world: 8.5 children per woman.

1 1978 Population Census and 1983 Engquete sur la Fecondite.
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These attitudes are not static, however. The realities of demographic change
and increasing presrire on resources are generating shifts in long held
beliefs. These pressures are not merely a national statistical problem: a
large percentage of rural families recognize that there is no hope of adequate
land in their vicinity for the sons already born. In addition, the population
has become widely informed about the demographic problem and contraceptive
possibilities in the last eight years. The policy and legal context for
limiting family size have likewise become increasingly favorable.

BEvidence of attitudinal change is reflected in the National Fertility Survey
conducted by ONAPO in 1983. Fully thirty-one percent of the women of
childbearing age who were interviewed nation wide said they planned to use
contraception in the future compared to forty-nine percent who did not plan to
(the remaining twenty percent being infertile).2 At the time of the survey
only 1.5 percent of fertile women were actually using modern contraceptive
methods, and six years later the prevalence rate is still less than five
percent. The new Project must address the service delivery gap and other
impediments which constrain access to FP services or which might motivate
chanars in attitude by the unconvinced plurality.

The four key questions from a sociological point of view are:

(1) How to reach the rural population with targeted messages?

(2) How to get accurate knowledge and experience of specific methods
quickly to the medical and lay, urban and rural populations?

(3) How to continue to improve relations with the Catholic Church and
increase promotion and training of natural FP? and,

(4) How to encourage the factors which tend to increase demand for FP
services?

The rural population comprises about 95% of the total, and lives in dispersed
homesteads, not villages, with an average of only 61 ares3 of fields. The
lowest quintile of households consumes only three quarters of the necessary
daily caloric equivalent, and has less than half a hectare of land. It is
harder to reach than the urban popula:ion, but this is all the more reason to
continue support for the strategies being developed to make FP available to
it.

The rural population has very limited mobility although some recent studies
indicate this may be changing. Urban residents travel reqularly to the hills
they come from, but ONAPO researchers report that sex and family planning are
taboo subjects of conversation in most families. Therefore, there is little
informal communication of new attitudes toward family planning from the more
open urban population to their rural cousins. Of the mass media, only the
radio reaches rural residents, and audiences are predominantly male. National
literacy is 53% for males and 33% for females and rural literacy is much
lower. The most common printed materials in circulation are the Bible and
religious publications. Printed handouts, nevertheless, have substantial
potential to reach rural populations, since there is lively interest in the

2 ONAPO, Rwanda 1983, Enquete National sur la Fecondite, version
resumée, p.34.
One 'are' = 0.10 hectares.
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interpretation of pictoral and written handouts, and nearly every family has
ready access to a literate interpreter.

ONAPO has instituted a program of volunteer community mobilisers, called
abakangurambaga. Because of the dispersed character of settlement and the
fact that the vast majority of women deliver babies at home without medical
attendance, such a community based distribution program is justified, even
though it is expensive in terms of both time and budget. One of the essential
missing ingredients in the approach currently being tested, however, is simple
technical handouts on each method. This gap can rapidly be remedied with the
information and publication facilities already functioning at ONAPO.

The efficiency of different channels of communication and different messages
also needs to be tested as part of the ongoing program of operational research
ONAPO conducts. The messages spread to date have focused on the dangers of
population growth for the nation and the need to join the ONAPO movement to
counteract it. Comparative rescarch suggests that people respond more quickly
to messages addressed to the individual family perspective:

(1)  the economic message: can we afford to clothe and pay school fees
for another chilci?

(2)  the health message: high risk pregnancies are dangerous to the
health of existing children and the mother. (Mothers are even more
concerned about their children's health than their own.)

The latter two issues are related. The population is currently caught up in
rumors of contraceptive side-effects often startad by members of the Catholic
Church. Because the debate on FP in Rwanda is engaged on a national and
theoretical level, and inadequate supplies of contraceptives are available at
the local level, the population cannot develop its own experience and rumors
are widely believed and are actively hampering the spread of FP acceptance.
Hence the need for accurate and printed information on methods, side-effects,
and risk (including comparison of risks of pregnancy, which are
extraordinarily high in Rwanda, with maternal mortality estimated at 7 per
thousand live births).

The Catholic Church is the major social institution for an estimated 51% of
the population. (See 1978 census.) Of the 60% of health facilities that are
privately run, which provide at least 35% of maternal and child consultations,
80% are maintained by the Catholic Church. It has regular radio programs, the
only newspaper circulating widely in rural areas, and a series of
congregational groups which often make it the central focus of life outside
the family. ONAPO has worked out a viable accord with the Church and it is
important to continue this dialogue, preferably by encouraging and supporting
the willingness of some churchmembers to promote natural FP.

More needs to be done to identify and harness motivational factors which
encourage adoption of FP practices. The 1983 fertility surveys showed that
50% of the men plan to use birth control and that 45% claimed to be practicing
contraception by natural means. While a large potential clientele appears to
exist among the male population, however, most IEC attention has been directed
toward women. Since by custom the children belong to the husbands, men want
to control the process of procreation. The IEC program should build on this
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existing role of family management. Its economic messages should ask such
questions as: Can I afford to feed and clothe another child? Can I pay the
school fees? Will my land suffice for my sons--and theirs? Will my next
child find a job when s/he grows up?

Rwandan statistics, like those of many other developing countries, show a
strong correlation between women's schooling and declines in fertility. Thus
any measures which serve to increase female participation in education should
tend to increase demand for FP. ONAPO and MINISANTE need to open a policy
dialogue with MINIPRESEC on policy changes and incentives that would encourage
increased female school attendance.

Summary of Recommendations

Many of the following recommendations--discussed at greater length in
Annex 5--have already been proposed by ONAPO but not yet fully implemented.
They should receive priority attention:

— Time constraints affecting patients, especially women, should be
considered in improving integrated service delivery;

--  FP should be recommended during consultations of all sick men,
women and children, and vacination visits of infants;

-—- Non-clinical FP should be offered in all pharmacies of clinics and
hospitals including communal pharmacies;

~- A cost-recovery proposal should be developed for the FP program and
phased in during the Project;

-~  IEC should focus or pretested, simple, technical handonts in large
quantities for mobilization meetings;

-- IEC should develop new messages based on (a) individual family
concerns (socioeconomic, health) and (b) specific information on
different methods (how and when used, and possible side effects
especially compared to potential complications of pregnancy);

--  ONAPO should develop a united policy of encouraging and supporting
the Catholic Church in teaching natural FP;

--  USAID should support efforts to reach the rural population from the
beginning and not assume that FP will "trickle down" from the city to the
countryside; and

— ONAPO, in collaboration with MINIPRESEC, should promote measures
that would encourage fuller female participation in the primary secondary
school systems.
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D. Summary of Recurrent Cost Analysis

The largest portion of recurrent costs for the Project are for salaries and
other operating items together with some increases in incremental costs from
new IEC, service delivery and training activities. The increases in recurrent
costs to ONAPO as a result of this Project are not expected to be significant
over its term.

Estimated increases in ONAPO's recurrent costs will be from $1.8 million in
1989 to $2.16 million in 1993, an increase of 20%. While this increase is
modest for ONAPO, overall funding to FP activities in Rwanda will increase
significantly through anticipated growth in private sector FP activities and
to a lesser extent through integration of FP services with MCH in MINISANTE.
Private sector participation in FP activities wiil not lead to increased GOR
recurrent costs, and the World Bank Staff Appraisal Report for the Family
Health Project does not anticipate significant GOR recurrent cost increases as
a result of that project.

Total recurrent cost estimates for public sector family planning are $2.0
million in 1989 raising to $2.67 by 1993, an increase of 20% over a five year
period, or an average annual increase of 4%. GOR total contribution to public
sector FP services are projected to remain at a constant percentage of about
75%. The table below estimates total recurrent costs for family planning in
the public sector through 1993 and source of funding.

Public Sector Recurrent Cost Estimates/Funding Source

($ millions, rounded)
1989 1990 1991 1992 1993

Annual Recurrent Costs 2.0 2,2 2.3 2.5 2.7
Financed by:
GOR 1.4 1.6 1.8 1.9 2,0
USAID .3 .3 .3 .3 .3
UNFPA )
IDA _ combined .3 .3 .3 .3 .3
GT2Z )

The ability of the GOR to meet these recurrent costs depends in part on
external factors. The recent drop in world coffee prices (85% of Rwanda's
export earnings) have reduced export tax-generated revenues. In April the GOR
reduced ONAPO's 1988 recurrent cost budget submission to the 1987 level. If
the reduction is applied p-oportionately in future years it would result in a
14,.6% annual reduction from the estimated level of GOR's financing of ONAPO's
recurrent costs or a total of $1.1 million over the period 1989-93 (see Annex
D, Table 4).

As indicated elsewhere in the project paper, ONAPO has experienced problems
with internal management. This has undoubtedly resulted in higher recurrent
costs for management and administration. The Project will address this
constraint through direct assistance which will improve management and
administrative efficiency. Furthermore, it is likely that reductions in
recurrent costs could be realized through the adoption of improved management
and administrative practices.



- 33 -

The integration of FP with MINISANTE MCH services will reduce duplication of
administrative costs and efforts related to the previous program of separate
ONAPO sponsored FP service delivery. Also, to the extent that the private
sector is able to assume an increasing role in FP service delivery, recurrent
cost obligations to the public sector will be further reduced.

A reduction in recurrent cost support to the GOR will probably necessitate a
contraction in ONAPO personnel and operations at a time when A.I.D. is
pressing the GOR to intensify and expand its delivery of FP services
throughout the country. A.I.D. will be faced with a choice of seeing a
reduction of ONAPO operations, outputs and activity targets or of increasing
its funding of ONAPO local costs. The latter choice has the advantage of
maintaining program momentum. The disadvantage is increased financial
dependence on A.I.D. and a diversion of projsct resources from investment (TA,
training, etc.) to recurrent expenditures. A.I.D., therefore, has decided to
adopt a modified scheme of reduction for support of recurrent costs. The
Project will continue to support specific local cost activities but will
expect an increase of GOR support of these activities annually.

Detailed information on recurrent costs related to the FP program are
presented in Annex D.

E. SUMMARY ADMINISTRATIVE ANALYSIS

The Project will be implemented by two Rwandan public agencies--the National
Population Office (ONAPO) and the Ministry of Health (MINISANTE)--as well as
through non-governmental organizations and other private sector groups.
Because of this structure, the Project includes arrangements for the effective
coordination of its various components.

ONAPO

ONAPO was established in 1981 as the country's official policy, advocacy,
public awareness and research/analysis instrumentality for family planning and
demography. An autonomous agency under the supervision of MINISANTE, ONAPO
has grown from a fledgling entity to an organization with 241 employees and an
annual budget of $1.4 million. Its organizational structure (Chart 1, Annex
5) shows that all of its units report directly to the Director but that its
major functions are performed by two "Services", Research and Programs and
Administration and Finance. In addition, ONAPO's organization includes ten
regional offices and a training center.

Emphasis in ONAPO has focused on initiating and expanding program activities
while less attention and priority has been given to management and financial
procedures. Weaknesses in these areas have been noted in the past, although
many improvements are evident. They are summarized below with a discussion as
to how the Project proposes to deal with them.

Management and administrative difficulties include: (1) over centralization of
authority, (2) inadequate coordination with MINISANTE, (3) inability to
prepare annual work plans, (4) poor management of equipment, supplies and
vehicles, and (5) divided inventory controls. The training center has
inadequate autonomy. These problems have been discussed frankly and at length
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with ONAPO and there is agreement that corrective measures are an essential
element to the provision of further assistance. They are covanents to the
Project. Technical assistance in this area will be provided by a long term
management/financial adviser.

Financial management, fiscal control and budgeting practices represent other
areas in which ONAPO is experiencing problems. For example, ONAPO still has
problems preparing an annual budget while its accounting, disbursement and
cash management procedures are regarded as being less than timely. This
situation is being rectified as part of the MCH/FP I Project with considerable
training, (external, in-country and in-service) of ONAPO staff. ONAPO is
filling the vacancies which have contributed to the problem. The new Project
will provide technical assistance to guide and monitor further improvements.

MINISANTE

MINISANTE has responsibility for policy, regulation and public sector health
services in Rwanda. Its organizational make up is shown in Chart 2 Annex 5.
Of particular interest for the purpose of this Project is its Offices of
Family Planning, Nutrition and EPI, which are included in the Division of
Maternal and Child Health. These offices had, until recently, little
authority and their staffs were lacking in experience and training. Major
improvements in this situation are underway as a result of the World Bank's
Family Health project. (See Annex F.)

Sixty percent of Rwanda's health infrastructure is operated by MINISANTE, the
remainder by religious missions. The MINISANTE facilities are by in large
dilapidated, overcrowded and lacking equipment. They also suffer from lack of
staff at all levels, but particularly with respect to nurses and nurses

aides. Programs for upgrading existing staff are lacking. The World Bank
Family Health Project aims at strengthening the Ministry's capability to
deliver maternal and child care, nutrition and FP services to the population.
It involves in-service training, upgrading of 30 health centers and 8 regional
offices, expanded training of new staff and strengthening of headquarters
backstopping of MCH, nutrition and FP services. A.I.D. assistance to
MINISANTE (short term TA and training) will complement and reinforce that
being provided by the World Bank.

Public Sector Coordination

The FP program in Rwanda has suffered from problems of coordination and
jurisdiction between MINISANTE and ONAPO due to historical and attitudinal
reasons. ONAPO's family planning campaign and service delivery network
overlapped with MINISANTE's more general family health mandate, although the
Ministry had neither the resources, nor until recently the inclination, to
provide FP services. However, improved coordination is likely as a result cf
recent events., The World Bank Family Health Project will strengthen the
Ministry's capability to provide FP servicaes as part of an integrated MCH
approach. In addition, a March 1988 Directive by the Ministry clearly assigns
coordinating responsibility for health services at the regional level to
MINISANTE, while permitting ONAPO to continue its activities in that
framework. The new Project will reinforce coordination by establishing a
Management Team and coordinating committee with representation from
MINISANTE, ONAPO and USAID.
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Private Sector Arrangements

The private sector FP program will be a new initiative of the Project. A new
body, Comité Consultatif, will be established with ONAPO, USAID, and private
sector representatives to develop the role of NGOs, provide assistance in

designing proposals, review and approve sub-grants and coordinate the private
sector component of the Project.
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V. IMPLEMENTATION PLAN

A . USAID Project Administration

The project will be monitored by a direct hire Health and Population Officer
(HPNO) who will be assisted by a local hire Project Assistant. The major
tasks of the Project Officer will be to:

(1) maintain liaison with ONAPO, MINISANTE and the private sector and
monitor all program implementation activities;

(2) collaborate with the senior Family Planning Adviser, to monitor
project activities and to ensure the timely provision services by the
contractor.,

(3) review and recommend approval to the USAID Director of annual
workplans and subsequent dishursement of funds for local cost support;

(4) maintain liaison with technical backstop offices in REDSO and AID/W.

Until such time as the technical advisors are in place, USAID will procure
necessary commodities and engage short-term technical assistance as
appropriate. The HPNO will respond to requests by the public and private
sector advisors and arrange procurement of necessary contraceptives,

In performing his/her responsibilities, the Health and Population Officer
will be able to call upon technical resources within USAID and REDSO/ESA for
needed collateral services:

1. The USAID Program Office to advise on program and funding
considerations and to assist in carrying out project monitoring and
evaluation;

2. The USAID Project Development Office to assist with project
implementation and to ensure that the project complies with the terms
and conditions of the Project Agreement and to manage A.I.D.
participation in evaluations;

3. The USAID Controller, who will review all financial management
activities to ensure that they comply with A.I.D. regulations and
that adequate financial control is maintained by the recipients;

4. The Regional Population Officer (REDSO) to advise on a broad range of
technical matters;

5. The REDSO Contracting Office to assist with contracting for technical
services, training and commodities;

6. The Regional Procurement Officer (REDSO) to check on ONAPO
performance in the procurement of contraceptives and other
commodities and to assist USAID on direct procurement matters; and

7. The Regional Legal Advisor to advise the U.S.I.A.D. Director on
whether conditions precedent have been satisfactorily met.
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B. Ooordimation: ONAPO, in its capacity as the GOR implementing agency, will
have primary responsibility for the coordination of all Project activities,
including those activities in the public sector, as well as in the private
sector. In this regard, the Director of ONAPO will designate an individual to
act, on her behalf, as the principal Coordinator for all Project activities.
This individual will report directly to the Director of ONAPO and will liaise
with all of the major Project participants.

In view of the importance that both ONAPO and USAID attach to the integration
of the delivery of maternal child health services with those of FP, ONAPO in
consultation with MINISANTE, will designate a MINISANTE Coordinator, who will
assist with the implementation of all Project activities which involve
MINISALTE, such as FP service delivery.

USAID will designate a Project Manager who, together with the ONAPO and
MINISANTE Coordinators, will be responsible for the day-to-day management of
the Project. It is expected that this Management Team will meet on a regular
basis to facilitate the execution of the programmed Project activities,
identify potential problems and resolve them as quickly as possible. As
appropriate, other ONAPO, MINISANTE and USAID officials will be invited to
participate in the Management Team meetings. The Management Team members will
make monthly field visits to monitor Project activities, and the reports of
these field visits will be an important component of the Project monitoring
systen.

In addition to the regular meetings of the Management Team, the following
mechanisms will be put in place within the first six months of tie project, to
facilitate Project implementation:

1. A Comité Mixte (CM), composed of representatives of ONAPO and USAID,
and other representatives deemed necessary by ONAPO and USAID, will
oversee the public sector activities of the Project. The CM members
will participate in the quarterly meetings of the ONAPO delegates,
where progress on the annual workplan is reviewed, problems identified
and future activities planned. The CM members also will participate
in the December meeting, where the annual workplan for the following
year is developed. After the CM reviews and approves the annual
workplan each year, it will be forward to USAID with a request for
financing.

2. A Comité Consultatif (CC), composed of ONAPO, USAID, and
representatives from the private sector, will be established. The CC
will meet twice a year to develop private sector family planning
initiatives, approve projects and workplans for specific NGO FP
activities, review progress of on-going projects and provide support
and guidance for the implementation of private 5ector FP activities.

3. Twice a year ONAPO will organize a meeting of representatives of
MINISANTE and the donor agencies which support FP activities in
Rwanda. The purpose of these meetings is to coordinate the various
inputs that support FP activities, and to share information regarding
the planning, implementation and evaluation of FP activities. Regular
coordination meetings will facilitate more effective and efficient
implementation of the GOR population program.
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Public Sector Annual Workplans and Budgets: A detailed annual workplan for
each calendar year will be developed each December by the Grantee, in
collaboration with MINISANTE and USAID. The workplan will include detailed
information regarding research, IEC, training and supervision activities;
commodity purchases and distribution plans; contraceptive requirements and
distribution plans; and the local cost budget required to implement the
workplan. The annual workplan will be reviewed and approved by the Comité
Mixte and submitted to USAID for funding. Progress in meeting the workplan
targets will be reviewed by the Comité Mixte during the quarterly meetings of
the ONAPO delegates, and corrective actions or adjustments of Project targets
or activities will be made as necessary. '

Upon receipt of the annual workplan, USAID will prepare a Project
Implementation Letter (PIL) to earmark and commit local costs, and provide
authority to USAID to issue implementation orders for goods and services
needed to implement the workplan. Activities will conform to this Amplified
Project Description and include: in-country training, research, supervision
of FP services and providers, production and dissemination of IEC materials,
purchase of computers and office supplies and support for purchase, operation
and maintenance of vehicles. A 90 day advance will be provided to cover local
costs, and additional advances can be requested upon liquidation of 66.6% of
the advanced funds.

Private Sector Annual Workplans and Budgets: Under the guidance of the Comite
Consultatif, private sector initiatives will be developed. NGOs, cooperatives
and other private entities will be invited to carry out FP activities in
collaboration with ONAPO's national program. Once a project has been
developed, the private sector entity will sign a Memorandum of Understanding
with ONAPO which identifies the relationship and responsibilities of the
parties. ONAPO will provide all contraceptives and some training to support
these private sector projects. Upon approval of the projects by the CC, an
annual workplan will be developed, approved and forwarded to USAID with a
request for funding. USAID will issue a PIL to commit local funds for the
activity directly to the private agency upon reciept and approval of the
Memorandum of Understandin, the project document and annual workplan, and a
financial review of the private sector's accounting system. A.I.D. will then
issue a direct A.I.D. grant to the PVO consistent with the Memorandum of
Understanding. In the case of projects with local NGOs, registration with
A.I.D. will be initiated as soon as possible after project is approved for
funding.

C. Contracting and Procurement Procedures: On behalf of the Grantee, A.I.D.
will enter into an Institutional Contract (IC) to provide the following
services to the Grantee:

1. Provide one (1) technical advisor for four years in family planning
service delivery and one (1) advisor for two years in organizational
management and finance. The services of these two advisors are to be
provided primarily to ONAPO, with assistance as needed, to MINISANTE
and to the private sector;

2. Provide approximately 10 person months of short-term technical
assistance in the following areas: information and management
systems, computer procurement, installation and training, short-term
clinical and IEC FP training, private sector development and other
areas to be deifined by ONAPO; and
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3. Define public sector commodity requirements, arrange participant
training; and organize in-country seminars and study tours. (See
annex J for Commodity Procurement Methods)

Technical Assistance: (1) Family Planning Specialist - A senior level FP
Specialist will serve as program advisor to ONAPO for four years, beginning as
soon as possible after Project start-up, to assist with the coordination and
development of priorities of Project activities and increase their technical
effectiveness. S/he also would be available, on request, to assist MINISANTE
with problems or activities relating to MCH/FP service delivery and
strengthening collaboration between the two institutions and within the
private sector. The advisor would provide assistance, upon request, to
private sector entities that would be sub-grantees under the Project. S/he
will assist the agencies to plan and undertake special studies and organize
in-country workshops, seminars and study tours. The advisor will assist the
Comite Mixte in the preparation, review, implementation and monitoring of
annual workplans for the Project. The FP advisor will assist MINISANTE in
identifying contraceptive and medical supply needs and will assist in
strengthening the activities that support the integration of family planning
into the general health care system,

(2) Management/Financial Specialist - The management/financial advisor
will provide two years of services, beginning as soon as possible after
Project start-up, to improve ONAPO's management, budgeting and accounting
systems. The advisor will develop and install improved procedures and train
ONAPO staff in how to operate and maintain the systems. Once these are in
place, s/he would be available to assist MINISANTE and private sector entities
on similar matters.

(3) Approximately 32 person months of short-term technical assistance
will be provided for needs identified and approved in the Annual Workplans.

Buv-Ins: The Project will also "hbuy-in" to several on-going A.I.D. centrally
funded projects. The "buy-in" mechanism is a process which permits the
Project to acquire the packages of needed skills and additional resources much
more quickly than would normally be permitted under normal A.I.D. procurement
procedures. The project will "buy-in®" to the following on-going centrally
funded projects:

(1) SOMARC II - This project will provide approximately $800,000 to
SOMARC II for in-country contraceptive social marketing (CSM)
activities such as, advertising/promotion, marketing research,
distribution management, packaging, and training. Although, the
level of SOMARC II financial contribution to MCH/¥FP II has not yet
been determined, it is expected that SOMARC II will provide an
additional contribution to this Project.

(2) JHPIEGO - ONAPO and USAID will negotiate with John Hopkins
University, or similarly qualified training institution, to design a
training program, specifically tailored to the needs of Rwandan
physicians working in family planning service delivery. The exact
cost and amount of training will be determined after training
curriculum is specified and negotiations are completed.
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(3) DHS - The cost of a buy-in to carry out the Demographic and Health
Survey is estimated to be $250,000-$300,000, which will finance the
local costs of carrying out the survey. The DHS Project will provide
an additional contribution to the Project in the form of technical
assistance, training in computer programing, and participation of
ONAPO researchers at rogional seminars.

(4) RAPID III - Work on the preparation of RAPID III models was begun
with financing from RAPID III. The buy-in, estimated to cost $35,000
to $50,000, will finance the updating of the three models which will
take place when the results of the DHS are available. The three
models which are being designed include a Bongaarts Model for
targeting contraceptive users, a model for infant and maternal
mortality related to fertility and cost effectiveness of FP programs.

(5) Other possible sources of "buy-ins® will be the centrally funded
project with: 1)The Population Council for technical assistance to
carry out operations research studies; 2)The Association for
Voluntary Surgical Contraception for mini-laproscopy training; and,
3) Natural Family Planning (NFP) to support the extensive NFP
activities being carried out in Rwanda.

$800,000 will be set aside to support sub-grants to private sector entities,
participating in the Project. It is expected that after the Comité Consutatif
has reviewed the proposals, that ONAPO will request A.I.D. to provide Project
funds directly to the sub-grantees. The Institutional Contractor will provide
some short-term technical assistance to those private sector entities needing
management and institutional support. In addition, the management/financial
advisor, assigned to ONAPO, will provide assistance to private sector entities
to assure proper accounting procedures are in place.

D. Monitoring and Evaluation: The Grantee and A.I.D. will monitor project
implementation through the following monitoring and evaluation mechanisms:

1. Progress Reviews and Yearly Evaluations of Public Sector Annual
Workplan: ONAPO central staff and prefecture delegates meet on a
quarterly basis to review the progress of achieving annual workplan
targets, and each December this group evaluates the achievements of
the year and prepares the workplan for the following year.
Representatives from MINISANTE and USAID will actively participate in
this process, which is already established and on-going. Members of
the Comité Mixte will review the results of these meetings and, under
the leadership of ONAPO with assistance from the . stitutional
Contracior, will submit semiannual progress reports to USAID; to
serve as the basic for USAID Project Implementation Reports (PIR) to
A.I.D. Washington.

2. Progress Reviews and Evaluation of Private Sector Project Annual
Workplans: Annual workplans, including budgets, will be prepared by
each private sector entity with assistance from ONAPO and the IC, and
submitted to the Comité Consultatif for review and approval each
calendar year. Twice a year the CC will meet to review progress of
the private sector activities. Results of the semiannual reviews
will be submitted by ONAPO to USAID to serve as the basis for PIRs
for A.I.D. Washington.
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3. Semi-annual Reports and Field Trip Reports: In conjunction with
trimestrial Project reviews of the Comité& Mixte and semi-annual
reviews of Comité Consultatif, ONAPO with assistance from the IC
will submit semi-annual reports on both public and private sector
activities to USAID, to serve as the basis for PIR's sent to A.I.D.
Washingtor. These semi-annual reports will list the activities
accomplished during the reporting period, identify problems and
recommend solutions. The monthly field trip reports by the
Management Team will also provide information for the PIRs.

4, Mid-term Evaluation: Approximately 30 months after the start of the
Project an external mid-term evaluation will be carried out. This
evaluation will assess whether the objectives of the Project are
being achieved and, based on the findings, will recommend changes to
improve Project implementation if necessary. In view of the
relatively new role being played by the private sector in this
Project, the evaluation will put special emphasis on assessing the
impact and progress of the private sector interventions.

5. Final Evaluation: A final evaluation will take place near the end
of the Project to determine the strengths and weaknesses of the
Project design and implementation. Should follow-on FP assistance
be justified, this evaluation will assist in defining priority areas
for future support.

6. Audits: United States Government audits of all parties involved in
the Project may be carried out at any time during the Project.

E. Indicators of Performance:

Crucial to the effective and cost efficient design and implementation of any
development program is the donor as well as the recipient country's abilities
to assess the impact of various project activities., The MCH/FP project has
been evaluated as having made considerable progress in IEC, though not service
delivery, and the on-going monitoring mechanism used to evaluate project
progress was inadequately defined and practically nonexistent. For these
reasons, the MCH/FP II project has defined and will support clear,
quantifiable performance indicators that project implementing agencies and
evaluators can follow. The mid-term evaluation of the project will look at
progress made in respect to these indicators and will make recommendations
regarding modifications. Likewise, the final evaluation will look at costs
associated with specific activities within the public and private sectors to
determine further FP assistance to Rwanda should this be required and
desirable,

The following performance targets, as measured by the specific indicators
listed below, will be used to measure progress.
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PERFORMANCE TARGETS

OBJECTIVE PERFORMANCE _ YEARS _
INDICATORS 1 2 3 4 5
1, Policy Implementa-
tion and Research
GOR support for Regular Review X X X X X
implementation of
FP policy directives
GOR support for
private sector FP Regular Review X X X X X
involvement
Improved Targeting DHS carried out/analyzed
of FP acceptance Bongaarts model
development/updated X X X X X
2. FP Service Delivery
Integration of FP into FP integrated into % 20% 40% 60% 80% 100%
public health system of health facilities,
FP/HIS integrated,
supervision, logistics
Increase coverage of Contraceptive
FP services prevalence rate 5% 7.5 10% 12,5¢ 15%
3. Improved IEC
Increased awareness Percent of adult pop.
of FP (20*) aware of FP 708  75%  80% 858  90%
Percent of youth pop.
(10-20) aware of FP 20% 25% 40% 50% 60%
4. Improved Management
Improved financial Quarterly financial X X X X X
accounting accounting reviews
Improved planning Annual workplans pre- X X X X X

and monitoring

pared, approved and
followed,
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F. Training

U.S. and third country training programs will be developed in accordance with
the priorities outlined in Chapter III, Sections 2a and 2b and will be
specified in annual workplans. Candidates will be identified by either the
institutional contractor or the GOR, selected by the GOR and approved by
USAID. The institutional contractor will make all necessary administrative
and travel arrangements as well as paying for tuition, stipends, etc. The
contractor will monitor and report on the performance of long term trainees.
The contractor will place long term trainees at institutions most appropriate
to the needs of the project and will arrange special training and internships
during vacations. In-country training will be included in annual workplans
with A.I.D. providing in-country costs through earmarking of funds for local
costs and the IC providing any consultant services necessary for the training
programs.,

G. Audit and Financial Reviews

The federal and non-federal audits planned for the MCH/FP II project will
examine the financial management procedures and records of ONAPO, MINISANTE
and USAID. The federal audit will examine management controls and project
implementation to determine if project goals and objectives are being achieved
and applicable U.S. laws and regulations are being adhered to by the project.
The first audit should probably be done shortly after, or in conjunction with,
the mid-term evaluation. Annual financial reviews will be undertaken at ONAPO
to verify that annual financial statements are accurate reflections of their
financial position.
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H. Procurement Plan

The list of commodities to be procured is as follows: (See Annex I for a
complete detailed list of commodities and procurement procedures)

Commodi ty For Whom Needs Determined By Whom Action
Vehicles ONAPO ONAPO UsaibD
Computers ONAPO ONAPO USAID
Office Equip. ONAPO QNAPO USAID.
HH Furniture Contractors USAID USAID
Contracep. Public /PvtSector ONAPQ/IC UsaiD
Med. Equip. MINISANTE MINISANTE/IC USAID

1. USAID Procurement

USAID procured commodities will be purchased from several sources:

(a) Vehicles - A total of 10 vehicles wil? be purchased to support
project activities. Procurement will be phased according to project needs.
Because funds for this project are coming from the Development Fund for Africa
(DFA), the normal requirements concerning source and origin waivers for
vehicles and related equipment do not apply. Instead, per revisicn of AA/AFR
DOA 551--Implementing Special Procurement Policy Rules Governing the
Development Fund for Africa--AID Geographic Code 935 (Special Free World) is
authorized for DFA procurement. Procurement Plans are expected to assure the
maximum practicable purchase of U.S. commodities (State 105351). The intended
source/origin of project commodities is indicated in Annex I. Once the
decision to purchase a vehicle is made, USAID will prepare a PIO/C for ONAPO's
signature and will solicit bids from local car dealers or directly from the
overseas manufacturers, as well as, solicit quotations from A.I.D. overseas
procurement offices.

(c) Microcomputers - A proprietary procurement of six microcomputers
will be purchased under the project, including maintenance contracts, all
necessary hardware, software, power supplies, and accessories. IBM computers
are necessary to remain consistent with ONAPO's existing computers and
training capabilities. Procurement of the six computer systems will be
undertaken by USAID with assistance from the REDSO Systems Analyst.

Office Equipment - The project will purchase a photocopy machine, a
typewriter, and other necessary furniture for ONAPO. This equipment will be
available for use by the long and short-term Technical Assistance Advisors as
necessary.
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(c) Contraceptives and Medical Equipment - Contraceptive commodities
and medical equipment, for both the public and private sectors, will be
purchased, as necessary, by USAID drawing on the services of S&T/POP as the
supply agent for the provision of contraceptives and certain specialized
medical ecuipment. Technical assistance will be provided, as needed, by the
REDSO/ESA Regional Commodity Management Office, See Annex I, for further
details regarding these purchases.

The Family Planning long-term Advisor under the IC will work in close
collaboration with ONAPO and MINISANTE to determine annual contraceptive and
medical equipment needs for the public sector. These needs will be relayed to
the USAID Health and Population Officer, who will submit PIO/Cs to AID/W.
Contraceptive needs under the CSM program will be submitted to USAID by the
SOMARC advisor. Likewise, needs funded by sub-grants to private sector
entities will be submitted to USAID for procurement.

(d) Household Furniture - Furniture necessary for the two long-term
advisors will be furnished by the project.

2. ONAPO Procurement

Local cost support to ONAPO will, in part, go to the local purchasing of
IEC production materials and office equipment. All items purchased will
follow A.I.D.'s shelf item procurement rules.



I. Implementation Schedule

Activity/Event

Year l&t 1 (7/1- 9/30/89)

Project Paper Authorized

Project Agreement Signed/First Project Obligation
FP Donor Agencies Meet
CP 4.1 Completed

ONAPO/Comite Mixte Quarterly Progess Review/CY89
Workplan and Budget Prepared

GOR Annual Workplan Approved

PIL for Dishursement of Local Costs Issued
Short term TA, TOR, PIO/T Sulmitted
Contraceptive Requirements Reviewed

TOR, PIO/T, and RFP for Institutional
Contract (IC) Completed and Subkmitted

PIO/C for Advisors' HH Furniture and Appliances
Prepared and Submitted

ONAPO and SOMARC Agreement Signed

TOR and PIO/T for SOMARC Buy-in Submitted
Comite Consultatif Formed

Rapid III Preliminary Models Prepared

Year 1l/grt 2 (10/1 - 12/31/89)

Operations Research Seminar Held

Bids for IC RFP Reviewed and Selection Made
PIO/C for 6 Vehicles Prepared and Submitted
ONAPO and DHS Agreement Signed

TOR and PIO/T for DHS Buy-in Submitted

Physician Training Program Developed

Action By

USAID

GOR, USAID

ONAPO

GOR

ONAPO,
Comite
USAID
USAID
USAID,

ONAPO,
REDSO

USAID

ONAPO
USAID,
ONAPO,

ONAPO,

ONAPO,
USAID,
USAID,
ONAPO,
ONAPO,

ONAPO,

MOH, USAID

Mixte

ONAPO, AID/W

USAID,

AID/W
USAID, NGOs

MINIPLAN

Pop Council
GOR

ONAPO

USAID, AID/W
USAID, AID/W

Trng Inst.
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Activity/Event
Year 1/0rt 2 (Cont)

Short-term TA Arrives to Assist in Prep.
of CY90 Workplan and Budget

ONAPO/Comite Mixte Annual Progress Review/
CYS0 Workplan and Buget Prepared

GOR CY90 Workplan Approved

PIL for Disbursement of Local Costs Issued
Project Implementation Review

Operations Research Study Begins

On-going In-country Training

NGO Sub-grant(s) Developed

Year l/0rt 3 (1/1 - 3/31/90)
Contraceptive Procurement Cable Prepared
On-going In-country Training

CSM Research Completed

NGO Sub-grant(s) Awarded

ONAPO/Comite Mixte Quarterly Progress Review
ONAPO Progress Report Submitted to USAID
On-going Operation Research Study

FP Donor Agencies Meet

Year l/0rt 4 (4/1 - 6/30/90)

ONAPO/Comite Mixte Quarterly Progress Review
Project Implementation Review

On-going In-country Training

On-going Op Research Studies

On-going CSM Activities

Long-term Advisors in Place

USAID

ONAPO, MOH, USAID
Comite Mixte
USAID

USAID

ONAPO, Pop Council
ONAPO

NGO, ONAPO, USAID

USAID, ONAPO
ONAPO

ONAPO, SOMARC

NGO

Comite Mixte
ONAPO

ONAPO, Pop Council
ONAPO

Comite Mixte
USAID

ONAPO

ONAPO, Pop Council
SOMARC, ONAPO

USAID, GOR
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Activity/Event
Xear 1/0rt 4 (Cont.)

PIO/C for 6 Computers Prepared and Submitted

PI0/C for Contraceptives Prepared and
Submitted to AID/W

Year 2/0rt 1 (7/1-9/30/90)

Physician Training Program Initiated
ONAPO/Comite Mixte Quarterly Progress Review
ONAPO/Comite Consultatif Six Month Review
ONAPO Progress Report Submitted to USAID
Population Policy Seminar Held

On-going In-country Training

On-going Op Research Studies

DHS Preparation

Year 2/ort 2 (10/1 - 12/31/90)

ONAPO/Comite Mixte Annual Progress Review/
CY 91 wWorkplan and Budget Prepared

GOR CY 91 Workplan Approved

PIL for Disbursement of Local Costs Issued
DHS Begins

Project Implementation Review

Study Tour Arranged

On-going In-country Training

On-going Op Research Studies

Year 2/0rt 3 (1/1 - 3/3/91}

Contraceptive Procurement Cable Prepared

Study Tour Conducted

Action By

IC, ONAPO, USAID

IC, ONAPO, USAID

ONAPO, MOH, JHPIEGO
Comite Mixte
Comite Consultatif
ONAPO, IC

ONAPO

ONAPO

ONAPO, Pop Council

ONAPO, DHS

ONAPO, MOH, USAID
Comite Mixte
USAID

ONAPO/DHS

USAID

IC

ONAPO

ONAPO/Pop Council

IC, ONAPO, USAID
ONAPO
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Activity/Event
dear 2/Qrt 3 (Cont.)

ONAPO/Comite Consultatif Six Month Review

NGO Sub-grants Awarded

CNAPO/Comite Mixte Quarterly Review

ONAPO Progress Report Submitted to USAID
On-going In-country Training

On-going Op Research Studies

DHS Field Work Completed

Year 2/0rt 4 (4/1 - 6/30/91)

ONAPO/Comite Mixte Quarterly Progress Review
Project Implementation Review

PIO/C for Contraceptives Prepared
and Submitted to AID/W

PIO/C for Medical Equipment Prepared and
Submitted to AID/W

On-going In-country Training

On-gring Op Research Studies

FP Donor Agencies Meet

DHS Analysis Completed

Year 3/0rt 1 (7/1-9/30/91)

PIO/C for 4 Vehicles Prepared and Submit:ted
ONAPO/Comite Mixte Quarterly Progress Review
ONAPO/Comite Consultatif Six Month Review
ONAPO Progress Report Submitted to USAID
RAPID III Models Fully Developed

On-going In-country Training

On-going Op Research Studies

Action By

Comite Consultatif
Comite Consultatif
Comite Mixte

IC, ONAPO

ONAPO

ONAPO, Pop Council

ONAPO, DHS

Comite Mixte

USAID
IC, ONAPO, USAID

IC, ONAPO, USAID
ONAPO

ONAPO, Pop Council
ONAPO

ONAPO, DHS

USAID, ONAPO
Comite Mixte
Comite Consultatif
ONAPO, IC

ONAPO, MINIPLAN
ONAPO

ONAPO, Pop Council
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Year 3/Qrt 2 (10/1 - 12/31/91)

Population Policy Seminar

ONAPO/Comite Mixte Annual Progress Review/
CY 92 workplan and Budget Prepared

GOR CY 92 Workplan Approved

PIL for Disbursement of Local Costs Issued
Projact Implementation Review

On-going In-country Training

On-going Op Research Studies

PIO/T for Mid-term Evaluation Prepared
Year 3/0rt 3 (1/1 - 3/31/92)
Contraceptive Procurement Cable Prepared
ONAPO/Comite Consultatif Six Month Review
NGO Sub-grants Awarded

ONAPO/Comite Mixte Quarterly Review
ONAPO Progress Report Submitted to USAID
On-going In-country Training

On-going Op Research Studies

Year 3/Qrt 4 (4/1 - 6/30/92)

ONAPO/Comite Mixte Quarterly Progress Review

Project Implementation Review

PIO/C for Contraceptives Prepared and Submitted to AID/W

On-going In-country Training
On-going Op Research Studies
FP Donor Agencies Meet

Mid-term Evaiuation

ONAPO

ONAPO, MOH, USAID
Comite Mixte
USAID

USAID

ONAPO

ONAPO, Pop Council

GOR, USAID

IC, ONAPO, USAID
Comite Consultatif
Comite Consultatif
Comite Mixte

IC, ONAPO

ONAPO

ONAPQO, Pop Counicil

Comite Mixte
USAID

IC, ONAPO, USAID
ONAPO

ONAPO, Pop Council
ONAPO

USaID, GOR
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Activity/Event
Year 4/0rt 1 (7/1-9/30/92)

ONAPQ/Comite Mixte Quarterly Progress Review

ONAPO/Comite Consultatif Six Month Review
ONAPO Progress Report Submitted to USAID
On-going In-country Training

On-going Op Research Studies

FP Donor Agencies Meet

Year 4/0rt 2 (10/1 - 12/31/92)

ONAPO/Comite Mixte Annual Progress Review/
CY 93 workplan and Budget Prepared

GOR CY 93 Workplan Approved

PIL for Disbursement of Local Costs Issued
Project Implementation Review

On-going In-country Training

On-going Op Research Studies

Second Study Tour Arranged and Carried Out
Year 4/0rt 3 (1/1 - 3/31/93)

Contraceptive Procurement Cable Prepared
ONAPO/Comite Consultatif Six Month Review
NGO Sub-grants Awarded

ONAPO/Comite Mixte Quarterly Review

ONAPO Progress Report Submitted to USAID
On-going In-country Training

On-going Op Research Studies

Year 4/0rt 4 (4/1 - 6/30/93)

ONAPO/Comite Mixte Quarterly Progress Review

Project Implementation Review

Action By

Comite Mixte
Comite Consultatif
ONAPO, IC

ONAPO

ONAPO, Pop Counéil
ONAPO

ONAPO, MOH, USAID
Comite Mixte
USAID

USAID

ONAPO

ONAPO, Pop Council

IC, ONAPO

IC, ONAPO, USAID
Comite Consultatif
Comite Consultatif
Comite Mixte

IC, ONAPO

ONAPO

ONAPO, Pop Council

Comite Mixte

USAID
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Activity/Event
Xear 4/ort 4 (Cont.)

PIO/C for Contraceptives Prepared and Submitted to AID/W

PIO/C for Medical Equipment Prepared and Submitt.ed
On-going In-country Training

On-going Op Research Studies

Population Policy Seminar Held

Year 5/Qrt 1 (7/1-9/30/93)

ONAPO/Comite Mixte Quarterly Progress Rgview
ONAPO/Comite Consultatif Six Month Review
ONAPO Progress Report Submitted to USAID
On-going In-country Training

On-going Op Research Studies

PIO/T for Final Evaluation Prepared

Year 5/0rt 2 (10/1 - 12/31/93)

PP Donor Agencies Meet

ONAPO/Comite Mixte Annual Progress Review/
CY 94 workplan and Budget prepared

GOR CY 94 Workplan Approved

PIL for Disbursement of Local Costs Issued
Project Implementation Review

On-going In-country Training

On-going Op Research Studies

Year 5/0rt 3 (1/1 - 3/31/94)

ONAPO/Comite Consultatif Six Month Review
ONAPO/Comite Mixte Quarterly Review

ONAPO Progress Report Submitted to USAID

Action By

IC, ONAPO, USAID
IC, ONAPO, USAID
ONAPO

ONAPO, Pop Council
ONAPO

Comite Mixte
Comite Consultatif
ONAPO, IC

ONAPO

ONAPO, Pop Council

GOR, USAID

ONAPO

ONAPO, MOH, USAID
Comite Mixte
USAID

USAID

ONAPO

ONAPO, Pop Council

Comite Consultatif
Comite Mixte

IC, ONAPO
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Activity/Bvent
Year 5/0rt 3 (Cont.)

On-going In-country Training

Op Research Studies Concluded

Final Evaluation Carried Out

Year 5/0rt 4 (4/1 - 6/30/94)

ONAPO/Comite Mixte Quarterly Progress Review
Project Implementation Review

In-country Training Completed

FP Donor Agencies Meet

Project Close-out

Action By

ONAPO
ONAPO, Pop Council

GOR, USAID

Comite Mixte
USAID
ONAPO
ONAPO

USAID, IC, GOR
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VIi. CONDITIONS PRECEDENT AND COVENANTS

A. Conditions Precedent To Dishursement

(1) Except as A.I.D. may otherwise agree in writing, prior to any
dishursement under the Grant, or to the issuance by A.I.D. of
documentation pursuant to which such disbursement will be made, the
Grantee shall furnish to or have furnished to A.I.D., in form and
substance satisfactory to A.I.D., a written statement setting forth the
names and titles of persons holding or acting in the Office of the
Grantee and of any additional representatives, and representing that the
named person or persons have the authority to act as the represencative
of the Grantee, together with a specimen signature of each such person
certified as to its authenticity.

B. Covenants

(1) The Parties agree to establish an evaluation program as part of the
Project., Except as the Parties otherwise agree in writing, the program
will include, during the implementation of the Project and at one or more
points thereafter:

(a) evaluation of progress towards attainment of the objectives of
the Project;

(b) identification and evaluation of problem areas or constraints
which may inhibit such attainment;

(c) assessment of how such information may be used to help overcome
such problems; and

(d) evaluation, to the degree feasible, of the overall development
impact of the Project.

(2) The Grantee covenants that none of the funds made available under this
Grant may be used to finance aiy costs relating to:

(a) performance of abortion as a method of family planning;

(b) motivation or coercion of any person to undergo abortion;

(c) biomedical research which relates, in whole or in part, to
methods of, or the performance of, abortion as a method of family
planning;

(d) active promotion of abortion as a method of family planning; or

(e) involuntary sterlization



(3)

(4)

(5)

(6)

(7)

(8)

(9)

(10)
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The Grantee covenants to present to the Comité Mixte, no later than
December 31, 1989 an IEC plan and a National Family Planning Training
Plan, for both ONAPO and MINISANTE, indicating yearly activities and
types of training for each institution.

The Grantee covenants to facilitate autonomy and self-financing of the
ONAPO Training Center by taking, inter alia, the following actions:

(a) establish the position of the Director of the Center and fill the
position with a qualified person;

(b) provide the Center with administrative and operational autonomy;
and

(c) test and implement cost recovery schemes to progressively achieve
self-financing at the Center.

The Grantee covenants to convene a Donors Coordinating Committee of all
parties who provide support for family planning services and information
at least twice a year.

The Grantee covenants to make available suitable candidates for Project
financed training for the public sector, to assign participants, after
training, to positions within ONAPO or MINISANTE commensurate with their
training, and to promptly issue all travel documentation required by
participants selected by ONAPO or MINISANTE for training outside Rwanda.

The Grantee covenants to recruit and assign, in a timely manner, all GOR
personnel necessary to implement the Project. The Grantee also agrees to
consider women, as well as men, in selecting candidates for participant
training and in recruitment for positions under the Project.

The Grantee covenants to ensure that Annual Workplans and detailed
budgets describing expenditures for private sector entities involved in
the Project, will be reviewed and approved by the Comité Consultatif on a
timely basis.

The Grantee covenants to sign, in form and substance satisfactory to the
Comité Consultatif and A.I.D., a Memorandum of Understanding with each
private sector entity which will define the status and operating
procedures for each entity and the terms and condititons under which the
funds will be usad.

The Grantee covenants to furnish to A.I.D., in form and substance
satisfactory to A.I.D., a Project Annual Workplan and a detailed budget
describing expenditures required for each Party to carry out the
workplan, reviewed and approved by the Comité Mixte.



ANNEX A
TECHNICAL ANALYSIS OF THE MCH/FP II PROJECT

I. Overview of Population Policy and Program Development in Rwanda

The followiig section provides a brief overview of demographic trends in
Rwanda, the evolution of population policy and family planning program
activities, and current unmet demand for family planning. These issues are
discussed in detail in a series of documents published in the last several
years (e.q. The Rwandan Social and Institutional Profile, 1986; Final
Evaluation of the MCH/FP Project, 1987; May, Murray and Vekemans, 1988; Me
Neseka Mandendi-Vita, 1988; and MINISAPASO and ONAPO publications, including
Politique Demographique et Politiques de Population, 1988 and Enquete
Nationale sur la Fecondite, 1983).

1. Demographic Pressures

Rwanda is faced with one of the world's most severe population pressures, with
a current rate of population growth of 3.7 percent per annum and population
density on arable land exceeding 500 km2. These trends are threatening
Rwanda's natural resource base and and posing serious consequences for the
nation's social and economic development.

The current population is estimated at 6.8 million, living in an area of
26,338 km2, of which only 18,724 km2 is tillable land. Ninety-five percent of
the population is rural and living on farms averaging less than 1 hectare in
size. Rwanda's mounting population pressures are a result of continued high
fertility, declining mortality and limited international migration in the last
15 years. The estimated crude birth is 54 per thousand and the total
fertility rate is 8.6 live births per woman, one of the highest in Africa. If
current trends continue, Rwanda could have a total population in 2010 of 15.5
million and a density on arable land of more than 1,100 people per km2.

Government projections are somewhat more optimistic, indicating a total
population of 10.9 million by 2002, with a decline in the rate of natural
increase from 3.7 to 3.1 percent and a decrease in the total fertility rate
from 8.6 to 6.5. Even at this level, population pressures will be extremely
severe for a nation already struggling to address growing population-resource
imba lances and to meet the food, education, health, housing, and employment
needs of its population.

2. Policy and Program Response

Political Commitment: The Government of Rwanda has been concerned about rapid
population growth since the 1970s. An early indication of this concern was
the creation of a Scientific Advisory Council in 1974 to study the problem and
to make recommendations about how to deal with the growing imbalance between
agricultural production and population growth. One of the objectives of
Rwanda's Second Five-Year Development Plan (1977-1981) was to increase public
awareness of the population problem and to promote appropriate "education and
preventive" actions.

1
b
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A major step was taken in January 1981 when the Government created the Office
National de la Population (ONAPO). The mandate of ONAPO was to:

- study the relationship between population growth
and socio-economic development;

- make all Tevels of the population aware of tne demographic
problem;

- ensure that family planning methods are properiy employed;

- propose ways of integrating family planning into health
services;

- carry out evaluation, research, staff training and program
development; and

-~ help prepare a population education program for schools.

With the Third Five-Year Plan (1982-1986), the GOR's increased commitment to
address the problem of rapid population growth was reflected in the
development for the first time of specific demographic objectives and action
programs. The plan called for stabilizing the rate of population growth at
3.7 percent and setting in motion a series of activities and conditions which
would lead to an eventual reduction in the population growth rate. These
measures included the launching of ONAPO's research, IEC and training
activities along with steps to increase the legal age of marriage and to
introduce family planning services.

The Fourth Five-Year Plan (est. 1988-1992) has set far more ambitious
objectives calling for a reduction in the annual rate of national increase
from 3.7 percent to 3.2 percent. The draft Plan states that " it will
legitimize all forms of birth spacing and limitation and will launch a mass
education and research campaign for social well-being. An ideal family size
of 4 children in the year 2000 will be the education theme." The Plan
includes a detailed strategy for policy and program improvements, as discussed
in Section TII below.

Another indication of the GOR's increasing commitment to address thne issue of
rapid population growth are a series of important speeches by the President of
the Republic, Juvenal Habyarimana. In a major address in July 1987, the
President stated that Rwanda must bring the demographic situation into
equilibrium with the country's ability to feed its people. The President
asked all Rwandan people, within their own cultural and religious background,
to look for ways to accomodate a smaller family size. Other senior government
officials are calling attention to the negative consequences of current
population trends in their public statements.

Evolution of Family Planning Activities: Over the past seven years since the
creation of ONAPO, there have been substantial advances in understanding, on
the part of government officials and the general public, of the relationship
between population growth and socio-economic development and the need for
family planning information and services. The major thrust of ONAPO's efforts
since 1981 has been on informing and educating the public on population issues
and the importance of family planning for individual and national well-being.

Ry
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As a semi-autonomous institution under the tutelage of the Ministry of Health
and Social Affairs (MINISAPASO), ONAPO has overall responsibility for
formulating, implementing and coordinating all population activities.

ONAPO's activities have included:

- organizing national and regional seminars for political, religious
and medical leaders on population and family planning;

- promoting legislative and regulatory reform to improve the status of
women and access to contraception;

- integration of demographic variables into development planning;

- conducting policy dialogue with the Catholic Church and encouraging
the Church's efforts to promote natural family planning (NFP) in the
context of responsible parenthood;

- construction or upgrading of four MCH/FP centers and building a
national training center;

- organizing basic training in family planning for health personnel
and social workers;

- launching a program to introduce population and family planning into
the curriculum of medical, paramedical, primary, secondary and
vocational schools;

- developing data collection and analysis capabilities;'

- conducting the National Fertility Survey in 1983 providing important
baseline information on contraceptive knowledge, attitudes and
practice;

- establishing a contraceptive procurement, storage and distribution
system; and

- in collaboration with MINISAPASO, progressively introducing family
planning into health facilities.

There has been heavy donor involvement in providing technical and financial
assistance for all of these activities. Assistance by USAID, UNFPA, the World
Bank and other donors is summarized in Annex F.

Family planning service delivery in Rwanda has developed far more slowly than
the IEC, training and research activities. In 1981, family planning services
were only available in three pilot centers in Butare, Ruhengeri and the kigali
hospital. Since then, family planning information and services have been
progressively introduced in other health facilities throughout the country.
Regional offices of ONAPO have been established in each of the ten
prefectures. An estimated 233 out of 392 health centers are providing at
least limited family planning information and services. Sixty percent of the
nation's health Tfacilities are run by churches.
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According to ONAPO service statistics, the annual number of new contraceptive
acceptors among Rwandan women has grown from 706 in 1981 to 18,513 in 1987.
An analysis of the 1987 statistics shows that:

- 70 percent of the contraceptive acceptors live in rural areas;
- 76.8 percent are women aged 20-35; and

- 25 percent were using oral contraceptives; 66 percent 1nJectab1es,
5 percent IUDs and 2 percent barrier methods.

4, Unmet Demand for Family Planning

As mentioned earlier, ONAPO's intensive IEC efforts and official government
statements have helped generate widespread awareness among the general public
of the seriousness of population pressures in Rwanda. Eighty percent of the
women and 97 percent of the men interviewed in the 1983 National Fertility
Survey (NFS) said that the population was growing too rapidly, and over half
were in favor of government intervention to deal with this problem. Knowledge
of family planning is also widespread, with 67 percent of the women knowing at
least one modern method of contraception.

There continues, however, to be a wide gap between knowledge of modern
contraception and actual practice. At the time of the survey, 11 percent of
women in union at risk of pregnancy were practicing family planning. Of that
number, only 0.9 percent reported using a modern method of contraception. The
reported demand for family planning, however, was substantially higher. In
the 1983 NFS, 20 percent of the women of reproductive age stated that they did
not want any more children, including nearly 25 percent of women with four or
five children and fully 44 percent of women with six children. Desired family
size, as measured in the survey, was an average of 6.3 children per woman
compared to the total fertility rate of 8.6. Furthermore, among women who
have never practiced contraception, 31 percent indicated their intention to
use a modern method of contraception. These findings are confirmed in a
smaller survey conducted by ONAPO in 1985 where 31 percent of the respondents
reported an unwanted pregnancy.

B. Family Planning Program Constraints

There are many factors contributing to this wide gap between contraceptive
knowledge and practice. These factors can be grouped into those affecting
demand for family planning and those affecting the supply of services. The
constraints to contraceptive use in Rwanda have been analyzed and documented
in numerous reports in the last several years (Final Evaluation of MCH/FP
Project, 1987; Jemai and Hoben; UNICEF, 1987; Sebakali, 1987; Albert, 1987;
and May, Murray and Vekemans, 1988). The following is a brief summary of some
of the major constraints to modern contraceptive use in Rwanda:

-
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1. Factors Affecting Contraceptive Demand

Socio-economic, cultural and religious factors which currently limit demand
for and use of modern methods of contraception include:

A strong pro-natalist tradition;
- High value of children;
- Demand for child labor in a society which is 95 percent rural;

- Low status of women who are confined to low-input agricultural
activities;

- High illiteracy rates, particularly among women (72 percent
according to the 1978 census);

- Limited access of women to formal education;
- Fatalism and religious convictions;

- Limited informal discussion of sex and family planning among rural
families;

- Bans by the Catholic Church on the use of modern contraception;

- Widespread misconceptions and fears about side effects of different
contraceptive methods (often fueled by the Catholic Church);

- Ignorance of the risks of repeated pregnancies; and
- Fear of infertility.

These and other factors are examined in more detail in the Social Soundness
Analysis in Annex E-3.

2. Factors Affecting Contraceptive Supply

There are major constraints to the delivery of family planning services in
Rwanda which are typical of other countries in the region with fledgling
family planning programs. These weaknesses include:

- Inadequate family planning IEC efforts, particulariy method and
source-specific information;

- Inadequate number of trained and motivated personnel to deliver
family planning services;

- Limited number of public health facilities providing family planning;

- Limited capacity of health facilities to deliver family planning
services effectively and efficiently;

- Lack of integrated family planning and MCH services, with only
limited hours available for family planning;
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- Limited choice of'contracept1ve methods and often restrictions on
access to certain methods (e.g. women requiring a prescription
and/or husband's consent);

- Unavailability of modern methods of contraception in Catholic-run
health facilities which represent 40 percent of all health
facilities in the country;

- Few private physicians offering family planning;

- Unavailability of family planning services outside of health
facilities;

- Very limited involvement of the commercial sector in family planning
except for a few pharmacies selling cuntraceptives at prohibitive
prices;

- Poor quality of family planning services;

- Inadequate supervision and follow-up; and

- Weak logistics system and periodic interruptions of stock.

A description of the organizational structure of ONAPO and MINISAPASO and the

strengths and weaknesses of both institutions is included in the Institutional
Analysis in Annex E-5.

C. Policy and Program Priorities: The Public Sector

To address the many cultural and program constraints to family planning
outlined above, an aggressive, comprehensive and well-coordinated plan of
action is needed. The GOR is fully cognizant of the many obstacles facing the
national family planning program and has developed a sound strategy for
strengthening and expanding family planning service delivery and contraceptive
use over the next five years. This strategy is detailed in a draft document
entitled "Politique Demographique et Politiques de Population" to be included
in the GOR's IVth Five-Year Development Plan which is expected to be finalized
by the end of 1988,

The discussion below addresses population and family planning policy and
program priorities in the pubic sector over the next six years. Key
activities are outlined in the following areas: policy formulation and
implementation; service delivery; information, education and communication
(IEC); training; and research and evaluation. Section D of this Technical
Analysis examines the role of the private sector in Rwanda in the provision of
family planning information and services.

1. Policy Formulation and Implementation

The objective of the GOR's IVth Development Plan is to achieve food
self-reliance, by 1ncrea91ng agricultural product1on, and slowing the rate of
population growth. Rwanda's population policy is directed primarily at
reducing fertility by increasing contraceptive prevalence. Indirect measures
of reducing fertility -~ decreasing infant and child mortality and improving
the education and employment status of women--are also mentioned in the FFYP,

L\~
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The principal population objective for the next five-year period is to
decrease the total fertility rate from 8.6 to 8.0 children per woman, by
increasing prevalence of modern methods of contraception from a current level
of approximately 3 percent to 15 percent among fertile women in union aged 15
to 49. This is an ambitious objective requiring strong policy measures, a
dramatic increase in the availability of family planning services through
public and private channels, and rapid expansion in the number of
contraceptive users, particularly those using more effective methods (e.g.
oral contraceptives, injectables, IUDs. and voluntary surgical contraception)

The GOR projects that the number of fertile women in union using a modern
method of contraception will increase from 25,250 at the beginning of the Plan
to 140,250 in 1992. The estimate of births averted (46,784 by 1993)
corresponds, according to ONAPO calculations, to a decrease in the crude birth
rate from 54 per 1,000 population in 1987 to 49 per 1,000 in 1993. The Plan
calls for a reduction in the annual rate of population growth from 3.7 percent
to 3.2 percent in 1992.

Partly to encourage and support Rwanda's FFYP targets and partly because they
are very likely feasible given the political/social environment and proposed
initiatives, the project objective is to accomplish the same contraceptive
prevalence targets as the FFYP, Table 1 roughly presents how population
numbers figure into contraceptive prevalence and numbers of acceptors for each
year of the project.

Table 1 (000s)

1988 1989 1990 1991 1992 1993 1994

Population, estimated
Absolute nos. [Annual 1,800 7,052 7,312 7,583 7,864 8,155 8,456
growth rate: 3.7%]

X

% Women of Reproduc-
tive Age (15-49 yrs) 1,496 1,551 1,609 1,668 1,730 1,794 1,860
[estimated 22%]
X
% Women of Reproduc-
tive Age in Union 942 977 1,014 1,050 1,090 1,130 1,172
[estimated 63%]
X
Contraceptive Use
(contraceptive Preva- 3% 3.9% 5.1% 6.7%  8.8% 11.5% 15%
lence) for modern
methods of FP

Number ;f Acceptors 26,621 38,103 51,714 70,350 95,920 129,950 175,800

An alternative way of estimating contraceptive prevalence needed to reach a
given level of total fertility is by using the TARGET model (developed by
Bongaarts and Stover, 1986). ONAPO has agreed to use this model in
calculating annual contraceptive prevalence targets over the next six-year
period.
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In the coming year, the GOR plans to undertake an extensive review of
legislative, regulatory and fiscal policies which have an impact on

fertility.

A new Family Code is expected to be enacted in 1988 aimed at

improving women's status and opportunities. In addition, new legislation on
family planning will be drafted during the IVth Plan providing guidelines on
the delivery of family planning services. These guidelines are designed to
facilitate widespread availability of contraceptive methods, to all

individual

s and couples desiring them for birth spacing as well as limitation,

using a variety of service channels in both the public and private sectors.

Other measures include promotion of breastfeeding and longer birth intervals
as well as raising the legal age of marriage for women from 15 to 18, as is

the case for men.

To ensure

effective implementation of these new measures, ONAPO in its role of

defining and guiding population policy and program implementation, must
increase public support for family planning at all levels and coordinate
carefully with other Government agencies and private institutions, including

the Cathol

ic Church. It should be noted here that while the Catholic Church

does not support the use of modern or "artificial" methods of contraception,
it does support the spacing of births and limiting of family sizes through
natural family planning.

2, Service Delivery

The most important component of the Government's family planning program
strategy over the next six years is improving the quality, availability and

accessibil

ity of family planning services in the public and private sectors.

Out of the 392 medical facilities in the country, only 233 are equipped to
provide family planning, and a much smaller number are actually offering
quality services on a regular basis. Family planning acceptance rates in most
health facilities have been low due to lack of qualified and motivated

personnel,

poorly organized services, lack of method-specific information,

restricted hours for family planning services, limited choice of contraceptive
methods and high drop-out rates.

An important step towards expanding the availability and use of family
planning in the public sector was taken by MINISAPASO in March 1988 with the
release of new family planning guidelines. These guidelines call for:

the full integration of family planning in all health facilities in
the country by 1995;

offering family planning to all who desire it for spacing or for
limiting births;

informing the population on all available modern and natural methods
of family planning to ensure free and informed choice;

approving voluntary surgical contraception to individuals with at
least three living children, an important medical need and a written
spousal consent; and

training of health personnel in the delivery of family planning
information and clinical services.
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The responsibilities of MINISAPASO Regional Medical Directors and ONAPO
Regional Delegates have also been more clearly defined to ensure full
collaboration and cordination in the development, implementation and
evaluation of family planning activities. ONAPO retains specific
responsibility at the regional level for: the organization and supervision of
population and family planning activities; coordinating with other development
programs in family planning; IEC efforts; and supply of fumily planning
commodities and equipment. The ONAPO Delegate remains under the supervision
of the Regional Medical Director.

The section on Population for the FFYP details the strategy for improving the
availability and quality of family planning services through medical and
non-medical channels ir the public and private sectors. The strategy calls
for increasing the number of health centers providing family planning and
integrating family planning fully with maternal-child care, improving IEC and
providing better follow-up to counter rumors about contraceptive side effects
and to improve continuation rates.

The most innovative feature of the strategy is the development of a nationwide
community-based distribution program working with grass-roots organizations.
The GOR is planning to train over the next couple of years 18,000 community
workers (two from each cellule) in family planning motivation, IEC, supply of
barrier contraceptives (condoms and spermicides) and resupply of pills. At a
later date, injectables are to be made available by specially trained
individuals. These volunteer workers will provide an important 1link between
the community and the local health centers for contraceptive referral and
follow-up.

Other service delivery mechanisms will be tested, including introducing family
planning into cooperative development groups, community pharmacies, women's
and youth organizations. The other major initiative during the next five
years will be stimulating family planning availability and use through the
private and commercial sectors, as discussed in Section D below.

The target population for family planning information and services will be
expanded to include:

young and unmarried men and women;

men and women who have completed their desired family size;

high parity women and men with more than 4 children;

women who have had short birth intervals (less than two years);

post-partum women; and

women with a previous unwanted pregnancy.

Available Contraceptive Methods.

The-cetical versus actual effectiveness of each family planning method varies
greatly from one individual to another (depending largely on fecundity,
knowledge of how to use, and perhaps most importantly, the couple's combined
motivation to use the method). Therefore, careful attention must be made to
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ensure that each family planning acceptor is matched with a method that he or
she (and eventually the couple together) is most comfortable with. For this
reason, a mix of contracvotive methods will be made available, including
natural family planning.

Injectable hormonal contrac:ptives are effective and widely accepted by the
Rwandan population but are not supplied by A.1.D. due to FDA regulations.
Voluntary surgical sterilization allows men and women who want no more

children to do so with 100 percent effectiveness. Though investment costs of

training and equipment are high, the method requires no further investment on
the part of the acceptor. Oral contraceptives and intrauterine devices (IUDs)
are also highly effective, relatively inexpensive and will be provided
corresponding to demand. It should be noted, however, that these can carry
contraindications and require skilled technicians to prescribe, administer and
follow-up on their use. Condoms and spermicides (barrier methods) are less
effective, both theoretically and practically, and are relatively expensive
methods to use, but seldom have side-effects, require little training in their
use, and can be acquired without medical supervision. Further, barrier
methods have been found to reduce the transmission of the AIDS/HIV virus.
Natural family planning (NFP) is the method of monitoring a woman's bodily
functions to estimate when she is in highest risk of fertilization. NFP is
useful for those individuals who are unable to use modern or artificial
methods which may have contraindications for their health or are contrary to
their religious, social or health beliefs. Unfortunately, effective use of
NFP requires expensive training and follow-up in its use and is dependent on
the reqularity of the woman's bodily cycles and high motivation on the part of
the couple.

Contraceptive methods currently available include injectables, pills, IUDs,
barrier methods and condoms. Hormonal methods are the most widely used, with
less than seven percent currently using an IUD. Plans call for training
additional personnel in IUD insertions, and for greatly expanding the
distribution of condoms in view of the serious and rapidly escalating problem
of AIDS. An estimated 18 percent of the urban population was serum positive
in the 1986 nationwide survey. With additional trained personnel, the
availability of voluntary surgical contraception {tubai ligations and
vasectomies) will increase over the next several years as will NORPLANT (a
hormonal implant) which is currently being tested on a pilot basis. A special
effort must also be made to expand the availability and use of natural family
planning to respond to the special needs of the large Catholic population.

The following tables present how contraceptive method requirements and their
respective costs have been established for the next six years. Each year of
the project, contraceptive procurement tables will be filled in reflecting
actual method utilization and projecting subsequent yearly requirements.

<&
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3. IEC and Training

Now that government officials and the general public are aware of the serious
population pressures facing Rwanda, ONAPO's task over the next several years
is to broaden its awareness-raising efforts and carefully target messages to
different segments of the population. The GOR intends over the period of the
IVth Plan to integrate population and family planning information into
socio-economic, political and cultural programs. Messages should be tailored
to the concerns of individual families. Topics such as responsible
parenthood, the cost of children and the importance of birthspacing for
maternal and child health should be stressed as well as specific information
provided on the variety of contraceptive methods available-- where to obtain
them and how to use them.

Existing IEC materials and communication approaches will need to be evaluated
and new ones developed, tested and implemented. The most effective media for
reaching the rural target population should be emphasized, particularly
face-to-face communication, simple brochures and illustrated materials, radio,
theater, and songs, etc. Staff at the prefectural and local levels will need
additional training and supervision to become effective communicators and
agents of change. Information and service providers must be equipped with
simple guides describing each method and giving responses to rumors and the
most frequently-asked questions.

A powerful vehicle for informing and motivating the general public on family
planning will be the nationwide network of volunteer community workers
{Abakangurambaga) who will be trained to conduct household visits over the
next several years. Other important vehicles for family planning education
are women's groups and youth organizations. As family planning activities are
introduced more widely in the non-profit and for-profit private sector, demand
for IEC materials will escalate, and ONAPO must be ready to respond
effectively and on a timely basis.

Implementation of the GOR's population and family planning strategy will
require an ambitious training and retraining program for all levels of
medical, paramedical personnel and outreach workers in the country. Other
staff requiring basic and specialized training are program administrators,
accountants, IEC personnel, research and evaluation specialists, and
teachers. In each of these categories, there are needs for short, medium and
long-term training.

Training of paramedical and non-medical personnel will be decentralized with
each prefecture developing and implementing their population and family
planning training plan. A core multidisciplinary group of trainers will train
staff at the prefectural level who will in turn train personnel at the commune
and cellule levels. The GOR's goal is to have by the end of the IVth Plan two
staff in each health facility in the country with clinical training in family
planning service delivery. More frequent and improved supervision will also
be critical during the next several years.



WSBAER OF ACCEPTORS BY COMJRACEPYIVE NETHOD

rar ) _ZUSE 19688 1989 1990 199) 1992 1993 1994 TOIAL
[ J (TR}
Lo-Feaenal - 30 12.53 3,328 4,763 6.464 8,794 11,990 16,244 21,975 73,558
Ovrette 7.55 1,9% 2,858 3,878 5,276 7,194 9,746 13,185 44,133

Other Donor Provided S5.03 1,331 1,905 2,586 3,517 4,796 6,497 8,790 29,422

we's s.03 1,33 1,905 2,586 3,517 4,79 6,497 8,790 29,422
fesrsacides .52 133 191 256 352 480 650 879 2,943
Cesdons * 1.53 399 1,163 2,327 4,221 7,194 11,695 17,560 44,559

(10.03) (1.53) (3.03) (4.53) (6.03) (7.58) (9.0%) (10.0%)

lnisctables 66.03 17,570 25,148 34,131 46,431 63,307 85,767 116,028 Jge, 382
(Mot provided by A.1.D.)

I0IAL 100.03 24,621 38,103 S1,714 70,350 95,920 129,950 175,800

Coadoe use will be increased to 101 use over the life of the project to reflect an
asticipated increase in acceptance due in part to its use for AlDs prevention.
This 1acrease to 103 will not, however, reduce the percent use for other sethods

as this specific reduction canmot be projected at this tise.



UNITS REQUIRED PER
ACCEPTOR-YEAR

TOTAL UNITS
REQUIRED

NETHOD 0 OF ACCEPTOR-YEARS -
(1999-1994)

RILLS

Lo-Feaenal-30 70,230

Ovrette 42,137

Other 28,091
Iubs 26,991
Spersacides

Conceptrol 2,810
Condops 44,160
Inijectables 361,761

13.0

0.5

20.0

250.0

3.0

912,990
547,781

365,183

140,455

56,200

11,040,000

1,085,283



METHOD TQFAL UNIT REQUIRE- (-) PROJECTED END OF YEAR {-) OTHER SUPPLY (=) ADDITIONAL CONTRACEP-
MENTS FOR 1989-1994 STOCK OF CONTRACEPTIVES TIVES |© REQUIRED
1988
PILLS 7
Lo-Fesenal-30 912,900 71,336 841,564
Ovrette 547,781 74,872 472,909
Iubs 140,455 269,334 NONE
Spersacides 56,200 1,432,250 NONE
Condoas 11,040,000 1,432,250 10,607,750° 3,182,325

® 720X of condos requirements will bde supplied through the National Programs Against AIDS.
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Total Projected Cost of

Rvanda Contraceptive Needs
(1989 - 1994)

-

Contraceptive
Units

Cost per Unit
Total Unit Cost
Units in a Case
Cases

Air Transport/case
Sea Transport/case
Tot Air Transp
Yot Sea Transp
Total Cost Air

Total Cost Sea

®I10

(B/68)

FIe
FIN
DD

e d

Lo-fesenal -30

841,564
$0.1300
$109,403
1,200
101

$64

$12
4,88
$8,41¢
$154, 287

$117,819

472,909
$0.1300
$61,478
1,200
394

$64

$12
$25, 22
$4,729
86,700

$66,207

Ovrette Contraceptol

¢
$0.0950
$0

4,800

$12
$0
$0
$0

$0

Condoss  Total
3,182,325
$0.0435
$138,431
6,000
530.39
$120
$25
$63,647
$13,260

$202,078 $443,064

$151,691 $335,717



-12 -

Teachers will be continued to be trained and population/family planning
curricula developed and integrated in all levels of the education system --
primary, secondary, vocational schools, university, paramedical and medical
faculties. Training in population/family planning and materials will also be
provided for staff of communal development and training centers (CCDFP), party
members, and rural development and agricultural outreach workers.

4, Research and Evaluation

The 1978 Population and Housing Census and the 1983 National Fertility Survey
have provided essential baseline information to guide the development and
evolution of Rwanda's population policy and family planning program
activities. There is an important need, however, for updated information on
the size and structure of the population, mortality, fertility, migration and
urbanization trends, etc. This information wil become available with the
results of the Second General Population and Housing Census, tentatively
scheduled to be carried out in 1989/1990. However, with only limited progress
to date on preparations for the census, it is unlikely that it will take place
for at least two years.

As the family planning program enters the critical phase of service delivery
expansion and improvement, ONAPO research priorities are directed at gaining
insights into such determinants of fertility as:

changing attitudes towards contraception and family size;

cost of children;

- current and intended contraceptive practice;

contraceptive preference and reasons for discontinuation; and

contraceptive side effects and rumors about different methods.

Additional studies on the improvement and expansion of service delivery:
- integration of FP/MCH services;

- the integration of family planning, including the health information
system, into the existing health care system;

- availability and potential of non-medical channels for the delivery
of family planning information and services; and

- cost-effective approaches to service delivery.

An operations research (OR) study is currently underway in the prefecture of
Ruhengeri which is testing for the first time the feasibility, acceptability
and effectiveness of community-based distrbution (CBD). The results of this
study will guide the design of an eventual nationwide CBD program. Other OR
studies should be undertaken in the next several years to examine such issues
as appropriate contraceptive mix, training and supervision of health and
non-medical personnel, effective IEC strategies, community participation, fees
and financing, logistics and management. Priority should be assigned to
testing, in an operations research study, the acceptability and effectiveness
of charging a small fee for family planning services. If the experiment proves
successful on a pilot basis, it should then be implemented nationwide.

A\
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The ONAPO research agenda also includes application of the Bongaarts target
mode1, development of policy implementation plans, updating of
population-development models (RAPID and TTU) and integrating demographic
variables in the Vth Five-Year Development Plan.

As a follow-on to the 1983 National Fertility Survey, a Demographic and Health
Survey is planned for 1991 or 1992. Such a survey will be critical to provide
the GOR with essential data on the impact of its family planning efforts.

Data from a nationally representative sample of reproductive-age women will be
provided on fertility history and preferences; knowledge, ever use, current
and anticipated use of contraceptive methods; awareness of and use of
contraceptive supply sources; as well as information on maternal and child
health. Additional questions can be added to the core questionnaire to obtain
information on such topics as female employment and status, health,
socio-economic conditions, family structure and value of children,etc.

Service statistics play a critical role in monitoring family planning program
performance and in providing regular feedback to program managers and service
providers on contraceptive acceptors. To allow for the efficient collection
and analysis of service data, it is critical to have a simple, unified family
planning/maternal-child health record keeping system. ONAPO is currently
testing a new integrated FP/MCH form which will then be revised as necessary
and introduced into all health facilities.

D. Family Planning and the Private Sector

USAID's Country Development Strategy Statement(CDSS) promotes the private
sector as an important complement to current and planned efforts by the public
sector to increase family planning service delivery in Rwanda. Historically,
the private sector has played a very minimal role in family planning service
delivery; however, recent policy statements on the part of MINISAPASO and
ONAPO support increased participation of the private sector in family planning
activities and have eliminated existing legal constraints. Under the new FP
I1 project, assistance to stimulate family planning activities in the private
sector will be addressed through two major initiatives: technical assistance
and development of subprojects in the non-profit and for-profit private
sectors; and development of a contraceptive social marketing program. These
two project components are outlined below.

1. Technical and Financial Assistance to the Private Sector

The following is a description of the four types of private sector
organizations (NGOs, parastatal enterprises, commercial entities and private
clinics) through which family planning services can be initiated:

a) Non-Governmental Organizations

There are approximately 160 NGOs in Rwanda, 130 of which spend 28% of their
budgets on health and related social services. Church-related NGOs are
responsible for providing health care to 60% of Rwanda's population. A
majority of these clinics are run by the Catholic Church, which opposes the
use of modern contraception.. Nevertheless, the Catholic Church has
recognized the high population growth rate in Rwanda as a problem and began in
1984 to take steps to address this issue through the introduction of natural

family planning (NFP) as it does not forbid the practise of child spacing or
limiting family size. The Catholic Church plans to provide information on NFP
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in its 84 secondary schools throughout the country. The Church is also
promoting natural family planning through pilot centers at the national level
which, in turn, serve local establishments known as Service Local d'Action
Familiale (SLAF) centers. There are presently 3 pilot centers and 34 SLAF
centers. A total of 120 SLAF centers are planned for completion by 1990. The
GOR must continue to encourage the Catholic Church to stress the importance of
birthspacing for both the health of women and children as well as for the
welfare of the nation.

Among the NGOs, there are also numerous Protestant church institutions which
represent excellent potential for expanding the availability and use of family
planning. They have generally well-established health systems in place and
many have begun to integrate family planning services in their health care
systems. For example, ADRA, formerly the Seventh Day Adventist World Service
organization, has a health network comprising 63 health workers and 1,600
voluntary health workers, the latter being members of the local village
administrative unit "Comite de cellule". ADRA is also affiliated with primary
and secondary schools and a university located near Gisenyi. There are an
estimated 500,000 members attending church services every week. FP services
could be made available through ADRA's health centers, its educational
affiliates, or its 660 churches.

The vehicle for mobilizing and including the various Protestant church
institutions is the Council of Protestant Churches (CPR). Among major
churches included under the CPR are the Episcopal, Anglican, Baptist,
Presbyterian ana Seventh Day Adventists.

BUFMAR (Bureau des Formations Medicales Agreees) is an umbrella organization
which groups the Catholic and various Protestant churches and represents about
50% of the country's medical units. In collaboration with ONAPO, BUFMAR is
beginning to offer training in family planning service delivery and
informational materials. Among its activities to date, BUFMAR has provided
assistance to the German Technical Cooperation (GTZ) in the development of
family planning materials for their pilot MCH/FP project in the Gikongoro and
Butare prefactures.

Still other NGOs, relatively new to Rwanda whose purpose may be family health
or econcmic development, are ideal vehicles for the proposed private sector
component as their target audience is women. For example, the newly
established institution Duterimbere (a chapter of the U.S.- based Women's
World Banking) is working through 10 regional committees to provide technica?l
assistance to women throughout Rwanda in an effort to involve them in the
economic mainstream. Duterimbere also guarantees loans that are made through
local banks. It appears to be an excellent vehicle for linking women's groups
with other private FP activities. One of Duterimbere's founders is the
Director of ONAPO. In addition, the Rwandan Association for Family Welfare
(ARBEF) offers the potential for extending the availability of family planning
through its network of volunteer doctors and nurses.

b) Parastatal Enterprises

Parastatal organizations offer another opportunity to expand family planning
services. Of the six State-run enterprises examined in the 1987 Albert
report, three (Electrogaz, the Caisse Sociale du Rwanda,and Sonarwa) currently
offer family planning in their health centers. The largest parastatal, the
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Office du The, with a workforce of 25,000,has also shown interest in
developing a family planing program. The 1987 comprehensive review of the
role of the private sector in family planning indicated growing interest on
the part of parastatals to initiate family planning services. With the new
guidelines issued by MINISAPASO in March 1988 sanctioning provision of family
planning services by all private sector organizations, the door is now open
for greatly expanded activity in this area.

c) Commercial Entities

According to the Albert report, two of the eight enterprises contacted in 1987
reported that they were already providing family planning services. These
companies are the Banque Comerciale du Rwanda (BCR) which offers services in
its dispensary, and another, the Banque Nationale du Rwanda(BNR) which refers
its employees to the hospital of Kigali for family planning information and
services. A number of other private companies have exprassed interest in
providing family planning services for their employees. In October 1987,
three Rwandans (including representatives from the Banque de Kigali and SULFO)
attended a regional conference in Dakar on family planning in the private
sector (hosted by the Enterprise program) and are considering the introduction
of family planning services.

d) Private Clinics

Private health care which has only recently been legislated offers another
vehicle for attracting new family planning acceptors. There are currently
three private clinics in Kigali which offer a range of services including
pre-natal care, birth delivery and vaccinations. A1l three clinics have
expressed an interest in providing family planning services. These clinics
could also serve the family planning needs of commercial sector employees by
providing services on a contractual basis.

E. Contraceptive Social Marketing

Contraceptive Social Marketing (CSM) is a method of distributing and promoting
safe and effective contraceptives through existing channels of distribution
and communications at subsidized prices. This approach was developed more than
20 years ago in order to allow the majority poor greater access to modern
contraceptives at affordable prices. The social marketing of contraceptives
and other family health products is successfully operating on every continent,

1.Advantages of CSM for Rwanda
There is strong interest in establishing a CSM project in Rwanda. ONAPO,
various entities in the private and commercial sectors, as well as 0AR/Rwanda
have expressed support for such a program. The potential for a CSM program is
exemplified by findings from the 1983 Rwanda Fertility Survey:

.Low prevalence (3.0%) of modern methods;

.High awareness (70%) of contraceptive methods;
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.Large proportions of women (20%) and men (34%) who do not
want any more children; and

.Strong intentions to use contraceptives in the future--39%
for women and 50% for men.

The estimated target market for a CSM program would be 12,800 couples during
the first year. This first year target can be achieved by simply utilizing
the existing distribution and communication systems already in place.
Exapnsion of services would contribute to the GOR target of 15% contraceptive
przvalence by 1994.

The Rwandan commercial sector already sells contraceptives, namely condoms and
oral contraceptives, through pharmacies. Orly small quantities are sold
presently, largely due to the prohibitive prices, which are far beyond the
means of the CSM target market. Both ONAPO's Director and Deputy Director have
expressed strong interest in a CSM program. They have stated that the
commercial sale of contraceptives is an important step in lightening the
public sectors's financial burden of providing free contraceptives. They also
feel that CSM's use of a variety of outlets would attract new users. ONAPO's
planned training of community-based distributors/promoters would complement a
CSM program by providing local resource people to whom the population could
turn for informction on family pianning.

The current unmet demand for modern contraceptives can be filled by the
commercial sector through the establishment of a social marketing program.
Although there are significant costs associated with the start up of a CSH
project (see CSM Budget estimate), many of these costs are offset by the
subsidized purchase price as well as the increasing sales volume. Therefore,
in the medium and long run, CSM is an extremely cost-effective means of
increasing knowledge and use of modern contraceptives.

2. Components of the Rwandan CSM Program

a) Market Research

In order to establish a viable CSM project, it is essential to understand the
potential market. Market Research is used by CSM programs to develop a
strategy that will ensure acceptance and correct use of the contraceptives to
be offered. This kind uf research will help determine an acceptable recail
price for the products. Pricing is a particularly sensitive issue. If the
price is tou low, potential consumers will perceive the products have less
value, If the price is too high, the target market will not be able to afford
the products. Pack2ging and promotion must be designed that will be
acceptable to the consumer. The determination of appropriate sales outlets
can also be assessed by market research.

Marketing of contraceptives at subsidized prices is a highly sensitive
proposition. Careful and extensive market research is an essential first step
in the establishment of a viable CSM program.

A e N
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b) Distribution

Widespread distribution of contraceptives is the key to CSM success. Rwanda
has both public and commercial distribution systems. The public
pharmaceutical distribution is operated by the National Pharmaceutical Office
of Rwanda (UPHAR). OPHAR supplies MINISAPASO clinics and hospitals with
pharmaceuticals, but does not provide contraceptives. ONAPO is the public
supplier of contraceptives. As mentioned in the previous section, the Bureau
des Formations Medicales Agrees du Rwanda (BUFMAR) is an association of all
Christian churches and groups involved with health care. It imports and.
manufactures drugs, and provides them at reasonable costs to church affiliated
clinics and hospitals.

There are commercial pharmacies in cities and larger towns. A few pharmacies
based in Kigali have branches, notably Sodephar with 8 branches, Kipharma with
9 branches and Pharmacie du Peupl~ with 12 branches. The pharmacies import
their products directly from inter..ational manufacturers, as there are no
large commercial distributors in Rwanda. These larger pharmacies distribute
to some of the smaller pharmacies in addition to their own branches.
Additiorally, the SOMARC feasibility team looked at other potential
distribution networks, such as Sulfo-Rwanda, a soap manufacturer/distributor;
Br>1irwa, a beer and soft-drink manufacturer/distributor; and Trafipro, a
cooperative which imports and distributes basic household necessities.

While Rwanda has good roads to all of the major towns, most distribution
networks do not reach into the hillsides, where a majority of the population
resides. People living on the hillsides (collines) must periodically travel
to towns for many of their purchases.

In the initial stages of implementation, the CSM team will carefully examine
the current and potential capability of the distribution oryanizations
described above, as well as others, in order to determine the most effective
method of expanding the availability of contraceptives. In order to
effectively extend distribution, a combination of distribution networks may be
desirable. Following careful evaluation of both the potential distributor's
willingness and capability to effectively distribute contraceptives, contracts
will be prepared between the CSM project and the selected distribution
organizations.

c) Advertising

In order for the public to become aware of the availability and valu.: of
mocarn contraceptives, it is necessary to develop informational and
promotional messages for the existing channels of communication. Although,
this is called advertising, the sensitive nature of family planning, by
necessity, emphasizes the educational and informational aspects of public
disseminate, contrasted with the promotion of non-sensitive products such as
beer or soap. There are no established advertising agencies in Rwanda. There
is a small business consulting firm, Agence Andrew's, which has coordirated
some advertising and publicity. Agence Andrew's has access to artists and has
created and placed ads for Rwandan companies.
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ONAPO has a well-establised IEC division with a staff of 22, which are
experienced in the conceptualization and production of print materials and
radio programs concerning family planning. They should be considered as a
potential source of advertising material. The existing media is limited to
three state run newspapers; a few small private papers; two sports journals;
one national radio station; and sparsely scattered cinema. The SOMARC team has
assessed the reach of each of these media and in the course of implementation
will determine what combination of these communication channels is most
effective in reaching the target audience.

Market research, described earlier, will not only assist in the development of
appropriate messages, but can also identify and validate the most effective
channels of communication.

d) Packaging and Printing

This element of social marketing is often downplayed, but can have a
significant impact on consumer acceptance of CSM products. Market research
will be utilized to ensure packaging that is acceptable to the Rwandan public.
There 1is only one Rwandan firm with capacity to produce product packaging,
SIEVA. It is a paper and business products firm that has only recently
acquired the capability to do packaging. The SOMARC team assessed their
capability as "technically well-executed and satisfactory for the needs of a
CSH program." SOMARC identified several printers in Kigali and visited one
called Printer Set. They found modern equipment, well-trained personnel, and
examples of fairly sophisticated work. Such a printer would be quite capable
of producing posters, brochures, or other printed materials.

Each of the components described above is essential to the establishment and
operation of a successful CSM program. Each of these elements is sufficiently
established in Rwanda to permit the development of a CSM progrzia, without
incurring the enormous costs of establishing a new organization to meet each
of these described tasks. One potential exception is distribution. There is
sufficient capability to initiate a CSM program and meet the first and second
year coverage targets, but true nationwide distribution will require
capabilities that do not presently exist in Rwanda. If initial targets are
reached with the axisting distribution network, then the "comité consuitatif",
consisting of representatives of ONAPO-USAID-Private Sector entities, should
consider expansion of the existing distribution system and/or the creation of
a nationwide network for the distribution of contraceptives and other family
heaith care products, such as Oral Rehydration Salts (ORS).

3. How the CSM Program would work

The CSM program will be executed by SOMARC II, with funds provided by a buy-in
to the bilateral project as well as with funds from the centrai project. The
"comité consultatif" including private sector representation will advise
SOMARC on project objectives and implementation and will provide policy
guidance and review of annual workplans.

The CSM Project Advisor will begin as soon as possible after the MCH/FP II
Project is signed. The initial task of the technical advisor is to work with
the "comite consultatif" to set up some form of CSM Advisory Council. The
Consultant in consultation with the Advisory Council will prepare a scope of
work for initial market research and work with one or more of the research
organizations described earlier to produce a marketing plan for CSM in Rwanda.
As noted previously, these research groups will probably require some

short-term technical assistance that will be provided by SOMARC.
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While mrket research is underway, the project advisor will continue to
explore the existing and potential distribution capability in the country.
Based on findings of the SOMARC team, it is highly likely that more than one
distribution firm will have to be utilized, in order to reach the modest first
year target level of distribution. One of the distribution firms should agree
to providing the following management functions:

a) Operational responsibility for warehousing, packaging, distribution,
sales, and promotion of CSM products;

b) General administration (including financial administration) of the
project. In this regard, a separate bank account would be opened by the
distributor under the name of the CSM program, for the purpose of
depositing revenues generated by the sale of CSM products. Such funds
would he used exclusively to further the aims and development of the
project;

c) Organizing orientation and training of sales staff and retail sales
personnel.

If none of the selected distributors would agree to these responsibilities,
then these activities would be handled by a SOMARC Consultant, until such time
that a local manager can be identified and trained.

In subsequent years, SOMARC management and the Comité Consultatif may have to
consider expanded and possibly new distribution systems, if nationwide
coverage is to be attained. This expanded distribution system will be costly.
It is not accounted for in the present estimated budget. If the initial
targets are reached during the first two years of sales, then amending the
SOMARC contract is recommended to provide additional funds for a nationwide
distribution system

Under the present circumstances, it is advisable to engage a commercial
advertising agency to carry out CSM advertising. Considerable technical
assistance from SOMARC will be required. Advertising messages; project logos;
campaign themes; package design; radio spots; newspaper adverts; posters etc.
will be developed by this consortium, with concurrence by the PA and the
Advisory Council. The approved packaging and poster designs would be given to
the selected printer for production. The printed packages would then be
turned over to the distribution companies to insert the A.I.D. donated
contraceptives and distribute them to the retailers, along with an ample
supply of promotional and educational materials. The retailers will have
already received training on the proper use and value of the CSM products,
from ONAPO,

Upon signing of the MCH/FP II Project Agreement (the ProAg),
representatives of the SOMARC project should return to Rwanda to do the
following:

1) Request USAID to convene a meeting of representatives of ONAPO;
MINISANTE; the medical community; and the commercial sector to coincide with
the SOMARC team visit.

2) SOMARC will select one of the distributors to be the implementing
agency, and initiate technical assistance to assist them in that process.

3) SOMARC will contract with one or more of the research organizations
described in an earlier segment of the CSM description.



ANNEX B
ECONOMIC ANALYSIS OF THE MCH/FP II PROJECT

The seriousness of the current 3.7% population growth rate in Rwanda, and an
even higher future rate if the total fertility rate is not reduced soon, was
discussed at the beginning of the PP. The purpose of this section is to
elaborate upon that discussion, place it in an economic framework, and provide
an analysis of the efficiency of the proposed program to reduce the fertility
rate and hence the population growth rate.

The Effect of Rapid Population Lrowth on Economic Development

Rwanda is a country of contrasts and contradictions: population density on
arable land, estimated at 390/sq km, is the highest in Africa; per capita GNP
at $270 is among the lowest in the world; while at the same time, since
independence in 1962, GDP has grown annually by almost 6%, nearly double the
average for sub-Saharan Africa. Food production increases during the period
have exceeded the rate of population growth, again in stark contrast to the
rest of the continent.

As remarkable as these achievements have been, they have masked the problems
that were and still are being created by a rapidly growing population confined
to a fixed land area, the absolute low level of pre capita income, the
dependence upon one agricultural export crop for the majority of the
government's foreign exchange earnings as well as its revenues (through export
taxes), low ievels of literacy, poor vocational and management skills, and an
inadequately developed industrial sector to absorb the increasingly redundant
rural labor.

One page 3 of the "Staff Appraisal Report, Rwanda, Family Health Project",
March 6, 1986, the World Bank summarizes the situation quite well:

"Rwanda's agricultural performance over the past decade has been
excellent, with production keeping pace with population growth. But the
increase in food production cannot be sustained, because the intensification
of cultivation has led to deforestation, erosion and a decrease in soil
productivity. As land reserves vanish, it will be a difficult challenge for
Rwanda to develop and apply, within 30 years' time, agricultural technology
and methods adequate to support the projected 800 people per sq. km of
agricultural land. The effect of population growth on consumption needs will
be most strongly felt in the area of food availability...Population growth
will also increase the demand for jobs, housing, water, electricity,
schooling, and health care. This increasing pressure on the country's social
and economic system makes the need for large-scale efforts to reduce fertility
more urgent".

The March 1987, CDSS prepared by USAID/Rwanda paints a stark landscape if the
population growth rate is not reduced:
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"If the population of 6.8 million continues to grow at the current annual
rate of 3.7 percent, Rwandan will have more than 15 million people by the year
2010...Density on arable land will be over 1100 people per sq. km. Available
tillable land per capita will have declined by over 60 percent, to a mere half
hectare per family.

“"Expansion of the arable land base, the means by which Rwandans have
maintained economic growth to date, will no longer be possible. Agriculture
will be incapable of providing productive employment for the vast majority of
the rural population, currently 95 percent of all Rwandans."

The country is faced with two major chailenges: (1) the development of
policies and programs that will foster and accelerate the productive capacity
of sectors outside the agricultural sector; and taking as much pressure off
that process as possible with (2) a population policy and program that will
lead to the reduction in the fertility rate.

Population policy is seen to be a key policy tool for many developing
countries in Africa. In the World Bank issues and policies paper titled
"Rapid Population Growth in Sub-Saharan Africa", several points are made that
are particularly germane for Rwanda:

"...Many factors, including policy, influence the speed and pattern of
economic growth. Population is only one of these factors and it is very
difficult to isolate its impact from that of all other influences at work. It
would be difficuit to maintain, nevertheless, that the acceleration of
population growth in the 1970s has been a positive influence on African
economic change. One the contrary, we conclude that rapidly expanding
population has greatly complicated the inherently difficult task of secuvring
rapid economic progress in Africa."

The report concludes that the future behavior of fertility will influence the
ability of African countries to develop and that a slower growth in ncoulstion
will help support faster economic development. At the same time, th: :eport
concludes that population policies which lead to reduced fertility rates are
not a panacea.

Rate of Return Experience and Assumptions

Experience of the past decade indicates quite clearly that tiie continuation of
rapid population growth rates for sub-saharan Africa, including Rwanda, will
impose unacceptable costs on the economies as a result ¢ stagnant or falling
per capita GDP growth and as a result of the escalating costs that governments
will have to bear just to provide minimum services such as education and
health to name two that normally consume large portions of government budgets.

During this same period, family planning programs have demonstrated that
reductions in population growth rates can be obtained at costs much lower than
the costs societies will incur if the rapid population growth rates are
allowed to continue. There is, thus, an acceptance that the benefits to be
derived from the reduction in high population growth rates far outweigh the
costs.

Lol
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The real question then is not how high a Benefit-Cost ratio, or an Internal
Rate of Return (IRR) may be, because no reasonable person today would deny
that the benefits far exceed the costs, but how cost effective is the family
planning program that has been designed to attack the fertility rate problems?

As the Table at the end of this section indicates, for the public sector
portion of MCH/F? Il Project, increased efficiencies during the life of the
project are expected to reduce cost per acceptor by 81 percent between the
first and fifth years of the project. During the last two years of the
project, the cost is expected to fall to $24 and finally to $19 per acceptor.
The World Bank estimates that the average recurrent cost for all sub-saharan
African family planning programs is $20 per acceptor. Thus, assuming the
project technical design team is correct in its estimates of the relationship
between project inputs and outputs, on the basis of international cost
effectiveness comparisons, the mission is confident that the project design is
both reasonable and economically sound.

However, as a result of the rather high costs per acceptor during the first
two years of the project, the mission decided to take the analysis one further
step and to submit the project to a benefit-cost or IRR analysis. A partial
analysis, similar to that conducted for an A.I1.D. family planning project in
Swaziland, was performed. Births averted as a result of the project's impact
on fertility were used to estimate the benefits in the form of cost savings
that would accrue to the public primary and secondary school and health
systems as a result of fewer students and patients requiring the services.

The analysis produced an internal rate of return (IRR) of 8 percent. This is
equivalent to a Benefit-Cost ratio of 1 at & discount rate of 8%.

If the benefits associated with the reduced levels of maternal and child
mortality and morbidity, as a result of improved spacing of children, and
other public services such as roads, transportation, electricity, water, etc.,
of dealing with a smaller population clearly would produce an 1IRR well in
excess of 8 percent (data in the form needed to estimate the total change to
the economy in the form of a change in per capita income were not available).
The results from this partial IRR analysis are futher confirmation that the
expenditure of funds for the MCH/FP II project will produce a reasonable rate
of return for the country at an internationally competitive cost per acceptor.

Average Annual Cost Per Acceptor
O0f Family Planning Services

Project Costs Number Acceptors Average Cost
US Dols (Person-years) US Dols
1989 2,640,000 25,250 150
1990 2,640,000 50,950 52
1991 2,640,000 78,650 34
1992 2,640,000 108,350 24
1993 2,640,000 140,250 19
Total 13,200,000 403,450 33 Average Cost
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MAJOR ASSUMPTIONS UNDERLYING THE INTERNAL RATE OF RETURN ANALYSIS

The ONAPO estimates of the number of births that would be averted as a
result of “he project formed the basis for determining the benefits of the
project. It was assumed that the births averted would mean that there
would be fewer students, in the case of education, and fewer patients, in
the case of health, placing demands on these public services.

Source: Table I, page 19, "3rd Part Politique Demographique et Politiques
de Population." Note: The 472 figure in the original table was obviously
wrong. Consultation with ONAPO officials led to the use of the 6000
figure in this analysis rather than the erroneous one in the source
document.

The official exchange rate of 70 RWFs per US dollar was used to convert
the ONAPO recurrent cost estimates for the project. The currency is
somewhat overvalued, However, no attempt was made to shadow price the
foreign exchange rate, since the adjustment would have little impact on
the final results.

Explanation of the Assumptions and Calculations of the Eight Tables Used
in the Analysis

1. Table 1. Assumptions Affecting Cohort Size

Col 2. is discussed above.

Col 3. Survival Rate, 0-5 years

If as many as 23 percent of children will not reach their
fifth birthday, I interpreted that to mean that at their fifth
birthday, a cohort born five years earlier would be 77 percent
of its original value.

Col 4 Average % of Cohort Attending Primary

Of the children who are eligible as a result of age to be in
primary schooi, i.e., ages 7 through 14 for grades 1 through
8, only 55 percent attend. This is an average figure which I
assume takes into account drop outs and repeats. Thus, I have
made this one time adjustment beginning at grade one and have
assumed that there is no need to adjust for drop outs and
repeaters in the remaining years. As a result of this
adjustment, the number that enter the first grade (shown in
Col 5) are assumed to continue all the way through to eighth
grade graduation. The data was not available to more finely
tune this aspect.



2.

3.

4.

Col 5:

Col 6:

Col 7:

Table 2.

Table 3:

Table 4:

Adjusted Cohort Entering Primary

The calculation is Col. 5 adjusts the original size of the
birth cohort in Col. 1 for deaths and for attendance
experience as noted above.

% of Primary Grads Entering Secondary

The secondary school system admits only 8 percent of primary
school graduates. This figure is applied to Col 5 for the
reasons discussed under Col 4.

Adjusted Cohort Size Remaining 3 Years

Drop out rates for the first year of secondary school are
high, at 12% of the entering class, but low thereafter. Since
I had no sense of what low meant, I assumed it to be zero.
Thus, I have assumed that after the first initial large drop
out rate, the size of the cohort does not change for the final
three years of secondary schocl. Since nothing is said about
repeaters, since the numbers are absolutely small and occur
late in the period of analysis so that their present value
will be quite small, I assume this simplification does not
significantly affect the results.

Number of Student Slots Avoided At Primary Level
As Result Of Project

The table is derived from Table 1, Col. 5.

The table assumes that the surviving members of the cohort
averted in 1989 would begin primary school in 1996, the
surviving members of the cohort averted in 1990 would begin
1997, etc., for the remaining cohorts.

Number cf Student Slots Avoided At Secondary Level
As Result of Project

The table is derived from Table 1, Cols. 7 and 9.

The table assumes, as explained in Table 1, that all the
primary graduates attend the 9th grade, thus Col. 7 of Table 1
pertains to the first year. With the 12% drop out rate at the
end of the first year, each cohort is reduced by that amount
for the remaining three years, thus Col. 9 of Table 1 pertains
to the last three years of each cohort.

GOR Educational Savings Benefits Resulting From The
Reduction In Number of Students

The Table brings together the total student avoided totals
frow Tables 2 and 3 and multiplies them by the appropriate
average cost per student in order to obtain the total savings
in any given year between 1989 and the year 2011, the period
used for the rate of return analysis.
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5.

6.

7.

8.

Table 5:

Table 6:

Table 7.

Table 8.

The $54 and $770 fiqures are based on 1985 estimates of the
government budget for primary and secondary schools and total
enrollments.

The educational budget for primary and secondary education in
1985 was estimated at 85% of the educational budget of
F5,050,000,000, of which 70% went for primary education which
had an enrollment of 790,000 students. This gives a figure of
F3,804 per student, or at an exchange rate of F70 per dollar,
a figure of $54 per primary student. The average cost to the
government in 1985 was F46,600 and that tuition was F7200.
These two figures were added together and divided by 70 to
express the cot iir secondary student at a rounded figure of
$770. Later year numbers were not available.

Survival Rate Calculations for Health Cohorts

The purpose of the coefficients is to take the 77% survival
rate (derived from the 23% mortality rate discussed in Table
1) at the end of four years of life and prorate it over the
first four years because, unlike the demands upon the
educational system in the educational analysis the health
system would be affected by the cohorts at the moment of
birth. Thus health benefits will begin to accrue co the
project from the very first year, 1989, as a result of the
averted patients. Thus, in 1991, 0.903 peircent of the
original cohort that was averted in 1989 would have still been
living and demanding health services had they not been
averted. See the extensive footnotes to Table 5 for further
details.

Calculating Per Capita Health Benefits

The appropriate exchange rate for each year was used to
convert the RWF figures to US dollars.

Benefits Resulting From the Reduction In Number
0f Heaith Users

The cohort survival rates from Table 6 are multiplied by the
original size of the cohorts in Col. 2 of Table 1 to obtain
the number of health users that would have been using the
health system in any of the years from 1989 through the year
2011,

Rate of Return Analysis for the Public Sector Portion
of the MCH/FP II Project

The health and educational benefits are taken from Tables 4
and 7. The budget data in columns 2 and 5 are taken from the
financial tables.
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I. Introduction

Rwandan culture is fundamentally pronatalist: children represent wealth,
good fortune, and helping hands. Women with many children are envied--to the
extent that one of the traditional methods of birth control cited by
informants in the 1983 World rFertility Survey was bewitching another woman so
that she could not become pregnant. The children "belong" to the man, and his
patrilineage, in the complex customary law that governs dowry, land
allocation, marriage and divorce. One of the ways a woman earns the love of
her husband is by bearing him many children. The man with many children is,
in turn, admired by those on his hillside as one who has done well-even if the
family has barely enough to eat. The Catholic Church, which is the largest
denomination and provides at least thirty-five percent of maternal and child
health services in the country, has come out recently in firm opposition to
all "artificial" methods of family planning. These motivational factors,
combined with a rapidly declining infant mortality rate, have generated among
the highest total fertility rates in the world: 8.5 children per woman.

The proposed 5/year expansion of the family planning program is
nevertheless both socio-culturally feasible and necessary. The demographic
pressures on the land cited above are not merely a national statistical
problem: a large percentage of rural families recognize that there is no hope
of adequate agricultural land in their vicinity for the sons already born.
The policy and legal context are favorable, and the population has, in the
last seven years, become unusually widely informed about the demographic
problem and contraceptive possibilities., Thirty-one percent of women of
child-bearing age nationwide say they plan to use contraception in the future,
compared to 49 percent who do not plan to (the remaining 20 percent being
infertile).2 At the time of the survey only 1.5 percent of fertile women were
actually using modern contraceptive methods, and five years later the
prevalence rate is still less than three percent. The new program has to
address the service delivery gap.

The three key issues from a sociological point of view are:
(1) how to reach the rural population.

(2) how to get accurate knowledge and experience of specific methods
quickly to the population, medical and lay, urban and rural.

(3) how to bring the currently open and hostile debate with the Catholic
Church back to a working compromise along the lines of the original accord.

1 1978 Population Census and 1983 Enquete sur la Fecondite.

2 ONAPO, Rwanda 1983, Enquete nationale sur la fecondite, version
resumee, p. 34.
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1.2, Settlement Patterns and Modes of Production

The rural population comprises about 95% of the total, and lives in
dispersed homesteads, not villages, with an average of only 61 ares (1.5
acres) of fields in fragmented plots. The Futures Group team that visited
Rwanda in an earlier phase of Project Paper preparation argued that it is
easier and more cost effective to focus on the urban population. It is true
that dispersed settlement, weak mass media, and mountainous terrain make it
harder to reach the rural than the urban population, but with 95% of the
population and 70% of current FP users living in rural areas, the FP program
must devise effective rural outreach strategies from the beginning if it is to
have any significant impact on demographic growth or the land/employment
crisis.

Small family farming is the predominant mode of production, with
agriculture providing 93% of employment nationwide. The rural population is
considered fully employed in agriculture, but the ILO estimated in 1976 that
rural males are actually 30% underemployed.

Population density averages 250 p./km.2 nationwide, 351 p./km.2 per arable
hectare. The historical evolution of this concentration is shown in Table 1.

Table 1. Population Density 1934-1987*

Year Pop. Physical Density on
Density Arable Land

1934 1595400 61 85

1940 73 102

1950 74 104

1960 102 144

1970 3756607 143 200

1980 200 281

1987 250 351

Source: Alain Mouchiroud, "Population, Agriculture et Nutrition," draft IVth
S5-year Plan, Population/Developpment.

1.2.1, Population and Food Production

Food crop production has increased more rapidly than the population in the
last twenty years, mainly through expansion of the arza under cultivation,
with negligible increase in productivity per hectare., Now the remaining land
is mainly in inaccessible areas, has poor soils, and/or requires
capital-intensive improvement to be viable, e.g. swamp drainage or
irrigation, The evolution of main agricultural indicators is shown in Table 2.
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Table 2. Evolutiocn of Main Agricultural Indicators, 1966-1983%**

Variable 1966 1983 Avg. Ann. Growth
# Index # Index %

Population 3.2 100 5.7 180 3.5

(millions)

Food Prod. 2.3 100 4.7 200 4.0

Area Planted 308 100 615 200 3.9

Productivity 7.5 100 7.6 101 =0

(Theor. T/ha.)

Food Prod. 720 100 820 115 0.8

per capita

ka/yr.

Calories/d. 1987* 100 2161* 109 0.5

per capita [1666**100]

*1966-70 avg./1980/84 avg. calculated by GOR for the IV Plan,

**FAO estimates. Depending on the proportions estimated as lost during
harvesting, storage and preparation, the FAO calculation of the 1966-70
average actually available for consumption was 1666 per person, or 75.7% of
estimated need (FAO est. 2200 cal/p/d.) The GOR Miniplan figures reflect
revised assumptions more characteristic of Rwandan food processing practice.

***Source: Mouchiroud, draft IVth 5-Year Plan,

Production of tubercules increased from 205.8 kg/p 1966-70 to 317.4 kg/p
1980-84, or from 27% of total calories to 38%. Bananas declined from 58% to
49% of calories, and vegetables from 8% to 6%, while cereals stayed constant
at 7¢. This translates into a much needed growth in calories, but the quality
of nutrition has diminished, as tubercules produce more calories per hectare
than legumes and bananas, but have less protein and other nutrients.

Moreover, three quarters of the arable land theoretically available for
expansion in 1966 has now been brought under cultivation. Most families have
no prospect of providing adequate land to the sons already born, much less
future generations.

1.2.2, Socio-economic differentiation

The poorest quartile of families faces a particularly acute situation, in
which the economic motivation for FP is already conscious for many. The
smallest farms, 26.4% of the total, are less than 1/2 hectare in total
cultivable area, and cannot, with existing technologies, produce enough to
feed a normal size household of 5.5 members. (See Table 3) The lowest

T
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quintile of households consumes only three quarters of the necessary daily
caloric equivalent,3 Households in that category average only FRW 10234 in
cash earnings each year and 55% of that is spent on food and drink.4 (The
middle three quintiles earn FRW 35000-42000 per year, and the top quintile
averages FRW 80,554.

Table 3, Distribution of Farm Sizes in Rwanda*®

Area (ha) Prop. of Area as %
Farms of Total
0.25 7.4% 1.0%
0.25 - 0.50 19.0% 5.9%
0.50 - 0.75 16.5% 8.4%

J.75 - 1.00 13.8% 10.0%
1.00 - 1.50 15.6% 15.7%
1,50 - 2,00 11.1% 16.1%
2.00 16.4% 42.,9%
100.0% 100.0%

*Source: Draft IVth 5-Year Plan,
Population/Development.,

1.2,3. Population movements

The rural population has very limited mobility. There was, during the
colonial period, a tradition of emigrant labor in which several hundreds of
thousands of Rwandans participated. From 1937 to 1956 Gatanazi has estimated
that an average of 5,800 permanent and 21000 temporary emigrants left Rwanda
every year. They worked as miners in Zaire. It is estimated that some 3
million people of Rwandan origin live outside the country today, either as a
result of these colonial migrations or of the troubles that accompanied the
social revolution of 1959. With the coming independence, migrant labor
opportunities dried up, and today there is very little movement, either
international or internal. Permits are needed to travel out of one's district
or to settle in the city, and most of the rural population cannot afford
transportation in any case. Urban residents travel regularly to the hills
they come from, but sex and family planning are taboo subjects of conversation
in most families, Therefore there is little spontaneous informal
communication of new attitudes toward family planning from the more open urban
population to their rural cousins.

1.2.4. Employment

3 MINIPLAN, draft results, Enquéte Nationale sur le budget et la consommation
des menages.

4 Ibod., vol. 2, pp. 66-67, 78.
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Modern wage labor and commercial opportunities are very limited in Rwanda.
Only 7.2% of the labor force is salaried, and 28% of those jobs are in
agriculture; 93% of total employment is in agriculture. Five percent of the
active population works in the secondary sector and three percent in the
tertiary.

The draft IVth 5-year Plan concludes that, "There is little prospect of
creating sufficient jobs to absorb the growing labor force even if the
population program meets its objectives. The cost of creating an industrial
job averages 4-5 million Rwandan francs. The possibilities of expanding the
cultivated land area are exhausted.... Malnutrition is correspondingly on the
increase",>

2, Social Organization and FP Delivery

2,1, Family Roles and Work

The family is the basic unit of social life and work organization. Nearly
every Rwandan marries at some time, and three quarters of ever-married women
were living with a mate at the time of the 1983 WFS. (20% were
divorced/separated and 5% windows). Four-fifths of the unions were monogamous
and less than one-fifth of women (14% of men) lived in polygamous unions
(Polygamy has been against the law since 1957, but not entirely suppressed).
Informal and traditional marriages are becoming the most common initial union;
83% of 20-24 year olds living in unions began that way, while among 30-34 year
olds, over half had begun with a civil marriage. Now a casual union tends to
be transformed into civil marriage after a trial period, or when a child is
expected.,

A time-use study of the division of labor between men and women farmers in
rural Rwanda [Gatovu] found that women spend two-fifths of their time of
agricultural work and animal breeding compared to men who spend only one-fifth
of their time of these activities.® It found that women spend 41% of their
time on agriculture and agricultural processing, while men spend 22% of
theirs, Cooking and cleaning were entirely women's work, while the collection
of wood was done by both sexes. The construction and maintenance of the home
is the responsibility of the men who are also take charge of the fight against
erosion in agriculture and forestry. Animal husbandry, once an exclusively
male occupation, is being taken up by women or girls, who now usually milk the
cows. Women and girls also make baskets and are involved, with men, in the
production of beer from bananas and sorghum.

With regard to decision-making, the woman normally decides what crops to plant
but relies on the man to purchase seeds. Men sell banana beer, dried coffee,
and animal products and choose how to spend the proceeds, which might

5 Dr. R. Pierre Louis, and Dr. B. Sebikali, "Population and Nutrition"
ch. 4 of draft IVth Plan.
O. Ubonabenshi, "Participation de la femme Rwandaise a 1l'effort de
production" UNR, June 1977.
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be used to purchase clothes for their families or to pay school expenses [or
on beer purchases.] Women market surplus vegetables and use the earnings to
buy household necessities.

The work roles of children, unfortunately, are not covered by the above
study, although this is an important factor in the .motivation of farm families
to procreate. Children take on many of the tasks of child-raising, for
example. With an average birth interval of 31 months, there is normally a
child about five years older than the newborn (the second older sibling) who
will be assigned the role of carrying the infant. The carried (who may be
male or female) develops a very close, usually life-long bond with the infant,
and becomes its tutor through school (age 7), the infant can toddle alone
around the rugo--and another infant is usually due,

From about five years on there is a sharp sexual division of labor among
children, preparing them for adult roles. Girls, like their mothers, are
expected to put in many more hours of work on the farm and in the
household--in fact more than four times as much time as their brothers
according to one study (See Table 4). The demand for girls' help at home is
one factor in the traditional and continuing low enrollment of girls in
school, compared to boys

Table 4. Time Use of Family Members in Hours Per Year*

Men Women Sons Daughters

Housework 96 773 123 811
Crafts/Paid Work 381 64 260 168
Agricultural work 805 1458 157 1099
work related to

agriculture 118 195 42 151
Total 1400 2490 582 2229
Hours per day

(260 d./yr.) 5.4 9.6 2,2 8.6

*Source: UNCP/ILO, Evaluation finale du programme pilote de travaux a haute
intensite de main-d'oeuvre au Rwanda", Geneva, March 1983, p. 71.

Men take on 50% more wage labor or cash-earning opportunities than
women, and are much more likely than women to leave the home compound in order
to do so. Rural sex-ratios are predominantly female, while the cities are
predominantly male. The 1978 census showed 25% of the households nationwide
were headed by females, 92% of whom were illiterate, 1In urban areas (5% of
the total population) 20.6% of households were headed by a woman, and their
illiteracy rate was less--73.6%

2.1.1. Land and Child Custody: Family Economics

Land is acquired primarily through patrilineal inheritance, clearing
(with the permission of the burgomestre), rent or purchase. Each nuclear
family builds its home compound (rugo) on its own land, which, for an average

,Gb
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family is comprised of 10 small plots totalling 61 ares (1.55 acres). The
male head of household allocates land so that all males in the family have
cash crop plots (bananas, coffee, tea) and the women have food-crop fields., A
married woman joins her husband's family at marriage and receives the use of
land from them, together with the responsibility for feeding her family, The
women belonging to the partilineage could be visited by males other than the
husband. This assured that children were always of the same male line, kept
men from going outside the family when wives were indisposed, and allowed the
presumption of paternity to be always with the husband (allowing the problems
of absent migrant workers and infertile men, for example, to be glossed

over). The dowry given to the wife's parents traditionally included at least
one cow, if this was within the family means, lesser livestock for poorer
families, The offspring of the married couple belong to the patrilineal
family. The offspring of the dowry livestock belong to the maternal family,
with the exception of the first-born which was returned to the paternal family
at the time of the birth of a first child.

Dowry is tending to become monetized today, but the traditions of
patrilocality and the children belonging to the male remains intact. It means
that in case of divorce, a woman loses her children and her land. A widowed
woman can usually retain her home with her in-laws and children if she has
maintained good relations with them, but if she remarried she must leave them,

The possibility of losing one's children through divorce, separation, or
widowhood adds to the fear women have of sterilization. One woman in four
will be divorced or widowed after 10 years of marriage according to the WFS.
For this reason, combined with Catholic Church opposition, few women choose
sterilization, even when they currently want no more children.

2.1.1. Childbirth and the Determinants of Fertility: Targetting IEC

FP programs normally target high-risk pregnancies:

--mothers under 18 or over 35 years of age
—--births spaced less than two years apart
--parity greater than four,

Of these, only 4 parity and mothers over 35 years are common in Rwanda. Thus
the main target of IEC health messages should be women in their thirties and
forties having four previous live births. It has also been shown that whether
a child was desired or not has a significant influence on his/her chances of
survival and general well-being. A recent study in Rwanda showed that 27-39%
of mothers in three geographic areas described their last child as
not-wanted.” The largest percentage was in a rural area, the smallest in
Kigali, and the suburban area was in between. These women should also be
targetted in the IEC campaign.

7 ONAPO, "Etude sur les besoins non-satisfaits...." P. 35
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Pregnancy and child bearing have an extremely high health risk to both mother
and child in Rwanda compared to other countries. Following the WFS the
overall maternal mortality has been estimated at 7 per thousand live births,
as compared to 4 per thousand live births estimated for East and Central
Africa gererally (WHO) and less than 01 per thousand in most developed
countries. Eighty percent of Rwandan rural women deliver at home, while in
Kigali the proportions are reversed: 70-85% of women deliver in a maternity
or health center".8 Of those who deliver at home one third have the help of a
relative (often husband), while nearly half have no deliveries), the most
common means of getting to a health facility in an emergency is to walk or to
be carried in a hammock by neighbors on foot (75% of respondents in rural and
suburban areas); only 23% have access to a vehicle of any sort.

In Kigali vehicle access increases to 59%.

Five of the ten most important causes of hospitalization for women aged 15 to
44 years are related to pregnancy:

Indirect obstectrical causes*

Malaria

Spontaneous abortion¥

Obstructed delivery*

Undiagnosed

Measles

Hemorrhage early in pregnancy or before or after delivery*
Digestive problems

Complications following childbirth*

Pneumonia’

COCWO~NoOUTdWN

—

Child-spacing is already a well-established custom in Rwanda. The problem is
not persuading families of the need for it, but of introducing women to the
advantages of modern FP methods in maintaining the desired spacing. Nursing
on demand, for an average of 21.1 months helps assure the average birth
interval of 31.1 months, even though nursing is not accompanied by post-partum
abstinence. Post-partum amenorrhea lasts an average of 10.9 months.
Contraceptive prevalence reported by women was 11% at the time of the 1983
WFS, of which only 1% were using modern methods (injectable, pill, IUD,
spermicide), Today, with an estimated 25000 users out of 1809000 fertile
women, prevalence is 1.4%. Periodic abstinence and withdrawal have been used
in the past by 18% of women.

Marriage traditionally comes late, and is getting later (now 21.1 years for
women, somewhat older for men) and illegitimate births are rare, partly
because young couples tend to marry when a child appears to be on the way.

8 ONAPO, WFS and "Enquete sur les besoins non-satisfaits..."
9 UNICEF, Enfants et femmes du Rwanda; analyse de la situation,
Kigali, April 1987, p, 27
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In the past, an unmarried woman who became pregnant had to commit suicide.
Teenage pregnancy is becoming more common in the city where morals are laxer,
but it is a sensitive enough subject that it would be wiser to address it
discretely in private consultations rather than through FP IEC media

messages. Some FP providers will not, as a matter of conscience provide FP to
unmarried young women, even though government policy was recently relaxed to
allow this.

The profile of existing acceptors derived from ONAPO research, reflects where
initial demand was strongest and service-availability greatest:

--30% are from Kigali, 12% from Gisenyi, and 10% from Kibungo. 1In the
other prefectures the percentage is less than 10 percent. This reflects high
demand in urban areas, and poor service availability in many predominantly
rural prefectures.

--70% of acceptors live in rural areas, cf. 95% of the population is
rural. Demand is clearly not limited to urban areas. To have any hope of
affecting overall population growth FP services must reach rural areas better.

-~ 77% of acceptors are women aged between 20 and 35, with 32% in the
prime-child-bearing years 25-29. This reflects demand for help with
the traditional practice of birth spacing.

-~ 64% percent are literate, which is far above the national average of
33% (for women).

-~ 70% are farmers and 12% from middle and upper socio-economic groups;
cfr. 93% of all workers and 98% of women are farmers.

-- acceptors have on average 3.9 children, and desire 1.5 more.

-- 34% of acceptors want no more children. Cf. WFS finding that 20% of
fertile women nationwide want no more children. Since acceptors are
only 1.4% of fertile women, it is very surprising that those wanting
no more children are not better represented. 1In effect, only about 3%
of those wanting no more children are currently using FP. This
audience should clearly be targetted, both the IEC program and by
better, more convenient service delivery.

A significant number of men and women plan to use birth-control (50% and 31%
respectively), and a surprisingly large number want no more children (20% of
women). These figures bespeak a significant unmet demand for FP services. 1In
retrospect it is unfortunate that the emphasis in the FP program over the last
seven years has been so strongly on IEC, without an accompanying development
of service delivery.

Men deserve major attention in the IEC campaign because of their roles as
family managers, which appears again in the question of frequency of
conception. There is no information for Rwanda on the frequency of sexual
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relations; worldwide the average is twice a week or about 100 times per year.
The WFS showed that 45% of men claimed to be practicing contraception, whereas
only 10% of women said they were. The main known methods are periodic
abstinence and withdrawal, which it is easier for men than for women to
control., It appears that a significant number of men are avoiding unwanted
children without their spouses being aware of it. Seventy percent of men knew
of at least one method of contraception, against 60 percent of women. Men
desired slightly fewer children than women: 5.9 vs. 6.3. Thus the occasional
opposition of husbands to women who come for FP should not be taken as
evidence of male opposition in general. The key is that the children belong
to them, and they want to control the process of procreation. The IEC program
should build on this existing role of family management, in addressing
economic messages to general and primarily male audiences: e.g.

ASK YOURSELF

--can I afford to feed and clothe another child?

--can I pay school fees for another child?

--will the land I have suffice for my sons--and their sons?
--if I have another child, will he find a job when he grows up?

2,2, Education and Family

The level of women's schooling is the primary indirect factor influencing
fertility. The total fertility rate is lower and contraceptive prevalence
higher for Rwandan women with even one to two years of primary school. This
is different from the situation in some African countries where fertility is
higher for women with primary schooling than those with none, and only
declines for women with secondary education. In Rwanda the clear influence of
education is seen in the following table.

.\6\/
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Table 5., Women's schooling and Fertility

Level No, of children Completed Contracep.
Women _ 45 years fertility Prevalence
None 8.47 8.9 5.5
Primary 1-2 yrs, 7.99 8.5 9.0
Primary 3-6 yrs. 7.23 7.7 10.7
Secondary and above 4.00 na 12.7
Posprim, and above na 6.8 34.4

Source: Draft IVth Plan, Population/Development.

Unfortunately the educational system has barely been able to grow as fast as
the population, and women have considerably less than an equal educational
opportunity in Rwanda. At independence in 1962 the enrollment ratio of 7-14
year olds was about 55%, boosted by the introduction of split morning and
afternoon sessions. By 1972 it has dropped to 48%, but in 1985 it was
estimated to be back up to 60% (See Table 6), A combination of discrimination
by the educational system (decreasing since independence, even in primary
school. In the 1987 census, only 38% of those who had more than a year of
primary school were women. For 10-19 year olds with more than a year of
primary school women comprised 45%, which reflects some historical progress.

Educational disadvantage, both in general and for women, becomes more acute in
secondary and higher education--just where it would make a substantial
difference in the acceptability of FP. Women held 21% of 791 baccalaureats
reported in the census, 15% of the first university degrees, 9% of the 373
masters and doctorates, and 3% of the 380 engineering degrees.

\O



TABLEAU £: RYTHME DE LA CROISSANCE DEMOGRAPHIQUE 4 EVOLUTION DE L°ENSEICNEMENT PRIMAIRE 1962-198%

“ opula~ | Teux Popula~ X Popula= [Taux X | Taux Taux |Nomwbre [Mombre | Nombdre| Kombre [Rapport bre ba-bro Taux | CoGe
- tion de tion scolaridd'accrof de sco-{d'accrof] de ftres Eldves H'aban- Fedoublel par’
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1962 2,9 0,58 20 0,32 (11 S.104 ’ 8.861 61 3 - - -
3,2 2,2 0,98
1972 4,0 . 0,83 21 0,40 48 7.586] 2.C13] 7.683111.081 32 36 13,9 23,9 -
3,2 4 6,4 1,9 -
1982 5,5 1.3 23 0,78 1.} 13.590] 1.572] 13.585]18.172 sS4 41 12,2 14,2] 4,04
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2.3, Local Institutions

A profile of local institutions in rural areas shows the organizations
that influence the lives of the population. The organizational chart below
lists the major categories present at the local level and shows their
hierarchical links to central authorities. Institutions at the commune level
and below can be considered local, and capable of at least monthly contact
with rural families. The four main types are the local administrative
authority, represented by the Burgomestre and commune council (responsible to
the Ministry of the Interior), the Party (MRND), the Catholic Church (in some
communities Seventh Day Adventist or Protestant churches), and
non-governmental organizations. Each of these plays an important role in
people's lives and can influence the success of FP, positively or negatively,

The Party and local government representatives probably have the most
regular contact with the population, and both are under orders to encourage
FP. Monthly party meetings and weekly communal labor sessions offer
opportunities for formal and informal discussion (potentially for
distribution) of FP. Unfortunately much of the local authorities' other
contact with the population is coercive in nature (tax collection, communal
labor enforcement), so that unless a burgomestre and his staff are
particularly tactful and popular, they may meet a well established tradition
of passive resistance among the population. This is a problem for FP at
present, but should diminish with time and experience. FP messages have
stressed the dangers of too rapid population growth for the nation as a
whole. Since there is little popular experience of the advantages of FP for
individuals and families, this tends to feed the paranoid attitude that,
"Those people (government, rich people, educated people, city people, ethnic
or religious groups other than own--any others") want us to use FP to keep us
down." This attitude tends to recede substantially when populations have
direct experience of the personal advantages of FP. A reorientation of IEC
messages to deemphasize "the national good" and emphasize "your personal good"
will help lay this to rest.

2.3.1. Health Centers

Every commune has a health center, and soon most communes are due to have
communal pharmacies. These report to the regional medical officer (RMO) in
terms of line authority, but are expected to cooperate with the burgomestre
and his council on local issues. Just over half of the health facilities are
public, and the rest are private, mainly run by religious institutions (80%
Catholic) under government licensing. The health centers are the primary
institution responsible for FP distribution, although for this function they
report to the ONAPO regional medical officer, who in turn reports to the RMO
locally and to ONAPO headquarters as his line authority. The distribution of
FP supplies and collection of statistics currently duplicate the networks of
the health system, An integrated statistical system is currently being tested
in Gitarama, and is expected to be implemented in the near future. The
medicine distribution system is unfortunately so weak that it is not yet
feasible to envisage integration of FP supply and storage with it. Over the
long term that would theoretically be more efficient, but it should be part of
a larger reform that would assure adequate local funding for medicines. The

&“{7
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present project focuses on strengthening FP service delivery through health
centers. Communal pharmacies could have a very important role as well,
functioning with greater flexibility and lower cost (in both money and time)
than the health system, reaching a larger clientele--much like social
marketing.

The experience of requesting and receiving FP services at a health
center needs to be studied from the patient's point of view. At present
clients line up to pay their fees before entering a center (20 FRW per day for
up to 5 days in a government center, 40 FRW or more in a private center). FP
patients find out when they get to the front of the line that they do not have
to pay, and are funneled to a special line to await service (some describe
being seen there as akin to being seen waiting for help in a sexually
transmitted diseases line). No studies of waiting time were available, but it
seems likely that, as elsewhere in Africa, patients must plan to spend 1/2 to
a full day walking to and from a health center and waiting for attention.

Women who bring their young children to one of 170 nutrition centers,
also located at the commune level, go to a separate institution--with its own
hours and waiting times. Some thirty percent of the Rwandan population
suffers from some form of malnutrition; among one to three year olds it is
over half, with 6% severely malnourished. Many of those mothers and chilidren
would not be malnourished if they could control their fertility.

There is no need for the segregation of FP services from nutrition,
maternal, well-baby and sick care. FP is a simple technology with
infinitesimally small health risk compared to the risk of pregnancy in
Rwanda. It could and should readily be offered in conjunction with a mother's
first infant or post-partum consultation, visit to a nutrition center or a
sick-call by any patient (male or female). Condoms, spermicides, and pill
prescription refills could and should be available in the regular
health-center pharmacy, not just from the FP specialist.

2.3.2. Schools

The commune is also usually the locale for the primary school, which,
like the health center, may be religious or public (secondary schools are
mainly urban, boarding schools). During the colonial period the entire
educational system was established and run by the Catholic Church, with
government subsidy. Since independence, the government has tried to
secularize the curriculum and has built its own schools. Most recently, other
sects and private groups of parents have organized private schools, mainly
secondary schools, to fill the gap in educational opportunity. ONAPO is
developing demographic and FP curricula for schools at all levels, and indeed
these could be key vehicles of the IEC campaign. Most primary schools
function in Kinyarwanda with few written texts and there is no feedback on
what children actually leuarn. ONAPO could break ground in this respect by
making sure that children at all levels receive written materials for study,
and are tested on their knowledge.
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2.3.3. Private voluntary Organizations and Local Development Projects

Some 130 NGOs are active at the local, commune level in Rwanda (out of
160 total registered PVOs in Rwanda), and a recent World Bank study identifies
them as the preferred development partners of rural residents in most areas.
Seventy percent of them are working to improve the situation of women. Nearly
all of these are likely to realize that planning one's family responsibilities
is the most fundamental of women's development needs, and complements
activities in virtually any other area, social or economic. An undetermined
number of these are Catholic, and will wish to limit their intervention to
natural FP, but this should be encouraged strongly. PVOs working directly
with rural women tend to understand their needs and be less interested in
theoretical debates than members of church hierarchies.

The proposed AID assistance provides for an umbrella PVO to administer a
project fund to which such local PVOs can apply. Some may wish to add FP IEC
and distribution activities to their existing programs of community
outreach--others may merely want to make them available to their existing
membership.

In addition to the PVOs there are some 30,000 local cooperative groups
with memberships ranging from about 10 to several hundred members. They are
generally kin, friends, and neighbors who band together to pool their labor or
capital. Those that involve the contribution of a regular sum in cash, with
the pool taken in turn by each of the members, are called tontines. A similar
type exists in Rwanda involving roof tiles--the individual contributions are
sufficient to tile the roof of one member each month. IWACU serves as a
national coordinating body for such cooperatives, and should be encouraged to
consider offering them an FP program under the umbrella PVO component of the
project.

Most major development projects, e.g. for integrated rural development,
agricultural development, housing improvement, rural water supply, etc. serve
a defined geographic area and have their headquarters at the prefecture
level, These also, like private corporations, could be encouraged to provide
FP to their members.

2.3.4. The Catholic Church

The church is the main social institution outside the family in Rwanda,
irrespective of denomination. The focus here is on the Catholic church for
two reasons:

--it has a unified hierarchy and numerous social services, making it an
institution almost as powerful as the State, and
--it opposes modern methods of FP.

Although only 51.6% of the population officially belongs to the Catholic
church, its influence is extended to non-members when they read its
publications, listen to its radio broadcasts, attend its schools or clinics,
or merely live in a community where the predominant climate of opinion is
Catholic., The next largest single modern denomination, the Seventh Day
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Adventist, has only one sixth as many members. The 1978 census showed the
following religious affiliations for Rwandans:

Table 7. Religious Affiliations of Rwandans
Religion

Catholic 51.6
Protestant 15.2
Adventist 6.3
Muslim 0.8
Traditional/oth,.¥* 26.9

* I have lumped together those adhering to the traditional religion and
those listed as "without religion," because the age-group breakdown shows that
most of the latter are children under ten, apparently belonging to adherents
of traditional religion. One can conjecture as to why children under 10 are
not listed as adherents of traditional religion, but no explanation is given.

ONAPO had negotiated a sound working agreement with the Church on FP,
which provided that ONAPO would support natural FP training, that Catholic
personnel would not be required to provide FP methods contrary to their
consciences, that ONAPO would provide personnel to furnish services where this
left a gap in FP delivery (i.e. where the only clinic in a commune is
Catholic), and that Catholic medical personnel would inform FP clients as to
the availability of other methods and refer those desiring them to ONAPO
services.

This agreement has broken down in the last several months, and ONAPO,
MINISANTE, and the Church are currently in a stand-off. Following the Pope's
official visit in 1987, the Rwandan bishops received firm instructions to
discourage the use of modern FP methods. In April 1988 was added a papal
instruction opposing the use of condoms for AIDS prevention., Government
officials from the President, through the Minister of Health, and on down,
have encouraged the population to determine their own needs and not be guided
by outside instruction. At least one of the Bishops (of Butare) has, however,
instructed his followers not to allow FP service delivery in Catholic clinics,
regardless whether the personnel are Catholic or ONAPO. His letter was
circulated to the entire hierarchy. (copy attached)

There are widespread reports that parish priests and some Catholic
medical personnel are spreading false rumors about the side-effects of FP
methods-~to the effect that they cause sterility, cancer, etc. At the same
time ONAPO personnel have become more vocal in their belief that natural FP is
a waste--that it does not work, and therefore discourages people from FP
entirely.

This situation is most unhealthy for the future of FP in Rwanda. It
was, in retrospect, a strategic mistake to engage the debate on FP a
theoretical level among policy makers (pro and con), and while at the same
time there has been so little FP service available among the population at
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large that people have no basis of experience with which to judge for
themselves, Rumors about sterility, for example, could be put to rest more
easily if the population had a few years experience of using FP and then
having more children.

It is recommended that ONAPO renegotiate a working agreement with the Church.
ONAPO cannot "win" a battle with the Church for the hearts and minds of the
population over a matter so delicate and little understood as FP. It needs to
enlist the Church's cooperation. The only way to do that is to encourage the
Church to provide natural FP as widely as possible. To do this it will also
have to persuade its own personnel to stop denigrating natural FP. They
should be persuaded that the lesser reliability of natural FP is not a
critical factor in a population where the goal is to reduce total fertility
from 8.5 children per woman to 6. Some uncertainty can be tolerated by
families who are used to having no control at all. If these two stumbling
blocks can be worked out, the practical questions regarding referral of
patients from Catholic facilities or the provision of services there by ONAPO
personnel could be determined on a case by case basis.

2.3.5. Markets, Commercial Centers, and Social Marketing

A separate study has already been conducted by SOMARC of the potential for
social marketing in Rwanda, and the best means of organizing it. It is not-
necessary to repeat the analysis here. It is worth noting, however, that the
commercial sector is poorly developed in Rwanda in comparison with other
African countries. The average Rwandan farm family has only FRW 22000 ($300)
per year in net spendable income (after production costs), and most of that is
spent on food and drink.10 The cash economy is very weak. Rural markets are
once a week in most communes, and they draw a smaller portion of the
population than elsewhere in Africa. Because of the difficulties of travel on
foot over mountainous terrain, people consolidate their errands and buy what
they can on the hillside or from small permanent shops.

Social marketing of contraceptives may be less immediately successful in
Rwanda for these reasons, and may need to devise new strategies to reach
potential consumers, especially in rural areas. It is for this reason that
the full range of rural institutions was sketched above, and all should be
considered potential agents of FP.

2,3.6. IEC among a Dispersed Population

Of the mass media, only the radio reaches rural residents, and audiences are
predominantly male. Because of the dispersed population, formal meetings
(called by the Party, the Church, the Burgomestre or other local
organizations) play a much larger role in communications than elsewhere,

and informal work-of-mouth a lesser role. National literacy is 53% for

males and 33% for females, and the literate population is concentrated in the

10 praft report, Enquete sur le budget et la consommation des menages,
milieu rural, 1982-83.
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towns. The most common printed material in circulation is the Bible, followed
by other religious publications. Printed hand-outs nevertheless have
substantial potential to reach rural populations, since there is lively
interest in the interpretation of pictorial and written handouts, and rearly
every family has ready access to a literate interpreter.

ONAPO has devised a program of volunteer community mobilisers, which is
currently being tested. Because of the dispersed character of settlement and
the fact that the vast majority of women deliver babies at home without
medical attendance, such a community-based distribution program is justified,
even though it is expensive both in terms of both time and budget. One of the
essential missing ingredients in the approach currently being tested, however,
is simple technical handouts on each method. This gap can rapidly be remedied
with the information and publication facilities already functioning at ONAPO,
After testing for comprehensibility, sufficient handouts should be published
to allow all distribution networks to provide them to potential clients.

The efficacy of different channels of communication and different messages
needs to be tested as part of the ongoing program of operational research
ONAPO conducts. The messages spread to date have focused on the dangers of
population growth for the nation, and the need to join the ONAFO movement to
counteract it, Comparative research suggests that people respond much more
quickly to messages addressed to the individual family perspective:

(1) the economic message: can we afford to clothe and pay school fees
another child?

(2) the health message: high risk pregnancies are dangerous to the
health of existing children and the mother (even mothers are more concerned
about their children's health than their own).

3. Motivation

Motivation has to be considered as a factor influencing the success of FP
programs, including the motivations of clients and those of service
providers. The following analysis presents what is known about current
motivations, and then discusses potential incentives and disincentives.

3.1. Current motivations of FP users and non-users

The only systematic research on motivation concerns why non-users of FP did
not use it and was conducted in 1983. The responses are seen in Table 8.
Ignorance was the most important factor for 82% of rural women, but was much
less important in the city. Among the urban population where FP methods and
means of obtaining them are well known, other factors, seem more important.
The husband's opposition, reported by 9% of women, is evidence of the need for
IEC to reach out to male audiences. If men are encouraged to participate in
the decision, they are less likely to see FP as a threat to their marital
authority.
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The much higher portion of urban women reporting fear is evidence of
incomplete information —- another gap that needs to be filled. Women know
that certain methods exist, but do not know that the risks of side effects are
so much less than those of pregnancy. They have been taught all their lives
to brave the risks of pregnancy fearlessly; no information is available on its
real risks, particularly ‘for women who deliver at home unaided., 1In contrast
the rumors about the possible long-term effects of FP methods seem impossible
to refute,

Table 8., Primary Reasons for not using Contraceptives

Reason Rushashi Rutongo Kigali Total
(Rural) (Suburb. ) (Urb.)
No, % No., % No. % No. %
Knew no method 69 49% 33 27% 10 108 112 31%

Not yet well informed 46 33% 41 34% 19 19% 106 30%

Afraid 1 1% 7 6% 14 14% 22 6%
Good spacing already 2 1% 7 6% 11 11% 20 6%
Post-partum amenorrhea 2 1% 5 4% 10 10% 17 5%
Husband does not want 4 3% 3 2% 9 9% 16 43
Is not necessary 4 3% 7 6% 9 9% 16 43
wWants no more children 2 1% 3 2% 5 5% 10 3%
Did not know where to go 2 1% 4 3% 0 0% 6 2%
No partner ’ 1 1% 2 2% 6 6% 9 3%
Other reasons 8 6% 9 7% 5 5% 22 6%
Total sample 141 100% 121  100% 98 100% 356 100%

Source: ONAPO, Rwanda: Etude sur les besoins non-satisfaits en sante
maternelle et planification familiale.

From less scientific sources, including field interviews with FP personnel, it
is reported that the most common conscious incentives for adopting FP are:

--fatigue (including that due to malnutrition that often accompanies
repeated pregnancy and nursing).

-~desire to space children more reliably.

--for condom users, fear of sexually transmitted diseases (STDs),
particularly AIDS (See Appendix 1).

ONAPO IEC materials try to build the concept of joining the ONAPO movement as
a motivational tool. This seems to build team spirit among the staff. It is
doubtful whether it has much potential for individual users, however, as it
would require people to vaunt what has traditionally been a shameful
misfortune--having a small family, Most people prefer to adopt FP discreetly
without much discussion.

-\
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Currently reported disincentives include:
-~fear of infertility
--other secondary effects
--novelty/inconvenience
~-religious teaching
~-husband's reluctance (when the initiative comes from the wife)

--in rural areas the cost of children is still minimal, while their help is
substantial.

--insecurity. Children represent hope for the future, security for their
parents and for each other.

--competition/rivalry/defense. For national defense purposes, high fertility
was at least tacitly encouraged in the sixties and seventies. Group
consciousness, whether national, religious, ethnic or other often includes the
idea that it is better for us to outnumber the "others"

--shame of poverty, lack of virility/fertility associated with small families,
especially in rural areas.

The direction of social and economic pressures is gradually changing,

however. It is no longer free to educate, feed, and deliver health-care for a
child. People are aware that there will be insufficient land and jobs for the
present generation--the problem is to apply that awareness, drawing
conclusions about one's own fertility.

3.2, Cost Recovery and Motivation of FP Service Providers

Family planning services and supplies are now free through the health care
system. Condoms on sale in private pharmacies cost FRW 30-50 ($ .40 - .70)
each. The first is too low from the point of view of motivation, the latter
is artificially high, sustained by an elite health insurance system.

The financing of health care should be studied not only from an
accounting/cost-recovery point of view, but also taking into account the
motivations of health~care providers. One can observe in Rwanda as elsewhere
that health-care providers are motivated to attend best to whatever their
source of funding is. People within the hierarchy respond promptly and
efficiently to their superiors, and are extremely gracious and hospitable to
the representatives of outside funding agencies. Patients, on the other hand,
are expected to wait long periods for services, and rarely find adequate
medicines available once they have done so.

Observer after Observer notes that public facilities and staff are less well
kept and provide less efficient service to patients than private (mostly
religious) centers, yet

W\
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there has been no systematic study of the motivations and incentive structures
affecting service providers. The problem is not in the individuals--it is in
the structures. Salaried medical personnel receive their salaries whether
they attend well to patients or poorly--good service brings no sense of
success, just a greater work burden. In contrast, in private clinics patients
pay more for services, but are assured of finding medicines and a sympathetic
welcome, The greater work burden that good service brings for private clinics
is seen as success—--and brings in monies used to provide necessary medicines,
supplies and maintenance. Salaries for public medical personnel are low in
relation to their clients for their long training, and conditions of service
less desirable, especially in rural areas. Even with the recent reform of
health financing in Rwanda that allows health center fees to be kept in the
commune in which they are generated, they still do not stay with the health
center management itself. Instead of going to the central government coffers,
they now go to the commune coffers. There is an increasing body of evidence
from throughout the developing world that the best way to assure effective
health care, even for the poorest of the poor, is to charge patients for
services--and keep the funds under the management of health centzrs. If
health care providers are answerable, at least in part, to their clients for
their livelihood, they provide better quality care.

The feasible level of charges for FP services should be tested in the current
program's operational research component. The idea of keeping communal health
center funds reserved for health care should also be tested. Let selected
communes develop budgets that include allocations for medicines, supplies,
maintenance, and part of the income of the health center personnel.

4, Participants and Benefits Incidence

Family planning tends to be adopted most readily by educated women, urban
residents, and upper socio-economic levels. It allows them to care for their
children more carefully. Thus FP is much like nearly every development
benefit--those who are already beginning to improve their socio~-economic
status are more likely to participate than the poorest, most is: lated rural
residents.,

It is important to note, however, that current FP users in Rwanda are 70%
rural. Even if the rural population is proportionately slower to adopt FP
than the urban, the idea and the practice already have roots in both areas,
and both populations have solid practical motivations for adopting FP.

There are major differences between FP and other imported development
technologies, moreover. One is that the real cost of FP supplies to users
($2-$6 per year per family), even if totally unsubsidized, would be less than
the cost of doing nothing (i.e. having uncontrolled fertility and raising the
children who result). Once the idea of FP is generally accepted, the basic
methods taught in the school curricula and the service provided as part of
standard medical care, the current high levels of expenditure for a separate
bureaucracy, IEC, research, etc. can be substantially reduced.

£ W
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The second difference is that non-participants benefit from the fact that
others participate. As contraceptive prevalence increases and population
growth rates decrease, there will be more places available in schools and less
pressure generally on land and other resources, social services, housing and
infrastructure. This improves opportunities for social mobility and improves
quality of life for non-participants as well as participants.

5. Summary of Recommendations

[N.B. Many of these recommendations have already been proposed by ONAPO
policy-makers, and some are scheduled for implementation. Listing them here
merely implies that they have not yet been implemented effectively, and that
program evaluation should consider to what extent they have been implemented
at different stages.]

--That the time constraints affecting patients, especially women, be
considered in improving integrated service delivery. Women's ten hour
work days make it a difficult choice, and sometimes last priority, to go
spend a day waiting at a health clinic. A time-distance study should be
undertaken to determine the number of visits, travel, waiting, and
consultation time, currently needed to complete the recommended series
of prenatal, infant, vaccination, and post-partum consultations, plus
sick visits. That a time efficiency study be done to integrate and
improve service delivery.

-~That FP be recommended in the course of the first infant consultation,
along with nutritional counseling, not just in group sessions, but again
when the patient is seen individually. That it be provided during the
same visit, not at a separate FP clinic unless IUD is determined to be
the appropriate method.

--When post-partum consultations become more common, they should be
combined with the first infant consultation--as both mother and child
will almost certainly be there in any case and two visits should not be
necessary.

--That FP be offered during consultations of sick women and children,
and provided at the same time if desired. Male patients should also be
advised to use FP, especially if they show signs of STDs, malnutrition,
or heavy family burdens.

--That FP (barrier, spermicide, and pill prescription renewal) be
offered in all pharmacies dispensaries, hospitals, etc.

-~That the same FP methods be offered in communal pharmacies.

--That a cost-recovery proposal be developed for the FP program, tested
and phased in during the proposed five-year program.
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--That the IEC program develop fiches-techniques for each method--in
detail for use by FP personnel and in simplified form in large
quantities for patients and attendees at mobilization meetings. They
should include side-effects and comparison with the risks associated
with pregnancy in Rwanda. There should be blanks to be filled in
showing where, from whom and when, [and at what cost] people in that
locale can obtain different FP methods.

That the IEC program develop new messages focused on:

(1) individual family concerns, which have been found in comparative
research to be, in rank order:

~--socio-economic concerns: can the next child be clothed,
school fees paid, will land be available for him, or a job when
he grows up?

--health concerns: first priority is the health of existing
children, secondly the health and tiredness of the mother,

-~in Rwanda FP providers report more emphasis on the tiredness
of the mother--local message testing will resolve the question
of the efficacy and appropriateness of different messages.

(2)information on different methods, how and when they are used,
possible side effects (always compared to potential complications
of pregnancy). There is reported widespread disinformation
circulating on side-effects of different methods. Therefore it is
important to present the scientific evidence--using both
international and Rwandan statistics wherever possible--over the
radio, in health centers, and at ONAPO mobilizational meetings.
These messages could usefully be combined with health-education for
pregnancy-~telling women danger signals and what to do about them
during pregnancy and delivery. Since such a large portion of
Rwandan women deliver alone, or with the assistance of only the
husband or relative, this education should be aimed directly at the
popular audience here instead of mid-wives or traditional birth
attendants,

--That all IEC messages and media be pretested for efficacy of response
(size of audience reached, proportion who respond positively), correct
interpretation by the audience, and socio-cultural appropriateness
(audience opinion).

--That ONAPO develop a united policy of encouraging and supporting the
Catholic Church to the maximum is spreading "natural FP", in the
confidence that for clients, the decision to try to plan one's family is
the major obstacle to the spread of FP--and the institutional help onre
gets with that the better. ONAPO personnel will have to "swallow" their
doubts about the efficacy of "natural FP" and their resentment of the
disinformation put out by some Catholic personnel for the sake of this
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approach. The absolute efficacy of a method is less important in a country
with a total fertility rate of 8.5 children than the transformation of the
social climate and motivational situation.

--That USAID supports the efforts to reach the rural population from the
beginning, and not assume that FP will "trickle down" from city to
countryside. This is one of the least mobile populations in the world,
and one of the most rural. The urban effort will certainly gain more
subscribers for less investment, but the base for a rural program must
be laid immediately as the land/employment crisis is already
well-developed and worsening rapidly.
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Appendix 2: AIDS

Acquired Immune Deficiency Syndrome is a major health threat, especially among
the small urban population of Rwanda, as the following tables shows., its
presence has motivated a sharp increase in condom usage in the last year.

This threat, however, is being dealt with by a separate unit of the MINISANTE,
under WHO juidance. Tt is thought best not to stress AIDS in the FP media
campaign, as an AIDS IEC program is already underway.



PROGRAMME/PROJETS DU FNUAP AU RWANDA 1987-1991

PAYS ¢ FMANDA
STATUT ¢ PRIORITAIRR
ANNEE : 1988
! Code 3 Titre ! Agence ! Ressources Approuvées 6/1/1987 ! Allocations ( en dollars)
' ' !d’exédcution ! (en dollars) !
. H ' ! Scénarjo ! Ress. ! Scénario ! ! ' ' ]
4 4 ! 4 Bas ! Multi-Bi ! Haut ! 1987 ! 1988 ! 1989 ! 1990 ' 1991
! ' ! r () ! ($) ! (%) ! ! ! ! ’
! ! Planning Femilial ! GVT *1.300.0C0 ' 1.400.000 ' 2.700.000 ! ! 4 ' !
!RWA/87/PO1 ! Santd Femiliale ! '1.124.570 ! ! ! 374.270 4 378.600 ! 371.700 ! - ! -
! , ! ! ! ! ! ! ! ! ! ’
4 ! Politiques de ! DTCD ! 560.000 ! 190.000 ! 750.000 ' ! H [ [
'RWA/87/PO3 ! Population ' ! ! 4 ! 4 ! ! '
' 'Asoistance Al ONAPO' ! 456,000 ! ! ? 72.000 ' 133.000 ! 136.500 ! 52.500 ' 62.000
! ! ! ! ' ! ! ! 4
! 'Infomtion—lducation ! 740.000 ! 310.000 ' 1.050.000 ! ! ' ! '
RWA/87/PO4 ! Cossunication ' ! H ' ! ! 296.000 ¢ '115.900 ’
4 'IBC (pipeline) ! FAO ! 600.000 ! ! ' ! ! 188.100 ? ' -
! H ! ! ! ! ! ! ! H 4
H ! Collecte de 4 H ! 4 4 ' ] ' '
-RWA/87/P02 'donndes de base ' ! 400.000 * 100.000 ' 500.000 ! ' ! ' T
H !Recensement Population ! ? 4 ' ’ ’ ’ ' ‘
' !(en voie de pron'.-' ! 2 (] ! ! ! 2) (2) ! (2) ! !
: ! mation) ! 417.063 ! : ! 183.666 ! 224.243 ! 9.154 ! -
! : ' ! ! ' ' ' ' ' !
© TOTAL H Programme H 12.000.000 ! 2.000.00G6 ! 5.000.000 ! - ! - - 4 - ' !
! !Projets approuvés ! '1.880.570 ! - ! - ! 446.720 ' 511.600 ' 508.200 ! 52.500 ' 62 000'
! 'Projets en pipeline ot ! (3) ! H ! 3y (3) ! (3) ! !
‘ !Projets en Program ! '1,017.063 ! - ' - ? ! 699.566 ! 595.566 ! 9.154 ! - 1
!mation ! ! ! ! ! ! ! ! ! !
! ! ! ! ! ! ! ! ' ' '
’ ' ' ' ’ ' ' ' 7y '
Ressources non programmbdes per ' ! ! ' ! ' ' ' ' '
rapport au Scénario bas ! ! 402,367 ! ! ! J ' ' ' '
! ! ! ' ' ! ! ! - :
Resagurces non progresmées per ! ! ! ! ! ! ! ! -~ !
~ rapport au Scénario hsut ! '2.402.367 ! ! ! ! ! ! ' H
! ! ! ! ! ' ! ! ' !

1) Projet en pipeline - soumis su 8idge du FNUAP pour spprobation;
2) Projet en program. - le gourvern. est en train de formuler une requate;

3),2 (1)+(2)

%



A10S Cases in Rvande. 1983-07

193 1 1985 1986 1987* Total
Coases Deaths Cases Deaths Cases  Deaths Cases  Deaths Cases  Deaths Cases  Deaths
» 1130 yeers) 10 [} Y] e} »” 3 313 67 189 " KA 668 129
ile ? ¢ *n 9 1) 1 24 19 9 NA 383 12
‘adle 3 2 0 1 1] 13 99 28 93 NA 268 57
‘e (€19 mrs) M NA 2 12 n 36 148 NA 7 NA 253 (8
ile A NA 10 3 3 20 12 NA ¢ NA 12% 23
‘adle ) HA 16 9 33 16 76 NA L] NA 128 25
7 [ 1) 99 Y} 233 103 609 NA 203 NA 901 1
Annua) Change
1983-84 198409 1985-86 1986-87 Avg. Ann. Increase '83-85
Cases Deaths Cases Deaths Ceses  Deaths Cases  Deaths Cases  Deaths
s 135¢ vears) (¥, r{ 1] 19 135% 3528 2168 NA NA N AN
sle 2638 150% 2 200 (IR AN NA NA 2N 189
aale 1000% 700% 133t ” 28 215 NA NA $60% 3363
*en 1415 rrs) 1) [ 7 am 300% 206% NA NA NA NA NA
ale m nA 908 ey 188 NA NA NA NA NA
tasle NA NA 2063 1788 230% NA NA NA NA NA
1) NA 2388 UN 2618 NA NA NA KA NA
AISAPASO, Raooort Annuel 1987, po. 149-171.
AIDS Serua Positivity Rates in Rvanda, 1986 National Survey
o : Rural : Urdan : Sample Nationvid :
¥ 2 : Nuaber Positives % s Nuaber Positives % : Number Positives % : Number Positives %
81 1 1.8 1) 12 13.5% 1720 13 7.6% NA NA NA
1n 1 0.8% 221 13 5.9 363 14 (.18 NA NA NA
m 2 1.8% s/} 37 12.6% {05 39 9.6% NA NA NA
123 ] 2.9 1Y) 128 5. 7% 660 130 19.7¢ NA NA NA
114 3 2.6% 404 109 7.0% 518 112 21.6% NA NA NA
” 0 0.0% 238 7 1H.n 337 'y 8.0% NA NA NA
(73 1 2.8 126 13 10.3% 172 I 1 NA NA NA
1/ 13 1.7% 185 336 18Ny 2608 39 13,48 6574000 168242 2.6%
e: RINISAPASO. Rapoort Annuel 1987, op. 169-171.

VYot T«

Cases
L )
in
2%
Ak
14%
14y
100%



AJDS Serua Pesitivity Rates in Ruands. 1986 Nationsl Survey

Urban Adults (13¢ vears) br Prefession

Prefession s fen : Yoaen : Senple :

: Mader Positives 1§ s Muader Positives 1 s Nuaber Positives o :
Farsers 323 1 ey S0 117 209 883 .8 fe.m
Artisens 124 0 a0 22 11 50.0% 146 {l 28.1%
Rerchants ” r{} .0 25 8 2.8 122 " 27.9%
Civil Service % 15 15.68 35 6 17.18 13 2 16.0%
Peaestics 38 s AN 7 '] $7.1% 'Y 12 6.8
Total o 110 1.8 o9 146 22.5% 1327 256 18.3%

Seurce: RINISAPASO. Rsooort Annuel 1987, po. 169-171.

R.8. Serus sesitivity rates are hiohest anong single adults in urban
oreds. resching 44.8% for divorced oersons: cf. 0.6 8 for legally
aarried rural residents.



9 JUAP WAPTIMIE (HAVIAMANYY
el e, N2 BYlang

Lol
,.'\'- I Y
LoNGNs

. .
S - -

ASFUBLIOLUE AWANDA:~E
APRDS " CTNTNALE,

Pre%.rc.22/38

par ..sf,/?
N' ‘Omo-t

./ 8& 60.;
'.cC'uauses. Fnsulte jo v.xuzs voug

A .

{ 0! (\ hu\Su. u.r e, Ju Jv (dvr.lul' 1900

(TS

™ i .
- S o
O ———r
(o

-
- - -

#o! siee= de Midecin-Dirzectaour

So Jor W Sanieadre

' Nensinur le #42ocin-Directeur,

.  Agréoz tous d'abo:d mes galutitions b.!en

entrocanis d'un -,-o‘ulb-ve <("ieux su'g.‘ ré-

ce=oen. Il s'agic de .' Inzrcve=lnn - RS Pt T N LD

Eationc agréles, par rertasns arale

2

Jdv bonno .colladoration ot ¢z bon ! onctacnnr ns
- POULL2is sdmeetro gqu'un egent miCical neus -t S up ¢ ncs Cer-
"1a contracepsion. Jo no poursali ve déurlltiriser fo llansvigaos

sang que

able Documesent

il

Sl i i Ay

Bsst Bva

Centres 2o -rtdicaux,

Jo ransinne ne )n TARALIOL e wceals .,

pratigque dv © "~glice TALROISgUe, * toatrr: . s m, e B0 Y BT ITRE

claizcrent dons notrae -e..-e ol LedallX

"la collaboration ce 2EGlIsn & 23 solutinn du Aradléme cdmen
sictue au niveau Qu recouss L T A AT ouans . )
Familszle, Dem 28,

LAPEARCET T S Sy PR

-ae) & zon ifennins
A B Lo TP LY P o,
L A I R I S Yo

IOLDNT==, ey £l 0 conah. o LU R AR T TalRal i

N c e e TS
o LT L, . 7o MM

. . .
AC A PR N IaCa TS P IL X )
- b '.' -~ . . . .
A A A P

FITrecencives dpng les for-
CIULT TS saux on nersiolies, @i en’ont re-
1]

s en Jaformo per covei do clared,

€e roc Contron M 50 Je ne
Tos opplique
rate comrose dos Tuigues cu Revaca on sréci-

raphicue ze

JrDlaniflcasion

P B P L AT CARTEI ey Ml eme aTenre®, Car
Cplnrde s e Ve e f i Ve e i -
S O IR RV NN CIOl0 v el e st veden JAlATNE Y
ML RPN f-,,j'n:-.-.-v:nn'--. te et ,’_-\.m..- ron CEER RIS R .w‘.s_':\.-"vf-

e R R VU Sy L T
ANV W e e enliae, wnup A Jlmetlen & la

SUEYmenan s e Tork ontiap o Nitalien taie ‘eon

ANTENTAYY reonsnus e

R e oA Ly RIS T
. . e e . Y . . 2.
e S S Tal T asTAs e
‘hAnd ) ; . » g - MRS -...\'.
TELOR, Y W R nsup, Rane s P alSe et AL O

<8S SrAtic. i, le oeleo ou o ‘nocomp.lsromnt des rites”.

. E . .ccentant un travail cdons va de nos Y

i cvee oyaue o \/}“

.’.’aﬁ. .o ..f.,.‘;'. R L N R ..Ponﬂf_".' AR



Wi ant

-2-

tout coamy lu Lituluire, un caw dn doute, out ten pror toysute o gulvee ) lune
Seignesient ce 1'Ealise unlvescelin. £, v con od legent niCia ) ne pourraie

3& sounceere avece .‘oyau:d & 2o licne e con:vsl e adoprde rn matitre de réey o=
tion des raissances et vouCr, 'S sulvre sa convivnion pargnanel e e cette matidre
= dictée par 32 coracience A Ul =, Sl dente alors CARLAID o s sie sour
un Centro qul of%re la mnt.-aceorion < la population.

. L'2glisn catkolique ne dO0urra Jameis pesdre
son identité face A Jla populauon €n. dcceptant -~ do facen Pius ou roins clguisée -
doe rocours nassif & duu né:hodo: ot 4 da.a techniques ci:ncracept!ve:r contralres 4

'éthw faniliale en nt.té.n do.nauu c”&.}..ﬂ Jamais une loi quelcenque novs y
aux.tgenle, Je n'hduccrul pas do Jai.no:- travailler Enn.pcr:cr.;:ez dans le cadre
de la nédoctupr.tvh qnv.lugéa. e .

¢, .

EER A : ., Biun cc-n"rf e de sutre rosues: vellied cevane

do prob)éno dé:ograpk!qub ‘Qu payS, Je ntes ek . dopuls 2o promidee ::cssa‘c;n
tcnuo a2 'lntcnuon dox €itulairos c’uv Crotrés on .~'-'an:/~ oL fes Coatren Nusys ricn-
nels on c¢écomdro 1984 - do ler cnrvu—aynz‘ ORI vn epevion nlficsco et
4pproprit d'information JUT CCUTAS it e ISR LNTRY Ter e minie ‘rerion
aux oéthodns na.urcllax €L F i | eme R A A S e
thod=s naturelle  op notidree o:"f':‘,v'm.'.'*:;:;-.' A R BT ARSI T T DARTES
aux ta.'u.a:ren - eud pr Jdee Do I B R A AR ALK s Cena

le pays = ¢o s¢ ¥ ranfermer ot do rivlce e Teretee tcjeurs wlen crlretionnel .,
M 1]

'
. Mevndeyr In "n'--fr'--.-':a-.f’:'."-':*':'1.“ al tenwg S
8cro clair cn crcean mani v P e RS Fa IS WRELY Jml mma s e Jerredanelle,
» !

vovillez crouyer cl=annexé Jn srpmn ot B R ERTTIS AT HLLesele Crs Svbmues
27 . T

cacholiques du Rwanda. -

=r /rvu.e:', Mops) T N e in=D S rpe -,

d’expression de ma oonsiciiration Cin- “rgur..,

TN e e e s

Sopis nour Enforrrting R

had L) WP .- o ¢ ssrmam “ .

= fon Lxen’le~rn omsdene Jo Mte L

LY w 8%,
do da ses ] Jub, O g '."l. e a0 )
Socirles oy St o
- M
= Zeuss Excellencer Nogsalmaoure 3. . , BN R
Eveé ?'Jes Catrels~ ~- 2y v, ’ . -, . '§/
Al T\ .\\
= Monsieur le o/ ;- - I teTe N vd
de’ pumars e e”
- . -

= Monsieur e "réfot de o Préfectnre
cde Cixcreexo

.

‘ux Titulaires des Centres o ~ - - -
agréfs du Dicctse a Jutare {tov -



ANNEX D

FINANCIAL MANAGEMENT/RECURRENT COST ANALYSIS

Dr. Hans-Peter KOERNER Kigali, April 12, 1988
Financial Management and

Organization Consultant

c/o COREC S.P.R.L.,

B.P. 1105, Kigali, RWANDA

The Representative,
US Agency for International Development
B.P. 28, Kigali, RWANDA

ANALYSIS OF FINANCIAL MANAGEMENT
ACCOUNTING AND RECURRENT COST
ASSOCIATED WITH
FAMILY PLANNING
IN RWANDA

/l



-2 -
TABLE OF CONTENTS

Acronyms

Intro

duction

1.

Recurrent Cost Obligations to the GOR for Family Planning

(=2 IS ) B Y

Annex

1.1. ONAPO

1. Analysis of 1988 Budget Draft
2. Relations between drafts, drafts revised with MINIFINECO,
Budgets approved by CND, really effected disbursements for
the years 1984-1987, and execution of the budgets
1.1.3. Financial Management and Accounting analysis of ONAPO
relative to suitability for the proposed Project
1.1.4. Recurrent Cost Obligations of GOR for ONAPO 1989-1993

1.1.
1.1,

1.2. MINISAPASO

1.2.1. Analysis of 1986, 1987 Budgets and 1988 Budget draft and
Recurrent Cost Obligations of GOR in the MINISAPASO complex
for the proposed Project 1988-1993

1.2.2. Financial Management and Accounting analysis of MINISAPASO
relative to suitability for the proposed Project

1.3. GOR Recurrent Cost Obligations for Family Planning 1989-1993

Cost Budgets (overall program costs - annual and life of project) for
p}anned activities with identification of GOR contribution for each
element

Assessment of accuracy of the PID budget estimates for FP II Project
Assessment of the Magnitude of other Donor Contributions to Family
Planning in Rwanda (projected levels of contributions 1988-1992)
Constraints of inadequate Financial Resources of the GOR on its
contributions to the Project

Analysis of Current Procedures for disbursing AID funding and
Recommendations for possible changes

1. ONAPO Recurrent Costs, Financing, and Cost Budgets 1984-1988

2. Analysis of ONAPO Recurrent Cost for Family Planning

3. Analysis of MINISAPASO 1988 Recurrent Cost for F.P.

4. Estimated Recurrent Cost Budgets and Financing Possibilities for
Family Planning 1989-1993

5. ONAPO Budget Draft for 1988

6: Overall Program Costs FP Il Project

7. Projected levels of other Donor contributions to FP in Rwanda in

1988-1992 -

Statement of Work - Terms of Reference

[0 ¢]



AID
ARBEF

ccco
CCDFP
CCIR
CDSS
CERAI
CERAR
CJF

CIC

CND

CRS

CusP

DAI

DIU

EPI

FP

GOR

HC

IEC

INR
INTRAH
IPPF
ISAR

IUD
MCH/FP
MINIFINECO
MININTER
MINIPLAN
MINEPRISEC
MINISAPASO
MRND

NGO
ONAPO

RF

UNFPA
UNICEF
USAID
WHO

-3 -
LIST OF ACRONYMS

United States Agency for International Development
Association Rwandaise du Bien-Etre Familiale
(Rwanda Branch of International Planned Parenthood Association)(
Combatting Childhood Communicable Diseases
Community Center for Development and Permanent Training
Rwandan Chamber of Commerce and Industry

Country Development Strategy Statement

Center for Integrated Rural and Artisanal Training
Center for Rural and Artisanal Training of Rwanda
Youth Training Center

Interministerial Coordinating Committee

National Development Council

Catholic Relief Services

Centre Universitaire de Sante Publique

Development Alternatives, Inc.

Dispositif Intra-Uterine

Extended Program of Immunization

Family Planning

Government of Rwanda

Health Center(s)

Information, Education and Communication

National Research Institute :

International Training in Health (Chapel Hill University)
International Planned Parenthood Federation
Rwandan Institute for Agronomic Sciences
Intrauterine Device

Maternal and Child Health/Family Planning

Ministry of Finance and Economy

Ministry of the Interior and Communal Development
Ministry of Planning

Ministry of Primary and Secondary School

Ministry of Public Health and Social Affairs
National Revolutionary Movement for Development
Non-Governmental Organization

National Population Office

Franc Rwandais (Rwandan Franc)

United Nations Fund for Population Activities
United States Agency for International Development
United States for International Development

World Health Organization



INTRODUCTION

Following the request of the US Agency for International Development, American
Embassy at Kigali, Rwanda, of February 29, 1988, I have taken up work of the
present study the same day by collecting information at the

- USAID office, Kigali, and its files
- Office National de la Population (ONAPO)
with the Director, Madame Habimana Nyirasafari Gaudence

Head of the Service Etudes et Programmes (Studies and Activities),
Monsieur Hakizimana Evariste, M.D.

Head of the Service Administratif et Financier,
Monsieur Higaniro Hermogéne

Head of the Section Secrétariat Général et Relations Publiques,
Monsieur Nzahabwanamungu Patrice

Head of the SEction Comptabilité Générale et Trésorerie
Madame Mukabideli Thérése

- Ministére de la Santé Publique et des Affaires Sociales (MINISAPASO)

with the Directeur Général des Services Généraux,
Monsieur Ntezilyimana Antoine, and

the Coordinateur National of IDA/GOR Family Health Project,
Monsieur Nyandagazi Prosper

- Offices of the Resident Representatives of the World Bank, UNICEF and

- The Canadian Embassy

I had frequent discussions and exchanges of opinion with the Futures Group
experts working for the FP II Project preparation.

After having received the last important items of information on March 15,
1988 1 carried out the study from March 16 to April 6 in close cooperation
with the USAID Project Design Coordinator, Mr. John Blumgart.

On April 9, part of the Project Design team and the Economic analyst of
0AR/Rwanda discussed the draft report submitted on April 6, 1988 with me,
asking me for two supplements to the report. Consequently, due date for the
Final Report was pushed back to April 12, 1988.

. \ﬂ/
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1. RECURRENT COST OBLIGATIONS TO THE GOR FOR FAMILY PLANNING

1.1. ONAPO

1.1.1. Analysis of 1988 Budget Draft (Budget de Fonctionnement - Recurrent
Cost Budget)

As outlined in the chapter INSTITUTIONAL ASSESSMENT OF ONAPO in the Futures
roup Study, the 1988 Budget Draft shows a certain effort into the direction
of a budget per activity. VYet the most important portion of Recurrent Cost,
PERSONNEL COST, has not been budgeted per activity, nor have other significant
cost items. Only office supplies, gas and vehicle maintenance, material costs
for information and education, travel e<penses in Rwanda, have been divided up
by activity.

To arrive at an attribution of ONAPO overall recurrent cost to F.P. and the
other activities of the Office, the relevant percentage of each Section and
Subsection for FP had to be estimated, see Annex 2. The calculation contained
in Annex 2 shows that 97.8% of recurrent cost can be attributed to the
following tasks of ONAPO, i.e. to Family Planning:

- to stimulate an awareness among all social groups as to the
demographic problems of the country, through a program of information,
training and education, respecting human dignity, freedom, religious
and moral convictions of couples

- to ensure that family planning methods are properly .mployed

- to examine the procedure for integrated family planning services into
general health services and to submit proposals as to the best methods
of such integration to the officials in charge of Public Health

- to participate in drawing up educational programs at all levels with
regard to population questions

For the remaining tasks, (a) to examine all matters concerning
population growth, and its effects on socio-economic development, and
(b) to submit proposals to obtain a balance between production and ,
population growth annual Personnel Costs of about RF. 1.3 million seem
RF 21,533 per month for each of 5 employees concerned (overall monthly
average for 241 employees: RF. 19,935).

1.1.2. Relations between drafts, drafts revised with MINIFINECO, Budgets
approved by CND, really effected disbursements for the years 1984-1987
and execution of the Budgets

As shown in Annex 1, ONAPO has never received an adequate GOR contribution to
cover its modestly calculated Recurrent Cost Budget submission. The latter
has always been exceeded by actual disbursements. In 1987, the actual GOR
contribution of RF 42,4 million for Personnel Cost was less than salaries
payable to permanent staff (RF 52.1 million; total Personnel Cost 55.3

million).
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Even approved but inadequate GOR Budget allocations have not been entirely
made available. For example MINIFINECO has withheld RF 4.4 million in 1987.

MINIFINECO has openly indicated for the 1986 Budget, that ONAPO should look
for the missing RF 3,2 million (see Annex 1, line 12) with foreign donors.
For 1986, USAID has in fact contributed an amount of RF 55.8 million to
ONAPO's Recurrent Costs.

In 1986 and 1987 ONAPO has managed to bridge the gap (Annex 1, line 12)
between GOR contribution and necessary current expenditures by availing itself
of the "pipeline effect", using undisbursed balances of funding by USAID and
other donors (more than RF 11 million on 01/01/87 and 1988), and not yet used
by ONAPO for the original intentions.

Considerable short-term obligations towards the GOR Treasury, the Caisse
Sociale du Rwanda (Social Security) and private creditors had to be used as
well to finance the budget deficit. The financial "gap" between ONAPO's
recurrent cost requirements and GOR contributions amounts to more than RF 15
million in 1987 and to RF 11.5 million in 1988 (see Annex 1, line 12).

The position of GOR towards covering all necessary recurrent costs, which are
not provided for by USAID and other donors should be clarified. On the other
hand, it has to be pointed out that GOR funding of ONAPO recurrent costs has
risen from RF 47.8 million in 1984 to RF 88.6 million attributed by MINIFINECO
for 1988.

1.1.3. Financial Management and Accounting analysis of ONAPO relative to
suitability for the proposed project

With reference to "Institutional Assessment of ONAPO" in the Futures Group
Study, and drawing on the "Analysis of ONAPO Management" by Alain Joyal of
August 1986, the situation as it has evolved can be summarized as follows:

1.1.3.1. Financial Management

This difficult task, including procurement, stock control and fixed assets
management, has to be fulfilled by the head of the Administrative and Firance
Department (Chef de Service Administratif et Financier - SAF) who has no
budgeting and accounting experience (preceding post: Chef du Personnel at the
Caisse d'Epargne du Rwanda - National Savings Bank).

Apart from his staff in the Sections:
Accounting and Treasury 5 employees

Procurement, stock an fixed
assets management 4 employees
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There have been recently appointed two qualified staff members to the Section
Planification and Evaluation which is directly attached to the Director's
Office. They and the head of the Section Secretariat and Public Relations,
who has just returned from a long study leave (in Public Health Service) in
the US, will be able to establish a sound data basis for the calculation of
the Budget.

But apparently there is still nobody in the Service Administratif et Financier
who is capable to calculate and establish with these data a correct and
comprehensive budget comprising all activities, financed by GOR, USAID and
otiier donors, and per activity.

1.1.3.2. Accounting

Invoices do not bear a serial number and are filled by booking dates only, so
vouchers for entries of the same date can be retraced only with difficulty.
The separate bookkeeping for USAID funds utilization is done in pencil.

1.1.3.3. Stock Control

Important portions of categories of stocked articles, like contraceptives,
medicine kits and health center outfits, drugs, brochures, books, video- and
audio-cassettes are administered by sections of the Studies and Activities
Department (Service Etudes et Programmes), that is not controlled by the
administrative and Finance Department (SAF). Inventory and Stock control by a
stock consuming Department is a contradiction to the rules of Internal Control.

1.1.3.4. Vehicle Fleet Management
There is progress in the control of vehicle utilization and times of absence

by the introduction of a well conceived form. However, it will still take
considerable efforts until high performance at reasonable cost is achieved.

1.1.3.5. External Audits
The two "Commissaires aux comptes" and the "Commissaire d'Etat" do not

exercise a sufficient control over accounting , stock and fixed assets
management. The three commissaires are not members of ONAPQ staff.

RECOMMENDAT IONS

The Ministry of Civil Service has recently filled the long-time vacancy at the
post Chef de Service Administratif et Financier with a legal specialist who
has no budgeting and accounting experience. This Ministry should have been
asked to appoint an executive to this post with leadership and professional
qualities that allow him to introduce sound budgeting and stock control
procedures and to improve the functioning of the Accounting Section.

Until the eventual achievement, of such an appointment, Technical Assistance
and training on the job will help and are necessary.

The post "Foreign Donors Contributions" in the Accounting Section should be
occupied by an experienced budgeting expert who can translate the data about
planned activities into budget figures.

oo
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A strict control of the manifold and valuable stocks (see 1.1.3.3., mostly
grants from USAID and other donors) and their distribution down to health
center level will have to be established. A1l fixed assets and stocks have to
rest under control of the Administrative and Finance Department from arrival
at MAGERWA Customs depot until distribution to final receiving units (health
centers). This applies for all stocks, be they stored at the Control Office,
the Warehouse (Centre de Formation), Regional Offices or in transport. The
employees responsible for stock management at the Regional Offices will have
to report directly to the SAF.

As, procurement for ONAPO (stocks, services, investments) is not directly
controlled by MINIFINECO, and there is not sufficient auditing capacity
available for ONAPO, the establishment of an Inspection and Internal Audit
Service reporting directly to the Director 1ike in other Public Enterprises,
and the nomination of an independent external auditor, based in Rwanda, should
be considered.

1.1.4. Recurrent Cost Obligations of GOR for ONAPO for the years 1989-1993

For planning and cost estimation purposes, one can consider Rwandan fiscal
years 1989 to 1993 as equivalent to US fiscal years 1988/89 to 1992/93.

Annex 4, "Estimated Recurrent Cost Budgets for Family Planning 1989-1993" is
calculated assuming the 3.2% yearly inflation rate which was applied in the

PID, Estimate of AID contributions, page 16 and Annex 2 (US $ 787,000, i.e.

17%, equivalent to an inflation rate of 3.2% during 5 years).

The comprehensive ONAPO estimated Recurrent Cost Budgets for Family Planning
(Annex 4) rise from RF 126.4 million (US $ 1.8 million) in 1989 to RF 151.5

million (US $ Z2.16 mitlion) FOR 1993. They contain a reserve for
contingencies o for 1989, increasing by 3.2% each year to
RF 2,624,000 for 1993) Annex 2 shows, that 97.8% of ONAPO Recurrent Cost can
be attr1buted to FP. Rather than reduce all the figures for the different
Budget items by 2,24%, the author simply took the 100% Budget figures, thus

- at the same time - creating the before-mentioned reserve.

The financing section of Annex 4 contains of UNFPA and GTZ to recurrent costs
through 1993 on the assumption that the projects concerned will continue or be
replaced in some way after their expiration (UNFPA: 1989; CTZ: 1990).

The GTZ contribution to Recurrent Costs will be channeled - as in the past -
neither through ONAPO nor through MINISAPASO accounts, but commodities and
services will be procured directly by the GTZ project office in Butare.

One of the priority items of future ONAPO activities (based on the experience
with two local pilot projects begun in 1987) is the creation, in stages, of a
network OF 17.000 voluntary "animateurs" at the lowest local (cellule) level.
This network may also eventually be given responsibility for the distribution
of FP services. The author has included the costs for 15 supervisors,
considered necessary in accordance with the USAID Project Design Coordinator,
for the guidance and control of the proposed 17,000 voluntary FP "animateurs"
(see Annex 4, footnote**). If the "animateur" proaect should not be carried
out, the 15 posts will be needed to improve and extend F.P. services in the
fie]d.



1.2. MINISAPASO

1.2.1. Analysis of 1986 and 1987 Budgets , 1988 Budget draft and Recurrent
Cost Obligations of GOR in the MINISAPASO complex for the proposed Project
1989-1993

As shown in Annex 4, F.P. related costs in the central and regional structures
of MINISAPASO are composed of two items:

- RECURRENT COSTS AT MINISAPASO, which are detailed in Annex 3. They
are composed of an estimated F.P. occupation percentage of the
personnel and other costs caused by the employees working in the
Sections/Subsections shown in Annex 3. The total of RF 3,894,000 for
12?8 is reported with a 3.2% inflation increase to 1989 (Annex 4, line
16).

- FAMILY HEALTH PROJECT, co-financed by GOR (Budget de Développement)
and IDA loan, 50% of its recurrent costs are considered and accounted
for as FP related (totalling RF 101.7 million or US $ 1.45 million).
RF 84.7 million thereof represent 50% of the Personnel Cost caused by
16 staff members of the Project Coordinator's office and 200
additional health auxilijaries at the Public Health Centers. Each year
40 of them are supposed to pass examination at the nurses schools
which will be built and maintained during the 5 projects year to
come. As these auxiljaries will probably spend half of their time on
MCH/FP including nutrition advice, 50% of their recurrent cost was
attributed to FP, as was done for the Project Coordinator and his
staff. In the recurrent cost calculation for the post project period
this staff will be replaced by 16 teaching staff members of the nurses

schools.

1.2.2. Financjal Management and Accounting Analysis of MINISAPASO relative to

suitability for the proposed Project

The Management Office for the IDA/GOR financed Family Health PRoject is
located in MINISAPASO. This project has strong FP components and accents, see
Futures Group Study, "Institutional Assessment of MINISAPASO, World Bank (IDA)

Participation".

The National Project Coordinator is well-trained and qualified for his task.
Apart from a long period of studies abroad, he has been Director of
Administration and Finance Division at MINISAPASO before. He has a secretary,
two accountants with geod training, an architect, a technician, an expatriate
expert in Medical Service and F.P.,, and 1 teaching specialist. He is to get
an administrative assistant.

The accounting service is well organized to cope with the accounting workload
occasioned by a project volume of over US$14 million. Investments financed by
the project are attentively supervised.

There is a professional audit of project accounts and utilization of funds
each year, executed by a C.P.A. from Mauritius, who is also doing other audits
of World Bank projects in Rwanda.
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CONCLUSION
Apart from the administration of the MINISAPASO part of the FP II Project
funds, this Project Office would be technically capable to handle the
financial administration of the funds attributed to ONAPO also, provided it
was augmented by a third accountant.

1.3. GOR Recurrent Cost Obligations for Family Planning 1989-1993

Annex 4, line 25, shows the TOTAL RECURRENT COST ESTIMATE FOR FAMILY PLANNING

in _the PUBLIC SECTOR for the period 1989 (10/01/88) to 1993 (09/30/93) and for

each of the five Rwandan fiscal years, rising from RF 140.4 million (US %2.24
million) in 1989 to RF 187.9 million (USY 2,67 million) in . e latter
amount 1s an indication for the recurrent cost obTigations to be supported by
GOR after the end of FP II Project. The Cost Estimates in Annex 4 are based

on the following assumptions:

1. Figures concerning ONAPO Personnel Costs and "Other expenditures"
and for 2.1, RECURRENT COST at MINISAPASO (see Annex 3) are based on
the 1988 Budget drafts {"Prévisions Budgétaires"), i.e. for salaries
and social security contributions on actual salaries (see Annex 2
and 3). These 1988 amounts have been augmented by 3.2% (inflation
rate) per year. For details see Annex 1 and chapters 1.1.4. and
1.2.1. as well as footnotes in Annex 4.

2. The "OTHER COST" items financed by the GOR and AID have been
increased by 3.2% each year also.

3. The "OTHER COST" items financed by IDA, UNFPA and GTZ remain
unchanged until 1993. Project continuation or replacement by other
donors after expiration (UNFPA: 1989, GTZ 1990) is assumed.

4. The important cost item of 15 supervisors for 17000 FP "animateurs"
on the village level (totaling RF 14.7 million) is detailed in line
2 of Annex 4 and chapter 1.1.4.

5. 50% of the Recurrent Costs of the IDA/GOR financed Family Health
Project (equalling RF 101.7 million, annex 4, line 17) which started
in 1987 and will last until 1993 are considered as F.P. related.
Financing is divided up between IDA and GOR according to the Project
Financing Plan. The cost and financing volume of RF 101.7 mitlion
is not contained in Annex 6 "Overall Program Costs of FP II
Project". For details see chapter 1.2.1.

An outlook on the FINANCING POSSIBILITIES by the GOR, USAID, UNFPA, IDA, GTZ
is given in Annex 4, Tine 23 to 27. While in 1987 GOR financed 68% of ONAPO
recurrent cost, the GOR percentage of Total Recurrent Cost for Family Plannin
is likely to rise from 7i 2% in i§§§ to 75.8% in 1993. This includes half of
the recurrent cost in IDA Family Health Project (FR 10 million in 1989, rising
to FR 31 million in 1992).
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In view of the austerity forced upon the GOR by the situation of the Rwandan
national economy, the FP 11 Project Agreement should include GOR budgetary
provisions of an irreducable character, covering recurrent cost requirements
for the whole duration of the project. Their magnitude is indicated in Annex
4 (in RF 1000s) and in Annex 6, lines 16 to 23 (in US $ 1000s).

Recurrent costs are, or may be incurred by other Departments of the GOR by FP
activities (MINEPRISEC - Ministry of Education; MININTER - Ministry of the
Interior and Communal Development). However, these activities can be
supported by the personnel of these Departments, e.g. the appointed commune
mayors and accountants, so that they should not give rise to additional
recurrent costs for the GOR.

2. Cost Budgets (overall program costs - annual and life of project) for
planned activities with identification of GOR contribution for each
element.

Detailed estimated Cost Budget for the cost planned activities of FP Il
Project (Public Sector only) with financing provisions - USAID, GOR, other
donors - are given in Annex 6, per year (Rwanda fiscal year 1988 through 1993,
for estimating purposes regarded equal to US fiscal years 1988/99 through
1992/93) and totals for the complete project period of five years.

3. Assessment of accuracy of the PID Budget estimates for FP II Project

During the course of the analysis of Financial Management, Accounting and
Recurrent Costs associated with FP II Project, the author has closely
cooperated with the Futures' Group program experts. There were no indications
that PID budget estimates for AID and - very small - GOR contributions to
costs of Technical Assistance, Training (basic and upgrading) and Equipment
were insufficient. On the other hand, PID estimates for GOR contribution to
Recurrent Cost Budgets, totalling US $ 3,500,000 do not cover more than 46% of
the GOR Recurrent Cost Budget estimates established by the author (US$
7,539,000, see Annex 6). Of the total GOR contribution estimated in the PID,
page 17, with $3,635,000, the provisions for commodities ($ 27,000 per year,
i.e. $135,000) had to be deducted to arrive at $3,500,000, PID estimate for
GOR Recurrent Cost estimate.

4, Assessment of the Magnitude of other Donor contributions to Family
Planning in Rwanda 1988-1992

The compilation given in Annex 7 is based on the information collected by the
Project Design Coordinator, the author, and one of the Futures Group experts
(UNFPA). For details of the planned activities of other Donors see Futures
Group study, "Other Donors Participation".

5. Constraints of inadequate Financial Resources of the GOR on its
contributions to the Project

The GOR Budget policy in general and towards ONAPQ especially during the years
1986, 1987, and, as far as one can see, for 1988 also (see chapter 1.1.2. for
ONAPO and footnote c) in Annex 3 for MINISAPASO) leads to the recommendation
in chapter 1.3. concerning the GOR's binding commitment to honor its budgetary
obligations for the whole duration of FP II Project.

\"74
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One of the strongest emphases for the reduction of recurrent cost budget
submission is always put on gasoline and vehicle maintenance by MINIFINECO anc
the CND. Yet the efficiency of IEC and FP services activities depends largel)
from adequate provisions for these expenditures.

In the CND discussion on the 1988 Budget Law on March 17, 1988 the demand for
a general reduction of these cost items by 20% against 1987 has been raised
(Bulletin Agence Rwandaise de Presse of 03/18/88, Page 5).

6. Analysis of Current Procedures for disbursing AID funding and
Recommendations for possiblie changes

The analysis of current disbursing procedures leads to the following
recommendations and conclusions:

(a) to avoid diverting AID funds meant for other purposes to cover
recurrent costs, the "pipeline effect" should be eliminated by all
suitable means.

(b) channeling funds through autonomous unities (ONAPO, Family Health
Project Administration, etc...) is preferable to using GOR Treasury at
the central, regional, and commune level. The latter way takes more
time, primarily because of the (necessary) Budget execution control.
Each Order form has to receive the visa of this control unit.

(c) However, using the other way through autonomous units presupposes
their capacity of establishing correct and comprehensive budgets, and
to control the execution by efficient internal and external audit
institutions.

As for the relevant capacities of ONAPO and PSF office (IDA/GOR-Family
Health Project) reference to chapters 1.1.3. and 1.2.1. is made.

(d) If the 0iAPO Administrative and Finance Department in its present
state (see 1.1.3.) should be trusted with disbursing funds to
suppliers and contractors of services, USAID Kigali office could
retain refunding until presentation of exact evidence that supplies or
services concerned have been effected.

The eventual ONAPO Project Coordinator could be charged with control
of supplies and services also. The head of Secrétariat Général and
Public Relations Section is well capable to do so, see 1.3.1.1. above.



AREI | QNAPO RECURRENT COSTS, FINAICING AND COST BUDGETS 1984-1987, 1988 (PROVISIONAL)

- 0F 1000°s -
! 2 3 ' 5 b
Lise DUBGET DE FONCTOMNENENT GOR Coatri- 1988 60R Effective GOR  Contribution
8. (RECURRENT COSTS) bution (1) Coatribution
P10 (NINIFINECO) 1987 1986 1985 1984
| PERSOMEL COSTS 3,43 57,452 55,335 0,52 3,077 29M
OTHER COSTS:
2 VEMICLE MAINTENANCE 6,858 (2) 5,482
3 AEL 9,351 (2) 6,817
& RENT & related expenses 8,058 4,009
S  INSURMKE 1,508 1,487
6 OTHER 15,906 14,936
thereof:
7 PBLICITY, INFORMATION 3,182 3,961
0 TRAVEL ABROAD 3,851 2,188
9 TRAVEL LIDOMITIES IN RANDA 4,110 1,730
10 SUB TOTAL OF OTHER COSTS 17,578 42,457 (2) 35,451 16,188 9,189 19,819
11 GOR FINANCED RECURRENT COSTS 19,000 (¢ 88,599 (C 75,668 (C57,430)) 44,96 48,619
12 RECURRENT COSTS FINANCED BY -
MVAILABLE ASSETS (BAXK JAN.1) CCU1,SIOM3L <G 15,12 0404¢ 3,201 - -
I3 RECURRENT COST WHICH SHOULD
D€ COVERED TOTALLY BY GOR 49,00 108,109 98,786 60,630 44,96 48,619
14 CURRENT PAYMENTS: AID 20,308 (3) ) 11,5018 ¢ 8,145 55,789 51,784 69,484
15 OTHER DONORS 16,700 16,701 12,300 2,229 16,538 6,075
16 TOTAL RECURRENT COST: 85,00 116,610 (5) 11,231 118,648 113,288 115,178
PERCENTAGE: GOR 48,51
AID, BUDGETED .31
A1D, EXTRAGRDINARY (b) 18.11
OTHER DONORS 14,81
BREAKDOMN, OTHER DONORS
i) 8,89 () 9,898 (1) 5,818 1,193 2,681 785
I0A/P.S.F. 4,38 (@) 4,348 (8) 1,200 - 2,52 5,31
ST1/1984 to 1987 others 3,41 3,478 5,082 1,0 11,355 -
16,700 16,700 12,30 2,29 15,5 6,075
OMAPO sales & revenues (9) - - - 538 1,113 38

(1) ot specifiod datueen ONAPD and MINISAPASO

(2) fuel & saintenasce too low by adbout RF 3 eillion

(3) of USAID

(4) 11,248 of USAID, rest of UNFPA, see ONAPD Amoual Report Draft 1987, page 91,92,99
(5) the (nos existing) coaprehensive ONAPO Recurreat Cost Budget 1988 would asount to this total

(6) Bank assets Jan. | 1988 (lipe 12)
(1) costraceptives, saintemance, printing, till ‘@9
(8) sedicel supplies (contraceptives, ote.)

i5) withou? Ceatre de Forsation, these revenues to be budgeted

<3



NBEY 2

ANALYSIS OF ONAPO 1988 RECURRENT COSTS FOR FANILY PLANNING

- IF 1000's - 2 3
SALARIES  ESTIRMATED
Lise S sSECTION ENPLOYEES  FEBRUARY OCCUPATION ATTRIBUTED  PER
$989 FOR F.P, 10_F.P,___EMPLOYEE
1 S Plasification 2 121.9 9 1 109.6
et Evaluation
2 S Recherches 7 231.3 9% 1 213.6
3 SS Statistique et 2 66.8 9 1 60.1.
Inforaatique
4 S Sate Fasiliale 4 111.1 100 1 1.1
3 5§ Iaforsation, | 33.4 100 1 3.4
Education,
Coasusication
b S5 Forsation et 4 112.7 100 1 112.7
Prograssatioa
scolaire
7SS Seasidilisatine 3 80,1 100 1 8s.1
8 SS Docuasetation 4 . 9 1 89.2
ot Publications
9 5S Prod’a Materiel 13 231.0 100 1 251,0
Didactique
10 S Dureanx 107 1,917.2 100 1 1,917.2
Regionales (10)
11 - Ceatre de i} 238.7 100 1 238.7
Forsatioa ' o
12 Subtota) 174 3,2.2 9.4 1 3,24.7
Operational Units
13 Rasagesent and 6) 1,176.4 98.4 1 1,157.6
Meisistration _____
1" 235 4,453.6 98.4 1 4,382.3
Z233ITTTETITIEIITS=E=c2 S3S33S==sazs
13 for 12 scaths 235 33,443.2 9.41 52,588
+ resaining nev
16 engagesents '8 6 1,462.8 51 _1,00
17 241 34,906.0 33,686 FR 18,985/9-9.':
18 ¢ ST soc’l secwrity 2,146.0 .81 _2.AM_____
19 TOTAL PERS. COST 241 37,652.0 97.81 56,3 FR 19,935/»....-‘
20  OVHER COST (ONAPO
BUDGET CALCLLATION) .70, S .81 41,306 .
21 TOTAL RECURR, COST 100,109 97,866
s3az=s=zsssosss I=8SeI22T==2
Diflerence
2 colum) -3 2,243 2.241




MOEXD: ABALYSIS OF PWINISAPASO 1983 RECURRENT

COST FOR F.P.

- 1,0y
1MOCEY ELEMENIS | GOR PROPO- ! 1987 ! 196 !
{CONDGET DE FOMCT I ONNEMENT t SITION FOR ! BUDGET ! BUDCET !
{-RECUREENT COST) o988 ! ! !
! ' ! ' !
1 !Secretoriat Géséral ! 31,413 ¢ 35,323 45,4208 !
2 tThoreef: estisated portion for FP () ! 15! ! !
3 10ir. Gén. Comeral Services (line 406) ! 13.919 ¢ 12,497 1 10,237
¢ Persomme] Cost { 10.157 ! ! |
S tthervef. Birection R ] ! ! !
Studlies L Evaluation (b esployees) 1s,7 1.598 ! ! !
§ !Other Costs . 3.662 ! ! |
T tthersof; Dir. Studies & Evaluation ) ! ! !
! proportionally 5,7 515! i !
8 !Totsl Dir. Studies § Ev. (line S¢7) 15,7 2.1 i !
9 1402 thereof estisated for FP ! 869 ! ! 3
10 Dir. Cén. Social Affairs Clise 18313) ! S4.679 ! 55,072 ! 50.640 !
11 Persomsel Cost ! 47.326 ! ! !
12 ithereof: Directioa U | ! ! !
‘Gaals Education t Family | ! ! !
! Proactioa (12 esployees) 17,48 3.504 ! ! !
13 10ther Costs ! 6.753 1 ! !
14 thereof: Dir. Basis education § } ! ! !
{  Fasily Prosotioa proportiomslly 1748 505! ! !
15 !Total Oir. Basis Education | ! ] !
! 8 Fasily Prosotica (line 12014) 17,40 4,089 ! !
16 1503 thersof estisated for PF ! 2.045 ! ! !

17 Dir. Céa. Public Health (line 1B+20)

! 068.901ci83.475 ! B75.773

]

1@ {Porsomel Cost ! 703,007 ! ! !
1S thereof: Dir. Medécine [ntégreée 13 ! ! !
! (8 esployees) 0,3 2.203! ! !

20 10ther Costs ! 185.8%4 ! ! !
21 ttherect: Dir. Med. Iatégrée ! ! ! !
! proportiosally 9,3 S43! i !

2 'Tstal Dir, Med. Istégrés (lime I42]) ! 2.846 ! i !
23 1353 therbof estisated for PF ! %0 ! ! !

T

2 tTotal line 10417 { 0.9 ! !
25 |Estisated Recurreat Cost for FP { ! ! ]
! (lise 9¢16+23) ! 2,694 ! ! !

o) 1986: 14,0 sill., 1587; 141,000 in~couotry travel expenses

b) 15ae 3416420 in percent of line 24 (<0.82); percentage applied to line |

€) cut-dowa gos and vehicle saintenance by 18 silllons, of perscnnel

cost by 12 eilljon FF againet 1987

)
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NOEX o ESTIMTED FECURSENT COST OUDGET AND FINANCING POSSISILITIES FOR FamiLY PLANNING 1389 - 1993
Coluan 6 in!
QUDGETS D€ FONCTIOMMENENT ESTIMIED BUOSETS, ¢om 8 OTHER DONORS CONTRIBUTIONS TOTAL  US$ 1.000s |
(REQURAENT COSTS) 1989 159 1931 1992 1993 1989-33  (18=70RF) 1
4F 1,0008- ' | 2 J L] S 6 1 !
1. owe : - . !
1 1.1, PERSOMEL €515 ! 59,400 sx.aoo. 6130 85300  67.400 316.700 4.52¢
2 iden, originating fros ! p200 2.400 ~ 1,500 3.700 3.800 14,700 A0 !
projects i erecution(es) ! “ee-
3 Total Porsoane] Costs ! 60.600 6.700 ©66.900  §9.000 11.200 . 731.400 .74}
]
1.2. INER cosTS ! !
4 costraceptives, sedical ! 13,4400 13.8700 142000 14.800a 15.2002 71.610 1,02 1
applies ! . !
] Saistessace, priating, ! 1.0%0s 1.8%0s  .890a 1.890s 1.83Ca 9.450 135
aiscel loncous ! !
6 adintenance vehicless ! 8.2500 3.3000  10.8000 11,7000 11.500b 51.050 9
7 fuel++ 12,1500 19.100b  16.9000  17.500 18.000b 70.650 L1
direct pracuresents {of itess ! ]
in lives ¢ t2 7) by ! !
$12, butare ! 3,000 3.000 3.000 3.000 J3.000 15.000 ¢ !
] sther expenditures ! 21.0700 .90 288106 29.7106 DD 14,200 2,06
| - , --
] Tntal Other Costs ! 65.800 W0.000 75700 18,100 80.300 370,000 5.286 !
! ..............
19 L], cortDEsie awep BUDCET ! 126.400 1000 142,600  147.100 151.500 701.400 10,020
! - ———
11 1.4, Fwucep by: ¢R ! 88.800 %.500 103600  107.400 110,000 506.300 .22 ¢
12 , USAID ! 20.900 600 2,30  23.000 21.800 111,600 1,59 !
13 T 47 ! 8.89% 8.8%s 8.8%¢ g 890 . 8.890¢ 44,450 635 1!
1) Ia fOAN L TR T 1Y) 4340 4,340 21.700 o
15 104 t 3400 3470 3.470e 14700 3.470e 17,359 8 1
!
2. NINISAPASO (F.?. RELATED CoSTS) ! |
1§ 2.1. REQURRENT COST at: NINISAPASO !oe.018 97T 428 4417 4,558 21.420 6 !
11 2.2. FMlLY WEALTH PROKECT(n0e) ! 10.000 15.000 20,000  25.800 30.900 101,700 1.450
!
10 2.4, PECURRT cO5T NINISAPASD for FP ! 14,018 13,47 2020 .27 35.458 123.120 1759 ¢
19 2.5. FLwceD by: 6O, corresp, 2,1, | 4.018 U7 4280 .47 4.559 21.420 6 !
2 SUR(eeee) ¢ 8,480 12.720  16.3%0  21.878 26.203 86.24) 1,232 |
U 104 Y1520 2280  3.040 . 4.697 15.459 20
........ ! o P
0 3. 10IAL RECURRENT COST Faaily Plomaing ! !
(line 10010) ! 140,418 I1S2.97 156.880 177.917 186.958  820.520 11.779 {
!
T 4. Fhaced by: &R ! 101.29% H2.6T 124,800 129696 141,751 613.9! 8.71
N USAID ! 20.900 21.600 2230  23.000 232,800 111,600 1.59¢ )
r ] 7] !0 0.8 §.8900  9.990s 8.890 44,450 635
5 (] { §.860 6.620 7.350 8.262 9.037 37,159 LY
n 914 I 2.470 470 14700 3.4700 3.470» 17,350 3

(*2) S new supervisors sach 7ear 1989, 1990, 1991 for

intonded I1.000 voluatary Fp “saisatours® ot

R 240.000 per year,

to "Fuel® aed *Neintenanc: Vehicles" (/3 and 112)
(200) figuref based an 503 (i attributad) of asounts in
Financing 2las aad 1987 - -dget of FN Project

(es2e) COR comtribution for

*Sudget de Divelopes-
de fonctionnement

Tte sese amouat per o9eat is added

3ily Health Project, contained in
not s NINISAPASO-Budet

*) continuation er

., othar danor supposed

a). fully Financed by USAID and other donors

+ b2 partly tinanced by USRI and other donors
+) augaented by kF | sillion, pre.;isign

. 1988 too low

+) augsented by RF 2 aillion, pr  sion

1968 too Jow



‘ANNEX S
SUMMARY OF ONAPO'S BUDCET FOR 1988

The previsionnal budget prepared by ONAFO for 1938 shows the
following main points:

TOTAL: 108,€98,153 RF (approx. US $ 1,441,618

(Budget de Foncticnnement, RF 100,103,153;
Budget d’Investiscement, RF 8,589, 000)

A) _“Activities! (without Perscnnel Costs) EFE
1. Santeé Familiale:
a) 3 seminars on community-based

contraceptives delivery 1,300,000
b) supervision in tha field 00,000
c) mobile team (contraceptive delivery) 150, 000
d) distribution of FP methodology guide 1,900,000

—3. 150,000 _

2. IEC
a) Education of 17,000 volunteer

promaters in the commune:z and

sectors (basis seminars) 2496, 000
b) Quarterly rehearsal days 492, 000
c) Supervision CCDFP activities 1,200,000
d) Education material production 903, 000
e) Graphic arts, theater, cinema, video 3,080,000
f Broadcasting 2,250,000
g) Training and education (health

personnel, schools) including
program elaboration

——

12, 202, 000

3. Documentation, publications 3,086,000
Subtotal "Activities"
(without Personnel Costs) -13,528,000

Contiriued


http:I.:1L0.00

Balance: Subtotal "Activitiec"

10.

11.

(without Perscnnel Costsz)

Statistics, Data Praocescsing

Fents, maintenance, water, electricity
for central office, training center

and regional centers

Vehicles maintenance

Maintenance office furniture and machines
Postage and telephone

Travel abroad

Insurances

Customs fees

Indemnities (Board Meetings) and
representation

Indemnities de caisse

Temporary labor; UMUGANDA utensils

—_—de ol Ll o

154, 000

9,840, 000
€, 350, 000
270, 000
BOO, OO0

3,031, 000

—
-

SO0, 000

250, 000

404, 000

150, 000

. Subtotal "Other Costs”

Subtotal A + B

C) Perscnnel Costs

Total

1
2)
3)
1)

"Budget de Fonctionnement"
(Fecurrent Cost Budget) A+ R+

Buying two vehicles

Office furniture

Telephone at Centre de Formation
Lcans to staff

Total Budget Equipment and Lcans to Feronnel

-—
-

GRAND TOTAL

-

2, 8OO, 000
783, 000
= 000,000

S S M St e e e



MREX 6. OVEMLL PROCRAN COETS FP II PROVECT (excluding PRIVATE SECTOR)
<8 1,000 (118 ¢ = T0RF)

ABUAL DUDCET ESTIMATES
199 1390 1330 1992 1930  1989-19%0  1983-1930  1983-1350  196%-13%)

1
|
{ USAID 60k Other Donors’ Total Cost
H contribution contribution contribution § Financing
{ PID figures
! { 2 3 ] 5 (] 4 8 9
ITECHICAL AOSISTANCE;
‘TRAIMING; EQVIPENT
]
) Nechmical Assistance, losg ters B B OIS IS TS 1225
H R shert tare 68 68 68 68 68 M0
3! Project Asaistast L} L} 4 L] 4 0
!
4! Sub-total 2 2 1 W W 1585
'
S fhasic or ,pr-dhg tralalng long ters 120 60 60 60 60 360 !
§! sort ters 60 60 60 60 60 300
" ‘ shilytor 80 2% 5 4] el 140
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SEPPLEMENT ESTABLISHED APRIL 29, 1983 AFTER REDUCTION OF DEFINITE GOR SUBSIDIES FOR ONAPD TO RF 77,090,000

DEVELOPRENT OF NINISAPASO BUDGET ELEMENTS 1985 TO 1938
INCLUDING ONAPO SUDIDIES (GOR AND APPROVED)

-&F 1008°s- Dudget  Initial  Reduced Subsidies = Cuts by Definite Coluans
198 Dudget  Dudget Shifted To  C.N.D.(201) Budgete  1-b
1997 1987 RINIFINECO ¢ Iacreases 1988 1
Budget-1988

bir. Gea. Public Health l 2 3 4 3 ) 7
Gasaline 0,0 0 W8 -8,942 35,764 113
Vehicle Naintesance MW B, 31,15 -8,981(1) 22,175 361
Persessel Costs 61773 716,853 714,853 716,833 1051
Rhor Costs 17,803 111,768 101,768 + 33,438 135,098 1191
Seb Total 84,773 308 BNATS 13,313 99,999 1031

Sebsidies 26,918 283,418 231,418 -231,418
Total Public Nealth 1,041,691 1,167,329 1,125,893 -231,418 13,315 989,990 8ot

Bir. Gen. Social Affairs

Gasoline 2,253 & 2,115 2,015 -483 1,92 81
VYehicle Maintensnce 1,260 1,600 1,808 -369 L4 e
Porsaane! Costs (TH o/ B X TR Y X 47,92 1081
Other Costs 2,055 2,931 2,931 458 3,381 1%
Seb Tatal e 55012 55,2 -393 54,679 1081

Subsidies
-y 7,430 19,098 79,0800 -79,890(3)
“Bther M M NN 20,00

Total Social Mfairs 128,070 154,062 154,162 99,09  -393 54,679 431

Bir. Gea. Geoeral Services

Gasolime 631 1,363 1,363 =273 1,892 1731
Vehicle Maiatesance b1l 1,880 1,988 <218 864 1691
Persoanel Costs 8,314 9,206 9,246 9,246 1
Other Costs 1L 886 8 -73 73 m
Total Geseral Services 10,237 12,497 12,497 -564 11,933 nn
Mainistrative Offices
Gasoline 1,898 2,383 2,383 -473 1,898 1 ]}
Yehicle Maiatenance 1,968 2,348 2,34 -448 1,872 931
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Other Costs 19,132 12,345 4,401(4) =73 4,486 31
Sud Tota) 39,430 0,393 32,309 -1,016 31,313 142!
Sebsidies 5,000 6,890 3, m ~3,480
Total Adainistrative 5,430 45,393 15,329 -3,000 -1,016 31,313 91
TOTAL RINISAPASO Dudget 1,325,428 1,388,381 1,327,881 -333,508 + 13,542 1,887,915 761

{1 m
(2) Dificially 83,493 (includes 3,426 investeents) of which 4,483 were withheld.
(3) The ONB cut the ONAPO Budget Subsission (Recurrent Costs) already reduced from 189,189 to 88,399 by NINIFINECO
(Ranex 1, colusa 2) by another 12,935 to 75,644 (sase level as 1967). Carried through to 1993, this would
sean 3 reduction of GOR contribution to ONAPO Recurrent Cost for FP by 14.61, i.e. US$ 1,056,008 or
RF 73.9 sillion (line 13 of Acaex 4). Q\j
18) Cashiers indesnities abolished (8,864), s\
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ANNEX E
ADMINISTRATIVE ANALYSIS

1.1. Introduction

An informed analysis of administrative aspects of the project is possible for
several reasons. First, AID has had first hand experience with a major
beneficiary of the proposed project, ONAPO, as a result of its previous
assistance to that agency dating back to 1981. Second, as part of pre-project
planning, USAID commissioned a thorough 2valuation of the previous project
and, subsequently, a number of studies on the family planning situation in
Rwanda and its institutions. ATl of these papers included, or directly
focused on, administrative and management issues on both the private and
public sectors. Third, the development and early implementation of the World
Bank's 1987 Family Health project with MINISANTE sheds valuable light on
management consideration relating to that institution. AID is therefore in a
good position to assess the project's administrative considerations and to
deal with their implications in its design.

2.1. Rwandan Agencies

2.1.1. ONAPO

ONAPQ was established in 1981 as the country's official policy, advocacy,
public awareness and research/analysis instrumentality for family planning and
demography. An autonomous agency now under the supervision of the Ministry of
Health, ONAPO has now grown from a fledgling entity to an organization with
241 employees and a budget of $1.4 million. The Director of ONAPO reports
directly to the Minister of Health and is a confidant of the President. Her
dynamic leadership and presence account for much of ONAPO's success in
building popular awareness and political impetus for family planning. It is
acknowledged, however, that management and organization are not her strongest
suits.

ONAPO's organizational structure is shown in Chart A. Although officially
"autonomous", its budget and personnel appointments, particularly for senior
Administrative positions, must be approved by an Administrative Council and
sometimes by the Civil Service Administration and the Office of the President.
These constraints tend to slow down management and senior personnel actions.
ONAPO has frequently had difficulty retaining well qualified employees because
many of its professional positions are not "officially decreed", that is, have
career status and tenure. As a result, there has been considerable staff
turnover and unfilled vacancies.

As indicated in the diagram, ONAPO headquarters is organized in four units of
varying size and importance, all of which report directly to top management,
the Crfice of the Director. Two of these (Sections) are quite small, the
other two (Services) much larger. One of the latter (Research and Programs)
is responsible for all of ONAPO's substantive activities while the second
(Administrative and Finance) for nearly all of ONAPO's administrative,
logistic and financial operations. The head of Research and Programs also
performs some of the functions of deputy director and runs the Office in the
absence of the Director. In addition to headquarters, ONAPO's structure



-2 -

includes ten regional offices, one for each prefecture, and a training center
(financed by AID) located in a suburb of the capital. An important
organizational problem of ONAPO is over-centralization of decision making with
even minor administrative or financial actions requiring the Director's
signature.

Up to the present, emphasis in ONAPO has focused on initiating, developing,
accomplishing and expanding family planning activities throughout the country,
As indicated elsewhere, results have been indeed noteworthy. Less attention,
priority and staff resources have been given to management, budgeting and
accounting procedures. Weaknesses in these areas have been noted in the 1987
evaluation and by a number of consuitants including those engaged in planning
for the new project. Although a number of improvements have been noted,
deficiencies continue in management, financial and budgeting practices. These
are summarized below, together with a discussion as to how the project
proposes to address them.

2.1.1.1. Administration

Inadequate procedures in management and administration have been cited by
evaluators and consultants as chronic ONAPO problems. Difficulties range
widely in character including inadequate coordination with MINISANTE,
inability to prepare annual work plans, poor management of equipment, supplies
and vehicles and dispersed inventory controls. A receat consultant
Characterized ONAPO's administrative procedures as "bureaucratic, rigid and
authoritarian". Responsibility for inventory management of stocks of supplies
and commodities is divided among two offices. While some improvements were
noted in the management of ONAPO's motor pool (which absorbs 25% of the
operating budget), other long-standing deficiencies, e.q. poor controls on
fuel consumption, still persist. Also noted is a need to provide greater
autonomy and status to the management of the training center and the
appointment of a qualified director if it is to fulfill its potential.

ONAPQ's administrative problems limit its effectiveness as a family planning
institution and impair its capacity to make optimal use of assistance under
the new project. These problems have been discussed frankly and at length
with ONAPO leadership; there is understanding and agreement that change is an
essential element to accompany the provision of further assistance.

Progress in initiating and implementing these changes will require careful
monitoring and periodic review -- functions that will be exercised by the
ONAPO Project Coordinator (for ONAPO) and by the resident management/financial
advisor in consultation with the USAID Project Officer (for AID). Significant
accomplishment or shortfalls will be reported to the Comit_ Mixte with
recommendations for appropriate action. These procedures are described more
fully in the implementation plan.

y
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2.1.1.2. Financial Management and Budgeting

Financial management, fiscal control and budgeting practices represent other
areas in which ONAPO is experiencing problems. These may have been
exacerbated by unexpected fluctuations in donor support or by delays and
uncertainties in the GOR budgetary process. A more basic problem is an
inadequacy of qualified of adequately trained staff and prolonged vacancies in
key positions.

While budgeting practices have improved, ONAPO is still unable to prepare, on
an annual basis, accurate, comprehensive expenditure and revenue budgets, by
activity and source of financing. Annual budgets and annual work plans show
little interrelationships. Thus, ONAPO lacks a means of relating its
priorities to its resources. When there is a budget crunch, ONAPO resorts to
such expedients as delaying payments due suppliers, the social security agency
or the treasury (for taxes) or "borrows" unexpected balances from donor
contributions.

Accounting, disbursing and cash management procedures were deemed to be below
accepted practices in a recent review. For example, invoices and vouchers are
difficult to track down, bookkeeping of USAID donations is done in pencil,
revenues or subsidies for running expenses are inadequately recorded and
poorly related to expenditure, no record is kept of grants payable, budget
management of cash on hand is adequate, financial reporting is irregular and
incomplete, and journal entries are not usually maintained. ONAPO's financial
records and procedures are such that the establishment of an internal review
and audit service, reporting directly to the Director, and of an independent
external audit has been recommended.

The financial management difficulties can be traced to problems of staffing
and to inadequate emphasis on establishing sound financial and accounting
procedures during the earlier project. Until recently filled, the position of
head of Administrative and Financial Services had been vacant since 1983. The
new incumbent has no financial or administrative background but is well
educated and regarded as a person of good potential if provided with adequate
training. The staff of the Accounting and Treasury Section likewise reauires
considerable training, particularly for the Chief Accountant. In addition,
the vacant position for head of the section on management and supply and the
position of "Foreign Donor Contributions" in the Accounting Section requires
filling by people with strong management and budgeting skills. Training
(external and in-country) must be accompanied by considerable technical
assistance to help plan, guide and monitor improvements. This would be
another key task of the long term manager/financial advisor in addition to
short term assistance. Thanks to the administrative/financial/management
analyses done by Alain Joyal in 1986 and 1988, ONAPO has a fairly complete
road map of what needs to be done and how.

These issues have been discussed at length with ONAPO Tleadership and senior
staff. ONAPO understands the importance of financial management improvements
to strengthen its own effectiveness and to assure that donor inputs are well
spent. Agreement has been reached on a time-phased program of corrective
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measures -- including the preparation of annual work plans and budgets -- that
will be included in the project agreement. Many of these actions will be
taken as part of the project's covenants while subsejuent measures will be
required as elements of annual work plans. Again, careful monitoring and
review will be necessary by the ONAPO Project Coovdinator (for ONAPO) and by
the resident management/financial adviser in consultation with the
aSAID/Rwanda Project Manager (for AID), with pcriodic reporting to the Comite
ixte.

The picture that emerges from an administrative analysis of ONAPO is of an
over-centralized organization with weak administrative and financial
practices. There is a need to delegate greater responsibility (and
accountability) for implementation actions but this must be accompanied by
improved procedures, upgraded skills and increased leadership in mid-level
management. A major improvement could result if the position of Deputy
Director or Secretary Generil were established, filled with a well qualified
administrator charged with responsibility for internal management of ONAPO,
leaving the Director free to perform the leadership, advocacy and policy roles
she does so well. This idea has been discussed with the ONAPO Director with
encouraging results. However action (and the selection of a candidate) would
require approval of the Administrative Council, the Minister of health, the
Civil Service Office and probably the Office of the President -- a long and
uncertain process. USAID proposes to continue pressing the proposal with the
GOR. However, it does not propose to hold up the project pending a decision
because it believes that the project's viability will be secured by the
actions required in the Project Agreement.

2.1.2. MINISANTE

The Ministry of Health (MINISANTE) has general responsibility for policy,
regulation, and public sector services in Rwanda. Its responsibility for
providing family planning and nutrition services grew out of a reorganization
in 1984 in which the Ministry of Health and the Ministry of Social Affairs
were combined and ONAPO and the Nutrition Bureau came under the jurisdiction
of the new entity.

The Ministry's headquarters now comprise two Departments, General Services,
and Public Health. Within the latter , a Division of Maternal and Child
Health, comprising Offices of Family Planning, Nutrition and EP{, reports to a
Direction of Integrated Medicine which in turn reports to the head of the
Department, the Director General of Public Health (see Chart B). Below the
level of the Minister, decision making on health questions is largely
concentrated in the hands of its ranking civil servants, the Secretary General
and the Director General of Public Health, the former on matters of national
policy, the latter on administering the Department and its ten Medical Regions
(Prefectures) and their directors. Subordinate units at headquarters,
including the Direction of Integrated Medicine, and its components, have
little authority. Staffing is lacking in experience and training,
particularly in management. Dilapidated buildings, overcrowded offices and
lack of equipment severely impede efficiency. Improvements in this situation
may be expected as a result of the World Bank's Family Health project (see
below).
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Rwanda's health infrastructure includes 27 hospitals, 170 health centers and
69 dispensaries. Sixty percent of these are operated by MINISANTE, the
remainder by religious missions under MINISANTE supervision. Provision of
health services in MINISANTE facilities leaves much to be desired. "Buildings
are often dilapidated, poorly maintained and too small to accommodate their
outpatient load. Medical equipment is generally minimal, and being old, is
difficult to maintain. The number of vehicles is insufficient, and most
health centers have no vehicles at all" (World Bank, 1986).

In addition to lack of physical facilities, Rwanda's health infrastructure
suffers from lack of staff, both quantitatively and in regard to capacity.
Shortages are particularly acute for nurses and nurses aides. Another problem
is a lack of in-service training programs for upgrading staff skills. The
introduction of ONAPO's training in FP was the first large scale organi =d
attempt at in-service training for health staff.

For these reasons the Ministry of Health was i1l equipped to provide, in
addition, family planning services when it inherited this responsibility as a
result of the 1984 reorganization. Its already overburdened staff had no
training in the subject nor was the Ministry organized to provide
contraceptives and follow up advice and monitoring.

The World Bank's 1987 Family Health project represents a major effort to
strengthen MINISANTE's capability to deliver health services to the population
and to integrate them with the provision of health care in general and
maternal child care in particular. By-passing the Ministry's normal chain of
command, an Office of the Project Coordinator has been established (at the
Word Bank's request) which reports directly to the Secretary General and which
supervises project implementation.

Summarizing, the project contemplates (a) a major in-service training program
for 1,400 MINISANTE personnel in FP technology and skills, (b) the upgrading
of 30 health centers (including facilities for FP, nutrition and MCH
services), (c) training and technical assistance for the MCH Division and its
FP and Nutrition Offices, (d) monitoring and supervision of integrated MCH
services at eight refurbished regional offices, (e) expanded pre-service
training of nurses and nurses aides including the construction of two nursing
schools. Although the project has gotten off to a slow start, it represents
an important effort to re-orient the Ministry's health care priorities and to
align them in a way which complement's ONAPO's policy, information and public
awareness responsibilities.

AID, in the current project, will strengthen this approach. Fortunately, the
joint PP team involved senior representatives from both ONAPO and MINISANTE.
The inclusion of both institutions in the AID project helps to assure the
complementarity of AID assistance and, with respect to MINISANTE, will
supplement and reinforce the support being provided by the World Bank. As
indicated in the Project Description, technical assistance and training has
been carefully designed to provide skills in areas not covered, or
insufficiently attended to, by the Family Health project. Also to be noted is
that AID assistance will not by-pass the existing organizational structure of
MINISANTE. Rather, AID will work within that structure and will seek to
improve it so that it can accommodate to, and benefit from, the proposed

N
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changes. Furthermore, by dealing with both institutions in the same project,
AID can help to ameliorate and resolve the problems of coordination between
them.

2.1.3. Public Sector Coordination

The FP program in Rwanda has suffered from problems of coordination and
Jurisdiction between MINISANTE and ONAPO. The source of these problems are
largely historical and partly attitudinal. ONAPO was created in 1981 with a
mandate to formulate policy and to launch a campaign of consciousness raising,
information dissemination and policy research in support of family planning.
Although its statutory authority did not include the furnishing of
contraceptive supplies and services, ONAPO has performed this function from
the beginning as its regional offices (which are separate from the MINISANTE
health centers) were set up and began functioning. This configuration had the
advantage of getting FP service delivery off to an early start. The
disadvantage was its separation and lack of reinforcement from MCH nutrition
and other health care services plus the inconvenience and stigma which often
discouraged potential users.

Ambiguity of function between ONAPO and MINISANTE was intensified after 1984
when ONAPO came under the latter's jurisdiction. Although MINISANTE was the
health delivery institution of the GOR, it had neither the staff, experience
or expertise to add FP to its functions. Moreover, it was widely regarded as
being dubious as to the merit of FP and whether it should be added to the
Ministry s already overloaded portfolio. Confusion and ambivalence as to
ONAPO/MINISANTE relationships has continued until quite recently. In 1987,
for example, the AID project evaluation team noted: "...the ambiguous nature
of their relationship at the regional level, have limited national capacity to
deliver efficient and effective FP services".

Events over the past two years have laid the basis for improved cooperation
and coordination. The first is the initiation of the Family Health Project
which aims to strengthen MINISANTE's capability to provide FP services as part
of an integrated MCH approach. The second is a Directive issued by the
Minister of Health on March 3, 1988. The Directive reemphasized the priority
the GOR attaches to FP and its policy of fully integrating it into all health
care services throughout the country. In regard to ONAPO/MINISANTE
collaboration, the Directive clearly assigns coordinating responsibility at
the regional level o the MINISANTE Medical Director while the ONAPO Medical
Representative "provides support for MCH/FP activities" and, in addition, is
responsible for managing ONAPO's demographic, IEC and liaison activities
including the provision of FP supplies and drugs. Thus the Directive endorses
the continuation of ONAPO's present functions while bringing them within the
policy framework and supervision of MINISANTE.

The present project will reinforce these gains in program coordination. A
project coordinating committee ("comite mixte") will be established with
representation from MINISANTE, ONAPO and USAID. In addition to serving as a
vehicle for reviewing and coordinating US inputs and project performance, it
will also serve as a forum for USAID to press for and monitor improved FP
coordination within the public sector generally.



3.1. Private Sector Arrangements

The »rivate sector FP program will be a new initiative of the Project. A new
body, Comite Consultatif, will be established with ONAPO, USAID, and private
sector representatives to develop the role of NGOs, provide assistance in
designing proposals, review and approve sub-grants and coordinate the private
sector component of the Project.
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FCIITIC Iy “wi ¥ITST00 NILL BE ADZQUATF PAR AID FROJEM

\o

-
Fa
«
-
oy T
| 9
w
p——
-
—
twe
L—<

STATE  Y12926¢/21



UNCLASSIFIEL  ~ ATTRCHMRN A [ §TATF  212885/01

MANAGZMENT. ¥CPR RECOMMENDS TRAT THY PP/LDESITN #vPLlpe
BEVRHAL PCSSIERILITIES INCLUTING lDl.;?RCﬂ:CT FUNI®Y PSC
ANT FSN 2SS :S7RNT, f o

4. EUDGET: CIV¥n TEAT FAMILY FLANNING IS THE MISSION'S
MC. 1 FRIQRITY, FI0FOSFT MCETGAGE FQR WHIS, ROJFC™ WOULD
EY ACC7°TAYLi. HLOwIVER, THE MISSICK SAOUET EE PHEFARTD
Y0 FUML THY FPRCJECT FRO# I™S CURRENT FY 35 AND PROPOSTD
QUIYSAR CYZ LFVELZ. b TBIS IS NCY POSSIBLE, TET
FRCCECT SECULT ®F 8CALEI ICWN ACCORDI ch.

€. RILATICANEEIP CF FRCJECT PO AIDS PROGRAM: ARSGUMFNTS
PEC ANT CC! wYHE FRESFNTXL 70K INOLUSICE OF AIDS ANI
FAPILY FLAGWAING EFFORPS IN THIS PROJECT. :CTR ASK:IFL
THLT Ti¥ 1wl RBFFCATS SECULD BE KXPBY EFPARATY Ry
EPTUASTIZREL TP.T TRY PP SHOULL ADIRESE 1q¥: Ati: FROLL:™
FY STOLING Tabl FLERNT ORSHF FRCBLYM It SWALTA ANT U(w
Tha ECJECT MAY SECONDARILY CONTHIEUTE [0 ™y RATPLY
AGAI WS ] L102 TrFZUG8 CONIZ 4 USE AND CQUNSYLING/TRAINING
ACTIVITI®S. WHILE TEE JCFZ DII NOT FFXL 4N LIDS
COMECHEN T SEOULL TR 2UILT INTO THE PROJECT, IT F*L7 T¥AG
THE" B0JLIP SwIULL ATPENPT TO INFCRMALLY TRACK AMT
PCHITOR THr ATIS PROBLEM IN RWANDA. IT ¥a$ 2FLT THIS
INYCREATICN CCULD PE NXTREMELY USEFUL IH TEE UNLFRTLY INC
0¥ SUSWQUEAT ®RCJIECT EVALUATION. WHEN FERSIRLE, ons
PISSTCN CECULT CANSITEE UTILIZING THE AILS/COM AMY)
ATLZ/FRCF CWNTRALLY PUNDML FRCJECTS.

~ y
€. THI EF.C 1¢ LVCOURAGEL TC VISIT TRE LEMYA MISSION TC
GA MEe INFORNM{TICN ON TVE KENYS FRIVATE SECTOR FAMILY

FELANKING IDC524M (615-2223) WwEICP HAS BFEN UNDEXWAY
SINCr SZFTENMEYR 1697,

7. DEFFCGRATEIC EFALTR SURVEY (DE5): 1BE KCPR
RICOMASNLRL INCLUSION OF DS IN THE PRGJECT. THE CH3
BIIT STRVE 10 FVALJATY TEY PROGRFSS MADP SINCT TY; 1933
FYRCTLITY SUSVREY ANL A8 EASELINE INFORMATION YOF FURTHIER
EYAL ATTIO~ 7§ 77 PAOPOSIL FROJROT. '

. CUulIPiCafil.¥: PUE CONLITIONALIT! BOSCIRILIpPILS
PROFCSE™ IN THY FID SEEM SASONAELE, BUT TEF LCPR
CAUIIING THE MISSION 70 AFPRCACH AN ¥ETGE CAREFULLY THE
MERL POR NFY SCNTITIONS DURING THE PP ENIPARATION, '

1T/ TRUILIZATION:  Tys PP SHIULD IL¥SCHIEY 14
D20 MWD PEETTICE ON AEORTION AND

T lV. THY PP OALES SBOULD STATY pHAT Tup
PRCIZTT WIT L 7 <pLY aJPP A,7.D, FOLICY O ABORTICN ALD
ST=RILI aTIrn, 14 AITITION, IMFLEMYNTING DOCUMFRTATICN
SECULT INCLUTY ATFLICAELF A.1.D. STANDAT® CT.AUSFS Ui
TERSY ML EnT,
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ATTACH'ENT B

LGGICAL FRAMEVORK FOR SUMMARIZING

Froject Ti!lezmww%_mw

PRUOJECT DESIGH

Daz= of this Semmary

|

i Purpose, Then Goal

OTHESES

I

DEVELOPMENT HYP

Il 17 Outputs, Then Purpose

ATTACHMENT B

MANAGEABI;E INTEREST
H Inputs, Then Outputs

NARRATIVE SULTIARY OBJECTIVELY VERIFIASLE IDICATORS . MEANS OF VERIFICATIC: IMPORTANT ASSUMPTIONS
:,:::,‘,;i(‘;::j;?‘:;m:::,em.. 10 Meatuies of Goal Achievement: ° Gw:umn; tong term vatue ¢! Srogra:n/project:
To reduce fertility rates in Rwanda. Total Fertility Rated fram 8.6 to 8 Census and DHS data —Econamic and political stability
Annual Population Growth Rate reduced from GOR population statistics
3.7% to 3.2%
Project Purpose: . Conditions that will indi PUrpose has be ecting to-goal link:
achieved: End of project status, " . At P ok
To expand and j the delivery Increaseicmtraceptive prevalence from 3% 1. Census and pis —High level icials
and use of family planning mfonnaum to 15% for wamen in union between the ages 2. GOR . data. . G!‘ltljme mmamoff Fp
and services through both the public of 15-49. : ) . Population statistics —-Econamic situation does not
and private sector. 3. Private sector Population deteriora o
95&ofa11umandwme1bebveentheages Statistics te i
of 15 and 49 with knowledge of all availahie 4. Project evaluations and —-oun:mdamswcmmm i
fanily planning methods., Teports, Rural inf
- — rastructure
Decreased desired fanily size fram 6 to 5. (roads, centers radio)
adequately maintained.
Outputs: Magnitude of Outputs necessary and tuflicient to achieve purpose, Affecting OULpUL-to-purpose link:
1. Improved GOR research, evaluation DHS/RAPID models/6 OpResearch Studies/ 1. DHS data; project reparts; | =—ONAPO and MINISANTE abtain and
eoorﬂmitt;m and palicy analysis 3 Policy Seminars/Regular Coordination Mtgs. RAPID models; " consultant retain adequate staff
T . Integrated MCH/FP setvices in all public e . —NGOs apply for sub-grants
2. Improved delivery of FP services and 508 private h. centers/8NGO sub-grants/ |- ﬁ’:t,s‘- :u! N la. 2nd service i
10 Public and Private sectors. CSM/175,000 FP acceptors/120 MDs-250 Statistics g‘esjlests ang | lesearch carried out and
. ’ H ; H isi recamendations impleme
3. Improved dissemination of FP info, paramedical trained. . reports Availability of ectab]ted
4. Effective fin/ . 75 trainers-600 auxiliaries-600 teachers 3. Project reports; 1Ec Y Of inj e
placeecufo